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Introduction 
This report presents the findings (strengths, weaknesses and recommendations) of a Joint Assessment 

of National Strategies (JANS) of the Sudanese National Health Sector Strategic Plan (NHSSP), conducted 

between the 18th and 30th November 2012. The Joint Assessment was carried out by an independent 

team composed of national and international members.  

 

Background and Objective 

The Interim National Constitution of the Republic of Sudan, formally adopted in 2005, provides a 

framework for a devolved structure of the Government of Sudan (GOS). Three tiers are distinguished: (i) 

the Federal level (responsible for policy setting, planning, coordination and international relations), (ii) 

the State level (concerned with planning and implementation at State level) and (iii) the Localities 

(Mahalia level, responsible for providing PHC services to the population under the Local Government 

Act). The National Health Sector Strategic Plan (NHSSP 2012-16) has been developed as part of the 

government’s national development plan. NHSSP derives its overall orientation from the 2005 

Constitution, the previous NHSSP (2007-2011), the 25 Year National Strategic Plan for Health (2003-27), 

the National Health Policy (2007), the Public Health Act and other relevant legislations related to health. 

 

The drafting of the NHSSP 2012-2016 has gone through a long and participative process involving 

various departments within national and state Ministries of Health (FMOH and SMOH), other key 

national institutions and associations, and with (limited) involvement from international partners and 

national / international NGO's. It builds on an extensive situation analysis and evidence from previous 

surveys and studies. The process also included a comprehensive costing exercise to assess the feasibility 

of the plan. 

 

As a final stage before formalization of the plan, the Government proposed to the International Health 

Partnership (IHP+) secretariat1 to conduct an independent joint assessment of the content and process 

of the NHSSP through a JANS. The Terms of Reference (TOR in Annex 3.1), guiding this joint assessment 

process, established the following objectives for this assignment: 

1. Ensure the national ownership by facilitating the strategic discussion on the strategy with all 

stakeholders at different levels. 

2. Enhance and improve the quality of the strategy through providing a comprehensive review of 

the health strategy and its relevance and feasibility in the country context. This will include an 

in-depth review of program specific strategies on HIV, TB, Malaria and immunization and the 

extent to which they are consistent with the overall plan.  

3. Mobilize resources to fill the funding gaps through improving confidence of partners in NHSSP. 

4. Reduce the transaction costs for the country in dealing with multiple partners' assessments, 

projects and funding streams.    

                                                           
1
 Sudan signed the International Compact in May 2011 
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Methodology 
Between 18th and 30th November 2012 a mixed international and national team reviewed the National 

Health Sector Strategic Plan 2012 - 2016, using the combined Joint Assessment Tool and Guidelines2 

(version 2, September 2011), as developed by the IHP+ Secretariat. The methodologies used to reach to 

the conclusions and recommendations were:  

 

Interviews and document review  

Key informant interviews and discussions: The team initiated its work, by meeting the JANS organising 

committee and members of the NHSSP development team. This comprised senior staff of the FMOH, 

WHO, UNICEF, UNFPA, Plan Sudan and the National Public Health Institute. A work program was 

developed (Annex 3.2), allowing the team to meet staff of the main departments of the MOH (including 

the main programs), many of the Technical Working Groups, the Director of the NHIF, a large 

representation of the Development Partners (DPs), the steering committee of the International NGO 

Forum and the Union, being the representative of the private sector.  Together they constituted NHSSP’s 

major stakeholders. (See list of persons met in Annex 3.3). 

FMOH provided the team with a substantial amount of documents, both before, during and after the 

assignment. This enabled the team members to obtain a thorough insight in the performance of the 

sector, its strengths and weaknesses and the origin and rationale of the NHSSP. 

 

 Field visits took place to River Nile State, Khartoum State and El Gezira State, where the team 

participated in a meeting with many of the State Ministers of the 17 States in the country. A 

formal presentation of our preliminary findings was made in a technical meeting after the 

formal opening of the session. The focus during the field visit was to have meetings with the 

management teams at State and Locality levels. 

 

In addition and at the request of the IHP+ secretariat in Geneva, the team gave special attention to the 

alignment of the NHSSP with the strategies and plans of the various (major) programs in the country, 

funded mainly through GFATM and GAVI. Three sets of issues were reviewed (see details in Annex 3.4): 

A. Technical issues around sub-sector / program strategies 

B. Issues related to balance, coherence and alignment between program strategies and the overall 

sector strategy 

C. Aspects of joint assessment that should be done on a sector rather than a program specific basis 

 

The latest JANS tool reduced the importance of reviewing fiduciary related issues, as JANS does not 

substitute for a fiduciary assessment by the DPs. The Sudan JANS team did not have a financial 

management and procurement specialist. Its findings were therefore only based on the documents 

                                                           
2
IHP+, September 2011. Combined Joint Assessment Tool and Guidelines (draft, Version 2) 
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reviewed. At the end of the assignment the team debriefed with the JANS organising committee and the 

NHSSP development team on Wednesday 28 November and with the stakeholders the next day. 

 

JANS Team 

Members of the JANS team in Sudan (All team members participated in their personal capacity): 

NAME PROFESSION ATTRIBUTE FOCUS 

Dr Jarl Chabot, Team Leader Public Health / Services 1 - 4 and 14 

Ato Abebe Alebachew Economist 8 - 9 and 13 

Dr Bolanle O. Oyeledun Public Health Specialist 5 - 7 and 13 

Dr Colin Peter Thunhurst Epidemiologist / Public Health 15 - 16 

Dr.  Grace Nyerwanire Murindwa Public Health Specialist 10 - 12 

Prof Dr. Mutamad   Ahmed  Amin Parasitologist 1 - 7 

Prof. Dr. Zein ElAbdeen Abdul Rahim Karrar Pediatrician 1 - 7 
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1. Main Observations 

1.1   Overall observations and recommendations 

The draft Sudanese Health Sector Strategic Plan (NHSSP 2012-2016) has been developed by the Federal 

Ministry of Health (FMOH / Planning and Policy Directorate) with regular participation from the public 

sector. State Ministries of Health (SMOHs) also contributed to the process. Development Partners3, Civil 

Society and Private Sector players have been involved much less.  The NHSSP has been developed over a 

1.5 year time period which has allowed impressive ownership and involvement. 

 

The document contains a detailed and comprehensive situation analysis based on extensive background 

documentation, including overall policies, service delivery mechanisms, health systems and governance 

and leadership issues. It has three strategic objectives which are underpinned by the situation analysis, 

which build on the health related MDGs, the overarching national development policies and the I-PRSP. 

The three Strategic Objectives are: 

1. Strengthen  Primary Health Care (PHC) to improve equity in access and expand coverage of health 

services, especially in the rural areas,  

2. Strengthen the referral care by improving the quality and efficiency of hospital services 

3. Ensure social protection, by increasing health insurance coverage, reducing reliance on Out Of 

Pocket (OOP) payments and thus providing Universal Health Coverage (UHC) 

 

The document has a systems-related focus (WHO building blocks) and most programs are well aligned to 

the NHSSP (e.g. priorities, indicators, finance). The targets in the document appear realistic within the 5 

year time period depending upon the extent of support of other political levels (MOF, SMOHs) 

The NHSSP is costed using unit costs from all the building blocks and programs. It suggests two 

alternative scenarios, costing the whole PHC package and a truncated package focusing on curative care. 

 

In short, the NHSSP as a strategic planning document: 

 Was based on a sound analysis of a situation assessment as required by JANS 

 Describes well the overarching policy direction and long term strategies 

 Has set measurable targets for its objectives and outcomes 

 Defined what will be produced in the various HSS building blocks (in the form of a log frame) 

 

 The main issues that need reviewing and revising are: 

 The inclusion of a 'conceptual framework' that links (i)  the proposed inputs with (ii) the various 

systems (building blocks) to provide (iii) the desired outputs (improved access, efficiency and social 

protection) leading to (iv) health outcomes (through service delivery, (vertical) programs and multi 

sector interventions) and (v) improved impact.  

 Shortening the situation analysis and focusing it on providing the rationale for the selection of 

system and program priorities. 

                                                           
3
 Note: With the exception of I-NGOs and a  few bilateral agencies (JICA), there are no major 

stakeholders contributing to the mainstream health sector development agenda in Sudan. 
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 Expanding and revising the programming section by: 

o Including strategic shifts and scaling up of best practices; 

o Including high impacting strategies for each building block and programs; 

o Providing operational detail to the management of the sector (planning, budgeting and 

reporting), particularly in relation to the SMOHs and the DPs 

o Harmonising the proposed indicators and targets between the tables and log frames  with 

the various systems and programs.  

 Strengthening leadership, ownership and target setting for the Aid Effectiveness agenda so as to 

increase participation by DPs, civil society and the private sector; and, outlining better mechanisms 

of coordination 

 Initiating a period of active engagement with the SMOH, the DPs, Civil Society, NHIF and the private 

sector is advised. 

 

1.2   Situation analysis and programming 

The NHSSP is a good and almost complete first draft. Its three strategic objectives are based on an 

extensive and detailed situation analysis, supported by numerous studies and documents. Its’ 

development has been firmly anchored in the various FMOH departments responsible for system 

strengthening and for implementation of the national programs. This has resulted in a high level of 

ownership.  

 

The proposed expansion of Primary Health Care (PHC) facilities will eventually allow Universal Health 

Coverage (UHC). This is in support of the ‘pro-poor policy' aimed at reducing the Out Of Pocket 

expenditure (OOP) of the underserved (rural) populations. 

 

However, in order to become a guiding and marketing document for the interventions of the health 

sector in the coming five years, the document needs restructuring with several important additions. 

Together they will strengthen: 1. the conceptual framework; 2. the integration and feasibility of the 

various proposed strategies of the systems and programs; 3. the focus on the social determinants of 

health; 4. the horizontal and vertical coordination with stakeholders and the SMOHs; 5. the 

sustainability of the interventions; and, 6. the political leadership of the FMOH in resource mobilisation 

and the distribution of available financial resources to States and Localities; as indicated further below.   

 

1. There is no clear 'conceptual framework' in the NHSSP that links (i)  the proposed inputs with (ii) the 

various systems (building blocks) to provide (iii) the desired outputs (improved access, efficiency and 

social protection) leading to (iv) health outcomes (through service delivery, (vertical) programs and multi 

sector interventions) and (v) improved impact. A revision of the structure of the NHSSP to reflect such a 

conceptual framework is proposed. 

 

2. The strategies of the sub-sector systems and programs are still highly fragmented and only limited 

synergy and sharing of resources between the programs appears to exist. Their integration has not been 

addressed specifically; and it is not always clear in what way the systems (building blocks) and programs 
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will undertake the proposed interventions to attain the three strategic objectives. Strategies of these 

systems and programs need to be more detailed in order to convince the reader that they are innovative 

and are capable of contributing to the achievement of the targets of the NHSSP. A roadmap that sets out 

the details on HOW to achieve the UHC and HOW to implement (innovative) sub-sector strategies would 

help to bring these elements together. 

 

3. The NHSSP does not address in an operational way the other health determinants, such as education, 

water and sanitation, agriculture - this is particularly noticeable in the areas of nutrition, NCDs and the 

multi-sectoral HIV/AIDS interventions. Practical interventions to be undertaken with other sectors need 

to be included. 

 

4. The NHSSP only marginally addresses the relation and coordination between the FMOH, the SMOHs 

and the other stakeholders, in particular the Development Partners (DPs), the civil society (national and 

international NGOs) and the private sector. As these relations are crucial for an effective 

implementation of the NHSSP, (in particular the dialogue with the State Ministries of Health), regular 

meetings chaired by the Federal Minister of Health with a clear agenda need to be initiated to provide a 

platform where major policy issues (distribution of resources, infrastructure development, pro-poor 

policies and UHC) can be discussed. 

 

5. Sustainability of the interventions proposed in the NHSSP has not been addressed. Given the financial 

dependence on external funding from GFATM and GAVI, this poses a serious challenge for the future. 

New strategies have to be developed and new development partners identified to address the 

sustainability of the plan. 

 

6. The NHSSP is a good technical document, but the political leadership at federal level is not sufficiently 

visible., It is the responsibility of that leadership to guide the sector towards its stated objectives and to 

negotiate with MOF and SMOHs about resource distribution (the allocation formula), the expansion of 

cost centres to the Localities and the allocations made by the States to Rural Hospitals. 

 

1.3   Process 

According to the MOH, there have been great efforts to engage all the relevant sectors and civil society 

in the development of the NHSSP with oversight from the National Health Sector Coordination Council 

(NHSCC) headed by the President of Sudan. With extensive consultation lasting almost 22 months, the 

planning process, which was supported by the WHO as a key partner, was strategic, intensive and 

elaborate so as to ensure full engagement. Two committees (drafting and advisory) and seven technical 

working groups, each directly relating to the WHO building blocks for HSS, were formed to support the 

process.  Oversight of the process was through the Steering Committee comprising mainly government 

and multilateral partners. Furthermore, several consultative fora and group meetings were held to agree 

on key objectives, strategic interventions, log frames, targets, indicators and other components of plan.   
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Politically, the Sudan NHSSP is underscored by its’ consistency with the National Health Policy and its’ 

reflection of the 25 year National Strategic Plan for Health (2003-2027). Its’ relative consistency with the 

priorities identified by the social sector sub- committee of the house of parliament, as documented in 

the social sector plan of the National Council of Strategic Planning, further buttresses government’s 

commitment to its support. While the plan is relatively well aligned with other higher level policies, 

(such as the National Health Policy, social sector development plan and the i-PRSP), the private for profit 

sector, CCM ( official involvement ) and the development partners did not appear to be adequately 

involved in the development of the plan. It was also difficult to solicit the participation of other related 

sectors (e.g. education, water and sanitation) and of the State Ministries of Health. It is important that 

these partners become more actively engaged as the quality and extent of these relationships are 

important for the successful roll out and implementation of the plan. 

