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DEFINITION OF TERMS  
 

Family Planning: 

 

 “Enables individuals and couples to anticipate and attain their desired number of children and 

the spacing and timing of their births. It is achieved through the use of contraceptive methods 

and the treatment of involuntary infertility”(1) 

 

Contraceptives: -   

 

“Any device or act whose purpose is to prevent a woman from becoming pregnant can be 

considered as a contraceptive.”(2) 

 

 Modern methods of contraception 

“Include: oral contraceptive pills, implants, injectables, intrauterine device (IDU),  male 

condoms, lactational amenorrhea method (LAM), emergency contraception pills”(3) 

 

Contraceptive Prevalence Ratio: - 

 

“The percentage of women aged 15-49 years, married or in-union, who are currently using, or 

whose sexual partner is using, at least one method of contraception, regardless of the method 

used.”(4) 

 

Unmet need for family planning: - 

  

“Defined as those who want to delay or stop childbearing but are not using contraception”(5). 

 

Quality of Care: - 

 

The term "quality of care" in the context of family planning refers to a broad range of issues, 

including technical proficiency, method selection, knowledge of clients, client relationships, and 

the selection of the proper constellation of services. Therefore, high-quality family planning 

services enable both individuals and couples to safely and effectively meet their reproductive 

health needs" (6).  

 



 

 

LIST OF ABBREVIATIONS 
ICPD  International Conference on Population and Development  

IEC Information, Education and Communication  

IUD Intrauterine Device  

FMoH Federal Ministry of Health 

SMoH State Ministry of Health 

NGOs Non-Governmental Organizations  

NHIF National Health Insurance Fund 

NMSF National Medical Supply Fund  

NRHSP National Reproductive Health Strategic Plan  

UHC Universal Health Coverage  

UNFPA United Nations Population Fund  

UNICEF United Nations Children Fund 

WHO World Health Organization 

SDPs Service Delivery Points 

PHC Primary Health Care  

MSF Médecins Sans Frontières 

MICS Sudan Multiple Indicator Cluster Survey 

CPR Contraceptive Prevalence Rate 

GDP Gross domestic product  

HIS Health Information system 

DHIS District Health information system 

CHWs Community Health Workers 

SRH Sexual and reproductive Health 

FP Family Planning  

 

 

 



 
 

  
 

ABSTRACT  
Background: The provision of quality family planning services can be impacted by various 

factors, including lack of funding, conflict, political instability, and economic instability. 

 
 
Objective: To analyze government Family Planning policies, guidelines and strategies existing 

gaps influencing the quality of family planning in Sudan, factors that influence patient 

satisfaction and provide recommendations and best practices to the Sudan Federal Ministry of 

Health. 
 

Methods: A literature review using Judith Bruce Fundamental Elements of the Quality of Care. 

Only English and Arabic literature was included in the study.  

 
Results and Conclusion: The health sector in Sudan is suffering from a lack of funding, 

particularly for sexual and reproductive services such as family planning. These services depend 

entirely on external donations, and there is also a problem with inadequate distribution of 

resources and stockouts of family planning commodities. 

 

Recommendation: The government should prioritize allocating a budget for sexual and 

Reproductive Health commodity procurement and explore sustainable funding methods. 

Strengthening family planning services can be achieved by training healthcare professionals, 

incentivizing health workers, and expanding community health worker programs. 

 

Keywords: Quality of care, Contraceptive, Family planning, client’s satisfaction, , resource 

allocation, follow-up, Sudan, Lower Middle-income countries, East Africa, Sub-Saharan Africa 
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1. CHAPTER 1: BACKGROUND INFORMATION  
1.1 Geography:  

The Republic of Sudan is a country in the northeast of Africa with a total area of 1.9 million 

square kilometers. Egypt, Libya, Chad, the Central African Republic, South Sudan, Ethiopia, 

Eretria, and the Red Sea are its northern, western, southern, and southern-western neighbours, 

respectively(7) Figure 1. Sudan has 18 administrative deviations called states, each state divided 

into small administrations called localities According to the Central Bureau of Statistics (CBS) 

2022 Survey there are 198 localities in total (8). 

Sudan is the third-largest country in Africa, with a population of 47.5 million, Khartoum is the 

capital with a population of 8 million (9). The estimated total population in July 2023 is 

48,109,006 Figure 2 (10). 

 
Figure 1: Sudan Map (11) 

 

1.2 Demographic characteristics 
Sudan is home to a diverse range of cultures, ethnic groups, and languages. This variety 

represents over 518 ethnic communities that are represented by various broad cultural 

backgrounds identities: In the middle and north, 36% are Arabs, 20% are Africans, 9% are Fur, 

6% are Bija, 21% are Nubians, and 5% are Hamatic (12). Language barriers, discrimination, and 

uneven government provision of health and education among ethnic groups continue to be 
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factors. Closely connected social networks are another factor. Sudan’s population in 2021 

showed that the percentage of females is 22.84 and four males is 22.81 (13) based on a 2017 

study The population is growing by 2.86%, with 30.8% of people living in urban areas and 

69.2% in rural areas(8). Women who were married or in a union before the age of eighteen 

represent 34.2% of those aged 20 to 24. As of 2013, the adolescent birth rate increased from 64.9 

per 1,000 women aged 15 to 19 to 86.8 per 1,000. In 2014, modern family planning methods 

fulfilled the need for family planning for 30.1% of women(14). Religion is an important part of 

the Sudanese way of living. 91% is Muslim, 5.4% is Christian, 2.8% adhere to Indigenous 

religions, and the rest adheres to other religions(15). 

 

 

Figure 2: Population of Sudan - age and sex(10) 
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1.3 Fertility 
The Total Fertility Rate (TFR) has been reported as 5.2 births per woman. There exists a 

significant disparity in fertility rates between rural and urban areas, with rural regions showing a 

higher average of 5.6 births per woman, in contrast to urban areas where the average stands at 

4.4 births per woman. The disparity in fertility rates between urban and rural regions is most 

notable among women aged 20-24, with urban areas seeing a rate of 167 births per 1,000 women 

compared to 225 births per 1,000 women in rural areas. The aggregate age distribution of 

fertility, as shown by the Age-Specific Fertility Rates (ASFRs), indicates the initiation of 

childbirth occurs at a young age. The fertility rate among teenagers is quite modest, but it 

gradually grows to reach its highest point of 259 births per 1,000 women in the age group of 25-

29(16). 

1.4 Political and Economics: - 
Following Sudan's declaration of independence in 1956, the country faced significant challenges 

associated with internal conflict that had a profound impact on both political stability and 

economic development. In 1993, Sudan was designated a state sponsor of terrorism by the 

United States, leading to the implementation of various sanctions and trade boycotts. 

Additionally, the United Nations Security Council imposed sanctions on Sudan in 2004 due to 

human rights violations that occurred in the Darfur region of Western Sudan (17)(18). Following 

two civil wars and ongoing conflicts in certain regions of Africa, South Sudan successfully 

gained independence from Sudan in 2011. This separation had a significant impact on Sudan's 

economy, with a 75% decrease in oil earnings, which previously made up almost half of the 

government's revenues and 95% of its exports(19). Starting in December 2018, a series of mass 

protests resulted in the removal of then-President El-Bashir from power in April 2019. As a 

result, a Transitional Government was established in September 2019. However, in the first week 

of January 2022, the Prime Minister resigned, causing an ongoing political crisis. This has led to 

protests that have affected the stability, resilience, and effectiveness of various national 

institutions, including the healthcare system(20). In the second week of April 2023, fighting 

broke out in Khartoum between the Sudanese Armed Forces and the Rapid Support Forces. As a 

result, approximately 3.9 million people were displaced both within and outside the country.  

More than three million individuals have been internally displaced(21). 

 

The Sudanese economy has experienced a number of difficulties, resulting in higher inflation 

rates and a drop in the value of the national currency. The country's gross domestic product 

(GDP) per capita reduced to about 60 million US dollars in 2021 in comparison with 2015 was 

110 million US dollars and 80 million US dollars in 2010 as shown below, This can explain by 

political instability leading to the scarcity of hard currencies. As a result, the country is now 

categorized as a low-income country (23). 
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Source: World Bank development indicator -Sudan(22) 

 

1.5 Health System 

1.5.1 Organizational Structure of Sudan Health Service 

Health services in Sudan are provided by both the public and private sectors, including nonprofit 

and for-profit organizations. In the public sector, various entities provide health services, 

including federal and state ministries of health, the army, police, higher education, and social 

insurance schemes. The public sector has a three-tiered organization and management structure 

for health services.  This includes the Federal Ministry of Health (FMoH), State Ministries of 

Health (SMoH) in each state, and local health authorities in each locality (23). 

