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As a follow-up to the national health programming process developed in 1975 in Sudan,
a primary health care programme for the whole country was formulated with assistance
from WHO. In this article the methods used in the programming and formulation are
described and discussed. These methods ensured an intersectoral approach on which tech-
nical, cultural, socioeconomic, financial, and political considerations were based. Areas in
the field of health and rural development requiring government and community action
during the period 1977/78-1983/84 are identified. Details on the strategies for population
coverage of rural and nomadic communities with primary health care are given. Funda-
mental to these strategies is community participation in the development ofprimary health
care within community development as a whole.

The guiding principles of these strategies are their technical, political, social and
financial feasibility. The social relevance of the primary health care programme for the
community and the developmental sectors is emphasized.

In 1974, the Government of Sudan decided to
develop its national health service further and
drew up a 7-year plan within the context of the
national socioeconomic plan for the period 1977/78-
1983/84. The document describing the National
Health Programme (1), produced with WHO
assistance, specifies eight priority programmes in
health and rural development, with particular
emphasis on primary health care and on nation-

wide and man-made malaria. The other programmes
relate to schistosomiasis control, safe water, environ-
mental health, food, and onchocerciasis (river
blindness). Two further programme documents
deal with primary health care for the Southern
Region (2) and for the other four regions of the
country, with emphasis on the least developed
provinces of the east and west, the population of
which is predominantly rural and nomadic (3).

METHODOLOGY

GENERAL FRAMEWORK

Health programming is taken to mean a systematic
approach to drawing up a programme with a
sequence of methodological steps including, among
other things, the setting of objectives, designing of
strategies, analysis of constraints, and translation of
strategies into health development programmes.

1 Director, Division of Epidemiology, Ministry of Health,
Khartoum, Sudan.

2 Deputy Director of Health Services, Regional Ministry
of Health and Social Welfare, Juba, Sudan.

3 WHO Representative, Khartoum, Sudan.
4World Health Organization, 1211 Geneva 27, Swit-

zerland.

Study of the literature suggests that health pro-
gramming has differing functions and scope. It
depends on decision-making and constitutes a step
beyond health planning. According to Schaefer (4),
"... decision-making and health planning are
obviously connected. The outcome of planning is
to distil policy and programme alternatives and to
present them for decision." Schaefer also says that
health planning must be consistent with a vast and
complex range of economic, technical, social,
legal, political, and administrative factors. For
health programming to be considered " scientific"
it would have to take all those factors into account.
However, in practice, various realities and con-
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straints rule out such health programming. What is
required is a programme of action that goes beyond
a plan and that leads to decisions affecting the
present situation and provides a basis for future
changes. Of course, as pointed out by Schaefer,
some failures in health programming have been
experienced in recent years. Such failures have
been attributed to a lack of knowledge or to the
improper use of programming methods for dealing
with health-related problems. It is also believed
in some quarters that, if health programming does
not involve decision-making from the outset, it is
bound to be merely a plan without any follow-up
or implementation.

National health authorities have found health
programming to be useful and feasible because it
enables them to identify the changes required for
the future development of health services. However,
in many instances, the methods used require more
than the identification of deficiencies in the current
system of delivering health services. The main
purpose of health programming is to propose
changes in that system by means of a series of steps
leading to a programme that meets certain essential
requirements. These steps include the clear definition
of objectives and the designing of strategies to
achieve them; the analysis of constraints and the
working out of ways to overcome them; and the
allocation of resources according to an annual
implementation schedule. A basic feature of health
programming is the involvement of national auth-
orities and community organizations not only in
the health field but in other development sectors.
This is essential if health programming is to be
included in the decision-making process as a whole,
as it is in Sudan.

PROGRAMMING PROCEDURES USED
IN NATIONAL HEALTH PROGRAMMING

The general approach followed in Sudan took into
account the guidelines prepared by WHO,a with
modifications in order to identify, in a pragmatic
manner, the health-related problems of prime
concern to Sudan in the context of its socioeconomic
development plan. Strong emphasis was placed on
the interactions between the health sector and other
socioeconomic development sectors.

a World Health Organization, working guidelines for
country health programming. Geneva, 1974 (unpublished
document WHO/CHP/DT).

