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Summary
The Federal Ministry of Health conducted a review of the national health
financing system with the objective of identifying strengths and weaknesses as a prelude to developing a national strategy for health financing. A task force conducted this review using an a priori framework(1). To
assist the review, a tool called Organisational Assessment for Improving
and Strengthening Health Financing or the OASIS/Excel Aid was used. The
country has certain peculiarities in terms of its political landscape in the
wake of a federated decentralisation, a demographic structure influenced
by migration and urbanisation, and an economic outlook marred by poverty, outstanding debt and sanctions imposed by western countries.
Health System
Sudan, a lower middle income country, spends almost 6.5% of its GDP on
health with an out of pocket share of about 70% or 84US$ per capita and
22.34% through GGHE that translates to 26.93US$ per capita or 8.23% of
the general government expenditure (GGE). This is far below government
commitment of 15% at Abuja,but over 15% higher compared to that in
2008. The health care infrastructure and other components of the health
system are weak; reflected in low coverage and access to services. Sudan
is unlikely to achieve the MDGs, except for malaria control. Despite this, an
ambitious National Health Sector Strategy (2012-16) has been launched
that aims to achieve universal health coverage, highlighting the need for
resources.
Health Finance System
The Sudanese system for financing health is mixed with a complex flow
of funds. Households are the main financiers, while public sector contributes to about 1/5th of the total health expenditure. A number of actors
are identified and include in addition to donors and partners, the public
and private enterprises. The health financing system has generally been
weak, reflected in the fact that despite a whole range of reforms from levying user fees to introducing health insurance and free care policies having
been made, a recent international conference on the road to universal
(1)
Inke Mathauer and Guy Carrin, 2011, The role of institutional design
and organizational practice for health financing performance and universal coverage, Health Policy 99 (2011) 183–192
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health coverage for Sudan has identified a whole range of issues in health
financing that need to be resolved.
4.6. Tax-based healthcare financing
Within the tax-based system of financing, resources for health are generated through public, private and other sources. In the public sector revenue
is collected through levying taxes and exploiting non-tax sources. The former has stagnated, but the latter was increasing until the Southern Sudan
separated from the mother country Sudan in 2011. The federal transfer is
channeled to the states, from where it reaches health facilities via the respective locality. While the amount transferred to different states does not
follow a standard or formula, the amount received at facilities is 27% of
what is meant in real terms for facilities. The facilities at different levels of
care provide the whole range of benefit package in return for a user fee
which is waived if insured or through measures like safety nets for the poor
and destitute. In the next chapter financing of health through insurance is
discussed.
5.4. Social health insurance
With the promulgation of National Insurance Corporation Act (1994,
amended in 2001 and subsequently in 2004), a number of insurance
schemes were launched including: national health insurance, police services health insurance, armed forces health insurance etc. The National
Health Insurance Fund has its headquarters in Khartoum. There is a state
health insurance fund in each state and an office in each locality. The
membership of the fund is compulsory for the formal sector, while it is
voluntary for the informal sector and small companies (≤ 10 employees).
However, the latter is free to move out and enroll with private health insurance schemes after negotiating and paying a reduced contribution as fine.
The subscriber unit is ‘family’ and the benefit package covers almost all
services including, in some cases, even treatment abroad. Being a member
incentivizes the insured to use services, but given the limited pool and low
level of premium and extensive non-costed benefit package, the financial
status of the fund is not good.
7.3. Stewardship of the health financing system
The health financing stakeholders are adequately represented in the oversight/ governing bodies, the interest groups pursue their interests as well
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as public interests. However, with multiple bodies involved in
stewardship this poses an inherent weakness in terms of the coordination
and joint action for health. There is no clear division of labor among the
various stewards, which causes disorganization. Also, the various stewards
and oversight/governing bodies do not have the sufficient technical and
financial capacity to undertake their tasks. In this regard, a feeling prevails
that for MOH is difficult to undertake their role as a steward.
Assessment of the performance of the health financing system
The performance of the health financing system was assessed against the
nine indicators in the OASIS framework. There is a net increase in per capita expenditure on health; however, there is a decline in GDP due to the
decrease in oil revenue. With respect to the level of population coverage,
overall 70% of the population lives within 5 km from their residence, however, only 24% of the health facilities provide essential PHC services. The
financial risk protection coverage by NHIF is 37.3%, where the majorities
are from the formal sector.
The current financial system has not been able to protect people from financial catastrophe and impoverishment due to ill health. The prepayment
ratio (GGHE/THE) has decreased from 28.9% (2008) to 22.34% (2011) as a
result of decrease in public share in THE although THE increased by about
15%. The percentage of households experiencing catastrophic expenditure and the households impoverished due to out of pocket expenditure
on health has increased (OOP 64% in 2008 to 70% in 2011).
Inequalities emerge in health utilization and consequently in health status
of the population.MOH expenditure is highly inequitable, as the poorest
20% of the population received only 13% while the richest received 26%
of the expenditure. The NHIF benefit package has not been costed and is
defined as an ad hoc basis. Cost effectiveness studies are yet to be undertaken. General administration of health and insurance together consumes
about 4% while 3.35% of health funds are spent on provision and administration of public health programmes.
Institutional and organizational bottle necks
While health financing is low, there are multiple silos for financing health
and the system for federal transfers down to the health facilities is com-
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plex. There are no national council for health representatives in many
states thus aggravating the fragmentation of the system.
The prepayment insurance scheme in the public sector has several issues:
enrolment has stagnated, which is often subject to adverse selection in
terms of the poor and destitute, thus requiring structural reforms in collection, pooling and purchasing. The private health insurance schemes
are small and serve paying clients selected through cream skimming. The
collection of funds for the national health insurance is low with policies
such as the exemption policy furthering the decrease in amount of funds
received.
The collection of taxes is low. Non-collected direct tax poses as a huge
loss of potential government resource. Allocation of funds is not based on
health needs of the population. It is fragmented and vertical in nature and
with no transparency. This fragmentation decreases efficiency of health
services as poor governance produces inequity. The collection of funds for
the national health insurance is low with policies such as the exemption
policy furthering the decrease in amount of funds received.
Purchase of services is fragmented, as there are many bodies purchasing
and no rule to consolidate this, resulting in inefficient provision of services.
The review revealed that Sudan’s health system is faced with many challenges that pervade across all its components.
A regulatory framework is in place but requires changes to cope with the
challenges posed in the new political arena by demographic profile and
economic stress. In a nutshell, this review of the system of financing health
has indicated the decreasing level of funding in real terms counting the
rising inflation, low coverage both by health services and insurance, resulting in the health system faltering in protecting the population from
financial risk due to ill health. The efficiency, both economic and administrative, is an issue, while equity is eroded, it’s proven by the fact that
the poorest 20% or the lowest income quintile receives only 13%of public
sector expenditure on health, while the richest or highest income quintile
receive 26%. Finally, institutional and organisational bottlenecks are identified through which this review may contribute to defining policy options
for a robust strategy for financing health in Sudan.
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Section 1: Introduction
Sudan Federal Ministry of Health (FMOH) in collaboration with the World
Health Organization (WHO) conducted the organizational assessment for
improving and strengthening health financing (OASIS) system. The outcome is presented in three sections, essentially corresponding to the three
components of the OASIS tool that was used for the exercise. In this section, findings related to the stakeholders, and the way the health financing
system is organized, operates and performs is presented in two chapters:
firstly an overview of the OASIS exercise, and secondly related features of
the health system.
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Chapter 1: Overview
A review was conducted to establish a baseline and define strengths and
weaknesses in a bid to suggest interventions for reforming the health financing system so that Sudan can achieve universal health coverage (UHC)
for its population. The UHC for the purpose of this exercise is defined as,
“access to key promotive, preventive, curative and rehabilitative health
interventions for all at an affordable cost, thereby achieving equity in access”(1). This chapter, after laying the objectives, defines the conceptual
framework and methodology that was used to conduct this assessment. It
concludes with a résumé of country context relevant to health financing
system.
1.1. Objectives of the report
With the overall aim to achieving universal health coverage, the objectives
are:
1. Review Sudan’s health financing system and assess its performance;
2. Conduct SWOC analysis of the health financing system in Sudan;
3. Define policy options and measures to improve performance; and
4. Develop a health financing policy/strategy.
1.2. Analytical framework
OASIS is an approach to systematically analyze the strengths and weaknesses of a health financing system and to identify measures for improving its performance as a means to achieving the policy goal of universal
health coverage. In turn, the ultimate health system goal, i.e. improved
and equitable health outcomes are achieved.
Figure 1.1 presents an overview of the analytical framework for the OASIS. According to this framework, stewardship is an overarching function
of the health financing system, having effect on the three financing functions: resource collection, pooling and purchasing. This analysis, within a
country context, focuses inter-alia on the institutional design and organizational practices of health financing. In order to measure the degree of
the attainment of the three health financing objectives, i.e. sufficient and
sustainable resource generation, financial accessibility and optimal use of
resources, nine performance indicators are selected. These indicators are
generic, applicable to the different types of health financing systems.
(1) http://www.who.int/universal_health_coverage/en/
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1.3. Methodology
The exercise, which uses the OASIS analytical approach, in line with the
objectives of the study, was conducted in 3 steps:
1.Review of the Sudan’s health financing system and assessment of its
performance;
2.Conducting the SWOC analysis of the health financing system in Sudan;
and
3.Defining policy options and measures to improve health financing system performance.
A five-member’ core team was organised to conduct assessment. While
one of the members had received training, others were orientated on the
exercise and a hands-on training was given in using OASIS Excel Aid/tool.
The stakeholders for the exercise were identified(1) and involved in the
exercise by their attendance in meetings, workshops and in-depth interviews. As a part of the exercise, three workshops were held: first to present
and agree on the purpose and methodology; second to present and review results of assessment; and third to discuss the recommendations and
policy options for improving health financing system.
Both qualitative and quantitative data was collected using primary and
secondary sources, in accordance with guidelines provided in the OASIS
manual. Secondary data was obtained by review of documents such as
the National Health Account, the World Bank’s Public Expenditure Tracking
Survey, the Sudan Household Health Surveys and others. Moreover, current policies and legislations were reviewed. Using qualitative techniques,
primary data was collected, primarily to fill the information gap and to
clarify and have in-depth understanding of the issues related to the health
financing system.
(1) Federal Ministry of Health; National Health Insurance Fund; Representatives from:
Federal Ministry of Finance; Ministry of Social Affairs; Police, military and other public
organizations that contribute to the financing of health system; National Assembly
and specifically the Health Committee of the parliament; Commission responsible for
allocation of resources to states; selected state ministers of health; States Council; and
UN agencies.
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Figure 1.1: OASIS Analytical framework
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1.4. The country context
The land and population: With a land
area of 1.8 million square kilometers
and traversed by the Nile and its tributaries, Sudan shares borders with
Southern Sudan, Central African Republic, Chad, Libya, Egypt, Eritrea and
Ethiopia. It has access to the Red Sea
with 853 kilometers long coastline. Its
terrain is generally flat, with mountains in the northeast and west, while
desert dominates the north.
Sudan’s total population is 36 million(1) that is growing annually by 2.5%,
and is expected to double in 30 years. Sudan is at the bottom of UN Human Development Index(2) ranking 171, with about 46.5% of population
living below poverty line, earning less than 1 US$ a day, while 8% living
in extreme poverty. Those hardest hit by poverty are rural dwellers, particularly women and internally-displaced people(3). There are variations
between states: Khartoum is relatively well off, while North Darfur has the
highest proportion of people living in the lowest income quintile. 62% of
the population is under 25 years, translating into a high dependency ratio with 4 people (under 15 and over 64 years) dependent on one working-age person. Employment to population ratio (% ages 25 and older)
stands at 59.4%.
Migration and Urbanization: There has been increasing urbanization,
resulting in an increase in the urban population by 5 times since independence; mainly due to exhaustion of natural resources and forced migration
due to war or natural disaster. About 4 million people are internally displaced persons (IDPs). Seasonal migration is seen in nomadic populations,
who also have the least literacy rate and worst health indicators. External
migration is a serious issue; between 1998 and 2007 more than 2 million
university graduates left the country mostly to Gulf countries(4) and an
estimated 75% of medical graduates migrated in the