Sudan Health services are provided through a three-tiered structure as in Figure 3 below, also 

known as Services Delivery points. SDPs are categorised into the following: 1. Primary Level of 

Care includes: - Family Health Unit (FHU) and Family Health Centre (FHC)2. Secondary Level 

of Care (Locality Hospital) 3. Tertiary Level of Care (State Hospital) (Specialized Hospital) 

The private sector is expanding; however, it is mainly located in major cities and concentrates 

primarily on curative care. The distribution of hospitals and health centres reveals that the 'for-

profit sector' consists of 17 hospitals, while the 'not-for-profit sector' has 32 hospitals and 319 

health centres. Primary care is provided by family health centres and divisions in both urban and 

rural areas. The government runs 3,726 family health centres/units, 141 locality hospitals, and 55 

hospitals(23). 

The Federal Ministry of Health (FMoH) plays an important role in the development of national 

health policies, strategies, monitoring and evaluation programs, as well as training and external 

interactions. The state level is concerned with state plans and strategies, and it is based on federal 
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laws for plan financing and implementation. The key issues of the municipalities are 

implementation and service supply. Inadequate coordination leads to duplication of activity 

among various players(24). 

Sudan is predominately susceptible to natural and man-made disasters, Drought, floods, internal 

conflicts, and outbreaks (25). The healthcare system is fragile in both public and private sectors, 

and the reason behind that is political, socioeconomic, poverty and high inflation (26) The health 

system suffers from disparities and inequities between urban and rural areas, as well as among 

different states(27) and health sector continues to face significant challenges, including a high 

burden of communicable and non-communicable diseases, insufficient medical staff, poor 

logistics management in the supply of health commodities, particularly between the State level 

and locality level; inadequate medicines management and control systems at the health facility 

level, insufficient distribution of health infrastructure, equipment, and transport and health 

information system challenges. (28). The high prevalence of communicable and non-

communicable supported by the study showed that cardiovascular diseases accounted for 28% of 

total deaths, followed by cancers (6%), chronic respiratory diseases (3%), and diabetes (2%). 

Overall, NCDs account for 52% of all deaths. The risk of premature death between the ages of 

30 and 70 was reported to be 26%, with a gender difference between males (28%) and females 

(24%)(29) communicable diseases such as malaria, tuberculosis, and schistosomiasis(25). 

According to the reports in 2019 for Sudan, only 43% of health facilities have access to Essential 

medications, and only 33% of those can offer all the essential components of primary care. 

Services are even scarce in conflict zones. Only 51% of pregnant women between 2018 and 2019 

received the recommended four antenatal care visits (24).  

 

Figure 3: Organization of the Sudan health system(23) 
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1.5.2 Health Insurance System and Financing: 

The National Health Insurance Fund is a public health insurance scheme that aims to provide all 

Sudanese citizens with universal health coverage. The scheme is supported by government 

subsidies, employer contributions, and individual premiums, on the other hand, is a state-level 

health insurance program designed to provide health coverage to residents of specific states(23) 

Sudan National Health Insurance Fund (NHIF) Established by the act in 1994 and amended in 

2001 aims to improve both individual and financial protection (30). Public health insurance 

provided by the National Health Insurance Fund NHIF is one of the main sources of health 

financing established in Sudan to achieve universal health coverage UHC(31). However, in terms 

of pooling, there are challenges in multiple fragmented pools, multiple purchase bodies, and low 

coverage for the formal and informal sectors (32)(23).  

Family planning services are currently not included in the National Health Insurance Fund 

(NHIF) scheme in Sudan. However, in the latest National Reproductive Health report, it has been 

proposed that family planning services should be adopted within the National Health Insurance 

Scheme (33)(34).  

Sudan is still far from achieving universal coverage even though two insurance types are 

available there: Public Health Insurance offered by the national health insurance fund Sudan 

(NHIF) and Private Health Insurance(35). Around 32.7% of the population lives in cities, 55.3% 

in rural areas, 8% are nomads, and the remaining percentage are individuals who have been 

displaced by natural disasters and civil conflicts. Despite the high prevalence of communicable 

and non-communicable diseases in Sudan(29), there is inadequate access to the PHC minimum 

package, as well as poor governance and financing structures in the health system, which leads to 

worsening patient outcomes, increased household expenses, and increased out-of-pocket health 

expenditure(36) 

In the year 2018, Sudan allocated a total of USD$ 2.5 billion towards healthcare expenses, which 

translates to a per capita health expenditure of USD$ 58. This amount accounted for 

approximately 4.7% of the country's Gross Domestic Product (GDP). The allocation of funds by 

the government towards healthcare accounts for 9.8% of the total expenditure. In 2018, the 

allocation of current health expenditure was primarily composed of domestic private health 

spending, accounting for 69.3% of the total. On the other hand, external funding made up a 

smaller proportion, representing 6.6% of the overall expenditure. Despite experiencing a 

substantial rise in health insurance coverage by 67%, the proportion of out-of-pocket payments 

(OOP) to total health expenditure remained elevated at 69% in the year 2018. Based on the 

findings of the Household Health Utilization and Expenditure Survey conducted in 2012, it was 

observed that out-of-pocket (OOP) payment for healthcare services resulted in a significant 

proportion of households, specifically 7.8%, experiencing catastrophic expenditures on health. 

Additionally, a substantial 47% of households reported a negative influence on their household 

income as a consequence of healthcare expenses. (33) Figure 4 below shows the trend of current 

health expenditure (% of GDP) in Sudan. 

https://data.worldbank.org/indicator/SH.XPD.CHEX.GD.ZS
https://data.worldbank.org/indicator/SH.XPD.CHEX.GD.ZS
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The primary source of finance is the public in terms of the premium of low-income families paid 

by FMoH and AL zakat1 Fund premium of civil servants. The contribution of the voluntary, 

informal scheme is still weak, while the private sector contributes only 1%. Despite all those 

interventions to improve financial access to medicines, out-of-pocket expenditure on medicines 

is still high. 

 

Figure 4 Trend of current health expenditure (% of GDP) - Sudan(37) 

 

1.6 General family planning situation: - 
Family planning services play a crucial role in achieving the sustainable development goal. 

Improvement of the health system, ensuring the availability of sexual reproductive (SRH) 

commodities, and increasing domestic budget allocation are all essential elements for achieving 

sustainable development goals, particularly regarding SRH services. According to the most 

recent Sudan Multiple Indicator Cluster Survey MICS data (2014), the contraceptive prevalence 

rate is 12.2%, and the unmet need is 26.6%.(16).  

 

In Sudan, health visitors are essential for providing primary maternal health care services within 

the primary health care centers. These visitors have a significant role in regular weekly visits to 

the health centers, where they provide reproductive health services include family planning and 

supervise the work of the village midwife. In rural areas, primary healthcare services are 

delivered by a variety of healthcare providers, including medical assistants, community health 

workers, community midwives, and community volunteers (33). 

 

 
1 AL zakat Fund: Islamic charity fund pays contributions on behalf of the poor and martyrs’ Families. 

https://data.worldbank.org/indicator/SH.XPD.CHEX.GD.ZS
https://data.worldbank.org/indicator/SH.XPD.CHEX.GD.ZS
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Based on the 2017 Sudan Facility-Based Assessment for Maternal Health Commodities and 

Services, it appears that there has been progress in the provision of family planning services by 

Service Delivery Points (SDPs) from 2016 to 2017. It's encouraging to note that approximately 

63.3% of SDPs now provide family planning services, which is a 4% increase from the previous 

year. This advancement is a positive step towards improving maternal health in Sudan (figure 5) 

(38). 

 

The Federal Ministry of Health (FMOH) has been making efforts to enhance the quality of 

Sexually and reproductive Health services, including family planning services. Despite progress 

made toward improving family planning indicators, there is still more work to be done to achieve 

SRH goals related the Sustainable Development Goals (SDGs) targets(27).  

Family Planning services included at Maternal and Child Health Services provide them at all 

Health care levels Service Delivery Points (SDPs). There are different SDPs to choose from, 

depending on client’s contraceptive method needs. Family Planning services are available at 

Primary Level of Care (Family Health Unit), Primary Level of Care (Family Health Centre), 

Secondary Level of Care (Locality Hospital), Tertiary Level of Care (State Hospital), and 

Tertiary Level of Care (Specialized Hospital) illustrated in Figure 6. 

 

The aim of the Sudan Family Planning service is to promote birth spacing methods rather than 

birth control, as stated in the National RH Policy. Therefore, the service does not offer surgical 

procedures like male vasectomy and female sterilization. However, modern contraceptive 

methods are available in Sudan, including long-acting reversible options like implants and IUDs, 

as well as short-term methods like oral pills, condoms, and injectables. These methods provide 

individuals with a range of options to choose from(27).  
 

 

 

 
 

(Figure 5) Percentage Distribution of the surveyed SDPs Providing FP services in 2015, 2016, 

and 2017. (27) 
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. 

