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Executive summary 

Objectives of review  

In 2008, the Government of Sudan announced that it would provide free curative care for under-
fives and caesareans. This policy was linked to the government’s 2007 health sector strategy, which 
aimed to achieve progress towards the Millennium Development Goals (MDGs), and aimed to 
increase access to and reduce disparities in access to essential health care.  

In 2010, the Federal Ministry of Health undertook a review of the policy. Its objective was to assess 
its implementation to date and to provide recommendations which would strengthen its future 
design, impact and sustainability, as well as its fit with other health financing strategies. 
 

Study methods 

The review took place from January to June of 2010 at national level and in five focal states (Red Sea, 
Kassala, Blue Nile, South Kordofan and Khartoum). Policy implementation was assessed using four 
research tools: key informant interviews; exit interviews; a facility survey; and analysis of facility 
finances and the cost of the package of care. 117 key informants were interviewed, purposively 
chosen at national, state and facility levels. Financial analysis was carried out in two hospitals and 
two health centres per state, and two national-level hospitals (24 facilities in total), while the facility 
survey covered 30 facilities (14 hospitals and 16 health centres). 386 exit interviews were carried 
out, focussing on carers of sick children and women who had recently delivered. 

Results 

Analysis suggests a number of key concerns about implementation to date. These include unclear 
specification of the exact target group and package of care; variable interpretation of the policy by 
different states; and unclear relationships between different free care initiatives, as well as between 
the national health insurance coverage and free care. Inadequate overall funding has also led to 
restricted application of the policy, with outpatients and primary care commonly being de-
prioritised. Despite this, service utilisation appears to have responded, though longer term trend 
analysis would be needed to attempt to attribute this to the free care policy as such. 

The overall need for greater access to basic health care and greater financial protection against 
health care costs is clear. The substantial costs documented in the exit interviews raise concerns – 
44% of household monthly disposable income was spent on just one average episode of curative 
care for a child under five, and 208% for average delivery costs. These costs were incurred in 
facilities and outside: 49% of costs for children and 33% for women who delivered were external, 
showing that even with an effective exemptions policy households would continue to bear 
significant costs. Whatever the situation prior to the policy, basic health care for these priority 
groups is not affordable for the majority in northern Sudan now: 55% of carers of sick under-fives 
and 66% of women who had delivered could not afford to pay for their care.  The evidence on 
financial protection through the health insurance system was also not encouraging, with no 
evidence that health insurance membership reduced health care costs, at least for these services. 

Conclusions and recommendations 

The policy has been launched in a dynamic health sector context, with limited coherence across 
different initiatives. Decentralisation presents particular opportunities and challenges, as does the 
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developing role of the National Health Insurance. Addressing equity and access issues requires 
‘systems thinking’ to deal not only with charges levied from patients but also the wider questions of 
how resources (including staff and infrastructure) are allocated, how drug supply systems operate, 
how to rebalance the health system to decrease the pressure on higher level health facilities, and 
how to improve the quality of care (including more consistent treatment of common conditions). 
These go beyond free care, and yet are critical to it meeting its goals.  

A range of options are laid out in this report for strengthening the policy in Sudan. Information 
based on the costing exercise is used to provide illustrative budgets and to indicate affordability. 
Once strategic decisions are taken on these options by the FMoH, piloting should be undertaken to 
establish more robust implementation systems. Other systems reforms should be undertaken as 
part of the ongoing health strategy revision process. 

This review contributes to the growing body of literature on the selective removal of user fees for 
priority services. It indicates the range of challenges to effective implementation, including strategic, 
financial, and organisational.  Some of these are particular to the health financing system in Sudan, 
but many are shared, and indicate important lessons for improving access to and quality of care for 
women and children in Africa. 
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Background on study 
 
The free care for pregnant women and under fives policy was launched in 2008 in northern Sudan. In 
2010, a review was undertaken by a research team based in the Federal Ministry of Health (FMoH) 
Khartoum to review its implementation and impact after two years of operation. The aim of the 
study was to provide information to the government to enhance the policy’s sustainability and 
impact.  This work forms part of a series of health financing studies which are feeding into the 
development of the new national health strategy in 2011. Other studies which are due for 
finalisation early in 2011 include: a public expenditure review and expenditure tracking study; a 
household expenditure on health care survey; a study on national AIDS spending; and a national 
health accounts study. 
 
This paper presents a summary analysis of the findings. For further details, see the full report (1). As 
well as providing important insights for policy-makers in Khartoum, this study provides a significant 
regional case study of some of the issues facing implementation of fee exemption policies for 
priority groups. It adds to the growing body of evidence in sub-Saharan Africa. 

Context 

Political and health system context 
Sudan operates a federal system of government. After the Comprehensive Peace Agreement (CPA) 
was signed in 2004, a Government of National Unity (GoNU) was established at the national level in 
Sudan. An autonomus government for the South of Sudan (GoSS) was introduced as an intermediate 
level to oversee and coordinate the Sothern states’ affairs, including governance of the health 
sector. With a clear margin for independence in the referendum of January 2011, South Sudan will 
become an independent state in July 2011. Currently there are 25 states (ten of which constitute 
southern Sudan). This study concerns the health system in the 15 northern states. 
 
Currently, there is a three-tier government system - federal, state and local government. Under the 
decentralised system which has been rolled out in Sudan since 1994, the states take primary 
responsibility for health. States set overall policies and manage the hospitals. Localities are meant to 
be responsible for health centres and basic health units, although in practice their capacity to 
manage the health sector is limited in many areas (especially post-conflict areas). In financial terms, 
block grants from the federal level are sent to the States, which have scope to allocate them to 
different sectors (apart from for salaries).  

For the free care programme, the funds are earmarked and cannot be vired to other purposes, at 
least in theory. Health centres are the lowest level affected by the policy: they provide child health 
interventions and ANC/FP, but not (in most cases) deliveries. At community level, deliveries are 
conducted by midwives at home, and these are not covered by the policy. At the next level, the rural 
hospital provides deliveries and c-sections, as well as other curative care. The general hospitals at 
state level and the specialist centres in Khartoum are also participating in the policy.  

Primary Health Care has been adopted as the key strategy for health care provision in Sudan in 1978 
and re-emphasized in the National Comprehensive Strategy for Health in 1992-2002 and in the 25-
Year Strategic Health Plan 2003-2027. The recent FMOH health policy indicates that the minimum 
package for PHC services should include; Vaccination of children (EPI), Integrated Management of 
Child Illnesses (IMCI), Reproductive Health (RH), essential drugs, nutrition, health education and 
treatment of common illnesses. The government’s 2007 health sector strategy aims to achieve 
progress towards the health and nutrition-related Millennium Development Goals (MDGs) with 
particular emphasis on improving the health of poor and vulnerable populations.  An objective is to 
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broaden coverage of a basic package of health services, including both facility-based services and 
interventions that can be delivered at the community level. 

Demographic and health situation of northern Sudan 
 
Sudan is currently the largest country in Africa, with a population of some 40 million. According to 
the 2007 Five Year Health Strategy, life expectancy at birth is estimated at around 55 years. Annual 
population growth is 2.6% and the total fertility rate is 5.9. The population is predominantly rural 
(68%), but with rapid urbanization, especially in Khartoum.  
 
Sudan continues to confront major challenges in making progress towards the health and nutrition-
related Millennium Development Goals (MDGs) 1.  Health and nutrition indicators seem to have 
stagnated since the 1990s.  The 2007 Sudan Household Health Survey (SHHS) estimated that under-
five mortality in the 15 northern states was approximately 99 per 1,000, little changed from the 
estimate of 104 from the 1999 Safe Motherhood Survey (SMS), which showed an improvement 
compared to the estimate of 135 from the 1989-90 Demographic and Health Survey (DHS) (Table 1).  
Although the prevalence of chronic malnutrition (stunting) among under-five children has improved 
since 2000, it remains high at 32% in 2007 and similar to the level measured in 1990.  Estimated 
maternal mortality ratios remain around 500 per 100,000 live births, with little change between the 
1980s and 1990s. 
 

Table 1. Trends in under-five malnutrition and mortality and maternal mortality, northern states 
of Sudan, 1990-2007 

 
under-5 chronic 
malnutrition (%)  

under-5 mortality 
(per 1,000) 

maternal 
mortality 

(per 100,000 live 
births) 

    
1990 33 135 537 
2000 36 104 509 
2007 32 99 595 

    

Source: World Bank concept note, using estimates from the 1989-90 DHS, 1993 PAPCHILD survey, 1999 SMS, 2000 Multiple 
Indicator Cluster Survey (MICS2) and 2007 SHHS. 

 

While utilisation of services has been low, there has been considerable progress in child health 
service utilization in recent years.  After stagnating or declining in the 1990s, child immunization 
coverage improved significantly since 2000, although it is still the case that only 50% of one-year old 
children are fully vaccinated.  Coverage of insecticide treated nets for malaria control has also 
improved dramatically, from 2% in 2000 to 31% in 2007, although there is still some way to go to 
reach the international (Abuja) target of 60%.  With regard to curative care, anti-malarial treatment 
of children with fever has risen considerably from 50% in 2000 to 73% in 2007.  After declining 
precipitously in the 1990s, utilization of health providers by children with symptoms of acute 
respiratory infection (ARI) similarly increased, from 33% in 2000 to 58% in 2007. 

                                                           
1 Much of the contextual information is taken from the ‘Concept Note: Free Health Care for Under-
Five Children and Pregnant Women in the Northern States of Sudan: Technical Support on Financing, 
Implementation and Evaluation’, World Bank, 4 August 2009. 
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Similarly, coverage of maternal health care has improved. Although still very low, coverage of 
modern contraception has increased from 5% in 1999 to 8% in 2000.  Utilization of antenatal care 
has remained high, consistently around 70% since 1990, while coverage of tetanus toxoid 
vaccination has increased to 67% in 2007.  After declining in the 1990s, access to care at delivery by 
a qualified health provider has improved in recent years, attaining 67% in 2007, around the level that 
it was in 1990.  Over half of these deliveries are attended by auxiliary midwives, usually village 
midwives.  Most births are at home, although institutional delivery has increased from 14% of 
pregnancies in 1999 to 22% in 2007.  Access to emergency obstetric care has also improved, as the 
2007 SHHS estimated that 5.6% of deliveries were by caesarean section, compared to 2.4% in 1999. 

Although coverage of child and maternal health services improved overall, significant disparities 
between states remain.  For example, although there has been dramatic improvement in 
immunization coverage in some states, such as Northern, River Nile, Kassala, Gezira, Sinnar, there 
has been less progress in others, particularly in the Kordofan and Darfur regions.  In 2007, 73% of 
one year old children in Northern state were fully vaccinated, compared to just 23% in West Darfur.  
Similarly, access to curative care, such as C-sections, has improved in all states but remains much 
lower in the poorer states of the Kordofan and Darfur regions, as well as Blue Nile and Gedarif  
(Table 2).  In 2007, although 14.2% of deliveries in River Nile state were by C-section, the proportion 
was only 0.8% in West Darfur. 

Table 2. Trends in Caesarean section rates by province (% most recent pregnancy), northern states 
of Sudan, 1999-2007 

 1999 2007 

   

Northern 3.4 10.6 

River Nile 2.7 14.2 

Red Sea 1.5 4.7 

Kassala 2.2 4.9 

Gadarif 0.9 2.5 

Khartoum 7.2 11.2 

Gezira 3.3 11.6 

Sinnar 2.3 4.2 

Blue Nile 0.6 1.1 

White Nile 3.0 3.1 

North Kordofan 1.6 2.5 

South Kordofan 0.4 1.6 

West Kordofan 0.9 .. 

