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Chinese Poem 

Go to the people 

Live among them 

Learn from them 

Love them 

Start with what they know 

Build on what they have 

But of the best leaders 

When their task is accomplished 

Their work is done 

The people all remark 

We have done it ourselves 

Lao Tzu, Tao Te Ching 

To the people of my homeland 
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1.1. The study theme and Scope 

An instable political system, scarce economic resources, low economic growth, constraints on 
the public sector and low organizational capacity of the health care system explain why the 
design of an adequate health financing system in developing countries is a complicated task 
[1]. Health finance systems in developing countries are characterized by inefficient and multi-
ple sources of finance, lack of information and lack of coordination. The health financing sys-
tem has to assure that an adequate and sustainable flow of funds is allocated in the most effec-
tive way and that recipients have incentives to achieve better health [2], Poor health financing 
systems affect the health of the people aggressively, as witnessed by poor health indicators 
and the exclusion of the vast majority of the poor from health services [3]. This is aggravated 
the expansion of poverty [4], 
Health financing via general taxation or via social health insurance are generally recognized 
to be powerful methods to achieve universal coverage with adequate financial protection for 
all citizens against health care cost [2 and 3]. The impediments to universal financial protec-
tion are recognized by most countries. A user fee policy was established in many developing 
countries usually as a response to severe constraints on government finance. However, most 
studies alert decision makers to the negative effects of user fees on the demand for care, espe-
cially that of the poorest households [4]. Searching for other appropriate mechanisms of 
health finance can contribute to the better health of the people is a priority in developing 
countries. 
Sudan is no exemption. Since the independence in 1956 Sudan has experienced six different 
political regimens with different contradicting ideologies ranging from different approaches 
of democratic elected governments to military coups [5]. The chronic economic shortages are 
seen in the poor infrastructure of the country and the deficient public services especially for 
health and education. The health organization is severely affected and therefore it couldn't 
offer sustainable and adequate health services. This is seen in the high out-of-pocket pay-
ments which cover more than 70% of health expenditures [6]. The bad situation (political, 
economical and organizational) in Sudan is aggravated by the internal conflicts and natural 
disasters that displaced four million people. 
The government failed to finance the health care system via general taxes so, it established the 
user fee policy nation-wide in 1992. The negative impact of the user fee policy affected die 
poor and reduced the utilization of health services. In 1994 the government launched the so-
cial health insurance for both the formal and the informal sectors to overcome the complica-
tions of the user fee policies and to ensure adequate coverage of health services for all citi-
zens. The social health insurance couldn't cover the majority of the people in the informal 
sector (85.5%). This left the informal sector exposed to the for-profit private sector and the 
user fee polices of the public health sector. The high out-of-pocket payments of the health ex-
penditure in Sudan (70%) are indicative for the severe deterioration in health finance mecha-
nisms and the exclusion of the poor. The government is cornered by these tight situations (po-
litical, economical and organizational) and looking for solutions regarding the financing of the 
health care system to achieve better health for people. 
Community financing is one of the innovative methods that can provide the means for devel-
oping countries to deal with chronic problems in health financing systems. Nowadays interna-
tional community representatives at the World Bank and the WHO frequently rely on com-
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munity financing to achieve sustainability of health services, to spread equity among the 
population and to improve the quality of services [7], This is perhaps why there has been an 
increasing interest in financing based at the community level, where it is thought to be easier 
to identify the contributing population and to collect contributions. The involvement of the 
community in health financing was in fact spurred, among others, by the declaration of Alma 
Ata in 1978, urging maximum community participation in the organization of primary health 
care (PHC). 
Community financing for health is referred to as a mechanism whereby households in a com-
munity (the population in a village, district or other geographical area, or a social-economic or 
ethnic population group) finance or co-finance the current and /or capital costs associated with 
a given set of health services. Thereby they also have some involvement in the management 
of the community financing scheme and organization of health services [1 and 8]. The diver-
sity in community financing schemes structures and purposes (small and large scales) offers 
the opportunity for different countries to adopt the convenient schemes regarding their cir-
cumstances. The success that was observed in large scales community financing schemes in 
China, Indonesia, Thailand, Bangladesh and Western Africa encourages other nations to use 
community financing schemes [3]. 
Community financing is still widely untested. Some researchers have tried to design frame-
works to evaluate, clarify and classify different community financing schemes [8, 9, and 10], 
There is no consensus on one framework to evaluate community financing. The structure of a 
framework is influenced by many factors regarding the country situation (political, economi-
cal and organizational), culture and purpose (communities' needs assessment) [2]. 
Although Sudan has much potential for community financing schemes to achieve its benefits, 
has some deficient experiences. The question addressed here is to what extent community fi-
nancing can contribute to a better health of Sudan. The study presented in this thesis attempts 
to fill this research gap. 
Better health in broad terms requires knowledge (formal and informal education); sufficient 
and sustainable resources for the health provision; and effective responses to health problems. 
Enabling an environment for health will be essential to achieve better health [7]. 
Better health can be achieved by reforming health care systems in order to use available hu-
man and financial resources more productively. Correcting the many sources of waste and 
inefficiency must take top priority. Good management of pharmaceuticals is crucial in the re-
form process. Cost-effective packages of basic health services delivered through networks of 
local health centres and rural hospitals should be the base of the pyramid of health services, 
Using all mechanisms that can make an important contribution to health equity, good quality 
and sustainability of health services are important for the reform. Community involvement, 
participation and empowerment are essential key factors in the success of health reforms in 
developing countries. The removal of all types of barriers (financial, geographical, cul-
tural.. .etc.) that prevent the poor from the health services must take place [7]. 
This study is a case study of evidence based findings, composed of primary and secondary 
data. The study aims at weighting the advantages, disadvantages, opportunities and threats of 
community financing features, characteristics, and performance, supported by empirical find-
ings from the international and national experiences. These findings are classified and ana-
lyzed into strengths, weaknesses, opportunities and threats (SWOT) framework to weight 
their feasibility, relevance and compatibility for Sudan in establishing community financing 
schemes that can contribute to its better health. 
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Although there are many solitary studies in one or two approaches of community financing, 
this study is the first study in Sudan that investigates community financing and covers most 
aspects of community financing. It is the first study that puts together the different types of 
health finance approaches in Sudan, and analyses their strengths and weaknesses. It also in-
troduces the Zakat philosophy in health the significant role that Zakat can play in covering the 
poor against catastrophic health expenditure. Because Sudan is under researched country and 
little is known about it we took the opportunity to review many important issues related to 
health policies and financing. These are the free of charge polices, cost recovery policies, the 
user fee policy, poor protection measurements and treatment abroad. There are not enough 
data about traditional healers in Sudan to show their magnitude and contribution to health ex-
penditure, so we ignore traditional healers in this study. 

