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I. DPIOGUPHIC LNFOB~V.TION 

Sudan i s  the l a rges t  country by t e r r i t o r y  i n  Africa 

( 2,581,741 Square Kilomctres). I n  Ifarch I983 the 

th i rd  national census showed the population t o  be 
(1) 21,592,582 persons with an annual increase of 2.i3b. . 

Of this population 20.86 are  urban, @.I$ r u r a l  and 

IO.E6 nomadic. The b i r t h  r a t e  i s  49 l i v e  babies per  

one thousand population per year. The infan t  mortal i ty  

r a t e  is 85 per  one thousand l i v e  babies. The gross 

a,nnual mortali ty i s  24 per  one thousand population (2). 

2. NATIONAL ILENTAL FiiLWTH POLICY 

The roots  of modern concepts of Kental Health in  Sudan 

a r e  contained i n  the works of the l a t e  Professor Tigani 

E l  Mahi (j), the founder of Nodern psychiatry i n  Sudan 

( and Africa ). 
I 

It was h i s  pupi l  and successor T.h. BaBsher, 

Chief Psychia t r i s t  of Sudan 1956-69 who elaborated on those 

pr inciples  t o  fornulate and implement 2 national mental 

heal th  policy. 
I 

kccording to  T.B. Baasher the cen t ra l  consti tuents of this 

policy i s  (a) the development of psychiztric care -a- 

i n s t i t u t i o n a l .  i n t o  the cornunity uld within the socio- ----.-- -.-- 
econonic contest and (b) the i n c o n o r a t i .  of psychia t r ic  

care in to  the t o t a l  health systea (4). 

Froa a prac t ica l  point  a view a p& for  the development 

of mental healtll  care was then drawn out. !his plan 

passed ovsr three d i s t r i c t  phases. 



PAGZ 2 

2 I Phase One (1956-55) .- 
During t h i s  f i r s t  phase T.B. ~ & ~ h e r  attached pivotal  importance 

on fne t ra in ing  of ment%l heal th  personnel - psychiatr is ts ,  

psychologists, social  workers, psychiatr ic  medical assistants 

and p y c h i a t r i c  nurses. 4s a r e s u l t  of t i e  gigant ic  e f f o r t s  

t o  r e c r u i t  and t r a in  psychiatric r eg i s t r a r s  and then despatch 

them t o  complete t n e i r  post-graduate qua l i f ica t ion  abroad 

( the u.K.) the nuinber of psycii iatrists  in the departilent 

increased from only one i n  1956 two i n  I960 t o  nine by 

the end of 1965. 

Memghile, trdined psyciliatric medical a s s i s t an t s  were sent  

abroad t o  in tens i fy  t h e i r  hw!ledge and experience i n  a 

reputable centre (Asfouria i n  Lebanon ). Five social  workers 

were recrui ted and given proper in-service t ra in ing  i n  psyc'niatric 

soc ia l  work. One c l in i ca l  psychologist joined the department 

and was l a t e r  helped to  proceed f o r  post-grduate study abroad. 

Qual i f ied general nurses were given in-service t ra in ind  to  

becone psychiatr ic  nurses. 

By the end of 1965 the Psychiatr ic  Department of the TUnistry 

of Health w a s  adequately manned t o  mmage the bulk of psychiatr ic  

morbidity on an ambulatory and douici l iary basis  fron the Cl inic  

f o r  Nervous Disorders, Khartoum 1Tortll and t o  o f f e r  in-gatiqnt 

care for  s ~ e c i a l  categnries of cases a t  the  psyc-hiatzic w a r d  

of Khartoum Teaching Hospital (5). Itoreover, the c l i n i c  

shouldered the duty of teaching psyc:hiatry to  the  students of 

the Faculty of ;'ledicine, High N u r s i n g  College, lfiedical Assistants '  

School, nurses' schools. The c l i n i c  dea l t  a lso with a l l  

medico-legal cases gradually transformiw the custodial  control  

of these victims into  a more humane re-arrangement. 
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2.2. ~ h a s p _ _ t , ~ o ~ Q & ~ ~ .  

Having prepared the trained medical and ot:?er s t a f f ,  the 

scene was prapared f o r  the second phase: outward expansion. 

This demanded a balanced move along two dimensions: 

ve r t i ca l ly  t o  consolidate exist ing services and horisontal ly  

t o  spread out  i n to  various regions of the cwmtry f o r  b e t t e r  

acces s ib i l i t y  and delivery of services. 

During t h i s  phase the number of psyc-hiatric units increased 

from one unit in the cap i ta l  of the country t o  e i s h t  units 

covering seven other provinces of the nortkn, east ,  middle 

and western regions of Sudan. These un i t s  a r e  located a t  

Omdunnan (1965), Por t  Sudan (1966), Wad &hi (1967), 

X l  Obeid (1968), Atbara (1972) and ICosti (1974)~ 1(64~-.ic: [ f ~ i ~ ) .  