North Darfur 0.2 1.5 

West Darfur 0.2 0.8 

South Darfur 0.8 1.9 

   

Northern States 2.4 5.6 

   

Source: 1999 SMS survey report and 2007 SHHS  

The poor also have significantly less access to health care services, with very large disparities in 

relation to a number of services across quintiles. In the poorest quintile, for example, 53% of 

pregnant women received antenatal care, compared to 91% in the highest quintile.  At 38% an even 

lower proportion of pregnant women in the poorest quintile received qualified delivery care, 

compared to 89% in the highest quintile.  Disparities in access to emergency obstetric care, an 

important determinant of maternal mortality, are striking, as only 1% of deliveries among the 

poorest quintile were by C-section, compared to 19% among the highest quintile (  
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Figure 1). 
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Figure 1 Institutional deliveries, CS and stillbirths, across quintiles, Sudan 2006 
Source: SHHS, 2006 

 

Source: SHHS, 2006 

Health financing context 
 
Driven by oil exports, accompanying growth in the non-oil economy, GDP growth has risen to annual 
rates of around 11% since 2005, high even compared to other resource-rich countries.  
Correspondingly, overall public spending has increased considerably, growing by on average 23% 
annually in real terms since 2000.  Although the health sector’s share of total public expenditures 
has remained constant at around 7%, government health spending has grown in absolute terms 
along with the overall budget. According to the preliminary results of the 2008 National Health 
Accounts (NHA), total public spending is now close to $34 per capita. Of the total health care 
expenditure of $122 per capita, just under 67% comes from households (66% out of pocket) and just 
under 28% from public sources. Less than 4% of health finance was external (donor funds). 

As Sudan has a decentralised system, with responsibility for provision of health care below the 
tertiary level delegated to the States, increased spending on health has in most states largely been 
dependent on higher federal fiscal transfers to state governments.  Some 14% of overall health 
expenditure is disbursed by the State Ministries of Health (SMoH), according to the 2008 NHA. 

Despite increased public sector health spending, disparities in access to health care persist due to a 
number of important barriers.  The differences in access to health services between economic 
groups described above can be attributed to a number of factors. 

There are substantial disparities in government health spending between states, linked to 
differences in resource availability, particularly fiscal transfers from the central government.  Fiscal 
transfers to the states in 2006 ranged from over USD 90 per capita to Northern state to around USD 
20 per capita to South and West Darfur states.  In addition, the better-off states have substantially 
greater resources from their own tax bases.  Differences in the budget envelope available to state 
governments translate into wide differences in state health spending, with spending lowest in the 
poorest states. 

Resource allocation within states also favours some areas, particularly urban centres.  For example, a 
2006 study in North Kordofan state found that state government spending on primary health care 
services varied considerably between Localities as a function of the number of government health 
workers (since most public spending was on salaries).  In addition, most state government spending 
is on hospital services in urban areas – in 2006 in North Kordofan, 75% of state health spending was 
on hospitals.  Health services in Localities that received greater resources had higher utilization 
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rates, and the Locality containing the state capital contained the greatest concentration of 
government health workers, received the highest level of resources, and saw the highest service 
utilization.  As the poorest likely tend to live in the more isolated rural localities and better-off 
groups are more likely to live in urban areas, differences in resource allocation within states also 
contribute to economic disparities in access to health care. 

Disparities in the supply of health services reflect differences in resource allocation so that poor, 
remote and war-affected areas are under-served.  In many areas, the supply of health services is 
insufficient, so that there is poor physical access to services and, when they exist, quality is a 
problem.  For example, while there are around 22 doctors per 100,000 population overall in the 
northern states of Sudan, the ratios are considerably lower in poorer and conflict-affected states:  13 
in Red Sea, 10 in Blue Nile, 5 in Kassala, and 4 in Southern Kordofan. 

Fees and drug costs are important barriers to access to care by the poor.  Since the early 1990s, as 
part of a government austerity strategy and in conjunction with decentralization of responsibility for 
basic health services to the states, cost-recovery and drug revolving funds were introduced as 
financing strategies for government health services.  In relation to expenditure, drugs constitute the 
largest item by far overall – some 58% of total health expenditure according to the 2008 NHA. This 
was supported by an evaluation of the Khartoum Revolving Drug Fund, which found that by far the 
largest proportion (60%) of household payments were drugs, with consultation fees accounting for 
only 15% (2).  The 2006 North Kordofan study estimated that official user fees were a significant 
source of revenue, accounting for around USD 2.5 million, equivalent to about 20% of total state 
health spending, and to USD 1.30 per capita.  

In addition, there are significant social and gender barriers to access to care.  Among some groups, 
women are not allowed to visit health workers unaccompanied by a male relative and are often 
prevented from consulting male health workers.  Street children, often from war-affected 
communities, are socially marginalized and lack access to care.  Nomadic groups usually have poor 
access to health services due to geographical unavailability.  Combined with social norms, lack of 
information and knowledge is a significant demand-side barrier, affecting in particular utilization of 
basic interventions such as family planning or exclusive breastfeeding. 

Origins of free care policy for pregnant women and under-fives 
 
From independence till 1991, health services were offered free of charge in Sudan. User fees for 
services and drugs were then as part of the wider economic reforms and adjustment policies. The 
impact of the introduction of user fees in public health facilities was not well documented, however 
anecdotal evidence suggests that the introduction of user fees signifcantly affected access and 
utilization of health services with little or no significant improvement on the availablity and quality of 
care (3). 

The access problems which this generated led to the development of health insurance, which has 
been implemented since 1995. The National Health Insurance Fund (NHI) is a semi-autonomous 
body sitting under the Ministry of Social Welfare. Contributions come from employees (4% of 
salary), employers (6% of salary), the government, charitable donations and company investments. 
Membership is compulsory for the formal sector and voluntary for the informal. Membership covers 
the family, not just the individual. The monthly premium for the informal sector is 15 SDG (USD 5.6) 
outside Khartoum, and 20 SDG (USD 7.5) in Khartoum. Benefits include most treatment costs and 
75% of the cost of drugs. There is internal cross subsidy from the formal sector to the informal 
members. Overall coverage of the population in the northern states is estimated at 40% by the NHI. 
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To ameliorate the negative impact of the introduction of user fees on access to health  services, 
emergency cases at hospitals (including any procedures and expenses incurred within the first 24 
hours in hospital) have been exempted from fees since 2006. Other exemptions include renal 
dialysis, immune suppressant drugs for renal implantation, chemotherapy, radiotherapy and 
treatment of hemophilia. The annual expenditure on free treatment amounted some 15-22% of the 
total federal health budget in 2005 (3). 
 
The Interim Constitution of the Republic of the Sudan, article 46, states the commitment of the 
Government to provide universal and free of charge basic health services.  
 
The decision to make care for under-fives and pregnant women free in 2008 was therefore the latest 
in a series of measures to shift the financing burden back from the population to the state.  

Regional context in relation to user fees 

The policy in Sudan took place against a backdrop of similar initiatives in many countries in the 
region (4). The number of countries which have recently reformed their user fee regime is not 
exactly established, as many have recently introduced reforms at local or national level which have 
not been fully documented. However, a recent mapping report on user fees (5), based on a survey of 
key informants in 49 low and middle income countries, found that more than half of the countries in 
the selection (28 out of 49) had, in recent years, introduced reforms to their user fee regimes. In 
many cases, the focus has been on priority groups, particularly pregnant women and young children. 
There is a clear regional focus for this in West Africa, but the approach extends beyond.  Of the 28 
countries, exactly half focussed on delivery care (either exclusively or together with curative services 
for young children). There is a growing body of evidence on some of the difficulties which are 
presented and on how to make the reforms work more effectively (6-9), which can inform 
developments in Sudan and be enriched by the experience there.  

Research methods  

Research framework 
There are a number of important questions which arise in studying the effects of removing user fees. 
These are presented in Figure 2, which provides a conceptual framework for monitoring and 
evaluating such health financing changes.  
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Figure 2 Conceptual framework for evaluating policy to remove user fees 
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care

12. Reduced mortality and 

morbidity

7. Technical and 

allocative efficiency 
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improved
13. Policy is (and is 

perceived to be) cost 

effective

6. Awareness and 

acceptability of 

policy

Source: (10). 

Research questions 
 
A number of tools could be used to probe these questions in Sudan. However, the focus of the terms 
of reference was on forward-looking policy recommendations, with an emphasis on the broad policy 
directions and also on practical tools for strengthening implementation. Given this focus and the 
limited time and budget, the research focussed on developing understanding of the following issues 
(taken from the terms of reference): 

1. the content and cost of the package of care 
2. the flow of funds from federal to states level 
3. the impact of the policy, including on health workers 
4. how the policy is managed and monitored 
5. how the free care policy is linked to drug supply systems and to other health programmes 

 

In addition, it sought stakeholder views on the policy, its implementation, on problems which it 
faced, and on proposed solutions to those problems. 

Research tools 
 
After discussion during the inception visit in January 2010, it was agreed that the following tools 
would form the basis for the research: 
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1. key informant interviews (KII), to examine stakeholder perceptions of the policy and its impact, 
as well as to collect important secondary records, such as reports on free care 

2. exit interviews (EIs), to collect information on patient characteristics, health seeking behaviour, 
payments and satisfaction with quality of care (for two main groups – women who had recently 
delivered, and carers of sick children under five) 

3. facility survey, to collect data on inputs to care (such as finance, staffing, drugs, equipment and 
infrastructure) and also outputs 

4. costing of package, to understand the cost to facilities of providing the core services covered by 
this policy. This costing focussed on marginal costs of services at four levels of facility – health 
centre, rural hospital, state and federal level hospitals. The costed services included: normal 
deliveries; caesarean sections; and the 3-4 main conditions for which children are treated, such 
as diarrhoeal diseases, respiratory infections including pneumonia, malaria, and malnutrition.  
 

Timeline for research 
Piloting was conducted in River Nile State. The tools were then used in five focal states – Khartoum, 
Red Sea, Kassala, Blue Nile and South Kordofan. Fieldwork tool place in March-April 2010.  Findings 
were presented and discussed at a stakeholder meeting in September 2010. 
 
All interviews were treated confidentially, and respondents given the option to participate or not. 
Ethical approval was granted by the FMOH research ethics committee prior to fieldwork. 
 

Sampling and analysis 
The choice of states was determined by the DHSSP project location (as the MDTF which funded the 
research is also focussed in four of the states visited for research). Khartoum was added during 
initial discussions as the capital state is considered an important comparator. Within states, the 
facilities were non-randomly selected from amongst a list of participating institutions obtained from 
the States’ focal persons. Institutions were stratified by type, and facilities were chosen within those 
categories – initially randomly, but modified if major problems of access or functionality were 
identified. The aim was to obtain a snapshot of the situation on the ground in the focal areas, rather 
than any kind of regional or national representativeness. 
 
A total of 117 key informants were interviewed in the end. The bulk came from State Ministries of 
Health (43) and from facilities (39), but they also represented the FMoH, Ministries of Finance, the 
NHI, the Zakat, the CMS, RDFs, the development partners and researchers. The total for the national 
level was 24, for Khartoum State 26, for Red Sea 19, Kassala 17, South Kordofan 17 and Blue Nile 14. 
 
For the exit interviews, 138 women who had recently delivered were interviewed, along with 248 
carers of sick children under five. For the facility survey, 30 facilities (from national down to health 
centre level) were included. For the costing, 24 facilities were included, although for reasons of 
missing data in two states, only 16 were analysed in the end.  
 
Analysis of the KII used manual coding of themes from interviews. EIs and the facility survey were 
entered and analysed using SPSS. The financial data analysis and costing was undertaken in Excel. 
 

Study limitations 
 
The main limitation faced by the study was that it relied on retrospective data for a policy which had 
been introduced two years earlier and on a national scale - thus making any assessment of 
before/after or counterfactual impossible.  
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In relation to data collection, a number of constraints were also noted: 
 

 For KII, getting written reports on the free care programme was the main challenge 

 For the exit interviews, gaining an adequate sample was difficult (especially for deliveries), given 
the low utilisation in some facilities. We therefore adopted a pragmatic approach of widening 
the group of facilities visited for this tool, in order to conduct the number of interviews targeted 

 For the exit interviews, some of the questions were hard for respondents to answer, notably the 
one on monthly expenditures by the household. The team discussed how to assist respondents 
to make this calculation, so that results would be more robust. Some women also needed to 
consult their husbands on specific cost issues, as it is often the men who pay for services. In 
some areas, there were language issues, with the team needing to translate questions into local 
languages.  

 We obtained a particularly low number of delivery EIs for Blue Nile due to low levels of facility 
deliveries in that state, and this has to be taken into account in the interpretation of data. 

 For facility financial analysis and costing, the gaps in financial records presented a challenge – 
analysis had to be based on a smaller number of facilities in the end. 