1.2. Context 

Sudan covers a wide area of 2.5 million sq. km. Arable land constitutes 12.5% of the total 
land. The country is bordered by nine neighbors and affected by cross-borders problems of 
refugees, borders disputes and transmission of diseases [11]. Sudan is rich in water resources 
(34 milliard cubic meter per year) [12]. This together with the vast land makes Sudan a candi-
date for a role in food security for the entire population in the region. In addition the variety of 
the country's climate has rendered multiple variations in agricultural products [13]. 
The population size was estimated to be 33.6 million in 2003 with an annual growth rate of 
2.6%. While 30% of the population lives in urban areas, the majority (70%) is settled in the 
rural ones. The population is composed of 49.7% females, more than 45% are children under 
15 years and 3.9% are elderly [11]. This demographic structure resembles the demographic 
pyramid of developing countries. While the wide base of the pyramid of the younger ages re-
flects the high fertility and growth rates, the peak of the pyramid composed of the elderly is 
indicative of the low life expectancy of the population [11]. 
The literacy rate of the population over the age of 15 years is 50.6% for males and 48.2% for 
females. The percentage of children of primary school age attending primary schools is 49.7% 
for males and 46.9% for females. The gross secondary school enrolment ratio is 24% for 
males and 19% for females, which indicates a substantial drop out of pupils [11]. 
Sudan is composed of more than 600 tribes, the Arab and the Nubian in the North and the 
Nilotic and the Nilo-Hamitic in the South [13]. The Arabic language is the official language 
of the country spoken by 52% of the people. The native languages and the English language 
are widely spoken in Sudan [13]. Although most of the people in the North are Muslims, the 
South consists of Animists, Christians and Muslims. This diversity in cultures has its impact 
on the whole of Sudanese life [3 and 8]. The federal system emerged as a way to share wealth 
and power within the country. 
Since the independence in 1956 Sudan was governed by six established governments and 
three transitional governments. The alternating pattern between democratic elected govern-
ments and military regimens led the country into an instable political situation [13]. This has 
affected the development of the country and has resulted in the expansion of poverty all over 
the country, has deepened the disparity between states and has pushed the country in internal 
conflicts. 
Despite the annual growth rate of 5-6% in 2003, Sudan is still classified as a poor country. 
The per capita GNP is 282 US$ in 2001, the unemployed rate is 17% and the dependency ra-
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tio in 2001 was 83% [i 1]. The massive brain drain during the last three decades has severely 
affected the human resources of the country. The natural disasters of floods and droughts 
combined with the long standing war of the South left more than 4 million Sudanese dis-
placed [11]. 

