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Abstract:
Health care in a post-conflict situation is a difficult task, especially in a situation like that in
South Sudan where peace has not been a reality since independence in 1956, and thus a working health
care system has never had the chance to develop. By examining the crucial players – the government
and local authority, the community, NGOs, and traditional healers – and the roles they took in health
care provision in South Sudan in the post-conflict period between 1972 and 1983, we can see what has
and has not worked and use this information to formulate a plan that will work in the present postconflict period since 2005. The best model is a community driven, localized effort with Sudanese
health workers – both western biomedical practitioners and traditional healers at its helm and the
government and NGOs supporting them until the effort can be locally sustained. For any model to
work, however, there has to be a complete end to the twenty-one year civil war that has disrupted life in
South Sudan immensely.
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CHW – Community Health Worker
CPA – Comprehensive Peace Agreement (2005)
NGO – Non-governmental Organization
OLS – Operation Lifeline Sudan
PHCP – Primary Health Care Program
PHCU – Primary Health Care Unit
SMS – Sudan Medical Service
SPLA – Sudanese People’s Liberation Army
SPLM – Sudanese People’s Liberation Movement
SRRA – Sudan Relief and Rehabilitation Association
TBA – Traditional Birth Attendant
UN – United Nations
VCDC – Village Community Development Committee
WHO – World Health Organization
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Introduction:

My parents moved to South Sudan in the 1970s and my eight siblings and I grew up there and
then in Kenya when the second civil war became too intense for us to live in Sudan. My father learnt to
drill water wells as a boy in California from his father and grandfather, and he brought this trade with
him to Sudan – a place desperately in need of clean water. After working for NGOs, he and my mothers
started their own drilling company in 1980 – J.B. Drilling – which is still operating and currently
employs about 60 people in South Sudan. In the early 2000s, my mother took on another project with
two colleges and started a women’s owned and operated Shea butter production and processing
cooperative known as Lulu Works. Like everything else in South Sudan, both businesses have been
affected by the war and will continue to be affected unless permanent peace can be established. Peace
is a long shot, because the government in the North will not give up the oil that is in Southern territory
– but hope should never be abandoned. Southerners are ready for peace.
My experiences in South Sudan were amazing, and living there has fueled my desire to become
a doctor and return to practice medicine in the region. As a child, we visited my extended family –
grandmother, and endless uncles, aunties, and cousins – as soon as the road to our village was cleared
of land-mines. After high school I worked there for my father’s company for a year before beginning
college, and then again when I took a semester off school in 2007-2008 for an NGO that was installing
a running water system in a small town. Working in Sudan, as opposed to running around as an
oblivious, mango eating, barefoot child made me understand just how much the war has affected
Southern Sudanese.
The most profound and saddening thing I experienced was a feeling of great uncertainty. There
is no prospect for the future and no desire to do anything towards it unless there are concrete results
that can be gained in the present – food, building materials, money, anything that can be used or
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exchanged for something that can make daily life a little easier. Things are changing with the present
peace deal, and hopefully they will continue to change for the better, but without certainty about the
future there is little that developers or donor money can do to change the situation. Southern Sudanese
need to be able to believe that what they do to build their country will not be destroyed in a year, or
even ten years, time.
I decided to write about Sudanese health care for my thesis because that is what I envision for
myself in the future. I specifically decided to research post-conflict health care because I wanted to
know if there was a model of post-conflict health care that has been successful, and consequently what
the best course for Sudanese health care would be. How does a country plan for a long term issue like
health care with all the uncertainty that shrouds daily life? Sudan is one of those countries where
diseases like guinea worm, trachoma, sleeping sickness, and polio that were eradicated by western
biomedicine decades ago, still kill thousands of people. War continually disrupts NGOs’ attempts to
eradicate diseases.
In my opinion, the best course would be to develop a health care system that empowers local
healers and caregivers, like traditional medical practitioners and women, to carry out the care on the
ground using resources provided for by donor funds until the effort is self-sustainable. This means
embracing the diverse cultures of health care in South Sudan, rather than attempting to use western
biomedicine as the eternal savior; and undertaking local rather than large, bureaucratic, region wide
endeavors. In the end, I am only a Southern Sudanese student who is passionate about the health of my
home, and to research this topic, in some small way, gave me the feeling that I am doing something to
help. I hope life brings me more opportunities to do more.

“You can bring whatever you like here. If this war continues, it will mean nothing.”
- Village Elder, Nuba Mountains
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A woman watches her sick child, while the nursing staff are on strike, in Juba Teaching Hospital, Juba,
Southern Sudan, on the 31st May, 2008.
Apollonia Mathia, from www.kateholt.com/galleries/ngo/captured-progress.
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Anglo-Egyptian Era: The Cause of the War and The History of Health Care:

Sudan was under Anglo-Egyptian rule from 1899 till independence in 1956. This
administration, the Condominium, created South Sudan as a political unit.1 Historically, Southerners
were united in their experiences of exploitation by northern neighbors, but internally they were
extremely diverse. At no time prior to British rule, arguably even after British rule, could they be
considered politically unified.2 Interactions with the North have, since the time of the pyramids and
Ancient Egypt, been primarily one kind – slave raids. Over history, there have been different markets –
the Romans, the Arabian Caliphates, The Ottomans – and different targeted regions – Nuba Mountains,
Bahr El Ghazal, Equatoria – but this ancient practice of human trafficking has been a constant in Sudan
for millennia.3 None of the dominating empires had any interest in the South other than as a source of
slaves. Kingdoms that sprung up in North Sudan either had a slave-based economy or acted as a
conduit for whichever empire was currently in power and thus were formed on the premise of a slavebased economy.4
In Anglo-Egyptian Sudan, the South was separated from the North to allow missionaries to
convert the South to Christianity without antagonizing Islamic interests in the North.5 It is doubtful,
had they even tried, that the British could have managed to unite Sudan. Centuries of slave trade
created social practices, in both North and South, which could not be easily overcome by a nationalism
imposed by the British. As it was, they chose to cut off all communication between the two regions – to
the extent that they attempted to create “a no-man's land between Muslim Darfur and the western