The programming was carried out in two main
phases, the first leading to situation analysis and the
second to the development of the National Health
Programme. For the purposes of the situation
analysis it was necessary to collect and analyse all
the relevant data and then convert them into an
information section; which constitutes Part I of the
programme document. This includes data on:
demography, economic and social development,
health, (including facilities and personnel), environ-
mental health, unit costs, and the policy for devel-
opment of the health services. The consolidation
of these data is essential for an intersectoral approach
to health programming and constitutes the basis
of the programming phase.

Before programming began, a national inter-
ministerial, programming committee, including staff
from WHO, was formed. This committee was then
divided into working groups, which also included,
whenever required, national experts in the pro-
gramme fields concerned.

General methodological guidance was provided
to the programming committee and its working
groups by the personnel concerned. More specifically,
various steps and sub-steps were defined and fol-
lowed during the programming process as described
below.

Criteria for defining problems

These criteria were divided into two classes,
namely general (non-medical) criteria and direct
health criteria. These criteria were then weighted
and it was decided that the total weighting of the
former should equal that of the latter. In fact,
both classes of criteria were used to decide which of
Sudan's health-related problems should be given
priority.

General criteria. The problem, or its solution
should:

Score (weighting)

conform to the Phased Programme of
Action (5) 21

meet politically expressed needs 12
increase social satisfaction (especially

psychological, physical, and econ-
omic well-being) and social equity 18

confer economic benefits 17
conform to local cultures 14
emphasize the needs of younger age

groups 18
100
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Direct health criteria. The problem:

predisposes to sickness in the com-

munity
kills people in large numbers
makes people fall ill in large numbers
harms the development of young

people
and its solution should:

produce an immediate improvement
in community health

be available to as many as possible of
the population at risk

Score (weighting)

21
18
18

16

16

11

100

Fifteen problems were recognized and stated in
general terms. Constraints within the health services
were not included, but wide intersectoral constraints
were taken into account. Health activities were not
considered as problems. In a preliminary analysis
of the components of each problem, some compo-

nents were grouped; others, after being more clearly
specified, were judged to be peculiarly or predom-
inantly regional. In the final analysis, 8 of the
15 problems were grouped under the heading of
primary health care as the problems of highest
priority. Malaria was considered as two separate
problems deserving priority on epidemiological
grounds: nation-wide malaria and man-made ma-

laria. The other 5 priority problems were schistoso-
miasis in irrigated areas, the shortage of safe water,
poor environmental health, food (grain) shortages in
certain regions of Sudan, and onchocerciasis.

Identification ofproblem indicators

These indicators were characterized in medical
terms and in social and economic terms for each
priority problem.

Setting of objectives
For each priority problem, various sub-steps were

taken towards stating each objective in terms of
the annual percentage reduction and of the expected
level of the problem in 1984. The objectives were
considered according to their technical feasibility
and the general criteria by which the problem had
been identified and given priority in the first place.

Identification of current activities in health-related
fields and of resources

These two steps were taken together. A special
form was devised and completed showing: (a) inputs

related to each problem, in terms of manpower and
other resources; (b) budgeted expenditure or, prefer-
ably, actual expenditure during the financial year
1973/1974. Costs were then totalled and divided by the
outputs in order to obtain a unit cost per output,
which was used as a basis for cost estimates of the
programmes.

Definition of health strategies and analysis of their
constraints

For each priority problem requiring a specific
strategy the constraints affecting current activities
in that field were analysed with a view to avoiding
or overcoming them. It was found that some of the
strategies needed to be integrated into a single
programme in order to become feasible: the pro-
gramme for primary health care. Other strategies
remained independent, particularly those requiring
total or partial implementation in sectors other than
those administered by the Ministries of Health and
People's Local Government.

Translation of strategies into health development
programmes and analysis of related constraints

Again, these two steps were taken together, after
the government steering committee had approved
the general outlines of the national and regional
strategies for dealing with priority problems. The
proposed development programmes were then con-
sidered from the point of view of feasibility. In all,
there were eight programmes (see page 461) requiring
special national and bilateral or international devel-
opment efforts for the effective implementation of
the strategies adopted. The development needs most
likely to qualify for external assistance and coopera-
tion were then identified. The country's needs for
field operations or field research in relation to
certain priority problems were also outlined.
Individual programmes that would need more
detailed formulation at a later stage-e.g., environ-
mental health-were specified.

Preparation of the National Health Programme

The final programme document (1) was developed
continuously throughout the programming process.
In addition to She information section of the docu-
ment, all the results of the programming steps de-
scribed above were included in a programme section
(Part II of the document), which was finally produced
in Arabic and English. This part includes the eight
major health programmes formulated, phased,
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costed, and formally endorsed by the Sudanese
government.