19

(1) http://www.cbs.gov.sd/en/files.php?id=7#&panel1-4 accessed 27-05-14
(2) Human Development Report, 2013
(3) CBS (2010), Sudan National Baseline Household Survey, 2009
(4) Saeed A M and Badri Y, (2010) Policy analysis report: Sudan’s internal population
displacement and migration – magnitude and policy issues in the new millennium.

past 5 years alone(1).
Decentralization: Sudan comprises 18 states and 184 localities. It is a
federated republic with powers devolved to the states and localities. This
distribution of powers to different levels of the government derives from
Schedule A (national powers), C (state powers) and D (the concurrent powers) of the national constitution and Local government Act, 2003. In reality
however, powers are seldom exercised at the state and locality level, due
to the weak technical and institutional capacities. While the resources are
scarce and generated at different levels(2), what is available is not distributed and transferred equitably. Despite the Fiscal and Financial Allocation
and Monitoring Commission (FFAMC) assigned to determine the allocation
of finances vertically between government tiers and horizontally among
states, there is no mechanism to regulate revenue sharing transparently.
The federal government decides what the states get, and the states decide
what the localities get. Such hegemony impedes the local government in
discharging its responsibility: education, health, security, development
and dispute resolution. The participation of
(1) Ayat Siddig Yousif Abuagla, 2013, Maginitude and trends of doctors and nurses
outmigration in Sudan, The Evidence, issue 5, March, 2013
(2) Sources of National Revenue: 193 of constitution- The National Government may
legislate for raising revenue or collecting taxes from the following sources:- (a) national personal income tax, (b) corporate or business profit tax, (c) custom duties and
import taxes, (d) sea-ports and airports revenue, (e) service charges, (f ) oil revenues,
(g) national government enterprises and projects, (h) grants and foreign financial assistance, (i) value added tax or general sales tax or other retail taxes on goods and services, (j) excise duties, (k) loans, including borrowing from the Central Bank of Sudan
and the public, and (l) any other tax as determined by law.
Sources of States Revenue: 195 of constitution - The states may legislate for raising
revenue or collecting taxes from the following sources: (a) state land and property
tax and royalties, (b) service charges for state services, (c) licenses, (d) state personal
income tax, (e) levies on tourism, (f ) state share of oil revenue as is set out in Article
192(5) of this Constitution, (g) state government projects and national parks, (h)
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stamp duties, (i) agricultural taxes, (j) grants-in-aid and foreign aid, (k) excise duties, (l)
border trade charges or levies in accordance with national legislation, (m) other state
taxes, which do not encroach on National or Southern Sudan Government taxes, (n)
loans and borrowing in accordance with Article 203 of this Constitution, and (o) any
other tax as may be determined by law.
The locality level (as in Elabassi, 2003) generate revenue through (a) estate tax, (b)
sales tax, (c) tax on local production of animal and agricultural products, (d) local
transportation (river and roads) or toll tax, and (e) excise duty on local industry.

the community in service delivery is weak and they have a limited role in
decision making.
Economy: Sudan is rich in natural resources, including oil, agriculture and
livestock. Its economy boomed in 1999 due to the increases in oil production, high oil prices, and significant inflows of foreign direct investment.
Despite sanctions and additional safeguard policies of the west, it was one
of the world’s fastest growing economies until the second half of 2008,
scoring an average annual growth rate in the range of 5-7%. However,
this economic growth benefitted mainly the capital cities, leading to the
increasing disparities between rural and urban areas as well as between
states and the geographical regions of the country. With the secession of
South from the mother country Sudan to form an independent state of
South Sudan in July 2011, 75% of oil production was taken away by the
new nation, and that had an impact on government revenues as oil contributed about 30% of the national budget (see figure 1.2).
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Figure1.2: GDP growth by sectors

Further, this state of economy is likely to impact the future economic forecast and fiscal space and resources available for social services including
health. Tax evasion is calculated by estimating the size of the underground
economy and it’s GDP. In Sudan, the tax evasion is of substantial size. It is
still increasing and currently stands at about 53% of the actual tax yield
and 33% of potential tax yield(1). The country’s GDP (2005 PPP $) for 2013
is 83.8 billion, while GDP per capita (2005 PPP $) is 1,878(2). Likewise, the
country’s per capita GNI (pppint $) stands at 2120$, while 46.4% of population lives on < 1$ (pppint $) a day(3).
Debt: As indicated in table 1.1, Sudan has an external debt of 37 billion
US$, accumulated since the 1960s on account of foreign borrowing on
non-concessional terms to finance the large-scale industrialization (4). According to the World Bank, this debt is unsustainable as Sudan is unable to
service it while struggling to reduce poverty and reaching the MDGs at the
same time. Sudan is one of the Heavily Indebted Poor Countries (HIPCs). It
has prepared and submitted an interim Poverty Reduction Strategy Paper
(i-PRSP) and is a candidate for the debt relief; and in case successful the
good news is that the debt amount will be available for social sector development, including health, education and water and sanitation.
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Table 1.1: External Debt (US$ millions)

Bilateral (Paris Club)
Bilateral (non-Paris Club)
Multilateral
Commerial Banks
Suppliers
TOTAL

2000
6.084
6.546
4.166
2.959
728
20.483

2005
8.530
9.664
4.461
3.505
846
27.006

2010
12.095
13.840
5.340
4.981
1.768
37.987

Source: Central Bank of Sudan
Summary
In this chapter, the objectives and methodology used for conducting the
exercise was introduced and, to contextualize, a brief resume of the country was presented. The next chapter is about the health system, and as part
of the same the health financing system will be explored.

(1) Suleiman K M, (2005). The impact of trade liberalization on revenue mobilization
and stability in Sudan. University of Khartoum, Sudan.
(2) Human Development Report, 2013
(3) World Statistics Report, 2013
(4) IMF, 2013.Sudan interim poverty reduction strategy paper. International Monetary
Fund, Washington DC, USA
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Chapter 2: The health system
After having introduced the country context, in this chapter the health
system in Sudan is explored in three parts. First, health system inputs in
terms of six building blocks are described, followed by an overview of the
outputs as health outcomes and health services utilization. Finally, health
financing is introduced in preparation for the next chapter.
2.1. Health system inputs
The health system inputs comprise the organisation and management,
information, medicine and technology, human resources and financing.
These inputs lead to the health services delivery, reflected in health services utilization and health outcomes. In the following section, while other
inputs will be explored, health financing is left for the next sections.
2.1.1. Healthcare organisation and management
Health services are provided by the public and private sectors (for profit
and not for profit). Within the public sector, in addition to the federal and
state ministries of health, health services are provided by the army, police and ministries of interior and higher education and social insurance
schemes. For the organisation and management of health services, the
public sector has a three-tiered structure: (i) federal ministry of health; (ii)
state ministry of health in each state; and (iii) locality health authority in
each locality.
Figure 2.1: Organization of the Sudan health system
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2.1.2. Healthcare infrastructure
For the provision of services, the health care sector is organised at three
levels: primary, secondary and tertiary level. The private sector is growing,
but is concentrated in major cities and focuses on curative care. It is reflected in the fact that the ‘for profit sector’ has 17 hospitals, while 32 hospitals
and 319 health centres are of ‘not for profit sector’. Primary care is provided
through the urban and rural family health centres and units respectively.
The public sector operates 3,726 family health centers/units, 141 locality
hospital and 55 hospitals.
2.1.3. Human resources for health
Sudan has a good tradition of health professions education. However, brain
drain and migration has impacted the availability, quality and skill mix of
the health workforce. The number of health workers have expanded in recent years, but still remains below needs based targets (for example below
the 2.3 health worker per 1000 population target), particularly in the marginalized states and locations(1). In order to address these gaps, Sudan
has implemented a number of initiatives, including inter-alia, academies
of health sciences to increase the production of nurses and allied health
professionals, centers for continuous professional development, and the
Public Health Institute to make up for the deficiency of public health professionals. However, there is a shortage of core faculty and standardized
training material and teaching aids in these institutions.
The distribution of the workforce is uneven, i.e. almost 70% of the health
personnel work in urban areas, serving 30% of the population, with a third
of these being in Khartoum. The overall ratio of doctors per 100,000 people
is 34.6, with the highest in Khartoum which has 54.6 doctors while South
Darfur has only 3 doctors per 100,000. As for nurses, it is 52.8/100,000 with
the highest ratio in Northern State (103.3/100,000) and an almost identical
ratio in Khartoum (103.1/100,000), while South Darfur has ten times less
that number, i.e. 10.3 nurses per 100,000 people. Only 33% work in PHC
while the remainders are in secondary and tertiary settings. The recent increase in migration is likely to have a significant impact on these numbers,
as currently about 75% of doctors are working abroad, with 85% of the
workforce both doctors and nurses, intend to migrate(2). The health
(1) World Bank, 2012, Sudan: Country Status Report, Khartoum, Sudan
(2) Ayat Siddig Yousif Abuagla, 2013, Magnitude and trends of doctors and nurses
outmigration in Sudan, The Evidence, issue 5, March, 2013
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workforce absorbs a considerable share of the health budget which is
generally consistent with the pattern of spending in developing countries.
The total spending on HRH is estimated at 49% of the general government health expenditure(1), which is comparable to the EMRO average of
50.8%, and higher than the AFRO figure of 29.5%. Total spending on health
workforce as percent of recurrent health budget is in the order of 69% (this
includes salaries and incentives) falling within the 60-80 % range for developing countries(2).
2.1.4. Other inputs:
National health sector strategy (2012-16) is an important instrument to
strengthen the health system for better health outcome. It was developed
following a comprehensive and evidence-based situation analysis and an
inclusive planning process. It was costed using the One Health tool and
elaborate mechanisms are defined for monitoring its implementation. Sudan, which is a member of the International Health Partnership+ (IHP+),
is now developing a local compact as an instrument to rally support from
partners around its national plan.
Health is not the domain of the ministry of health only; in order to address the challenges of the climate change, the impending epidemic of
non-communicable diseases and the rising cost of health care all sectors
have to be proactive: health should figure in the policies of all sectors
and components of the state. Conscious of that, Sudan has established a
high level Intersectoral Coordination Committee that brings together the
health and other sectors allied to health around the same table. The policies are made and no doubt these are laudable. However, it should be
ensured that the policies and plans are implemented. Whereas resources
are needed, the legal bases of the policies and plans should be ratified
and translated into law. This will ensure that necessary resources are made
available and implementation and the intended benefits reach the people
of this country.
Medicine and other health technologies: is an important component
of the health system and key part of health care; according to Sudan NHA
2011, almost 16.22% of the total health expenditure was on drugs and
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medical consumables. While the price of medicine in the market- which
in some
(1) FMOH, 2006, Sudan health workforce survey
(2)
Buchan, J. (2000), Health sector reform and human resources: lessons from the United
Kingdom, Health Policy and Planning 15 (3): 319-325.
cases is almost three times the international reference price(1) - is an issue,
the prescription pattern is another contributing factor. An essential drugs
list for different level health facilities and standard treatment guidelines
has been developed. However, for their institutionalization, there is a need
to include rational prescription in the undergraduate medical curricula
and enhance the production and use of generic medicine. In addition, the
National Medicines and Poisons Board needs strengthening so that it can
exercise its powers and so that medicine is available at affordable prices.
Health technology is an essential part of healthcare.
More than 50% of health facilities have less than the minimally required
equipment. Only 44% of health centers have sterilizing equipment. Availability of functional infrastructure (water and electricity) ranges from 100%
in Khartoum to only 20% in peripheral states. Likewise, while the health
technology management system is weak, health technology assessment
processes and procedures are not in place. There is therefore a need for
setting systems that assess technology before acquiring and introducing
it into the system, and ensure that adequate measures are taken for its
maintenance.
Health information system: is the most important aspect of a robust
health system. However, in Sudan it is fragmented due to the parallel information generation and reporting by vertical disease-specific programs.
While the private sector hardly reports, the army, police and other institutions operate independent information systems, which seldom get consolidated. It is estimated that 1% of the budget of state ministries of health, as
compared to the 5% advocated by Global Information Forum in Bangkok
(2010)(2), is used for HIS related activities. A rapid assessment indicated
that apart from national level and Khartoum, most states and the majority of localities are not well equipped. While 10 state health information
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centres (HICs) had 2 to 4 computers, the remaining 5 states had more. Internet is available in HICs of only 5 states, extending to the locality level in
only 2 states. Other ICT, e.g. fax, printer, and photocopier, are unavailable
in many states and most localities with the exception of Khartoum state,
which uses software applications,