1 Amir H. Idris, Sudan Civil War Slave – Slavery, Race, and Formational Identities (New York: Edwin Mellen Press,
2001) 46.
2
Ibid., 30.
3
Ibid., 33.
4
Ibid., 34.
5
Ibid., 46.
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district of Bahr-El-Ghazal” in what was known as the Southern Policy.6 Even with this division, they
struggled to extend their administration solely over the South because of the immense ethnic, linguistic,
and geographic diversity.7
Health care in the North during the Condominium was principally under the Sudan Medical
Service (SMS).8 In the South, due to the Southern Policy, the SMS had little control, military doctors
and medical missions were the two options the British provided to the population.9 The traditional
methods of health care were persecuted by the British but continued to proliferate in secret and in areas
without much British oversight. When the region was plunged into war, a few medical missions and
traditional medical healers were all that was left to the region.
Towards the end of the Condominium (1947), however, the British attempted to reverse this
policy and encourage a united Sudan to provide Egypt with a balance in the region.10 This finally
resulted in a 'Sudanization' of the administration in preparation for independence, which systematically
placed Northern administrators throughout the country and advanced the view of northern nationalists
that Arab-Muslim values and culture were what could unite the diverse elements of Sudan.11
Southerners and Southern viewpoints were consistently ignored and dismissed. In 1954, this
Sudanization process was in full swing. Thus, in 1955, even before independence, a mutiny of the
Southern Corps in Torit prompted the introduction of the Northern Sudan National Army to the South.12
The survivors of this and other suppressed uprisings across the South went on to found the rebellion in
the first civil war which lasted from 1955-1972.13
Since independence in 1956, Sudan has experienced civil war almost continuously until 2002
6
7
8
9
10
11
12
13

Heather Bell, Frontiers of Medicine in the Anglo-Egyptian Sudan 1899-1940 (Oxford: Clarendon Press, 1999) 16.
Idris, 62.
Bell, 28.
Ibid., 29.
Idris, 67.
Ibid., 80.
Ibid., 82.
Ibid., 93.
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except for a brief interlude from 1972 to 1983. Most of the effects of war have been felt by the
Southerners who fight for their right to self-determination and against continued military, political,
economic, and social suppression by the North.14 By 2004 the war had killed more than two million
people, internally displaced four million, and caused half a million to seek refuge outside of Sudan.15
The war has had immense effects on South Sudan’s health care system and abilities. Especially since
the health care system of the South was already in jeopardy due to the withdrawal of British and their
medical resources.
In the period between the two civil wars – 1972 to 1983 – Sudan became the object of an
international 'health for all' agenda that was ratified in 1978 at the International Conference for Primary
health care in Kazakhstan.16 In Sudan the pilot project was known as the Primary Health Care
Programme (PHCP) and was enacted by government policy and NGO funding.17 When the region
deteriorated into war again in 1983, emergency aid NGOs became the only outside participants in the
health care of the region.18
Oil, which was discovered in the 1980s but not exploited until the 1990s, and agriculture make
up most of the GDP which was estimated to be $13.4 billion in 2002 - $415 per capita.19 This wealth is
retained almost exclusively in the North by the military control over the oil deposits, which are mainly
in Southern areas.20 The South lacks infrastructure, communications, industry, and services and
population lives mainly off subsistence agriculture, which is dependent on rainfall, and pastoral
activities. In the last few years the South has began to grow economically as the situation has become
more stable, however this growth is impeded because two generations of Southerners have not had
14 Bell, 111.
15 Helen Metz Chapin, Sudan: A Country Study, (Washington D.C.: GPO, 1992) 96.
16 Ministry of Health and Social Welfare, Southern Sudan, Primary Health Care Programme Southern Sudan Region:
1977/78 – 1983/84, (Juba, 1976) 13.
17 Ibid., 13.
18 Kristina Belknap, Field Work, 1985-1989.
19 Chapin, 120.
20 Idris, 120.
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access to education.21
On January 9th 2005, the Southern rebel groups lead by the Sudanese People's Liberation
Movement (SPLM) and the Government of Sudan signed the Comprehensive Peace Agreement
(CPA).22 The CPA grants Southern Sudanese autonomy for six years, to be followed by a referendum in
independence in 2011.23 The CPA allows Southerners to maintain Southern political office, by election,
and shares national offices with Southerners.24 It also mandates that the North share revenue from oil
deposits equally with the South, and has a strict ceasefire clause – which has already been broken in the
border towns that are near the oil fields.25 Relative peace in the late 1990s brought back a multitude of
health care providing NGOs to the region, and finally in 2005 when a Southern Sudanese government
was established region wide health care policy discussions were renewed.
It remains to be seen if the CPA will hold or if Sudan will be thrust yet again into war, but in the
hope of good results this paper analyzes health care in post-conflict Sudan; attempting to understand
the difficulties of creating a health care system in a post conflict society and illuminating where the
current players can increase their efficiency as health care providers and policy makers.

21
22
23
24
25

Belknap, 2000-Present.
Chapin, 156.
Ibid., 160.
Ibid., 163.
Belknap, 2000-Present.
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PHCP: A Post-conflict Model of Health Care

The peace deal that was signed was signed on March 27th 1972 ended the first civil war and
created a Southern government which continued to be dominated by the North. The national – Northern
– president had the right to appoint the regional – Southern – president with the recommendation of an
elected Southern Regional Assembly.26 The High Executive Council or cabinet named by the regional
president was responsible for all aspects of government in the region except such areas as defense,
foreign affairs, currency and finance, economic and social planning, and interregional concerns,
authority over which would be retained by the national government in which Southerners would be
represented.27 Southerners were incorporated into a 12,000-man Southern command of the Sudanese
army under equal numbers of Northern and Southern officers.28 This unequal sharing of power, and
later enactment of nationwide sharia law, eventually lead to the second civil war that began in 1983.
However, in the time that peace lasted health care was a primary concern.
This period peace in Sudan landed in a period of increased emphasis on health care worldwide
by the World Health Organization (WHO). In 1978, the International Conference on Primary health
care, Alma-Ata, USSR came up with the Declaration of Alma-Ata which aimed for the attainment of
health for all by the year 2000.29 In the developing world, this goal was to be reached primarily through
primary health care:
Primary health care is essential health care... made universally accessible to individuals and
families in the community by means acceptable to them, through their full participation and at a