METHODS USED IN PRIMARY HEALTH

CARE PROGRAMME FORMULATION

The three main phases
A number of preparatory steps preceded the

formulation phase itself. These included the devel-
opment of simplified guidelines a for the three
stages of programme formulation: review and
consolidation of existing information, analysis of the
situation, and programme formulation itself. In both
formulation exercises, but to a lesser extent in that for
the Southern Region, the situation analysis further
complemented the elaborate data that had already
appeared in the National Health Programme. The
purpose of the analysis was to provide, in a concise
form, information relevant to the subsequent stages
of programme formulation.

In the situation analysis, emphasis was naturally
placed on the health sector, though other sectors
were given due consideration as regards the demo-
graphic, economic, social, and cultural aspects. The
political and administrative aspects of the programme
are indicated in the document (1), and the general
development policy is discussed.

Within the health sector, special consideration is
given in the document (1) to the health budget,
health conditions of the population, and the current
system of delivering health services at the peripheral
level, including the geographical distribution of such
services. An inventory of health manpower is made,
as well as manpower forecasts. The health informa-
tion systems and the present system relating to
drugs and supplies are described. A special section
of the document is devoted to self-help experiences,
and the potential for community development. The
considerable part played by self-help projects in the
past is described. The results of two field investiga-
tions that were specially undertaken to analyse the
situation of nomadic communities in the Western
and Eastern regions are given.

Deficiencies and areas of concern within the
existing health care system have been identified.
The major conclusions of the situation analysis were
the following:

a World Health Organization. Simplified guidelines for
the formulation of the Sudan primary health care pro-
gramme, October 1975 and March/April 1976 (unpublished
document). See also Bainbridge, A. & Sapirie, S. Health
project management, Geneva, World Health Organization,
1975 (WHO Offset Publication No. 12).

(a) Rural populations are not adequately covered
by the current health delivery system and the
peripheral health delivery points are not evenly
distributed.

(b) Nomadic populations are the least covered.
(c) Most services at the peripheral level are

currently devoted to curative activities.
(d) The many health workers who have been

trained have not brought about a substantial
improvement in the coverage of the rural population.
The combination of the type of trainee recruited,
the training programme, and employment oppor-
tunities, has led to a disproportionate concentration
of these workers in services less accessible to rural
populations.

(e) Drugs and supplies are in short supply.
(f) Unguided self-help has sometimes led to

duplication of effort and a waste of resources.

FORMULATION PROCEDURES

Programme formulation for the Southern
Region and for the other four regions of the Sudan,
began with the establishment of inter-ministerial
steering committees and programme formulation
teams, the latter including WHO staff. In addition,
people's organizations and the Sudanese Socialist
Union were also represented. Each of the two
programme formulation teams was divided into
three working groups as follows:
Group A: for primary health care and community

development/participation; and programme areas
appropriate for external cooperation and assistance;
Group B: for health manpower and health

facilities;
Group C: for drugs and supplies; and for the

information system.
Methodological guidance was provided through-

out the plenary sessions and at the various stages of
programme formulation so that the three groups
might gain a common understanding of the formula-
tion methods and procedures. These were based on
relevant guidelines and working documents pre-
pared in advance by WHO, as well as on the exper-
ience gained during the national (country) health
programming process in March and April 1975.
During the formulation process, views were shared

and discussed in the two steering committees, and
continuously within the programme formulation
teams. More specifically, throughout the formulation
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phase, a number of steps were followed, covering
policy decisions and technical issues-i.e., setting
of criteria and objectives for the programme as a
whole and for its components so that policy decisions
could be made by the steering committees on national
and regional priorities; designing strategies (including
that for the nomads) and applying them to de-
velopment programmes; analysis of political, social,
and financial constraints and related policy decisions
by the steering committees; design of pre-implemen-
tation schedules, implementation schedules, costing,
and related decisions by the steering committees,
notably as regards the feasibility of the programme
and of areas appropriate for external assistance.

This article does not permit a detailed description
of each step or of the interaction between the steering
committees and the programme formulation teams.
Nevertheless, such interaction between the policy
making body and the technical team was recognized
to be essential.