1.3. The health care system in Sudan 

1.3.1. Evolution of the health care system 

Sudan's health care system is one of the oldest in Africa [14]. The geography and ecology of 
Sudan are important factors in shaping the health care system [11], The health care system 
was developed against a background of traditional medicine. Bayoumi A, (1979) stated that 
"Sudan has a unique background of traditional medical heritage that is of considerable histori-
cal interest. Spreading as it does over a wide spectrum of Muslims Arab, Ancient Egyptian 
and indigenous African beliefs, Sudanese traditional medicine and natural and traditional 
therapies. Sudanese traditional medicine affords a revealing glimpse of the influence to which 
the inhabitants of the country have been subjected" [13]. 
Western medicine started early in Sudan, and was brought by the Turko-Egyptian occupation 
army in 1821. The Anglo-Egyptian condominium in 1898 established a comprehensive organ-
ized health care service run by senior doctors from England and junior doctors from Syria and 
Greece. The new national government in 1956 inherited a western-oriented, urban-based 
health care system with an emphasis on curative services. All services were free of charge for 
all outpatients and inpatient admitted to class-C general wards. In the early 1960s the gov-
ernment started a compulsory health insurance system for all civil workers, premiums being 
automatically deducted from salaries [13], Unfortunately the system collapsed and free of 
charge health care services dominated health care services [13], Since the independence the 
health care system has undergone considerable expansion in its infrastructure [11], Table 1.1 
shows the rapid expansion in health services and the continuous increase in health demands. 

Tabic 1.1. Development of health care facilities in the Sudan 1979-1993 
Year Hospitals Hospital beds Health centres Dispensaries Dressing 

station 
PHC units 

1979 156 17004 212 870 1828 989 
1981 160 17300 206 790 1417 1580 
1983 171 17774 251 856 1396 2183 
1985 190 18594 288 977 1291 2725 
1987 200 18816 330 1145 1205 3080 
1989 205 19200 399 1224 1259 3200 
1991 216 20135 426 1271 1285 3155 
1993 228 21024 477 1346 1388 3013 
1997 247 22656 693 - - -

2000 309 23076 915 1475 1236 2558 
Cumulative % change +46% +23.6% +125% +55% -24% +205% 
Source: adapted from FMOH 

In 1994 the government adopted a decentralization policy to the whole country through a fed-
eral system. This divided the country into 26 states, 100 provinces and 600 localities and re-
formed it again in 2002 into 26 states and 134 localities without provinces [6]. Decentraliza-
tion was introduced as a system of governance compatible with the needs of the multi-ethnic 
and multi cultural society of Sudan, and as manner to share power and wealth (often by cross-
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subsidies). The federal system was composed of three folds: federal, state and local While the 
federal level is responsible for policy making, planning, supervision and coordination the state 
government is empowered to implement plans and for the executive work. Local governments 
at the bottom of the system resemble the community contribution to governance (representa-
tives of people's committees) [5], Decentralization is one of the important micro-reforms in 
health systems by sharing responsibilities and strengthening the available local resources. De-
centralization may affect some vertical programmes of PHC, still important for the bottom-up 
approaches of planning [14]. 
Although the World Bank ceased its operation in Sudan in 1990 the government of Sudan 
adopted a comprehensive macro economic reform and liberalization policy following the pre-
scription of the World Bank Structural Adjustment Programme [6]. The major complications 
of this policy are the expansion of poverty and the cutbacks on the budgets of health care and 
education. User fees were established which aggravated the situation for the poor [4], The 
bright side of these policies, in the mid 1990s the inflation rate came down and the annual 
growth of economy has been around 5-6% [11]. Recently the oil's revenues have boosted 
GNP and are estimated to contribute to over 80% of exports and 40% of public revenues. The 
signing of peace agreement in 2005 will hopefully render internal stability and external sup-
port in terms of expertise and finance. 