26
27
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29

Chapin, 190.
Chapin, 190.
Chapin, 190.
Declaration of Alma-Ata, 1.
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cost that the community and country can afford... It forms an integral part both of the country's
health system of which it is the nucleus and of the overall social and economic development of
the community.30
Primary health care, as defined by the declaration, involves preventative measures, health
education, basic nutrition and sanitation, national and community development, self reliance of
communities and nations, and involvement of all levels of health professionals through a system of
referrals.31 This program – named the Primary Health Care Program (PHCP) in Sudan – was adopted
by the Sudanese government in effort to rebuild the health care system in after the war and to develop a
national health care plan especially for rural areas – which make up most of the South.
In efforts to enact the plan, the Regional Ministry of Health and Social Welfare in the South
carried out research to determine the state of health care present in the region. The population data they
used was that from the 1973 census and may not be accurate due to unreliable methods of collection
and possible political ramifications of population, but it is relevant because it is what they based the
PHCP off of.32 The total population of Sudan was cited as 14.902 million with the South making up
2.975 million.33 The population density for the South was 4.6 inhabitants per square kilometer with
90.1% of all Southerners living in rural areas.34 The age range of 15 to 44 made up 89.4% of the
Southern population, with 3.3% more men than women and an average household size of 6.2.35
The ministry's situation analysis found that health care was a large problem with the main
problems being: lack of health care facilities – hospitals, clinics, pharmacies; lack of equipment and

30 Declaration of Alma-Ata, 1-2.
31 Declaration of Alma-Ata, 2-3.
32 Ministry of Health and Social Welfare, Southern Sudan, Primary Health Care Programme Southern Sudan Region:
1977/78 – 1983/84 (Juba, 1976) 8.
33 Ibid., 9.
34 Ibid., 9.
35 Ibid., 9.
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drugs; and lack of manpower.36 Communication was an important issue that affected health care. Many
areas were difficult to access because of bad roads and lack of telephones or communication services,
and this hindered transport of drugs, ability of health workers to get to the facilities, and the ability of
patients to get to facilities or follow through on referrals.37 The National Health Policy states that:
It is the policy of the Government to render free health services to all people in the Sudan. This
is a socio-political commitment. In the Southern Region, financial resources can only meet the
cost for minimum Health Care at the peripheral level to a certain extent.38
Basically the government recognizes the issues related to health care, but resources are limited and
Southerners' health in not top on the list. The PHCP was brought forward as the best method of
providing health care with reduced government spending and local communities contributing largely to
the effort.
Practically, the PHCP created a new unit of health care delivery – the Primary Health Care Unit
(PHCU) – and situated these throughout the rural South. There was to be one PHCU for every 4000
people within a radius of 10 miles.39 Every five PHCUs were connected to one Dispensary which
provided drugs, medical equipment, information system, and manpower.40 The Dispensary in turn was
connected to the Rural Hospital, District Hospital, and finally to the Provincial Hospital. Emergencies
cases or cases which could not be dealt with at the PHCU level were sent on to the higher levels of
care. The PHCUs were staffed by a Community Health Worker (CHW) and nurses, while the
Dispensary was overseen by a Medical Assistant and employed nurses, medical transcribers, and
pharmacists.41
The CHW was a new position that was created in order to increase health care at the village
36
37
38
39
40
41

Ibid., 13.
Ibid., 12.
Ibid., 65.
Ibid., 70.
Ibid., 70.
Ibid., 70.

Belknap, 15
level. The CHW was responsible for prevention and care of endemic diseases by immunization and
health and sanitation education.42 They were responsible for cooperating with village midwives and
traditional healers, as well as liaising with the community to determine the concerns of the community
and encourage the community's role in development of the PHCUs.43 The position required nine
months of training, and they were to refer any cases that were beyond their skills to the Medical
Assistant at their respective Dispensaries.44 The CHW reported monthly to the Medical Assistant and
was responsible for getting supplies from the Dispensary and for medical recording in their area of
operation.45 The Medical Assistant acted as a medical professional on referral from the CHW, and had
administrative responsibilities to oversee the PHCU and the CHW, and communicate the needs of the
community on to the next level of care.46
Community self-help was not a new idea in South Sudan, it had previously been used for other
aspects of development in the region for example to build schools and services such as water systems,
roads, and sanitation systems. The idea was that communities share responsibility for development with
the government and contribute by local labor, materials, money – in the form of community funds, and
community contribution to policy and decision making.47 The community elected a group known as the
Village Community Development Committee (VCDC) and this group discusses what the community's
priorities are and then recruits local labor and resources for the project while liaising with the
government to fill in the gaps.48
The PHCP used this idea of self-help and community involvement and required communities to
participate in both the planning and implementation stage of the health care for their communities.

42
43
44
45
46
47
48

Ibid., 73.
Ibid., 74.
Ibid., 75.
Ibid., 74.
Ibid., 74.
Ibid., 80.
Ibid., 80.
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Communities decided what their biggest health concerns were and articulated these to the CHW who
was to take appropriate action.49 The community was responsible for building the PHCU and the rural
Dispensary, digging pit latrines for the health center, constructing roads and bridges between the
communities and the PHCU/Dispensary, digging wells for clean water, farming land for the PHCU and
Dispensary, and engaging in literacy and public health campaigns that furthered health issues.50 The
government in turn filled in the gaps by providing drugs, medical equipment, personnel, and funding
for issues that the community was unable to tackle on its own.51 Eventually as the community becomes
strong enough and financially able it will take on more of the costs of this system and eventually
become self sufficient.
The idea of self-help is a good one because it ensures that a community can decide on their
priorities and have invested interest in the development of their home. However, it requires dedication
of time and resources from community members and this presented quite a strain for communities that
were just recovering from 17 years of brutal civil war. People were returning from either internal or
external displacement and trying to rebuild their homes and restart their farms with the meager
assistance they received from NGOs, the government, or family members. Taking on the burden of
building school, hospitals, roads, and community services – although a good idea – was likely one that
would take much effort to succeed.
As can be deduced from the minutes of the two seminars on the progress of the PHCP one in
1979 and one in 1983, a lot was carried out to introduce and enact the PHCP. PHCUs and supporting
Dispensaries were built, by 1979 four CHW training schools were already training their second batch
of candidates, and some of the PHCUs and Dispensaries were stocked and equipped.52 However, both