Figure 6-FMoH Classification of Service Delivery Points (Public), MCH Services and 

Commodities availability survey, 2020, Sudan(27) 
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2 CHAPTER 2 PROBLEM STATEMENT, JUSTIFICATION, OBJECTIVES, AND 

METHODOLOGY:  

2.1 PROBLEM STATEMENT AND JUSTIFICATION: 
 

Globally, seventy-four million women who reside in low- and middle-income countries become 

pregnant unintentionally. This results in 25 million unsafe abortions and 47,000 maternal 

mortalities annually (39). Adolescent and young women aged 15–19 have the highest unintended 

pregnancy rate globally, and unintended pregnancy rates are the highest in sub-Saharan Africa 

and South Asia in low- and middle-income countries (40). According to the WHO definition, 

unintended pregnancy is either unwanted, such as when there are no children or no more children 

are desired or occurs earlier than desired (mistimed). The concept of unintended pregnancy helps 

in understanding the unmet need for contraception and family planning. The majority of 

unintended pregnancies result from not using contraception or using it inconsistently or 

incorrectly (41).  

In Sudan, the maternal mortality ratio is 216 per 100,000 people. In 2021, only 13.4% of women 

all over the country gave birth in healthcare facilities, and 40% of home births were attended by 

Skilled birth attendants. These statistics demonstrate that access to reproductive health services is 

still poor and unequal for many people; for example, a lack of referral services and limited 

accessibility to life-saving services are responsible for nearly 70% of maternal deaths (33). Based 

on the most recent data from the Multiple Indicator Cluster Surveys (MICS) in 2014, the 

contraceptive prevalence rate (CPR) has increased from 9% to 12.2%, with an unmet need of 

26.6%, which is among the lowest indicators observed in the African region(16)  (42), MICS 

2014 also highlighted CPR contraceptive prevalence ranges difference between the capital of 

Sudan and other major cities in Sudan,  for example the CRP 2.9% in Central Darfur and  26.5 % 

in Khartoum State(16).  

There are still significant regional differences in contraceptive use, with more than half of the 

women who still need contraception living in sub-Saharan Africa and South Asia (43). There are 

still considerable regional differences in contraceptive use. More than half of the world's unmet 

need for contraceptives for women is in South Asia and sub-Saharan Africa (44). A study carried 

out in 36 low- and middle-income countries showed that more than 65.0% of women with an 

unintended pregnancy either do not use contraceptive methods or use traditional methods (45). 

In Sudan, the unequal distribution of resources between rural and urban areas has been the main 

challenge. Despite this, the Sudanese government works hard to provide fair access to health care 

for everyone in the country. As a result, the distribution of health resources has been wildly 

dispersed, reflecting large regional differences in the delivery of quality healthcare services. (46). 

Health workers providing FP services include Medical Doctors, specialists at all levels of health 

care, midwives, and nurses at the primary level. Long-acting methods like implants and permeant 

methods are only provided by trained Medical Doctors and specialists (27). 

Despite the Sudanese government's attempts to improve family planning services, issues such as 

limited access, insufficient knowledge, and low socioeconomic status can lead to higher rates of 

unintended pregnancies. According to a study, the most common reasons why women of 

childbearing age do not use contraception are fear of family planning side effects and a lack of 

Family planning information (47).  
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Another cross-sectional community-based study conducted in Sudan in 2013 about the use of 

family planning methods in Kassala, Eastern Sudan, showed that the most common reasons 

given by respondents for continuing to use or not using family planning are: Husband 

disapproval (47.5%), religious belief (28.2%), fear of side effects (6.14%), non-availability of 

family planning (2.7%), and illness (1.2%) (48). 

The study aims to provide a deeper understanding of the factors that influence the quality of 

family planning services, including technical proficiency, method selection, knowledge of 

clients, and client relationships. Despite evidence from previous research on family planning in 

Sudan suggesting that women’s education and culture are reasons behind the low contraceptive 

rate(49)(50)(47), Other factors like patient satisfaction, Government and family planning service 

policies, and unequal distribution of healthcare resources(46), play an important role in factors 

that influence the quality of family planning services in Sudan. Therefore, it is important to 

research factors that influence the quality of family planning services in Sudan, with the 

objective of helping the country develop strategies and policies that will improve the quality of 

care provided. 

 

2.2 Overall Objective: 
 

This study aims to identify factors that affect the quality of family planning services in Sudan 

and provide a recommendation to policy maker and Federal Ministry of Health (FMoH) in 

Sudan.  

 

2.3  Specific Objective  
 

1. To analyze Government Family Planning policies, guidelines and strategy existing gaps 

influencing the quality of family planning in Sudan. 

2. To explore the factors that influence patient satisfaction on the quality improvement of 

health services in Sudan.  

3. To provide recommendations and best practices to the Sudan Federal Ministry of Health, 

policymakers and stakeholders to enhance health care provision in Sudan. 

 

2.4 Methodology:  

2.4.1 Study Design 

 A literature review was conducted including both peer-reviewed and grey literature and.  

Reports have been published by publications by the Government like Federal Ministry of Health 

(FMoH) Reports, Sudanese National Health Insurance Reports (NHIF), Conference 

recommendations, FMoH rapid assessment, concept notes, and News press. NGOs like the 

Sudanese Family Planning Association SFPA, and other UN organizations like the United 

Nations Population Fund (UNFPA), UN Assessments Reports, and international organizations 

like MSF. Also, Unpublished reports from FMoH, and SFPA will be used. Search Engines will 

be used (PubMed, VU online library, Google Scholar) library Databases like (Public Health 

Institute -PHI). described in Annex below. The study will focus on resources from 2011 to the 

present, but the search did not exclude possible literature from before 2011 for areas that lacked 

recent data. Information was gathered from English and Arabic literature. 
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keywords used: Quality of care, Policies, Contraceptive, Family planning, client’s satisfaction, 

technical competence, resource allocation, follow-up, Sudan, Lower Middle-income countries, 

Middle East, East Africa, Sub-Saharan Africa. 

2.4.2 Inclusion and exclusion criteria: 

1. literature in the English language, literature in The Arabic language. 

2. literature from other countries with similar characteristics like Sudan. 

3. literature review articles from the last ten years (2011 to 2023) Except Bruce-Jain’s 

framework (1990). 

 

2.4.3 Conceptual Framework: 
 

To analyze factors contributing to quality of family planning services in Sudan, an extensive 

literature search for a conceptual framework was carried out. There were found to be two 

suitable models for the subject. Donabedian model (51)and Bruce-Jain framework (52). 

 

Judith Bruce Framework defined quality of care as the “way individuals are treated by the 

system providing services”(53).  

Judith Bruce's model provides a framework for assessing the quality of family planning services. 

The quality of care can be seen in three framework components: the structure of the program, the 

service-giving process, and the outcome of care.  

 

The framework Program effort is composed of three components it includes: - “1) program 

structure, 2) political/ policy support and 3) resource allocation”. 

 

The framework Service giving/received process is composed of six components: - “1) choice of 

methods; 2) information given to clients; 3) technical competence; 4) interpersonal relations; 5) 

follow-up and continuity mechanisms; and 6) the appropriate "constellation" of services”.  

The framework impact consists of “client knowledge, client behaviour, client satisfaction and 

client acceptance /continuum.” 

 

The framework helps organize interventions for effective results. Figure 7 below shows the 

framework for family planning services. The Judith Bruce framework improves family planning 

care quality by evaluating service and identifying key factors in contraceptive care. It ensures 

high standard care.  
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Figure (7) Source: Fundamental Elements of the Quality of Care: A Simple Framework 

Author(s): Judith Bruce(54) 
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3 CHAPTER 3: RESULTS  

3.1 PROGRAM EFFORT  

3.1.1 Policy/Political Support 

Sudan Government committed to achieving International Conference on Population and 

Development ICPD 25+, Nairobi Summit 2019 by strengthening the Health System and Sexual 

Reproductive (SRH) commodity security. Family planning helps to protect women's and 

children's health by preventing early pregnancies and lengthening the time between births. All 

couples must have access to information and services to help prevent pregnancies that are too 

soon, too close together, too late, or too many(16). 

The health of women and girls is essential to achieving success in all development goals; making 

investments more in their health will contribute to the development of peaceful, productive 

societies and the reduction of poverty. With this vision in mind, the country has implemented 

many policies and strategies promoting maternal and child health(55), including: 
 

1. National Reproductive Health Policy 2022-2030(33). 

2. Sudan’s commitment to ICPD 25 2019 (56).  

3. National health sector strategic plan 2012‐2016. 

4. National Reproductive Health Commodity Security Strategy & Operational Plan 2012-

2015.  

Sudan has shown its commitment to Reproductive health, family planning access and 

availability, and commodity security through the policy documents and strategies listed above. 

