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Strategic Vision
The beginning of this century has brought considerable desirable changes in Sudan.
On the political front there is a peace agreement that is going to be signed soon, and in the
economic sphere there on stability in growth rates of GDP backed by considerable revenues
accruing from the oil extraction and its export. However, the peace dividend and gains from
economic growth can be multiplied many times more leading to stability and sustainability of
the Federal investments that are directed towards social sectors including Basic Education,
Primary and Critical Curative Health, Nutrition and agriculture, in turn the employment
programmes. All such strategies are poverty alleviating and growth enhancing though
multiplier effects. Besides the imminent peace will lead Sudan towards 'parliamentary
democracy', in which case it is all the more important that the current political leadership both
at the Federal and respective States invest in 'Social Sectors and Poverty Alleviation'
strategies. Besides, bringing people closer to the respective governments and the policy, this
approach will help educate the citizen in understanding and adopting the process of
democratization of Sudan.
The 'Poverty Reduction Strategy Paper' that is often recognized as the State Policy
statements with regard to poverty alleviation needs to incorporate two dimensions : the first is
as to the unique country specific strategies and second as to how well are these strategies
attune with the current thinking around the world. In the following are some crucial issues
elaborated that highlight both the above concerns.
1. Community participation – the bottom up approach in both regions will benefit –
both programmes and stability as it would create ownership by the people and
community. This approach must ensure that at least two-thirds representation is given
to women in these sectors; and that program implementation itself both at the Federal
and States must enhance women's participation. Women's representation in strategic
Federal and State bureaucracy is imperative to bring in seriousness in health sector
and primary health care delivery. From the Minister to the Undersecretary down to
Medical Officers of health and specialists can be women. One can thins of a separate
pay package for women at all levels with a 40 per cent higher pay under normal
conditions, additional 20 per cent for rural service and another 20 per cent for difficult
areas such as flood hit, drought prone and war afflicted and so on. As far as possible
local area people must be part of the health delivery system.
2. Incentives for Health personnel: All health staff in the rural areas must be provided
incentives in the form of publically provided living quarters, some form of transport
such as bi-cycles for field staff, two-wheelers for the paramedical staff and a four
wheel motor/jeep for a medical officer of health. It is also propose that the children
belonging to the rural health core must be provided with preferential admissions in
institutions of higher education along with scholarships and hostel facilities. Such
incentives although appear discriminatory but are essential to motivate qualified
people to take up official positions in rural and difficult areas and also encourage
women to get involved in health care delivery system.
3. Funding Partnerships: The strategic vision must be realistic and should be linked
firmly with the funding availably from all sources such as the federal state finances,
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the state government resources, the resources from the community, the user charges,
the oil revenues, proceeds from the insurance covers, the donor grants and multilateral
funding.
4. Decentralization: While the approach needs to be developed and strengthened, the
governance (decentralized) structure and fiscal devolution in the North; but the direct
involvement of Federal governance and financing is essential in the South of Sudan.
5. Economic Growth and governance: Sustained exploitation of the Oil reserves and a
prudent policy for its use and export will help Sudan in the long run. Sudan is in need
of strategic partners such as China, Malasia and India and many other emerging
economies to insulate from the politics of international cartels. It is imperative that
Sudan develops its own pool of technical resource as soon as possible - China and
India can help. Careful policy for sharing oil revenues that favour investments in
poorer states and rural area, in developing physical infrastructure and human capital.
Focus on social sectors such as health and education and poverty alleviation is
imperative.
6. Strategy and Principles for Sharing Oil Revenues between Federal and States:
Sudan has been receiving oil revenues since 2001. Last years proceeds were USD700
million which was about 45 per cent of the total Federal receipts both from tax and
non-tax revenues. Thus the approach must to improve and sustain non-oil revenues
and treat oil revenues as add on and strictly devote to improve the 'human
development' parameters, reduce poverty and enhance economic and social equity.
The following principles will provide some useful guidelines:
• Principle 1: Share equally: i.e., one half each between the Federal and all State
Governments put together irrespective of whether the oil extraction is done in a
particular state or not. This amount to 350 m$ for the Federal and 350 m$ for all the
States together.
• Principle 2: One half share of the States to be shared equally: i.e., proportionate
to the woman and child population of the State. As across Sudan a good proportion
of population has income levels below one dollar a day per capita and most of the
population falls below two dollars a day per capita, it is important that the child and
woman population is taken into account in resource allocation.
• Principle 3: All funds must be directed to Social Sectors (SS) including primary
education, primary and basic clinical services, child nutrition, and rehabilative
employment programmes.
• Principle 4: The Federal share of funds from the proceeds of oil must be spent on
infrastructure development in states in the ratio 40: 30:30 (140m$:105m$:105m$) in
states from where oil was extracted, the States in the South and the rest. The
infrastructure must include capital expenditures on schools, dispensaries and health
centres, training of medical, paramedical, school teachers and special cadre to care
children under the age of 6 in all localities more than 700 people.
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• Principle 5: A certain share of Federal funds from other than the oil revenues must
be devoted to create off-farm employment such as 'self-employment', off - farm
wage employment in both the States of the North and the South.
7. Other Priority Public Investments:
• Rural housing with the partnership with households must be the priority of the State
governments.
• Rural water supply must by a priority investment area to be shared equally between
the Federal and State governments.
• Rural roads need a long term strategy. This sector must dip into long term
concessional lending of the multilateral donors and grants from the bilateral donors
that can ensure sustained funding.

Recommendations
There is an urgent need to conduct a multipurpose comprehensive 'income, consumption
and human development survey' in Sudan.
There is an urgent need to conduct a population census in Sudan and such censuses must
be conducted at least once in 10 years if not once in 5 years as is the practice many
countries.
It is recommended that a team of 5-8 high officials including Ministers of Health and
Finance, WHO representatives in Sudan, and representatives from Federal and State
Ministries of Health can visit countries such as Sri Lanka, India, Malaysia and Bangladesh
to understand the implementation of comprehensive health care systems. If such a team is
willing to visit New Delhi and selected states in India, the author of this report is willing
to coordinate such activity through the National Planning Commission, in New Delhi and
through the institution in which the author works, namely, 'the National Council of
Applied Economic Research (NCAER), 11, I.P. Estate, New Delhi – 110 002. NCAER is
host to most of the visiting dignitaries such as ministers, ambassadors, president and vice
presidents of the World Bank, United Nations representative, international business and
research delegations visiting India. Often such visits are aimed at getting professional
support in the areas of policy research, structure of economic development, poverty
alleviation and human development strategies, conducting large scale nationally
representative sample surveys and writing analytical reports. More about NCAER can be
found on www.ncaer.org.
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I
Macro-economic Scenario in
Sudan during Early 2004
Doubly Blessed: Peace Dividends and Oil Revenues
In the political arena Sudan is one of the rarest economics that has withstood the brunt of
a series of social unrests and divisive wars that took place during the last 20 years or more in
many of its geographic areas. It appears better senses prevail and most parts of Sudan are
already in peace and a few crucial areas and its people are at the verge of signing peace
accords and these cand be termed as the second period of awakening for Sudan. However, an
efficient integration of the all the regions and Sates that are getting integrated with Sudan is
possible only when the policy makers extend a broader space for embrace, and direct
reasonable public resources and policy concerns to rebuild these areas. A comprehensive plan
for reducing poverty, improving human development and employment opportunities is
imperative. This leads one to ask as to what is the economic status of Sudan as it is breaking
peace accords and ready to enjoy peace dividends?
Sudan has gone through a tough economic path since its Independence in 1950s, in spite
of lack of human resource and broad based economic structure. It began as a pastoral and
agricultural economy in that order of importance. It is a fact that even today the relative share
of income generated from livestock within in the agricultural sector is about the same as that
from farming and agriculture. However, Sudan has improved substantially in improving its
manufacturing and services sector in such as way that relative share of GDP from both these
sources is now twice as much as that of agricultural or traditional sector of the economy.
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Figure 1
Size and Structure of GDP
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A better way to trace the path of economic growth is to compute three-year moving
averages especially in economics that have considerable up-swings and down-turns
frequently. Although plotting data for annual GDP growth rates is useful to understand the
causes of annual fluctuations, for the purpose of tracing a long term growth trajectory threeyear moving averages paint an accurate picture. Thus the 3-year moving average growth rates
show a consistent GDP growth even during 1990s and a healthy rate of growth during the past
4 years (Figure 1). This supports a view about sustainability of growth and economic
foundations for the future. Although in the economic sphere Sudan is more known for
economic turbulence during the 1990s it is entirely due only to the fluctuations and unidirectional appreciation of the American Dollar in the domain of exchange rates. During the
mid-1990s the Sudanese Dinar took a complete downturn and is now valued at about SU260
for an USD. This has caused Sudan to be one of the heavily indebted countries with an
external unpaid debt to GDP ratio of over 122 percent amounting to over USD15.3 billion in
2001.
Although a large population of Sudan is poor, it is clear that the structure of economy
favours poverty alleviation. Since over 70 per cent of 33 million population is dependent on
7
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agriculture including livestock and animal husbandry there is a hope that this sector will grow
substantially in future. Sudan cultivates only about 10 per cent of its cultivable land and it has
been bestowed with not one but two river Niles. A sustained increase in cultivation of land
through enhancement of irrigation mostly new channel systems and lift irrigation will provide
substantial and sustained incomes in the mainstream rural areas. There are States struck with
droughts and lack of irrigation and such areas can be developed in livestock breading and
development of milk and meat industry. Share of manufacturing sector has only increased
slowly but the share of service sector in Sudan has declined in the recent years (Figure2).
However, public investments in agriculture and social sectors will eliminate poverty and
deprivation in the medium term and in this connection decentralization and governance is
important.