(1) Management Sciences for Health (MSH) reference prices, taken from the International Drug Price Indicator Guide.
(2) Health Metrics Network, 2010, Global Information Forum: Prince Mahidol Award
Conference, 27-30 January, 2010, summary report, Health Metrics Network, Geneva,
Switzerland.
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while other states use excel sheets for entering and compiling data. The
data quality in terms of completeness, timeliness and accuracy is an issue.
The country realizes this fact, and has put in huge efforts in designing and
implementing an integrated Health Management Information System. A
plan to reform the health information system has been tested in two states
and will be rolled out to all states. However, these efforts require strong
coordination mechanisms for all producers and users of information are
brought to one platform and human resource capacity is built to generate,
process, analyse and disseminate information. But, informatization will be
the key to have a modern and efficient health information system.
Monitoring and evaluation: is fragmented between programmes, while
there is no system to monitor the health system’s performance. However,
Sudan has taken the lead amongst countries of the region in designing
an M&E system and the first survey for service availability and readiness
assessment (SARA) has been conducted. A health system’s observatory
is near completion to display online and disseminate information on the
health system. However, substantial work is needed to institutionalize this
initiative. A national strategy for health system monitoring and evaluation
has been completed and its implementation is planned.
2.2. Health indicators and health system outputs:
2.2.1. Health outcome
The progress on the main health and demographic indicators for Sudan
over time is seen in Table 2.1.
Sudan with an increasingly ageing population faces a double burden of
disease with the rising rates of communicable and non-communicable
diseases. The Sudan Household Health Survey 2010 showed that 26.8%
of children aged 5 to 59 months had diarrhea, while 18.7% were sick due
to suspected pneumonia in two weeks prior to the survey. Protein energy malnutrition and micronutrient deficiencies remain a major problem
among children under 5, with 12.6% and 15.7% suffering from severe underweight and stunting, respectively. The most common micronutrient
deficiencies are iodine, iron and vitamin A.
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Table 2.1: Sudan’s main health and demographic indicators

Source: http://rho.emro.who.int/rhodata/?theme=country (accessed 25-05-14)

Sudan is not on track to achieve the targets of the MDGs. An overview of
the country’s achievement towards health-related MDGs is shown in Table
2.2.
Table 2.2: Sudan progress towards achieving MDGs

Source: Sudan Millennium Development Goals Progress Report 2010; Sudan Household Health Survey, 2010
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2.2.2. Health services coverage and utilization
Overall, 71% of the population lives within 5 km from their residence to
the nearest health facility, but it ranges from 88% in urban to 61% in rural
areas and varies from state to state, with North Kordofan having the least
accessibility, i.e. only 53% of the population lives within 5 km of the nearest health facility. This is reflected in urban using outpatient services 25%
more than rural dwellers. Average utilization by women is 2.108 episodes
per year, which is 19% higher than men (1.771). Under-five children and
the elderly (60 years and over) use outpatient services more, i.e. 2.045 and
4.764 respectively compared to 40-59 age group’s utilization level of 3.290
episodes. The share of primary healthcare utilization is nearly 54.3% and
ranges from 58.2% for rural to 48.2% for urban inhabitants. Richer households use outpatient services more than poor, and the utilization rate increases as the household’s per capita income rises. Also, insured people
use health services 1.45 times the average for non-insured people. Private
facility utilization is 27% of the total utilization, and ranges from 24% in
rural to 32% in urban areas. The national average in-patient visit rate for
chronic disease is 0.5%, disaggregated to 0.4% rural versus 0.7% urban
area, i.e. almost twice higher in rural than in urban areas. The rate of admission for acute diseases is 1.6%, out of which 0.1% are accidents (with
no difference between urban and rural) and 0.2% for delivery (twice higher in urban than in rural areas). Utilization of in-patient care increases with
rising income quintile (figure 2.2)(1).
Figure 2.2: Overall distribution of inpatient visits by quintile (SHHUES,
2011)

(1) Federal Ministry of Health, (2011), Household health services utilisation survey,
Khartoum, Sudan
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2.3. Health care expenditure
A summary of the national health accounts for 2011 is given in table 2.3
below. Briefly, with a total population of about 34 million and GDP volume of 64 billion US$ or 1,884 US$ per capita, the total health expenditure (THE) was over 4 billion US$. This forms 6.4% of GDP or 120.5US$ per
capita health expenditure. Drugs and medical consumables form 16.22%
of THE, which is far lower compared to that in 2008, and this difference is
attributed to double counting.
Table 2.3: National Health Account, 2011 and 2008

* This high percentage of THE on medicine and consumable is attributed to the double
counting, while producing health accounts
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Total government general health expenditure (GGHE) of 915 million US$
or 22.34% of THE, translates to per capita GGHE of 26.93US$ or 8.23% of
the general government expenditure (GGE). This is far below government
commitment of 15% at Abuja, but is higher by over 15% compared to
that in 2008. The main sources of GGHE are federal and state, contributing
5.49% and 20.84% of government general expenditure respectively. Total
private health expenditure is 73.14% of THE, out of which 70% is out-ofpocket and translates to 84.24US$ per capita(1).
Comparison with regional countries: Table 2.4 compares some of Sudan’s health account indicators with regional countries of similar socioeconomic situation. For example, Sudan’s THE as % of GDP is 6.4%m which
is comparable to the Eastern Mediterranean regional countries, except for
Djibouti and Jordan, where it is 9%. The external resources as % of THE received by Sudan are comparatively quite high, except for Djibouti, where
it is 13%. But GGHE as % of THE in Sudan falls behind and also for GGHE
as % of GGE (see column 4 and 5 in table 2.4). Likewise, the out of pocket
expenditure at 70% is the highest in the regional countries(2).
Table 2.4: Comparison between Sudan health account indicators and
similar countries (2011)

Source: http://rho.emro.who.int/rhodata/?theme=country (accessed 25-05-2014)
(1) Federal Ministry of Health, (2011), National Health Accounts, Khartoum, Sudan
(2) http://rho.emro.who.int/rhodata/?theme=country (accessed 25-05-2014)
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Out of pocket health expenditure: by providers of services is seen in table 2.5 as absolute amounts and in figure 2.3 as percentages. Accordingly,
over 35% of o-o-p is spent at primary health care centres, mainly for paying user fees and cost of medicine, while 26% is spent at state ministry of
health hospitals. Over 15% is paid at physician’s private clinics and 2.56%
at private hospitals. The spending at the federal ministry of health hospitals is little less than 9%. [NB: the federal ministry of health has handed over all its hospitals to the state ministries of health]. The spending on
dental care is the least; i.e. 1.23% amongst all the providers of services.
These findings have policy implications in that if government, as obliged
by constitutional provisions, is to provide free primary care, it will need to
generate resources at least equivalent to 35% of THE.
Figure 2.3: Household (OOP) expenditure by service provider
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Table 2.5: Household direct out-of-pocket expenditure by service
providers

Out of pocket by type of service: is seen in table 2.6 as absolute amounts
and in figure 2.4 as percentages. Households use 79% of health expenses
on curative care, while preventive and dental care receives about 1% each.
Apparently, awareness of the importance of these health care activities is
low amongst the population in Sudan. 19% of household out of pocket expenses are used on drugs and medical consumables. This is far below that
in 2008, which maybe on account of better data for 2011 health accounts.
Figure 2.4: Household (OOP) expenditure by type of service
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Table 2.6: Household direct out-of-pocket expenditure by type of
services

Direct payments by patients accounted for 70% of the total health expenditure in 2011, which in effect causes high financial burden on families, as
WHO studies(1), (2), (3) , show that risk of catastrophic expenditure is correlated to the OOP spending as a share from total health expenditure(4).
The high direct out- of-pocket payments share in total health expenditure
has its implications on the affordability, equity, and services utilization. For
47% of households, the healthcare expenditures had an impact on their
household income. 14% had faced catastrophe and had to sell their assets(5), and almost half of the expenditures are made by people of the
highest quintile (46%) whereas those of the lowest quintile spend only 7%
of the total(6).
2.4 Summary and conclusion
Sudan, a lower middle income country, spends almost 6.5% of its GDP on
health with an out of pocket share of about 70% or 84US$ per capita and
22.34% through GGHE that translates to 26.93US$ per capita or 8.23% of
the general government expenditure (GGE). This is far below government
commitment of 15% at Abuja,but over 15% higher compared to that in
2008. The health care infrastructure and other components of the health
system are weak; reflected in low coverage and access to services. Sudan
is unlikely to achieve the MDGs, except for malaria control. Despite this, an
ambitious National Health Sector Strategy (2012-16) has been launched
that aims to achieve universal health coverage, highlighting the need for
resources.
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(1) XuKe et al. (2003) Protecting households from catastrophic health spending. Health
Affairs (Millwood) 2007, 26: 972-983
(2) XuKe et al. (2007) Household catastrophic health expenditure: a multicounty analysis. Lancet 2003, 362:111-117
(3) WHO (2010) World Health Report, Health Systems Financing: The path to universal
health coverage, World Health Organization, Geneva, Switzerland
(4) World Bank, 2012, Sudan: Country Status Report, Khartoum, Sudan
(5) Ibid
(6) Federal Ministry of Health, (2011), Household health services utilisation survey,
Khartoum, Sudan
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Section 2: Institutional and organization analysis
After an overview of the country context and health system in the previous
section, the focus of this section is on the institutional and organisation
analysis of the health financing system. It is done in five parts. Firstly, an
overview of the health financing system is given, which is expanded in the
subsequent three chapters according to the different types of financing:
tax based financing, social health insurance and private health insurance.
This section concludes by analyzing the situation of stewardship of the
social health protection.
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Chapter 3: Overview of the health financing system

This chapter provides an overview of the health financing system in terms
of the current situation, key financing actors, reforms and the issues facing
the health financing system.
3.1. Current situation and challenges:
The country’s National Health Sector Strategy 2012-16 envisions achieving universal coverage, inter-alia by moving away from direct payments at
the time services are received to pre-payment. The country currently has
a mixed system of health financing; i.e. tax based and insurance - social as
well as private.
Figure 3.1: Healthcare financing sources

According to the 2011 National Health Account , 73% of funding for health
is from private sources, out of which about 70% is out of pocket household
health expenditure. Contribution from partners and donors was 4.5% of
THE, while the public sector funding in 2011 was 22.34%, which is up by
15% compared to that in 2008. The major financing schemes, in addition to
the private insurance market include: ministries of health, National Health
Insurance Fund, armed forces employees’ health insurance schemes and
other parastatal institutions, as well as out of pocket household health expenditures. The public sector funds 22.34% of total health care resources,
while the private sector share is 73.14%.
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Figure 3.2: Public sources of healthcare financing