 

The document does not clearly reflect nor articulate how it proposes to link the defined objectives with 

the strategic interventions.  It is unclear how the priorities and the objectives of the NHSSP align with 

the plans and/or implementation/disbursement arrangements of the Multi Donor Trust Fund (MDTF). 

There is no mention of any active involvement and/or representation from the oversight Committee of 

the MDTF in the development process.  

 

While the country has several focused national strategic plans for critical interventions  (TB, EPI, 

HIV/AIDS, RH, and Nutrition) and some well performing programs (e.g. EPI), the strategy through which 

the NHSSP proposes to deliver its minimum package of health interventions across the different levels of 

care is unclear. It proposes to use the platform of PHC to deliver services; but it is not clear how this will 

be aligned and implemented. This should include leveraging existing opportunities thereby 

defragmenting the health system. For example, the EPI program is highly focused with a high coverage 

which reaches across the country; there appear to be missed opportunities to use resources available 

through donor support for HIV/AIDS, TB-HSS, Malaria and EPI to deliver other components of the health 

system based on an integrated strategy. 

 

Despite the above constraints and weaknesses, the semi-finalized status of the document provides an 

opportunity to ensure that all these relevant stakeholders can become engaged and brought on board.  

It is important that the MOH/Secretariat identifies and further stratifies potential funders and invites 

them into the process as partners as soon as possible. This will maximise opportunities to mobilise 

interest for the NHSSP and identify potential key implementing partners. It is also critical that proposed 

NHSSP strategic approaches be reviewed from an integrated perspective to ensure that the sub-national 

disease and other vertical programs can be leveraged to deliver the minimum health package. Formal 

consultations should be held with key stakeholders and vertical programs are to be further integrated so 

as to evolve the NHSSP more strategically by using the platform of successful vertical programs. 

 

1.4   Cost and budgetary framework 
Sudan has carried out an extensive costing exercise using the 'one health tool', which has a potential to 

link planning, costing and budgeting. The costing model which employed the WHO building blocks 
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approach is consistent and aligned with the programming section of the NHSSP. The costing process was 

very participatory which resulted in high ownership by programs within FMOH, including disease-based 

programs.  This is not often seen in other countries. There is consistency between most of the targets in 

the programming section of NHSSP and those used in the costing process. Efforts were made to inform 

unit costs from evidence (in-country and literature when not available). An international team was 

employed to audit and verify entries. The costing considered two scenarios: full and truncated PHC. The 

costing estimates produced costs by programs and health systems, development and recurrent budget, 

although some of them are in a separate document. It also provided the returns to investment 

(mortality rate reductions), which is consistent with the targets set for the NHSSP. The financing 

projections also considered three options and used clear assumptions in projecting resources for the 

NHSSP period.   

 

However, there are some outstanding 'issues' around costing and financing. While the NHSSP is 

supposed to be sector wide, the costing estimates seems to be limited to public sector services, 

excluding the contribution of other providers.  Furthermore, while the thrust of the plan is to implement 

the full and truncated PHC, it is not clearly documented how this is translated into costing and financing. 

Secondary and tertiary care costs estimates are made based on a lump sum cost, the basis for which is 

not stated. It is not clear how human resource projections based on staff-population ratios will translate 

this shift to PHC into implementation. Maintenance costs do not seem to be included. Resource 

projections are not made for each source of financing (government, external sources, NHIF, user fees). 

This will not help in the mobilization of funding, as potential funders will require assurance on the 

‘additionality’ of government funding to their contribution. There is inconsistency between the target to 

increase the percentage of health spending from total government expenditure (to meet Abuja targets) 

and the constant assumptions used in projections. There is a need to bring the overall projected funding 

gap from the separate costing document into the strategic plan. Financial projections and resource gaps 

for different programs and systems are not reflected, and this may limit the marketability of NHSSP to 

potential funders with specific program interest.  Finally, comprehensive financing options (increasing 

domestic and external resource mobilization, PPP, cost containment measures and sustainability) and 

associated strategies are not well described in NHSSP. 

 

Lack of clarity on the basis up on which the secondary and tertiary cost is estimated will limit the 

credibility of the costing process. Unclear commitment of GOS contribution (excluding external 

resources), NHIF and user fees will reduce confidence in and hence the marketing potential of NHSSP as 

a funding mobilizing tool.  Before finalization of the NHSSP, it is recommended that: 

 secondary and tertiary costing be refined and details on how it is estimated be provided; 

 maintenance cost is included in the plan; 

 the fiscal space by sources of funding (government, development partners, NHIF and user fees) 

is calculated;  

 NHSSP costs and financing gaps by programs, system strengthening areas and development and 

recurrent budget are clearly shown; 

 Annex 3.4 (pp49 – 55, below) reports on the alignment of the various programs to the NHSSP. 
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1.5   Implementation and Management 

In order to operationalise the NHSSP, stakeholders at all levels must prepare operational plans every year. 

The framework for preparing operational plans at all levels (Federal, State and Locality levels) have 

already been developed and used in preparing operational plans during the first NHSSP and is well 

described in the current NHSSP. The role of Federal, State and Locality levels are described and the 

annual planning and budgeting cycle and its timelines for the Federal Ministry of Health are provided. The 

framework however is not comprehensive in spelling out how the plans and budgets of different levels of 

the health system will be compiled and integrated to produce an overall health sector operational plan 

incorporating both the FMOH and SMOH annual targets, budgets and funding gaps (One plan One budget 

concept). The strategy does not analyse the status and capacities of the Federal, State and Localities for 

planning and management of health services. Management capacities of states and localities should 

therefore be assessed, gaps identified and relevant capacity building undertaken or technical assistance 

provided in areas like planning, budgeting and reporting.  Mechanisms for linking state annual plans to 

the NHSSP and its annual plans should be defined and supported. The FMOH has a responsibility of 

supporting, mentoring and building the capacities SMOH and Localities in planning, budgeting and 

management of health services.  

 

Primary Health Care has been defined as the main strategy of the NHSSP. The strategy prioritizes 

expansion and support of PHC facilities in under-served and remote states and areas. The strategy 

emphasizes equity as a national priority and provides for a well-defined PHC package at the locality level 

facilities (FHU, FHC, RH). Service standards for the delivery of the PHC Essential Service Package however 

are not widely used to inform the NHSSP. The delivery of the Essential Service Package is highly 

verticalized and there are no plans and strategies for fostering integration across its components. The 

FMOH should disseminate the service standards for essential service package and enforce its integrated 

delivery at all levels. Fragmented delivery of the Essential Service Package will perpetuate the 

inefficiencies in its delivery and miss the opportunity to leverage resources across the programs and 

result in overall poor coverage of priority PHC interventions.  There is strong government commitment to 

increase the proportion of resources to PHC by allocating additional budget resources to PHC while 

keeping the allocations to secondary and tertiary care constant. The current resource allocation formula 

however needs revision in order to move towards a more equitable and transparent allocation of funds 

between FMOH and states and within states. FMOH should advocate to Ministry of Finance for primary 

health units (at the locality level) to become cost centres.   

 

The strategy provides a comprehensive analysis of the current situation of human resource for health in 

Sudan, particularly the shortages, mal-distribution and imbalance in skills mix. The Human Resources 

Strategy (2012-2016) and the associated HRH policies, which are already in place and being implemented 

and are aligned to the NHSSP, proposes measures to improve the human resource situation including 

encouraging transfer of qualified staff to less staffed and low performing states. The NHSSP however does 

not describe the mechanisms for increasing the production of health workers, correcting the skills mix 

imbalance, improving the management and retention of health workers and neither does it analyze the 
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technical assistance needs (both international and national TA needs) for implementing the priority 

interventions. The policy and strategy for attracting and retaining qualified heath workers especially in 

remote and underserved areas should be widely disseminated and used by stakeholders especially states 

and localities.    

 

The NHSSP acknowledges the importance of governance and the need for a sector leadership framework. 

It describes the responsibilities of the FMOH, the States and Localities in health sector leadership and 

governance. GOS has put in place structures for ensuring good governance and participation of key 

stakeholders in the coordination of the health sector. It has provided appropriate leadership for these 

structures to ensure political endorsement and commitment and an emphasis on a multi-sectoral 

approach to development. A compact was signed with the International Health Partnership (IHP+) 

secretariat in 2011 to address issues of harmonization and alignment. In addition regulatory bodies to 

ensure safety and quality of health care are already constituted and in place. Structures for coordinating 

major funding agencies (in particular GFATM and GAVI) and a donor forum have been established. GOS 

has developed a number of policies for providing strategic direction for the health sector.  

 

The NHSSP however has not adequately analyzed the weakness and challenges to effective governance 

and leadership of the health sector at all levels. Horizontal and vertical coordination in NHSSP has not 

been described in sufficient detail. Strategies for revising/strengthening the health legislation in the light 

of the envisaged reforms in the sector are insufficiently addressed. The Aid Effectiveness agenda in the 

NHSSP is not sufficiently detailed, especially in terms of strategies to strengthen ownership and 

leadership at FMOH and within states and localities; clear strategies to strengthen government systems; 

targets for alignment and harmonization agenda; and streamline funding channels for aid effectiveness 

over the long term. Most of the policies are not endorsed by the National Assembly and State Legislative 

Councils and hence lack political and communal support. The "Voice" or role of the population or 

communities in holding government and other implementing partners accountable is absent 

 

The management and administrative responsibility of Localities should be reviewed to bring rural 

hospitals under the Locality Health Management Team (LHMT) at the Locality level. The roles of all 

stakeholders, including other government sectors, civil society organizations and the private sector 

should be clarified and their engagement, including resourcing, should be made more explicit. The FMOH 

should develop the Aid Effectiveness agenda in terms of: strengthening ownership and leadership; 

strengthening governmental systems; setting targets for achieving ‘One Plan, One Budget and One 

Report’; and negotiating partnership agreements and preferred funding channels. 

 

1.6   Monitoring, Evaluation and Review. 

M&E units currently exist within most programs and operational directorates within FMOH.  Although, 

cumulatively, this constitutes a significant body of knowledge and skills it is highly fragmented.  The 

process of drafting the M&E plan (contained both within NHSSP and within a fuller supporting M&E Plan 

for 2012-2016, currently in draft) has called upon this collective expertise and in so doing has started the 
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much needed process of drawing the disparate units into a more cohesive structure operating under an 

integrated framework. 

 

The M&E plan is said to be “based around the theory of change for the NHSSP”.  This is an entirely new 

framework which is introduced at a late stage within NHSSP.  As such it appears to cut across the 

objectives framework which has been much more methodically built up within the set of log frames 

presented within the NHSSP Annex.  As a consequence the set of core indicators presented constitutes 

only partial overlap with monitoring indicators associated with those log frames.  It is difficult to see 

what the “theory of change” adds to the substance of NHSSP; and it undoubtedly interrupts the smooth 

flow from objective setting to monitoring.  Rather, as has been proposed above, a linking conceptual 

framework should be included. 

 

The most serious challenge facing the proposed monitoring and evaluation system is the very poor 

information base which it can call upon to calibrate any set of selected indicators.  Reporting rates from 

facilities are repeatedly said to be low, particularly those from the ‘harder to reach’ and thereby 

underserved areas; and, coverage of facilities extends only as far as government run units.  Developing 

the information base will be a major challenge.  This is implicitly acknowledged by reference to a distinct 

health information strategy reportedly developed to address these deficiencies.  No evidence could be 

found that such a strategy currently exists; but it is urgently needed and should address a number of key 

issues: measures for improving facility reporting rates without introducing perverse incentives; selective 

and considered use of new technologies; measures to extend coverage of non-governmental providers 

and vulnerable communities; measures to improve feedback to data providers; assessment of cost-

effectiveness of core indicators and disaggregation by equity; and, the human resource requirements 

with cost implications  

 

Plans for a Joint Annual Review (JAR) process are spelt out in some detail in the current draft of the 

Monitoring and Evaluation Plan for 2012-2016.  A review timetable is provided leading to the production 

of a Health Sector Performance Assessment Report which will feed into the next planning cycle and 

which will also presumably provide the basis for ensuring feedback to respective stakeholders.  The 

proposed review specifies the sources of data to be employed; these are all currently of a routine 

nature.  It is recommended that these should be complemented with ad-hoc or periodic operational 

research studies to enable more intensive scrutiny of areas where performance may be considered to be 

below the required standard. 

 

In short, the strength of the M&E section of NHSSP can be summarised as: 

 Existence of clear measures for impact, outcome and out puts in the log frames 

 The effort to define sector wide indicators for NHSSP (being some 30 in number) 

 The identification of the weaknesses of the HMIS and the need to resolve it through a plan 

 The introduction of Joint Annual Reviews to monitor the implementation of NHSSP 
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2. Assessment of the NHSSP 

2.1   Situation Analysis and Programming 

 

Situation Analysis & Programming 
Clarity and relevance of priorities and strategies selected, based on sound situation analysis 

STRENGTHS 

Attribute 1: Strategy based on sound analysis 

Over the last two years, the FMOH undertook several studies, reviews and policy documents that 
have informed the NHSSP 2012-2016.  The most important documents used to develop the NHSSP 
were: the FMOH 25 years Strategic Plan for the health sector, the FMOH National Health Policy 
(2007), the Sudan Household Utilisation and Expenditure study (2009), the Sudan Household Health 
Survey (SHHS, 2007 and 2009), the Health Investment Plan for the Northern States (2011-2015), a 
quantitative and qualitative assessment of the organisation and management capacity of the 
decentralised health systems of the State and Localities (undated), Sudan MDG progress report 
2010, Strategic Plans / Policies of the main programs (HIV/AIDS, TB, Malaria, EPI, RH, NCD) and 
systems (HRH, Drugs, M&E),  the WB draft Country Status Report on the health sector (June 2011) 
and the IHP+ Results annual report (2012). NHSSP provides and extensive and exhaustive over view 
of the sector, using Federal and State specific and often disaggregated data. 
 