Although these interventions, strategies, and policies have received endorsement, a number of 

them have not been effectively implemented so far(55). Sudan's health policies and strategies 

need to be revised and updated to take into account the new problems brought on by multiple 

contextual changes(33).  

In terms of policy and political support, The National Reproductive Health Policy (NRHP) 2022-

2030 made remarkable progress in improving the quality of family planning services by 

providing more focus on family planning, addressing the funding gap by increasing domestic 

expenditure with more participation of private sectors, establishing coordination mechanisms and 

sharing information, addressing the reproductive rights aspect by merging family planning in all 

post-abortion services at all levels, and providing FP services about marital status or husband 

acceptance. Compare this with the National Reproductive Health Policy 2010 which focused on 

expanding service across Sudan without details and focusing on the quality of family planning 

services. Also, the NRHP ensures that young and adolescent people have access to sexual and 

reproductive health through information, education, and high-quality adolescent-friendly 

resources(33) However, Sudanese Laws hinder improving family planning service uptake at all 

levels, for example, by using emergency contraceptive methods. According to Article 135 of the 

Criminal Act 1991, abortion using an emergency contraceptive method is permitted under the 

law if the pregnancy is a result of a rape that took place within 90 days before the pregnant 

woman decided to have an abortion, and abortion is only permitted in hospitals for medical 

reasons and under specific regulations set by the Ministry of Health(57). 

 

The National Reproductive Health Policy (NRHP) for the years 2022 to 2030 aims to enhance 

and promote family planning services as a means to ensure that both women and men have equal 
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opportunities to contribute to the nation's development. The inclusive approach has the potential 

to not only reduce poverty and disparities but also to ensure gender equality in the development 

process. Planning a family address can be done by considering the following points:  

 

Regarding funding, the government plans to enhance the domestic budget allocation to facilitate 

the realization of Universal Health Coverage (UHC). This allocation is exclusive to sexual and 

reproductive health (SRH) services. The NRHP program collaborates with the Private Sector 

Department at FMOH and the Sudanese business federation to promote the availability of high-

quality sexual and reproductive health (SRH) services in private facilities. Additionally, they 

work together to secure funding and implement SRH and behavioural change interventions (33). 

 

In terms of laws, According to Article 135 of the Criminal Act 1991, abortion is permitted under 

the law if the pregnancy is a result of a rape that took place within 90 days before the pregnant 

woman decided to have an abortion. According to the National Public Health Act of 2008, 

abortion surgeries are only permitted in hospitals for medical reasons and under specific 

regulations set by the Ministry of Health. Sudan has not yet accepted the Convention on the 

Elimination of All Forms of Discrimination against Women (CEDAW). In 2018, Sudan made an 

announcement stating its intention to sign the Convention on the Elimination of All Forms of 

Discrimination Against Women (CEDAW). However, it expressed reservations regarding certain 

articles. Sudan is committed to promoting the rule of law and passing legislation that will 

strengthen the implementation of the International Conference on Population and Development 

(ICPD) commitments. Additionally, Sudan aims to protect and maintain human rights(58)(59).  

 

The commitment made by Sudan at the International Conference on Population and 

Development (ICPD) 25 in 2019: The Sudanese government should expedite its efforts to fulfil 

its commitments and financial obligations towards the agenda of the International Conference on 

Population and Development (ICPD) Programme of Action, the Key Actions for Further 

Implementation of the ICPD Programme of Action, and the Agenda 2030 for Sustainable 

Development Goal. These commitments must be met comprehensively, efficiently, and within 

the specified time frame. There is a complete absence of unmet demand for family planning 

information and services, alongside the widespread availability of comprehensive, affordable, 

and secure modern contraception. This integration of sexual and reproductive health services into 

universal health coverage ensures equitable access for all individuals(60). 

 

3.1.2  Resource Allocation  

3.1.2.1 Financial Resources: 

Funding is an important part of family planning commodities, National Reproductive Health 

Commodity Security (RHCS) Strategy 2015 goal is to raise funds for RH commodities from all 

resources at the national level, including the government, donors, the private sector, including 

the business sector. This will also require innovative approaches to improve Reproductive Health 

RH funding for supplies(61). 

According to the Republic of Sudan Ministry of Finance and Economic Planning (MoFEP) 2021 

approved budget the budget for the year 2021 is projected to allocate a total of 99 billion 

Sudanese Pounds (SDG) for health-related expenses. This total accounts for reproductive health 

centres (including family planning) in addition to Primary health centers. Also, the report shows 

that the Reproductive health (including family planning) 2021 budget estimation is as follows: 
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local (Domestic) expenditure of 65.0 million Sudanese Pound SDG, 633 million Sudanese Pound 

SDG from donor grants only from the United Nations Population Fund (UNFPA) with total 

expenses that Reproductive health (include family planning) for 2021 698 million Sudanese 

Pound SDG(62). 

 

The trend of present health expenditures (per cent of GDP) in Sudan from 2000 to 2020 is shown 

in Figure 4. It indicates a decline in government expenditure on health over the past five 

years,which leading to funding for the SRH program. 

The United Nations Population Fund (UNFPA) provides 100% of reproductive commodities and 

Family planning supplies in Sudan(63). UNFPA, in partnership with the National Medical 

Supply (NMSF), supplies reproductive commodities and Family planning supplies on behalf of 

the Federal Ministry of Health. Based on UNFPA Country Programmes (CP), UNFPA Country 

Programmes (CP) in the 2013–2016 cycle allocated 19.0 million US for family planning(64). 

However, UNFPA Country Programmes (CP) in the 2018–2021 cycle allocated only 9.0 million 

US(65). For reasons related to the decrease in external funding, the national RH policy focused 

on increasing domestic resources(33). 

The present allocation of financial resources from the Sudanese government towards the health 

sector, specifically for the procurement of reproductive health (RH) commodities, is significantly 

inadequate. Consequently, the RH and family planning (FP) programs continue to rely heavily 

on external funding from donors. The discontinuation of donor contributions has been 

recognized as a major challenge for Sudan in the achievement of family planning objectives(62). 

The finding indicated no separate budget line dedicated for Family planning services and 

commodities at the national budget, family planning allocation budget depends mainly on 

external donors as a source of funding for services. Financial resources are an important aspect 

of improving the quality of family planning services(62). 
 

3.1.3 Human Resource: 

 

Sudan has an inadequate number of healthcare professionals, with only 1.1 Physicians / 

Specialists and medical assistance per 0.6 and nurses and midwives per 10,000 people in 

2015(24) (66). WHO recommendation for skilled health workers (physicians and nurses/ 

midwives) is 4.45 skilled health workers per 1000 population i.e. (45 per 10,000)(67). This 

figure falls significantly below the World Health Organization's recommended level which is 

considered necessary to achieve universal health coverage(68). 

In Sudan, health workers, especially medical doctors, and experts, have continually sought 

opportunities and better job prospects by travelling inside Khartoum or other large cities. This 

internal movement has served as an establishing platform for some to pursue opportunities 

beyond boundaries. In contrast, health workers with diplomas and vocational education (such as 

community health workers, community midwives, and medical assistants) are often retained as 

sustainable cadres, delivering essential services in rural and remote communities (69). However, 

Sudan suffers a significant lack of healthcare providers, which is worsened by limited health 

financing. The country faces medical doctors/ Specialist shortage due to migration of 

professionals abroad as well as an uneven distribution of skilled professionals in both urban and 

rural areas. As shown in Figure 8, there is an apparent disparity in the number of graduated 

doctors compared to other health workers such as community health workers, community 
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midwives, and medical assistants. These statistics highlight the critical need for a larger health 

workforce to appropriately cover and service rural areas (24) 

Many people who graduate from medical school are not hired by government health facilities, or 

if they are, they are paid poorly or have insufficient incentives or wages. As a result, a large 

percentage of them prefer to relocate abroad. Some people choose to leave rural areas in quest of 

improved living conditions in cities (69).  

 

The Academy of Health Sciences (AHS), a government entity in charge of developing nursing 

and midwifery education in the country, was founded to assist universities in addressing the 

demand for healthcare professionals (59). The workforce comprised medical assistants (2668), 

nurses (8754), midwives (16138), and B.Sc. nurses (3480) in the most recent HRH survey in 

2015 (66).  

The workforce comprised medical assistants (2668), nurses (8754), midwives (16138), and B.Sc. 

nurses (3480) in the most recent HRH survey in 2015)(69)  

However, newly formed healthcare institutions in Sudan have experienced several obstacles in 

recent years. Among these concerns are difficulties in designing an acceptable curriculum, a 

significant lack of educational resources to maintain quality standards, a dearth of trained 

medical staff due to emigration, and insufficient clinical training facilities and teaching hospitals 

(70). 