49
50
51
52

Ibid., 60.
Ibid., 67.
Ibid., 68.
Ministry of Health and Social Welfare, Southern Sudan, Seminar on Primary Health Care Programme in the
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seminars outlined problems with logistics, organization of help from international agencies, and
coordination with traditional medical practitioners.
The 1979 seminar proposed increased logistical and administrative coordination so that
resources were allocated appropriately, increased participation by the community, clarification of the
role of international aid agencies, and the introduction and training of traditional birth attendants
(TBAs) as part of the PHCU staff.53 The 1983 seminar emphasized problems with drug procurement
and delivery, availability of health personnel and their willingness to work in rural environments, and
communication and transportation problems for logistics, patients, and health personnel.54
Thus by the end of the 1970s the PHCP was working to some extent, but actual improvement of
health in the communities due to its operation was yet to be seen. The seminars show that the
government was making efforts to ensure that the program worked by identifying it problems and
suggesting solutions to these problems, but it is difficult to assess from these documents whether these
seminars were purely rhetorical or whether they enacted change on the ground. Socioeconomic factors
have much to do with the problems the program faced as community participation is contingent on the
level of poverty in the community and thus the amount of resources and time that can be allocated to
community work. The level of development in terms of infrastructure and communication systems is
also important as can be seen from the problems with of drug supply, manpower, and equipment
supply.
Overall with continued diligence and development the program may have been successful, but
unfortunately war broke out again in 1983-1985 and the whole system broke down. Since the 2005
Southern Region, 3-7th January 1979 (Juba, 1979); Ministry of Health and Social Welfare, Southern Sudan, Proceedings of
the first regional conference on Health and Social Welfare in Equatoria Region, Southern Sudan, 11-14th of October 1983:
Towards health for all by the year 2000AD (Juba, 1983).
53 Ministry of Health and Social Welfare, Southern Sudan, Seminar on Primary Health Care Programme in the
Southern Region, 3-7th January 1979 (Juba, 1979).
54 Ministry of Health and Social Welfare, Southern Sudan, Proceedings of the first regional conference on Health and
Social Welfare in Equatoria Region, Southern Sudan, 11-14th of October 1983: Towards health for all by the year 2000AD.
(Juba, 1983).
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CPA was signed, a comprehensive health care policy for the South has yet to be established or enacted.
However, individual communities are rebuilding their PHCUs and maybe with time the PHCP will be
renewed. Health care during the war fell to traditional healers and international aid agencies which we
examine next.
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Traditional Medicine: An Indigenous Sudanese Model of Health Care

The World Health Organization (WHO) defined traditional medicine as “The sum of all the
knowledge and practices, whether explicable or not, used in diagnosis, prevention and elimination of
physical, mental or social imbalance and relying exclusively on practical experience and observation
handed down from generation too generation, whether verbally or in writing.”55 Traditional medicine in
Sudan, like most medical systems in the world including western biomedicine, is based on cultural
belief and practices and is integral to systems describing cosmic relations – mystical, empirical, or
rational.56 Sudan being the largest country in Africa with more than 350 distinct cultural groups and
over 100 distinct languages, has as many systems of traditional medicine and thus generalizations about
traditional medicine in Sudan are fraught with danger.
An extremely large sector of the population in Sudan use traditional medicine to meet their
primary health care needs.57 In many cases it is the only available method of health care, but even
where other methods of health care are available it is usually the most accessible and affordable method
and it is part of the belief system.58 Despite this traditional medicine is rarely acknowledged as part of
the mainstream health care system of the country and frequently it is dismissed as the practice of
quacks, heathens, or the uncivilized.59 For there to be a socially acceptable, cost-effective, efficient, and
self-reliant health care system in Sudan, traditional medicine has to be recognized and brought into the
conversation on health care policy with practitioners of biomedical medicine and traditional medicine
learning from each other.
55 World Health Organization, W.H.O. Traditional Medicine Strategy 2002-2005 (Geneva: 2002), 26.
56 Ahmad Al Safi, Traditional Sudanese Medicine: A primer for health care providers, researchers, and students
(Khartoum: Azza House, 2006) 20.
57 Ibid., 23.
58 Ibid., 23.
59 Ibid., 27.
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In the classic book Medical Anthropology, Foster and Anderson argued that concepts about
traditional medicine can be divided into two categories, the personalistic and the naturalistic.60
Personalistic is where illness is caused by an active agent and the sick person is the object of aggression
or punishment for reasons that concern him alone.61 A naturalistic system is where illness is explained
by the impersonal disturbance of equilibrium within the body or society.62 Both of these systems are
present in the cultural beliefs about health in Southern Sudan. Illness arises from the general
experiences of people everyday from natural causes with rational solutions to witchcraft, magic,
religion, systems of taboos, customs, traditions, and values. Additionally all of these feature differently
into different regional practices.63
Guinea worm infestation (dracunculiasis) can serve as an example of both naturalistic and
personalistic systems of understanding health as well as the variety of health related cultural practices
in Sudan. The Nuba people of Western Sudan noticed that wading in water causes a guinea worm
infestation thus they invented a type of high healed foot-ware that keeps their feet out of the water
during their daily activities through water.64 On the other hand the Azande people of Southern Sudan
believe that trotting on a holy man's grave will cause the infestation, thus in their culture the disease is
related to a cultural taboo.65
The role of traditional medical practitioners is not limited to treatment of disease – they are
cultural figures and often have roles at weddings, funerals, solving communal or interpersonal
problems and serving as the medium between the world of the living and the world beyond.66 In Sudan
there is a wide range of traditional medical practitioners ranging from those who do almost everything