 Some methodological short-cuts were also necessitated by absence of data during the analysis 
of the costing data. For example, where a first and second line of treatment is reported by 
clinicians, there is no evidence of the balance of use of each one. We have therefore had to 
average the costs across both categories, which may not be fully accurate. The attempt to get 
expert opinion on how commonly one treatment was used versus the other was not successful, 
which meant that simple average costs for the drugs had to be used. 

 Secondary data were very fragmented and sometimes with gaps. The quality of the HMIS varied 
considerably across sites. At the national level, It is estimated that fewer than 40% of primary 
care facilities are reporting, compared to 90% for hospitals. This limited our ability to rely on 
these secondary data sources for analysis of trends in service utilisation. 

Findings 

Factors constraining implementation of policy 

Lack of detailed policy specification  
The policy was announced by the President in January 2008 and subsequently by the Federal 
Minister of Health. In the states, a ministerial decree was issued and the policy communicated via 
the media. However, key informants at all levels reported that no detailed written specification of 
the policy had been received. If such a guideline exists, it has clearly not been well disseminated. 
This has presumably contributed to the differences in interpretation of what the policy should cover 
and how it should be implemented, in terms of type of services to be included, type of costs to be 
covered, and how facilities are to be reimbursed and are meant to report.  

Lack of diversification of funding sources 
The policy is supported by funds from the federal level. Only in Khartoum was there evidence of 
state support. Other potential sources – localities, Zakat, health insurance – were reported not to be 
contributing, at least in these focal states. 

Inadequate funding for drugs and services 
According to key informants, cash and drugs have both been inadequate to cover the needs of the 
intended beneficiary groups. Gaps of 60 to 100% were estimated by different stakeholders. At 
national level, the free care department was more optimistic, estimating that drugs covered roughly 
three-quarters of needs. Using our cost estimates to retrospectively assess funding adequacy, if you 
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assume that the package includes CS and all in- and out-patient child treatments, then funding 
would have covered 7% of the total needs. 

Patchy implementation of the policy, with a bias towards hospitals 
Linked, presumably to problems of funding and lack of clear guidelines, modifications had taken 
place at state and facility levels which undermined the effectiveness of the policy. These 
modifications varied by area, but included deciding to exclude whole categories of facilities, such as 
health centres, and also categories of patients (e.g. focussing on child inpatients only). Normal 
deliveries were excluded in all areas, although in Khartoum a 50% subsidy has been extended to 
them.  In one state, Blue Nile, the policy has been largely suspended, with very few resources 
reaching any facilities. The state which has been able to implement the policy most thoroughly is 
Khartoum, which has been able to call on more state-level resources to fund free care. 
 
In general, when rationing occurred, the bias has been towards hospitals and urban facilities – in 
most states, it has been the rural areas and health centres which lost out. In Red Sea, for example, 
45% of the funding went to the emergency hospital, with only 13% going to the specialist hospitals 
for women and children in Port Sudan, 21% going to the rural hospitals as a group and only 6% to 
health centres. This is a pattern which raises concerns about efficiency, as well as equity. While this 
may reflect utilisation patterns and access, it clearly threatens to aggravate inequities.  

Limited participation by facilities 
Looking at the very crude indicator of the proportion of facilities in each state participating in the 
policy (even theoretically), the coverage is very varied, ranging from 81% in Red Sea to 37% in 
Khartoum (presumably because of the large number of private facilities), 16% in Blue Nile, 11% in 
Kassala and 6% in South Kordofan (Table 3). 
 
Table 3 Facilities participating in the policy, focal states 

State Type of facility Number of facilities Proportion of total 
facilities 

Khartoum State  All state hospitals  & health 
centres 

28 hospitals & 159 
health centres  

37% 

Kassala All big hospitals and some 
urban health centres  

 13 hospitals 11% 

Red Sea All state hospitals (urban 
and rural) & health centres 
in 7 localities 

17 hospitals; 43 health 
centres 

81% 

Blue Nile All state ministry of health 
hospitals & some health 
centres (ones run by 
doctors) 

13 hospital and 19 
health centres 

16% 

South Kordofan All Ministry of Health 
hospitals  

15 hospitals 6% 

Lack of consensus on package of care to be covered 
There was considerable variation in interpretation of the services that were covered by the policy, 
even by different stakeholder groups at national level (see Table 4), which reflects a lack of clear 
specification but also practical difficulties with full implementation. 
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Table 4 National key informants view of contents of the free care package 

Key informant Interpretation of the package of care on offer (theory and practice) 

Health 
economics unit 

All care for under-fives 
All delivery costs 

Reproductive 
health director 

All caesareans (but not normal deliveries) 

Child health Child health services but only applied in practice at tertiary level, not lower 
facilities 

Free health care 
directorate 
FMoH 

Reports on care for under-fives, c-sections and also normal deliveries 

Hospital director Care for all children (not just under-fives); all deliveries (including normal, but 
these are only 50% subsidised, not fully free) 

Gezira MoH Emergency c-sections are free; elective are charged; care for under-fives offered 
free but not in all hospitals 

MoH finance 
department 

All women, and under-fives 

Khartoum MoH Elective c-sections, D&C and all care for under-fives (but excluding some drugs 
for outpatients); also some subsidies for teenagers and normal deliveries 

 

This confusion was mirrored at state level, where there were differences in the package which was 
theoretically on offer varies across states. Moreover, different key informants within each state gave 
different accounts of the package of care that was available. For Blue Nile and South Kordofan, the 
policy appeared to no longer be in effect in reality. Red Sea and Khartoum were continuing, albeit 
with some alterations to cope with the limited funding of the policy. Kassala was continuing in part, 
with debts mounting up to the facilities. 

Limited community awareness 
Community awareness varies according to the area, and correlates with implementation (in those 
rural areas where the policy is in effect not being applied, awareness is understandably low). In exit 
interviews in focal states, awareness of exemptions was low for the carers of sick children under five 
– 40% were aware of them. In the exit interviews with women who had delivered, awareness of the 
existence of exemptions was higher – 54%. However, it should be noted that respondents, being 
interviewed in facilities, are likely to be more aware than the wider population.  

Lack of overall financial commitment to policy 
Based on national estimates2, overall expenditure for the free care programme for under fives and 
pregnant women in 2009 was 18 million SDG (USD 6.74 million), or 0.58 SDG (USD 0.223) per person 
(total population) in the northern states as a whole. The cash which was sent to the states varied 
from 0.4 SDG (USD 0.15) per person for South Kordofan per year to 0.061 SDG (USD 0.02) per person 
for Khartoum. In addition, monthly drugs were sent whose value ranged from 1.3 SDG (USD 0.49) 
per person per year in Blue Nile to 0.66 SDG (USD 0.25) per person in Khartoum. However, these 
drugs were for emergency care as well as under-fives and pregnant women. 
 

                                                           
2
 It should be noted that there were considerable discrepancies between estimates provided at the national level 

and those reported by key informants (focal persons) and financial staff within the States. Even the latter two 

groups did not provide consistent figures. 
3
 Conversion rate of $1=2.67 in April 2011. 
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Of total free care spending in 2009, this group (under fives and pregnant women) absorbed 13%. In 
relation to drugs, the proportion is lower – 6%, according to figures for 2008. The National Renal 
Centre received more than four times the value of drugs for 2008 compared with the free care 
programme for women and children in the whole country. 
 
According to the annual report from the Free Care Department in the FMoH, 3.4 million children 
were ‘covered’ in 2009, and 66,000 c-sections. As financial reports combine expenditure on these 
two categories, however, it is not possible to calculate average unit costs. 
 
Where figures were available for total spending on health care at the state level (for Red Sea and 
Blue Nile), expenditure on this free care programme amounted to 1% of overall public health 
expenditure. Total per capita spending in Red Sea was 27 SDG (USD 10), while for Blue Nile it was 30 
SDG (USD 11).  
 
In relation to total public spending on health in 2008, according to NHA figures, the free care policy 
for under-fives and pregnant women used 0.005% of overall expenditure. 

Lack of clear system for budgeting and resource allocation 
Resources to support the policy flow through three main channels (all originating in the MoF):  
1. funds are sent to the CMS, via the FMoH, for free drugs to be supplied to the States (and some 

of the tertiary institutions) 
2. funds are sent direct to the tertiary institutions to pay for the service costs of free care 
3. funds are sent monthly to the States for services costs  
 
However, the basis for budget setting at the national level was not clear – there is no evidence that 
this was based on cost and need estimates derived from the states. The division of resources 
between states was also not clear – certainly, it did not follow population patterns, but there may 
have been underlying calculations relating to poverty, as the funding was found to be higher per 
capita for the poorer states.  

Unpredictable funds at facility level 
Within states, the system of distributing resources to the different areas and facilities also lacked 
transparency. None of the states used a fixed payment per episode to reimburse facilities. For the 
facilities, the resources for the policy were both inadequate and unpredictable (the cash funds were 
especially unpredictable – drugs were more predictable but still well below the reported needs).  

Lack of clarity and consistency on how funds were used 
The reporting formats of the national free care programme were not used in practice, and states 
reported on use of funds in a wide range of formats. Khartoum and South Kordofan were unable ot 
provide any breakdown for how funds were used. For Blue Nile and Kassala, the range of uses was 
wide, and it was not clear whether the funds were sent to facilities to make up for lost fee revenues, 
or whether they were used for general investments by the state MoH.  
 
Key informants were not clear on the extent to which free care funds were ring-fenced or not. It 
seems that funds are in practice sometimes used for other expenditures, such as rehabilitation, 
equipment and incentives. Conversely, some KI pointed out that hospitals are covering free care 
costs from other budgets.  

Weak monitoring  
Routine reports were generated by free care focal persons at state, FMoH and FMoF levels. 
However, monitoring was found to be fragmented and information was not combined across 
different centres to allow for analysis of important aspects, such as unit costs per free patient, 
comparing resources and utilisation across the states, comparing the drugs used with the number 
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and type of patients treated etc. Supervision was limited and there were no standard checklists or 
budgets for supervision, either from the federal level or below. 
 

Findings on impact – positive and negative 

Utilisation response 
National free care reports indicated that between the first and second year of operation of the 
policy, child care cases in hospitals increased by 45% and normal deliveries by 14% (Table 5 and 
Table 6). These are consistent with experience elsewhere when fee exemptions are introduced, and 
indeed with the responses in our exit interviews, which suggested that health care seeking is more 
price-sensitive for children than for deliveries. In addition, the virtual exclusion of normal deliveries 
from the package of care would explain the small rise. The increase occurred at state hospital level, 
according to these figures.  
 
Table 5 Services provided under free care for under-fives, 2008-9 

  2008 2009   

  
Federal 
hospitals 

State 
hospitals Total 

Federal 
hospitals 

State 
hospitals Total 

% change in 
totals 

Patients 98,401 1,607,107 1,705,508 33,356 2,441,002 2,474,358 45% 

Surgical 
operations 2,721 12,331 15,052 1,803 68,155 69,958 365% 

Lab tests 54,694 2,773,135 2,827,829 49,034 1,894,023 1,943,057 -31% 

Source: adapted from Free Care Department, FMoH, report 
 
For CS, there was an increase in both ‘cold’ and ‘hot’ cases. The overall proportion of elective CS is 
worrying though – at two-thirds of the total, it looks very high for the region, suggesting either 
supply-induced demand and/or strong consumer preferences for CS4. Ultrasound, for deliveries, and 
operations, for children, appeared to have grown disproportionately, which also raised questions 
about whether providers are trying to maximise profits. 
 
Table 6 Services provided under free care for pregnant women, 2008-9 

  2009 2008   

 Services 
Fed 
hospitals 

State 
hospitals Total 

Fed 
hospitals 

State 
hospitals Total 

% change in 
totals 

Normal 
delivery 24979 85,641 110,620 21,024 104,546 125,570 14% 

Elective CS 5797 24,984 30,781 5,252 31,705 36,957 20% 

Emergency 
CS 4254 16,377 20,631 2,920 23,561 26,481 28% 

Laboratories 64821 981,167 1,045,988 7,540 1,789,159 1,796,699 72% 

                                                           
4
 Unfortunately, we do not have trend information for elective versus emergency caesareans, so it is hard to say 

whether the breakdown is connected with the national exemption policy. 