Cross-reference of the NHSSP to the 25 years Strategic Plan for the health sector, the National 
Health Policy (2007) and the Sudan interim Poverty Reduction Strategy Paper (draft i-PRSP, 2011) 
shows broad coherence in terms of priorities and strategies to be applied. Various stakeholders 
(GFATM, WB, UN agencies) contributed to the execution of these studies. 
 
In the area of finance several studies have contributed to better understanding of the economic and 
financial context in which the NHSSP operates: the Sudan National Health Account 2008, the Sudan 
Country Integrated Fiduciary Assessment (CIFA 2010), a Public Expenditure Review of the health 
sector (PER, 2012) and the Public Expenditure Tracking Study (PETS, 2011). These studies have also 
revealed the inequalities that exist among and within Stated in terms of financing and informed the 
Strategy and where relevant the costing of the NHSSP. 
 
The NHSSP mentions as its priorities for the coming five years: (i) strengthening and expanding 
(access) Primary Health Care (PHC) in order to improve equity; (ii) increasing quality and efficiency of 
hospital services; and (iii) ensuring social protection by expanding the health insurance coverage and 
access to an universal minimum package of care for all citizens.  In this way, the NHSSP has adopted 
a 'pro-poor' policy aimed at reducing the out of pocket (OOP) expenditure of the population 
(currently standing at almost 60% of total expenditure for health). 
 
Overall, NHSSP addresses the disease burden (morbidity / mortality) in the country through its 
interventions in the areas of system strengthening (the WHO Building Blocks), service delivery and 
programs which together will implicitly impact on equity and efficiency. 
 
During the past years significant effort was made to integrate the various disease programs, 
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including the design of a framework for integrated community and facility level care. Also, a 
framework and protocols for interactive health management at state and facility level were 
developed. 
 

Attribute 2: Clear goals, policies, objectives, interventions and expected results 

The goals of the NHSSP and its "strategic directions" have been defined and respond to the main 
challenges coming from the situation analysis.  
 
The summarized log frame addresses some of the main systems and includes the expected results 
that are to be achieved incorporating some implementation arrangements. Annex 2 of NHSSP 
provides the annualised baseline and targets for each component of the strategy. 
 
The NHSSP specifically addresses the poor and vulnerable groups in the Sudanese society and sets 
targets to reduce the Out Of Pocket (OOP) expenditure.  
 
Universal access to PHC services (the 'minimum package') has been defined and costed based on 
unit costs and assumptions related to the population / health worker ratios. 
 

Attribute 3: Interventions are feasible, appropriate, equitable ad based on evidence 

The planned interventions include most of the relevant programs and all the WHO Building Bocks 
through a systems strengthening approach. They are based on the extensive situational analysis and 
will address and improve (if properly implemented) access and equity, efficiency and effectiveness of 
the service delivery system. It mentions some of the main constraints in the key systems. 
 

Attribute 4: Risk assessment and proposed mitigation strategies 

No risk assessment has been made in the NHSSP 
 

WEAKNESSES 

Attribute 1: Strategy based on sound analysis 

The situational analysis is too long.  While it contains interesting background on the health situation 
in the country, there is a lot of detail that is not directly relevant to inform the rationale for the three 
strategic objectives of the NHSSP.  
 
There is no clear 'conceptual framework' in the NHSSP that links (i)  the proposed inputs with (ii) the 
various systems (building blocks) to provide (iii) the desired outputs (improved access, efficiency and 
social protection) leading to (iv) health outcomes (through service delivery, (vertical) programs and 
multi sector interventions) and (v) improved impact. 
 
More specifically, while the strategic interventions in the health systems and the various programs 
are well described, their linkage with the three strategic objectives remains implicit. It is not always 
clear in what way the building blocks and programs will undertake the interventions to attain the 
three strategic objectives. 
 
Universal coverage of PHC is an important pillar of the national strategy. However, it is not clear and 
there is no roadmap as to how the universal coverage through expansion of PHC will be achieved. 
Universal coverage is not only about access to care but also about financing. The NHSSP is quite 
‘thin’ on how to bring the non formal sector into prepayment schemes.  
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While 'integration' of the various disease programs has been the 'buzz word' in many meetings, it 
has not been translated into an effective strategy. The PHC implementation strategy is not well spelt 
out and hence NHSSP has not clearly defined how these vertical programs will improve their internal 
collaboration and eventually share their resources to strengthen HSS that work for all programs.  
 
The NHSSP does not address in an operational way the other health determinants, such as 
education, water and sanitation, agriculture - this is particularly noticeable in the areas of nutrition, 
NCDs and the multi-sectoral HIV/AIDS interventions. 
 
The NHSSP only marginally addresses the relation and coordination between the FMOH, the States 
and the other stakeholders, in particular the Development Partners (DPs), the civil society (national 
and international NGOs) and the private sector.  There is no target for each sector stakeholder to 
aim for in the next five years on moving towards one plan, one budget and one report. 
 
In some States the existing conflicts do not allow the health authorities to effectively provide care 
and support to the populations. In these areas Non Governmental Organisations (national and 
international NGOs) are working (often together with the State Health authorities) to fill the gap. 
They work along the continuum of conflict towards development; this grey area of health related 
interventions with their specific challenges is not addressed in the NHSSP. 
 

Attribute 2: Clear goals, policies, objectives, interventions and expected results. 

The log frame is not aligned to the three main strategic objectives. There appears to be a disconnect 
between these strategic objectives, the strategies to achieve them and the monitoring system that is 
meant to review the progress in attaining the expected results.  
 
There appears to be a gap in most systems and programs between their respective strategies and 
the targets that are being set. It is this gap that needs to be filled with details about HOW the 
strategies will be implemented and why they will contribute to attain the strategic objectives and 
targets.  
 
Plans for financing health services (a health financing policy) have not yet been finalised and ways to 
mobilise additional resources have not yet been described in sufficient detail, as social health 
insurance is not yet accessible to the rural populations. 
 
Whether the targets are realistic and achievable within the five years of the NHSSP is not possible to 
verify, as there are several governance related challenges that are outside the realm of the FMOH. 
Assumptions about the likelihood of addressing these challenges have not been provided in the 
document. Examples are the lack of clarity about the effectiveness of the resource allocation 
formula and whether the block grants provided by the MOF will actually reach the level of the 
localities (as it is the authority and discretion of the SMOH to define these allocations). 
 

Attribute 3: Interventions are feasible, appropriate, equitable ad based on evidence 

The implementation arrangements of the NHSSP do not address the pace of implementation in the 
coming years, nor is there a bottleneck analysis of what hurdles and challenges are to be expected. 
The evaluation of the previous NHSSP (2007-2011) does not provide for practical recommendations 
in this regard.   
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Sustainability of the interventions proposed in the NHSSP has not been addressed. Given the 
financial dependence on the external funding by the GFATM and GAVI, this poses a serious challenge 
for the future. If these agencies were to reduce / stop their funding in the coming years, the 
implementation capacity of these programs is likely to be affected, as GOS resources are not yet 
contributing to their operations. 
 
Contingency plans to address emergency health needs (drought, war, the appearance of new fatal 
diseases or a change in GOS priorities) have not been included in the NHSSP. FMOH capacity to 
address such emergencies is weak. 
 

Attribute 4: Risk assessment and proposed mitigation strategies 

Risks and risk mitigating mechanisms of NHSSP are not specified 

  

 

IMPLICATIONS FOR SUCCESSFUL IMPLEMENTATION 

Lack of clarity in the structure of NHSSP will inhibit its’ use as a guiding document for interventions 
within the health sector over the coming five year period.  It needs restructuring and several 
important additions made that together will strengthen the leadership, integration, coordination, 
monitoring and implementation of the NHSSP in the coming years.  
 
Similarly, lack of clarity and detail in relation to respective roles will lead to confusion and 
duplication. To allow for effective implementation of the NHSSP there is a need to define in more 
detail the role and relationship of the Federal Ministry in respect of the State Ministries and at the 
level of the Localities. For example if the NHSSP intends to align the planning and monitoring system 
a standard format of planning must be developed that links these three levels into one harmonised 
and interdependent planning cycle. Similarly, if the stated intention of the NHSSP is to strengthen 
the PHC system in the country, the current 'verticality' of the various programs must be reduced and 
more horizontal collaboration, integration and sharing of resources achieved between them. 
 
Successful implementation requires that potential stakeholders ‘buy in’ to the NHSSP.  Thus, there is 
a need to make the NHSSP a 'selling document', capable of attracting funding from external 
partners, not only the GFATM or GAVI, but also other interested (bilateral) stakeholders. To achieve 
this, the political leadership of the FMOH needs to become more involved and the coordination 
structures, with other ministries (for multi sector interventions), with interested stakeholders (DFID, 
Turkey, Qatar, I-NGOs etc), with the civil society (especially in the conflict zones), and with the 
private sector, as specified in the document need to be strengthened. 
 
The inconsistencies in the log frame are a consequence of the lack of a clear 'conceptual framework' 
and will contribute to a limited capacity of the FMOH to monitor and take relevant corrective action 
during the implementation of the NHSSP.  
 
Achieving the successful implementation of the NHSSP is partly a technical issue within the 
responsibility of the FMOH. It has to advocate and work hard to mobilize funding, provide evidence 
based arguments! It has to engage politically and foster partnership with MOF and SMOHs to break 
this barrier. The other part appears more a political issue outside the authority of the Federal 
Ministry of Health. The influence of the FMOH with regard to resource mobilisation depends to a 
large extent on the 'goodwill' of the various SMOHs and the MOF. 
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The absence of a paragraph on sustainability in the NHSSP is an important omission and a liability for 
the effective implementation of the plan. With a high dependence on just 2-3 external funding 
agencies, the absence of IHP+ related donors in the health sector and given the current economic 
slowdown, the chances that substantial external resource can be found is limited. New strategies 
have to be developed and new development partners identified to address the sustainability of the 
plan 
 

SUGGESTED ACTIONS 

The inclusion of a 'conceptual framework'  that links the various inputs with the systems, the 
outputs, the outcomes and impact would help to provide more cohesion between the various 
chapters in the NHSSP (see for example the framework in the Kenyan NHSSP). 
 
The document should clarify HOW the various proposed strategies will help to achieve the stated 
objectives. The document should clarify in what way it is different from the previous NHSSP and how 
changes and innovations will be implemented. Concrete targets should be included, together with 
the strategic shifts required to accelerate progress in the effective implementation of the NHSSP. 
Questions that the document need to address include: 

• How the NHSSP can scale-up the interventions by the various systems and programs 
• How it will support the states with low per capita spending 
• How it will allocate additional infrastructure and resources among the SMOHs 
• How it will ensure States will finance recurrent spending once the investment is made 
• How it will rationalize staffing, especially in urban areas and hospitals 

 
The strategies to be included could benefit from a more detailed description of those interventions 
that are new and innovative in this strategic plan. In general the strategies should focus more on the 
future (rather than stating what they are doing now) and on where they want to be with their 
interventions in 2016 (thus becoming a forward looking and daring / challenging document) 
 
In order to address the important integration between the various programs, FMOH should provide 
firm leadership to discourage the current fragmentation and inefficient use of resources. Clear 
coordination structures are to be put in place between the various programs (both those funded by 
GFATM and GAVI) and those without much external resource. These meetings should be chaired by 
the Under Secretary of the FMOH. 
 
The intended collaboration with other sectors, in order to address the wider determinants of health, 
needs to be described in more detail specifying practical interventions that will bring the other 
sectors into the health arena. 
 
A short description of the role and the interventions of the various stakeholders should be part of 
the situation analysis, as it will inform the strengths and weaknesses in the Aid Effectiveness agenda 
later in the document. 
 
A paragraph is suggested that addresses the specific challenges in the conflict areas of the country. 
The role and relations between the State (SMOH) and the NGOs operating in these areas would help 
to clarify the necessary coordination mechanisms between these actors at Federal and State level.  
 
Use the suggested 'conceptual framework' as the basic structure for the log frame, including (i) the 
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three strategic objectives, (ii) objectives of the various health systems and (iii) objectives of the 
major programs, each with their most important and innovative strategies that contribute to the 
achievement of these objectives and the (iv) core indicators that are linked to these systems and 
programs. This will create a hierarchy of outputs, outcomes and impacts that should be defined in 
the M&E strategy.  
 
Provide core indicators with a reliable baseline and realistic annual targets, specifying the source of 
the information and the frequency of collecting them. 
 
Advocate with the Ministry of Finance for health centres to become cost centres so that they have 
earmarked funding for human resources where any HR transfers will not affect availability as they 
can hire from their budget. The budget can be administered at locality level.  Regular dialogue with 
the SMOHs will be essential. The Minister's involvement and that of the SMOH Ministers in the 
drafting of this part in the NHSSP is therefore an important prerequisite for the successful 
implementation of the NHSSP. 
 
Include a "rights based approach" in the health sector in the first strategic objective (expand access 
to PHC services) and become the basis for the introduction of the new social health insurance 
scheme at the locality level (mainly in rural areas). 
 
Include a paragraph on the (financial) sustainability of the NHSSP in view of the recent expansion of 
secondary and tertiary care. 
 