60
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George M. Foster and Barbara G. Anderson, Medical Anthropology. (New York: John Wiley K Sons, 1978), 53.
Ibid., 55.
Ibid., 57.
Al Safi, 43.
Ibid., 45.
Ibid., 46.
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Belknap, 21
in a specific community to those who work specifically and may travel from community to
community.67 Some are only part time healers and maintain other jobs or positions in the community,
while others work full time with their practices being their main source of income.68 The variety of
healers include religious healers, shamen or women, midwives, herbalists, bone-setters, witch doctors,
eye healers, and cosmetic surgeons or tattoo artists.69 Different cultures have different names for these
practitioners and one or more may be combined under one title. In recent years, in urban areas with
access to western biomedical medicine, some traditional medical practitioners have been combining
western medical practices with their traditional practices.70
Despite traditional medicine’s popularity among the population in Southern Sudan it has been
suspect to hostilities and contempt since it has crossed paths with western biomedicine. Biomedicine
has the backing of institutions, regulations, and – infinitely more important – a continuous flow of
funds.71 Since traditional medicine is such a large part of daily life one would think it would have more
official recognition with licensing, training, and registration a part of their normal practice but this has
not been the case. In one sense this is the result of the war – organization of a national group of
traditional medical practitioners to lobby for such recognition is not forefront in people’s minds when
they have lived through twenty years of civil war. However, even if the war had not taken place it is
unclear that such organization would have succeeded.
For one thing, as all post-colonial societies have noted, it is extremely difficult to organize ageold indigenous societies into new western ideas of nationhood. Traditional healers from diverse
backgrounds are unlikely to want to share their knowledge with those from other, possibly rival,
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Al Safi, 382.
Ibid., 383.
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Ibid., 390.
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tribes.72 Traditional healers often do not even share the knowledge of their practices outside their own
families. Plus, the knowledge and ability is a prized ability thus people are unwilling to share it because
of economic reasons.
Secondly, past governments have been violently outspoken against traditional medicine – from
an Islamic standpoint during the Mahdi’s reign (1878 to 1898) and from a Christian standpoint during
the Anglo-Egyptian rule (1899-1956) – and this has made traditional medical practitioners guard their
trades even more closely.73 Even after independence, Sudan Medical Council made it unlawful for
anyone who was not registered to practice medicine and the Public Health Act of 1975 stipulated that
nobody other than those certified should assume the functions of a medical professional.74 Needless to
say traditional medical practitioners were not among those certified. At best authorities have ignored
traditional medicine and its practitioners.
There are some examples of individual traditional medical practitioners and organizations who
have lobbied for recognition by the government, but they are primarily Northern Sudanese and come
from primarily urban areas thus they are not included in the focus of this paper. However, it is
important to note their achievements for the same model may be used to include traditional medical
practitioners in the South in the discourse on health policy. One example is the work of Dr. Tigani AlMahi who was western educated but had deep interest in traditional medicine and used his influence to
develop an African “village system” model of psychiatric health care.75 Examples of Southern
resistance to suppressive authority it can be seen in the secret societies like the Mani, Bili, Bir, or Yielde
(one that is exclusive to women) that are run by commoners and whose authority is centered around
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medical knowledge, medicine, and magic that are unique to each community.76 These societies were
persecuted by both Christian missionaries and the Northern government.77
The 1975 National Health Program that committed to the PHCP in order to ensure health for all
by the year 2000, attempted to include traditional medicine in its discourses.78 It called for the use of
traditional medicine on the ground in local communities in enacting the program, but it fails to include
traditional medicine in the discourse on policy development. Traditional healers were not participants
or contributors to the discussions on health policy, there was no mention of traditional medicine in the
education material that was devised, traditional healers were not consulted even though they are
respected community leaders as well as health care providers, nor was there any mention of traditional
medicine on the essential drug list.79 A review of the program in 1982, by UN affiliates failed to
mention anything about traditional medicine except that the work of traditional birth attendants (TBAs)
who were not in affiliation with the PHCP was surveyed.80
As is described in the section on NGOs, traditional medicine clashes with NGO-based health
care distribution in a number of ways. The most important is a clash of cultures and cultural
understanding of health care and disease. NGOs come from a background of western biomedicine and
often have a superior view of western biomedicine and its advantages over traditional medicine. They
see science as backed by reason and logic and do not realize that western biomedicine too is a cultural
based understanding of health and disease.
This lack of understanding or lack of cultural competence on the part of both NGOs and
traditional medical practitioners leads to disrupting traditional roles of the health care professional,
76 Ibid., 409.
77 Ibid., 410.
78 Al Safi, 423.
79 Ministry of Health and Social Welfare, Southern Sudan, Primary Health Care Programme Southern Sudan Region:
1977/78 – 1983/84 (Juba, 1976).
80 Ministry of Health and Social Welfare, Southern Sudan, Proceedings of the first regional conference on Health
and Social Welfare in Equatoria Region, Southern Sudan, 11-14th of October 1983: Towards health for all by the year
2000AD, (Juba, 1983).
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misunderstanding of patients or patients not consistently following a care plan that is beneficial to their
health, and animosity between the two groups. Including traditional healers in the discourses on health
care either in individual communities or nationally, as well as educating each group on the practices of
the other could go a long way in resolving the conflict between NGOs, traditional healers, and
government authorities.
Traditional medicine cannot solve all the health problems in South Sudan, and in some cases it
can even cause harm, but it is an important aspect of the health of the region and must be considered in
discourses on health policy as an equal and important sector of health care.
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NGOS in Sudan: The Impact of Foreigners on Post-conflict Health Care Delivery