21 
 

Ultrasound 20582 67,285 87,867 83,713 1,054,109 1,137,822 1195% 

Deaths 28 188 216                -    285 285 32% 

Ultrasound 
per delivery 0.59 0.53 0.54 2.87 6.6 6.02 1010% 

Lab test per 
delivery 1.85 7.73 6.46 0.26 11.2 9.51 47% 

Death rate 0.001 0.001 0.001                -    0.002 0.002 13% 

Source: adapted from Free Care Department, FMoH, report 
 
The completeness of HMIS data varies by state. However, for states where the records were fairly 
well maintained, such as Red Sea, the trends are compatible with these national results. Under-five 
inpatient visits have risen considerably (by 44%) over 2007-9 for Red Sea as a whole, though child 
OPD cases have fallen by 11%. This may in part be linked to the policy, which covers inpatient care 
for children (in theory), but not outpatient. Meanwhile, facility deliveries have increased by 13% 
over the two years – only 10% for normal deliveries but 46% for CS. This again may link to the fact 
that the free care policy is focussed on CS. Forceps deliveries have reduced by 66%. 

National HMIS data for CS are presented below (Table 7). Although there is an overall of 93% in CS 
over 2006-9 for northern Sudan as a whole (if the HMIS data is reliable), an analysis of year-by-year 
changes suggests that the increase pre-dated the policy (with CS increasing by around 25% per year, 
even in the year before the policy came into place).  It also shows considerable variations in pattern 
across the states.  
 
Table 7 Trends in CS, northern Sudan, 2006-9 

State Year       Change 
2006-9   2006 2007 2008 2009 

Red Sea 672 1032 1476 1667 148% 

Gezira 6753 8467 10981 12317 82% 

Khartoum 13782 14585 17185 19991 45% 

Northern state 1260 1470 2347 2666 112% 

Gedaref 1642 2204 2451 2288 39% 

White Nile 1591 3143 3814 5330 235% 

Blue Nile 420 574 576 395 -6% 

N. Darfur 218 1296 1880 3752 1621% 

S. Darfur 745 472 291 565 -24% 

W. Darfur 468 530 394 685 46% 

S. Kordofan 102 115 385 617 505% 

N. Kordofan 1376 2060 2696 3917 185% 

River Nile 1155 1564 2240 3504 203% 

Kassala 1063 1761 2409 2513 136% 

Sinar 1591 1891 1828 3198 101% 

Total 32838 41164 50953 63405 93% 

Annual change   25% 24% 24%   
Source: National HMIS data 
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The facility survey revealed different patterns for different facilities5, with the rural health centres, 
for example, increasing their child cases by more than 300% over 2007-9 (much larger than the 
general increase seen in their OPD), while urban health centres appeared to have lost customers to 
hospitals. For the rural hospitals, there was a modest increase in deliveries (15% overall), apart from 
CS, which had grown strongly (99%). Overall child care cases were also up by 73% between 2007 and 
2009. The picture was similar for state hospitals, which had however seen a reduction in 
complicated (non-caesarean) deliveries, as had the referral hospitals. This reduction in complicated 
deliveries may be a recording issue, and/or may signal some gaming by providers.  

The referral hospital reports a spectacular increase in child health cases, both in- but more especially 
out-patients. This amounts to a growth of nearly 3,000% over 2007-9. This compares to a very 
modest increase of 9% for deliveries at the maternity referral hospital. 

Financial benefits for households 
KI report that many charges are still falling on households due to the shortfall in funding. Some 
payments are formally mandated – for example, in Khartoum, where outpatient drugs for children 
are not covered. Others are ad hoc – when drugs run out, people pay. In addition, there are some 
reports of the loss of user fees being offset by higher charges for other services, such as visiting fees. 
 
There is very little predictability of costs for households. Very few facilities visited have fixed charges 
per episode of care, and where they do, they are not made public. Similarly, no facility posted 
notices about exemptions, despite the fact that the exemptions on offer differed across facilities. 
 
In the exit interviews with carers of sick children under five, less than 2% of respondents reported 
total free care (Figure 3). 62% paid for entrance fees. 83.5% paid for x-rays and tests. 92% paid for 
medicines. 84% paid filing fees.72% paid for consultation fees. 86% paid for operating costs, and 
71% paid gift money to health workers. This suggests that the policy is not being implemented 
effectively.  
 
Figure 3 Proportion of respondents reporting free services for sick under-fives (by cost item) 

 

                                                           
5
 Note however that the overall sample size was small for the facility survey – utilisation data was collected with 

financial data and given the problems with data collection in Blue Nile and South Kordofan, the final number 

analysed was only 16. 
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Costs and affordability of care 
 

Children’s services 

According to the children’s exit interviews, the mean total expenditure on fees for the episode of 
care that their child had just received was 62 SDG (USD 23.2) per child, with the lowest mean 
reported in Blue Nile (23 SDG; USD 8.6) and the highest in Kassala (129 SDG; USD 48.3). There is also 
a clear gradient by facility, rising from 20 SDG (USD 7.5) at health centres to 99 SDG (USD 37) on 
average at national hospitals. 

Comparing the expenditure on an episode of care for a child with the household’s average monthly 
non-food expenditure, the average proportion is 44.5%, though the range is very wide (from 0% to 
more than 600% of non-food expenditure). Given the frequency of illness in a family of several 
members, this proportion is high. 
 
By states, the proportion is lowest in Red Sea (mean of 27.5%), and highest in Kassala (77%). By 
facility visited, the proportion is lowest at health centres, as you would expect (14%). That it is 
highest at state, rather than national, hospitals (65%, as opposed to 58%) is more unexpected. 

Looking at the different payment components, payments outside the facility account for 49% of the 
total payments, and, within facilities, drugs and medicines are the single largest component. It is 
possible that other facility payment were higher before the free care policy – we have no ‘before’ 
data with which to compare our findings. It is however also clear that care for children is not free (in 
relation to facility costs) now.  
 
The average number of prescriptions for children was found to be 2.1. However, only 55% of the 
drugs prescribed were in stock, and of these, 39% of families had to pay. While charging for drugs 
which are not in stock is understandable, charging for those which are in stock is really a travesty of 
the free care policy. 
 
53% could not afford to pay for their care, and this figure was higher at national hospital level. 28% 

of households had health insurance cover. Those with health insurance paid more on average than 

the non-insured, which was unexpected and worrying (  
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Figure 4). 

  



25 
 

Figure 4 Mean costs, deliveries and child treatment episodes (SDG, by state), insured and non-
insured 

 

The most common coping strategy reported is sale of assets (27%), followed by borrowing from 
money lenders (18.5%), borrowing from family and friends (10%), assistance from family and friends 
(10%), not getting full treatment (6%), using family savings (3%), having a debt to the facility (1%) 
and receiving free services (0.8%). It is interesting that for a service that is meant to be free, such a 
low proportion report this as a way of dealing with the non-affordability of services. This correlates 
with the costs reported. 

Deliveries 

For women who had delivered, the mean payment was 248 SDG (USD 92.9), which is 208% of the 
monthly household expenditure after food. The cost in rural hospitals was twice that of national 
hospitals on average. Those with health insurance paid more on average (and this held true across 
all states and facility types, apart from rural hospitals). Of the payments made, 33% were made out 
of the facility ( 
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Figure 5). Consultation charges, drugs and transport are the largest items, all at 22-23% of the total 
cost. 
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Figure 5 Breakdown of costs for deliveries (mean, SDG) 
 

 

Women who had delivered had an average of 4.4 prescriptions per person. Only 42% of these were 
in stock. Even more worryingly, just under 54% of women reported paying for drugs which were in 
stock. For those not in stock, the vast majority (92%) said they would purchase them elsewhere. This 
was expected to add an average of 45 SDG (USD 16.8) to the cost of the episode. 

Just under a quarter overall – 24% - had health insurance, with the highest proportion being 
amongst those who used state hospitals (28%). However, ability to pay for their deliveries remained 
low – 66% reported that they could not afford to pay. This was highest at lower level facilities – 
87.5% at rural hospitals, for instance.  
 
30% were unable to explain how they coped with the costs in this case, but for those who did 
respond, getting assistance from family and friends was the most common strategy (20%), followed 
by borrowing from friends (16%), borrowing from a lender (16%), using family savings (6%), and 
selling family assets (4%). Only 1.4% could not get the full treatment and only 1.4% was offered free 
care by the facility.  
 
The average cost per CS delivery was higher than other delivery types – 362 SDG (USD 135.6), as 
opposed to 201 SDG (USD 75.3), although the difference was less than you would expect, given that 
the bulk of other deliveries are normal, manually assisted cases. The costs of CS vary considerably, 
indicating a lack of predictability – the range was from 54 SDG (USD 20.2) to 1,056 SDG (USD 395.5). 
The rural hospital was the most expensive location for CS, while the state hospital was for other 
deliveries. 

We would expect that those with CS might be more likely to be unable to pay, given that this is a 
more expensive service. However, there was no difference in the responses to the question of ability 
to pay by women with CS and those with non-CS deliveries. There was a difference for the insured 
versus the uninsured, however – 42% of those with health insurance could afford to pay, as against 
only 30% without. However, given that the mean payment does not differ across these groups, this 
may reflect ability to pay rather than cost reductions gained through health insurance membership. 

Quality of care 
KI reports on quality of care varied – some saw improvements due to improved access and the 
federal resources; some saw no change; and others again believed that diminished revenues and 
increased workload had reduced the quality of care given to patients.  

0
10
20
30
40
50
60
70
80
90



28 
 

 
Facility death rates are not a fully reliable indicator, as they can reflect changing caseload and 
access, but the figures that are available suggest no deterioration in terms of death rates for 
children. For pregnant women, for those states where we have data, there is a small increase in 
proportion of women dying in facilities, but this could indicate that more women with complications 
are arriving there.  
 
Our facility survey highlights inequalities in the inputs to quality of care – staffing ratios are much 
higher in Khartoum than elsewhere, for example. Staff numbers have been increasing, especially in 
understaffed areas, such as South Kordofan. However, inequalities in 2009 remained high. 
Khartoum, for example, has more than six times as many consultants per facility than South 
Kordofan (though this is influenced by the inclusion of tertiary hospitals for Khartoum, making it less 
comparable than the other four states). Only for the lower cadres is the relationship ever reversed 
(e.g. medical assistants – here there are more than four times as many in South Kordofan as in 
Khartoum).  

Infrastructure (functional water and electricity) also follows a clear gradient of functionality, ranging 
from 100% access to functioning water and electricity in Khartoum to only 20% access to both for 
facilities in South Kordofan. 
 
Facilities were also asked about a range of equipment which is important for MCH services. Although 
the level of equipment tends to link to facility type, it is interesting that for some items, the health 
centres are better equipped than state hospitals (e.g. 94% had a stethoscope, compared to 86% for 
state hospitals). While the sample numbers are small, this indicates the patchiness of quality in some 
institutions – these are items which all state hospitals should clearly have. Similarly, the fact that 
only 44% of health centres have sterilising equipment is worrying. 

In the costing exercise, clinicians were asked about treatment for common conditions for children 
and for deliveries. Considerable variation was found in clinical and prescribing practices, with even 
the referral hospitals not following the national guidelines. This raises a concern, though one which 
is wider than the free care policy. 
 

For households, and especially for deliveries, quality emerged as one of the most important factors 
motivating the choice of facility in our exit interviews. For children, proximity was the most 
important factor, as reported by carers, and price was ranked higher than for deliveries. 

Reported waiting time was not very long – 61% were seen in less than 30 minutes, according to our 
interviews with women, although there was a worrying tail to the distribution, with 8% being made 
to wait 2-4 hours and another 8% over four hours.  

For children, more than half (51%) had been to the same facility more than twice before for 
treatment of the same episode, which seems high for these relatively simple conditions and may 
suggest poor treatment or wrong prescribing. 

In relation to questions on user satisfaction, in the exit interviews with women who had delivered, 
80% were very or quite satisfied with waiting times (and 20% dissatisfied or very dissatisfied). The 
responses were similar for satisfaction with health workers and quality of care in general, with 
higher level facilities tending to get slightly higher satisfaction scores. For pricing structure, however, 
the picture was very different, with 62% stating that they were dissatisfied or very dissatisfied – a 
reflection presumably of the lack of affordability and clarity of prices in most facilities. For 
medicines, the majority (51.5%) were dissatisfied – with, as usual, higher levels of dissatisfaction at 
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state and rural hospitals, compared to national ones. Similarly, for carers of children, the only two 
indicators where client unhappiness outweighed happiness were cost of treatment and availability 
of medicines - 62.5% are dissatisfied or very dissatisfied with both of these. 