Include in the NHSSP a short risk assessment in case of droughts, war or the appearance of new 
threatening diseases and mention what the FMOH (and the SMOHs) would do to mitigate such risks. 
In the same section, address the risk of a (substantial) reduction in external funding for NHSSP. 
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2.2   Process 

 

Process 
Soundness and inclusiveness of development and endorsement of NHSSP III  

STRENGTHS 

Attribute 5: Multi-stakeholder involvement 

 From all indications, the secretariat under the planning unit of the MOH has made significant 
efforts to ensure the participation of stakeholders in development of the plan; 

 The almost 22 month-process of developing the plan has been strategic, intensive and 
elaborate to ensure full engagement through the two main committees (drafting and 
advisory) and seven (7) technical working groups  directly relating to the WHO building 
blocks for HSS. Oversight of the process was through the Steering Committee comprising of 
mainly government and multilateral partners; 

 Through consensus building workshops, partners’ fora, regular committee/ technical 
working group meetings, and consultations with States MOHs, strategic objectives, key 
interventions, log frame, targets, indicators and other components of plans were identified 
and developed; 

 As part of consensus building efforts, the planning process included presentations to the 
Health Minister’s Advisory council, subcommittee of the parliament on health and the 
undersecretary for health to ensure early buy-in ; 

 Country team also stated that documents have been shared with development partners and 
other key stakeholders for inputs; 

 The NHSSP process involved the multilateral partners especially WHO and UNFPA provided 
technical assistance for the development process 

 

Attribute 6: Political Commitment 

 The Sudan NHSSP is underscored by its consistency with the National Health Policy and 
reflected in the 25 year National Strategic Plan for Health (2003-2027). The plan is also 
consistent with the interim Poverty Reduction Strategy i-PRSP. 

 Its relative consistency with the priorities identified by the social sector sub- committee of 
the house of parliament and documented in the social sector plan under the National 
Council of Planning further buttresses government’s commitment to its support. 

 There is a functional national Health Sector Coordination Council (NHSCC) headed by the 
President of Sudan and which has the FMOH as its secretariat. FMOH states that 12 of the 
states have also established sub-national councils for health sector coordination. 

 There are also multi-sectoral coordinating mechanisms in country like the CCM and the HSCC 
for GAVI supported grants. There is a humanitarian inter-sectoral coordinating mechanism 
that also coordinates humanitarian actions rolled out across Sudan since 2010.  

 The plan also targets to reach the Abuja declaration of 15% by 2015 in terms of percentage 
of government allocation to health 

 

Attribute 7: Consistent with higher and lower level strategies and plans 

 Well aligned with the  country strategic planning  and funding cycle 
 Aligned to the national health policy, the 25 year strategic plan and i-PRSP 
 Priorities well aligned with the Social Sector development plan under the National Council of 
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Planning. This plan is used by the Ministry of Finance to cost projects and allocate resources 
overall to the different budget lines including health.   

 Identified priorities consistent and aligned with lower/sub-national disease or program plans 
 

WEAKNESSES 

Attribute 5: Multi-stakeholder involvement 

 While efforts have been made by the FMOH planning unit for a robust, inclusive and 
participatory approach, the JANS mission team  identified  core areas which if not  addressed 
may weaken the quality, buy-in and usability of the plan especially by different units of the 
Ministry, funders/bilateral donors over time.  It was difficult to adequately determine the 
nature of the involvement of other sectors, such as the education and other ministries in the 
development of the strategy that have an impact on determinants of health. Recognizing the 
country context of Sudan, it appears that few local civil society organizations participated 
(irregularly) through their umbrella bodies.  

 The private for-profit health sector did not appear to be significantly involved; or interested 
in the development of the NHSSP. 

 Furthermore, it appears that a considerable number of the bilaterals and some of the 
international NGOs were not fully engaged in the development process. However, all efforts 
to meet with this core of stakeholders proved fruitless as the team was unable to conclude 
on any appointment to hear their views over the plan.  

 With the economic downturn of Sudan, it is important that FMOH engages more proactively 
with identifying and engaging potential donors/partners.  Evidence of engagement with 
other key players and potential funders/donors e.g. the Islamic Bank, Qatar and Kuwaiti 
Foundations was not available. 

 Notwithstanding that the country has limited donor partners and has substantial funding 
from the Global Fund, it appears that the CCM was not formally invited as a principal 
stakeholder,  nor  the plan formally shared to ensure consistency with the disease sector 
plans, especially the HSS components.  However, the TB/AIDS control units confirmed that 
some members of the CCM participated in the process, albeit in their personal capacities.  

 For the wide range of consultations made over the long development period, it appears that 
the participation and involvement of some stakeholders along the stages of development 
was irregular. Participation appear varied from one-off to more regular attendances. At the 
time of this review, some of the stakeholders mentioned that they are yet to see the plan.  
This should not be interpreted to mean that there is no “buy-in”, as there is very little 
evidence to draw this conclusion. However this implies that the role of several stakeholders 
(such as civil society, the private sector) and the other sectors in developing and 
implementing the NHSSP can be enhanced before the finalization of the plan. 

 Ascertaining the real impact of the various consultations on the outcome and quality of the 
plan was challenging.  It is unclear if, and how the format of the group meetings and 
feedback mechanisms provided enough opportunities for key stakeholders to voice their 
thoughts/views.  From a review of the minutes of the many consultative meetings / fora, no 
clear picture emerges that shows the richness of the stakeholders’ participation.  

 From the various consultations with the  states (4 times with planners and 2 times with 
Ministers), no documents were made available to show to what extent sub-national 
plans/inputs were collected and reflected in the plan.  
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Attribute 6: Political Commitment 

 While there are myriad important policies available across board for different disease and 
programs, according to the NHDP, ‘most of these policies are not endorsed by the National 
Assembly and the State’s legislative councils, hence lacking communal support”.  

 The performance of the existing coordination structures at Federal level (HCC, CCM, NHSCC, 
programs) was difficult to assess. Coordination at State level remained unclear and need to 
be reviewed.  

 A Compact between FMOH and stakeholders that defines the mutual responsibilities and 
accountabilities is under development. A first draft has been shared with the relevant 
stakeholders.  

 It remains unclear how the Ministry intends to ensure government commitment to funding 
the plan, especially with the down turn of the economy and the expanding tertiary care in 
some states that may take up resources that might have been allocated to PHC. 

 Coordination structures at Federal and State level are weak with no Compact yet established 
and endorsed by the national health sector coordination council 

 

Attribute 7: Consistent with higher and lower level strategies and plans 

 Document does not clearly reflect nor articulate how it proposes to link defined objectives 
and identify strategic interventions that will clearly and consistently link with other plans/ 
documents.  It is unclear how the priorities and the objectives of the NHSSP align with the 
plans and/or implementation/disbursement arrangement under the Multi Donor Trust Fund 
(MDTF). However, the head of the Program Implementation Unit (PIU) of the MDTF was 
involved in the development process of the NHSSP. 

 While country has several focused national strategic plans for critical interventions (TB, EPI, 
HIV/AIDS, RH, and Nutrition) and some well performing programs e.g. EPI, it is unclear from 
the NHSSP how the country proposes to strategically deliver its minimum package of health 
interventions across the different levels of care. While the FMOH proposes to use the 
platform of primary health care using an integrated approach to deliver services, it is not 
clear how this will be aligned and  implemented  including leveraging existing opportunities 
to defragment the health system.  

 Disease specific indicators reflected in the NHSSP need to be fine-tuned to measure 
expected broad picture outcomes e.g. HIV National Strategy is focussed on MARPS while 
primary indicator in NHSSP is focussed on number on measuring progress in HIV treatment 
covered. 

 There is a need for FMOH to manage expectations at all levels to ensure that governmental 
/non-governmental resources are clearly identified and sourced for the successful 
implementation of the plan. 

 There are opportunities to leverage resources through existing vertical programs by 
strategically exploring options to maximise efficiencies and to nurture integration 

 There appears limited active engagement with the National Council on Planning, the 
Ministry of Finance and International Cooperation to ensure that the NHSSP is endorsed and 
supported at the highest level for funding; 

 Currently the plan does not clearly reflect the strategic interventions to deliver minimum 
package with the appropriate indicators to measure and monitor change over time.  

 The development of the NHSSP appeared to be largely top down, with limited association 
between the NHSSP and sub-national (district) planning.  
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IMPLICATIONS FOR SUCCESSFUL IMPLEMENTATION 

 Lack of buy-in by critical stakeholders (especially by the donor community within an 
economically challenged Sudan) will result in a resource constrained and possibly 
underfunded plan from the onset.  

 From the consultations held, it is clear that efforts have been made to draw inputs from 
various stakeholders. , From discussions held with key stakeholders and from evidence 
presented, it proved challenging to determine the real extent to which their inputs had been 
incorporated into the final document.  With potential limited buy- in from critical 
stakeholders, there may be challenges in operationalising the plan over time.  

 As the current document is a semi-final draft, it presents further opportunities for the 
different stakeholders, committees and technical working groups to revise the plan based on 
JANS recommendations and on other consultations with other key stakeholders before 
finalization and endorsement. 

 

SUGGESTED ACTIONS 

 Semi-finalized status of document provides an opportunity to ensure that all these relevant 
stakeholders are immediately engaged and brought on board at this point. MOH/Secretariat 
to identify and further stratify potential funders and to invite them into the process as 
partners as soon as possible; 

 Maximise opportunities to fully determine he resource envelop of the NHSSP and to identify 
potential key partners (also outside the IHP+ signatories). 

 Consider revising the NHSSP strategic approaches from an integrated perspective to ensure 
that sub-national disease and other vertical programs can be leveraged upon to deliver the 
minimum health package across the levels of care.  

 Explore vertical programs further with a view to greater and to the strategic re-design of the 
plan using the platform of successful vertical programs  as an opportunity to integrate health 
services. 

 More active and closer engagement with the National Council on Planning, the Ministry of 
Finance and International Cooperation to ensure that the NHSSP is endorsed and supported 
at the highest level for funding; 

 Ensure the plan clearly reflects strategic interventions to deliver the minimum package with 
the appropriate indicators to measure and monitor change over time.  

 The Compact should be discussed and finalised in close consultation with all stakeholders  
and endorsed by the national health sector coordination council (NHSCC) 

 Develop  a plan to strengthen inter sectoral collaboration together with partners, so as to 
ensure achievement of health objectives through all available mechanisms, and secure its 
endorsement, support and periodic review of implementation by the NHSCC and by the  
National Council for Strategic Planning (NCSP). 

 Develop a plan to inform and disseminate the Plan to states and localities to ensure that 
they own and implement it. 
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2.3   Cost and Budgetary Framework 

Costs and Budgetary Framework  
Soundness and feasibility  

STRENGTHS 

Attribute 8: Expenditure Framework including comprehensive budget/costing 

 The NHSSP used the 'one health model' to cost the strategic plan. The one health model is an 
evolving tool aiming to bring costing, budgeting and financing within its templates. The cost 
estimates are based on the coverage targets and inputs required. It estimated the costs of health 
outcomes (service delivery) and the cost of strengthening health systems. 

 The costing exercise is aligned with the planning exercise as both of them follow the WHO health 
systems building blocks. There is clear reflections of service delivery costs, their implications in 
terms of commodities, human resources, monitoring and evaluation with due consideration to 
avoid double counting. 

 The costing exercise was participatory, based on best available evidence on unit costs and can be 
considered credible for PHC services and health system building blocks. There was very high 
involvement of programs and other stakeholders in the costing process, with the exception of 
few (e.g. health promotion). All the programs within the FMOH provided their interventions, 
verified the targets planned and provided the best available evidence (either based on their 
experience or on consultation with UN agencies) on unit costs. There was also an audit of entries 
by an international team. There is full ownership of the estimated costs by programs.  

o Clear annualised targets for each program and system strengthening areas (new health 
facilities to be built, additional human resources to be employed 

o Unit cost for each and every intervention  

 Two costing scenarios were considered, based on two major assumptions in terms of provision 
of health service package: full PHC and 'truncated PHC'. Both assumptions including the 
truncated PHC model also took into account MDG targets fully, as major interventions that 
contributed to the realization of MDGs. The 'truncated package' intends to provide a reduced 
package of mainly curative services as compared to the full package.  

 The costing exercise also estimated the costs for each of the programs areas, but this is reflected 
in a separate report to the NHSSP. NHSSP as a funding tool should reflect the cost and financing 
of the programs, which needs to be included in the strategic plan. 

 Although not reflected in the main strategic plan, cost estimates provided the estimates for 
development and recurrent budgets. The detailed costing estimates reflect various expenditure 
items  (HR, commodities, etc.) and are aligned to government budgeting structures. It can easily 
be included in the annual budgeting process.   

 The returns to investment in terms of impacts were estimated and the return calculated is 
broadly similar with the targets set for the NHSSP as shown in the table below.  
 

Indicators 2016 NHSSP target 2016 calculated target 

Under five mortality rate 58 57 

Neonatal mortality rate 27 26 

Infant mortality rate 43 42 

Maternal mortality ratio 196 190 
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Attribute 9: Realistic budgetary framework and funding projections 

 The assumptions that guided the estimates of government allocation were explicit- it was clearly 
based on Government of Sudan and IMF projections.  

 Three scenarios were considered during the projections of the government spending: optimistic, 
IMF offset and IMF pure scenarios.  

WEAKNESSES 

Attribute 8: Expenditure Framework including comprehensive budget/costing 

 The scope of costing is mainly limited for public sector services, although the strategic plan has 
elements that also include private sector roles and participation. For example, the number of 
facilities used to project the HR requirements was limited to public sector service providers. The 
new PHC expansions are also for public facilities.  

 The thrust of the plan is to implement the full and truncated PHC. This hasn’t been translated 
into different norms and standards to help the costing (Human Resource standards at different 
levels of facilities, equipment standards, buildings etc). As a result the costing has used the 
vertical program costs rather than levels of care, while the tool can do both as documented in 
Kenya. The cost reduction due to integration generated by the implementation of PHC was not 
reflected in the costing process.  

 The cost for mass campaigns for neglected tropical diseases (NTDs) like Schistosomiasis, 
Leishmaniaisis and Filariasis were excluded from the cost on the assumption that this will be 
paid off-budget by donors. Whatever the sources of financing is likely to be, the cost required to 
implement strategic plan needs to be reflected. 