Non-governmental Organizations (NGOs) are vital to the health care system in Southern Sudan.
They play important roles in managing epidemics and bringing much needed drugs, medical supplies,
and health professionals to the region. They are often the only source of biomedical medicine in areas
of conflict, post-conflict, or difficult to access rural areas.81 Many of the PHCP clinics that the
government set up in the 1970s and 80s were taken over or at least being funded by NGOs.82 However,
there are many inherent problems with an NGO-based model of health care in a post conflict region,
the most important of which is that there is no motivation to develop a Sudanese based health care
system. The NGO method of care is also detrimental to social structure and they typically are not very
efficiently about long term improvement in the health of the populations they are serving. The
problems inherent in a NGO-based health care system will be examined in this section, as well as the
ways in which NGOs clash with governmental and traditional health care.
NGOs in conflict situations tend to highly prize their independence and value as outside
agencies with no affiliations on either side of the conflict.83 They often actively attempt to maintain this
independence and help the civilians caught between the warring sides.84 The effort is laudable
especially since Southern Sudanese are underrepresented in the larger decisions being made over their
home. However, there are unintended consequences when NGOs take up this mantle.
NGOs have been used in Sudan to further political interests on both sides. When the Operation
Lifeline Sudan (OLS) – a consortium of NGOs during the second war – was formed, one hope was that
81 James Pfeiffer, “International NGOs and primary health care in Mozambique: the need for a new model of
collaboration,” Social Science and Medicine 56 (2003): 725.
82 Kristina Belknap, Field Work, 1995-Present.
83 Christy Cannon Lorgen, “Dancing with the state: the role of NGOs in health care and health policy,“ Journal of
International Development 10 (1998): 335.
84 Lorgen, 333.
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it would allow the NGOs to collectively stand up to interference from the government or rebel
groups.85 This did not work. First of all, OLS had a deal with Khartoum, in which the government
could place no-fly zones and effectively cut off aid to an area.86 Second, the SRRA, the civil arm of the
SPLA, could and did commandeer food, and vehicles from aid organizations thus the NGOs effectively
become SPLA's supplier.87 This was endorsed by the US government as a way to support the rebels
without taking too much of a stance against Khartoum, which was opening up for the CIA in the
terrorist craze after 9/11.88 NGOs recoil from any form of oversight as encroaching on their domain,
but still continue the corruption from the conflict period as 'the cost of doing business'. In the postconflict situation this independence can doom a national health program.
While outside interference is a large issue, the internal culture of an NGO can also introduce
inconsistencies in its role as an outside agency. Many NGOs do come in with an agenda other than
simply providing a service.89 In Sudan, religion is often pointed to as one of the underlying causes of
the war, but twenty-seven of the sixty-four NGOs that offer health care services are faith-based.90
While the positive things this statistic might say about religion based humanitarianism should not go
unnoticed, these faith-based charities are almost all either Christian aid or Islamic relief and they are
providing aid in the midst of a conflict in which the Islam-Christianity divide is very much an issue.
This conflict of interests affects which populations the NGOs serve and which political agenda they
tend to side with.
Secular NGOs are not immune from this sort of agenda conflict. Most of the secular NGOs are
from the northern hemisphere and bring a western bias to their work, which is addressed in greater
85 Belknap, 1985-1990.
86 Fabrice Weissman, ed, In the Shadow of ‘Just Wars’: Violence, Politics and Humanitarian Action, (New York:
Cornell University Press, 2004) 137-160.
87 Ibid., 137-160.
88 Ibid., 137-160.
89 Lorgen, 335.
90 Michaleen Richer, Overview of the health situation in Southern Sudan 2002, (UNICEF, 2002) 20.
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depth below, and this is an issue when the service provided is health care. All of these NGOs do have
much in common: they have a civilizing mission. In one sense, South Sudan today, and in 1960s, has
the conflict that it has had for millennia; people from elsewhere come in with a civilizing mission –
from Egypt to Britain to Northern Sudan today.
The overall problem is that NGOs cannot be expected to provide unbiased, universal health
care. They bring in their own set of issues, often precipitated by their own cultural bias and agenda in
coming to the region. Both Khartoum and the SPLA do not hesitate to use the NGOs for their own
interests when the opportunity arises. NGOs will go along with this since the alternative is not being
able to carry out their missions at all.91
The personal level of NGOs providing health care should also be examined. Western health care
workers come in with their own world views and mindsets on what health, disease, and health care are
and often fail to see how their cultural views affect the ways they treat patients with different cultural
views.92 This point of view is perhaps most ignored by western agencies and observers, whose large
scale view obscures the social interactions resulting from this policy level plan.
James Pfeiffer examines the social effect of an NGO-based system of health care in his article
International NGOs and primary health care in Mozambique: the need for a new model of
collaboration, where he points out the immense disparities between the two communities – that of the
health care provider and that of those in need of health care.93 While the formation of an elite may be a
phenomenon that repeats itself in practically every social structure, this particular division, with
northern expatriates and southern ingratiates forming the elite has particular negative consequences for
the provision of health care.94 NGOs come to a village or town to offer health care and they set up a
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separate community, segregated from the local community they are serving.95 This has a number of
negative effects especially because the nature of health care requires a direct interaction between the
health care provider and the patient so that the patient feels comfortable disclosing information to the
provider and following through on the provider's recommendations.
While his article uses Mozambique as a specific example, many of the points are pertinent to
South Sudan. In Sudan's case, the trend of elite NGO culture is much more pronounced because of the
fact that it is a post conflict situation. Social structures that may have been in place before the war are
now severely weakened or eliminated. Conflict disrupted normal life and existing social structures,
especially in the case of Sudan where the conflict has gone on for so long, and this makes it very easy
for the emergence of a new elite: NGOs coming in to spend the millions of donor dollars that are being
thrown at the region for 'reconstruction'.96 The rejection by the Southern population of a Northern,
Arab, elite also means that the Christian or secular western patrons are viewed, in comparison, with
higher regard.97 For these reasons the post-conflict period, provides a social gap and NGOs are more
inclined to 'step into the gap' rather than support or rebuild the existing system.
The elite culture that NGOs establish in a community is detrimental to the health of the
community because it undermines the local health care providers. Only the few local health care
providers who have “worked their way in” are allowed to participate in this elite community but they
are still marginalized from within.98 Thus, the social position of health care providers that were already
present in the community – be it traditional medicine practitioners or local doctors, pharmacists, or
nurses – decreases unless they are initiated into the NGO's elite community.99 While the NGOs may
defend themselves as providing a necessary service in a very vulnerable time – that is saving lives
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every day, the impact of this on the local population and the attempts to put in place some sort of
structure after years of war, displacement, and destruction is immense. The fact that the doctor for this
population is invariably brought in from outside, part of an exclusive elite social circle, and living at a
higher income level, with noticeable technological accessories far above their own has negative effects
on the place in society of local health workers and well as the expansion and sustainability of a national
health care program, with Sudanese health workers at its helm.
The NGO model of health care has often been cited as having lower bureaucratic and
administrative costs than a national health program.100 However, in the modern NGO world this does
compute. The large NGOs and donors: WHO, Save The Children, UNICEF, OXFAM, are sizably
compared with multinational corporations and have bureaucracies that extend far beyond that which a
tiny national health care program could dream up.101 There are smaller NGOs, especially at the ground
level, and although they may have less bureaucracy inherent in themselves, they depend for survival on
the large donors, so they must fill out huge amounts of paperwork to fulfill their grants.102
The competition among on-the-ground NGOs for donor funds also leads to problems with
communication between agencies when multiple NGOs are operating in an area, or when one agency
replaces another one in the area. Being competitors for donor dollars, NGOs will tend not to