Impact on staff 
Facility KI reported increased workload, especially at the higher levels. There were also rumours of 
increased corruption as a result of the policy. For staff, the policy erodes the incentives for health 
workers which came from user fees, while offering opportunities to make money in other ways, 
according to KI, including sale of free drugs. KI reported that incentives were not paid under this 
policy, but the reports on use of free care funds included for incentives, which is either contradictory 
or means that free care funds support a more general incentive system. 
 
Overall, KI reported that staff had mixed feelings – they are relieved that patients are able to be 
treated but feel dissatisfied with the policy on a personal level. This applies in particular to surgical 
staff. 

Impact on facilities 
The main concern expressed by facility KI was that they are not being fully reimbursed for the 
services they are providing. Some facilities, especially in Kassala, reported growing debts to 
suppliers. Health centres and rural hospitals depend for 70% of their non-wage recurrent costs 
(chapter 2) on user fees, according to a national KI. The effective operating of the policy is therefore 
particularly important for them. Reimbursements by the health insurance are also subject to delays 
and short-falls.  
 
Under the current system, however, revenues are not necessarily retained at the facility level – 
typically, they keep a proportion, sending the rest of the State Ministry of Finance, although the 
proportions vary by state. One KI in Red Sea estimated that the state MoF provided about 50% of 
estimated overall financial needs. In this context, the user fees were contributing not just to facility 
costs and activities, but also MoH overheads at state level (vehicles, running costs, management 
etc.). In Red Sea, negotiations were underway for user fees to be returned to the MoH, to be shared 
between staff (40%), facilities for running costs (45%) and the MoH (15%). In Blue Nile, the MoH 
retained some of the user fees which it generated at state level, passing a ‘cut’ to the MoF. Any 
balance held at the end of the financial year by the MoH was also to be returned to the MoF.  The 
balance might be returned or not to the MoH. For the facilities, the MoH had no records of their user 
fees, which were retained. There were no regular financial flows from the MoH to the facilities. 
 
The facility survey showed the proportion of total revenue coming from different sources over 2007-
9. The patterns were markedly different. The federal hospitals reported the highest dependence on 
state funding, followed by funding for the free care policy, while state hospitals have much larger 
source in patient payments. Health insurance contributed only a small amount – from 0 to 5% of 
overall revenues (compared with 6%-17% from free care). Looking at how their overall revenues 
have changed since 2007, revenues have grown most strongly at state hospitals, while rural health 
centres have lost almost a third. 
 
Looking at the balance of revenues and expenditures, which indicate the overall financial health of 
facilities, the picture seems to vary considerably year to year. However, most facilities types 
improved over the period, with the state hospitals’ surplus growing and the federal hospitals’ deficit 
diminishing over the three years. There is no indication from this that the free care policy is causing 
financial distress at facility level. 
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Overall perceptions of the policy 
The KI were positive about the aims of the policy, while also noting considerable practical constraints 
and some negative effects on the health system. Only one person recommended stopping the policy; 
the rest had practical suggestions for how to strengthen it and also to address important related 
issues, such as the drug supply system.  

Interaction of free care policy with the health system 

Decentralisation 
The decentralisation of health to the states level is an important factor in explaining the local 
variations in implementation of the free care policy, but also makes the process of funding and 
reporting on results more opaque. There is no integrated information at the national level on 
funding for health, including for free care, which includes state contributions. There are also very 
limited horizontal linkages with other related programmes, such as the Global Fund, which supplies 
first line treatment for malaria to the public facilities, and with primary health care departments.  

The different forms of free care 
The free care for pregnant women and under-fives has to be considered in the context of the other 
free care strands, especially that covering emergency care.  Of the total free care budget, it absorbs 
only a small proportion (13% in 2009, according to our calculations, and this is probably an 
overestimate, as there are many other pots for free care of various types). Many of the life-saving 
situations, such as emergency CS and other maternal health complications, such as post-partum 
haemorrhage, are already covered by emergency care. In addition, there are funds for chronic 
illnesses, operations, treatment abroad, ‘high risk’ treatment in private facilities and rehabilitation 
and investigations for the poor. The army and police have separate funds and facilities. Information 
on expenditure on all of these different forms of subsidy was not available. 

Links with vertical programmes 
At present, the free care programme maintains a list of drugs to be provided free to facilities. In 
addition, the Global Funds operates a vertical system for supplying TB, HIV and malaria drugs. A third 
system supplies free primary health care commodities, including FP items, nutrition. EPI is separate 
again. 
 
The vertical programmes take the load off free care to some extent, especially the malaria 
programme, which distributes drugs through MoH facilities. The first line of treatment is provided 
for free to patients, though not the second line treatment for malaria. TB and HIV programmes tend 
to operate their own treatment centres, so in states like Khartoum the interaction is non-existent. 
Only in Red Sea was there a reported strong interaction, with free patients being treated through 
the HIV and TB centres. 
 
In most states, KI reported that the free care policy and vertical programmes have no direct 
interaction - they operate in parallel. With other PHC and preventive health care programmes there 
was no relationship, and PHC directors typically were not well informed about the free care 
programme. 
 
In addition to vertical programmes, there are specific donor-funded initiatives, often in areas not 
covered by MoH facilities. It is not clear how information on these activities are collected – this may 
be through the Ministry of Economic Affairs, which takes responsibility for planning and budgeting. 
As the funds are spent independently, the MoF does not have information on disbursements. 

Health insurance 
Health insurance coverage is growing in Sudan. Although figures vary considerably, the national 
coverage is now estimated at 40%. Those with health insurance still benefit from the free care 
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programme, which is used to treat them where resources are available. This does subsidise the 
health insurance funds, but only to the limited extent that funds and drugs are still available. For the 
NHI, free care could create a disincentive for people in the informal sector to join. 
 
According to our exit interviews with both groups, overall the insured pay more than the uninsured, 
which is unexpected. This may reflect localised implementation difficulties with the NHI. In a number 
of states visited, relationships between the facilities, MoH and NHI were complicated, with different 
payment mechanisms in operation. In some cases, NHI reimbursements were not reaching the 
facilities reliably and regularly. Managers also complained about the low rates of pay of the NHI. 

The drug supply system 
Within Khartoum, the RDF provides drugs for public facilities and other outlets (e.g. People’s 
Pharmacies). Outside Khartoum, the CMS is the main supplier, providing 60% of all drugs in Sudan. 
Both benefit from tax privileges and bulk-buying abroad which allow them to undercut the private 
sector. They aim to provide cheaper drugs, although the differences in price are reported to be 
declining, compared to earlier periods, which may reflect reduced internal efficiency.  

For free care, the CMS supplies the list which is prepared by the MoH. There are 235 items on the 
free drugs list. The efficiency of the drug supply system is critical for the free care policy as drugs are 
the single largest cost item for service users. This is confirmed by our exit interviews, by previous 
household surveys (such as (2)), and by the current National Health Accounts, which found that 
drugs absorbed just under 58% of total spending on health care in Sudan in 2008.  In relation to free 
care (for emergencies, pregnant women and children), drugs absorb about half of the overall 
expenditure. At the national level, the CMS claimed to be owed a very substantial amount for free 
drugs (about USD 95.5 million for all programmes) supplied in 2008. 
 
The supply chain runs from the CMS to the state RDFs for most drugs, but in the case of free drugs 
these are usually managed separately at state level, rather than by the local RDF. Within the facilities 
then there are multiple outlets – some free and others charged, which may be a source of risk as 
well as of organisational inefficiencies. Facilities have to transport the free drugs themselves, which 
also contributes to the difficulties of more peripheral facilities to participate in the free care policy.  
 
There are reports by KI that the RDF does not always have essential drugs in stock and that higher 
cost ones have to be purchased from private outlets. In turn, the free care is reported to be 
undercutting RDF sales and profits, in some areas (through reduced demand), though where the 
CMS stocks run out, the opposite may be true as facilities (or indeed clients) cover their increased 
drug needs from the RDFs (with their 20% mark-up). 
 
In our facility survey, facilities were asked about the availability, on the day of visit of the research 
team, of a list of drugs deemed essential for mother and child health care. The overall results 
confirm the findings of the exit interviews that there are problems with maintaining appropriate free 
drugs and supplies. This holds even at higher level facilities (for example, note the absence of gloves 
at the national hospital).  
 
Facilities were also asked about their purchase and sale price for a list of essential drugs for free 
care. What was interesting was both that they were purchasing and selling free drugs, but also the 
varying mark-up by state and drug. Many facilities in Khartoum were selling drugs at a loss, while in 
the other states positive mark-ups were made. Analysed by facility type, there were also interesting 
results. Lower level facilities faced higher purchase prices (on average 2.3 SDG - just under one USD -  
more per item, for those where prices were available, comparing health centres with national 
hospitals). These are passed on to the clients to some extent. On average drug items were 1.4 SDG 
more for clients at health centres, compared to national hospitals (although it varies considerably 
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across items). This is bad for equity, as clients at more peripheral units are likely to be poorer on 
average.  

The Zakat funds 
The Zakat is funded from a mandatory payroll tax for all Muslim employees. There is no significant 
support from Zakat for the free care policy. It provides a range of support in relation to health care – 
mainly, paying for poor families to receive health insurance cards, but also for tertiary and oversees 
treatments. Targeting for the poor is said to be accurate. 

The private sector 
Purely private sector facilities do not participate in the free care policy. However, charitable 
hospitals and those with teaching responsibilities do offer free care, funded by the state. Potentially, 
the private sector could be undermined by the availability of free care in the public facilities. 
However, the improved amenities which private facilities are reported to have are likely to protect it 
from loss of business, at least in Khartoum.  
 
The private sector mainly intersects with the public through the labour market for staff. Staff may 
receive two to three times the level of pay, compared to the public sector, as well as other benefits, 
such as housing, transport, and training abroad. Performance-related bonuses are also available. 
This draws staff from the public sector but also offers them the opportunity (in cities, at least) to 
work extra shifts in the private sector. Almost all public staff do dual practice, which can lead to 
exhaustion, as they combine multiple shifts in public and private sectors with studying and 
sometimes teaching. This is unofficially accepted, and reduces the pressure on public wage bills. The 
public sector offers security and training opportunities; the private sector offers higher pay; a 
combination of the two is therefore desirable for staff. 

Conclusions 
The free care policy for pregnant women and under-fives, which was launched in 2008, has clearly 
suffered from a number of constraints which have led to patchy and poorly executed 
implementation. Chief amongst these were inadequate funding and a lack of clear specification of 
how the policy should be implemented. Despite this, service utilisation appears to have responded, 
though longer term trend analysis would be needed to attempt to attribute this to the free care 
policy as such. It may be fair to assume that there has been some increased short-term demand due 
to the announcement and initial start-up of the free care policy, and debts incurred by the Central 
Medical Stores and health facilities as they sustained implementation of the policy beyond available 
funding. 
 
The policy has been launched in a dynamic health sector context, with limited coherence across 
different initiatives. Decentralisation presents particular opportunities and challenges, as does the 
developing role of the NHI. Addressing equity and access issues requires ‘systems thinking’ to deal 
not only with charges levied from patients but also the wider questions of how resources (including 
staff and infrastructure) are allocated, how drug supply systems operate, how to rebalance the 
health system to decrease the pressure on higher level health facilities, and how to improve the 
quality of care (including more consistent treatment of common conditions). These go beyond free 
care, and yet are critical to it meeting its goals.  
 
The overall need for greater access to basic health care and greater financial protection against 
health care costs is clear. The inequalities in health and health care utilisation indicators across 
quintiles and across regions make this case, as does the high reliance on household out of pocket 
expenditure (66% of total health expenditure in the 2008 NHA). The substantial costs documented in 
the exit interviews also raise concerns – 44% of household monthly disposable income spent on just 
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one average episode of curative care for a child under five, and 208% for average delivery costs. 
These costs are incurred in facilities and outside: 49% of costs for children and 33% for women who 
delivered were external, showing that even with an effective exemptions policy households would 
continue to bear significant costs. Whatever the situation prior to the policy, basic health care for 
these priority groups is not affordable for the majority in northern Sudan now: 55% of carers of sick 
under-fives and 66% of women who had delivered could not afford to pay for their care.  The 
evidence on financial protection through the health insurance system is also not encouraging. 
 