PROGRESS AND CONSTRAINTS

Timing of policy making and related programming
and formulation

In programming and formulation, the involvement
of interministerial steering committees and for-
mulation teams ensured an intersectoral approach.
This approach also provided a substantial basis for
consideration of all technical, cultural, socio-
economic, and political aspects. The steering com-

mittees regularly followed up the work of the pro-

gramme formulation teams and provided guidance
on policy relating to national and regional priorities,
the choice between alternative strategies, pre-

implementation and implementation schedules, cost-
ing, and programme areas appropriate for external
assistance. The meetings were timed in such a way

that major decisions could be taken at appropriate
stages of the formulation phase.

Feasibility of the intersectoral approach

Since the National Health Programme and the
Primary Health Care Programmes had to be con-

sidered within the context of the general develop-
ment policy and long-term socioeconomic plan of
the country, special efforts were made, in pro-

gramming and formulation, to involve all major
developmental sectors that had a bearing on the
rural health delivery system. This policy was initially
reflected in the membership of the steering com-

mittees and technical teams, and it proved to be
invaluable in the formulation of the primary health
care programme, because it involved national
experts, political bodies, and people's organizations,
from the points of view of technical capacity and
policy-making.
However, some difficulties were encountered when

collecting and analysing the data required for such
an intersectoral approach. In addition, the method-
ology of programming and formulation required
mutual understanding between experts belonging
to different sectors. This constraint was overcome
almost from the outset of programming and for-
mulation. Another constraint was the limited time
allocated for the preparation, writing, editing,
typing, translation, and printing of the National
Health Programme document (1) and the primary
Health Care documents (2, 3).

PROGRAMME PHASING AND COSTING

Pre-implementation and implementation phases

During the pre-implementation phase, i.e., March
1976 to June 1977, important and urgent develop-
ment activities are scheduled for execution. To
implement these activities, financial and technical
assistance will be needed for: the limited mapping of
populations in the needy areas of four provinces;
deciding on the location and construction of primary
health care units and community health workers'
training centres, taking into account the requirements
of nomadic populations; recruitment and training
of teachers for community health workers, including
those needed for nomadic populations; selection
and recruitment of community health workers and
their training, taking into account the needs of
nomadic populations; organization and procurement
of medical kits and equipment for the primary
health care units and dispensaries; further formula-
tion and testing of information procedures at the
provincial level for four provinces; community
baseline studies as part of the information system
for the primary health care programme in some
provinces, including selected nomadic communities,
as a basis for the evaluation of coverage, a special
strategy being formulated for the nomads; conversion
of some of the existing dressing stations into primary
health care units and securing means of transport,
mainly bicycles and cars.

All the above-mentioned activities have been
costed for annual recurrent and development
expenditures by region.
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The implementation phase, which is due to start
in July 1977 and should end in June 1984, includes
a number of activities (programme components)
some of which continue activities carried out in the
pre-implementation phase. These activities have
been costed on an annual basis, by region and
province.

Basis of costing

The basis for the costing of the primary health
care programme is the implementation schedules for
the three types of service supplied: dispensaries,
primary health care units, and community health
workers for nomads. The number of each of these
required in every province has been specified on an
annual basis.
The schedule for primary health care units and

community health workers for nomads has been
established according to the personnel expected to
be available. Drop-out during training, and the
turnover of staff because of retirement, etc., have
been taken into account. For some of the additional
dispensaries that will be required, the workers will
enter service as required throughout the imple-
mentation period. Some adjustments have been made
to ensure that the development of dispensaries does
not fall behind that of primary health care units
with respect to the envisaged ratio of 5 primary
health care units to 1 dispensary.
Each programme component has been costed

separately for the five regions, showing recurrent
and development (capital) expenditures for each
year.

Unit costs. All the cost estimates, except for
transport, were established per programme com-
ponent. Each component was costed separately
for each province. These individual component costs
were then aggregated to build the summary tables
for each of the five regions of the Sudan.

Manpower. The manpower component is divided
into two sub-components: staff involved in training
and staff in service. The costs of teachers for the
schools envisaged and the salaries paid to trainees
during their training are included in the first com-
ponent. The salaries of all persons working in dis-
pensaries and primary health care units, and of
nomadic community health workers, form the
second component. The total salaries of all staff
represent the manpower component cost, which is
considered as recurrent expenditure.

Facilities. Unit costs have been calculated for the

construction of new dispensaries and primary
health care units as well as for the renovation of
those already existing. The resultant figures, together
with the schedule of construction and renovation,
have allowed the yearly sum under this component
to be calculated. Additional estimates of costs have
been made for the renovation of training centres for
the nomadic community health workers. Construc-
tion costs have been considered as development
expenditure and, unlike all other costs of the pro-
gramme, have been included in the figures for the
year previous to that in which delivery of service
actually begins. Renovation costs fall under the
heading of recurrent expenditure.