Established on the model of the parent -mit, each of these 

units has a basic  out-?atient c l i n i c  and a subsidiary 

in-patient f a c i l i t y  f o r  short-term admission i n  a spec ia l  

w a r d  of the provincial  hospital .  

2.3. Phase Tnrre (1975-83. 
It h&s been planned tha t  by 1983 there would be complete 

coverwe of the  r e s t  o-f the country. Eight new un i t s  were 

t o  b established, one i n  each of the remaining provincial  

capitals.  Unfortunately t h i s  plan could not be carr ied out  

because of lack i n  material  and h w a  resources. The 

biggest set-back was *:he unexpectedly poor y i e ld  of q w l i f i e d  

psychiatr is ts .  Although the tr&ining pmgcaane of psychiatr ic  

r eg i s t r a r s  was going on according t o  the plan, most of those 

expected t o  re turn to the country a f t e r  qua l i f ica t ion  e i t h e r  

did  not  come back o r  migrated l a t e r  t o  work in some other  

countries. Thus although the total number of Sudaaese 

psychia t r i s t s  i s  now above f i f t y ,  only f i f t e e n  of them work 

inside the country. The number of psychiatr is ts  working 

f o r  the Ministry of Health a t  present f a l l s  shor t  of t h a t  

of 1966. 
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3. M3XTA.L HddLTH SEIVICB 

Mental health services i n  Sudan were inaugurated i n  1950. P r io r  

to  that, there had been no mental heal th  in s t i tu t ions  of any kind. 

I n  tha t  year a comunity c l in i c  was opened i n  Khartous North ( 6 ) .  
Nore than a decade l a t e r  t h i s  pioneer f a c i l i t y  was conplemented 

by the establishment of i t s  in-patient counter-part 

The Psychiatric Ward i n  Khartoum Teaching Hospital. This was 

followed by the openine of eight provincial units with similar 

emphasis on out-patient and domiciliary treatment, but s m e  

allowance f o r  admission on necessity to  psychiatric beds i n  

provincial general hospitals. 

The f i r s t  and only Mental Hospital in Sudan (~ ig-ani  E l  Hahi 

Psychiatr ic  Hoslital  in ~mdun~lan) w a s  opened i n  1972. This 

development was not a r e t r ea t  from the policy of extra-institutional 

orientation. It has been dictated by the pressing need f o r  a 

specialised teaching, training and research centre. 

A t  present we have eight out-patient un i t s  dealing with about 9% 
of psychiatric cases reporting f o r  treatment. Their t o t a l  dai ly  

attendance is about 800 cases, 15-2Wh of which a re  new attendants. 

I n  al l  we have 250 beds f o r  psychiatric pateints:  90 beds in 

Tigani El. I k h i  Hospital, and I60 i n  eight  psychiatric wards i n  

eight provincial general hospitals. 

tfe have I5  qualified psychiatrists working i n  Sudan. Of these 

8 a re  employed by the 'Elinistry of Health, 2 by the University of 

Kharto-m, I by the University of Gezira, I by the I.Iedical Corps 

( ~ ~ i l i t a r y  ~ o s ~ i t a l )  and 3 work as fu l l - t ine  private practi t ioners.  

There a re  21 medical off icers  working in our psychiatric units and 

a t  present we have only one psychiatry reg is t ra r .  

We have I 8  qual i f ied psychiatric medical ass i s tan ts ,  3 specialised 

s ta f f  nurses and 34 qualified ordinary nurses. There a re  I 4  c l in i ca l  

psychologists and I6  psychiatric soc ia l  workers. 
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4.1. Administration 

'Phe Directo-neral of Mental Healt'n who is also the chief 

psychiatrist represents his deparbent a t  the highest 

administrative level i n  the Ministry of Eealth. He has an 

equal job status t o  the Under-Secreta~j of the Ninistry 

(group one). He i s  a pemanent member of the administration 

board of the Ministry and of the supreme advisory board of 

the Minister of Eealth. He i s  responsible for planning, 

organization and administration of mental health services i n  

the country. 

With the implementation of the policy of decentralization 

and creation of autonomous regional govarments, the senior 

consultant psychiatrist in each region became the head of 

mental healt?? services i n  his region, being responsible to  

the regional i*linister of Health. 

4.2, ~lul t id isc ipl inarr  activitv 

There are several mechanisms for national coordination of 

mental health care for  dealing vith some specific problems. 