Given these challenges, some options for reform are discussed below, both for the free care policy 
and for the wider systems issues identified in this study. 

Recommendations 
 
Despite the many implementation problems found in this study, the original rationale for the policy 
remains valid, which may explain why the recommendations of our key informants were focussed on 
reform rather than abolition. 
 
The rationale is as follows: 
 Access to basic health care is a right, as reflected in the constitution 
 The policy makes an important contribution to a number of the overall objectives in the Health 

Sector Strategy 2007 
 These two groups – mothers and under-fives – face particular health risks and are also often 

vulnerable sections of society 
 Health indicators for maternal and child health continue to be poor in northern Sudan, despite 

some improvements, and there are substantial inequalities across states and socio-economic 
groups 

 The recent NHA study also reveals the extent to which households are still paying for the bulk of 
health care costs in Sudan. In 2008, the average per capita private expenditure on health for the 
year was $82, and of this, more than 97% was paid out of pocket. In risk pooling terms, Sudan 
still has a long way to go, and starting with vulnerable groups makes sense. 

Reforms to the free care policy 
Given the difficulties outlined in this study, wider options for delivery of better access for women 
and children to health care should be considered.  The following options were laid out for discussion 
by the FMoH and other stakeholders: 

Option A – to continue the free care as currently designed, but with improvements to funding, 
clearer guidelines and stronger monitoring and evaluation 
 
Option B – to continue the policy as at present, but switching to a more explicit performance-based 
funding system, with funds following activities 
 
Option C – to use the health insurance system as a way of creating entitlement for free (or largely 
free) services for the target groups 
 
Option D – to change the focus to providing integrated free funding at all primary facilities 
 
Option E – other possible approaches, such as establishment of health equity funds, use of vouchers 
and conditional cash transfers. 
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The guiding principles in choosing between these options should be that the approach chosen is the 
one most likely to deliver equity, sustainability, efficiency and quality of care. 
 
Option A 
 
Description 
This is the most conservative option, which involves keeping the design of the free care policy as it is, 
but improving its implementation. The most important improvements would need to be: better 
calculations of need, so that funds are adequate to meet demand (including projected demand 
increases); very precise guidelines for which facilities, services and costs are to be covered by the 
policy; and closer supervision and enforcement of reporting, so that the funds are used according to 
plan and the effectiveness of the policy more actively monitored. 
 
Strengths 
The main strength of this approach is that it builds on the existing system and experiences of Sudan, 
allowing for incremental learning. 
 
Risks 
This approach does not address the reasons why there have been problems to date, including the 
lack of link between resources and need or indeed activities; the lack of clear accountability for 
delivering free services to the target groups; and the weak entitlement to resources that these free 
care policies tend to generate. It is a common international experience that ‘free care’ tends to be 
underfunded, as it is regarded as a promise to the electorate, rather than a binding commitment 
(11). Mixing free and charged services in the same facilities also creates the risk that providers 
switch costs to maximise profits or cope with lost revenue, which can end up leaving the clients 
worse off than before (12). 
 
Option B 
 
Description 
Option B would be to continue with the policy as currently implemented but changing the funding 
and payment system to make a direct connection between the services to be provided and the 
payments made. This is known as performance-based funding. It would rely on a clearly costed 
package and an agreed payment per service at different levels. Reporting systems would have to be 
tightened to ensure probity as well as better overall monitoring, probably involving a third party. 
Quality checks would also need to be put in place to ensure that quantity does not squeeze out 
quality of care. 
 
Strengths 
The strength of this approach, as the name implies, is that there is a clearer contract between the 
federal level, the states and the providers on the resources that are needed and the outputs which 
they can deliver. If, for example, insufficient funding is provided, then providers can point clearly to 
that. At present, there is no such possibility, as there is no understanding of what services cost – 
there is simply an overall budget and the expectation that states and facilities will do what they can 
with it. The accountability would therefore be strengthened, and providers would be incentivised to 
pursue the policy goals – providing maternal and child health care to all, regardless of ability to pay. 
 
Risks 
Paying for performance is highly promoted at present, but the international evidence for its 
effectiveness is not strong as yet (13). Evidence of impact has come from a few very specific 



35 
 

contexts, such as post-conflict settings and also closely controlled health systems such as in Rwanda. 
There are risks in using performance-based funding approaches, not least the following: 
 Getting the payments right – if the payment is too low, then providers will not be motivated, or 

will pass on additional costs to customers, maximising payments from both sources; conversely, 
if it is too high, there is a risk of over-medicalisation (though this risk is relatively modest if 
payments are monitored and adjusted regularly) 

 Fraud and its costs – clearly, this system creates an incentive to over-report activities, which in 
turn necessitates a system for verification, which is an additional cost 

 Distorting the pattern of care provided – if specific services are rewarded, then others may 
receive less effort from staff and managers. Those other services may be equally (or more) 
important. 

 Cutting corners on quality – it is also important to have quality indicators built into the system in 
order to control the temptation to notch up more patients and not treat each one appropriately 
and effectively. 

 
Option C 
 
Description 
This option involves transferring the purchasing function for the free care policy to the National 
Health Insurance Fund in Sudan – making payments available to pay for free cards to be distributed 
to the under-fives and pregnant women. These services would be made available from all facilities 
which are managed by or contracted to work with the NHI. Card-holders would contribute 25% of 
the cost of drugs, as per the current system. 
 
Strengths 
One great advantage of this approach is that it would contribute to building up the NHI coverage, 
which is growing in Sudan, but which has reached a stage where many of the remaining unenrolled 
either cannot or do not want to join. Again, as with Option A, it builds on existing structures in 
Sudan. As such, it offers a higher prospect of sustainability, if successfully launched. The NHI already 
has a fairly well developed system for managing claims. The co-payments for drugs would also act as 
a disincentive to over-use of services.  
 
Risks 
The success of this approach depends very largely on the success of the NHI system as a whole. It 
depends on the answers to the following questions: 
 Is the NHI actuarially sound (i.e. able to meet its obligations, as currently established, not just 

now but over the coming years)? (Tales of cash flow problems in some states are not 
encouraging in this respect, highlighting underlying problems with funding streams, amongst 
other issues.) 

 Does the NHI have sufficient reach, in terms of being able to offer services of adequate quality 
right across the country? 

 Does the NHI have sufficiently robust operating systems to be able to take on and deliver this 
commitment effectively and efficiently? 

 
Secondly, there is a risk that the transfer of responsibilities to the NHI would be a transfer of risk by 
the government, so that if the policy were not adequately supported, for example, the NHI would 
bear the blame. This could reduce commitment to the policy over time.  
 
Option D 
 
Description 
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This option takes a different approach to targeting, and argues that rather than prioritising women 
and children as a group, the government should commit to funding primary care as a whole. The 
rationale behind that is that this level is underutilised and yet provides potentially the most cost-
effective package of care. In addition, it is mainly used by women and children anyway. The primary 
care facilities for the purposes of Sudan would probably be defined as the health centres and rural 
hospitals. They would receive a fixed annual budget broadly based on their population and would be 
able to manage that locally, within clear rules and reporting guidelines. 
 
Strengths 
One of the strengths of this approach is that it utilises self-selection to target the poor without the 
needs for complicated and expensive means testing and assessment. It does so by funding care at 
facilities which richer households do not wish to use. Public subsidies are therefore focussed on 
those who can least afford to pay for their own basic curative services. By focussing on health 
centres and rural hospitals, all of the main MCH services can be covered, as the rural hospitals offer 
deliveries and caesareans too. These facilities are woefully under-used in many areas of Sudan at 
present, and by boosting their utilisation their efficiency could be greatly increased, while also 
providing close-to-user care. Other advantages could include generating more patients and 
payments to motivate staff to stay in these areas.  
 
This is an approach adopted by countries like Zambia, which have opted to make primary care free 
(first in rural areas, then extended to urban) (7). In Sudan, the financial commitment should be 
manageable as the running costs of these facilities are not high, and resources could be shifted from 
some of the less cost-effective tertiary activities. In fact, this could be another potential benefit, 
allowing for a rebalancing of spending across the health system and reducing the problem of self-
referral to higher level facilities. 
 
The mingling of free and charged services within the same facility poses risks of free goods being 
sold, or of charges rising for non-free goods to cover real or perceived lost income. This option 
simplifies the system by creating a whole layer of the health service where it can be made very clear 
that there are no charges for the services and essential drugs that are provided there. In this 
context, the situation is clearer for clients and harder for providers to cheat. 
 
Risks 
One of the main risks for this approach is the same as for Option A, which is that this is an easy 
policy to launch and then quietly allow to dwindle – not sending enough funds, allowing quality to 
fall, allowing confidence to reduce, leading to a vicious circle of underinvestment. The rural areas 
and poorer households who are served by these facilities are not in a strong position to enforce their 
claims, if the policy were to be poorly implemented. 
 
The second important constraint is management capacity within the facilities, which varies. Where 
facilities have no bank accounts and more limited experience of managing funds, it would take time 
to develop the capacity to manage these funds.  
 
More generally (and this is an issue for any of the options which rely on the principle of facilities 
managing funds autonomously), this reform might also require changes to the overall health 
financing system. In most areas, funds are managed by the MoF, which can claw back monies which 
are unspent at the end of the year, for example. This removes the incentive for facilities to use 
resources efficiently. 
  
Option E 
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This option is a mixed bag of other approaches to targeting benefits to vulnerable groups, all of 
which have been successful in some ways and contexts. 
 
Health equity funds 
Health equity funds are funds managed by a third party organisation which are used to cover the 
health care costs of people under a specified income level. They have been successful in countries 
like Cambodia, albeit with considerable external investment (financial and technical) (14-16). In 
Sudan, this would somewhat duplicate the role of the Zakat, which, while charitable and 
discretionary, does fulfil a similar function of providing a means-tested partial social safety net. 
 
Vouchers 
Vouchers are being used in a number of countries to encourage uptake of specific services – 
commonly, reproductive health and maternal and child health care. In most cases, vouchers are used 
within more local-level schemes, but there are some national examples – most recently, in 
Bangladesh, where a national schemes has been positively evaluated (17). Under the Maternal 
Health Voucher Scheme, target women receive vouchers for three ANC check-ups, safe delivery at a 
facility or at home by skilled birth attendants, a postnatal check-up within 6 weeks of delivery and 
management of complications including caesarean section from designated providers. They also 
receive transportation costs for accessing the covered services. A rapid review of the policy found 
that the rise in facility-based deliveries appeared to be more rapid in intervention than in other non-
intervention areas (17). The authors also found that the voucher scheme provides substantial 
additional funding to facilities but remains complex to administer, requiring a parallel administrative 
mechanism which puts additional work burden on the health workers. They found that there is little 
evidence that the mechanism encourages competition due to the limited provision of health care 
services. 
 
Vouchers for maternal health have also been used in some districts of Cambodia. A recent study of 
the combined effects of vouchers and health equity funds concluded that vouchers had increased 
facility utilisation and had brought to facilities pregnant women who had previously delivered at 
home (16). However, uptake was disappointing – only 50% of women who were given vouchers used 
them for delivery care – and targeting of women was found to miss out many poor households. 
 
Conditional cash transfers 
Social transfers aim to reduce financial demand-side barriers, while targeting resources to the 
poorest. (Raising the income of the poor is equivalent to reducing the price of the service for them.) 
Transfers may be made conditional on the use of particular services. A meta-analysis of existing 
studies of conditional cash transfers concluded that they had been shown to be effective at 
increasing utilisation of preventive services, but that they assumed a functioning health care system, 
and also required substantial management capacity (18). More generally (outside the health sector) 
there is considerable debate about the importance of conditionality, with successful examples of 
conditional cash transfers (drawn largely from Latin America) and of unconditional cash transfers 
(drawn largely from Africa). 
 
The best known example of conditional cash transfers in health is the PROGRESA programme in 
Mexico, aimed at improving education, health and nutrition through conditional cash transfers. 80% 
of its beneficiaries are estimated to be in the poorest 40% of the population (19). It covers 40% of 
rural households, and its model is being extended to other countries, such as Honduras, Nicaragua 
and Argentina. However, targeting costs are substantial - estimated at 30% of total costs (20).  
 