communicate openly with each other.103 As the United States health care system exemplifies,
competition in health care tends to be inefficient and rewarding to wealthier members of society; this is
not the target Southern Sudanese population. Also, NGOs themselves do not tend to be persistent in an
area; one may come into an area for a month or so, then move on to the next town.104
While lack of communication between NGOs at agency levels allows for duplication of efforts
100 C. Akukwe, “The Growing Influence of NGOs in International Health: Challenges and Opportunities,” The Journal
of the Royal Society for the Promotion of Health 118, no. 2 (1998): 110.
101 Ibid., 111.
102 Ibid., 113.
103 Ibid., 113.
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and repetition of mistakes, there is also the issue of a steep on-the-job learning curve at the individual
level. To exacerbate this, NGOs have high rates of staff turnover. As one Mozambiquan put it, “once
they learn the language and start to become effective, they leave.”105 Some foreign health workers
know they only have a short term contract and do not even attempt to learn the culture or language of
the community they are serving. This contributes to the elitist NGO culture detailed by Pfeiffer.
Language barriers are a big issue specially with health because understanding of one's body,
health, and disease are a huge part of culture and are so variable even from one Sudanese tribe or
geographic location to another. Thus a translator, either Western or Sudanese, who knows only the
language but has little knowledge of the culture, could easily mistranslate cultural health practices.106
Arabic – the lingua franca – is very helpful in the marketplace and with general communication, but the
dialect spoken in the South is primarily a trade language and is minimally helpful in a health context.107
NGO expatriates almost never learn the tribal languages, and since medicine uses jargon, translators
inexperienced in the field could easily not have the right vocabulary to adequately facilitate
communication.108 This lack of communication pits the western biomedical health care against the
traditional view. Western health care workers come in with their own world views and mindsets on
what health, disease, and health care are and often fail to see any validity in the native point of view.109
Health care by NGOs is not highly efficient and for there to be a larger impact from their
investment of time, money, manpower, and resources there needs to be a change in their methods of
operation. They need to be more effective on the ground by increasing communication with the
community and each other, decreasing their bureaucratic overheads, and developing unbiased policies –
political, religious, or cultural.
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Sleeping Sickness an example in post-conflict health care
Human African Trypanosomiasis (HAT), commonly known as sleeping sickness, has been a
public health problem in Sudan for most of the century. It is caused by the protozoan parasite
Trypanosoma brucei and is transmitted to humans and livestock by the tsetse fly vector.110 There are
two strains of the parasite in Southern Sudan. The faster acting Trypanosoma brucei (T. b.) rhodesiense
causes death in about six months of being bitten, while the slower and more wide-spread strain
Trypanosoma brucei gambiense progresses in about two years.111 As of 2002, about 850,000 people in
South Sudan still lived in areas that were at risk for the disease.112
Sleeping sickness is a difficult disease to treat both because there are no cost effective drugs and
because it is often misdiagnosed as malaria in the early stages. The early stages of the disease are
characterized by non-specific symptoms that resemble malaria; then it progresses to an infection of the
central nervous system that causes weakness, emaciation, slurred speech, mental confusion, and coma
finally leading to death.113
Sleeping sickness treatment is expensive, complicated, and can be dangerous for the patient.
Current drugs are in scarce or uncertain supply, and there is limited optimism about forthcoming drugs
entering the market, particularly for the treatment of the T. b. rhodesiense strain because it acts so
quickly.114 The dominant treatment for late-stage sleeping sickness that involves the central nervous
system is melarsoprol: an organoarsenic compound with high toxicity and not very much success.115
Active surveillance and case treatment have been found to be extremely effective in reducing disease
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transmission, particularly for T. b. gambiense.116 However, this treatment require continual and
consistent treatment which is not a reality in post-conflict situations like Southern Sudan for a number
of reasons: displacement due to conflict or post-conflict situation, lack of treatment centers, lack of
transportation to available treatment centers, or patients feel better after a treatment or two and do not
follow up.
Control of vectors has been targeted as an important method of reducing transmission to
humans in the first place and thus controlling spread of the disease. T. b. gambiense is generally
confined to a human-fly-human cycle, while in T. b. rhodesiense transmission to humans is influenced
by prevalence of the parasite in livestock.117 In periods of peace and stability communities follow
regular daily practices that limit the disease in livestock and reduce the prevalence of tsetse flies in
areas where humans live. However, these controls break down when people have to flee their homes to
escape war and outbreaks frequently occur in displacement camps or when people return from
displacement to homes that have not been maintained.
Sleeping sickness was first identified and characterized in Africa in the last few years of the 19th
century, a period that coincided with widespread and severe epidemics of the disease in Kenya,
Tanzania, Uganda, Nigeria, and the Democratic Republic of the Congo (DRC).118 These epidemics
have been associated with social and environmental disruptions during colonial administration, as well
as livestock restocking following the 1889–1892 rinderpest epidemic.119 Sleeping sickness was
generally brought under control by the 1960s in much of Africa but has re-emerged in many countries
since the 1970s. The re-emergence has been attributed to post-independence political turbulence,
unstable governments, limited public health resources, and re-allocation of domestic and international
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funding towards malaria, HIV/AIDs, and tuberculosis.120
After resurgence of the disease in the late 1970s in the provinces of Western and Eastern
Equatoria, a bilateral Belgian–Sudanese treatment and control program was implemented.121 Civil war
in the 1980s and 1990s, however, lead to collapse of the control program, and by 1997, sleeping
sickness had re-emerged in Sudan with prevalence rates as high as 19% in south-western communities
bordering the Democratic Republic of the Congo.122 From 1990 to 1995, sleeping sickness treatment in
Southern Sudan remained available at a single site, the Li Rangu Hospital in Yambio County. Although
treatment drugs were in limited supply, staff members were unpaid, and transport to the hospital was
not available, 40–50 patients per year were treated.123 There was virtually no active case detection in
Southern Sudan for more than 8 years, from 1989 until late 1997.
Infectious diseases in general become more prevalent during conflict because infrastructure that
is used to combat them during periods of stability – be it daily cultural norms or top down methods of
treatment and control – fall apart during conflict. Sleeping sickness, however, seems to be more prone
to this pattern because during periods of peace it becomes dormant and resources that would be
normally allocated to it are allocated elsewhere – for example to address such diseases as malaria,
AIDS, and TB.124 Then when conflict arises it causes devastation with death rates higher than those
attributed to AIDS in many cases.125
NGO lead programs have been the norm against sleeping sickness since the 1970s, starting with
the Belgian-Sudanese treatment center in Yambio.126 Therefore the problems that are inherent in the
NGO model of health care are prime factors in the control and treatment of sleeping sickness.
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Consistent follow through on the part of the NGOs is lacking either because of lack of funding or
because of disruption due to conflict or conflict related issues. Control over the disease will require
much more than just sporadic help from NGOs. Top-down eradication methods seem appealing
because of their ambitions large scale goals, but effective methods of control are more likely to come
from community level, rural programs that can continue to operate even in times of conflict as long as
people are present in an area.
Such programs could benefit from the already existing structures of the PHCP and traditional
medical practitioners. PHCP centers are prime units of rural health care that could be organized to
eradicate the disease. The ways that different cultures deal with and understand the disease should be
incorporated into the program, as should the leadership of CHWs and traditional healers who may be
involved in a training campaign that combines their knowledge of the disease with western biomedical
knowledge on the disease. The disease is a prime example of a health problem in Southern Sudan that
is affected immensely by the post-conflict situation, and for which the different methods of health care
available could be organized to work together to eradicate it.
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Figure 1: Prevalence of HAT in Southern Sudan between 1997 and 1999.127
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Conclusion: A Look to the Future