UNFPA funds the Academy for Health Sciences, which includes a variety of programs such as 

training for village midwives and health visitors, as well as bachelor's degree and certificate 

programs in midwifery. Furthermore, UNFPA assists in the training of midwives in states with 

high maternal death rates and sexual and reproductive Health. (71). 

In Sudan, delivering high-quality SRH (Sexual and Reproductive Health) services is complicated 

by a lack of skilled human resources and a large turnover of trained employees. Many healthcare 

institutions rely on health workers rather than physicians, needing investment in improving their 

ability to meet the demand for high-quality service. (33). A lack of human resources and 

experienced employees for family planning services poses various barriers to providing effective 

treatment throughout the country. As a consequence, many people have difficulty getting these 

essential services. The effort to recruit and retain supply management experts is a widespread 

issue addressed by many administrations. Ministries of health frequently lack the people required 

to successfully manage the drug supply chain. The problem is worsened further by significant 

employee attrition, especially in family planning (FP) programs, which depend substantially on a 

continuous flow of contraceptives through the supply chain's various stages. The implications of 

lacking qualified and dedicated employees managing the system can be significant, including 

irregular contraceptive delivery, frequent out-of-stock, and a loss of program credibility in the 

eyes of clients (72). Similar human resource shortages in the healthcare sector at the primary 

healthcare level in remote areas have been observed in contexts comparable to Sudan in 

Ethiopia. The Sudan Federal Ministry of Health (FMoH) can adopt similar measures to address 

human resource shortages (73).  
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Figure 8 Number of certified Health workers from 2010 to 2016. (24) 

 

3.1.4  Family Planning Commodities (Supply Chain): 
 

Supply chain management is responsible for coordinating a broad network of actors involved in 

the supply chain, such as procurers, manufacturers, shippers, distributors, warehouse agents, 

facility managers, and service providers. Its primary objective is to establish an efficient system 

that ensures the timely transportation of products from the port to central and sub-national 

warehouses and to service delivery points and populations. Stockouts of popular contraceptive 

products are a prevalent issue(30).  

Through the National Medical Products Fund (NMSF), the State Medical Supply Fund (SMSF), 

and local stores at the area level, the Sudanese Federal Ministry of Health (FMoH) maintains the 

supply of family planning products to establishments providing these services (27).  

The FMoH has successfully recruited personnel in all but one state, Khartoum, resulting in 

uniform pricing, streamlined purchasing procedures, well-stocked and efficiently managed 

storage facilities, and distribution assistance from local partners such as UN agencies (UNFPA) 

and NGOs. Managing stocks involves the use of both manual methods, such as stock cards, and 

electronic technologies. Land transportation is utilized for the delivery of bulk NMSF shipments 

to each state's SMSF warehouse. To prevent shortages at these warehouses, a three-month buffer 

stock is maintained by the NMSF. This ordering technique not only saves storage space but also 

reduces the SMSF’s capital investment (74) 

The National Medical Supply Fund (NMSF) confronts major obstacles in successfully managing 

the provision of public health services, particularly at primary health care levels of the healthcare 
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system. Staffing constraints in the supply chain system cause difficulty in keeping qualified 

employees and inadequate levels of oversight. As a result, repeated stockouts, particularly in 

distant places, have become routine. Stockouts are exacerbated by reliance on donors for 

contraceptive procurement, the lack of a budget item line for Reproductive Health (including 

family planning), and challenges with quantification and forecasting. Furthermore, there is a lack 

of accurate data dissemination between supply chain levels (state and federal), as well as 

insufficient information sharing in collaboration initiatives between other vertical programs, such 

as the sexual and reproductive health program and other Ministry of Health programs. (33)(61). 

The District Health Information System (DHIS2) is currently being utilized as an electronic 

platform for collecting and analyzing data at the local level. This system covers approximately 

62% of all localities. Efforts are currently being made to incorporate vertical programs into the 

integrated health facility reports. This is being done to reduce verticality and improve the flow of 

data to the Health Information System (HIS). (33). the DHIS2 platform expanding its coverage to 

144 out of 189 localities across seventeen states, including the recent addition of Khartoum State 

in 2021. Although there has been significant progress in DHIS2 reporting, with an increase from 

30% in 2016 to 64% in May 2020, reporting rates have remained stable since December 2018 at 

61.5%. It's worth noting that some states, like Blue Nile, Algazira, and Algadarif, have achieved 

a commendable 100% data reporting rate, while others have not. Additionally, in May 2020, only 

122 of the 144 DHIS2 areas were reported into the system. This difficulty was primarily caused 

by a lack of internet connectivity, but it also exposes the restricted capacity in the routine HIS as 

a result of several challenges, including both political and health reasons such as the COVID-19 

pandemic)(75). 

 

There is a significant gap in the availability of family planning services in Sudan. In the 2016-17 

period, only 63% of facilities were able to offer these much-needed services, which is below the 

target of 75%. The primary cause of this shortfall can be attributed to inefficiencies in the supply 

chain systems, which directly affect the availability of these services. Unfortunately, the lack of 

qualified supply chain personnel, especially in remote public facilities, exacerbates the situation 

(27). The root causes of these supply chain problems or disruptions include various factors such 

as Sudan's inadequate physical infrastructure, a shortage of trained and dedicated supply chain 

management professionals, and insufficient funding. These challenges make it incredibly 

difficult to achieve the goal of providing family planning services to the people of Sudan. 

However, with a focused approach and the right strategies, we can work towards bridging this 

gap and ensuring that people have access to the services they need(72) (27). 

Only 30.7% of total SDPs (Service Delivery Points) used a verified logistics form for ordering 

and reporting, according to the MCH 2020 survey. Furthermore, 18.0% of the analyzed SDPs 

claimed to employ logistical forms, but their availability was not confirmed by data collectors, 

affecting nearly half of the assessed SDPs (27). 

The MCH 2020 survey revealed that a mere 30.7% of Service Delivery Points (SDPs) utilized 

verified logistics forms for ordering and reporting. Moreover, 18.0% of SDPs claimed to use 

logistic forms, but their availability was not confirmed by data collectors, impacting almost half 

of the assessed SDPs (21). It is critical to accurately calculate buffer supplies by examining lead 

time at the facility level, to efficiently manage supply chains and avoid stockouts. The length of 

lead time directly affects buffer stocks required, with longer lead times increasing the risk of 

stock shortages. Therefore, precise estimation of lead time is crucial for effective supply chain 

management (27).   
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According to the findings, it was revealed that most states, except for the Blue Nile and South 

Darfur SDPs, estimated a lead time of less than two weeks. The West Kordofan and South 

Kordofan SDPs had a lead time of around 1 to 2 months. However, the East Darfur SDPs had a 

varied lead time ranging from 2 to 4 months. Only a small number of institutions in different 

states reported lead times exceeding six months. (27). In conclusion, the distance between health 

facilities and the central warehouse has an impact on the timeline of purchase orders and the 

delivery of products to the warehouse. This translates to a more expedited process for facilities 

that are situated in closer proximity to the warehouse. 

Last-mile distribution challenges to remote areas of FP commodities, including human resource 

shortages, capacity constraints on supply chain management functions, inadequate record 

keeping, and infrastructure deficiencies, such as transportation and distribution infrastructure 

difficulties in Sudan. Similar results were discovered in a Nigerian study. The study reveals that 

primary healthcare centers in rural areas barely function, are underutilized, and are frequently 

overlooked in terms of physical infrastructure, human resource investments, capacity to provide 

essential services, lack of equipment, essential medicine supply, and trained capable 

workforce(76). This impacts the availability of FP commodities negatively. To address one of 

the most significant issues affecting the use of FP commodities and services, particularly 

stockouts of adopted commodities. Adopting interventions comparable to those in Senegal and 

Zimbabwe. These interventions have been effective in ensuring the availability of services and 

supplies at all primary healthcare (PHC) level (77) (72) (78). 

 

3.1.5 Program Management/ Structure: 

Sudan's health system is decentralized, with the Ministry of Health in charge of the system at the 

state and federal levels. The Ministry of Health, the private sector, and non-governmental 

organizations (NGOs) provide services. The reproductive health program is built around the 

"four pillars" of safe motherhood: 1) family planning; 2) focused antenatal care; 3) skilled birth 

attendance, which includes essential commodities, drugs, and equipment; and 4) emergency 

obstetric care and neonatal care. However, there is a lack of health spending as well as donor 

support. The insecurity of the security situation, as well as the scarcity of qualified nurses and 

midwives, pose significant challenges. Steps taken to address the shortage of midwives include 

providing basic training to community-level midwives to bridge the gap until an adequate 

number of fully qualified midwives are available (79). 