 The cost estimate for secondary and tertiary care is based on lump sum cost, the basis of which 
is not clear in the costing document. According to the NHA results, the share of curative care 
from total health spending is 84% and PHC is only 6%. Of these, 56% of the total health spending 
was spent on government hospitals. But in this costing exercise, the share of secondary and 
tertiary care is estimated at 30% of the total cost in 2012 and 20% in 2016. The basis upon which 
such drastic reductions are planned for needs to be elaborated. The human resource cost 
included in the strategic plan is based on staff population ratio, the relevance and the 
relationship of these ratios to set targets set in NHSSP in terms of outcomes are not clear. The 
JANS team therefore is uncertain on how realistic these costs are. 

 The cost of maintenance and rehabilitation was not included in the cost as the targets for next 
five year are not set. If other country experiences are considered, this exclusion may understate 
the total cost by 20-30%.  

 Although the strategic plan aims to focus on PHC services in the next five years, the costing, and 
financing and financial gap analysis were not shown by levels of care, to reflect the spending 
requirements and financing gaps at the primary level. This will reduce the marketability of the 
strategic plan for future funding. 

 

Attribute 9: Realistic budgetary framework and funding projections 

 Resource projections do not follow sources of financing. The projection made used GDP and 
overall spending as a basis for estimating the overall resource availability. While this might help 
to estimate easily the total resources that could be available in the next five years, it does not 
help to mobilize additional resources from external resources, as it will not show the 
commitment of the Government of Sudan separately and ensure additionally of funding.  The 
resource projections therefore remain incomplete due to fear of double counting:   

o External aid was set to zero in all projections, due to the ‘risk of double-counting’.  
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This underestimated the amount of resources that will be available for the sector in 
the coming five years. There are known sources that will finance the sector for 
certain program periods from Global Fund and GAVI (HIV/AIDS, TB and Child health). 
There are programs that are funded through the various UN agencies (EPI, Nutrition, 
etc.) that can be estimated conservatively by assuming the base case scenario 
(existing trends) will continue. The projects that are being implemented with some 
bilateral program can also be estimated based on their project proposals.  

o The role of the NHIF in financing health care is not insignificant and it is expected to 
increase. It is currently financing the cost of care of its members to the tune of 310 
million SDP per year. The role of government in financing the poor and other 
vulnerable groups’ premiums at federal and in some states is increasing. The role of 
prepayment schemes (social health insurance and possibly CBHI) is expected to 
increase with the increased coverage rates of 51%. NHIF is working towards revising 
its premiums using actuarial studies and this will enhance its contribution.   

o The projection of the private sector contribution as a source of funding is based up 
on NHA estimates. The NHA estimates do represent the private financing that was 
financing both public and private providers. Given that the costing is mainly for 
public sector, it may be necessary to reduce it with estimated service proportions.  

 Costs are calculated in constant prices while financial projections are made on current prices. 
This will make it difficult to identify the real resource gaps, as the underlying computational 
basis of these two figures differs. 

 There is inconsistence in respect to what is the government contribution to the sector will be. 
The plan aims to increase the % of government health spending from total government 
expenditure to meet Abuja targets. The financial projections however are based on constant 
share assumptions. 

 The projected overall funding gap is calculated in the costing document but not in the NHSSP. 

 Although many programs reported that they have provided information on the known resources 
for the coming years, the strategic plan does not show financial projections for different 
programs. This limits the power of the strategic plan to market the funding gap for potential 
funders with specific program interest.  

 The development and implementation of the comprehensive financing strategy is not 
adequately reflected in the plan. The formal sector is covered by NHIF and the segment of the 
population, yet to be reached by the pre-payment schemes is the informal sector. One of the 
best modes of reaching this informal sector is through establishing CBHI schemes. While it is 
included as one of the interventions in NHIF strategic plan, the focus that CBHI gets, as driver to 
increase coverage, seems quite limited. The potential of public private partnerships both to 
leverage curative care and to reduce costs through innovative arrangements were not explored. 
The mechanisms used to mobilise both government and external resources to fill the identified 
financing gap has not been reflected. While NHIF’s plan shows cost containment measures, such 
measures are not well elaborated for government funding.   

 

IMPLICATIONS FOR SUCCESSFUL IMPLEMENTATION 

 Given that curative care was estimated to account for 84% of spending in the NHA estimates, 
the lump sum cost provided in NHSSP account only to 20-30% per cent. While some of the 
curative costs carried out in primary care could be shifted, the lack of clarity on the basis up on 
which the secondary and tertiary cost is estimated will limit the credibility of the costing process. 

 Unclear commitment of GOS contribution (excluding external resources), NHIF and user fees will 
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reduce confidence and hence the marketing potential of NHSSP as a funding mobilizing tool. 
 

SUGGESTED ACTIONS 

 Refine secondary and tertiary costing using service standards and norms. 

 Set targets for maintenance and ensure that it is included in the cost of NHSSP. 

 Calculate the fiscal space from sources of funding (government, development partners, NHIF and 
user fees) and not in its totality as used in the tool even if it may require working outside the 
tool. Use projected revenue, projected expenditure and the projected share of health to 
calculate the government’s contribution to health.  

 Clearly show in the strategic plan the costs, and financing gaps by programs, system 
strengthening areas and for the development and recurrent budget. 

 Include in an Annex to the strategic plan the costing and financing assumptions and major 
results (outcomes and impact to be achieved) that are not shown within the main document 

 Strengthen the health care financing strategy by including CBHI, cost containing measures etc. 
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2.4   Implementation and Management 

 

Implementation and Management 
Soundness of arrangements and systems for implementing and managing the programmes 

contained in the national strategy 

STRENGTHS 

Attribute 10: Operational plans detail how the strategy will be achieved 

 The mechanism for preparing operational plans at all levels (Federal, State and Locality levels) 
has been developed and is described in the NHSSP. The role and responsibilities of Federal, State 
and Locality levels are highlighted.  

 An annual planning and budgeting cycle and its timelines for the FMOH is provided 

 The Annual Operational plans are approved by the Council of Ministers. At State level, the 
operational plans are first approved by State Council of Ministers and then State Cabinet. The 
State Parliament gives its final approval 

 Management capacity assessments have been undertaken in 2008, 2010 and 2012. The PHC 
expansion plan and the Public Health Institute (PHI) have been put in place to respond to the 
observed challenges. 

 

Attribute 11: Describes how resources will be deployed to achieve outcomes and improve equity 

 PHC has been defined as the main strategy of the NHSSP. The strategy emphasizes equity as a 
national priority and provides for a well-defined PHC package at the locality level facilities (FHU, 
FHC and RH). It prioritizes expansion and support of PHC facilities in under-served and remote 
states and localities where people lack access to PHC.   

 There is commitment to increase the proportion of resources for PHC by allocating additional 
budget resources to PHC while keeping the allocations to secondary and tertiary care constant.  

 Introduction of a unified (standardized) pricing system (same patient prices all over the country) 
of medicines supplied by CMS in Public Health Facilities through State Medicines Supplies. The 5 
states in Darfur have already signed an agreement with CMS, State Minister of Health and the 
Wali and are implementing the reform.  

 

Attribute 12: Adequacy of institutional capacity 

 The strategy provides an analysis of the current situation of human resource for health in Sudan, 
particularly the shortages, mal-distribution, imbalance in skills mix of the current health 
workforce. 

 The Human Resources for Health Strategy and the policies on HRH, which are aligned to the 
plan, are in place and already being implemented.  

 The HRH strategy and policies propose measures to improve the human resource situation, 
including encouraging transfer of qualified staff to less staffed and low performing states. 

 

Attribute 13: Financial management and procurement 

 There have been recent improvements in budget comprehensiveness and transparency with the 
presentation of the budget to the national assembly and the passage of the Financial and 
Accounting Procedures Law. 

 Timely processing and passing of annual appropriate legislation through the national assembly 
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 The interim Poverty Reduction Strategy for Sudan was launched.  
 

Attribute 14: Governance, accountability, management and coordination mechanisms 

 Governance and the need for a sector leadership framework have been acknowledged  

 Responsibilities of the FMOH, the States and the Localities, together with the other stakeholders 
have been described 

 Structures for ensuring good governance and participation of key stakeholders in the 
coordination of the health sector are in place. They include The National Health Sector 
Coordination Committee (NHSCC), Country Coordination Mechanisms (CCM) and Ministerial 
Health Council. The NHSCC is chaired by the President of the Republic, signifying strong political 
endorsement and commitment and an emphasis on a multi-sectoral approach to development.  

 A Compact has been signed with the IHP+ secretariat in 2011 and the issue of Harmonisation 
and Alignment is addressed. FMOH has high expectations that the membership of IHP+ will 
enhance the likelihood of increased funding by external donors and adhesion to the Paris 
Declaration.  

 Regulatory bodies are in place (Medicine and Poison Board, Medical Council, Allied Health 
Professional Council) 

 Structures for major funding agencies (GFATM and GAVI) and a donor forum have been 
established.  

 Development of a number of policies for providing strategic direction for the health sector 
 

WEAKNESSES 

Attribute 10: Operational plans detail how the strategy will be achieved 

 The framework for preparing operational plans for the health sector, reflecting both the FMOH 
and SMOHs annual targets, budgets and funding gaps, is not comprehensive. SMOH operational 
plans are not integrated and merged with FMOH operational plan to produce a comprehensive 
health sector operational plan (One plan, One budget concept).  

 Planning guidelines/manuals to facilitate SMOHs and Localities in preparing operational health 
sector plans are not yet updated and the annual planning and budgeting cycle does not provide 
for events and a time-frame for the states and localities. 

   

Attribute 11: Describes how resources will be deployed to achieve outcomes and improve equity 

 Service standards for the delivery of the PHC Essential Service Package are not used to inform 
the NHSSP and its delivery is highly verticalized with no plans and strategies for fostering 
integration across its components 

 The current resource allocation formula needs revision in order to move towards a more 
equitable and transparent allocation of funds between and within states. 

 There are no measures within the NHSSP for improving the referral system 

 Very little is included or described about how maintenance of infrastructure, transport and 
equipment will be achieved during the plan period 

 

Attribute 12: Adequacy of institutional capacity 

 The strategy did not comprehensively compute the required numbers of health workers (Human 
Resources for Health) per cadre over the plan period. While work in this field is ongoing, reliable 
estimates for the required numbers are not yet available. 

 The strategy does not describe the mechanisms for increasing the production of health workers, 
correcting the skills mix imbalance, improving the management and retention of health workers   
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 The strategy has not analyzed the technical assistance needs (both international and national 
technical assistance needs) for implementing the priority interventions nor provided guidelines 
for management of technical assistance.  

 

Attribute 13: Financial management and procurement 

 Strategies for reducing disparities between States for most outcomes and for resource allocation 
are not well described 

 Linkage of sector strategies with a medium term expenditure framework (MTEF) is yet to be 
initiated 

 

Attribute 14: Governance, accountability, management and coordination mechanisms 

 Lack of adequate analysis of the weakness and challenges to effective governance and 
leadership of the heath sector at all levels. 

 Political leadership at the Federal level has not been sufficiently provided in the drafting of the 
NHSSP. It is at that level that the reforms suggested in the document have to be supported. This 
does not only imply advocacy for its implementation, but also regular dialogue (i) internally with 
the relevant departments of the FMOH (to address integration issues), (ii) with the SMOHs (to 
address equity issues) and (iii) with the other stakeholders to improve coordination and buy in. 

 Horizontal and vertical coordination in NHSSP has not been described in sufficient detail.  
• No clear guidance on organizational structure for state and locality levels to reduce 

variability  
• Insufficient reporting and financial accountability between the various devolved structures  
• Partnerships between levels, actors and stakeholders (at all levels are not well described).  

 Strategies for revising/strengthening the health legislation in the light of the envisaged reforms 
in the sector are insufficiently addressed 

 The Aid Effectiveness agenda in NHSSP is not sufficiently detailed in terms of:  
• Strategies to strengthen ownership and leadership at FMOH and within states and localities 
• Clear strategies to strengthen government systems (sector planning as per the strategy, 

strengthened linkage between plans and budgets, policy dialogue, accountability systems 
(PFM, procurement etc.)  

• Targets for the alignment and harmonization agenda 
• Efforts to bring funding from non IHP+ signatories into the NHSSP have not yet been 

undertaken (e.g. countries like Turkey, Qatar, Kuwait and Saudi Arabia do provide financial 
resources to the health sector but outside the NHSSP, such as building hospitals) 

• Streamline funding channels for aid effectiveness over the long term  

 Most of the policies are not (yet) endorsed by the National Assembly and State Legislative 
Councils, thereby lacking political and communal support 

 "Voice" or role of the population or communities in holding government and other 
implementing partners accountable is absent 

 

IMPLICATIONS FOR SUCCESSFUL IMPLEMENTATION 

 Successful implementation of Health Sector Strategic Plan will very much depend on how well 
States and locality governments are engaged and supported in planning and operationalization 
of the strategic plan 

 Alignment and harmonization of stakeholders resources and activities to the NHSSP can't be 
effectively achieved unless the FMOH, SMOH and Localities developed integrated annual 
(operational) work-plans (One Plan, One Budget) 
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 Proposed construction of new PHC facilities in remote and under-served areas has a multiplier 
effect on the demands for additional qualified health workers, equipment and operational 
budgets. This must be taken into account as projections for human resources are computed 

 Lack of accurate estimates for the required health investments (in particular projections for 
human resources for health, infrastructure expansion and equipment etc) will negatively affect 
the achievements of the objectives of the plan 

 Limited integration in the delivery of the Essential Service Package will perpetuate the 
inefficiencies in its delivery and overall poor coverage of priority PHC interventions.   
Strategies for increasing the production of health workers, correcting the skills mix imbalance 
and improving the retention of health workers require strong and sustained political support and 
commitment 

 Credible financial and procurement systems are important pre-requisites for donors to start 
contributing their financial resources into government systems.    