1.3.2. The health care delivery system 

The Federal Ministry of Health (FMOH) is responsible for the national health policy, strategic 
plans, and monitoring and evaluation of the health care system. The 26 State Ministries of 
Health (SMOH) are mainly responsible for policy implementation, detailed health program-
ming and project formulation. The implementation of the health planning is undertaken 
through the district health system, which is based on the primary health care (PHC) concepts 
[6]. 
Health services are provided through different partners including, in addition to FMOH, 
armed forces, police security, universities, the private sector (both for profit and not for 
profit), civil society organizations and traditional healers. However, those partners are per-
forming in isolation due to ill defined managerial systems for coordination and guidance. The 
main problems with the organizational structures in government health services at different 
levels are the rigidity of the organizational structure and poor coordination between depart-
ments. The organizational pattern of the health delivery system could be described as a three 
level-systems (primary health care, secondary health care and tertiary health care). The ab-
sence of a proper referral system affects the whole system. It has to be emphasized that the 
health services are not uniform and variations do exist especially in the worse-off states and 
locality as well as urban and rural areas [11]. 

1.3.3. The health Status 

Appendix A shows the poor health status of Sudan. There is improvement in some health in-
dicators but Sudan is still far a way from the millennium development goals (MDG). The low 
indicators of coverage with PHC are alarming and are explained by the numerous PHC units 
that are shut-down all over the country [11]. Communicable diseases dominate the morbidity 
and the mortality statistics of the country (led by malaria, which accounted for 35,000 deaths 
on 2004) [6]. The health expenditure indicators show the chronic shortages in the health care 
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budget and indicate how far Sudan is from any reasonable health expenditure standard. The 
human and material resources reflect the disparities between the urban and the rural areas, the 
effect of the brain drain on the manpower of the country resulting in low access of health ser-
vices. Table 1.2 shows that one of the governmental responses to the brain drain is to increase 
the number of medical schools. 

Table 1,2. The increase in number of medical schools 1990-2001 
Faculty Number before Number after Private Percent increase 

educational reform educational reform faculties 
Medicine 3 24 5 700% 
Pharmacy 1 8 5 700% 
Dentistry 1 8 5 700% 
Laboratories 1 7 6 600% 
Public health 1 5 0 400% 
x-ray 1 4 2 300% 
Nursing 1 7 2 500% 
Optics 1 1 0 0% 

1.3.4. The Quarter of the Century Health Strategic Plan 2003-2027. 

In 1992 Sudan adopted the Comprehensive National Strategy (CNS) for ten years (1992-
2002). The CNS recognized the health and well being of citizens as the cornerstone of social 
and economic development. Health and education are viewed not merely as service sectors, 
but as development objectives in themselves. The universal provision of primary health care 
is seen as an important means for social justice, equity and solidarity [15]. 
The CNS has faced many obstacles and constraints. An evaluation was done and lessons were 
drawn. This together with the new emergent problems provided the background for the new 
strategic plan (The Quarter of the Century Health Strategic Plan 2003- 2027) [16]. From the 
report of the Health Gaps in Sudan, 2004 [11] the main problems that face the health care sec-
tor are summarized as follows: Lack of clear vision and guidance; fragmented and weak infra-
structure; absence of health maps and referral systems; lack of coordination at different levels; 
poor integration between curative and preventive services; a very poor system of accountabil-
ity; an immature system of monitoring and evaluation. In addition to the above mentioned 
problems the report views new problems that faces the health care system as follows: Interna-
tional free-trade and increased economic competition; increased revenues in oil production 
increases demand for services; the new concepts of health e.g. health system development, 
sector wide approaches; Millennium Development Goals (poverty reduction); changes in dis-
eases patterns (non communicable diseases); the peace agreement and the era of progressive 
rehabilitation ...etc; the Abuja Declaration (the commitment of the government towards the 
health expenditure); federalism and the burden of revitalizing 26 states, building capacity and 
achieving equity and equality in terms of resource allocation and amongst the health sector; 
progressive advances in medical technology; establishing mechanisms of effective coordina-
tion and effective monitoring and evaluation specially after the peace agreement; ensure 
woman's involvement in the rebuilding and sustaining the health system. 
The experience with the last strategic plan and the problems and the new challenges that face 
the health sector led to a new strategic plan (2003-2027). This plan has as its objectives [11 
and 16]: health for all; to achieve a universal PHC coverage by expanding services in all parts 
of the country and to all segments of the population considering the value and the culture of 
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the people; addressing the most urgent and important health problems; high community par-
ticipation; high governmental commitment; intersectoral collaboration and support by the in-
crease in the rate of development. The health system as a PHC oriented system includes ser-
vices on health promotion, preventive, curative and rehabilitation services and focuses on: a 
decrease in morbidity, mortality and disability especially among vulnerable groups (women 
and children), the poor, people in conflict zones and people in remote rural areas; support for 
the notion of the health promotion; establishing and supporting health development at all lev-
els; advocacy and confirmation of the principles of the health care system such as equity, effi-
ciency, modernization, compatibility of innovations and environment, people satisfaction, 
quality and standardization, evidence based decisions approaches, accountability, transpar-
ency and compliance to laws, legislations and regulations; development of human resources 
for the management and delivery of health services focusing on training, upgrading, leader-
ship skills and forecasting measures; ensure high commitment of the government towards the 
health care system especially the environmental health programme, preventive health ser-
vices, health promotion and setting quality standardization policies; adopting health econom-
ics approaches to achieve equity and equality and to ensure community participation in fi-
nancing the health system by encouraging community solidarity, enhancing the health insur-
ance bodies to extend their coverage and to make sure that no one is denied health services 
because of economical, social or ethnic causes; encouraging the private sector to have a con-
siderable role in the provision of health services of high coordination especially the public 
services; to build partnerships with all different agencies concerned with peoples' health (na-
tional and international NGOs) and funding agencies to ensure adequate flow of finance; high 
coordination and cooperation with the countries of the region in terms of common shared 
health problems, research, and legislations; to ensure the availability of safe water and to re-
duce the deterioration of the ecological system and pollution. 

