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Editorial

Improvement of the Medical Education 
Situation in Sudan: Collegectomy 
is Not the Only Management Option
Mohamed Elhassan Abdalla*, Mohamed Hassan Taha

Medical Education Centre and College of Medicine, University of Sharjah, United Arab Emirates 

Abstract

Sudan witnessed an increase in the number of colleges of medicine after the higher 
education revolution in the early 1990s. Many authors writing about medical education, 
both in Sudan and across the world, have described a negative correlation between 
the increased number of medical colleges and the quality of education provided by 
those colleges. Many educational leaders in Sudan are calling for action to deal with 
the issues arising from this great expansion of medical colleges, with opinions varying 
from collegectomies (closure of the colleges) to merging colleges.

Several strategies have been implemented in Canada, Iran, the Philippines and South 
Africa to deal with similar situations. These have included college support such as 
funding or technical support, changing the colleges’ educational strategies, modifying 
the curriculum, integrating (rather than merging) colleges, and collegectomies.

This paper outlines possible actions to be taken in response to the expansion of 
medical colleges in the Sudanese context. It explores the international experience 
with the situation in an attempt to augment the discussion with options that may help 
to improve medical education. 
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Abstract
Background: Sudan’s experience with Medical Education (ME) is one of the oldest
regionally. It started with one school and has currently reached 66. This number is
among the highest and Sudan is one of the largest physicians-exporting countries.
Thus, Sudanese ME has great regional influence.
Objective: To review the history of Sudanese ME and determine factors contributing
to its transformation.
Methods: Internet and desk search was conducted, relevant articles and websites
were accessed, hard documents were reviewed, and eminent Sudanese figures in the
field were consulted.
Results: Sudanese ME is meagerly documented. The path of ME was described in four
phases including some of the significant local and global factors.
Phase one (1924–1970) started by establishing the first medical school and
characterized by steady growth and stability. Influences were the Flexner’s era and
the Sudanese independence atmosphere. During phase two (1978–1990), provincial
public schools were opened in addition to the first private school. Influences were the
Sudan’s commitment to Al Ma Ata recommendations and the revolutionary changes
following constructivist views on learning. Phase three (1990–2005) was formed by
the Revolution in Higher Education leading to mushrooming of public and private
schools across the country and influenced by local sociopolitical turbulence. In phase
four (2006–2018), authorities launched formal ME regulatory efforts. It is still being
transformed by contradicting local factors and strong international directions.
Conclusion: Sudanese experience with ME is noteworthy; it offers important lessons
and gives the needed wisdom for dealing with ME challenges in Sudan and beyond.

1. Introduction

Sudan is the third largest country in Africa with a total population of around 40 million
people [1]. It borders seven countries and its capital is Khartoum. Sudan is a miniature
representation of the diversity found in most African countries [2, 3].

The country is composed of 18 states; approximately 66% of the population lives in
rural areas [4], and the percentage of poverty is around 46.5% [5]. The country suffers
from a marked shortage in health workforce worsened by poor distribution over the
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Introduction

Sudan witnessed an increase in the number of colleges of medicine after the higher 

education revolution in the early 1990s. The total number rose from three to 66, an 

increase equally split between public and private colleges [1, 2].

Many researchers in the field of medical education have described a negative 

correlation between this increased number and the quality of the education at these 

colleges [3, 4]. The situation in the United States that lead to the Flexner Report in 

1910 is still shaping our thinking about medical education [5], although some authors 

have argued that there is no evidence of this correlation [6].
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Those who are concerned by the negative impact on quality call for actions against 

colleges that do not meet educational standards [7], such as the immediate closure of 

these colleges (i.e., a collegectomy). 

This paper outlines the possible actions to be taken to address the expansion of 

medical colleges in Sudan, expanding the discussion via the provision of a range of 

options that may help to improve medical education while avoiding ‘collegectomies’. 

Colleges of Medicine and the Society

In general, medical colleges hold a distinguished position within society and higher 

education systems because their mandate is to serve that society [8]. According to 

the definition of social accountability for medical colleges, ‘society’ includes the local 

society, the country, the region and the nation – provided the colleges’ graduates 

engage in research and health services that serve any of these levels [9]. Based on this 

mandate, medical colleges are engaged in a highly dynamic relationship with society, 

using it and its institutions to teach and train students, provide direct and indirect health 

services, and draw on resources for research.

Based on the above, medical colleges have a social contract with the society they 

serve. This contract has an explicit duty to graduate safe doctors to practice in the 

society, especially if the students are recruited from the same area where the college 

is located. Incidentally, research has indicated that attracting students from or training 

of medical students in less developed regions leads to retention of a large number 

of graduates in those areas as part of the working health force in the future [10, 11]. 

Colleges also participate in the development of health systems and the healthcare 

environment in general, as medical education is defined as ‘the art and science of 

training doctors who can practice safely in the society and work with partners to create 

a suitable environment for the work of those graduates’ [12].