Outside Latin America, evidence has been more mixed. A recent impact evaluation of the JSY 
scheme, which uses conditional cash transfers to encourage facility deliveries in India, found that 
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implementation was highly variable by state—from less than 5% to 44% of women giving birth 
receiving cash payments from JSY (21). The poorest and least educated women did not always have 
the highest odds of receiving JSY payments. It found that the JSY had a significant effect on 
increasing antenatal care and in-facility births. 
 
In Nepal, the Safe Delivery Incentive Programme (SDIP) was launched in 2005. The package of 
financial benefits offered by the SDIP sought to change the behaviour of both families and health 
workers. The level of cash incentive offered to women was set to reflect differences in geographical 
accessibility to health institutions across regions, covering between a third and a half of the 
transport cost. An evaluation report found that implementation of the SDIP had been well below the 
target level of paying all eligible beneficiaries but is showing promising signs of improvement over 
time (22). Women exposed to the SDIP were 24 percent more likely to use government health 
institutions, 5 percent less likely to deliver at home and 13 percent more likely to have a skilled 
attendant at delivery. However, there was no evidence that the SDIP increased use of live-saving 
obstetric surgery (i.e. c-sections).  
 
A recent review of demand-side financing for sexual and reproductive health (23) concluded that it is 
not easy to generalize about such wide-ranging policies, but it is clear that some can produce 
impressive results, if a number of preconditions are met. It called for more focus in relation to 
demand-side financing approaches on equity analysis, financial protection, quality of care, health 
outcomes and cost effectiveness of policies.  

Conclusions from the option review 
These options are laid out for discussion by stakeholders. It is not for the research team to make this 
decision. However, we do note that the first option (option A) leaves open the possibility (or perhaps 
even the probability) of the continuation of the difficulties noted in this report6. In relation to 
creating incentives to increase the quality and quantity of services delivered, Options A, C and D 
might be weaker in general than B and E. However, the last option (option E) requires the 
establishment of complex new structures, which would take time and investment to establish, and 
which may not be culturally appropriate in all cases (and may to some extent duplicate existing 
structures).  
 
One focus for the discussion should be synergies with the planned new health strategy. If, for 
example, developing health insurance as the dominant funding channel is a priority, then certain of 
these options may create a tension with that. Not all however – if, for example, Option D were 
adopted (free primary care), that would still leave open the option of the NHI focussing on providing 
protection for higher level costs.  
 
In addition, it may be the case that certain options which are suitable in Khartoum are less suitable 
in other states. Khartoum, with its greater resources, more functional institutions (e.g. the Khartoum 
revolving drug fund, which is well established) and higher presence and utilisation of the private 
sector, presents a very different context to many other parts of the country. What works in 
Khartoum may not work elsewhere and vice versa. In relation to working with the private sector, 
options B, C and E offer more potential for collaboration. 

Important next steps 
Once design decisions are taken, it will be important to field test and pilot to establish stronger 
implementation modalities in the next phase. The FMoH should focus on developing clear guidelines 

                                                           
6
 Although it was interesting to note that given this range of options, stakeholders in the consultation meeting in 

September 2010 chose Option A on the whole – two groups of four chose Option A, with one choosing B and a 

third divided between A and C. 
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for implementation, including definition of the target population and included providers, provider 
payment systems, and communication of the policy. In particular, the government will need to 
implement a mass communications campaign to inform relevant groups in the population about 
their rights to free health care and for which services this policy applies. It should also improve 
accountability mechanisms so that members of the public can complain about failings in current 
services (for example, shortages of drugs or health workers charging inappropriately). It will also be 
very important to engage more effectively with all stakeholders - health workers, state and locality 
authorities, communities and civil society, other health financing agencies, the private sector and 
other partners - to mobilize support and resources for the policy.  
 

What services should be included in the package of care? 
The research team recommends that the package of care should include all in- and outpatient care 
for the under-fives, as well as normal deliveries. Only emergency and medically indicated CS should 
be funded (either under the emergency policy or this policy). Complicated deliveries should be 
explicitly included as well (either under the emergency policy or this policy). For pregnant women, 
the full package should ideally include ANC, delivery care and postnatal visit, including family 
planning. This last item is not only highly cost effective in saving mothers’ lives but also ensures that 
the policy is not seen as an incitement to have more children. In the context of insurance, it is also 
effective at reducing future liabilities for the insurer. 

Integration of free care streams and vertical programmes 
One advantage of the health insurance approach to free care is that it could offer a route to 
integration of the many different free health care policies – rather than having free care funding 
pots for 4-10 different types of services (some overlapping), there could be one fund for subsidising 
health care for vulnerable groups, and this could be used to buy NHI cards, which cover a range of 
services. The targeting of these groups (beyond mothers and young children) would need to be 
carefully defined, but it would no longer be driven by the demands of expensive tertiary care 
centres, which currently absorb a large proportion of the overall free care budget. 
 
There is a recognised need to integrate the many vertical programmes, and departments, which at 
present lack coordination of everyday activities, such as supervision. The systems which are 
operated by the Global Fund, for example (quarterly supervision visits; random checks; checking 
prescriptions, stock records, and patient records; looking at consumption versus coverage, and 
consumption versus patient numbers) are all confined to their three diseases and do not extend to 
any wider strengthening of the system. This wastes precious resources – departments like free care 
presently lack funds to supervise lower levels, for example, and should be able to piggy-back on 
Global Fund visits and systems. 

Monitoring and evaluation 
Whatever form the policy takes in the future, strengthened M&E will be needed to track progress 

and allow for adjustments and corrections over time. We lay out a general framework for M&E, 

though this will of course need adjusting in the light of decisions on the policy design (  
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Table 8).  
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Table 8 Indicative monitoring and evaluation framework for policy in future 

Indicator Source and frequency 

Coverage 

1 
2 

Numbers enrolled/covered, annually 
Numbers enrolled/covered, by state 

Annual report 

Cost 

3 
4 
5 
6 

Subsidy (cost) per member 
Average utilisation rate per member of services 
Unit cost per visit/care episode 
Overhead costs as proportion of total scheme costs 

Annual report 

Equity 

7 
 
8 
 
9 
 
 
10 
 
11 
 

Breakdown of membership by socio-economic group, 
compared to population profile 
Health care utilisation rates by members versus non-
members 
Cost of household out of pocket payments, as 
proportion of average household income (and for each 
quintile) 
Differential expenditure on scheme across states – 
correlation with poverty and needs indicators 
Qualitative evidence on cost and other non-financial 
barriers (from communities) 

Household survey, every 2-3 
years 
 
 
 
 
 
Project documents, annual 
 
Focus group discussions, 
every 2-3 years 

Sustainability 

12 
13 
14 
 
15 

Proportion of scheme funded externally 
Proportion funded by government 
Cash flow – any evidence of debts or non-payment of 
bills or delays in reimbursing providers or clients? 
Perceptions of decision-makers and communities of the 
scheme 

Annual reports 
 
 
 
Focus group discussions and 
key informant interviews, 
every 2-3 years 

Financial protection 

16 
 
17 

Out of pocket payment for services by members versus 
non-members 
Evidence of payments for included items or informal 
payments 

Household survey, every 2-3 
years 

Rational & priority care 

18 
19 

Breakdown of services provided, by type and level 
Prescriptions per patient 

Annual report 
Review of prescriptions, 
every 2-3 years 

Quality of  care 

20 
 
21 
 
22 
23 
24 

Availability of drugs 
 
Number and type of providers enrolled with scheme, 
by state 
Trends in waiting times 
Patient perceptions of quality of care 
Trends in quality of care indicators, such as case fatality 
rates, readmissions, hospital infections etc. 

Spot checks during routine 
monitoring 
Annual report 
 
Household survey/exit 
interviews, every 2-3 years 
HMIS or annual checks of 
registers 
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Cost and affordability of various options 

Cost of the package 
At the national level, expenditure data was presented in a combined format which did not allow for 
analysis of unit costs per service. Within the states, payments did not follow activities in any case, 
but took the form of budgets based on a mix of available resources, need, negotiated decisions on 
rationing and other considerations of local priorities. Facilities are used to operating on a fee for 
service basis in general, rather than fixed payments per episode. 
 
We undertook an actual costing to get estimates for the main procedures – normal deliveries, CS, 
and the main conditions affecting children (malaria, ARI, diarrhoeal diseases, and malnutrition). 
Variable costs were based on interviews with clinicians in all facility types.  
 
We added to the variable costs (drugs and supplies) the overhead costs which facilities have to pay 
(which are the non-medical chapter two costs). These were allocated according to a weighted bed-
day formula, to reflect the resource intensity of the procedure. Overall results were surprising, in 
that some procedures (e.g. CS) are less costly at higher level facilities. By contrast, costs for normal 
deliveries do no vary much across the levels. In most systems, the lower level facilities would be 
expected to be cheaper, not least because of handling a loss complex case-mix. In Sudan, the high 
utilisation of the higher facilities, the lower drug and supply costs at higher levels and the lack of 
gate-keeping means that this does not hold. (Despite the lower costs, however, the charges remain 
higher for higher facilities for some of the services, according to our exit interviews.)  

Considering the total costs borne by the health facilities surveyed in relation to their catchment 
population, total annual running costs per capita (excluding salaries and capital costs, which are 
funded at a higher level) can be constructed. These average 1.6 SDG (USD 0.6) per person per year at 
health centre level, 2 SDG (USD 0.75) per person per year for rural hospitals, and 1.1 SDG (USD 0.41) 
per person per state hospital. These reflect current expenditures however, which may not be 
optimal – if patients are purchasing drugs elsewhere or if the quality of care is very low, then this will 
be reflected in these cost estimates. 
 
It is not possible to do a detailed costing until the question of implementation model is decided. This 
will also affect the benefits package. However, cost data generated in this study can be used to give 
very broad-brush indicative costs for a couple of scenarios. We give indicative budgets here for 
options A, B and D. Option C requires elaboration by the NHI. Options A and B (Table 9) would cost in 
the region of USD 5 per person per year for the population of northern Sudan. 
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Table 9 Illustrative budget, all free services (Options A & B), SDG 

 
Sources and assumptions: 

1. We have included all deliveries, CS and normal. For children, we have included in- and out-patient 
costs for the major illnesses affecting children. 

2. We have taken average costs for first and second line treatments 
3. We have used our data to weight the costs to reflect ratios of in- to out-patients in our facilities 
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4. We have used our data to construct the ratios of overall patients attending at different levels of the 
system 

5. We have used actual reported utilisation figures for 2009 based on the annual statistical report. For 
malnutrition, however, as there are no utilisation figures, we have used those for amoebiasis in the 
under-fives as the closest proxy. 

6. On the basis that these four conditions cover approximately 60% of child cases (2009 statistical 
report), we have added 40% of the total to estimate the remaining costs. 

7. We have adjusted upward by 50% for children and 20% for deliveries – estimates of increased 
demand based on studies elsewhere where user fees have been removed (4). 

8. Although the current costs include an element of incentives as currently paid under chapter 2, we 
have added 10% to the unit costs to allow for incentive payments to staff, which would be specifically 
linked to this policy. 

 

Option E would also start from the same cost information but would normally focus on a narrower 
range of services (at least, for vouchers and conditional cash transfers) and might want to add funds 
for access costs. (There is also some information on these from our exit interviews.) 
 
For Option D, an indicative budget can be constructed using the facility cost information collected 
(Table 10). The assumption here is that all care at health centre and rural hospital level is covered by 
national subsidies. 
 
Table 10 Indicative budget for covering all primary care level (Option D) 

 
 
Assumptions: 
1. Facility numbers are taken from the annual statistical review 
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2. Population coverage norms of 30,000 per health centre are used (this amalgamates the norm of 20,000 
per rural health centre and 50,000 per urban, the assumption being that the rural are more numerous) 

3. Population coverage norms of 175,000 per rural hospital are assumed (mid-point in the norms of 100,000-
250,000). 

4. As salaries and capital costs are already funded, we base this on non-salary running costs, including drugs, 
per person in the catchment areas of these two facility types. 

5. Fixed and semi-fixed costs are not increased. The average bed occupancy is 43%, according to national 
statistics for 2009: given this low utilisation rates, we assume there is scope for large increases in patient 
load before any additional investments in staff or buildings would be needed. Improvement in quality of 
care, though desirable, would have to be the subject of separate project activities. 