Drugs and supplies. Requirements of drugs and
supplies for each facility have been worked out and
their cost calculated as a unit. The yearly expenditure
is obtained by multiplying the unit cost by a factor
based on the appropriate implementation schedule.
The cost of drugs and supplies is considered as
recurrent expenditure.

Equipment and inistruments. New or additional
equipment and purchases of instruments for newly
established services are considered as development
expenses. A 20% depreciation of value has been
calculated for all equipment and instruments in
use. This is intended to allow for replacement pur-
chases and is considered as recurrent expenditure.
Unit costs for equipment and instruments have been
calculated for each of the three types of service.

Information system. The cost of the forms required
annually for each of the three types of service has
been calculated. This, together with estimates of
communication costs (telephone, postage, etc.),
constitutes the basis for calculating the annual cost
of the information system.

Transport. The requirements for transport have
been costed as a whole, regardless of the component
to which they relate. The purchase of vehicles is
considered as development expenditure, but a 20%
depreciation, the salary of one driver per vehicle,
petrol, and a small charge for insurance, repairs,
etc. have been counted as recurrent expenditure.

Costing of the programme as a whole. To budget
for primary health care, for the five regions of the
country, each programme component has been
costed separately for each province and the resultant
figures have been aggregated to constitute the sum-
mary tables by region. An inflation rate of 6.5% has
been allowed for, subject to annual adjustment.
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THE NATIONAL HEALTH PROGRAMME

General features

The proposed National Health Programme (1) for
the period 1977/78 to 1983/84 is not merely a plan
to reduce disease: it is intended as a programme
of health-related services. It covers Sudan's eight
main health problems, some of which are inter-
sectoral-e.g., man-made malaria and the provision
of primary health care to rural and nomadic popu-
lations. TheEe eight problems will be given priority
for the financial resources available. Thus emphasis
has been placed in the National Health Programme
(1) on (a) preventive and social medicine as regards
the control or eradication of endemic and epidemic
diseases and the improvement of environmental
health conditions; (b) the strengthening of rural
health care so as to ensure more extensive coverage
of the population and a fairer distribution of
services; and (c) the provision of training facilities
for all levels of professional, technical, and auxiliary
health workers.

AMIain programme areas

Some of the main programme areas-nation-wide
malaria; man-made malaria; primary health care;
schistosomiasis control in irrigated areas; safe water
supply; environmental health; food supply (mainly
millet) in certain regions; and onchocerciasis-have
been considered as health development programmes,
others as intersectoral development programmes.
Primary health care covers not only the health
services per se, but also gastroenteritis in children,
immunization, tuberculosis, public health informa-
tion, and hygiene. As regards communicable
diseases, such as man-made malaria and shistoso-
miasis, the health factors have been considered
together with the economic and sociopolitical
factors. This applies also to onchocerciasis, which is
causing considerable economic loss due to blind-
ness, mainly in the Southern Region but also in
certain parts of the northern provinces.

PRIMARY HEALTH CARE

BASIC OPTIONS AND PRINCIPLES

Consistency 4ith the national development policy
and the National Health Programme

The Primary Health Care Programmes (2, 3) for
the period 1977/78-1983/84 are entirely in accordance
with national policy. In the Phased Programme of
Action (5) for socioeconomic development, top
priority has been given to preventive and social
medicine and to the strengthening of rural health
care facilities to ensure maximum coverage and
fairer distribution. One of the main objectives of
the Phased Programme of Action is the provision
of essential services to the public. The Primary
Health Care Programmes, beinig community-based,
are consistent with the Phased Programme of Action
because, within the community, a balance is main-
tained between traditional methods and socio-
economic development through modern technology.
The guiding principles, priorities, and objectives,
as stated in the Phased Programme of Action,
will also serve as a basis for economic development
from 1977 to 1984. The establishment of the Primary
Health Care Programmes follows programming
efforts conducted at the national level, resulting

in a National Health Programme consistent with
national socioeconomic policy. The National Health
Programme document (1) has been adopted by the
political and administrative authorities and it is
therefore essential that the primary health care
programmes should conform to the policies,
principles, objectives, and strategies laid down in
that document. This is not to say that the result
of the programme formulation effort was prede-
termined. There was much flexibility in selecting
from the designs proposed and in organizing
activities and developing strategies to ensure their
smooth implementation.
To be consistent with the National Health Pro-

gramme the primary health care programmes must
satisfy the following criteria. They should make
primary health care as accessible as possible to the
entire population of the Sudan; their cost should be
reasonable, both to the Government and to the
people. They should be socially and culturally
acceptable to the people and technically and pro-
fessionally acceptable to the Government. They
should provide a community-oriented service and
foster community development, rather than offer
only a medical service that is directed primarily
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Table 1. Requirements for achieving the target popu-
lation coverage with health care in Sudan by 1984