1.4. Central research questions 

The political instability, economical constraints and the weak capacity of health organization 
led to the failure of health finance system in Sudan and prevented it from achieving its goals. 
The negative impact of the user fee policies aggravated by the expansion of poverty affected 
the health of the people especially the poor. The limited coverage of the social insurance sys-
tem left the majority of the population (85.5%) uncovered and vulnerable and prone to out-of-
pocket charges of user fee policies and for-profit private sector. The high social capital and 
solidarity in Sudan and the high willingness of the people to pay for health services explain 
the remarkable share of the Sudanese community involved in building health facilities all over 
the country. Based on this the need and feasibility of community financing approaches are 
often debated. This study aims to answer the following central question: Can community fi-
nancing contribute to a better health in Sudan? 
The answer of this question requires an analysis of the situation in Sudan and of the different 
mechanisms of health care financing. Further, to investigate the community financing ap-
proaches their advantages and disadvantages need to be analyzed. Furthermore, the willing-
ness and the ability of the people to pay - the backbone of this approach - should be examined. 
Thus, to gain more insight in the feasibility of the community financing and to answer the 
central question, the following research questions are posed: 
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1. What is community financing? How it works and why should it be used as a health fi-
nance approach? 

2. What is the relation between poverty and health in Sudan? And what are the poor protec-
tion measures adopted to alleviate poverty? 

3. What is the impact of free of charge public health services on cost recovery polices? 
4. What are the characteristics, patterns and determinants of different sources of health care 

financing in Sudan? 
5. Are the people of Sudan willing to pay for public health services if these services are of 

good quality? 
6. Are the people of Sudan able to pay for public health services if these services are of good 

quality? And what is the relation between willingness and ability to pay? 

1.5. The analytical framework 

Some researchers have tried to carve out frameworks to evaluate, clarify and classify different 
community financing schemes analyze different community financing experiences in both 
retrospective and prospective manners [1, 8, 9 and 10]. There is no consensus on one frame-
work to do the job but a convenient framework for specific problem will be influenced by 
many factors regarding the country situation, culture, values and circumstances [9]. 
To answer the question 'can community financing contribute to a better health of Sudan' we 
need to check the potentials and limitations of the community financing approach by explor-
ing its strengths and weaknesses. Also we need to explore the conditions that make this a suc-
cess. The threats that can lead to the failure of community financing should be highlighted. 
The strengths, weaknesses, opportunities and threats (SWOT) framework will be used to clas-
sify the findings throughout the thesis. Then, these findings will be weighted against the crite-
ria that make community financing successful in achieving better health for the Sudanese 
people. 

1.6. The methodological framework 

The study uses both primary and secondary data. The secondary data are mainly document 
reviews of the Federal Ministry of Health, Basic Development Needs (BDN), Child Friendly 
Community Initiative (CFCI), Zakat Chamber and studies of Bamako Initiative (BI) and in-
formal sector in Sudan. The secondary data are used in building the policy chapters of the 
study (community financing, poverty and health in Sudan, and financing health care system in 
Sudan). 
Regarding the primaiy data the study applies quantitative research methods of the contingent 
valuation method. The contingent valuation method is used to investigate the willingness and 
ability of the respondents to pay for public health services if these services are of good qual-
ity. The method is applied for four aspects of services. These are specialist services, advance 
lab and x-ray unit, availability of drugs especially for children and reduced waiting time, Lo-
gistic regression models are used for statistical analysis to determine the attributes of respon-
dents regarding the four aspects of services. 