By examining the health care program in South Sudan in the post-conflict era of peace between
1972 and 1983, we gain an understanding of the difficulty of enacting an efficient and appropriate
health care program in a post-conflict situation. Economic, social, and political factors all have an
effect on the delivery of health care, and in a post-conflict situation the breakdown of these systems
affects everything and makes delivery of health care highly inefficient. Since Sudan has experienced
war for so long, the idea of a peaceful future has become mostly an illusion and this has immense
effects on the people's desire and ability to enact change.
A community run health care program, like the PHCP is a good idea, but in a post-conflict
situation it needs a lot of assistance from government and outside agencies in order to become a reality.
None of the health care providers discussed in this paper – government agencies, the community,
NGOs, and traditional healers – can enact an effective health care program on their own. They all need
to work together to come up with a feasible plan.
Traditional medicine alone cannot accomplish health for all South Sudanese. In some cases
traditional health practices may even be detrimental to health, but traditional medicine needs to be
taken seriously as a major player in health care and health care policy. This can be accomplished by
recognition and regulation of traditional health care providers, and by including both traditional
medical practitioners and the resources they bear in discourse on health care and in the plan for health
care provision. Traditional healers need to be open to sharing with and learning from other health
professionals.
NGOs need to take on a role that fosters sustainability of a Sudanese health care system that
will eventually be able to operate without outside help. They can do this by taking on funding of local
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health care projects rather than being the health care providers themselves; funding and operating
training programs for Sudanese health professionals; and by fostering research on local medicines and
medical practices. NGOs should take issues of cultural competency and their mission as an outside
agency seriously and attempt as much as possible to be unbiased in their services. They should attempt
to reduce bureaucracy and thus have more resources available for actual assistance on the ground.
NGOs also need to be open to work and communicate openly both with other NGOs and with
traditional healers, the communities the serve, and the local authorities.
Still, all of this coordination and communication will not be enough to ensure good health for
Southern Sudanese if the war starts again. The uncertainty that engulfs daily life in South Sudan needs
to be lifted, and this can only be accomplished by a complete end to the war. The current situation –
continued Northern manipulation of Southern differences in order to cause disputes between Southern
Sudanese groups, fighting between groups in border regions, and Northern manipulation of political
issues like the census of 2007 – do not foster a feeling of hope for the future. Both Northern and
Southern leaders need to take their service to the people of their country more seriously to ensure that
the war does not start again. The international community has a role in addressing these issues by
making sure that the CPA is upheld, and that Sudanese – North and South – get a fair chance to vote
come the referendum. They can put political and economic pressure on Khartoum that will ensure
peace, but they need to do so transparently for the sake of peace and not for their own economic or
political gain.
Health care in a post-conflict situation is a difficult thing to achieve, but it is possible with open
involvement from all involved and constant determination to close loopholes and reduce problems. My
hope is that war will not return to Sudan, so that Sudanese can focus their attention and resources on
issues like health care.
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