The rest of the world or international assistance forms 4.52% of financing
sources for the health care (figure 3.2). Sudan is not a big beneficiary from
external funds compared to the neighboring countries, especially those
from sub-Sahara Africa. Its health system receives only 3 US$ per capita
versus 12 US$ for Kenya, 8 US$ for Senegal and Ghana and US$6 for Mauritania. As a share of health expenditure, external funds for Sudan represent
only 4.52% compared to 36% in Kenya, 26% in Mauritania, 17% in Ghana,
and 14% in Senegal(1).
The major contributors to the public sector share of health care financing
are the state and federal ministries of finance, with the former paying a
little over 39% and the latter a little less than 48%. Localities or districts
contribute about 3%, while parastatal bodies like the army, police etc. contribute over 3.5% of health care financing. Zakat is the source for 4.5% and
other public sector bodies contribute about 2.4% (figure 3.2).
Allocation to the health sector and the extent to which these resources
reach health facilities is a function of the state(2). Figure 3.3 indicates the
complexity in funds transfer from federal to state level, and then to localities from where they reach health facilities. State resources can also add to
this flow at some levels. In effect, the majority of health facilities
(1) World Bank, 2012, Sudan: Country Status Report, Khartoum, Sudan
(2) Michael Geiger and Mosllem Alamir, (May 2011), PPT, Sudan PETS – Draft for discussion.
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receive funds and in-kind transfers from their respective locality. A user fee
is charged at all health facilities, and is paid either out of pocket or through
insurance if covered or exempted/waived, although the mechanisms and
eligibility criteria are not well defined.
Figure 3.3: Funds transfer pathway across health system

There are variations between states, as to how these finance health. As
seen in figure 3.4 below, there are inequities. While the national average
is 11.64USD per person, the allocation of public funds between states is
uneven. It ranged from 2.47US$ per person in South Darfur to 23.40US$
per person in El-shimalia (Northern) state in 2011 (figure 3.4). This disparity
extends also to how expenditure is incurred. Sudan health care delivery
system is biased towards curative care; evident from the fact that almost
73% of the total health expenditure is for curative services, in-patient as
well as out-patient. Pharmaceuticals and other medical consumables, by
using over 16% of health funds, are the second main consumers. The share
of the preventive and other public health programmes is about 5%, while
health care functions related to the environmental health account for just
0.45% (figure 3.5).
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Figure 3.4: State public expenditure per capita ($US)

Figure 3.5: Types of health services

The NHIF and other health insurance schemes (mainly for public sector
staff ) fund 7% of all health spending while coverage of health insurance is
around 37% of the population; this indicates that the NHIF provides only
limited coverage for the costs of health care. In addition, payments are on a
fee for service basis which does not encourage efficiency and cost control.
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3.2. Key health financing actors
Health financing actors can be classified into: public, private and rest of
the world, and include the institutions and entities that contribute to the
financing functions of the health system.
3.2.1. Public sector agents
1.Federal Ministry of Health – is mainly involved in the provision and regulation of health services and acts as the financing agent, primarily for
public health activities.
2.Ministry of Defense - is mainly involved in the provision and regulation
of health services, (primary, secondary and tertiary) to the personnel of
armed forces, their families and the general population. It acts as financing agent, primarily for curative services, and runs an insurance scheme
for armed forces personnel and their families.
3.Ministry of Interior - is mainly involved in the provision and regulation of
health services, (primary, secondary and tertiary) to the personnel of the
police force, their families and the general population. It acts as a financing agent, primarily for curative services, and runs an insurance scheme
for the personnel of the police force and their families.
4.Ministry of Welfare and Social Security – it has the following schemes
1\ National Health Insurance Fund
2\ Zakat Fund
3\ Social insurance for pensioners
5.State Ministry of Health - is mainly involved in the organisation, provision
and regulation of health services (primary, secondary and tertiary), to
the general population. It also acts as a financing agent, primarily for the
public health activities.
6.Locality Authorities - is mainly involved in organisation, provision and
regulation of health services (primary care), and acts as a financing agent,
primarily for the public health activities.
7.Health Insurance Corporation Khartoum State Funds – working under
the State Ministry of Welfare and Social Security to provide health insurance coverage to the population in Khartoum state.
8.Parastatal organisations – mainly the Sudan Air and Bank of Sudan that
operate health insurance schemes for their employees and their families.
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3.2.2. Private sector agents
1. Private insurance enterprises (other than social insurance)
2. Private households
3. Nonprofit institutions (other than social insurance)
4. Other private firms and corporations
3.2.3. Others/rest of the world
1. Donors, bilateral and multilateral, including UN agencies
2. International NGOs
3.3. Previous health financing reforms and remaining key issues Sudan is a federated state with powers devolved to the states and localities.
While health policymaking, banking and insurance is on the concurrent
list of the constitution, taxation, budgeting and financing is a state function. As a result, states that have capacity often operate independent of
the central government authority. Yet, the latter through a number of initiatives have impacted the health financing landscape. Major initiatives
include:
Introduction of user fees, 1991 in public health facilities aimed to relieve
part of the burden on the government and to improve the quality of services provided. User fees are a major source of funding in all states but the
extent to which they are used at the facility level varies. In some states a
large share of fees is retained at the facility level to supplement resources
from state and locality levels for salary and non-salary inputs. In Southern
Kordofan, all fees are retained at the facility level, which contributes to the
outreach and resource intensity per facility and patient. In contrast, in Red
Sea, a large share of the fees are transferred to state level i.e. even with a
higher total resource allocation for health per capita less resources actually reach the facility level(1).
Liberalization of the economy, 1992: These macroeconomic stabilization policies were introduced with the objective of providing incentives
for investment; thus leading to income growth and therefore broadening
the tax base(2). Particularly the ‘Investment Encouragement Act, 1992’
was promulgated to streamline investment procedures, initiate public
sector reforms and introduce privatization programmes, institute major

44

agricultural reforms, eliminate non-targeted consumer subsidies, and to
partially liberalize the foreign trade and exchange regimes. Accordingly,
(1) World Bank, 2012, Country status report, World Bank Country Office, Khartoum,
Sudan.
(2) Suleiman K M, (2005). The impact of trade liberalization on revenue mobilization
and stability in Sudan. University of Khartoum, Sudan.
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a wide ranging incentives, facilities and guarantees were offered to the
private sector. These included: complete exemption of customs fees on
major projects; freedom of capital transfer; simplification of procedures,
like the introduction of single outlet “one-stop-shop”; tax exemption for 5
to 10 years on the investment projects; free land for strategic projects and
at a nominal price for the non-strategic projects; and right to build, own
and operate projects without a Sudanese partner(1).
Introduction of health insurance, 1995: Health insurance was introduced in 1995 with the promulgation of the social health insurance legislation, followed by government decree in 1996 and was implemented
in 1997 in an attempt to overcome the problem of accessibility(2). It started with mandatory payroll deductions for formal sector employees and
has reached coverage of 37% of the population under the National Health
Insurance Fund, with another 5.5% covered by other health insurance
schemes, e.g. police, army and parastatal organisations. Zakat and Ministry of Finance pay premiums annually for the poor (now 350,000 families),
but there is no clear strategy on this.Therefore, while supporting the poor
is a policy adopted by the government, it is not stated in the law. Furthermore, while good coordination exists between Zakat and NHIF, there huge
gap, i.e. still 2,300,000 poor families are not covered. Also, there is a wide
variation in coverage between states. For example, the coverage in River
Nile is 41.2%, in South Darfur it is only 11.3% of the population.
Declaration of free emergency care policy, 2006: implemented also
as an attempt to ameliorate the negative impact of the user fees on the
accessibility, emergency care and any procedures and expenses incurred
within the first 24 hours of hospital admission were declared free of charge
in 2006. Free care was also introduced for renal dialysis, immunosuppressant drugs for renal transplants, chemotherapy and radiotherapy, and hemophilia treatment; and around 15-22% of the total federal health care
budget in 2005 was spent on free treatment(3).
(1) FMOH, 2011, Policy for the private for profit sector.
(2) Sadiq A, (2012). Assignment report: expansion of social health insurance in Sudan.
National Health Insurance Fund, Khartoum, Sudan.
(3) Witter, S, Mousa, K K, Abdel-Rahman, M K, Al-Amin, R H, Saed, M, (2012). Removal of
user fees for caesarian-sections and under-fives in northern Sudan: a review of policy
implementation and effectiveness. Int J Health Plann Mgmt (2012), DOI: 10.1002/hpm
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Free health care for children under 5 years and for pregnant women,
2008: as another attempt to shift financial burden back from the population to the state, health care for children under the age of 5 years and pregnant women was provided free of charge starting from 2008. The findings
of a study regarding this intervention point to the important weaknesses
in implementation, such as unclear specification of the exact target group
and the package of care, and inadequate funding. Despite this, however
the service utilization improved, at least in the short term. The findings
also highlighted the urgent need for improved access to basic health care
and financial protection against health care costs in Sudan (for those with
and without national health insurance coverage). The study indicated a
range of challenges to its effective implementation (strategic, financial,
and organisational)(1). As a result, a decision was taken in 2011 to channel funds available for free care for children under 5 and pregnant women
through the NHIF. A pilot is now launched in Darfur to test mechanisms
for identifying poor and vulnerable households, establish the cost of provision of care and determine the effects of free cards on household health
seeking behavior and expenditure on health care.
Key issues in financing health: were identified during a recently held international conference on the road to universal health coverage for Sudan. Accordingly, “with due recognition that Sudan has adequate infrastructure and staff and its health system is robust enough to support UHC,
reforms were suggested, particularly the need to amend the law to make
health insurance mandatory for all sections of the population and/or rapidly scale up the government-subsidized coverage of the poor and other
vulnerable population. However, the expansion should be complemented
by an expansion in health services delivery particularly making primary
health care available to all. Recommendations to increase funding for Sudan were given ranging from innovative financing schemes (i.e. earmarking of taxes and fees) and adjusting the co-payment rates while ensuring
that people don’t face financial hardship when seeking health care. Other
recommended measures were the establishment of an autonomous body
for determining benefits and tariffs; granting autonomy to government
health care providers, and instituting accreditation programs. Likewise,
there were suggestions on defining the service package and costing for
different levels of care; introduction of contracting; and shifting from fee
for service to other provider payment mechanisms (i.e. case payment,
(1) Ibid

47

DRGs, global budget and capitation)”(1).
3.4. Summary and conclusion:
The Sudanese system for financing health is mixed with a complex flow of
funds. Households are the main financiers, while public sector contribute
to about 1/5th of THE. A number of actors are identified and include in
addition to donors and partners, the public and private enterprises. The
health financing system has generally been weak, reflected in the fact that
despite a whole range of reforms from levying user fees to introducing
health insurance and free care policies having been made, a recent international conference on the road to universal health coverage for Sudan
has identified a whole range of issues in health financing that need to be
resolved.