1.6.1. Data collection process 

The data obtained in the survey were collected through interviews based on a adapted ques-
tionnaire in Arabic language. The questionnaire was tested in a pilot study; correction and 
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modification were added and retested again. The survey was conducted during the period of 
March and April 2001 in the Sudan. A team composed of a supervisor, coordinator, three as-
sistants, a statistician, 40 data collectors (students and graduates from Elahfad University for 
Women), two data entry workers, a secretary and a driver conducted the survey after three 
weeks training for the data collectors. The team centered in middle Khartoum, joining the 
Ajaweed Society research department, which is an NGO, concerned about counseling and has 
a bilateral collaboration with the Khartoum Centre for Psychiatry and Counseling. 
The samples were selected by a multi-stage sampling procedure. First, a selection of the three 
towns of the capital Khartoum, (Khartoum, Omdurman and Bahary) was made and each of 
these towns was divided into centre, peripheral and rural. Random selection of some localities 
of the centre, peripheral, and rural was done. And a random selection of the neighborhoods, 
and finally a random selection of the houses were that included in the survey, As planned a 
460 households were contacted and none of them rejected to respond. For the purpose of simi-
larity and to increase the internal consistency of the sample we drop 10 questionnaires. So we 
can argue that the overall respondents' rate is 100% which suggests a high evidence of reli-
ability. 
The survey targets the heads of households (HH), or who representing them (the nearest rela-
tion). The survey collected data on the respondents' age, gender, tribe, religion, origin of 
H.H., members of household, education, occupation, place of work, number of sons and age 
of elder son/daughter and youngest son/daughter. Some of these data update information 
about the Sudanese population, some confirm available information and are used in cross 
tabulation with other findings to examine the evidences within the community strata. More 
details about the variables will be found in the relevant chapters. 

I.7. Outline of the study 

This study includes eight chapters. Each chapter represents a separate paper that can be read 
independently. This comes at a cost of unavoidable repetition of some paragraphs in multiple 
chapters. 
The second chapter is about what is community financing? It also reviews the international 
and Sudanese experiences with community financing, its successes and failures. The third 
chapter reviews die relation between poverty and health in Sudan and reviews protection 
measures for the poor related to health services. In addition it provides insight in the Zakat 
Chamber and its role in alleviating poverty in Sudan. The fourth chapter reviews the different 
sources of health care finance in Sudan. 
The next three chapters present and discuss the results of the survey. Chapter five presents the 
results and discusses the attributes of the respondents who receive free of charge public health 
services and the effects on cost recovery polices in Khartoum State. 
The sixth chapter presents the result of the contingent valuation method. The chapter analyses 
the willingness of the people of Khartoum State to pay for public health services if these ser-
vices are of good quality. 
The seventh chapter presents the results of the contingent valuation method and analysis the 
ability of the people of the Khartoum State to pay for public health services. The chapter also 
shows the relation between willingness and ability to pay. 
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The last chapter of the study, chapter eight presents the SWOT findings and the weight of 
these findings in answering the central question. The chapter concludes with general recom-
mendations. 
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CHAPTER 2 

Community financing - what, why and how: 
The Sudan experience 
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2.1. Introduction 

Because of the organic relationship that exists between health and human development, the 
history of community health reflects man's renaissance and decline. Community health pro-
motion is constantly evolving. Community health practice today is not isolated from the past. 
Historically people used to practice different ways of treatment, protection and care [1]. 
Community financing (CF) is an ambiguous term that has been used loosely over the years to 
describe some level of community involvement in financing health care. Labeling any scheme 
that involves the community as a CF scheme has confused health policy leaders about which 
types of CF are viable and how CF can contribute to a better health of people. It has also im-
paired researches in investigating the key common characteristics of CF that explain success 
and failure of a CF so that countries a round the world can have a generalized concept of CF 
[2]. 
Community is defined by the Oxford dictionary as a quality of (a) 'joint or common owner-
ship, tenure or liability"; (b) "common character"; (c) 'life in association with others"; (d) 
"social fellowship"; (e) "common or equal rights or rank"; (f) "people organized into common 
political, municipal or social unity" [3]. Thus community can be a village or any geographical 
area, a social-economic population group or ethnic population. Community financing for 
health is referred to as a mechanism whereby households in a community finance or co-
finance the current and the capital costs of health services, and have control and involvement 
in the management of these community financing schemes [3]. 
Community financing is one of the innovative methods that can provide the means for devel-
oping countries to deal with chronic problems in health financing systems. Nowadays interna-
tional community representatives at the World Bank and the WHO frequently rely on com-
munity financing to achieve sustainability of health services, to spread equity among the 
population and to improve the quality of services [4]. 
This paper will be structured as follows: Section 2 reviews the evolution of the definition of 
community financing and its characteristics. Section 3 presents the justifications for commu-
nity financing. Section 3 shows how community financing arrangements operate. Section 4 
reviews some international experiences in community financing. Section 5 presents the com-
munity financing experiences in Sudan. Then the paper concludes. 