The Federal Ministry of Health (FMoH) plays an important role in the development of national 

health policies, strategies, monitoring and evaluation programs, as well as training and external 

interactions. The state level is concerned with state plans and strategies, and it is based on federal 

laws for plan financing and implementation. The key issues of the municipalities are 

implementation and service supply. Inadequate coordination leads to duplication of activity 

among various players(24). 

The NMSF is in charge of ensuring that medicines (including reproductive health commodities) 

are delivered to all health centers, including those in rural areas, using temperature-controlled 

trucks. Medicines are delivered to healthcare facilities under a strict schedule that must be 

established early in the project's development. 

Reproductive health is integrated at all levels of Primary Health Care (PHC), however, like many 

other programmes technically it is vertical. Vertical programs typically operate with their 

independent health information systems (HISs) and often struggle to effectively share their data 

with the central health information system. At all levels of healthcare, women were given 
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informative talks by health providers about family planning. Afterwards, they were directed to 

consultation rooms where they received counsel and were offered a choice of family planning 

methods. Clients were also provided with advice on follow-up visits for the n management of 

potential complications. If site staff were not equipped to manage a complication, clients were 

referred to a district hospital using a standard referral form. The health system district 

management team oversaw the services provided to ensure the quality and smooth operation of 

the activity(33). 

 

3.2  ELEMENTS IN THE UNIT OF SERVICE RECEIVED  

3.2.1 Choice of Methods: 

The client’s preference for family planning methods is an important factor in determining the 

Quality of Care in family planning(53). Figure 9 below shows that Contraceptive pills are most 

widely are the most widely used method (78.2%), followed by injectable (12.2%) (16). 

contraceptive methods are offered by mobile clinics and outreach services. 

Based on the study conducted on MCH 2020, it has been found that the selection of a 

contraceptive method heavily relies on the availability of services offered at Service Delivery 

Points (SDPs). The accessibility of contraceptive supplies is directly impacted by the services 

offered. For example, while all healthcare levels provide at least two contraceptive methods 

(pills and injectables), the implant method can only be availed at the secondary and tertiary 

levels(27). It will be plausible to assert that access to certain methods may be limited in certain 

locations.  

Geographic location has a huge impact on the methods of family planning available. According 

to the MCH study, the following are clients' replies to getting their preferred family planning 

method: In the states of Sinnar, Blue Nile, and North Kordofan, all clients received their desired 

option. In comparison, Kassala had 50% of clients using their preferred technique, while North 

Darfur had 56.3%. This variance can be related to factors such as the availability of preferred 

methods in stock and the presence of competent family planning physicians in a facility(27). 

This shows that access to health services near clients' homes is also important in impacting their 

choices. (27). This shows that access to health services near clients' homes is also important in 

impacting their choices. 

 

The findings regarding client choice of contraception among 100 women in Khartoum Sudan 

found that 70% of Clients use doctors prescribed to get free contraceptives from health care 

pharmacists, while the remaining 30% were obtained independently from privet pharmacists 

without prescription(80).  
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Figure 9: Modern Contraceptive methods (81) 

 

3.2.2 Information given to clients:  

 

Clients who receive simple correct, and unbiased information customized to their requirements 

are more likely to be satisfied with their chosen method(53). The current National Family 

Planning Policy 2022 - 2030 policy statements are committed to improving the quality of health 

care through information, education, and communication (IEC) for reproductive health and 

family planning services(33).  

Time health care providers allocated to provide the client to provide information about family 

planning information affect client satisfaction, according to an exit interview conducted in 2020 

shows that more than 80% of clients are satisfied with the allocated time for consultation(27). In 

another study carried out in Sudan in 2015, 35.0% of people got their information about family 

planning from the media (radio, TV, social media, and information communication material 

IEC), while 25.5 per cent got it from health personnel, 8.0% from relatives and friends, and 9.0% 

from their husband (53). 
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3.2.3 Technical competencies: 

 
To ensure the delivery of high-quality and safe patient care, medical schools around the world 

are putting more emphasis on improving clinical teaching and implementing competency-based 

medical education(70). Technical competencies refer to the clinical techniques used by 

providers, the implementation of protocols, and the application of septic procedures when 

carrying out clinical conditions. Technical competencies of the service provider about the 

satisfaction of the client (82).  

 

Guidelines for family planning services are essential because they provide a fast reference for the 

use of appropriate methods and the standardization of family planning services provided to 

clients; they also contribute to the most effective and efficient utilization of available resources. 

Sudan Facility Based Assessment for Maternal and Child Health Commodities and Services 

2020 reveals that only 18.9% of facilities have family planning guidelines and 28.6% have 

family planning services checklists (27). Primary family health centres reported the highest 

availability of FP guidelines, with 23%, followed by 21% at the secondary level and 21% at the 

tertiary level. Inadequate funding and resource allocation for reproductive health services, 

including family planning, may be one of the reasons for this percentage of availability 

guidelines for family planning at various levels of Health facilities. 

To expand the reach of basic healthcare facilities, a comprehensive primary healthcare (PHC) 

on-job (in-services) training program was created and evaluated for medical assistants. The 

objective of this program was to enable medical assistants to deliver maternal and child health 

(MCH) services, specifically antenatal care (ANC) and family planning (FP), in areas where 

there is a lack of health visitors or assistant health visitors. However, (PHC) job (in services)  

antenatal care (ANC) and family planning (FP),  trainings are not regular (38). 

According to Sudan Facility-Based Assessment, only secondary level of care locality hospitals 

and tertiary-level-of-care state and specialized hospitals are allowed to implant contraceptive 

methods, this is due to the availability of trained health care providers trained in the insertion and 

removal of implants as well as the availability of other requirement including equipment and 

suitable environment. (Figure 10) below shows Health facilities at different levels (primary 

secondary and tertiary) with personnel trained in family planning services shows that overall, 

64% at different levels (primary secondary and tertiary) with personnel trained in family 

planning services. Eighty-two per cent at the secondary level, 78.8 in the tertiary level and 67% 

at the primary level as part of the SDP’s regular service delivery. However, Only 17% of the 

staff were trained in the insertion and removal of implants(38). The presented research highlights 

the issue of restricted access to adequately qualified individuals in the provision of family 

planning services across various levels of healthcare facilities. It suggests that job shifting has 

the potential to address this gap. 
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Figure 10 Percentage distribution Services Delivery Point (SDP)- Health facility at different 

levels (primary secondary and tertiary) with personnel trained(38). 

 

3.2.4 Interpersonal Relations: 

This component describes client-provider communication that is based on mutual respect, a good 

connection with the client, confidence, and gender- and cultural sensitivity. Patient satisfaction, 

treatment compliance, and health outcomes can all be improved by having positive interpersonal 

interactions and effective interpersonal communication between the patient and the healthcare 

provider(53). Findings were reported from community-based projects in Sudan, which showed 

that the training of midwives to deliver health messages related to family planning and other 

issues significantly improved contraceptive usage. The findings from the Maternal and Child 

Health (MCH) 2022 survey report are as follows: The findings indicate that a greater proportion 

of clients who got healthcare services in rural primary care settings (94%) reported being treated 

with kindness and consideration, in comparison to(86%) clients who visited urban primary care 

facilities. Additionally, it was observed that the number of clients satisfied with FP services 

provider attitudes at the rural primary care level was 91% similar compared to the urban primary 

care level 90.8%.(27). This evidence implies that the quality of family planning services affected 

by health provider interpersonal relation affected client follow up and continuation family 

planning choices. 

 

3.2.5 Follow-up/continuity mechanism:  

High-quality services should provide some mechanism for follow-up with FP clients to address 

the client’s concerns, manage side effects, provide guidance on issues of adherence, and facilitate 

method switching or discontinuation -in cases where method switching is provider 

dependent(53). The 'follow-up mechanism' examines how service providers motivate clients to 

continue using their services through adequately informed mechanisms such as community 
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broadcasting, client-based communication systems (return appointments), and making phone 

calls or home visits (82). It’s important to mention that the Client’s waiting time before receiving 

the services can affect the follow-up and continuity mechanism (82).PHC services in some 

remote areas are provided by medical assistants, community health workers (CHWs), community 

midwives, and community volunteers. 

midwives and community health workers provide hormonal contraceptives and condoms and 

refer clients to secondary and tertiary health facilities for other modern family planning methods.  

 

In areas where there are no basic health institutions, midwives offer ANC including Family 

planning services for women in their place of residence (home visit)(83). As part of antenatal 

care, a follow-up strategy that includes home visits to discuss the advantages of contraceptive 

methods can increase client utilization and access to modern contraceptives., the report suggests 

visiting individuals to discuss the advantages of contraceptive methods. The number of women 

seeking to initiate modern contraceptives has increased by five times. However, there is a lack of 

trained midwives to reach women in remote areas(84). 