(1) NHIF, 2014 Report of an international conference on road to universal health coverage for Sudan held on 25-27 January, 2014.
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Chapter 4: Tax-based healthcare financing
The national revenue in Sudan is generated from tax and non-tax sources.
Non-tax revenues are mainly natural resources, of which oil is the major
contributor. Indirect taxes have been a major source of tax revenue in the
Sudan, while there is a narrow base for direct taxes. Overall, the tax to GDP
ratio is mere 8%(1).
In this chapter, after discussing how resources are mobilized for health,
pooling mechanisms will be explained. In return, what benefit package is
offered to the population will be analysed. While the chapter will conclude
with social security programmes within the tax based system of health financing, in the penultimate a review of purchasing and payment mechanisms will be made.
4.1. Resource mobilization
Within the tax based system, which has been the case till 1995 when the
national insurance scheme was launched, resources for health have been
generated through public, private and other sources. In the public sector
revenue is collected through levying taxes and exploiting non-tax sources,
mainly natural resources like oil and gold. While the level of funding from
various sources is described above (see 3.1), here the focus is on how the
resources are mobilized.
Under provisions of the national constitution, levying customs, excise and
export duty, national and international borrowing and natural resources
are within the domain of the national government. In this regard, the relevant legislations include the Income Tax Act, 1986, Customs Act, 1986 and
Investment Encouragement Act, 2002. Health policy making is on the concurrent list of the national constitution; the establishment, regulation, and
provision of health care, including hospitals and other health institutions
is a state function. In terms of the revenue generation, banking and insurance is on the concurrent list, while the state has authority over taxation,
budgeting and financing. However, the state governments produce low
levels of revenue from taxes due to their narrow tax base and the fact that
most productive sources of tax revenue (e.g. income tax,
(1) Discussion with a senior official from the Ministry of Finance and National Economy.
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value added tax, customs) are assigned to the federal government. It is
seen from figure 4.1 that tax revenue remained flat, with however some
increase in non-tax revenue over past decade.
Figure 4.1: Northern States per capita own revenues, 2000 - 2009
(SDG)

Both the national and state budgets are prepared by the respective ministries of finance and financial resources and become available at different
levels in the country’s financing system. The federal transfers to the states
discretionary, monitoring and institutional arrangements to ensure fair
transfers are insufficient. In an effort to assure predictability and fairness
in allocation of funds to states, a Fiscal and Financial Allocation and Monitoring Commission (FFAMC) was formed in 2005. But, it has not functioned
efficiently(1). The formula it applies for distribution between states is complex, as well as it lacks transparency, adequate enforcement mechanisms
under existing rules, and contrary to the objective, it contributes to unequal distribution of resources among states(2).
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The federal government negotiates and receives funds as debt or
donation

(1) World Bank, 2011, Public Expenditure Tracking Survey for Northern Sudan: Case
Study of the Health Sector.
(2) George Gotsadze, 2012, Assignment report: a framework for equitable distribution
of health resources in Sudan.
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from the national or international financial institutions and bilateral and
multilateral donors. Likewise, the state is empowered for internal and external borrowing of money on the sole credit of the state within the national macro-economic framework. Resources from donors are also received directly by the ministries of health at the federal as well as state
level. In certain case, donors implement, i.e. disburse funds directly to the
institutions. User fee is a major source, accounting for 32.1% of the facility
level inputs. Primary care facilities generate limited amounts, but it is substantial at hospitals, where almost 73% of the user fee is used for salaries.
In health centers, 93% of the user fee is used to pay top up, i.e. above what
is paid by the state and locality budgets or for extra shifts and consultations. However, it remains unclear how the use of fees is governed and
how transparent the levying mechanism is at the health facility level(1).
Figure 4.2:
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4.2. Pooling and degree of fragmentation
The pooling of funds is at two levels: national and sub-national. The national level denotes the ministry of finance. The sub-national level means
states, localities and institutions. On account of the decentralisation, resources are generated, pooled and used at all levels of governance. In this
manner,

(1) World Bank, 2011, Public Expenditure Tracking Survey for Northern Sudan: Case
Study of the Health Sector.
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while multiple pools are created, this fiscal federalism poses challenges
to public finance management especially at lower levels of government,
where the capacity is weak.
In terms of fund flow from federal to lower levels (state, localities and facilities) two types of transfers take place: block (general purpose) and earmarked (specific purpose), with the former being the main mode. While
the size of the transfer increased gradually from 2002, it declined since
2011 after the secession of South Sudan that took away the major portion
of the oil revenue. However, this transfer to states has not been equitable, e.g. South Kordofan, Gezira, Khartoum and Blue Nile together received
50% of the federal transfer allocated to all states (figure -). Added to that is
the fact that some states also generate a significant amount of resources
locally. For example, Red Sea state generated 116SDGs out of the total per
capita revenue of 177.3 SDGs , while Khartoum state generated 208.1SDGs
out of the total per capital revenue of 322.2 SDGs. Contrarily, local revenue
for Blue Nile state was only 29.1SDGs per capita and it received 406.4SDG
from federal transfers(1).
Figure 4.3: Transfers to Northern States, % of aggregate transfers,
2009

(1) Ibid
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The state and locality allocations for health are partly utilized at the respective levels and partly transferred to lower levels, of which some are transferred or spent on facility level inputs. Data suggest that of the total public
spending from state and locality budgets on health, 45.4% are charged as
facility expenditure. These resources account for 48.8% of facility resources
inputs. However, only 27.0% of the total states’ and locality’s expenditure
actually reaches the facilities. This result is obtained by comparing records
of what has been charged to facilities at the state and localities with data
from facilities of what they actually received.
4.3. Benefit package
Benefit package denotes what services are provided to the population in
the tax-based system of health financing. Health is high on the country’s
agenda for social development, and accordingly the national constitution
and national health policy and strategy provide the policy basis for defining the basic package(1).
Driven by the policy basis, and to formalize and regularize the benefit
package, the federal ministry of health developed a document in 2003
which defined services that are supposed to be provided at different levels of care. This document was updated in 2010 as; “specifications and
standards of the healthcare system in Sudan” guides the designing of the
package for different levels. However, due to the absence of effective coordination and regulatory mechanisms to assure uniformity in service provision, it may vary between public sector and private both for profit and
not for profit facilities. The benefit package contents vary for community
and facility based care, and includes: preventive and promotive services;
diagnostic, invasive and non-invasive; curative, ambulatory and in-patient;
surgical and medical procedures; specialized including dental care; and
provision
(1) The national constitution (clause 19) requires, “the State shall promote public health
and guarantee equal access and free primary health care to all citizens”. It further promulgates health as the social right of every citizen, enunciated under clause 46 as,
“State shall promote public health, establish, rehabilitate, develop basic medical and
diagnostic institutions, and provide free primary health care and emergency services
for all citizens”. The national health sector strategy (2012-16) envisions “a nation with
healthy individuals, families and communities where the health needs of the poor,
underserved, disadvantaged and vulnerable populations are duly addressed, and
that health is in all policies of the State”. The overall goal of the strategy is, “improved
health status of the population of Sudan especially the poor, underserved, disadvantaged and vulnerable populations”.
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of medicine and medical consumables(1).
In theory, every service needed by the population is included in the benefit package subject to the payment of user fee(2) and co-payment. There
have however been a number of ad-hoc measures to ameliorate the financial burden for population due to illness (see also section 3.3) and tend
to influence the contents and delivery of the benefit package. That is, the
definition of the benefit package is ad-hoc and often driven by political
imperatives.
4.4. Purchasing and payment mechanisms
In the tax based health financing system, there is no purchaser – provider
split in the ministries of health. According to the constitution, the federal
level is responsible for fixing the pay scale for national civil servants, while
the states undertake the establishment, tenure, appointment, and the
payment of state officers. Within this framework, services of health workforce are purchased on salary basis according to the provisions of the Civil
Service Act. But, there is no provision for paying incentive for over-provision/overtime, better performance and/or quality in care.
The purchasing system is fragmented that different purchasing agents
(levels within an organisation across different ministries) are involved. In
this manner, in the health sector while the providers (especially hospitals)
have some degree of autonomy or flexibility, it is often disregard to the predetermined standards and protocols. The volume of purchase is often not
need based; instead it depends on the budget allocated, which is historic
with slight modifications/increments every financial year. The purchase of
medicine, medical consumables and medical devices for the public sector
is governed by the Procurement Act, 2010; and a Central Medical Supplies
Public Corporation is the national center responsible for this.
(1) Ulrika, Enemark 2012. Coverage: Does context, scheme organisation, and health
infrastructure matter? A Review of the National Health Insurance Fund, Khartoum,
Sudan.
(2) A user fee is levied in public sector health facilities for people not covered by health
insurance. The fee rates are determined by a process initiated by the MoH and involves the cabinet of ministers and legislative councils both at national and sub-national levels. Notwithstanding, the fee rates for different interventions is not unified
and differs from state to state. Emergency care services are delivered mainly through
hospitals and benefit package and is subject to special rules and regulations in which
certain interventions are exempted from payment.
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4.5. Social assistance programmes
As part of the social support system the government pays (reduced) flat
rates(1) for retirees, poor people and full-time students through its various
organizations, such as Zakat chamber, that pays on behalf of the poor and
martyrs’ families; the National Students’ Fund that pays for university students; and Federal Ministry of Finance, National Pensioners Fund and National Social Security Fund that pay on behalf of pensioners of the public
and private sectors(2). Recently, the Zakat Chamber has considerably expanded their support. The contributions by the pensioners, martyr’s families and students are half or less of ordinary flat rate for informal sector.
Zakat is an important social assistance programme, and both the insured
and uninsured can receive assistance. Eligibility is determined through
a process that involves: submitting a medical report with the estimated
cost of treatment and a certificate from the popular committee about the
income status of the applicant. The subsidy includes paying the cost of
treatment for seven diseases and it is done in coordination with public and
private hospitals. The bill is paid directly to the hospital. Also, subject to
the approval of the commission, partial support is given for the treatment
abroad. In addition, a number of free care programmes are introduced to
avert the financial burden due to sickness, and include: free emergency
care policy; free care for renal dialysis, immunosuppressant drugs for renal
transplants, chemotherapy and radiotherapy, and hemophilia; free health
care for children under 5 years and for pregnant women; and the recently
introduced free drugs for under 5 years and for pregnant women.
Notwithstanding the above, the public sector expenditure on health is curative biased and is not pro-poor (see section 8.3). Furthermore, the different schemes introduced to ameliorate financial burden due to illness
are marred by problems like identifying the eligible individuals, the inadequate resources to cope with the number of those eligible, poor coordination mechanisms between authorities in the Zakat chamber and the
ministries of health, and the weak monitoring and evaluation system.
(1) In 2011, FMOF paid 20 SDGs/month for poor families, but recently this was increased
to 30 SDG. The contributions per family from the Zakat were increased from 8 to 15
SDG/month.
(2) Abualbishr A et al (2009). The recent development in health care system in Sudan: a
focus on financing and delivery of pharmaceutical services. The Journal of Medicine
use in developing countries 2009; 1(1):16-20.
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The Supreme Council of Zakat Trustees headed by the minister of social
welfare is responsible for policy making, and regular reports are produced
for this council.
4.6. Summary and conclusion
Within the tax-based system of financing, resources for health are generated through public, private and other sources. In the public sector revenue
is collected through levying taxes and exploiting non-tax sources. The former has stagnated, but the latter was increasing upuntil the Southern Sudan separated from the mother country Sudan in 2011. The federal transfer is channeled to the states, from where it reaches health facilities via the
respective locality. While the amount transferred to different states does
not follow a standard or formula, the amount received at facilities is 27%
of what is meant in real terms for facilities. The facilities at different levels
of care provide the whole range of benefit package in return for a user fee
which is waived if insured or through measures like safety nets for the poor
and destitute. In the next chapter financing of health through insurance is
discussed.
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Chapter 5: Social health insurance
In this chapter, the three financing functions, i.e. resource mobilization,
pooling and purchasing will be explored in the context of social health insurance. Sudan introduced social health insurance in 1995 by promulgating the National Insurance Corporation Act, 1994. Initially in the responsibility of the ministry of health, with amendment in the aforementioned
law in 2001, it came under ministry of welfare and social security. The law
has further been amended in 2004.
In Sudanese context the state has the authority over state finances, and
the state health insurance funds – one in each state - are created with an
umbrella national health insurance fund. Khartoum state has the ‘Health
Insurance Corporation of Khartoum State’. In addition, army, police and
parastatal corporations like Sudan Air have insurance schemes, besides
private health insurance. In this chapter the three financing functions will
be described in detail in relation to the National Health Insurance Fund,
while other schemes will be introduced briefly.
5.1. National Health Insurance Fund
5.1.1. Resource mobilization
Enrolment and membership basis: Under the National Insurance Corporation Act, 1994 membership of the NHIF is compulsory for the formal sector, while it is voluntary for the informal sector and small companies (≤ 10
employees). However, organizations can move out to enroll with private
health insurance firms after negotiating and paying a reduced contribution as a fine. The subscriber unit is the “family” and beneficiaries include
the principal member and dependents, i.e. spouse, children and parents.
Poor families, pensioners and martyrs are a special target for coverage.
Over 11.8 million citizens or 37.3% of the population is covered. Out of
the total covered, 30% are from the formal sector, while the informal sector represents 22.5%, and the remaining belongs to various sectors (figure 5.1). The coverage varies between states with River Nile at 41.2% and
South Darfur with meager 11.3% of the population. NHIF targets achieving
universal population coverage by the year 2031, when over 80% of the
population in Sudan is expected to have insurance. The remaining 20% are
covered by other insurance programs including military medical
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services, police medical services and the private insurance programs(1).
Figure 5.1: NHIF coverage by sector