2.1. What is community financing? 

2.1.1. A matter of definition 

A definition may be used in two ways: to clarify the meaning of vague or ambiguous terms or 
as a method of development for the whole essay [5], In community financing the definition 
has both purposes, but in different notions. The definition of community financing has 
evolved and is continuously evolving from era to era following the reforms, challenges and 
innovations in health care financing. 
Community financing is a term that has been widely used for financial activities involving the 
community in its operation. It ranges from people paying (user fees) for public services, to 
hospital voluntary community insurance, to community finance and help in management of 
PHC centres, to the Bamako Initiative, to a drug revolving fund, to community based insur-
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ance schemes, income generating programmes, villagers assisted in building clinics and 
community-based development initiatives [6]. 
Many countries have experienced methods of community financing since early last century. In 
1925 Cameron established a service fee programme in Hospital EPC d'Enongal, which cov-
ered 95% of recurrent cost. Other countries like Ghana, Niger, Senegal, Bangladesh, China, 
India, Indonesia, Iran, Philippines, Ecuador, Guatemala and Mexico experienced some sort of 
community financing method, which varied in type and purpose. In most of these experiences 
the methods were limited and catered to local problems. In 1959 China made a breakthrough 
and adopted a national community financing programme known as Cooperative Medical Ser-
vices (CMS) [7]. 
Early in the 1980s, community financing defined as contributions by beneficiary individuals 
and groups for public sector services, was one option in certain settings, if it fitted into other 
health care financing arrangements. This definition was formulated after the implementation 
of the PHC policies and reflected the community involvement. It reflects the steps in encour-
aging the community to participate in health care services. This can be clearly seen in what 
Stinson (1982) wrote, "community financing is, at best, only a partial solution to the problem 
of health care finance, and it may be ultimately more difficult and less productive than reallo-
cation of government spending from the current emphasis on fixed facilities in urban areas. It 
is particularly iniquitous if politically favored areas receive free services while more impover-
ished areas pay. Curative services, though politically essential, have little lasting effect on 
health status, and expensive educational efforts may be required to convince communities to 
pay for prevention. The challenge is to find a balance between government and community 
finance - to use the former for professionally perceived priorities and the latter for locally felt 
needs". 
Due to the Bamako Initiative and its implementations there seems not one definition to what 
community financing is. There are many understandings of this term. Barbra McPake (1993) 
considered the term community financing to mean a system comprising consumer payment 
(either as a user fee, some form of pre-payment mechanism, or other charges) for health ser-
vices at the community level, the proceeds from which are retained within the health sector 
and managed at the local level [8], 
In some countries community financing is put foreword primarily as a method to provide ad-
ditional resources to the health sector. In addition it's sometimes argued that community fi-
nancing is a form of community participation which ensures that community is not just a pas-
sive recipient of services [8], 
Atim (1996) who saw community financing as a promoting approach which emphasizes pri-
mary health care and community empowerment in the development of health services distin-
guished between two types of community financing: 
(a) The simple model of community financing organized by a health care provider and in 
which democratic participation by the insured is very low or non-existent. We call this the 
non- participatory model. It's essentially the cost recovery approach to health insurance in 
Africa [9]. 
(b) The more complex model in which the community takes charge of managing, at least the 
first level of health care (health centre) through participatory structures: we refer to these as 
the participatory model. 
In practice there are many differences in understanding and implementing the concept of 
community financing among different countries. The adequacy of current resources available 
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to health services may be an important criterion to determine whether the Initiative is aimed 
primarily at strengthening existing facilities or at expanding coverage to underserved popula-
tion. In Guinea, Uganda and Burundi, the Initiative's activities are located at the existing 
health facilities while in Kenya the Initiative is located at the 'community level' (below the 
lowest level of the existing health facilities). In Nigeria, the Initiative operates at both levels, 
presumably in the hope of tackling both problems [8]. 
The Bamako initiative projects use community financing mechanisms within the user charges 
policies. Many studies show that user charges are an impediment and prevent the poor from 
using health services [10]. Health financing specialists have tried to overcome such shortages 
in Bamako Initiative and have launched different initiatives such as community-based financ-
ing schemes, community-based insurance, mutual health organization, mutual insurance 
schemes etc. Hsiao (2001) stated "community financing can be broadly defined as any 
scheme that has three features: community control, voluntary and prepayment for health care 
by community members" [2]. This definition would exclude financing schemes such as the 
Bamako Initiative, mandatory social insurance and general taxation. Many definitions 
emerged during this era of community-based financing schemes [11 and 12]. Melitta Jakab et 
al, (2001) have adopted a broad definition of community financing as including many differ-
ent health financing arrangements. This definition effectively distinguished community based 
health insurance from other resource mobilization mechanisms e.g. (out-of-pocket, social in-
surance, general taxation, etc.) [3]. This definition reflects the main features of community 
financing as follows: 
• The community (geographic, religious, professionals, ethnic, etc.) is actively engaged in 