 

that client waiting time before receiving services at health care level, geographical distance from 

health services, and affordability of services can affect client continuity on services. a study 

conducted in Kenya reveals clients waiting time before receiving services/follow-up, clients 

waited on average, 74 minutes to be seen for family planning services(76) 

 

3.2.6 Appropriate Constellation of Services: 

Family planning is part of the existing SRH services at the PHC level in Sudan, along with 

antenatal, postnatal, newborn, and child health care. The same facilities mainly provide HIV or 

integrated family planning services, with a minimal referral(85). 

As mentioned earlier, family planning is already integrated into many aspects of its primary 

healthcare (PHC) system. The introduction and integration of family planning services, including 

home visits, were mainly to expand access to primary health care to rural and hard to reach areas 

/underserved communities. It happens along a continuum of care, improves family planning 

coverage, and results in cost savings within the overall health system(33). 

Utilization and access to maternal services, including modern contraceptive methods and 

enhanced quality of care, have increased as a result of the integration of family planning 

services. Ethiopian study indicates that integrating family planning services with maternal health 

care is a successful and cost-effective method to increase the utilization of maternal health care 

services. The Ethiopian government implemented a strategy known as the "health extension 

programme" (HEP) to provide services in rural regions. The primary objective of this strategy is 

to increase equitable access to community-based preventive, promotive, and curative healthcare 

interventions (86). 

 

 

 

 

 



 
 

26 
 

3.3 Impact: 

3.3.1 Client Knowledge: -  

Client knowledge refers to the client’s understanding of family planning methods, correct usage 

of the method, possible side effects, and accessibility of clients (geographical access) to 

healthcare providers were found to be factors that affect the quality of care in family planning 

services(87).  

A study carried out in-depth interviews with 335 women consulting at the obstetrics and 

gynecology clinic in  Omdurman military hospital, Khartoum Sudan about the use of hormonal 

contraception, the study find out, among total interviews knowledge about different types of 

hormonal contraception, common adverse effects caused by a hormonal contraceptive, and 

assessing women's attitudes about the use of hormonal contraception revealed that 60.6% of total 

interviews used pills as a method of birth control; 82.3% of them could tell the difference 

between the various types, while 17.7% couldn't tell the difference between the various types. 

71% of them are aware of what to do if they forget to use a contraceptive, compared to 29% who 

are unaware of what to do(87).  

Another study in Sub-Saharan African countries to find out the views of men partners in married 

couples toward contraception. It showed that the majority of Sudanese men (91%) would support 

family planning if their wife's health were in danger, but only more than half 57% would support 

it if financial constraints were a reason. The study also found women who discussed family 

planning with their husbands are less likely than those who don't accurately report their 

husband's disapproval (88).  

 

3.3.2 Client Satisfaction: 

Client satisfaction measurement allows for analyzing how patients are satisfied with health care, 

finding the quality of care issues, and evaluating quality service delivery and health care(89). 

Client satisfaction with FP services offered within healthcare facilities is an important factor 

contributing to the uptake of contraceptives. Therefore, measuring client satisfaction will enable 

a better understanding of the offered FP service quality(90). 

Exit interviews were done in 2020 to measure customers' satisfaction with family planning (FP) 

services provided by SDPs. The survey included several topics, including technical factors, 

organizational elements, interpersonal aspects, and overall satisfaction. 

According to the findings:74.69% of clients were satisfied with healthcare providers' attention to 

technical aspects of family planning services, 72.6% of clients were satisfied with the 

organizational features of the services, such as wait time, cleanliness, privacy, and service 

time.90.9% of those polled reported satisfaction with the interpersonal aspects of healthcare 

providers' services, such as civility, respect, and attitude. Client satisfaction with family planning 

services was 93.2% of clients satisfied with the service they received (38) (27). From the finding, 

high levels of client satisfaction with various aspects of service delivery, such as technical 
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competency, organizational structure, and interpersonal communication, indicate a positive 

impact on FP outcomes and client-centred FP services. 

In Port Harcourt, Nigeria, a study was conducted to assess client satisfaction with FP services. 

Results from the study, which involved 195 participants, showed that an overwhelming 87.2% of 

respondents were satisfied with the overall quality of the FP services provided. Notably, all 

clients (100%) reported that the facilities were conveniently located, clean and that they were 

treated with respect. However, it was observed that 51.3% of clients had to wait for an hour 

before receiving their desired contraceptive product. (91). 

In general, as in table 1 below, the findings suggest that clients expressed a high degree of 

satisfaction with the service that was provided. When analyzing all levels of care, which includes 

primary, secondary, and tertiary, a significant majority of clients, exceeding 80%, expressed 

satisfaction across various outcome dimensions. The findings remain consistent when examining 

the data based on the state, urban or rural classification of all levels of care service delivery 

points (SDPs). The high level of satisfaction among clients is expected to result in increased 

utilization of FP services and improvement in contraceptive uptake(91). 
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Table 1 Percentage distribution of clients’ perception of FP service outcome aspect by type of 

level of care, MCH Survey, Sudan, 2020 (27). 
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3.3.3 Client health:  
Client health in this refers to the probable method side effects, additional adverse reactions such 

as drowsiness mild headaches and migraines fluctuations in mood, and acne, if side effects are a 

problem assure them that they are frequent and safe and that they will usually go away on their 

own. If client desires to change methods, assist her in making a decision(92). There is a 

significant prevalence of experiencing and fearing contraceptive-induced changes in menstrual 

bleeding and physical pain, particularly headaches, among hormonal contraceptive users(80). 

It has been observed that a significant number of women who use hormonal contraception tend 

to experience changes in their menstrual bleeding and physical discomfort. These changes 

include headaches, which some women fear may be caused by their method of birth control. A 

study conducted at the Alahfad Center for Family Health in Khartoum, Sudan, revealed that 

77.8% of women of reproductive age expressed concern about potential side effects, while 

11.1% were unaware of the possible effects of their contraceptive method(93). 

3.3.4 Contraceptive use and continuation: 
Contraceptive counselling is important to ensuring that women receive adequate information for 

continued use of contraceptive methods regardless of the method of contraception they choose, 

all clients should receive high-quality information from family planning counselling by 

healthcare provider (94). 

A study conducted in Sudan in 2013 about the use of family planning methods in Kassala, 

Eastern Sudan, showed that the most common reasons given by respondents for continuo use or 

not using family planning are: non-availability of family planning (2.7%), and illness (1.2%)(48).  

According to data from the Nigeria Demographic and Health Survey (NDHS), a study was 

conducted on a sample of 4553 women aged 15 to 49 years. The study found significant 

correlations between various factors, such as education level, religion, location, number of 

children, occupation, decision-making style, and the probability of discontinuing the use of 

modern family planning methods. These findings provide valuable insights into the complex 

dynamics of family planning usage in Nigeria(95). 

Overall, the findings indicate the crucial role of family planning counselling in imparting 

knowledge, surmounting obstacles, and inspiring women to sustain their contraceptive practices. 

Counselling has the potential to optimize the provision of family planning services and promote 

continued usage of contraceptive methods among clients. 

 

 

 

 

 

 



 
 

30 
 

4 CHAPTER 4: DISCUSSIONS 
 

4.1 Discussions: 
 

Sudan is making progress in improving their family planning services by adopting the National 

Reproductive Health Policy 2022-2030 and placing more focus on family planning, the new 

policy mandates that family planning services should be offered without bias and with a focus on 

promoting all methods equally. Clients should receive client-centred information and education. 

Sudan's health system has been weakened due to low government spending, leading to a negative 

impact on Sexual and reproductive health services. The current major issues that need to be 

addressed are family planning commodity security, shortage of human resources, and technical 

competency gaps. While patients are content with the current services, it is crucial to address 

these gaps in order to improve the overall quality of the system.  

Client satisfaction with Family planning services in Sudan was surprisingly positive, despite 

limited resources for family planning. Patient satisfaction is important for determining the 

quality of healthcare provided and the quality of services. More effort needs to be put into 

addressing misconceptions and educating the population about their rights to improve 

satisfaction and meet the demand for better healthcare services. 

4.1.1 Family planning Commodity security: 

Research has shown that the current financial allocation of the Sudanese government towards the 

health sector, particularly for the procurement of reproductive health (RH) commodities, is not 

sufficient. This has resulted in family planning (FP) and RH programs depending heavily on 

external funding from donors. However, this overreliance on donor contributions presents a 

significant obstacle to achieving family planning goals in Sudan. 

It is important to note that not all localities have access to the district health information system 

(DHIS2) at the locality level. Currently, only 62% of all localities are covered. Additionally, 

some primary health facilities still use paper-based data collection tools, like stock cards. This 

can lead to data quality issues and challenges with timely reporting, especially if trained 

personnel have a high turnover rate. Inaccurate family planning consumption data can result in 

delays in sharing information with the state ministry of Health (SMoH), which can lead to 

stockouts and shortages of commodities. These challenges are particularly prevalent in rural 

areas compared to urban areas. 