 Realization that the success of this plan will depend on harnessing the contribution of all 
stakeholders especially the relevant non-health sectors and on clear understanding of their roles 
and responsibilities and the requisite resources, is fundamental. 

 Weak leadership and governance of the health sector at all levels adversely affects the 
performance of the sector and hence delivery of health services 

 FMOH leadership is critical in taking forward the Aid Effectiveness agenda 
 

SUGGESTED ACTIONS 

 Finalize/update and disseminate planning guidelines or manuals for preparing integrated annual 
(operational) plans and then prepare Integrated Operational plans at all levels (FMOH, SMOH, 
Locality levels). Mechanisms for linking state annual plans to the NHSSP and its annual plans 
should be defined and supported. 

 Support States and localities in planning and operationalization of the strategic plan 

 Develop/finalize and disseminate the service standards for PHC Essential Service Package for 
different levels of care and enforce its integrated delivery at all levels.  

 Revision of the resource allocation formula to provide for a more equitable and transparent 
allocation of funds between Federal Ministry of Health and States and within states is in process. 
However, its consistent application and use is undertaken at higher admin levels (beyond FMOH) 

 Advocate to MOF to approve and allow primary health units (at locality level) to become cost 
centres.  

 Disseminate policy and strategy for attracting and retaining qualified health workers especially in 
remote and under-served areas. 

 Government should make significant efforts in strengthening financial and procurement systems 
at all levels. 

 If possible, review the management and administrative responsibility of Localities to bring rural 
hospitals under the Locality Health Management Team at the Locality level. 

 Encourage improved coordination among the private health providers themselves and between 
Ministry of Health and the private sector. 

 Clarify the roles of all stakeholders, including other government sectors, civil society 
organizations and the private sector and make their engagement, including resourcing more 
explicit. 

 Ensure that government and non-governmental resources are clearly identified and sourced for 
the successful implementation of the plan. 

 Develop an Aid Effectiveness agenda in NHSSP in terms of:  
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• Strengthening ownership and leadership 
• Strengthening government systems  
• Set targets for achieving One Plan, One Budget, One Report 
• Negotiate partnership agreements  
• Open discussions with non-IHP+ countries to bring their resources into the NHSSP 

The JANS team recommends bringing the political leadership of the FMOH more closely  into the 
development process of NHSSP. It is at that level that guidance and leadership have to be given. The 
proposed innovations have to be supported both at the technical and at the political level. 
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2.5   Monitoring, Evaluation and Review 

 

Monitoring, Evaluation and Review 
Soundness of review and evaluation mechanisms and how their results are used 

STRENGTHS 

Attribute 15: The plan for M&E is sound, reflects the strategy and includes core indicators, sources of 
information, methods and responsibilities for data collection, management, analysis and quality 
assurance 

 The M&E plan focuses on a compact set of core indicators, well balanced between Inputs, 
Activities/Outputs, Outcomes and Impact, which can be calibrated periodically (as required for 
JAR). 

 Milestones (annual targets) are specified against strategic objectives. 

 NHSSP recognises the urgency of addressing current weaknesses in the Health Information 
System, particularly the need to improve reporting rates from health facilities and coverage of 
non-governmental providers. 

 HIS Log Frame outlines a comprehensive broad strategy for addressing weaknesses in the HIS 

 NHSSP sets timeframes for Joint Annual Review, Mid Term Review and final evaluations 
 

Attribute 16: There is a plan for joint periodic performance reviews and processes to feed back the 
findings into decision making and action 

• The M&E plan specifies arrangements for the review process with clear timeline for production 
of Annual Health Sector Performance Assessment Report 

 

WEAKNESSES 

Attribute 15: The plan for M&E is sound, reflects the strategy and includes core indicators, sources of 
information, methods and responsibilities for data collection, management, analysis and quality 
assurance 

 Link between NHSSP objectives and core indicators not clearly specified with too many 
‘hierarchies of objectives’ 

 Monitoring and Evaluation is currently fragmented between programs with no over-arching 
framework 

 Annual targets for core indicators are not specified, with some uncertainty over sources and 
responsibilities for collection 

 Core indicators are not fully aligned with the log frames 

 HIS Log Frame is not accompanied by time-bound actionable measures to address specified 
objectives 

 

Attribute 16: There is a plan for joint periodic performance reviews and processes to feed back the 
findings into decision making and action 

• M&E plan does not specify more in-depth evaluations of barriers to progress (operational 
research) utilising both quantitative and qualitative sources of information 
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IMPLICATIONS FOR SUCCESSFUL IMPLEMENTATION 

 A comprehensive reliable information base is central to the implementation of the M&E 
strategy. 

 Successful implementation requires the review process to provide a deeper understanding of 
why key targets are not being met, where this is the case. 

 

SUGGESTED ACTIONS 

 Core Indicators should be directly aligned with log frames (rather than through ‘theory of 
change’). 

 Complete the development of the Monitoring and Evaluation Plan 2012 – 16, particularly cost 
implications, and link to NHSSP by time-bound actionable measures 

 Incorporate occasional or periodic operational research studies into the Monitoring and 
Evaluation Plan 

 Prepare an over-arching Monitoring and Evaluation Framework indicating how better 
integration of current disparate M&E activities is to be achieved, permitting more cost effective 
use of current skills and expertise 

 Seek agreement with Development Partners to use and contribute to one M&E plan 

 HIS Log Frame to be supported by a Health Information System Plan for 2012 – 16 linked to 
NHSSP by time-bound actionable measures, and to include 

• measures for improving facility reporting rates without introducing perverse 
incentives 

• selective and considered use of new technologies  
• measures to extend coverage of non-governmental providers and vulnerable 

communities 
• measures to improve feedback to data providers 
• assessment of cost-effectiveness of core indicators and disaggregation by equity 

 Human resource requirements with cost implications 

 The Annual Report on Progress and Performance should incorporate operational research 
studies and be accompanied by measures to ensure that the findings are fed back into decision 
making and action 
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3   Annexes 

3.1   Terms of reference JANS Sudan 

Background  

Sudan signed the Global Compact on May, 2011 to become a member of the International Health 
Partnership+.  
The national health sector strategic plan, 2012 – 2016 is the second five years health sector strategy that 
is currently under development is being guided by the 25 Year National Strategic Plan for Health, 2003-
2027. It builds on the gains of the national health sector strategic plan, 2007-2011 and the country’s 
progress towards achieving the MDGs. 
 
The national strategy has been developed following the separation of the Southern Sudan subsequent to 
the referendum held in January 2011. The different tenets comprising this plan are guided by the 
National Constitution (2005), the National Health Policy (2007), 25 Year National Strategic Plan for 
Health (2003-27) and legislations related to health. 
 
During the development of the plan Sudan has ensured to follow and incorporate the IHP+ principles it 
has signed up to. The Joint Assessment of National Strategies Mission is part of this commitment. In 
order to facilitate the mission, a Committee to organize the JANS process was established led by MOH.  
 
The proposed mission will comprise five international, including a team leader and two national experts. 
The mission will undertake assignment terms of reference in the manner as defined below: 
 
Joint Assessment of the National Strategy 

Joint assessment is a shared approach that is accepted by multiple stakeholders to assess the strengths 
and weaknesses of a national strategy, and can be used as the basis for technical and financial support. 
The presumed benefits of joint assessments include enhanced quality of national strategies and greater 
partner confidence in those strategies, thereby securing more predictable and better aligned funding. 
The inclusion of more partners in a joint assessment will reduce transaction costs associated with 
multiple separate assessments and reporting processes. Relatively, Sudan is receiving little support from 
development partners despite the health challenges and the huge gap in health financing (Share of 
Donors expenditure from Total Health Expenditure is 4.16%), thus improving the donors confidence in 
the national strategy is expected to result in mobilization of more resources to fund the gap.   
 
Objectives of JANS 

1. Ensure the national ownership by facilitating the strategic discussion on the strategy with all 
stakeholders at different levels. 

2. Enhance and improve the quality of the strategy through providing a comprehensive review of the 
health strategy and its relevance and feasibility in the country context. This will include an in-depth 
review of program specific strategies on HIV, TB, Malaria and immunization and the extent to which 
they are consistent with the overall plan.  

3. Mobilize resources to fill the funding gaps through improving confidence of partners in the national 
health strategy. 
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4. Reduce the transaction costs for the country in dealing with multiple partners' assessments, projects 
and funding streams.    

 
The tasks will be accomplished in three phases as below: 

General and tasks prior to the mission 

1. The team leader will guide the team and will be the focal point for communication. Name and 
contact details of the mission members are given at the bottom of this note;  

 
2. The team leader will brief members, including about the JANS process and the guidelines: a copy of 

the same is attached as part of these terms of reference;  
 
3. The team leader will frame a list of documents including draft NHSSP and related documents and 

the JANS Organizing Committee will provide these to the team leader who will provide them to the 
members; 

 
4. Prior to the mission, individual members guided by the team leader will review the plan in the light 

of the JANS guidelines. As part of guidance the team leaders may assign and ask individual members 
to focus on specific parts of the plan; 

Upon arrival in Sudan 

5. The mission members will meet and draw its program for JANS. Following that, the mission will 
meet JANS Organizing Committee to agree on the program and the latter will arrange logistics, i.e. 
meetings, briefings, visits etc;  

 
6. While the details may be adjusted later the mission will undertake the following tasks, assuming 

that they have already reviewed NHSSP and relevant documents prior to starting the JANS process: 
 

a. Meet the NHSSP Steering Committee for an introduction on the preparation of the NHSP; 
b. Receive briefing from NHSSP Drafting Committee to understand the contents, links between 

components and the process for developing the strategy; 
c. Meet selected partners and donors in the country and assess the level of harmonization of the 

partners/donor’s plans with the NHSSP; 
d. Meet with Ministry of Finance and National Economy, High Council for Planning and the related 

stakeholders, including representatives from different sectors allied to health; the team leader 
will draw the list; 

e. Visit State(s) and selected facilities to assess NHSSP in terms of its adequacy in addressing issues 
in the health system, within the fiscal space; and 

f. Engage with the NHSSP Steering Committee and Drafting Committee to validate their 
impressions as per the need 

g. Brief and receive comments from stakeholders on the findings and recommendations of the 
JANS mission and the way forward.  

Consolidation of report 

 
7. After concluding mission in Sudan, individual members will submit their findings and 

recommendations to the team leader, who will prepare mission report; 
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8. Once the report is finalized it will be circulated (electronically) amongst members for assuring facts 
and verification of the contents.   

 
9. Submit report of the mission to the Sudan JANS Organizing Committee with a copy to IHP+ Core 

Team.  

Individual responsibilities 

10. In addition to the joint responsibility, each member and the team leader has certain individual 
responsibilities. Specifically, these are as below: 

Team leader 

a. To provide overall guidance to the individual members and oversee and steer the JANS process; 
 

b. To work with the Sudan JANS Organizing Committee for mission’s program, logistics and other 
arrangements;  

 
c. To communicate and organize including conference calls with the mission members prior to 

arrival in Sudan; 
 

d. To allocate tasks to the individual members as part of the JANS process; 
 

e. To receive reports and recommendations from individual members and consolidate and frame 
mission report; and 
 

f. To represent JANS mission in activities undertaken as part of JANS process. 

Other team members 

a. To report to and carry out tasks as assigned by the team leader; 
 

b. To submit outcome of their individual efforts to the team leader; and 
 

c. To undertake the assignment in a participatory and collaborative manner. 

Schedule and duration of the mission 

The mission members will arrive in Khartoum on 18 November, 2012. They will meet on 19 November as 
a team together including the national members to brief on the process and agree amongst members on 
the schedule. NB: the venue of the meeting can be selected at the discretion of team/team leader.  This 
will be followed by a meeting with the JANS Organizing Committee and finalize the mission programme.  
The official assignment will continue till Thursday 29 November on which they will debrief their findings 
to the stakeholders. A briefing just for the NHSSP Steering Committee, the NHSSP Drafting Committee as 
well as the JANS Steering Committee will be done the day before (28 November). The mission may 
depart the evening of Thursday 29 November.  
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3.2   Work program of the JANS team Dec 2012 

 

DATE AND 

TIME 
Activity Objective  Venue  

Day 0: 

Sunday 18 

Nov 

15.00 Meeting in Acropole 

(informal and who can come) 

Prof Zain 

Prof Mutamad 

Arrivals of int team members 

CT 03.30 (18.11) MS 853 

JC 12.30 (ET 472) 

AA 12.30 (ET 472) 

GM 20.10 (KQ 320) 

BO 01.50 (19.11) (ET 470) 

Acropole  

     

Day 1: Monday 19 Nov  

09.00 - 12.00 Team meeting 
Agree on program / methodology 

and division of tasks 

Planning Hall 

MOH 
 

13.00 - 14.00 JANS Organizing Ctee 
Discuss TOR, Program and 

logistics 
Planning Hall All 

14.00 - 16.00 NHSSP Devt Team 
Brief on process/development 

NHSSP 
Planning Hall All 

16.00 -17.00 Meeting Undersecretary Brief on JANS and program 
Undersecretary 

Office 
All 

     

Day 2: Tuesday 20 Nov  

09.00 - 10.30 NHSSP Costing team 
Methodology, Process and 

estimates 
MOH All 

10.30 - 11.30 

(team 2) 
M&E team (expanded?) Discuss ME Framework MOH CT/GM 

11:30 – 13:30 All Stakeholders meeting 

Partners role in the development of 

NHSSP II + Aid Effectiveness 

potential in Sudan and aid 

modalities (regional experience) + 

feedback on NHSSP  

MOH main hall 

 
All 

2:00-3:30 Security briefing  UNDP All 

16:00 – 17:30 
National Council Of Strategic 

Planning 

Discuss National Development 

Strategic plan and link with NHSS 

and planning Process 

 Planning hall  

MOH 
All + PD 

     