Figure 2
Structure of GDP
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Status of Poverty and Human Development
Sudan is a country with relatively larger population, which is poor, and the income
distribution is highly skewed. There is a paucity of data in the area of accurately estimating
levels of poverty and income distribution in Sudan and its many States. However, the dollar a
day poverty level is expected to be closer to one third of the population similar to Ethiopia
and much higher than Kenya. The disparity of income and levels of development between
states is also marked. Part of the problem is due to high degree of expanse and inaccessibility
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in networking various parts of states both for proper governance and for services delivery.
The Human Development parameters are also low compared with neighboring countries and
countries with similar level of development. Although gender disparity in education is some
what even the levels of literacy itself is very low in Sudan with an adult literacy of about 59
per cent. Level of IMR is one of the highest in the world and is in league with Pakistan,
Ethiopia and Yemen. A life expectancy at birth of about 54 years pushes Sudan in the bottom
most segments amongst the world's countries. The human development condition in Sudan is
partly due to the low level of income thus far but the trends and projections in GDP growth
suggest a favorable trend. Thus the current state of affair is that 'Human Development' is low
and will remain low unless huge investments are made in ‘mass education; primary health
care, employment generation, reduction in malnutrition and effecting equity and equal
opportunity. If investments in human development sector are concurrently enhanced, it is
likely that Sudan will get an opportunity to catch up and in about a decade or two the
parameters measuring levels of living and quality of life may improve. The effort should be to
improve the life expectancy to over 60 years by the year 2015.

Figure 3
Human Development Indicators in selected Countries
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Figure 4
Human Development Indicators By Country
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Table 1
Human Development Index and Related Parameters for
Selected Countries
Country

LEB
(years)
2001

Algeria
Egypt
Ethiopia
Kenya
Pakistan
Sri Lanka
Sudan
Yemen

69.2
68.3
45.7
46.4
60.4
72.3
55.4
59.4

Adults
literacy
rate
(15 +)
2001
67.8
56.1
40.3
83.3
44.0
89.2
58.8
47.7

GDP per
capita
(PPP
US$)
2001
6,090
3,520
810
980
1,890
1,970
790

LEB
index

Education
index

GDP
index

0.74
0.72
0.34
0.36
0.59
0.79
0.51
0.57

0.69
0.63
0.38
0.73
0.41
0.85
0.51
0.49

0.69
0.59
0.35
0.38
0.49
0.56
0.50
0.34

Human
developme
nt index
(HDI)
value 2001
0.704
0.648
0.359
0.489
0.499
0.731
0.503
0.470

GDP per
capita
(PPP US$)
rank minus
HDI rank
-31
-12
-2
14
-7
19
-4
21
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Table 1 (Continued)
Human Development Parameters for Selected countries
Country

Population
living below $1 a
day (%)
1990-2001

Ratio of girls to
boys in
secondary
education
(2000-01)

Algeria
Egypt
Ethiopia
Kenya
Pakistan
Sri Lanka
Sudan
Yemen

<2
3.1
81.9
23
13.4
6.6
NA (above 60 %)
15.7

1.03
0.90
0.66
0.91
0.63
1.03
1.62
0.35

Under five
mortality
1990
2001

69
104
193
97
128
23
123
142

49
41
172
122
109
19
107
107

Population
with
sustainable
access to
affordable
essential drugs
(%) 1999
95-100
80-94
50-79
0-49
50-79
95-100
0-49
50-79