6. Costs are based on utilisation patterns from our 2009 data, projected nationally – something that would 
need to be modified with better national data, if this option is adopted. 

7. Increased utilisation of 50% is projected. 
8. Although the current costs include an element of incentives as currently paid under chapter 2, we have 

added 10% to the unit costs to allow for incentive payments to staff, which would be specifically linked to 
this policy (see discussion below). 

 

These budgets are given merely for illustration purposes – further work would be required on this, 
particularly on a state-by-state basis, as patterns vary considerably across the states. 

How would it be financed? 
The fiscal implications of these options are very important. If the choice were made to provide free 
deliveries, caesareans and universal care for under-fives to all of the population (the full package 
under options A and B), then the cost would be about 19% of the total public expenditure on health 
(as estimated in the 2008 NHA – less if considered in relation to the 2011 expenditure). For Option D, 
making all care at health centres and rural hospitals free, as broadly estimated here, the cost as a 
proportion of the 2008 public health expenditure would be 10%. 
 
At present, considerable funds are expended on free care of various kinds, with limited effect. The 
important point is to strengthen design and implementation mechanisms, so that the population can 
really see the benefits of the already considerable monies being spent.  Where additional funds are 
required, the focus should be on reallocating from less cost-effective areas of spending, especially 
some of the expensive tertiary care which is currently funded by the state. Drugs for the one renal 
dialysis centre, for example, currently absorbs more than four times the whole national drugs 
budget for pregnant women and children. 
 
There is no medium term expenditure framework in Sudan, but GDP, government expenditure and 
public funding of health care have all been rising over recent years. Sudan now spends 6.2% of GDP 
on health, according to NHA figures, and 6.6% of government expenditure. This represents a big 
increase in public contribution, but one which still falls well below the Abuja Declaration 
commitment of 15% of public expenditure to be committed to health. There is scope for increased 
public spending in Sudan (as shown by high household out-of-pocket contributions), but only if it is 
well spent. At present, Sudanese are spending an average of $122 per person per year, which is high 
for the region, but health indicators remain disappointing and very unequally distributed. Without 
addressing the poor allocation and use of resources in the system, the argument for more funding is 
weak. If, however, there is a clearly specified and costed policy, backed by wider reforms, and with 
credible implementation mechanisms, that would be very fundable, and would attract international 
support and funding too. The distribution of contributions coming from federal, states and localities 
should be agreed in advance, to ensure a wider ownership of the policy. 
 
Note that at the end of this process, the ‘free care policy’ would become no longer a vertical ‘free 
care programme’ but part of an integral plan for financing the health sector – a plan which looks at 
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the overall priorities and the best way of distributing the costs and benefits of health care across the 
Sudanese population. 

Recommendations for health financing system 

Strengthening the NHI 
The recent decision that the NHI should retain its purchasing but not its provider function will go 
some way to alleviating tensions in the MoH/NHI relationship. However, regardless of whether the 
free care is integrated with the NHI or not, the relationships between the NHI, the MoH and the 
facilities within states need clarifying and improving. It was clear from the fieldwork for this study 
that at the local level, relationships are often poor, partly because of the varying way in which NHI 
reimbursements were made (sometimes to the MoF, sometimes to the MoH, sometimes to the 
facilities), which allowed blockages to occur and the appropriate reimbursements not to be received 
in a timely way. This is causing hardship and may be one of the reasons why NHI clients prefer to 
receive their care under the free care programme. It may also go some way to explaining our results, 
which show that insured clients pay more in charges for deliveries and child health care than 
uninsured. These issues need to be dealt with if Sudan wants to increase its coverage of health 
insurance. (In the 2008 NHA, less than 5% of total health expenditure was managed by the national, 
states and government employee health insurance systems. This is consistent with our facility survey 
findings too.) 
 
Recommendations include: 
1. The development of actuarial analysis by the NHI, to assess its long term ability to meet its 

obligations, and make adjustments as necessary 
2. Reform of the payment mechanisms from fee for service to fixed case-based payments to 

improve cost control; the development of the tariffs for this could be tied to the national 
treatment protocols (see below)  

3. Clear national guidelines on the payment channels for state-level NHI reimbursement of 
services. These channels should ensure that facilities receive timely and adequate funds 

4. The investigation of the factors behind cash flow problems. These discussions should include the 
MoF, whose non-payment to the NHI seems to be a major contributory factor in some areas.  

 

Developing national user fee tariffs 
Even with free care policies in place for some groups, and until universal coverage is reached, user 
fees this will continue to be a significant revenue stream for the health sector in Sudan. At present, 
facilities charge users (and the NHI) on the basis of fee for services, with many different cost items 
being added to bills. There are no public displays of the different costs (or of the exemptions system 
currently in place), and the whole process lacks predictability and transparency for patients. Using 
information from the different costing studies currently underway in the FMoH, it would be posible 
to develop an integrated tariff for users, based on a simplified DRG-type approach. Given the 
variation in cost structures, these might have to be developed and applied at the states level. They 
would help to control costs. Our study shows that even for simple services like normal deliveries, 
households are paying high charges. It is not clear if they are getting value for their money at 
present. 
 
A system of set charges could be used to strengthen the referral chain, which is currently almost 
non-existent (except within the NHI system). An increment of charges across the health system, or 
reductions at higher levels for those who have been referred, would encourage people to go to 
lower level facilities for lower level problems. 
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Addressing incentives at the facility level 
Facilities in most states have limited autonomy to manage resources. Revenues such as fees are not 
retained by facilities but are remitted to the MoF. Funds are then returned to the facilities, but not 
necessarily according to their needs or in the requested amounts. This provides very limited scope or 
incentive to improve services.  

Addressing incentives at health worker level 
Although this study was not able to investigate health worker livelihoods and motivation in detail, it 
is clear from all countries where user fees have been reformed that the impact on health workers 
needs to be anticipated and the workforce brought into the reform process, if it is to be successful in 
improving care for the population (24-26). In northern Sudan, health workers in some areas, such as 
Red Sea, had received incentives from user fees, which were stopped when the national policy was 
introduced. In some cases, incentives were higher than salaries. Staff also receive incentives from 
the NHI, in some areas, and in relation to drug sales, in others. Some facilities have particular 
autonomy to reward staff at different rates. Other facilities have fewer means and face high 
turnover for doctors, for example. 
 
As part of a wider review of human resources for health remuneration, retention and performance 
management, the employment package in the public sector should be reviewed so that staff are 
motivated to stay in underserved areas and receive incentives according to agreed performance 
criteria.  

Developing a resource allocation formula for health sector funding 
At present, resources in the health sector appear to be distributed according to historical patterns 
(probably based on infrastructure), modified by personal negotiations. This is not the most efficient 
or transparent approach. It would be a constructive development if, as part of the development of 
the health strategy, the MoH could start to elaborate a resource allocation formula which would 
allow federal and state resources to be distributed according to factors such as population size, 
health needs, and local costs. Such a formula would have to allow for the role of federal, state and 
locality funding. 
 

Links to other health system reforms 
Arising out of a study of the free care policy are other health systems issues; these affect the success 
of the policy but also have wider implications for access, equity and health outcomes. 

Strengthening the drug supply system 
The multiplicity of drug supply systems (run by the CMS, RDFs, and 15 national programmes, 
amongst others) is costly and inefficient. We recommend that: 

1. the move to integration of the parallel drugs supply systems is accelerated, at all levels 
(national, state and facility) 

2. the CMS be refocused on its core role of being a not-for-profit supplier of essential drugs 
across the country 

3. in tandem, in order to enable it to fulfil its public health function, the outstanding debts to 
the CMS need to be cleared, including from specialist centres and the MoF  

4. the system for pricing be integrated, so that fixed, predictable prices are established which 
apply across all levels (which implies some cross subsidy from the centre to the periphery) 

5. that all public facilities be stocked with essential drugs by the CMS, working with state RDFs, 
rather than the current system where in peripheral facilities, staff buy and sell drugs on a 
personal basis 

6. that strict targets should be set and met for availability of essential drugs at each level, 
which appears to be an area of weakness at present 
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7. that the CMS reinvests some of its profits into prescriber training, working with clinicians 
(see also below), to ensure adherence to WHO rational prescribing practices 

Improving clinical practice 
The costing exercise threw up the range of treatment and prescribing practices in different facilities, 
many of which are not in compliance with national and international standards. This is a critical 
issue. If the government is funding free care, then the free care should be appropriate. This implies a 
considerable effort in developing simple protocols for treatment of common diseases, where these 
do not yet exist, and in educating staff in their use. The payments to facilities and incentive 
payments to staff should be linked with monitoring of compliance with these standards. In addition, 
basic norms for equipping facilities should be enforced – our facility survey revealed many gaps in 
essential items. 

Revitalising primary care 
As found in this study, there is a strong bias in the Sudanese health system towards hospital care. 
This is reflected in the allocation of budgets, in the way in which resources are prioritised when 
there is a shortfall (e.g. for the free care policy, where health centres commonly were taken out of 
the implementation of the policy) and in the utilisation patterns of patients. Reversing this would 
improve access and efficiency, though it is not an easy task. A number of the recommendations in 
this report could contribute – freeing care at the primary level, developing resource allocation 
mechanisms which ensure more predictable funding, rationalisation of hospital infrastructure, 
improving the drug supply to peripheral facilities, motivating staff, all of these could help to 
rebalance the health care system away from secondary and tertiary care.  

Infrastructure planning 
In many areas, hospitals have sprung up without clear planning of whether they are needed, what 
area they serve, and whether they overlap with the areas of existing facilities. This is highly 
inefficient, as these facilities generate high running costs and may be superfluous.  There is also 
scope for sharing facilities across MoH, military and police hospitals.  
 
Integrated plans should be developed in each state for the facilities which are required, to ensure 
even catchment populations, according to norms. This would be particularly important if the 
recommendation of funding primary care using a population-based funding approach is adopted – in 
this case, catchment populations should be defined and non-overlapping. There should be a high-
level planning body, including the political authorities, which ensures that out-of-plan facilities are 
blocked at the planning stage. States which apply strict controls to infrastructure development 
should be rewarded with higher budgets for maintenance of existing facilities. Norms for equipment 
and staffing of each facility type should also be developed and enforced. 

Strengthening information systems for planning and research 
The need for more integration of information – for example, for the federal level to know about 
states’ contribution to health spending – is an important general issue which is hampering health 
system development. Investment should also be made in improving the HMIS, which is 
acknowledged to be weak. Studies such as this one, which seek to establish trends using HMIS data, 
are limited by data gaps and doubts about data quality. 
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What do the findings add to the international literature and 
understanding of user fee removal and its implications? 
 
A recent literature review concluded that the scientific literature on fees abolition is still quite sparse 
and leaves a number of questions unanswered (27). More research was said to be needed to: 

 Further analyse the implementation processes for abolition policies 

 Describe and compare different approaches for managing abolition 

 Calculate the real cost of abolition policies 

 Study the health expenses that households still have to assume 

 Understand the policies’ effects on professional practice and the provider-patient relationship 

 Describe the effects and linkages between fees abolition and community financing systems 
(Bamako Initiative and health mutual organizations) 

 Verify whether it really is the poorest who benefit from fees abolition 

 Study the longer-term effects 
 
This study has shed light on most of these questions, with the exception of the longer term effects, 
which cannot be assessed two years into a policy.  

In general terms, this study confirms findings from other countries that exemptions policies targeted 
at vulnerable groups are often poorly specified, funded, implemented and monitored. Northern 
Sudan seems to present an extreme case of the scenario of announcing free care without putting the 
relevant policies and resources in place to achieve it. As ever, though context matters – in this case, 
the impact of the policy is linked to the functioning of the federal system, the NHI, the drug supply 
(revolving drugs) system, the multiplicity of free care and vertical programmes, the imbalances in 
resources in the system and the mixed practice on financial autonomy of public facilities.  

The study confirms that removal of user fees is a policy which appears to be simple, but which in fact 
is highly complex, as it involves tackling systemic issues about how resources are allocated and flow 
within a health system. User fees were introduced as a response in part to systemic weaknesses in 
the 1980s – many of those weaknesses remain unresolved.  Removal of fees should be combined 
with – and may help to trigger – a wider set of health sector reforms.  
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