Day 3: Wednesday 21 Nov  

09.00 - 10.30 

(Team 1) 
Ministry of Finance 

Financial feasibility, fiscal space 

and resource generation for 

NHSSP 

Min of Finance 
AA/JC/BO 

+ PD 

11.00 - 12.30 

(Team 1) 
NHIF 

Link between the NHSSP and  

NHIF   

NHIF Office 

 

AA/JC + 

PD 

14.00 - 16.00 

(Team 1) 
Dept Policy and Planning 

Planning / budgeting and 

implementation arrangement in 

NHSSP 

MOH Office AA/GM 
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09.00 - 10.30 

(Team 2) 
Central Medical Supply 

Medical supply and Proc. systems 

NO MEETING 
CMS GM/Zain 

11.00 - 12.30 

(Team 2) 
Med and Poison Board Regulation of Pharmaceuticals 

Med & Poison 

Board Office 
GM/BO 

14.00 -16.00 

(Team 2) 
Pharmaceutical Dept Supply, Use and demand MOH BO/Zain 

16.00 - 17.30 

(Team 2 
HIS team Performance Information System MOH All 

     

09.00 - 10.30 

(Team 3) 
Health Technology Dept Alignment to NHSSP MOH CT/Zain 

11.00 - 12.30 

(Team 3) 
NCD  Alignment to NHSSP MOH BO/Zain 

     

14.00 - 16.00 

(Team 3) 
Nat PH Laboratory Alignment to NHSSP 

Premises PH 

Laboratory 
JC/Amin 

     

Day 4 : Thursday 

22 
    

09.00 - 12.00 

(team 1) 
HIV/AIDS & TB Program Alignment with NHSSP Relevant offices BO/AA 

13.30 - 15.00 Malaria Alignment with NHSSP Relevant offices BO/AA 

     

09.00 - 10.30 

(Team 2) 
Reproductive Health Alignment with NHSSP Meeting Hall 

JC/GM/Zai

n 

10.30 - 12.00 Nutrition Alignment with NHSSP Meeting Hall 
JC/GM/Zai

n 

12.00 - 13.00 EPI / IMCI Alignment with NHSSP Meeting Hall JC/GM/BO 

     

09.00 - 10.00 

(Team 3) 
Health Promotion Alignment with NHSSP Relevant offices CT/Amin 

10.00 - 11.00 Surveillance / Emergencies Alignment with NHSSP Relevant offices CT/Amin 

15.00 - 17.00 HRH Alignment with NHSSP 
Academy Health 

Sciences 
All 

     

Day 5 : Friday 23     

09.00 - 12.30  Team work draft presentation  Acropole  

16.00 Visit to the Nile  Amin JC/GW/CT 

17.30 Meeting WR (informal)  Dinner with WR  

     

Day 6 : Saturday 

24 
    

09.00 - 10.30 Bringing all slides together  Acropole All 

11.00 First slides as draft / team    

14.00 Departure 

team 1 
Travel to River Nile State   

Amin/BO/

GM 
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Day 7:  Sunday 25 Nov  

09.00 –13.30 

Team 1 
River Nile State (Team 1)  River Nile State 

Amin/BO/

GM 

09:00 – 10:30 State Minister / DG / Depts    

10.30 – 12.00 Locality Management Team    

12:00 – 13:00 State Minister Finance    

13:30 – 18:30 Return back to Khartoum    

19.00 Meeting dinner Maxim   BO/JC 

     

08.00 - 17.00 

Team 2 

Khartoum State (Team 2) 

 
 

Khartoum State 

(urban) 

CT/JC/AA/

Zai 

09:00 – 10:30 Locality Management Team  East Nile Locality CT/AA/JC 

10.30 – 11.30 Commissioner Locality  East Nile Locality CT/AA/JC 

12.00 - 13.00 Royal Care Hospital (Private) (= Chair Union) Hospital room CT/AA/JC 

14.00 - 15.00 JICA  JICA Office CT/AA/JC 

15:00 – 17:30 
Side meeting with I-NGO's / 

SCOVA 
 Meeting Hall JC/AA/CT 

  

Day 8: Monday 26 Nov  

09.00 - 10.30 Central Medical Supply Medical supply / Proc. systems CMS GM/JC 

09.00 - 10.30  Direct. Curative Medicine  Alignment with NHSSP Meeting Hall Zain/CT 

10.30 - 12.00  Dept General Quality of Care Alignment with NHSSP Meeting Hall GM/JC 

12.00 - 13.00  Medical Council Alignment with NHSSP Meeting Hall All 

13.00 - 15.00  Public Health Institute, AHS, Alignment with NHSSP 
Public Health 

Institute 
CT 

09.00 - 10.00 Costing Team  Meeting Hall AA 

15.00 - 17.00 WHO Program Managers  WHO Office All 

     

Day 9: Tuesday 27 Nov  

05.30 - 15.00 El Gezira State   All 

09.00 - 12.00 

(team 1) 
17 States’ Minister Meeting Management of SMOH in Sudan El Gezira 

Zain/JC/A

A 

10.00 - 13,00 

(team 2) 

Greater Madina Locality 

Commissioner El Gezira 
 El Gezira 

Amin/GM/

CT/BO 

14.00 Return to Khartoum   All 

18.00 – 19.00 Receive first draft presentation  Acropole All 

     

Day 10: Wednesday 28 Nov  

05.30  Departure Bola to Abuja    

09.00- 12.00 
Finalize draft presentation 

together / team 
 MOH All 

14.00 - 17.00  

Debriefing with JANS 

Organizing Ctee and NHSSP 

Development Team 

Comment and correct on findings 

of the JANS team 
MOH All 
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Day 11: Thursday 29 Nov  

10:00 – 12:30 Stakeholder Meeting+ I-NGO Presentation preliminary JANS  MOH Main Hall All 

14.00 - 15.00  
Meeting Hon Federal Minister 

of Health 
Debriefing Minister of Health 

Meeting room 

Minister 
All 

15.00 - 16.00 Undersecretary of Health Debriefing and way forward 
Undersecretary 

Office 
All 

     

Friday 07.12     

    

     

Monday 10.12     

Team submit their reports to TL    

     

Wednesday 12.12     

Team members to send their comments to TL    

     

Friday 14.12     

TL to submit the JANS report to Amid and Suhair    

     

     

Travel team Day 12 Friday 30 Nov / Saturday 01 Dec 2012  

 
Departures Int team members 

 

BO 05.30 (28.11) (ET XXX) 

GM 03.50 (30.11) (KQ 321) 

CT 04.35 (30.11) (MS 854) 

AA 04.30 (30.11) (ET 471) 

JC 02.20 (01.12) (KL 546) 
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3.3 List of Persons met / interviewed 
 

 

NAME ORGANISATION 

Day 1, Monday 19.11  

Dr Bahar Idris Abugarda Honorary Federal Minister of Health 

Dr Isameldin Mohammed Abdalla Under Secretary FMOH 

Dr Mohamed Ali Al Abassy 
Director General, Planning and International Relations, 

FMOH 

Dr Imad Mohammed 
JANS (organizing committee-IHP+) team, FMOH 

coordinator 

Dr Zahir Ajab Alsiddeig 
JANS team, FMOH Director Policy and Planning, 

Writing team 

Dr Ehsanuallah Tarin JANS team, WHO, HSS coordinator 

Dr Nagla Eltigani 
JANS team, FMOH GHI coordinator 

Writing team coordinator 

Dr Suhair Zainelabdin Galgal JANS team, WHO Technical Officer 

Ms Katja Rohrer JANS team WHO Technical Officer 

Dr Igbal Ahmed Elbashir 
Director Public Health Institute 

Writing team, final revision 

Dr Mohamed Ali Elhassein UNFPA 

Ms Sarah Sinada Plan Sudan 

Ms Ibaya Director Pharmacy Dept, Writing team 

Dr Suleiman Abdulgabbar Executive Director Ministerial Office, Writing team 

  

Day 2, Tuesday 20.11  

Dr Zahir Zahir Ajab Alsiddeig Costing team NHSSP 

Ms Fatima A. Elhassan Health Economics Dept, FMOH 

Lamia Mahmoud Costing team, WHO, head HPPCD 

  

Ms Ibtisam Hassan Hamad M&E team FMOH 

Dr Anoud Rashad Omer HRH- M&E unit, FMOH 

Ms Amel ElAmin M&E team, NHIC 

Ms ElSheikh Eltijani M&E team, NHIC 

  

Dr Abbas Korena National Council of Strategic Planning 

Mr Siraj Eldin Mohamed Elamin National Council of Strategic Planning 

Mr  Jamal Yusuf National Council of Strategic Planning 

Mr Abdulmonim Mustafa National Council of Strategic Planning 

  

Ms Isabel Soares WB, Multi-Donor Trust Fund 

Nagla ElTigani FMOH 

Walter Sollner TA to the European Union 

Ms Souad Alhakeem Turkish Cooperation 

Mr Ali Awad Abbas Royal Netherlands Embassy 
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Ms Emily Beardsmore DFID 

Ms Rania E.ElSheikh JICA 

Dr Ehsanuallah Tarin WHO 

Nazir Babile WHO 

Mohamed Elhassein UNFPA 

Alion Agabot UNICEF 

Dorothy Ochola UNICEF 

Mariolein Coren KPMG / SLFA 

Mamoun Buklion GF / UNDP 

Mariolein Caren GF LFA - KPMG Focal Point 

Hiba Kamal National TB Program 

Sakhr ElShiekh Malaria Control Program 

Abdalla Ahmed Ibrahim Malaria Control Program 

Sara Eltayeb Plan Sudan 

Fettah Moren Tika Assistance 

  

Day 3, Wednesday 21.11  

Mrs Faiza Awad Mohamed 
Ministry of Finance and National Economy, DG 

International Cooperation 

Dr. Mustafa Salih Mustafa National Health Insurance Fund (NHIF) 

Dr Abualbishr Alshreef National Health Insurance Fund (NHIF) 

  

Dr Khalil Abbas Ibrahim Laboratory Directorate FMOH 

Dr Fatia Adam National Public Health Laboratory 

Dr Abuobaida Elain National Public Health Laboratory 

Dr Nageeb  National Public Health Laboratory 

  

Mr Elsheiks Eltijani National Health Information Centre 

Mrs Nazik Elshiekh WHO, Technical Officer 

Yohannes (WHO/TA) National Health Information Centre 

  

Dr. Mohamed Elhassan Imam 
Secretary-General, National Medicine and Poison 

Board 

Dr Noon Garelnabi Director NDQCL 

Dr Ishraga Mohamed Head of Human Directorate of the Board 

Dr Siham Abdoun Medicine and Poison Board 

  

Mohammed Osman Hamid Health Technology Focal Point, Director HSS 

Imadaldin Mohammed Ali Biomedical Engineer 

Buthayna Khalid Biomedical Engineer 

  

Dr Salah Eldin Goher DG, Pharmaceutical Directorate 

Dr Eltayeb Izzaldin Ahmed Pharmaceutical Directorate 

Mrs Hiba Yassin Abuturkey Pharmaceutical Directorate 

  

Dr Zahir Ajab Directorate of Policy and Planning 

Dr Talal Elfadil DG, PHC Directorate FMOH 
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BOLA Department of NCD 

  

  

Day 4, Thursday 22.11  

ElHab Ali Hassan HIV/AIDS Program, SNAP Coordinator 

  

Hiba Kamal TB Program (NTP) 

Nagla El Tigani  

  

Dr Khalid A. Almardi Director General Malaria Program 

  

Dr Sawsen El Taher Reproductive Health Program 

Hiba Hussein FMOH, DCIH, focal Point UNFPA 

  

Awad Omer Director EPI Program 

  

Dr Manal Hassan IMCI Program 

  

Saiwa Abdelrahiem Sonkati Director National Nutrition Program NNP 

Fatima A. Aziz Deputy Director NNP 

  

Dr Layla Hamad Elneil Director of Health promotion, PHC 

  

Dr Hayat Diretor Epidemiology 

Dr Sumaya Idris Ukud Director EHA 

  

Dr Elsheikh Elsiddig Badr Director Human Resource Directorate 

Dr. Daffalla Alam Elhuda Human Resource Directorate 

Dr Muna Abdulaziz PHI 

  

Day 5, Friday 23.11  

Dr Ansju Banerjee WHO Representative in Sudan 

Ms Pamela Delargy UNFPA Representative in Sudan 

  

Day 7, Sunday 25.11  

Dr Tahar Omer Director East Nile Locality, Khartoum 

Dr Ammar Hamid Soliman Commissioner East Nile Locality 

  

Dr Mahoum Ibrahim Director Royal Care Hospital 

Dr. Motaz Al Barier President of the UNION (Private Sector) 

  

Ms Kyoko Minami JICA Sudan, Project formulation advisor 

Ms Halima Abdeen Abdalla JICA, Sudan Office 

  

Mohammed Toum Concern Worldwide 

Rajasheran Concern Worldwide 
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Dr Abdelaziz Mohammed Muslim AID UK 

Mutamad Amin Ahtad University for women 

Mohamed Idriss Rocinantes 

Kunio Inama JICA partnership program 

Anafu A. Sheikh ARC International 

Victoria Baca COSV 

Raffaella Catani OVCI 

Abuzor Abdulla World Vision International 

Afaf Ibrahim  World Vision International 

Jan de Bruin PartnerAid International 

Dr Virginia Kewa PartnerAid International 

Saudi Abdelrahman Together for Sudan 

Naila Abushara Plan Sudan 

Sara Eurayeb Plan Sudan 

  

Day 8, Monday 26.11  

Gamal Khalafalla Mohamed Ali Director Central Medical Stores 

Elradiq Yousif Director ?? 