Collection of contributions: procedures, contribution rate, provider payment rate, etc. are set by the National Health Insurance Council. The procedures include inter-alia about enrolling members, collecting contributions, contracting with public and private facilities, managing fund, claims
review and reimbursement to provider.
Figure 5.2: NHIF sources of financing

(1) Actuarial report, 2013. Cost Benefit Analysis and Financial Sustainability, National
Health Insurance Fund of Sudan.
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According to the Health Insurance Act, the sources of financing the insurance system are:
1. Premiums of employees and employers;
2. Subsidies provided by the government;
3. Fees paid by the corporations;
4. Revenues generated through investments by the corporation’s funds;
and
5.Charity, donation and other forms of contributions that support the
objectives of the insurance plan.
The National Health Account (2011) revealed that Federal Ministry of Finance is the major contributor with about 72% of funds, followed by the
parastatal organizations with 12.65%, while households contribute as premium and co-payment over 9% of revenue to the NHIF. Zakat contributes
over 6.4%, with quite a little from the private sector (figure 5.2). A number of factors impeding the collection include: small pools of contributors
which is mainly the formal sector; low premium compared to the actual
need which falls back on the original low salaries; and exemption of specific entities such as big companies and the private sector. Also, enforcement of penalties is weak if payment is not made. Moreover, the monitoring process is weak, and there is no mechanism to see who is supposed to
pay, who has paid and who hasn’t paid. Therefore, due to all these reasons
collection is considered to be poor compared to the potential amount.
Main collection mechanism: is deduction from payroll for the formal sector. For the informal sector, contributions are paid to the account of the
SHIF or through organized local organizations like market associations. For
special groups, the NHIF is paid through Zakat, National Students’ Fund,
Pensioners’ Fund and the MOF. In addition, 25% of the medicine cost is
paid by those insured as cost sharing at the point of purchase and credited
to the scheme. There is no empirical evidence about the level of effectiveness, but anecdotal evidence suggests, it is good for formal sector, while
needs improvement in contribution collection for informal and private
sector.
Collecting organization: revenue from taxes collected by Taxation Chamber and other general government sources are pooled at the federal and
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state ministries of finance. Some of this is transferred to NHIF as direct support and premium for the special groups. The contributions from informal
sector are collected by the SHIF. Practice regarding collection of user fees
at the health facilities varies between states. In some, this is
deposited with state MOF, while in others it retained fully or partially at the
health facilities or left at the discretion of health facilities.
Contribution amount/rates: The level of the current contribution is far
less than it should be (Sadig A, 2013 and Actuarial study, 2013), thus having impact on sustainability and to achieve universal coverage. The formal
sector contributes 10% of the salary, which is deducted at source, 4% from
the employee and 6% from the employer. Regarding the informal sector,
employers pay a flat rate, which varies from one state to another. For instance, in Khartoum state the premium in 2011 was 20SDGs, while in other
states it was 15SDG per family per month. The government pays a reduced
flat rate (almost half of the rate of the private sector) for special groups
including retirees, martyrs’ families, poor people and full time students.
Government subsidies: although the budget of the NHIF has increased
from 2011 and 2012, the main source of financing remains the MOF. There
are some direct subsidies which are increasing to compensate the deficit.
The MOF also funds the premiums of civil servants, pensioners and numerous poor, reaching more than 60% of financing(1). In addition, the federal
level supports NHIF by funding chapter one (salaries) and partial support
to chapter two.
5.1.2. Pooling and fragmentation
Pool composition: Multiple pools exist at national and states level. At the
national level there are five pools: NHIF, military, police, parastatal, and private health insurance. NHIF is the largest pool, organized as a head office
in Khartoum and state executive offices in all states.
In addition, military health insurance scheme covers the military personnel and their families. Some companies provide their staff with insurance
schemes, e.g. Sudan Airways, or company-run health services, e.g. university clinics, Sudan Seaports Corporation, etc. Only a few private health
insurance schemes and small scale community financing schemes exist.
Finally, the Free Health Care Initiative gives the students, the children under five and pregnant women access to health services. Whereas the exact
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coverage is not known, uncoordinated multiple risk pools increase the risk
that some people may fall in between pools, while others may have double coverage.
(1)
Vinard, P., 2013. Implications of the findings of actuarial study of
the National Health Insurance Fund, Khartoum, Sudan.
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Table 5.1: NHIF sources of financing

5.2.2. Cross-subsidization and government subsidies
The level of government subsidies is explained above. There is no cross-subsidy between schemes, except within the domain of NHIF/SHIFs as described above. The benefit package is portable across states, but portability cannot be used to bypass the basic health services to access specialist
care. The members are attached to a local health center, from where they
can be referred to the specialist centers and onwards to more specialized
treatment in hospitals within the state or in other states. At the discretion
of the NHIF headquarters referrals abroad can be made.
Figure 5.3: Service utilization rate and coverage
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The actuarial study (2013) indicated that the average costs of claims and %
of coverage as well as utilization rate varies between states. For instance,
in the graph (figure5.3) the utilization rate seems greater in those states
with a high coverage. The actuarial study (ibid) also shows that the average cost of claims in Gezira is much higher than in other states. This means
that with a high utilization rate, Gezira spends more than its revenue. Most
of transfers come from the MOF and hence the government supports the
richest areas than poorest. Transfers between rich and less rich SHI might
be necessary (and not the reverse) and this is the role of NHIF. However, insurance law is silent on cross-subsidization, while there is no risk equalization arrangement, except certain expenditure is centralized like support to
the patients, treatment of cases referred from states and training. In order
to cover such expenses, federal level deducts part of drug profits and retains about 3% of funds transferred from FMOH as reserve which is also
used to support the weaker states.
Figure 5.4: NHIF service providers

5.3. Purchasing
The NHIF is responsible for purchasing goods and services from a variety
of providers, totaling 1400 including 300 owned by NHIF itself(1). According
(1) The NHIF has been reluctant to withdraw from provision, because it considers the
direct provision of services is important for cost containment. In addition, the MOH
has no clear mechanism to determine the prices; it is very discretional mechanism. A
list of prices is drawn that is placed before state legislative council and once approved
is implemented. There is no negotiation between HIF and MOH for the prices. That is
why; HIF considers the current prices are very high. Source: script from interview with
a key informant.
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to the NHA (2011), the NHIF uses 13% of its resources for administration,
while the payment to pharmacies exceeds 53%, followed by laboratories
which receive over 15%. A negligible 0.01% of the payment goes to PHC
services, whereas hospitals get over 18%, out of which 5.25% is paid to
hospitals operated by the NHIF. 0.75% of the resources are used for research activities (fig 5.5).
Figure 5.5: Services purchased by NHIF

5.3.1. SHI benefit package
The MoH policy emphasizes the importance of the Primary Health Care,
making the services’ pyramid broad based. Inversely, however the National Health Insurance Fund’s investment is mainly in tertiary and secondary
care resulting in an inverted pyramid. The service package includes ANC,
consultations and admissions, relevant diagnostic procedures and treatment at level 1 (health centers), level 2 (consultant/clinic) and level 3 (specialized services/hospital). Diagnostics include laboratory tests, endoscopy, X-rays, ultrasound, CT scan and MRI. Surgical operations are included
except such services like heart surgery, neuropathies and sub-organs and
plastic surgery, some of which are covered by vertical programs (under
free care policy). Dental services are covered to some extent. Medicine
costs are covered with 75% according to an essential drugs list of 500
items, although a generic prescription is required(1).
(1) Ulrika, Enemark 2012. Coverage: Does context, scheme organisation, and health
infrastructure matter? A Review of the National Health Insurance Fund, Khartoum,
Sudan.

66

5.3.2. Purchasing structure and mechanisms
Overall the purchasing entities are many and the process is fragmented
between NHIF, military, police, ministries and private insurance. Within
NHIF it is responsible for purchasing goods and services. Procurement of
medicines amounts to 8-10 million USD per year. In order to control costs
and ensure a steady supply of medicine, the NHIF undertakes centralized
procurement with a focus on price, quality, timely delivery and cost effectiveness. Suppliers are short listed and selected based on reliability and
the above mentioned factors. Supplier’s deliver directly to the State Medical Stores from where supplies are dispatched to pharmacies in health
facilities.
5.3.3. Provider payment mechanism
The NHIF spends 86% of its funds on payment for medical services delivered by providers to the members. It is slightly different in states, where
the state branches differ in their implementation mandates in ways of contracting with external health care providers and possibly in the actual benefit package offered. In some cases, the SHIF transfers funds as prospective
lump sum to the SMOH who is then responsible for providing service to
members through their network. The payment is based on fee for service
and is not linked to the performance of the facility, and there are no criteria
for performance evaluation. Main problems of the current fee for service
payment mechanism perceived by NHIF include the following:
• “Pricing of services (no consultation and not based on the real cost)
• Cheating (clients and providers)
• Huge burden in claim management
• Over-provision of services
• Payment not performance based
• Absence of protocols and treatment guidelines
• Inefficiency in the service delivery system of the MOH leads to high cost
of service”
In Khartoum state, for example, providers submit monthly claims which
are then verified by the Claims Department before payment is released
from Finance Department (Khartoum Actuarial Study).Due to the lack of
coverage of general network of facilities, NHIF has developed an infrastructure which it manages directly. There are also examples of the NHIF
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paying top-ups (hardship allowance) for doctors to work in public health
facilities in hard areas simply to ensure that services are available to its
members. In 2009, there were 835 such health facilities.
5.3.4. Claims management and review
The National Health Insurance as well as Health Insurance Corporation
of Khartoum state have a large and well-functioning claims department.
Their role is to ensure that the providers are not billing for the unnecessary services. However, the increasing pace of enrolment both by the NHIF
and HICKS is likely to lead to increased utilization and this in turn would
adversely affect the ability of the claims department to adequately do its
work. This phenomenon was observed in HICKS, where the discount rate
after audit showed a steady decline. Clearly, as enrollment increases the
HICKS as well as NHIF will need to strengthen the modality of claims reviews and the capacity of the Claims Department to adequately carry out
its functions.
5.3.5. Quality management
The National Health Sector Strategy (2012-16) aims to achieve universal
health coverage, i.e. equitable availability and access to quality health services by all without financial hardship. In order words, it is inter-alia tantamount to assuring quality in the provision of services, including insurance.
However, this review revealed that the quality assurance system is weak
and there is no system for the accreditation of service providers and that
no protocols exist against which to assess whether the services provided
are good or not.
In the recently held international conference on ‘road to universal health
coverage for Sudan’, accreditation of health facilities was mentioned by
several participants as a means to assuring the quality of health services. It
was noted that improving the quality of services is likely to attract the nonpoor sector of the society to enroll with the health insurance scheme. It
was suggested that the High Council for Accreditation in the MOH should
be activated as an autonomous - financially as well as administratively institute with a clear mandate and earmarked resources for building its institutional capacity. The council shall work in close collaboration with the
Sudan Medical Council that is responsible for the accreditation of training
institutions.
5.3.6. Rational benefit package consumption
The benefit or service package comprises the services provided by a specific level of care and in terms of the insurance the services that are eligible
for reimbursement against a defined amount of premium. As
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indicated above, an extensive benefit package is provided both by the
NHIF and HICKS and insurance coverage affects the utilization of both primary and non-primary healthcare services. On average, insured people
use primary services (43.4%) lesser than non-insured (58.4%), while the
former use a relatively larger part of secondary-tertiary healthcare than
the latter. Insured people use outpatient health services 1.45 times the
average for non-insured people. Likewise, insured persons use inpatient
services 47% higher than the non-insured. The same trend is observed for
the use of dental services, i.e. the usage of outpatient dental healthcare is
63% higher for the insured people than for the non-insured(1).
Figure 5.6: Sources of financing Khartoum SHI