Millennium Development Goals (MDGs)
Heads of States of over 150 countries assembled at the United Nations in 2000 to sign
a declaration at the turn of the century identified as 'millennium development goals' (MDGs).
A list of 8 Goals, 18 Targets, and 48 Indicators focusing on targeted and time bound reduction
in poverty, by half, reduction of U-5 Mortality by two-thirds, reduction of MMR by three
quarters, reversing the spread of diseases, especially HIV/AIDS and malaria by the year 2015.
Reduction is gender disparity and environmental protection are the other mandates. The
centrality of health focus is highlighted through - 3 specific goals, 8 targets and 18 indicators.
However, there are mixed results across the world while there have been some noteworthy
reversals globally. It does not appear that Sudan has taken any special note of the need to
invest in MDG sectors during the last 3-4 years. Therefore the sub-national inequalities, intergroup disparities and gender inequalities are all pervasive in Sudan. It is imperative that the
policy at the Federal and State level take a clear note of the MDG goals and devoted adequate
internal as well as negotiated external resources to achieve these goals in a targeted time
frame.
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Links between Health and Economy
The macroeconomic evidence across the world confirms that countries with the
weaker conditions of health and education have a much harder time achieving sustained
growth than countries with better conditions. On the other hand countries such as China and
many Southeast Asian ‘tiger’ economies did have a relative advantage since the initial
conditions in terms of health and education were relatively better amongst them (Dreze and
Sen). In healthier economies, individuals live much longer on average and their lifetime
economic earning is therefore higher (CMH Report, 2000:25). Longer-lived households also
invest a higher fraction of their income in education and financial savings, because they are at
an advantage to make use of the enhanced lifetime and reap the benefits of such investments.
Economic growth requires not only healthy individuals but also education and other
complementary investments, such as appropriate division of labor between the public and
private sectors, well functioning markets, good governance and institutional arrangements that
foster technological advance. The other way to link health with economic growth is to
recognize a simple fact that healthiness of people increases with the increase in personal
income. It is empirically found that the income elasticity for the health and nutrition related
products are positive and more than one. As levels of personal income rise, a relatively higher
share is spent on consumption of health care products and products enhancing and sustaining
better nutrition. At the same time, a person who is healthy devotes quality energy for work
and thereby can earn a living. In this context, it can be mentioned that poverty or inadequate
income levels contributes to the persistence of ill health as the person concerned is not able to
finance his treatment. This in turn contributes to a greater loss of working hours, culminating
in the decline in the growth of GDP of entire economy. “The fact that ill health reinforces
poverty is less understood than the view that poverty causes ill health” (Shariff, 1999b).
The burden of morbidity from a number of untreated, debilitating but rarely fatal
diseases in developing countries, including sexually transmitted infections, has a substantial
impact on productivity. Deaths associated with diarrhea and respiratory infections are rare in
industrialized countries but are the major killers of children in developing countries. Diseases
that do not occur in industrialized countries, such as, malaria, tuberculosis and
schistosomiasis impose a very heavy burden in less developed countries. HIV/AIDS has
caused havoc on both adults and children in the developing world. Furthermore, the aging of
the population in the developing world can be expected to bring increases in the absolute
12
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burden of non-communicable diseases as well. Thus a commonly used indicator of health –
life expectancy at birth, is inadequate to highlight the costs associated with morbidity that do
not lead to death but cause substantial financial and social stress. ‘Disability adjusted life
years’ (DALYs), a newly found indicator is a better measure but it is difficult to estimate
these frequently and at the national and sub-national level.
The pattern of disease prevalence among the global poor is quite different from that of
the population of the world as a whole. Evaluation of global data for the 1990s suggest that
communicable diseases are posing considerably higher threat to world’s poor than the global
averages suggest. Communicable diseases cause 59 per cent of deaths and 64 per cent of
DALY loss among the 20 per cent of the global population living in countries with lowest per
capita incomes. The respective figures are 34 per cent of deaths and 44 per cent of DALY loss
among the entire global population. Communicable diseases are responsible for 77 per cent of
the mortality gap and 79 per cent of DALY gap between the world poorest and richest 20 per
cent, compared with 15 per cent and 9 per cent attributable to non-communicable diseases
(Gwatkin and Guillot, 1999). Presently out of US$ 60 billion spent worldwide annually by
both public and private sectors on health research, only about 10 per cent is devoted to 90 per
cent of the world’s health problems, which are in the developing countries. The economic and
social costs, either directly or indirectly, paid by the humanity as a result of such
misallocation of resources are tremendous. Among the poorer population the direct cost is
high, given the vicious circle between poverty and poor health (Gwatkin and Guillot, 2000).
Extension of primary and critical clinical services is essential, along with easy and
cheap access to appropriate drugs to achieve substantial health gains. Pharmaceuticals already
exist that can treat most and prevent many of the diseases causing the bulk of morbidity and
mortality in the poorer countries. However, improvements in vaccines for tuberculosis and
inventions for HIV/AIDS and malaria are urgently required. It also appears much of the
disparity in health status and outcomes are due to differential access to drugs that are already
available; and access to sanitation and safe water, which influence the transmission of certain
types of diseases (Widdus, 2001). Another dimension to achieve success in improving health
amongst the global poor is to deal with associated conditions, such as maternal health and
malnutrition, and to combat reemerging diseases, such as tuberculosis, which spread
particularly among the downtrodden (Gwatkin and Guillot, 2000).

Thus one expects a
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number of associations among aspects such as safe drinking water, environmental sanitation
and even economic growth of the population at risk of disease and sickness.

Multi-prong strategic investments promoting Health
It is interesting to note that health is crucially linked with the economic, political,
environmental, cultural and social factors characterising the region. It is therefore essential to
ensure the efficient functioning of these sectors to realize major breakthrough in the health
sector achievements. In most of the countries the health care system lays a lot of emphasis on
primary care. Together with this health approach, it is essential to ensure that the people have
access to high and improved quality of life in terms of clean drinking water, improved
sanitation, hygienic living conditions, reduced levels of pollution and so on. Health and
environment are linked inextricably with each other and in turn are affected and influenced by
other external factors. For instance, development projects meant to bring socio-economic and
health related benefit to the people and community at large is associated with unintended
impacts that amplify existing hazardous conditions in the countries of the African region.
Together with achievements in the health sector it is also essential to ensure that the people
have access to other basic needs. It is identified that the people should have food to eat, as it is
already emphasized that lack of nutritious diet renders a person more susceptible to diseases.
Herein one can argue that country should have enough supply of food grain, which is best
attainable through an increase in the production of food grains. Hence the agricultural sector
needs to be strengthened which is of relevance to the economies which are heavily dependent
on the agricultural sector. Education and health are considered as assets for promoting
economic development. Education itself has an essential impact on the health of the
individuals. It results to increased awareness among masses, which is one of the most
effective means of controlling the spread of diseases, speaking broadly. Apart from this
aspect, education also improves the quality of life, which has a positive impact (through
individual efforts) on improving the health standards (See Figure 5 for schematic intersectoral linkages affecting health and economic growth.
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Figure 5
Multi-Sectoral Linkages leading to Health and
Economic Growth
Economic
Economic Growth
Growth
Health
Health &
&
Longitively
Longitively