No. of
community No. of

health nomad No. of No. of
Region workers in community dis- training Reference

primary health pensaries centres
health workers

care units

Southern 708 - 141 7 2

Western 735 598 147 14 3

Eastern 203 239 41 5 3

Northern 140 - 28 2 3

Central 900 - 180 9 3

towards individuals. They should stress simplicity,
and should favour practical and reliable methods.
Government planners believed that, in line with the
National Health Programme, an overall objective
could be set for the primary health care programmes:
to achieve maximum coverage. This objective has
been stated in quantifiable terms for the next
programming period. Thus, by 1984, there should
be at least one community health worker for every
4000 persons in settled areas and one nomadic
community health worker for every 1500 nomads
(Table 1). Within the overall objective, a number of
supporting objectives can be specified. The most
important of these are community participation
in primary health care and an opportunity for the
people to exercise control over the health services
and the promotion of other services leading to
social and economic change.

Need for change to improve rural and nomadic
coverage

The need for change leading to the maximum
improvement of health in the areas most lacking in
health care and rural development-i.e., the Eastern,
Southern, and Western Regions-is stressed in the
programme document (1), which proposes primary
health care as the solution to this problem. The
involvement of the community and of agencies
dealing with the development of the primary health
care programme gives this much better chances of
success. Furthermore, community participation
through the tradition and potential of self-help
expresses the people's awareness of the need for
change. Rural exposure to modernization, together

with political participation, are other important
factors that will accelerate change.

Role of community participation

In order to secure participation of the community,
using its own resources in the primary health care
programme, there must be ways of guiding self-
help efforts. This could be done through existing
community institutions, such as village develop-
ment committees; village and fariq (nomad) coun-
cils; basic units of the Sudanese Socialist Union,
and parent-teacher associations.
The main tasks of these bodies should be to

enlighten the people; mobilize community resources
in support of the primary health care programme;
encourage health education; organize the mass
prevention of certain diseases; foster cooperation
projects, agricultural extension work, rural develop-
ment, road construction, and literacy campaigns; and
offer incentives to the community health worker.

Community resources that can be mobilized at com-
munity level

Manpower, consisting of voluntary labour for
construction work, farming, digging wells, carrying
materials for building paths, roads, and small
bridges, and transporting sick people, and also
traditional healers and herbalists.

Finance. Although many individuals may not be
able to pay in cash, but only in kind or in labour,
there is local trade in minor products and con-
sequently there is some cash either privately owned
or in the hands of the community. Appeals could be
made through village development committees
and village and nomad councils for the collection
of money for the promotion of social, educational,
and welfare services within the community, e.g.,
buying educational materials, tools, furniture, and
soap, and providing transport for referral cases.

Materials. The community can also participate
in gathering and contributing materials of use in
the construction and equipping of the primary
health care units, or in the promotion of social
services in other institutions, e.g. educational
materials, stones, timber, grass, clay, and mud.

Finally, in order to secure the participation of the
community, it is necessary to devise ways in which
it could exercise some control over the services of
the primary health care programme. Thus, coor-
dinating and advisory committees composed of
representatives from various village institutions
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should be set up for purposes of supervision; the
community should be involved in decision-making
related to the activities of the primary health care
programme; it should be given assistance in the
selection of community health workers and its
views concerning these workers should be taken
into consideration by the medical assistant.