Realizing the comparative advantages of investing in PHC, NHIF in coordination with FMoH has recently initiated reform in the Benefit Package,
whereby the inverted pyramid is expected to be corrected. A roster mechanism at PHC level is identified with the aim to enhance utilization of PHC,
strengthening the continuum of care, improving the monitoring system
and rationalizing incentive schemes for staff.
The recently held international conference on ‘the road to universal health
coverage for Sudan’ observed that the benefit package was not costed
and recommended definition and costing for the different levels of care,
i.e. primary, secondary, tertiary and specialized care. Furthermore, the
(1) Federal Ministry of Health, (2011), Household health services utilisation survey,
Khartoum, Sudan.
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outcome of the costing of services exercise should be used by the Tariff
Committee to determine a harmonized schedule, possibly linked to the
accreditation status, for services delivered at different levels of care in different states by the providers.
5.2. Khartoum state Health Insurance
Under the overall control of the Ministry of Welfare and Social Security, is
a large scheme. It is geographically limited to Khartoum state only, while
the National Health Insurance Fund covers the remaining states of Sudan.
The National Health Account (2011) revealed that the SMOH is the major
source of financing followed by households. The former contributes over
36.5%, while the latter pays little less than 27% of the funds. The parastatal
employers pay over 16%, while the private employers contribute about
8.5% and a negligible amount is received from the FMOF (figure 5.7 ).
Figure 5.7: Service providers for Khartoum SHI

The funds collected by HICKS are used to purchase services; and in this
regard, the major providers of services are pharmacies owned by the corporation that use little less than 35% of resources followed by the primary
health care facilities of the state ministry of health, which use little more
than 35%. SMOH and FMOH hospitals use 14.22% and 7.65% respectively
(NB: at the time data was collected, FMOH owned hospitals that were later
transferred to the state ministries of health). Figure 5.7 indicates the share
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of the other providers of services to the health insurance corporation of
Khartoum state.
Whichservices are purchased by HICKS is the next question. Pharmaceuticals with a financial layout of over 35% are the biggest consumer of funds,
followed by out-patient care with 35% of the total health expenditure. Curative (inpatient) care constitutes 25%, while clinical lab services use 3.6%
of the total health expenditure (figure 5.8).
Figure 5.8: Services purchase by Khartoum SHI

5.3. Other schemes
These include police and military insurance schemes. Under the former,
the Ministry of Interior covers members of police service and their dependents, and provides services through their own facilities. Likewise, Ministry
of Defence covers the military personnel and their families and provides
services through their own facilities. However, the size of operation for
these schemes is not big. The total financial outlay of the former (police) is
45 million SDGs or 17.4million USD, while for the latter it is about 213million SDGs or little over 82millionUSD. While some information on details is
available for the police scheme, little is known about the military.

71

5.4. Summary and conclusion
With the promulgation of National Insurance Corporation Act (1994,
amended in 2001 and subsequently in 2004), a number of insurance
schemes were launched including: national health insurance, police services health insurance, armed forces health insurance etc. This chapter focused on National Health Insurance Fund. With its headquarters in Khartoum, there is a state health insurance fund in each state and an office in
each locality. The membership of the fund is compulsory for the formal
sector, while it is voluntary for the informal sector and small companies
(≤ 10 employees). However, the latter is free to move out and enroll with
private health insurance schemes after negotiating and paying a reduced
contribution as fine. The subscriber unit is ‘family’ and the benefit package
covers almost all services including, in some cases, even treatment abroad.
Being a member incentivizes the insured to use services, but given the
limited pool and low level of premium and extensive non-costed benefit
package, the financial status of the fund is not good.
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Chapter 6: Private health insurance
In this chapter, an overview of the private health insurance schemes is presented as to how these were developed and what there is role in coverage
and provision.
6.1. The development of private health insurance
In 2002 Sheikan for Insurance and Re-insurance was established as the first
company to start private health insurance in Sudan. The company for introducing the scheme had the objectives to:
• Enhance social solidarity;
• Mitigate the healthcare financial burden on individuals and institutions;
• Reduce the burden on public hospitals by shifting patients able to pay,
to receive care through insurance; create financial space for lower social
groups to have better access to health care and allow the government to
channel resources to social services like preventive care and education;
• Contribute to improve medical services by promoting competition
amongst providers;
• And demonstrate the Islamic model of health insurance.
6.2. The role of private health insurance and challenges
The private scheme has the two levels of coverage and its features are
explained below:
•Basic services including the outpatient care (consultations, investigations, and rehabilitation), in-patient services including IUC, surgical
operations, and medicines; and
• Selective services such as ANC and INC, caesarian section, dental care
(extraction, filling, RCT and treatment of gingival illnesses), eye care including examination and spectacles.
The scheme has four types of cards (VIP, A, B, C) which vary in contents and
quality of services received by respective holders. The beneficiaries access
secondary and tertiary facilities directly provided that the accessed facility
is included in the network of insurance company. The services provided
by private insurance providers are regulated by a set of rules including the
following:
• Group insurance: covers affiliates of the public and private institutions,
professional associations, companies, unions and organization. Four
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types (VIP, A, B, C) of cards are used with a variable ceiling of insurance,
premiums, and quality of inpatient services.
• Family insurance: covers husband, wife and their kids and parents, with
the condition that the age of husband or wife should not exceed 65
years on the date of contract. The clients in this type of insurance enjoy
both a basic and a selective package, but in the first 10 months (waiting
time) the coverage does not include cold/elective surgical operations
and medicines for inpatients due to the chronic diseases.
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Chapter 7: Stewardship of the health financing system
This chapter reviews the stewardship function of the health financing system. The focus will be on the tools, the structures and regulatory framework for assuring stewardship.
7.1. Stewardship tools and decision-making space
Stewardship, exercised by the government or quasi-government agencies,
is an overarching function in health financing, having an effect on three
health financing functions: resource collection, pooling, and purchasing.
It is about setting rules and provides strategic direction and coordination
for the different health financing actors involved.
Legal framework: Under the national constitution, levying customs, excise and export duty, national and international borrowing and natural resources are in the domain of the national government. In this regard, the
relevant legislations include the Income Tax Act, 1986, Customs Act, 1986
and Investment Encouragement Act, 2002. The state also has authority
over taxation, budgeting and financing. But, state governments produce
a low level of revenue by taxes, due to their narrow tax base and the fact
that most productive sources of tax revenue (e.g. income tax, value added
tax, customs) are assigned to the federal government (see more in 4.1).
The National Health Insurance Corporation Act (1994) is the main instrument, which regulates the financing functions within the realm of the national and state health insurance funds. Initially within the responsibility
of the ministry of health, with amendment in the aforementioned law in
2001 it came under the ministry of welfare and social security. The law has
further been amended in 2004. A SWOC analysis of the legal framework is
presented in table 7.1 below(1):

(1) World Bank, 2012, Country status report, World Bank Country Office, Khartoum,
Sudan
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Table 7.1: SWOC analysis of existing health financing legal framework

The organisation and governance of health financing functions is spread
across the ministries of health, finance and national economy, and welfare and social security. A SWOC analysis of legal framework is presented
in table 7.2 below, while roles of different actors are given at 3.2.1:
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Table 7.2: SWOC analysis of existing health financing governance/
organization

7.2. Regulation and monitoring of providers
Tax-based financing for health: is under the overall stewardship of the
MOF, FMOH and SMOH. It is regulated under the provisions of the national
constitution (see above in 7.1). Under the Public Health Act, 2008 a National Health Sector Coordinating Council was created. On it, inter-alia, are the
ministries, states, military and police services that oversee health policies
and the setting of standards for health facilities and assure human resources for health development.
Social health insurance for health: The overall stewards for this financing sub-system are the Ministry of Welfare and Social Security and the National and State Health Insurance Funds. The Health Insurance Corporation
Act (1994) provides the legal framework (see 7.1), while a Health Insurance
Board, which is responsible for framing the policy and regulations, has representation of a broader stakeholder, including experienced persons and
50% seats for beneficiaries.
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Ministries of health: both at the federal and state levels act as provider, financier and regulator of the health services (see section 3.2.1). These bodies are responsible for regulating health care infrastructure and human
resources: number of doctors, hospitals, location of doctors’ clinics and
hospitals. However, since the number and distribution of high-technology
diagnostic services and hospital beds/ rooms, high-tech equipment, and
private health insurance is not standardized and not regulated. Service
prices (co-payments/fees for the covered services and fees for non-covered services) are all regulated.
7.3. Summary and conclusion
The health financing stakeholders are adequately represented in the oversight/ governing bodies, the interest groups pursue their interests as well
as public interests. However, with multiple bodies involved in stewardship
this poses an inherent weakness in terms of the coordination and joint action for health. There is no clear division of labor among the various stewards, which causes disorganization. Also, the various stewards and oversight/governing bodies do not have the sufficient technical and financial
capacity to undertake their tasks. In this regard, a feeling prevails that for
MOH is difficult to undertake their role as a steward.
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Chapter 8: Assessment of the performance
of the health financing system
After having reviewed the stewardship role of different actors, in this chapter the performance of the health financing system will be assessed against
the nine indicators for measuring the performance of the health financing
system (see OASIS framework at 1.2).
8.1. Level of funding
This is about the sufficiency of resources mobilized for health, and the following table (see also 3.2) provides an overview of the level of funding for
health (NHA, 2008 and 2011).
Table 8.1: Level of funding
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Figure 8.1: Annual increase in MOH-Gvt-GDP, 2000 – 2008

Table (8.1) compares health expenditure for 2008 and 2011. This indicates, whilemostindicatorsremainedaboutsame,thereisanetincreaseinpercapita expenditure. Figure 8.1, provides an insight into the trend
overtime (2000 to 2008) for annual health expenditure by MOH and GOV
in relation to the GDP. Accordingly,itremainedsteadytill2008,whentheGDPstarteddecliningmainly due to the decrease in oil revenue on account of
falling prices. This decline is explained in figure 8.2(1). While the agriculture sector kept its momentum, the service, oil and manufacturing sector shrank. This trend continued and worsened with secession of South
Sudan and fall in the oil production and revenue thereof.
Figure 8.2: GDP growth by sectors