Delivery
Delivery and
and Governance
Governance
Health
Health

Environment
Environment

Education
Education

Agriculture
Agriculture

Infrastructure
Infrastructure

Water
Water &
&
Sanitation
Sanitation

Pharmaceutical
Pharmaceutical
Industry
Industry

Food
Food and
and
Nutrition
Nutrition

Economic
Economic
Growth
Growth

Income
Income

Investment
Investment

Savings
Savings

6

In addressing the various issues related to health care, it is often experienced that in
spite of availability of all the components of health care like health, the people have limited
access to these health services primarily due to lack of infrastructural facilities. Some of the
countries comprise of islands or dense forest areas, which makes communication difficult.
Lack of infrastructure make conditions worse and the services are not delivered to the people
in need. It is essential to provide efficient infrastructure in order to deliver the services.
Another problem quite exclusive to the low-income countries is the lack of life saving drugs.
Even if the people mange to purchase the drugs, often drugs are not available, which is case
of serious concern. The working of GATS/TRIPS under the WTO regime has been
instrumental in addressing the issue of patents and property rights, which can improve the
availability of drugs for the less developed countries provided some careful and tactful
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negotiations are put in place. However, low-income households can assess the benefit of
being a part of the global nexus from the prevailing prices of drugs in the domestic market,
which continue to restrict the purchase of drugs.
The above discussion tries to hint on the fact that the conditions of poor health
prevailing in any country are the fallout of a host of reasons some of which are controllable
while the others require global consensus. It is not difficult to cite the fact that health of an
individual is linked to social, economical, geographical as well as the political environment in
which he exists. Therefore in addressing the issue of health and devising ways to improve the
conditions of health, it is neither worthwhile nor practical to concentrate on health alone and
neglect the other sectors. Herein it is important to identify the linkage between health sector
and other social as well as economic sectors. A multi pronged strategy as is commonly
referred to is perhaps a desirable and result oriented method which can be undertaken in order
to achieve a substantial gain in improving the standards of health care and providing better
health for one and all. Often, a policy which recommends pulling out of resources from the
education and finance health needs is not advisable. Health care as it exists is of two types.
Curative health care wherein efforts are directed to help the ailing individual recover and
preventive / promotive health care wherein the focus is to develop and improve the living and
working conditions such that the people do not fall victim to these deadly diseases. Keeping
in view the latter strategy it will be advisable to provide certain basic standards of living to
the people such that they are in a position to defend them. This calls for investment in the
educational sector, sanitation and family welfare together with health. The hierarchy of health
in social sector programmes is often damaging in sustaining health standards for the people
living in low-income countries. It is often realized that providing medical relief to a large
proportion of people in need is burdensome for the government with limited budget. It is also
equally true that the cost of treatment falls heavily on the economically worse off sections.
Therefore concerted efforts which help prevent the spread of endemic diseases such as
HIV/AIDS, Tuberculosis, Malaria and others are likely to be less expensive and hence less
burdensome for both the government and the people. Herein the thrust lies on a multi-sector
strategy, which in turn broadens the horizons of health care.
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Water Resources and Sanitation
The interaction between health and water cannot be over stressed, for provision of safe
drinking water has the most visible impact on public health as well as national development
than any other invention. Pathological conditions of human beings associated with unsafe and
inadequate water are classified under the rubric of water-borne diseases (i.e., cholera, typhoid,
amoebic and bacillary dysentery and other diarrheal diseases) caused by ingestation of
contaminated water, water-washed diseases like scabies, trachoma and flea; water-based
diseases that includes dracunculiasis and schistosomiasis; and water-related diseases (i.e.,
dengue, filarisis, malaria, typonosomiasis and yellow fever). Improved water and hygiene can
reduce the morbidity and mortality rates of some of the most serious diseases by a factor of 20
to 80 per cent. However, provisioning of water is one of the national objectives of many
nations in the region that has been difficult to be fulfilled. Lack of resources to develop,
maintain and sustain water related infrastructure has proved to be difficult due to inadequate
budgetary allocations.
Despite a mammoth effort during the International Drinking Water Supply and
Sanitation Decade (1981-90) with an outreach of safe drinking water and disposal facility
extended to 1600 million and 750 million people respectively; by the end of 1990 there
remained a total of 1015 million people without safe water and 1764 million without adequate
sanitation mostly due to addition of 800 million population in developing countries. Efforts in
outreach paint a dismal picture after 1990. A quarter of humanity remains without proper
access to water and sanitation, five million human beings die from illness linked to unsafe
drinking water and bad water related hygiene and furthermore every eight seconds a child dies
of water-related disease. Nearly half of the population of the developing world suffers from
one or more of the six main diseases associated with water supply and sanitation (diarrhea,
ascaris, dracunculiasis, schistosomiasis, hookworm and trachoma). WHO estimates, that it
costs an average of $ 105 per person to provide water supplies in urban areas and $ 50 in rural
areas, while sanitation costs an average of $ 145 in urban areas and $ 30 in rural areas. These
kinds of resources are simply not available in countries such as Sudan, Ethiopia and Kenya.
However, the hope for majority of people in these countries is in community and co-operative
action on the one hand and change in the mind set with respect to what is considered clean
potable water and environmental hygiene and sanitation. In this context of rapidly increasing
population and the shortage of resources (financial and physical) in providing clean drinking
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water and sanitation, it is worthwhile to assert the validity of multi pronged strategy. Together
with the allocation of resources in provision of clean drinking water and better standards of
sanitation it is also essential to restrict the increasing growth of population. Similar strategies
will be counterproductive and complementary rather than been contradictory. Thus achieving
health needs a multi-sectoral approach. Multi-sectoral interactive links of health with
education, environment, water, sanitation, public hygiene, food and nutrition is important.
Therefore, the federal planning must ensure that there are associated investments in all interrelated sectors and any assessment of the health sector must ensure review and achievements
in other sectors as well.
Food and Nutrition
Overall inadequacy of food intake to meet the needs for growth, immune function,
cognitive development and reproduction affects 30 percent of children and 25 percent of
women, while 56 percent of all under- 5 deaths is indirectly associated with some form of
malnutrition. Malnutrition is the result of an interaction between food intake, disease risk
factor and behavior. Disease is the result of exposure to disease, resistance and treatment at
home and medical interventions. Frequent diseases associated with anorexia, fever and
diarrhea have the greatest effect on nutrition. Malnutrition in turn reduces resistance to
disease. Reducing the effect of disease on nutrition involves immunization, improved water
supply and sanitation, improved hygiene and access to minimum nutrition inputs in the
context of health care (World Bank Group 1997, p 63).1
The highest levels of malnutrition and under-nutrition have been found to be present
in the South-Asian and Sub-Saharan African regions. The high levels of anaemia among
women, especially those pregnant, reveal the high degree of nutritional deficiency in less
developed countries. Women are found to have inadequate intake of iron supplemented diet.
Practically in all countries in the Sub-Saharan Africa, health of women and children in
particular are neglected. Often social norms and practices contribute to the low health and
nutritional status of women. Poor health conditions of children and the prevalence of
malnutrition are reflected by the prevalence of underweight among the children and also
incidence of stunting and wasting. The main cause of malnutrition among infants is identified
as low levels of breast-feeding and poor methods of weaning. The widespread prevalence of
1

Health, Nutrition and Population: The Human Development Network, Sector Strategy. The World Bank Group.
1997.
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anaemia increases incidence of a host of diseases. For example, nearly 20 percent of maternal
deaths in Bangladesh are attributed to anaemia. Diarrheal diseases and respiratory infections
constitute the major killers and are also sources of morbidity and malnutrition among children
in Sudan as well. Thalassaemia is a also a major problem. Worm infection, nutritional
deficiency and malaria seem most common causes of anaemia among the people in Sudan.
Another puzzle notices in some less developed countries are that even when the per capita
energy consumption levels have increased in the last two decades there is no improvement in
the nutritional levels as manifest in wasted and stunted children. Much of the problem of
malnutrition is related to that of Protein Energy Malnutrition (PEM) and micronutrient
malnutrition.
Sudan also seems to have high levels of Vitamin A Deficiency (VAD) and Iodine
Deficiency Disorder (IDD). Low levels of iodine consumption have resulted in the prevalence
of IDD and VAD among children. Although some health programs may exist but they are not
accessible to those in need. Lack of adequate funds to sustain the programmes and
geographical bottlenecks hinder programme implementation. Also, lack of survey reports and
adequate data on the nutritional profile have resulted in the under representation of the
nutritional status of the population under consideration.
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Human Value Dimension
The existing differences in the health profile of high and low-income countries are
quite distinct. The economic viability in providing health services may be considered from the
cost-effectiveness point of view which could be one of the discriminating factors between the
rich and poor countries. It can be argued that the asset ownership profile and productivity
levels of people living in the low-income countries, who are usually leading a subsistence life,
are negligible. Due to the subsistence nature of the production and consumption pattern and a
lack of marketable surplus, the contribution to the national income is also meager. Thus, a
case may be made that benefits that accrue may not be sufficient to compensate for the cost
incurred in improving the heath situation of the masses. This could provide an economic
rationale for not providing health
70

services or at least reluctance to

the benefits arising from investment
in their health will be more than the
cost of providing the services.
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Figure 6:
Incidence of preventable diseases and ill-health
Amongst the bottom 20 per cent of the global population