STRATEGIES FOR POPULATION COVERAGE

Strategy for the rural population

The strategies of the Primary Health Care Pro-
grammes (2, 3) are based on the principles laid down
in the National Health Programme and on the
feasibility of their implementation in relation to
both internal and external resources. In addition,
due consideration is given to technical, political,
social, and financial feasibility. Technical feasibility
is considered in terms of coverage, health manpower,
diseases to be combated, and referral activities. It
implies that, from the technical point of view, the
strategies for the primary health care programme,
as designed, will ensure maximum coverage of
the rural population with primaiy health care
services. The number of, and simple type of training
proposed for, the community health workers and
their supervisors, i.e., the medical assistants, are
considered adequate for running these services. As
far as diseases are concerned, the proposed preventive
and curative strategy is feasible, since the community
health workers at the peripheral level, as well as the
personnel at the dispensaries, will be trained to
handle only the most common diseases that they
are likely to encounter. More serious cases will be
referred to a physician, and a system to facilitate
such referral will be developed for community
health workers at the peripheral level.
A strategy is politically and socially feasible if it is

consistent with the Government's policy of free
health care with the maximum coverage of the rural
population, as stated in the National Health Pro-
gramme. The needs of the public have already
been expressed through their representatives in the
People's Assembly who have persistently demanded
control of endemic diseases, adequate population
coverage, sufficient health personnel, drugs, supplies,
equipment, and the evaluation of health services.
The strategy of the Primary Health Care Pro-
grammes is to bring about improvement in these
domains so as to meet the political and social
aspirations of the people. Financial feasibility

requires three possible sources of funds for the
primary health care programme: internal; internal
and external; or external.

Tentative strategy for the nomads

The special circumstances prevailing in some of
the six provinces of the Eastern and Western Regions,
where large nomadic populations are to be found,
calls for a special strategy to meet their needs and
expectations. It is desirable, therefore, that the
criteria for the primary health care programme,
particularly as regards health personnel, drugs and
supplies and the information system, should be
adapted to those circumstances by making them
more flexible, simple, and acceptable to the nomadic
communities. The participation of these communities
must also be ensured, and the health services ren-
dered to them should be coordinated at the central,
provincial, and community levels with other activi-
ties related to the nomadic mode of life. These may
include animal husbandry and veterinary services,
agricultural schemes and water supply development,
and social and educational services. Differences
between the nomadic tribes must be recognized
and taken into account, particularly the variations
between the purely nomadic and the semi-nomadic
ways of life.
The main objective is to provide primary health

care to as many as possible of the nomads in the
provinces of Northern Darfur, Southern Darfur,
Northern Kordofan, Southern Kordofan, Kassala,
and Red Sea. The nomads of the Northern White
Nile and Blue Nile provinces have been excluded
from the programme, since they are relatively well
covered by existing health services along their travel
routes.
The health care to be provided to nomads will

take either of two forms, depending on whether the
nomads own camels or cattle. This differentiation
is necessary because the modes of life of camel-
owners and of cattle-owners differ, especially as
regards their routes and periods of sojourn. The
camel-owning nomads should be provided with a
permanent but mobile community health worker.
Any new static primary health facility should be
located at the main summer gathering points so as
to provide health services for the tribes settled in
the area as well as for nomads during the summer.
The main requirement for health services to cattle-
owning nomads is that they should be mobile, since
these people usually abandon their summer centres
during the rainy season. Any health unit must'
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therefore move with them in order to be available
throughout the year. Since cattle-owning nomads
move in greater numbers than those who own
camels, a mobile primary health care unit is pro-
posed. This should include, in addition to a com-
munity health worker, a dispensary with a medical
assistant.
There should be at least one community health

worker for every 1500 nomads and this requirement
may be increased by the provincial authorities in
consultation with nomad leaders. Nomad commu-
nities should select their own community health
workers from among themselves, through a con-

sensus of the nomad leaders and any nomad com-
mittee that may exist. Each such worker will be paid
by the rural council for the area concerned and
accommodation and transport by camel will be
provided for him by the nomad community for
which he works. In the circumstances prevailing
in the Northern and Eastern Regions of the Sudan,
the nomad community health worker should
preferably be a male, and his standard of education
should correspond to primary schooling, if possible
with junior secondary qualifications. The p3riod
of training will be as for the other community
health workers.
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RJtSUMIt