Dr Ahmed Hassan Mohammed Director Curative Care 

D Hassan AbdelAziz Mahmoud Director Quality of Care 

Prof. Dr. Zein ElAbdeen Abdul Rahim 

Karrar 
Chair Medical Council 

Sara Mohammed Osman Medical Council 

Alkhatim Elyas Mohamed Medical Council 

Dr Igbal Ahmed Elbashir Director Public Health Institute 

Dr Muna Ibrahim A/ Aziz Deputy Director Medical Council 

  

Meeting WHO program Officers Programs HIV/AIDS, TB, Malaria, EPI 

  

Day 9, Tuesday 26.11  

Prof. Alzubair Bashir Taha Honorary Governor of El Gezira State 

Dr Alfatih Malik State Minister Health of El Gezira State 

17 State Ministers Meeting El Gezira State 

Dr, Elsadig  Director planning SMOH, El Gezira 

  

El Fatih Nuwel Dayam Commissioner Madani Locality 

Mohammed Elamin Elshareet Director Health Madani Locality 
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3.4 Alignment of national programs in NHSSP 
 

Attributes TB strategy  Malaria Strategy  EPI Strategy (CMYP) HIV strategy  

Situation analysis and programming  

Attribute 1 The TB strategy is based on 

sound situational  analysis  

The Malaria strategy is based 

on sound situation analysis, 

especially with it being 

reviewed following the results 

of a recent malaria indicator 

survey carried out .  

Based on epi-situation analysis 

of the previous era: Progress 

mad , achievements and gaps, 

up to date. There was 

participation and full 

involvement of partners like 

WHO and UNICEF. 

Based on sound situational 

analysis and a participatory 

approach through National 

steering committee composed 

of Govt, civil society , private 

sector and development 

partners 

Attribute 2 Objectives are SMART and 

address the health priorities , 

efficiency , quality and 

outcomes especially as it 

relates to vulnerable groups  

Some of the objectives are 

measurable and time bound  

Objectives are SMART  Objectives are SMART and align 

with overall strategies  

Attribute 3 Planned approaches are 

evidence based (WHO 

standards) and feasible. They 

are also relevant to the needs 

identified  

Approaches are in line with the 

findings from MIS thus are 

relevant to priority needs 

identified.  

Planned approaches are 

evidence based and feasible. 

They are also relevant to the 

needs  and gaps identified  

Planned approaches are based 

on disease prevalence, HIV 

need and response analysis 

(MARPS, Geographic areas, 

prevention focus , gender 

sensitive approach, 

mainstreaming of HIV sector 

plans)   

Attribute 4 Potential obstacles to 

successful implementation 

were identified (insecurity 

issues , increasing rate of drug 

Possibly risks were not explicitly 

discussed in the document  

potential obstacles and threats 

identified such as ongoing 

conflicts. Anti immunization 

activities, poor government 

Potential risks such as 

challenges in coordination has 

been identified and being 

addressed. Others include 



 

resistant MDR and XDR, high 

donor dependency etc.) and are 

being addressed 

contribution, Donor fatigue   complete independence of all 

the systems in terms of 

management and finance  

SUGGESTION 

FOR ACTION 

While efforts have been made to provide a descriptive situation analysis  in the NHSDP with clear linkages to each disease component,  

there is the need for the   addition of a 'conceptual framework' that clearly links the proposed inputs with  the various systems 

(building blocks) to provide  the desired outputs (improved access, efficiency and social protection) that will  not only lead to desired 

health outcomes  but demonstrates how  an integrated approach to service delivery will  reduce vertical programs and  promote multi 

sector interventions to achieve  impact. This section needs to be further strengthened by providing a  shortened situation analysis that 

provides a clear  rationale for the selection of system and program priorities. 

Process 

Attribute 5 A multi stakeholder 

involvement in development 

and implementation of national 

strategies is just being put in 

place  

There is an existing multi-

stakeholder involvement in 

development and review of the 

plan  

 There was multi -stakeholder 

involvement such as 

deliberations of senior EPI and 

planning staff , full involvement 

of key partners namely UNICEF 

and WHO, representatives of 

EPI staff at subnational levels 

and others  

There is an existing multi-

stakeholder involvement in 

development and review of the 

plan as described above 

through the CCM. However, 

while the CCM was not officially 

involved in the development of 

the NHSSP, members of SNAP 

and other CCM members 

participated in their individual 

capacities. 

Attribute 6 High level of political 

commitment show. High level 

political discussions planed in 

the appropriate national 

context. 

high political commitment  high political commitment in 

the areas of advocacy  and 

communication  

There is a high political 

commitment .Implementation 

of plan is coordinated by SNAP 

and other sectoral and state 

level coordination bodies. 

There are challenges with 

linkages and coordination 

which is being addressed. 



 

Attribute 7 A national partnership has just 

been established, plans are 

under way to  ensure national 

strategies are and subnational 

strategies are consistent with 

each other and aligned  

The national and subnational 

strategies are consistent and 

relatively align with each other. 

The national and subnational 

strategies are consistent and 

relatively align with each other  

A lot of efforts on improving 

the  coordination of activities at 

the national and subnational 

levels  

SUGGESTION 

FOR ACTION 

The national health strategy and the disease specific plans are relatively consistent with each other . While country has several focused 

national strategic plans for critical interventions (TB, EPI, HIV/AIDS, RH, and Nutrition) and some well performing programs e.g. EPI, it is 

unclear from the NHSP how the country proposes to strategically deliver its minimum package of health interventions across the 

different levels of care. While country proposes to use the platform of primary health care using an integrated approach to deliver 

services, it is not clear how this will be aligned and  implemented  including leveraging existing opportunities to defragment the health 

system. For example, the EPI program is highly focused with a high coverage and reach across the country; there are missed 

opportunities to deliver other child and maternal health interventions on the same platform. Missed opportunities to use resources 

available through donor supported HIV/AIDS, TB-HSS, Malaria and EPI to strategically deliver other components of the health system 

based on an integrated approach. It is important that vertical programs be further explored and integrated (e.g.  EPI while program 

focuses on sustaining coverage and quality of services, it can be address  inequities; gender, social, economic-driven disparities, deliver 

other child health services systematically rather than ad-hoc  services) and  country to evolve plan more strategically by using  platform 

of successful vertical programs  as an opportunity to integrate health services. Ensure plan clearly reflects strategic interventions to 

deliver minimum package with the appropriate indicators to measure and monitor change over time. Missed opportunities to use 

existing strengths of the functional CCM to  further strengthen the NHSP.  

Cost and budgetary implications  

Attribute 8 Strategy is accompanied by a 

summary  budget  in line with 

the technical plan but cost 

estimates are not clearly 

explain or justified  

There is a budget but not 

elaborate. Cost estimates are 

not explained or justified  

Detailed cost analysis with 

elaborate descriptions  and 

justifications of cost estimates   

No budget or costed plan  

Attribute 9 There are reports of funding 

gap which are expected to be 

filled by donors. There are no 

multiple scenario plans for low, 

No budget develop for multiple 

scenarios . Funds are expected 

from key players and other 

partners but details of 

Funding gap analysis and 

several scenarios on how to fill 

funding gaps  

There are no discussions on 

budget or funding gaps  



 

medium or high funding 

possibilities   

projections are not stated 

SUGGESTION 

FOR ACTION 

There is a need for country to clearly show NHSP costs, and financing gaps by programs, system strengthening areas and development 

and recurrent budget.  These can also be supported by annexures to the strategic plan  that clearly highlight the costing and financing 

assumptions and major results that are not shown within the main document. The costing process was very participatory which 

resulted in high ownership by programs within FMOH, including disease-based programs, which is not often the case in other 

countries.  The NHSP does not reflect financial projections and resource gaps for different programs and systems which may limit the 

marketability of NHSSP to potential funders with specific program interest.  Comprehensive financing options (increasing domestic and 

external resource mobilization, PPP, cost containment measures and sustainability) and strategies are not well described in NHSP. 

Implementation and management  

Attribute 10  Roles of partners mentioned 

perfunctorily at different parts 

of the strategic document eg 

private sector  universities and 

GFATM . 

Roles of partners are clearly 

spelt out.  and have contributes 

to successes achieved leading 

to the revision to produce this 

strategic document * revised 

RM partnership  outlines the 

different partners and levels 

and their roles  

Roles of partners are described 

along the different outputs to 

be achieved and expected 

outcomes 

Plans are developed through a 

participatory process. Roles and 

responsibilities are well 

described. 

Attribute 11 Roles of service providers not 

clearly elaborated. Allocation of 

need is based on prevalence, 

vulnerability of groups e.g. 

prisoners, refugees and others 

in line with needs assessment 

and national priorities. There 

exist an effective drug supply 

system 

Roles of service providers not 

discussed in details 

Organization /structure of the 

ministry described with the 

roles of the different 

components and tiers briefly 

mentioned  

Roles of service providers not 

discussed in details though 

resources are allocated 

according to need and national 

priorities  

Attribute 12 Human resource needs are 

identified and plans to build 

Human resource needs  were 

identified  

Human resource needs largely 

staff transfers due to poor 

Strategies  including building 

capacity , strengthening 



 

capacity were stated . Plans and 

approaches to meet  or provide 

technical assistance  also 

discussed.  

incentives, poor remunerations 

and brain drain are identified 

and plans to build capacity 

were stated such as subsidized 

trainings.  

systems to ensure adequacy of 

institutional capacity for 

implementation of 

interventions  

Attribute 13  Financing and budgeting not 

well demarcated at the 

different levels in the 

document. Funds management 

processes also not explicitly  

discussed  

plans to mobilize funds from 

Sudanese govt. and  external 

sources such as the UN, 

bilateral agencies  mentioned  

but details not discussed  

Financing and budgeting 

comprehensively demarcated 

at the different levels in the 

document. Funds management 

processes are explicitly  

discussed  

Funds management or 

procurement  processes  not 

explicitly  discussed  

Attribute 14 Some arrangement for internal 

and multi stakeholder external 

involvement but not strong. 

Though there is reportedly a 

strong political commitment 

nationally. 

strong arrangement for 

stakeholder involvement at 

different levels, internationally 

and nationally  

There is an arrangement for 

stakeholder involvement at 

different levels, internationally 

and nationally  

Coordination and main 

streaming of multi sectoral 

plans as discussed as part of the 

guiding principles for 

implementation of  the 

strategies  

SUGGESTION 

FOR ACTION 

There is a strong and urgent need for clear coordination mechanisms to be put in place.  This mechanism should also explore the 

possibilities of linking up with the private for profit and non-profit sectors to encourage their full involvement with meaningful 

engagement . Implementation process needs to be clearly defined and operationalised across all service delivery levels in Sudan. 

Monitoring , Evaluation and Review  

Attribute 15 There is an TB framework that 

guides ME work and reflects on 

the national goals for TB which 

has room for data coordination, 

dissemination and analysis 

.Plan could be more 

comprehensive  

There is an ME plan showing 

the inputs and outputs 

expected per program area- 

malaria detection, malaria 

control and malaria  

surveillance . 

There is an ME plan showing 

the indicators for sustainability,  

inputs and outputs expected 

per program  

Elaborate description of 

targets, outputs. Plans to 

review current  M and E 

framework to enhance 

ownership by all partners 

Attribute 16.  There is a plan for joint reviews Periodic prevalence survey, Plans exist for monthly , A mid-year report and review of 



 

and feedback between 

supervisors but no clear plan to 

conduct this at a subnational 

level for it  to influence policy  

review of findings and feedback 

is planned 

quarterly and mid-term review 

meetings at the district and 

state levels  

indicators at the different 

levels- technical working group, 

state level decision making 

bodies, at sectoral and  

partnership forums 

GENERAL 

ISSUES FOR 

FUTURE JOINT 

SECTOR AND 

DISEASE 

SPECIFIC   

JANS REVIEW 

General Issues 

 

1.  Through the JANS process, it is possible to review and highlight strengths, weaknesses, synergies and variances between the NHSP 

and the sub sector disease plans jointly. A joint review can provide the opportunity   for critical stakeholders to reflect and improve 

gaps in the planning process. It also provides a clear opportunity to draw attention to any identified gaps especially where the NHSP is 

not conclusive and provides an opportunity to ensure that lower level goals and strategies are reviewed and reflected in the higher 

level document. It also provides an opportunity for higher level discussion, alignment and agreement on the strategic choices. 

However, it is not clear how best a joint assessment can be helpful where all the critical documents are in their final state and/or 

approved by National governments.  

2. In the case of Sudan, the consideration of this feasibility also drew attention to the sometimes parallel governance structures  e.g. 

the CCM and the HSSC and provided an opportunity for country to strategically approach maximising/harmonizing  the groups  for 

greater effectiveness.   

3. The four disease strategic plans have different timelines/duration for implementation compared to the NHSP. Meaningful 

consideration would need to be given to future reviews and how to balance the timeline issue when reviewing the NHSP.  

 4. It is critical to ensure that all relevant documents are available for the joint review.  A checklist can be developed before the mission 

and documentation including costing tools provided for the process.  

5. Given the different terrains that country operate in, it is important to identify/recognise  organisational and coordination 

challenges/constraints within the health and health-related systems and how these can affect the utilisation of the JANS process and 

tool from a joint assessment perspective. 

 6.  To the extent that the review team has the opportunity to review the local institutional arrangements; plus the availability of 

additional material and information it is possible to determine what improvements may be needed and made in the short and medium 

terms, and how much dependency there may or should be on available supporting documents.  However, this is contingent upon the 

flexibilities around the planning processes across the NHSP and the disease plans.  In the context of Sudan, there is a good opportunity   

through the joint annual program reviews proposed.  However, it is important that the review process is well coordinated to be 

meaningful across all platforms (MOH, civil society, private sector, other important ministries e.g. education).  



 

7. The JANS tool and reporting template itself might  need to be further modified to ensure it can capture the critical elements that 

would help compare and analyse the key disease strategic plans alongside the NHSP from both developmental  and funding 

perspectives.  

   

 