Besides, given a high incidence of sickness and ill-health (see Figure 5) a high proportion of
program benefits would accrue to the poorest 20% of the population. Percentages of deaths
occurring among the bottom 20% of the population are as high as 50 per cent in cases of
malaria, childhood diseases, prenatal sickness, diarrheal disease, tuberculosis, maternal
conditions, and respiratory infections, with an overall weighted average of 49 per cent. Thus,
primary health delivery programmes, which have a focus on such diseases and health
conditions, benefit the poor most and are cost-effective. The robust gains out of primary
health programmes coupled with the assumption that a long healthy life provides incentives to
invest more in education and other inputs that enhances individual capacity to earn more,
enables accelerated gains that would be disproportionately large. Thus, the inter-linkage
between healthy lives and increased longevity translates itself into skill formation - an
essential prerequisite to gear the process of economic development.
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Section II
Health Care Scenario in Sudan
A case for Universal Access to Health Care
It is important to note that 'better health' is essential to improve quality of Labour force
leading to efficiency of financial and physical investments as well. But a broad based policy
to promote better health should eliminate the pro-rich policies that exist and also understand
high intensity of ‘Selectivity Bias’ that may exist which is caused by relatively higher
incidence of mortality amongst all ages amongst the poor. Take a case when enquiries are
made as to the incidence of disease or sickness, one may in fact correctly arrive at lower
ratites amongst the poor and rural households compared to the relative rich and households in
urban areas. This type of bias emerges because those in the poorer households who had high
incidence and severity of sickness may have already died and not present to answer the
enquiries where as the sick amongst the rich are available to reply the enquiries. A similar
case can be made for the high incidence of ‘Urban Bias’ in healthcare delivery in Sudan.
Sudan must adopt and expanded definitions of health within the national context so as
to align thought and policy concepts to the international thinking. First the policy emphasis
should accept the importance of investing in primary and reproductive health and secondly it
must redefine the definition so as to incorporate provisioning of essential curative services
and prevention of disease such as Malaria, Tuberculosis and HIV/ AIDS. Thus a clearly
defined package of primary and reproductive health care services so defined need to be
provided through a network of grassroots level primary health care multipurpose male and
female workers across Sudan. There should be an emphasis on extension approach, home
delivery of services such natal services including ‘home delivery of child birth’ and family
planning services to reduce mean number of childbirths, which alone will improve
reproductive health considerably. The concept of multipurpose workers at the grassroots must
be innate to the health care deliver and interaction with community and households is
essential. Thus decentralization of health services improves efficiency and effects equity
contributing to reduction in poverty. Such a strategy requires functional integration of the
health care delivery institutions in a clearly defined population and geographic area and
through backward and forward linkages.
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Expanded Definition of Primary Health care and Appropriate Delivery
Structures
In Sudan the concept of Primary Health care has been somewhat limited. Besides
comprehensive set of PHC inputs the concept is inherent of the extension approach of
delivery of the services through outreach activities and through community participation. The
current type and level of institutions and type of personnel in Sudan are not compatible to the
delivery of comprehensive package of PHC services. Besides, the new international thinking
incorporates essential curative services into the package of the PHC. Figure 7 below presents
the existing institutional structure in one of the developed States of Sudan. Figure 8 presents
an alternative that is compatible with the expanded definition of PHC and also the inherent
nature of extension activities that are needed for the PHC delivery. It is strongly urged that
such a system must be put in place as a priority post-peace strategy to be implementable
during the next 6 years and for which the donors are urged to contribute to the fullest extent.

Figure 7
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Figure 8
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Proposed Networking of the Primary Health Care
Institutions at levels below the Locality
Primary health Centre one each for
a catchments population of about 25-30 thousand

Dispensaries mostly
delivering curative

Dispensaries mostly
delivering curative
services
10000 population

services
10000 population

MFHW
5000 population

MFHW
5000 population

MFHW

MFHW

MFHW

MFHW

MFHW

MFHW

MFHW
5000 population

MFHW
5000 population

Each female and male multipurpose workers support number of
trained village level midwives who are volunteers from the community ,
mostly women undertaking reproductive health related test,
such as conducting child birth and so on.
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Public Revenues and Public Expenditures
Allocative efficiency: 'doing the right things' – producing the correct or ideal mixture of
goods and services. Currently Sudan has an unclear mix of health care delivery institutions
and unclear package of services at different levels. For example, while rural and urban health
centres are conceived to be delivering both essential curative and primary health care, it
appears they are stuck only in dispensing certain curative services from the site of institutional
location. Outreach activities are not noticed from these centres. Besides there are some
'dispensaries' located within the geographic area of the health centre but with no clear
administrative, referral and supervisory linkages with the health centre. The same is true
about the 'PHC Units' which are expected to be located within the village area and performing
outreach activities.
Technical efficiency: 'doing the things right' – whatever is produced should be produced with
the least possible use of resources and inputs. Because to begin with the allocative efficiency
is too meager, a discussion of technical efficiency for the sector as a whole is not feasible.
However, it may be possible be assess the technical efficiency with respect to selected
programmes and packages of the health care delivery which is outside the scope of this report.
Growing economy, new found oil revenues and revenues that can be saved due to
reduction in military activities during the post-conflict Sudan. It is expected that GDP growth
will be a robust 6 per cent per annum and Sudan has the ability to sustain this growth and
ward off any negative growth of the economy. Recent FDI investments in oil industries have
already begun to contribute to the GDP and it my touch a billion dollars a year by 2007.
Besides by 2007 the current level of about two million dollars a day expenditure on the
national army and defense will reduce at least to one half due to the peace accord and this
savings of about 350 million dollars will also become additionally available for investments
in infrastructure, human development and poverty alleviation.
However the public revenues in Sudan are low and allocations for social sectors quiet meager.
It can be seen in the Table 2 that while 43 billion Dinars were spent both by the Federal and
State governments together on education sector and only 21 billion Dinars on health sector
these amounts only for 1.1 per cent and 0.55 per cent respectively. Thus public expenditures
which is just about one half of one percent on health is probably one of the worlds lowest
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recorded. The CMH report directs governments to increase public health expenditures in a
phase manner to 6 per cent of GDP. In the initial stage the report recommends that the donor
funds themselves can constitute upto 6 per cent of the GDP of low-income countries and they
may even reach 8 per cent of GDP in sub-Saharan Africa.

Table 2
Total Federal and State Expenditures on
Social Services in Sudan*
Federal And States Expenditure On The Social Sector (2000-2002)
Dinars
Year
2000
2001
2002
GDP Current Price (Billion)
2892
3371
3839
Education Sector (Billion)
28.00
35.70
42.10
Federal (Million)
1337
1736
2026
States (Million)
26654
33927
40116
Health Sector (Billion)
12.60
18.30
21.20
Federal (Million)
6228
8372
8556
States (Million)
6520
10017
12617
Water Sector (Billion)
3.90
8.30
13.50
Federal (Million)
210
907
193
States (Million)
3699
7441
13339
Total Social Services
Expenditure (Billion)
44.50
62.30
76.80
Social Exp .% GDP
1.54
1.85
2.00
Education % GDP
0.97
1.06
1.10
Health %GDP
0.44
0.54
0.55
Water % GDP
0.14
0.25
0.35
* Social Services include Education, Health and Drinking Water
Source: Data provided by Federal Ministry of Finance and National Development, Govt. of Sudan.
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Table 2 (continued) Per capita Federal
Development Support Transferred
to the States for theHealth sector -2002-2004
State

Pop

Khartoum

5,139,000

Red Sea

728,000

Kassala
Gedarif

1,545,000
1,567,000

Gezara

3,583,000

White
Nile

1,555,000

Million
Dinars
2002

Million
Per
capita in Dinars
2003
dinars
2002

25

5

20.7

9

12

33.8

14

9

46.9

16

10

42.1

15

4

34.4

17

11

29.9

4
46
30
27
10

224
332
335
514

6

58.8

675,000

14

21

29.7

North
Kordofan
South
Kordofan
West
Kordofan
North
Darfour
South
Darfour
West
Darfour
River Nile

1,530,000

11

7

45.0

1,143,000

19

17

31.7

Northren
State
Total

1,236,000

48
44

301
169

11

15

10

13

4

40.8

55.3

936,000

13

14

30.9

603,000

16

27

21.3

27,569

229

168
151
379
128
245

33
33

148
172

184

138
35

610

250

169

15
7

244

235

45.2

11

143

195

43.5

1,653,000

214

211

28
2,960,000

215

193

35
1,552,000

308

323

28
13

-

199

29

1,164,000

Per capita
in dinars
2004

309
19

8

Senaar
Blue Nile

Million
Per
capita in Dinars
2004
dinars
2003

229
3964
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Table 3
Per Capita Resource Gap (CMH yardstick) in Public Health Care
Sector in Sudan from 2000-2010
(In USD)

GDP Per capita
Constant terms
–US$*
Combined
Federal & State
Per capita Exp.
on Health-US$*
Per Capita
Resource gap
-US$*
National
Resource gap
(mill$)

2000 2001 2002

2003

2004

2005

2006

2007

2008

2009

2010

356

411

434

442

464

484

506

529

552

577

602

1.9

2.2

2.4

2.4

2.5

4.8

5.1

5.3

11.0

11.5

12.0

31.5

29.2

28.9

28.7

23.0

22.5

22.0

1073 1010 1018 1025

832

826

819

* Note since the last population census was conducted in 1993, all population size figures are estimates. The per capita GDP
is based on the constant price GDP data estimated by the author and projected up to 2010 with an annual real growth rate of 6
per cent and at fixed exchange rate of USD1 = SD260. The CMH estimates of a requirement of USD 34 is for expenditures
on such sectors in health area that have relevance to achieve the MDGs, such as primary and reproductive health care, and
essential curative services. The estimates mentioned above exclude costs of construction and maintenance of large and
special hospital and curative care.