(1) IMF, 2013.Sudan interim poverty reduction strategy paper. International Monetary
Fund, Washington DC, USA.
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8.2. Level of population coverage
How much of the population is covered, particularly by a financial risk protection mechanism? In this regard, coverage through tax-based as well as
insurance based mechanisms is considered. In terms of the former, overall
71% of the population lives within 5 km from their residence, but it ranges
from 88% in urban to 61% in rural areas and varies from state to state, e.g.
North Kordofan having minimum accessibility, i.e. 53% of the population
lives within 5 km(1). It is noted that insured have higher accessibility (78%)
than the non-insured (68%). The income quintile is related to the utilization of services. For example, figure 8.3, indicates increasing utilization of
inpatient services with higher income quintile groups. The other aspect is
the availability of services. Only 24% of the health facilities provide essential PHC services(2). One consequence, for example, is that the target for
U5MR was 41 per 1,000 live births, while the projected figure for 2015 was
75 per 1,000 live births, and is unlikely to achieve this health related MDG
(Figure 8.4). The financial risk protection coverage by health insurance using NHIF figures, is that over 11.8 million citizens or 37.3% of the population is covered. Out of the total covered, 30% are from the formal sector,
while the informal sector represents 22.5%, and the remaining belongs to
the various sectors (see 5.1.1).
Figure 8.3: Utilization of inpatient services by income quintile

(1) FMoH, (2011), Household health services utilisation survey, Khartoum, Sudan.
(2) Federal Ministry of Health (2010), mapping of primary health services.
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Figure 8.4: Progress towards achievement of MDGs

The level of coverage differentiated by the income quintiles’ population
group as % of people covered by a financial risk protection mechanism or
different insurance schemes in each income quintile or population group
is seen in table 8.2.
Table 8.2: Level of coverage of income quintiles by financial risk protection mechanism/insurance scheme

8.3. Degree of financial risk protection
To what extent does the health financing system in vogue protect people
from financial catastrophe and impoverishment due to ill health? In the
following table a comparison is made between 2008 and 2011 values for
indicators selected to measure financial risk protection.
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Table 8.3: Degree of financial risk protection

Using the WHO-NHA database (2011), the following graph is built, drawing
on the World Health Report (2010). Given the out of pocket expenditure
in 2011 was 70% as a result about 4.1% households faced catastrophic
expenditure, i.e. they had to cut expenses on essential food items, while
2.2% of the households are supposed to have become impoverished, i.e.
went below poverty line due to the health expenditure in Sudan.
Figure 8.5: OOP payment as a percentage of THE
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However, as in table 8.4, the proportion of households that faced catastrophic expenditures is estimated at 7.9% at the country level, 5.7%
in urban area and 9.1% in rural area. Also, catastrophic expenditures affect
not only the poor, but also other income groups. The proportion decreases from 12.2% in the lowest quintile to 5.4% in the highest quintile. That
is, the poor and those in the lower income quintile face catastrophic expenditures more than higher income groups. This trend transcends to the
level of impoverishment due to health expenditure.
Table 8.4: Proportion of households with catastrophic expenditures

The source of financing health care expenditures for 84% of the people
in Sudan is normal household expenditures, while for 6%, the source is
health insurance. 3% have their friends and relatives as the financing
source, another 3% sold their belongings and assets to finance health expenditures and about 3% borrowed to pay healthcare costs. About 47% of
the respondents said the healthcare expenditures had an impact on their
household income; and 40% of these were urban dwellers against 60%
from rural areas. When faced with problems of financing healthcare, 28%
did not get full treatment, 21% reduced their non-health expenditures in
favor of healthcare and 16% borrowed money. But 14% sold some assets
or belongings and 6% used their savings to cover healthcare costs. Another 6% received assistance from their relatives. Rural citizens are more
likely to have problems in coping with healthcare costs because one third
of them borrowed or sold their belongings, compared to one fifth of the
urban residents.
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8.4. Level of equity in health financing
How equitable or fair is financing of health? It is not the case in Sudan. As
shown in the figure 8.6, the poorest group (lowest quintile or the poorest
20% of the population) receives only 13% of the public sector expenditure
on curative care while the richest group received 26%(1).

(1) Federal Ministry of Health, (2011), Household health services utilisation survey,
Khartoum, Sudan.
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Figure 8.6: Public sector expenditure on health by quintile

It is noticed that while in aggregate, households spend on average 20% of
income on health, in rural areas the rate of spending on health per household was highest for the poorest quintile (25%) compared to 13.3% for
household in the fifth or richest quintile(1).
Table 8.5: Average household spending on health per income quintile

The spending on health is skewed towards curative care; less is spent on
preventive care as only about 12% of the total expenditure was on public
health programs against 73% on curative care. The expenditure on PHC
care amounted to a meager 5% of THE (NHA, 2011).

(1) Federal Ministry of Health, (2008), Household health services utilisation survey,
Khartoum, Sudan.
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Table 8.6: Distribution of expenditure on health services

Poorest people are more likely to use preventive services, while richer benefit more from hospital services. In this context 80% of public funds are
spent on hospitals in urban areas and only 10% reaches rural locations
(figure 8.7). Therefore inequalities emerge in health utilization and consequently in the health status of the population. E.g. when ill, Khartoum
state residents are three times more likely to seek medical services than
residents of South Darfur; and Khartoum state has the lowest level of
stunting in children across all states(1).

(1) Gotsadze, G., 2011. Assignment report: Formula for equitable distribution of financial resources in Sudan, Federal Ministry of Health, Khartoum, Sudan
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Figure 8.7: Service utilization by different income groups

8.5. Level of pooling across the health financing system
The pools within the health financing systems are the subsystems or financing agents; and may include the ministries of health, local governments, private health insurance, social health insurance, employer based
health services provisions, etc. The level of pooling can be:
• Across the health financing system denotes ‘health care spending per
pool member/beneficiary set in relation to the overall health risks of
pool members’. The health risks are determined, for example, by sex, age,
HIV/AIDS status, epidemiological and poverty profile of district and distribution of chronic diseases.
Within a health financing scheme and signifies the link between resource
allocation to sub-national/pools and health care needs/ costs, i.e. it is the
resource allocation/availability in sub-national/pools aligned with health
care needs / costs. The level of pooling for the tax-financed ministry of
health scheme in Sudan calculated as MOH/ GGHE – SHI is 18.26% of THE.
8.6. Level of operational efficiency
For health financing sub-systems related to ministries of health and social
health insurance schemes, the level of operational efficiency is measured
as in table 8.7 below:
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Table 8.7: Level of operational efficiency
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8.7. Level of equity in the delivery/utilization of a given benefit package at a given level of quality standards
Every Sudanese citizen is entitled to all the services/functions of whatever
quality provided by the ministries of health, albeit after paying user fees.
Since the functions according to NHA method are translated into health
expenditure, to investigate whether public expenditure is equitable, a
benefit incidence analysis focusing on expenditure related to MOH facilities was conducted. It used data from the NHA database and household
survey raw data.
The results revealed that MOH expenditure is highly inequitable, as the
lowest quintile (the poorest 20% of the population) received only 13%,
while the richest one received 26% of the expenditure. There is a correlation between the economic status of the population and the indirect financial transfers from the MOH. The richer the group, the more it receives
from the ministry (see more under 8.4). The utilization of outpatient dental healthcare is 63% higher for insured people than for the non-insured,
whereas the average rate of utilization is 0.067 for individuals in the highest quintile, while it is only 0.027 for the lowest quintile.
8.8. Degree of cost effectiveness
This indicator is measured, inter alia, for services addressing chronic diseases and the disease burden of the poor, services with positive externalities, preventive health services or those with a demonstrated high cost
effectiveness.
In Sudan, while the national constitution requires the provision of primary
health care, the benefit package i.e. defined in the National Health Sector Strategy (2012-16), falls short of the normative package defined by the
WHO(1). A summary of the status of the cost effectiveness and equity consideration in defining the benefit package is given in table 8.8.

(1) WHO, 1978 Alma Ata declaration, World Health Organization, Geneva, Switzerland.
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Table 8.8: Degree of cost-effectiveness and equity considerations in
benefit package definition

8.9. Level of administrative efficiency
This indicator measures the administrative efficiency of the health financing subsystems. It is done by calculating the cost incurred in administering
the scheme as a share of the total yearly expenditure. The NHA (2011) revealed that general administration of health and insurance together consumes about 4%, while 3.35% of health funds are spent on provision and
administration of public health programmes (see more in table 8.9below).
Specifically for the National Health Insurance Fund the administration
costs over 13% of its total expenditure.
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Table 8.9: Level of administrative efficiency
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8.10. Overall performance assessment
This part of the exercise is concerned with performance indicators along
income quintiles; and includes information about health seeking behavior,
outpatient and inpatient utilization rate.
An average utilization occurrences of 1.937 outpatient services (chronic and acute diseases) is obtained from the survey, and remains higher
among urban (2.238) than rural (1.789) population. This means that, on
average, a person who lives in urban area uses outpatient services 25%
more than a person who lives in rural area. However, this ratio urban/rural
for outpatient healthcare has decreased since the last survey (2008) from
60% to 25%.
Utilization by income groups: members of richer households use outpatient healthcare services more than poor. The utilization rate increases
regularly according to the per capita household’s income. Also, insured
people use health services 1.45 times the average for non-insured.
Hospital healthcare utilization for all the study population is estimated at
0.017 per person per year, slightly larger for urban (0.020) than for rural
(0.015) residents and for women (0.019) than for men (0.014). Again, the elderly use hospital services more than other adults but under-five children
have also a high utilization level.
At the country level, 20% of the population, disaggregated as 32% urban
and 14% rural area, is covered by a health insurance scheme. About half
of the insured are under national health insurance fund, disaggregated as
24% urban and 73% rural. In 2011, the fund was covering 65% of the insured in the country (54% in urban and 81% in rural area). State health insurance funds accounts for 32% of urban insured and 12% of rural insured.
The coverage of different income groups by the insurance schemes is seen
in table 8.2 (above).
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Chapter 9: Institutional and organizational
bottlenecks
In this part of the report institutional designs and organizational practices
will be analyzed to identify main bottlenecks which affect and contribute
to the current situation of health financing system performance.
Table 9.1: Institutional/organizational bottlenecks
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Section III: Assessment of the way forward

Based on the above comprehensive assessment of the health financing
system, recommendations to improve health financing will be proposed.
These will be a basis for formulation of policy options and health financing
policy.
Recommendations are classified into to the main functions of health
financing (collection, pooling and purchasing) beside stewardship.
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Stewardship:
1.
2.Unify policy-making focus with political support at both the technical
(MOH & HI, MOF and others) and political level for policy
3.Medium Term Expenditure designed between MOH & MOF with MOH
leadership to better budget predictability, and improve planning and
allocation according to priorities of the health system
4.More efforts are needed for enforcement of regulation and ensuring
commitment and compliance of different entities
Reform the information system to respond to needs and improve planning and management systems
Resource collection
1.
2.Regulate financing sources and improve coordination between different
collecting organizations(e.g. taxation and customs)
3.Expand fiscal space through efficiency, external funds and its direction
to health protection, and direction of Zakat and Endowmends to the priorities of the health system through better coordination with MOH
4.Improve federal- state financing arrangements to become more equitable, transparent and considerate to the health needs of people at lower
levels
5. Decrease out-of-pocket payment for the poor as a priority through prepaid services by government, donors, Zakat and Endowments
6. Direct allocation more towards PHC to improve efficiency
7. Expand coverage according to prepaid system
8. Revise premium rates based on actual costs of BP
Gradual increase of coverage and size of package.
Pooling
1.
2. Merge financing sources gradually to decrease fragmentation
3.Improve pooling and equalization arrangements
Enhance coordination and harmonization among different subsidization
schemes and in relation to health insurance
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Purchasing and provider payment
1.Adopt strategic purchasing from providers to improve efficiency and
quality of services
2. Single purchaser separated from provider (this applies both for MOH
and NHIF)
3. Ministry of Health and the NHIF to have one body for designing
packages based on a scientific and cost- effective mechanism
1. Different schemes with different packages are needed (under 5, emergency, poor people fund, voluntary, etc.). These can be under HI or
under a common umbrella
2.Reform health facilities to autonomous bodies
3.Consider other payment modalities (DRGs, capitation) to overcome
inefficiencies related to currently adopted fee for service payment
mechanism
4.Balance expenditure and income for HI by improving efficiency in management and reconsidering the BP
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