It is essential for the government to prioritize addressing the gaps in Family Planning 

Commodity Security. This measure will help improve the quality of family planning services and 

achieve better outcomes. In addition, implementing similar interventions in Sudan could have a 

significant positive impact.  

Addressing the challenges in Sudan may require exploring successful interventions implemented 

in other countries. Adopting interventions similar to those implemented in Senegal and 
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Zimbabwe could be worth considering. However, it is crucial to approach this with caution and 

ensure that decisions made are well-informed and appropriate for Sudan. In both Senegal and 

Zimbabwe, the Ministry of Health established quality improvement teams responsible for 

maintaining a secure supply chain through active tracking and restocking systems. These 

interventions have been effective in guaranteeing the availability of services and commodities at 

all levels of primary healthcare (PHC). 

4.1.2 Human resource need and technical competency: 

The human resource needs and technical competency in Sudan show the significant hurdles that 

healthcare facilities face when providing family planning services. The findings of the study 

show that the credentials and competency of staff members have a significant impact on the 

range of services and family planning options available to the community. Midwives, nurses, and 

medical assistants provide contraceptive methods at the primary care level. Meanwhile, at the 

secondary and tertiary levels, the provision of contraceptive techniques, including specialised 

ones like implants, is limited to physicians and qualified medical personnel. This disparity in 

service delivery results in an uneven distribution of family planning services, which 

disproportionately affects women who use long-acting methods. Sadly, these women are 

frequently referred to larger secondary and tertiary healthcare facilities, providing considerable 

hurdles for those living in distant and disadvantaged regions. This is worsened by the severe 

shortage of healthcare staff at all levels of care, as well as insufficient health budget. These 

shortcomings have an immediate effect on the availability of midwives, professional nurses, and 

nursing auxiliaries, worsening the nationwide shortage of appropriately trained individuals 

capable of providing comprehensive family planning services.  

In Sudan, healthcare provision faces various challenges, including workforce capability, service 

disparities, and resource constraints. Addressing these challenges requires targeted interventions. 

To improve access to family planning services in underserved remote communities, the Federal 

Ministry of Health could provide essential training to community health workers (CHWs) so that 

they can offer certain family planning services under qualified professionals' supervision. This 

approach has proven successful in Ethiopia and other countries. However, regulatory restrictions 

prevent midwives, nurses, and medical assistants at PHC workers in Sudan from fully 

administering or prescribing certain family planning options. Revising policies and guidelines 

and providing adequate training can empower midwives to provide family planning services and 

address the shortage of workers in the region. Identifying and addressing potential barriers or 

limitations is vital to the intervention's success. The Federal Ministry of Health plays a crucial 

role in implementing policies and initiatives that ensure the equitable distribution of healthcare 

professionals, which is essential for providing high-quality family planning services to everyone. 
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4.1.3 Demand and Client Satisfaction: 

The recent findings regarding client satisfaction with Family planning services in Sudan have 

been surprisingly positive, despite limited resources for family planning and Sexual and 

reproductive. It's important to measure patient satisfaction as it helps understand how patients 

feel about their care. In this case, the client's expectations may not have been very high, but they 

were still content with the services provided. This is similar to a study conducted in another 

country, but different from a study in Nigeria where client satisfaction was reported as 100%. 

Although clients in Sudan are generally aware of family planning, there are still many 

misconceptions that need to be addressed. To improve satisfaction and meet demand, more 

attention needs to be paid to the demand sector. The government can take steps to improve 

expectations and demand for better quality healthcare services, and education is key in 

empowering the population to understand and assert their rights in this area. 

4.1.4 Relevance of the Framework: 

The use of the Judith Bruce framework has resulted in significant success in evaluating the 

quality of family planning services in the Sudanese environment. The detailed analysis provided 

by this framework has been useful not only in assessing the degree of service quality in Sudan 

but also in gaining significant insights from the achievements of other countries. Due to the 

significant influence of Sudan's current security and conflict scenario, this undertaking took on 

increased significance. However, a major weakness of the existing framework is the absence of 

security and conflict elements as variables of consideration. In the context of Sudan, where these 

elements have a considerable impact on the healthcare landscape, their absence jeopardizes the 

framework's overall correctness and ability to capture the intricacies of the situation. 

Recognizing the delicate interaction between service quality, security, and conflict is essential 

for a comprehensive evaluation. 

4.2 Study Limitations and Strengths 
 

The study limitations are Limited access to information due to ongoing conflict and 

infrastructure damage in Sudan made it difficult to conduct a thorough literature review on 

family planning services. The Federal Ministry of Health's database was mostly unavailable 

during the study period, and there was a lack of studies on the topic.  

The strength of the study that  

The study identifies areas that require more research to enhance the quality of healthcare in 

Sudan. 
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5 CHAPTER 5: CONCLUSION AND RECOMMENDATIONS 
 

5.1 CONCLUSION: 
 

The situation of Sudan of Economic status, Political instability, outbreaks, conflict, Refugees 

influx, and IDPs in the Darfur Region the GDP makes the government prioritize expenditure of 

the country’s income on other priorities than health and allocate very little budget for Health 

(Less than 2%) and less Health allocation of Sexual Reproductive Health. The sexual 

reproductive health services depend mainly on external aid from Donors (100% on UNFPA 

support). The Government advocates finding other sources of Funds allocated to Sexual 

reproductive Health services by including more stakeholders for example (the privet sector) to 

fill the fund gap in Health. 

 

As we previously mentioned, the inadequate financial resources allocated to sexual reproductive 

health input, process, and outcome is the root cause of the quality issues in family planning 

services in Sudan. Nevertheless, the study identified certain factors that can help or hinder the 

improvement of family planning services in Sudan. Despite the integration of family planning 

services into the PHC, insufficient financial resources and shortages in FP commodity security 

have created substantial gaps. The obstacles identified are mainly related to human resource 

needs, technical competency, and family planning commodity security. To enhance the technical 

competency and interpersonal skills of providers, we must address human resource needs. As 

previously stated, technical competency and interpersonal skills are closely intertwined. By 

providing high-quality education and in-service training, we can enhance the technical 

competency of providers and their interpersonal skills. This will eventually result in the 

improvement of family planning services in Sudan. 

 

The following recommendations aim to enhance the quality of family planning services and 

should focus on improving the areas listed above through the implementation of proven and 

effective measures. 
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5.2 RECOMMENDATIONS 

 

From the Study findings, the following recommendation needs to improve the Quality of Family 

Planning Services in Sudan. 

• Increase health budget: Given Sudan's precarious situation, including limited resources 

and infrastructure, tackling the essential issue of SRH necessitates a specialized strategy. 

In such a situation, it is even more critical for the Sudanese government to carefully 

deploy funds from the national health budget for the procurement of RH commodities. 

 

• Designate funds for FP: It is important to spend a portion of the health budget on SRH 

commodity procurement, guided by a thorough understanding of Sudan's FP and 

population dynamics in the context of the country's fragile status. Despite the constraints 

imposed by the current dangerous circumstances, the government might use this 

opportunity to make focused advances toward strengthening RH services. This planned 

contribution indicates a commitment to meeting Sudan's population's urgent RH needs 

while keeping the country's sensitive environment in mind. 

 

• To minimize reliance on external donations for the procurement of RH commodities, the 

government should investigate and implement sustainable funding mechanisms. This 

could include public-private partnerships, health insurance programs, or health-related 

taxes to generate additional funds for reproductive health services. Collaboration with 

international organizations and development agencies may also facilitate efforts to 

mobilize resources. In addition, stringent surveillance and evaluation of these financing 

mechanisms will be necessary to ensure transparency, accountability, and the efficient 

allocation of financial resources for RH commodities. 

 

•  Focusing on family planning services, the Federal Ministry of Health should design and 

administer comprehensive training programs for healthcare professionals. These 

programs should target midwives, nurses, and medical auxiliaries to increase their 

technical proficiency in providing a wider variety of family planning methods. In 

addition, the government should provide attractive incentives, such as monetary 

compensation or opportunities for career advancement, to encourage healthcare 

professionals to specialize in family planning services and serve in underserved areas. 

Regular evaluations of the effectiveness and distribution of training programs and the 

workforce should guide adjustments and enhancements. 

 

•  The government should invest in expanding and strengthening community health worker 

(CHW) programs to resolve the paucity of healthcare workers and increase access to 

family planning services. This entails providing comprehensive training to community 

health workers in the administration of family planning services, including the provision 

of contraceptive methods under qualified supervision. To address the specific 
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requirements of diverse communities, the training should emphasize cultural competency 

and sensitivity. To maintain service quality and adherence to best practices, the 

government should also provide adequate supervision, support, and ongoing skill 

development for community health workers. 
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