It is clear from the table above that the per capita income in Sudan is low. For example it
was USD 356 in 2000 that increase to 411 in 2001 and 442 in 2003. During these years the
combined federal and states expenditures on health sector has been just 0.55 per cent of GDP
amounting to a meager USD1.9 per capita per year in 2000, which increased to USD2.4 in
2003. Using the growth rates for the increase in GDP and also expenditures on health sector,
estimates are made for subsequent years until 2010. Once can notice that while the real per
capita GDP would increase to about USD602 in year 2010 the per capita expenditure on
health is likely to be of the order of only USD12 per capita per year. This amount is far less
than USD 34 suggested by the CMH report. The resource gap using the CMH report yardstick
of USD 34 per capita per year suggests that even in the year 2010 the total resource gap will
be of the order of USD 819 million, thus making a strong case for the donor funding for
Sudan in the area of Health Care.
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Section III
Health Financing and Health Budgets
National Health Accounts
Health sector is one of the most prominent social sectors in all economies whether
they are in developed or less developed. In fact the relative share of public allocations in the
developed economies to health sectors is generally considerably high, often above 15 per cent
of the public allocations. This scenario exists in spite of a high capacity of the people in these
countries to spend out of pocket or through the intermediation of the insurance companies and
private sector. On the other hand once notices that the less developed countries
characteristically allocate marginal amounts of public funds for health sector as a whole and if
at all allocations are made, mostly to satisfy the pressure groups and lobbyist. Allocations and
investments are made on the construction and maintenance of huge hospitals, specialty
curative care. Such public investments are centrally placed and carry high urban and pro-rich
bias.
The first step in understanding the health financing is a country is to get an
understanding of the structure of health expenditures from all sources. In the following are the
possible sources of funding and financing and each one needs to be given a closer look in
finding out the relative importance. This is often referred to in the literature as 'Health Sector
Resource Envelop'.
The resource envelops needs to be developed at two levels. Especially in large countries,
the health provisioning is undertaken by the states within in a nation. Besides since most of
the public health spending will have to be on primary care it is important that programmes
funds on the grassroots and individuals within the grassroots level residential areas. In such
cases the community involvement in health delivery is crucial and certain amount of
contribution is also forthcoming from the community level institutions. Thus a proper health
accounting can be developed from the level of the state and below and subsequently
additional are made for accounting the inputs of the federal transfers to arrive at the national
figures. Thus the health accounting budgeting is a 'bottom up' approach rather than 'topdown'.

This also facilitates assessment of the resource gaps at the grassroots and

decentralized levels after making a need-based estimates for the demand for different types of
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health career – broadly categorized as 'curative', 'preventive & promotive' and 'primary health
care'. In the following is a list of possible source of funds for the health sectors.

Source of funding for Health Sector
Health Sector Resource Envelop Approach
Source / Institution
1. Federal government
Programme funding
Budgetary Process
Ad hoc grants

2. State's (Own) Funds
Budgetary Process
Ad hoc grants

3. Locality & Community

4. Cost recovery

Commentary on Funding focus

• Federal annual budgetary allocation to states for exclusive
expenditures on health relative programmes
• Funding – part funding of centrally sponsored schemes
• Construction and management of large hospitals
• Expenditures in research in the areas of epidemiology,
medicines, management systems and health care delivery
• Allocation of funds for health provisioning in the disaster
affected areas, drought affected parts of the state and people
affected by war and internal disturbance.

• Federal resources reallocated to a number of line programmes
and sub-sectors of the economy
• Resources allocated from the States own funds. Often these
are for certain types of state programmes put in place through
state initiatives or based on customary division of labour
between the federal and state governments
• Resources provided to implement programmes that are of
national importance and implemented jointly by an agreed
upon matching funding and cost sharing formula with the
federal government.
• Allocation of funds for health provisioning in the disaster
affected areas, drought affected parts of the state and people
affected by war and internal disturbance.
• There are many instances when the local population comes
forward to provide with funds to establish, manage and
marinating health care delivery institutions.
• The community often funds for providing human resources
either through voluntary work or by recruiting professional
on their own costs.
• There are number of services within the health care system
are normally produce higher private good. As opposed to the
primary health care services that produce public goods and
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benefit the whole population the curative services produce
benefits to those who need curative services. Normally such
services are charged and cost recoveries are made to recover
either fully or partially the cost of care. Often the proceeds
from the user fees are shared between the institution that
generate this revenue and the state in a certain pre-agreed
formula. Such a system of cost recovery has often helped to
meet the running cost of an institution and to maintain the
upkeep.
5. Health insurance

6. Bilateral Donor grants

7. Multilateral funds

• Often a number of countries has encourages health insurance
schemes that are mainly promoted by the governments to
cover the government personnel and those working in public
sector enterprises. These in many countries are mandatory
and covered by the employer.
• In the recent past private health insurance systems are also
evolving. They insure an individual, group of persons and
families for a mutually agreed upon diseases and illness
conditions. The insurers must pay annual insurance premiums
for the duration of insurance and once any eventuality of
sickness arises the insurance will cover the cost of such
treatment. There are a whole rang of products but often they
are biases towards the rich and also often they chase the same
people who are otherwise insured though the mandatory
programmes.
• Normally all countries in the world have bilateral
relationships and associates with neighboring and selected
other countries of the world. Often such relationships
between countries lead to bilateral exchange of grants and
also depending upon the level of development of the nation
unidirectional grants and aid. Often this is one of the
dominant sources of funding to social sectors such as health,
education, nutrition and poverty alleviation. This mechanism
of funding also provides transfer of essential technologies
from a developed to a less developed economy.
Direct Donor programmes
• Multilateral institution such as the United Nations System
Sister institutions – namely UNDP, UNICEF, UNFPA and
associated institutions such as the WHO provide certain type
of essential aid and grants. Such grants are not very huge but
critical as a substantial internal thinking comes with it.
Besides, such aid provided the less developed couturiers to
participate in the international arena to find solutions to the
respective local problems based on international experience
and expertise.
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8. NGO / Civil Society
Organizations

9. Private Sector

10. Household or
Out-of-Pocket (O-O-P)
Expenditure

• These are intermediary institutions that have come into being
and seem to represent the sentiments of the local populations
and also establish cooperative associations with all the
funding agencies including the government (federal as well
as states, bilateral and multilateral agencies.). They may also
bring their own money acquired by independent sources such
as contributions of philanthropic institutions, corporate
sectors and so on. When ever their funding source is
governments and bi- and multi-lateral agencies one needs to
find out ways to avoid double counting when accounting for
their contributions.
• Private sector strictly speaking does not finance health care
of the people; rather it provides services for a fee. Therefore
much of the funding is in a way appropriated from the O-O-P
expenditures undertaken by the individuals and households.
Yet the private sector contributes to establishing health care
institutions such as hospitals, research laboratories, marketing
networks and so on which becomes part of the health care
budgets. Such expenditures must be carefully evaluated and
accounted for in arriving at the total health care budget and
expenditures in any country.