The National Council for  Prevention of Addiction includes 

leading psychiatrists as well as  sociologists, psychiologists, 

lawyers, police men, educationists and publicists. The ins t i tu te  

of Traditional Iiedicine incorporates the activity of psychiatrists 

with that of a wide range of medical and other professionals in 

appraisal and c r i t i ca l  evaluation of existing trrdit ional  healing 

practices. 

4.3. Itental Health Legislation 

The Pu'ilic Health Act, 1975 repealed the previous Public Health - 
Ordinance 1939. Chapter XII I  of this  act i s  devoted to Kental 

Health. Article 73 deals witin the constitution of the Province 

Nental Hea,ltfl B o d  (RDIB) subordinate to the Commissioner who is  

i t s  chainnaz and his assistant who i s  its rapporteur. I t s  members 

include the psychiatrist in charge and representatives of each of 

ths security organ, social care department, prisons department, 

Attorney General's Chambers, and three of the members of the 

Province Health Conmittee. 



The PMHB has the following Mct ions : -  

(a) t o  undertake s tudies  and research i n  psychological, 

mental and nervous diseases and disturbances and 

provide protection, treatment and the necessary care 

f o r  those suffering from the sane and t o  endeavour to  

es tabl ish the necessary heal th  centres f o r  trealment 

of mental diseases i n  the province according t o  the 

conditions prescribed by any regulations o r  orders 

made under t h i s  act. 

(b) t o  s e t  up mental health comi t tees .  

(c)  t o  order detention of any pa t ien t  whose detention is 

reconmended by the psychiatr is t  i f  he const i tutes  a 

danger t o  himself o r  otners and take such l ega l  

measures before any competent court f o r  attachment 

of the property of such pa t ien t  and r e s t r i c t i n g  

disposal there-of u n t i l  his recovery. 

(d) t o  receive monthly reports from the psychia t r i s t  on 

the detained pat ients  and take such measures a s  i t  

deems appropriate i n  respect of such reports. 

(e) t o  make the necessary by - laws . . . . . . . (7) 
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4.4. Cost of psychiatric treatment 

I n  state-owned psychiatric out-patient u n i t s  belonging 

t o  the Iiiinistry of Health, the Universit ies ori.iedica1 

Corps (mil i ta-y hospital)  treatment is provided f ree  of 

charge including any WS available a t  tine Unit ' s 

phzrmacy. I n  state-owned hospi ta ls  in-patient treatment 

is a lso  f r e e  of charge i n  t h i r d  c lass  wards. Those who 

choose t o  be admitted i n  first o r  secondclass  would have 

t o  pay by themselves o r  by t h e i r  employer a f ixed r a t e  

per bed per day, but would not  pay f o r  the medical care 

o r  the dmg available a t  the hospi ta l  pharmacy. 

I n  the pr ivate  sector,  mzny psychia t r i s t s  a re  running 

private  out-patient c l in ics  on part-time o r  full-time basis. 

In these c l in i c s  treatment charges have t o  be met by the 

pat ients ,  t h e i r  re la t ives  o r  t h e i r  employers. Private 

hospi ta ls  can also admi t  such pa t ien ts  and i n  such cases 

the individual o r  his employer would pay the hospital  

charge, the cost  of drugs m d  the doctor's fees.  

4.5. Rehabili tation Promammes 

1Jo special  mental health rehabi l i ta t ion  prograErme exis t s  

i n  Sudan yet. However, the therapeutic team headed by the 

psyc'niatrists endeavours t r i e s  t o  push the pat ient  back t o  

h i s  job as soon as  possible. This is f a c i l i t a t e d  by the 

prevail ing atmosphere of family support and peer empathy. 

During the phase of act ive treatment the pa t ien t  is given 

medical r e s t  from work w i t h  f u l l  salary f o r  up t o  six months 

followed by another period of up t o  six months on half-salary. 

Thanks t o  the achievements of contemporary psychophamaceuticals, 

psychotherapy and social  theracy with involvement of the family 

and surrounding cornunity i n  h e l p i w  the pat ient ,  few cases 

would need t o  stay away fron work f o r  so many months. 

I n  chronic cases where return t o  previous work can not be 

achieved, a medical board i s  held to  declare the pat ient  

medically u n f i t  fo r  fur ther  pursuance of the  par t icu lar  job, 

thereby securing f o r  him h i s  after-service rights.  

Simultaneously the therapeutic team would help the pat ient  

t o  obtain and adjust  t o  some other  job o r  occupation. 
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4.6. Links with Pr- Health Service 

A s  the care of mental health services i n  Sudan is  

extra - institutional with out-patient U n i t s  semi% 

ambulatory patients i n  each catchment area, referral  

of psychiatric cases from primary health care units 

goes on fa i r ly  easily. However, the present 

distribution of psychiatric units does not pennit 

an adequate degree of accessibility to these faci l i t ies .  