SOUDAN: LE PROGRAMME NATIONAL DE SANTE ET LES SOINS DE SANTE PRIMAIRES, 1977/78-1983/84

En 1974, le Soudan a decide de developper son pro-
gramme national de sante et a elabore un plan qui
s'inscrit dans le cadre du plan socio-economique national
pour la periode allant de 1977/78 A 1983/84. En 1975,
une etude approfondie a et faite sur la programmation
de la sante et a la suite de cette etude le Soudan a prepare,
avec l'assistance de l'OMS, un document intitule ((Pro-
gramme national de sante6. Ce document presentait
huit programmes specifiques dans les domaines de la
sante et du developpement rural et mettait I'accent
sur le programme de soins de sante primaires, ainsi
que sur deux programmes concernant le paludisme
A l'echelle du pays et le paludisme lie A des activites
humaines. Les autres portent sur la lutte contre la
schistosomiase, 1'approvisionnement en eau saine,
1'hygiene de 1'environnement, les denrees alimentaires
et l'onchocercose. Deux autres documents prepares
avec l'assistance de l'OMS traitent plus particulierement
du probleme des soins de sante primaires dans la region
du sud ainsi que dans les quatre autres regions du pays,
notamment dans les provinces les plus defavorisees de
l'est et de l'ouest oui la population est surtout rurale
et nomade.

En premier lieu, cet article decrit et evalue les methodes
et les procedures utilisees au Soudan lors de la pro-
grammation nationale et de l'etablissement du programme
de soins de sante primaires. La programmation sanitaire
ou la formulation du programme de sante s'inscrit
dans le processus global de decision fonde sur des
donnees d'ordre technique, culturel, socio-&conomique,
financier et politico-administratif. Dans la pratique,
les travaux de programmation et de formulation doivent
tenir compte de diverses contraintes. A l'experience,
il semble que certains echecs soient attribuables a une
connaissance ou a une utilisation insuffisantes des
methodes et des procedures recommandees dans ce
domaine. En fait c'est bien souvent l'approche inter-
sectorielle qui a fait defaut. Or c'est precisement cette
approche, de plus en plus recommandee, qui a inspire
les travaux de programmation et de formulation au
Soudan.
Dans le cas du Soudan, la programmation sanitaire

apparait comme une approche systematique conduisant
a l'elaboration d'un programme national de sante dans
le cadre elargi du developpement socio-economique.
On a procede par etapes, A savoir: definition des objectifs,
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elIaboration des strategies, analyse des contraintes
inherentes A ces strategies, traduction des strategies
en programmes sanitaires, estimation des cofits en
depenses courantes et en capital, fixation de calendriers
de pre-execution et d'execution.

Des methodes et des procedures similaires ont et
utilisees lors de la formulation du programme des soins
de sante primaires. Cette phase de formulation propre-
ment dite a ete preced&e d'un certain nombre d'etapes
preparatoires concernant la collecte de donnees et leur
traitement sous forme d'analyse de situation. Sur la
base de cette analyse, on a procede A la formulation,
en tenant compte de differents elements d'appreciation.
II s'agissait, IA aussi, d'elaborer des criteres et de fixer
des objectifs au programme dans son ensemble, de
definir des strategies pour les populations rurales et
nomades, d'analyser les contraintes, d'etablir des
calendriers et enfin de faire des estimations des couits
du programme et de ses composantes sur une base
annuelle. L'experience du Soudan en matiere de formu-
lation illustre la pertinence et l'importance de facteurs
autres que les facteurs medico-sanitaires proprement
dits.

En deuxieme lieu, cet article decrit A grands traits
les domaines de la sante et du developpement rural
identifies dans le programme national de sante, dans
lesquels une action des autorites nationales et de la

population sera necessaire au cours de la periode allant
de 1977/78 'a 1983/84.
En troisieme lieu, le present article analyse le pro-

gramme de soins de sante primaires du point de vue
des strategies en matiere de couverture des populations
rurales et nomades. Ces strategies se caracterisent par
la participation de la population au developpement
du systeme de soins de sante primaires en milieux rural
et nomade, dans le cadre plus large des activites de
developpement et d'animation communautaires. Deux
principes commandent ces strategies: elles doivent etre
realisables sur le plan technique et financier et acceptables
au point de vue social et politique. Elles doivent en outre
etre adaptees sur le plan social aux populations et aux
secteurs de developpement interesses. C'est ainsi que
ces strategies determinent l'action attendue des autorites
nationales et de la population elle-meme au cours du
programme septennal.

II apparait que ces principes ont largement inspire
1'elaboration du programme national de sante en general
et du programme des soins de sante primaires en parti-
culier. Dans ces conditions, le processus de programma-
tion et de formulation a pu beneficier de la participation
des responsables des differents secteurs du developpement
socio-economique comme de ceux charges de l'execution
des programmes de sante - y compris les organisations
populaires et communautaires - aux niveaux central,
provincial et local.
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