• Household expenditure strictly speaking does not constitute
the part of institutional funding. However, to get a complete
picture of health sector financing and express the same as a
proportion of GDP it is essential to get estimates of out-ofpocket household expenditures according to different
economic class of the people. This information is also useful
to target and redirect the resources available from all the
above sources toward the poor, rural and inaccessible areas.
Often a ratio between the quantum of O-O-P expenditures
and total of all the above mentioned institutional expenditures
are used to evaluate and assess as to the relative importance
of public programmes in health sector of an economy. Many
health insurance schemes and user fee structures in the health
care sectors have evolved using the O-O-P expenditures
information which is useful to estimates the demand
elasticities under various conditions of supplies such as
totally public, partly public and other imperfect health market
systems.
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Intra-Sectoral allocation-Programmes
Inter-sectoral allocations are some of the toughest decisions faced by the policy
makers and the budgetary process. Often such allocations are made based on a number of
yardsticks and parameters which may or may not respond the annual demands occurring due
to unforeseen events. However, there is prudence in setting up a mutually agreed formula for
sharing of funds once they are acquired. For example, many countries have developed highly
technical, statistical and econometric models that simultaneously deal with a large number of
sectoral allocations, and within the sector, sub-sectoral allocations at the national level. The
complication then compounds as such allocations are to be further dispersed to a large number
of states based on criteria such as share of population, levels of development, states own
contribution of the national pool and so on. For example in India the Mahalnobis2 Model is
used which accounts for both the resource pooling and as well as resource allocations to
different sectors on the one hand and different states on the other. However, it is not known
whether such a model or a formula accounting for the source of funds as well as intra- and
inter-sectoral allocations, and inter-State allocations exist in Sudan.
Once a certain amount of funds becomes available from the federal sources3, and state
allocated their own resources to health sector that are mostly allocated on the basis of
schemes or sub-sectors; it is possible to trace the inter-sectoral priorities by assessing such
allocation (refere Tables 4 & 5 below) . There is need to build up time series data to under
changes in inter-sectoral allocations in the federal and state budgetary process4. Suffice it to
say that such effort must be put in place at the national level in the ministry of finance and
national planning commission if there is one. However what becomes clear in heath care
2

Mahalnobis was one of the most accomplished statistician and econometrician who developed
the resource allocation model for the Government of India. The Planning Commission in New
Delhi religiously follow even today after over 50 years of its construction. However, a number of
changes are incorporated to deal with newly emerging demands and also source of supply of
funds.
3
For example, upto 50 per cent of the States own expenditures are funded by the federal source
through the resource sharing formula. The total health expenditures will be this amount plus
states own funds that are allocated to health sector. Besides this the federal government may its
own 'centrally sponsored' schemes which are directly funded and administered.
4
For example, in case of India such data adjusting for the double counting and so on has been
analyzed for the first time by this author. For details see Shariff et.el 2002.
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budgeting is extremely high urban and curative care biases. While curative care is essential
such services largely produce private gains and therefore should be earmarked for the private
sector. What is not possible by the private sector is the mass provisioning of the primary
health care, preventive and promotive health care and essential package of curative services at
the grass roots. It is therefore essential that the state and federal governments reemphasize and
reform the health respective health care systems to the above mentioned sectors that produce
huge public goods directly enhancing the quality of life through improving life expectancy,
nutrition levels and human productivity. This precisely is the objective of the millennium
development goals as propounded by the United Nations and officially endorsed by over 150
heads of states in the year 2000.
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Table 4
Current Structure of National health
Spending in Sudan: Sources and Uses
(Per cent)

Uses

Primary Care/
Essential Curative
Secondary &
Tertiary
Inpatient Care
Others
Total

Federal
Govt.

State
and
Local
Govt.

Source
Total
Corporate
Govt.
3rd Party +
others

Households

Total

3.0

3.0

6.0

0.0

52.0

58.0

7.0

10.5

17.5

0.5

26.5

44.5

1.0
11.0

0.5
14.0

1.5
25.0

NA
0.5

NA
74.5

1.5
100

* 'Best Informed Estimates' undertaken by the author after extensive discussions with the high officials in FMOH and MOF & NE
Note: Donor funding has been accounted for in the contribution of Federal share of funds.
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Table 5
Effecting a Choice Based Equity through Health Sector Financing
Curative &
Hospital Care

Preventive Care

Essential
Curative/ Primary
& RCH

Richer& Organized
Sector

• Out-of-PocketExpenditure
• Private Sector
• Private Insurance

• Out-of-PocketExpenditure
• Pr. / Pub. Sector
• Private Insurance

• Out-of-PocketExpenditure
• Pub./Pr. Sector
• Public Insurance

Middle & Business
Class

• Out-of-PocketExpenditure
• Pr. / Pub. Sector
• Private Insurance

• Pr / Pub. Sector
• Pr. / Pub.
Insurance

• Pub./Pr. Sector
• Pub./Pr.
Insurance

Poor/ Rural &
Informal Sector

• Public Sector
• Pub./Pr.
Insurance

• Public Sector
• Public Insurance

• Public Sector
• Public Insurance
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Table 6
Suggested Budget spending formula between Federal, States
And Donor funding and amongst sectors within Health Sector

Percentage Share
(a) Curative care
(b) Preventive
care
• Disease specific
Progmmes
(c) Primary care
• Child Health
(EPI)
• Repro. Health
progmmes
• Other Primary
Care

Federal Funds

State Funds

Donor Funding

40
(198m)
(100)
20

20
(99m)
(100)
30

40
(198m)
(100)
10

30

40

40

15

30

30

40

30

50

15

20

20

20

5

20

5

5

10

Note: Transfers from Federal to State governments must be treated as States own funds. Total Federal, State and Donor funding must be of
the order of about 4.5 per cent of GDP by 2007 and 6 per cent by 2015. These figures exclude the out-of-pocket expenditures.
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It is suggested that share of public expenditure in the total should increase
substantially from current level of < 1 per cent to at least 2,5 per cent of GDP immediately.
This amount can be shared on the ratio 40 : 20 : 40 between federal, states and the donor
funding during the period 2005- 2007 by which time the whole expenditure should be
undertaken by the federal and state governments. For example, in 2004 a total of about 450
million USD amounts to about 2.5 per cent of GDP of which the federal and donor can share
198 million each and remaining 99 million must be raised by the state from its own resources.
Such fund sharing programmes are essential so that the State and Federal governments in the
long run generate its own resources thus eliminating the need for external or donor funding.
However, each of the sources of finance must have a clearly defined priority as suggested in
the statement 1 above. For example, the federal and donor funding must emphasize on
curative while sustaining expenditures on the preventive care activities as well. The curative
care emphasis can be relative larger for State own funds followed by the federal funds to the
tune of 20 per cent. The long term strategy, however must to be reduce the public
expenditures on curative care activities to minimal though establishing both public and private
insurance schemes and to a limited extent by resorting to user charges for specialty services
provided in the public facilities.
Rationale for the Strengthening of Government Intervention
In utilizing donor funds it is often observed that these funds tend to replace domestic
reserves. The donor assistance should be an add-on rather than a part of the national budget.
The donor assistance is supposed to supplement the domestic reserves in order to bridge the
gap between the amount required to finance the health services and the resources available.
However if the donor funds keep replacing the domestic resources, the chances of narrowing
down the difference will not be achievable and it will not be surprising if the differences
increase. An analysis of the structure of health care expenditure suggests that individual and
households spend substantially on fees, drugs and transport. All these out-of-pocket
expenditures lead to non-treatment, delay in treatment and chose to treat incurrence of high
costs leading to asset liquidation and indebtedness (Shariff et al.). Many patients take recourse
to private practitioners due to inaccessibility of government facilities and this drives the costs
even higher. Private services are not only expensive but the sector is unregulated and also
inefficient due to unclear demarcation of allopathic and other types of traditional medicines
and faith healers. However, even public services are of poor quality, yet the relatively poor
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use such services, which have relatively lower direct costs. Across the less developed world
most patients express the need for reliable and low cost government services, since the cost of
visiting private practitioners is prohibitive.
One of the most important ways of tackling and controlling the rising levels of poverty
among the masses has been recognized as investments in health. A poor person has labor,
which is his only resource, and its supply depends upon the health and skill conditions.
Therefore, if the person has the means of exploiting this resource then perhaps he will be able
to find a better standard of living for himself and his dependants. There are both empirical and
conceptual reasons for believing that interventions against communicable diseases and
interventions applied in poor population groups have more favourable cost-effectiveness
ratios than interventions against non-communicable ailments, or those applied to better-off
populations (Gwatkin and Guillot, 2000).
The Figure 9 below suggested schematic emphasis of current flows of funding in
Sudan. It is clear that both the Federal and State funding is focusing of curative care services
and only the multilateral donor agencies are emphasizing the primary health care delivery.
This scenario of funding must be altered in a phase manner during the next six years or so that
all the public funding in health sector is direction of primary and preventive care services that
also include the essential curative services.
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States Own
Resources