In a ter r i tor ia l ly  vast country l ike  Sudan w i t h  inadequate 

transport in many parts of it, there i s  a particular need 

fo r  developing closer links between mental health services 

and primary hezlth care units. Yet, our plans for  integration 

of these services are based on a more basic conceptualisation 

of the inter-relationship and inseparability of body and mind. 

Trained psychiatric personnel a t  some level o r  another should 

be included i n  the team of primary health care. The activity 

of th is  personnel includes dealings w i t h  local family, 

educational and social agencies. 

5. T R A I l i G  IN >lZIJTAL BEAL2nrl CARE 

The University of Khartoum i s  about to run a post-graduate training 

programme in psychiatry. It i s  intended to be a three year course 

awarding the degree of Master of Psychological Medicine. The 

detai ls  of this  programme have not yet been worked out and some 

time may be needed before i t s  pre-requisites are obtained. 

In Sudan we have a special school for  training psychiatric Medical 

Assistants. The recruits are usually qualified nurses with adequate 

experience and high merits who pass an admission competative 

examination. The duration of the course i s  three years. In praoticse, 

psychiatric medical assistants have proved to be capable of i n i t i a l  

handling and post-therapeutic follow-up of psychiatric cases a t  

the primary health care level. k t  present they man the reception of 

new arrivals a t  our psychiatric units. They deal with most of the 

simple problems and refer the others to a higher level of 

qualification. 



6. BASIC ORIENTATIONS OF SUDANESE PSYCHIATRY 

Over the years, from the explorative efforts of the 

forties to our present multifunctionary activity, sudanese 

psychiatry has acquired some distinct orientations in its 

attitudes to mental health problems and their tackling within 

their specific socio-cultural setting. 

The fundamental constituents of the emerging school of 

sudanese psychiatry are summarized in the following : 

6.1. Ecclectic disposition : 

Drawing freely from the achievements of contemporary 

psychiatry, nothing is accepted or rejected at face value. 

Critical appraisal and practical testing are necessary. We 

belong everywhere, but nowhere. 

6.2 Extra-institutional orientation : 

The core of our activities is ambulatory and, whenever 

possible, domiciliary based.Patientsl consultations are carried 

out mostly in extra-hospital facilities (out-patient units). 

96 % of all patients are found to be manageable without resort 

to hospitalization. 

6.3 Involvement of family in therapy : 

With the patient's consent, accompanying family members 

are actively encouraged to participate not only in interviews 

and discusssions, but also in administration of therapy. 

Given necessary instructions and explanations these family 

members proved to be our most reliable "nurses". Thanks to this, 

no more than 4 % of all our patients are in need for hospitalization 

and even then, not for any longer than 2-3 weeks. 



6.4. Peripheral delivery of services : 

Instead of patients travelling to receive treatment at 

centrally located facilities, with minimal starting pre- 

requisites, psychiatric units are stretched out to districts. 

Well-trained psychiatric medical assistants can cover primary 

mental health care requirements, even in areas where no trained 

medical doctors are around. 

6.5. In-service treatment : -- 

Thanks to the prevailing extra-institutional orientation, 

active family involvement and peripheral delivery of services, 

the patient's return to his own occupation is secured in the 

shortest possible time. Starting with light duties (qualitative 

and/or quantitative reduction of work load), the patient is 

allowed to gradually return to normal occupational duties in an 

atmosphere of emphathy and emotional support from both the 

employer and surrounding work-mates. 

6.6. Integration of psychiatry with general medicine : 

Mental health facilities are incorporated with general 

medical facilities at both the ambulatory and in-patient level. 

For this purpose, psychiatric wards in general hospitals are 

encoraged and held in preference to separate mental hospitals. 

6.7. Multi-disciplinary mental health team-work : 

The therapeutic mental health team is constituted of 

a psychiatrist, psychologist, psychiatric social worker and 

psychiatric staff nurse. With proper training of its constituent 



members and clear definition of the roles of these members, 

they can collectively cater for all the bio-psycho-social 

aspects of mental health proBlems. 

6.8. Interaction with traditional healers 

Mental health problems can only be tackled in relevance to 

the socio-cultural setting in which they arise. Time-honoured 

methods and techniques of traditional, particularly faith 

healing deserve scientific attention. Their critical evaluation 

should go hand in hand with positive interaction and creative 

collaboration with their most prospective and fruitful modalitiss. 

6.9. Research acticity.: 

Priority is given to studies determining the magnitude 

and trends of mental health problems in our community. Observation 

of psycho-social phenomena and study of their dynamics (e.g. 

urbanization and rapid Social change, emigration, transettlement, 

etc.) provide data of paramount significance for the appropriate 

planning of services and the priorities of their delivery. 

These are the major orientations and current pre-occupations 

of Sudanese Psychiatry. 
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