Another part of the contract is implicit, and relates to fostering the development of 

the society through different activities, such as students’ extracurricular activities, the 

public service activities of faculty members, and the creation of job opportunities for 

members of the society.

What is mentioned above does not mean that the establishment of medical colleges 

is the only solution to a society’s development, as establishment in itself requires 

preparation and adequate resources [7, 13, 14]. These can include:
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.1 	� The presence of hospitals and health centers that provide the minimum level 
of clinical training with a plan to provide advanced training if needed (the goal 
here is not only buildings but also the number and appropriateness of cases for 
training, taking into consideration that some practical training may need to be 
conducted in other social institutions, like social affairs institutions, depending 
on the type of curriculum being used).

.2 	� The presence of a working and living environment that facilitates the recruitment 
of the minimum number of permanent faculty members to create an acceptable 
ratio of faculty members to students (not everyone who teaches at a college is 
considered as a permanent faculty member, as there are also adjunct faculty 
members and visiting faculty members who affect the ratio of teachers to 
students).

.3 	� Administration, governance (including the nature of the relationship with the 
university administration) and a faculty development plan.

.4 	� A curriculum that is appropriate to the nature and purpose of establishing the 
college (one of the most dangerous things a medical college can do is adopt 
another college’s curriculum as it is).

.5 	 Support staff and services.

.6 	� Other educational resources (laboratories, libraries, dissection rooms, clinical 
skills/simulation laboratories, etc.)

.7 	� Student recruitment plan: being aware of the faculty–student ratio, learning 
resources and places of residence.

Some colleges in Sudan were established without a complete study plan. However, 

these colleges have students, faculty, employees and workers, and the society in which 

they operate has benefited from the presence of the college in many ways, including 

new job opportunities and the provision of health and medical services. The most 

important thing to consider is that these colleges may produce much-needed new 

doctors, after all the doctor to population ration in Sudan remains small, especially with 

regards to the general health coverage goal of 2030 [15]. However, it is crucial that a 

high level of quality in all the colleges is ensured so that their outputs satisfy society’s 

health needs. 

Collegectomy or not? 

This paper proposes a balance between quality and society’s needs by asking that 

each college be taken as a separate case instead of making a collective decision. It is 

necessary to consider all the educational and social aspects related to the college to 

avoid doubly penalizing the societies in which these colleges operate: both by opening 
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the college in the first place without the necessary study plans, and then by making a 

decision regarding its closure without carrying out the appropriate studies.

Based on successful practices in medical education worldwide, some of the decisions 

may be made using the following list: 

.1 	� College support. Here, support is not limited to financial but to any other form of 
support including that pertaining to the faculty and the curriculum. 

2.	� Changing the college strategy. This can be done by adopting social 
accountability, a solution that several other countries such as South Africa, 
Canada, the Philippines and Australia have used to increase the effectiveness 
of their medical colleges [16–19].

3.	� Modifying the curriculum. This can be done by following the step-ladder curric-
ulum, which is one of the solutions which the Philippines has used to establish 
medical colleges in remote places [20, 21]. Society-based clinical training could 
also be implemented – it is currently practiced in certain Canadian colleges [22]. 
Finally, adopting inter-professional education to maximize the effectiveness of 
graduates should be considered [23].

4.	� Integrating medical colleges. Colleges could be encouraged to work together 
and share experiences and learning resources using a schedule to work toward 
independence; Canada and Iran have implemented this [17, 24].

5.	� Collegectomy. If no other option can be applied, a Flexnerian-era collegectomy 
becomes a viable option [25].

6.	 Any other solution that fits the Sudanese context.

A common but discouraged practice is to transfer students from one college to 

another college; this has adverse effects on the host college’s students by increasing 

the proportion of students to faculty and heightening the academic burden on the faculty 

members and the hosting college’s students. It also has future adverse effects on the 

guest students, as it reduces their association with their college and the society of that 

college. In short, it may negatively impact and even undermine the goal of establishing 

the college in the first place.

Many stakeholders, especially those on social media platforms, are calling for the closure 

of the so-called ‘new’ medical colleges (‘collegectomies’). However, this paper argues that 

what should drive the decision-making regarding collegectomy is Sudan’s medical council 

(SMC), which has a well-structured process and standards for accrediting medical schools. 

It is important to support SMC in this regard, which can be done with political empowerment 

and the necessary financial resources as part of a national plan to improve the quality of 

medical education in Sudan featuring collaboration between all stakeholders. 
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Conclusion

This communication suggests a balance between quality in Medical Education in Sudan 

and the society’s health and health-related needs; it explores international experiences 

that can be adapted to the Sudanese medical education sector, allowing for the 

consideration of each College as a separate case. Closing colleagues (Collegectomy) 

is not the only solution. 
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