Community
Community
Contribution

Federal Resource
Transfers

User Fees/ &
Insurance

Multilateral
Donor Support

Bilateral Donor
Support
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Section IV
Decentralization and Health Delivery
"Establishing a multilayer delivery infrastructure
and a referral system is cost effective and equitious"
The health care delivery infrastructure, network, personnel and the system in Sudan is
rather rudimentary. The delivery structures are highly centralized and institution based. The
institutional facilities lack the structure of 'institutional hierarchies' or 'multi-level primary
health care delivery institutions' are necessary to ensure smooth functioning of inventory
supplies, supervision, forward and backward information flows and above all the referral
system during the incipient stage of developing health care delivery system (refer to Figure
8). A system compatible to improve both the allocative and technical efficiency is in order.
Once the system is mature enough then decentralization, community participation and even
user fee system can succeed. Premature decentralization and resorting to user fee
indiscriminately will create 'entry barrier' for the lower middle and poorer classes and also
community participation in the guise of using the 'trained mid-wives (TMWs)' and volunteers
without proper integration with the delivery system is bound to fail. The evidence for the
grass route level linkage of the primary health care delivery with the common citizens of
Sudan is being presented though the presence of 'trained midwife' at the village who has been
authorized to conduct deliveries on her own and also report the same to a rural hospital. Such
TMWs are given free education for a period of about one year in dispensing reproductive
heath services which are loosely identified as providing help during deliveries, antenatal
checks and nutrition education. It is not clear as to how her work responsibility have been
identified and defined, as she is provided with some 'kits' which are used in conducting
deliveries. However, the TMWs are not paid for their service provisions by the state or
locality or community, rather they are encouraged to seek service charges from the
households.
For dispensing other primary and essential curative services there is hardly any public
personnel available at the grassroots. There are a number of centrally (federally) sponsored
programmes such as the TB control programme, Malaria control programme and so on and
not much of a document exists to show that personnel to deal with such diseases are available
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at the grassroots, rather often they are found stationed at a very high centralized level of
facility such as the rural hospital.
Besides the problem of large area and long distances, Sudan's over 65 pr cent of the
population resides in villages with only a few states with average population concentrations of
2-3 thousand population (for example in states of Khartoum and Al Gazeera) and all other
states with sparse distribution and meager for meaningful centralized infrastructure in public
health care. Therefore, what is needed is a large army of well qualified 'Male and Female
Health Workers' so as to work at the grassroots levels. These para-medical multipurpose
workers must be trained in 'extension work' approach through which the PHC personnel of
various levels will establish mass contact with the population at their own place of residences,
often in villages and also through regular visits to households to undertake reproductive
health and child survival programmes.
The other urgent requirement of a change in approach to the PHC delivery is the
special need to address the health care needs of the 'internally displaced persons' (IDPs).
Sudan, compared to its population of about 33 million has proportionately large IDPs.
Besides, their residential pattern, they will have a very different disease and health profile
which needs to be tackled using entirely different delivery and monitory system.
The 'rural hospitals' as they are known today have to be converted into the hubs for the
delivery of primary health care services including reproductive health, immunization, critical
curative and nutrition services to the masses. The role, capability and functions of 'medical
assistants' within the health care system is now unclear. They can be retrained to be the
managers of the primary health programme and posted at the rural health centres and
dispensaries all over Sudan. However, efforts must be made to ensure at lease one female
physician is also posted at the level of the rural health centres.

42

Shariff / Macroeconomics and Health Sector in Sudan / 250304

Summary of Revenue and Capital Expenditure
[Both for infrastructure and human resources]
Table 7
Cost Statement : Final Projected Cost
Estimates for Sudan as a Whole
(Million USD)

Capital
Expenditure

Annual Expenditure
on Maintenance

76

370

10

30
18

84
4

15
1

50
1

200
27
3

25
5
1

175

686

57

Annual Recurring
Expenditure
Grassroots M/FMHW
R/UPHC –
MOH/MA/Others
Training
institutions
Other Hospitals
FMOH Secretariat
Centre for Health
Policy Research
Total Resources
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Table 8
A six year plan of Expenditure for the
Health Care Sector in Sudan (Million USD)
Base
Year

Recurring
Capital
Total
Absorption

Year 1

Year 2

Year 3

Year 4

Year 5

Year 6

Total for
all
6 Years

65

90

150

175

232

232

232

1111

9

25

110

139

139

160

115

688

74

115

260

314

371

392

347

1797

An appropriate formula based on parameters such as disease burden, proportion of population, remoteness of a state and so on must be used
to reallocate the total estimates presented above to various states.

Absorption Capacity: Mechanism to eliminate 'Dutch Disease'
Capacity to absorb the enchased funding is assessed using the following assumptions
and ground reality:
1-2 years
That the current infrastructure, bureaucracy and administrative linkages have a
capacity to absorb double the current allocations of about 75 million USD allocated by the
Federal and State government for health care. Currently over 80 of this expenditure is directed
to curative and hospital services. However, with one administrative and another logistic
modification the whole institutional focus can be re-oriented to the delivery of primary health,
essential curative and reproductive health care. First requirement is federal ministries
directives to all staff working in rural hospitals, rural / urban health centers and all institutions
below these levels to focus their time, energy and resources to the primary health care
delivery. Second, there is a need to facilitate mobility of the health care delivery personnel
from out of fixed sites such as hospitals and dispensaries to communities and villages. This
may require providing appropriate vehicle to all levels of the institutions. With these two
facilitators the absorption capacity of the current health sector Sudan can be enchased by 100
per cent so as to undertake activities amounting to about 150 million USD.
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2-6 years
During the 2nd,3rd and 4th year emphasis will be on putting in place infrastructure
needed as estimated by the resource gap estimates and concurrently planning for recruitment
and training of the grassroots level workers on the mass scale. There is a total need of about
10,000 Female multipurpose health workers and an equal number of Male multipurpose
health workers at the grassroots. Besides a large number of Medical Assistants, laboratory
technicians and so are needed to take positions in the newly constructed rural and urban
health centres and dispensaries. All these activities will enable an enhanced capacity to absorb
funds to the extent of and additional 25 per cent each year on the revenue account. Where as
expenditures on the capital or construction of infrastructure accounts the absorptions will be
of the order of a ratio of 20 : 30 : 30: 30: 20 for year 2 to 6 subsequent to the reforms and
additional funds becoming available.
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