managing, mobilizing and pooling resources. 
• The subscribers have a low income. 
• The schemes are based on voluntary engagement of the community 
• The structure of resource mobilization and benefits reflects social capital principles 
• The schemes are not for profit 

2.2.1. Community financing characteristics 

Community financing is risk pooling to a small portion of the population; while it does not 
represent a significant source of revenue for the sector, it has been pursued in many countries 
as way of both raising revenues and of promoting self-reliance and community responsibility 
[2, 13, 14]; it depends on the willingness of people to pay and the population concerned re-
sides in rural and suburban area who are socially excluded (informal sector and the poor). 
Community financing can be limited to a local area or can be nationwide implemented. It may 
have elements of either fee-for-service or co-payments where community risk-sharing 
schemes are involved. It includes a variety of sources of finance, management and services. 
Community financing projects differ according to local needs and conditions, with varying 
emphasis being given to different aspects of community involvement, strengthening of district 
management and financing. The key feature that distinguishes community financing from 
other forms of direct payment is that it involves the community in managing the health ser-
vices. Community financing can be health centre based, implying that either the head of a 
health centre or health committees are leaders in the organization of a scheme. Other organi-
zations may also be the leaders in a community financing system: village development asso-
ciations, cooperatives, parents' association etc. Community financing may apply to rural as 
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well as urban areas and the method of community financing can be built upon existing social 
organization. Community financing has to involve a decentralized form of decision making. 
This encourages the active involvement and participation of people in running the scheme (the 
people should be trained on management and finance management skills). It also motivates 
self-reliance and a substantial community cooperation and coordination (provision of PHC 
financing and integration with other programmes) [13 and 2]. It is a supplement not an alter-
native for other sources of financing. If adopted, the community financing approach should 
not however, be seen as a once and for all solution, unless this adoption has been a nationwide 
policy. So, community financing does not mean that government taxation, national health in-
surance or foreign aid should be neglected in the search for more health resources [3 and 4]. 

2.2.2. Strengths and weaknesses of community financing schemes 

Table 2.1 shows the strengths and weaknesses of the community financing schemes. The 
strengths of this approach are observed in the active involvement of the community and the 
potential for capacity building of these communities. This approach has the capacity of risk 
pooling and risk spreading over time and makes it easy to sort out the poor. It also mobilizes 
resources for health provision. It can be a development tool by increasing self-reliance and the 
organizational ability for medical care and other problems of education, safe water, sanitation 
and income generating schemes. 
The weaknesses of these schemes are its difficulty to be adopted nation wide. So, it is a sup-
plement not an alternative for health care financing. Skills of financial management are re-
quired for proper implementation. This approach requires a high willingness and ability to 
pay. Trust and transparency are essential for the adoption or it will collapse under rumors' 
hammering. It may also be diversion for governments lacking the political will to generate 
new resources or to reallocate existing resources. 

Table 2.1. The strengths and weaknesses of the community financing approach 
Strengths Weaknesses 
Risk pooling [14]. 
Risk spreading over time. 
Community involvement and active participation. 
Low cost of operation [14], 
Mobilize and empower the community. 
Easy to determine the poor and help them in a decent 
way. 
Can achieve sustain ability. 
Untapped resource [7] 
Uses readily available non-monetary resources, such as 
labor. 
Increases community self-reliance and organizational 
ability for both health and other problems [7]. 

A supplement not an alternative [7]. 
Requires management skills. 
Requires financial management know-how. 
It requires high willingness of the community [4]. 
It requires high trust and transparency. 
It requires seed money and financial support [15]. 
It places the burden of health care financing on the per-
sons least able to support it, the rural and urban poor. 
Health care is a public good and should be nationally 
financed. 
It is largely untested [7]. 

Jakab and others, (2001) [3] reviewed the advantages and disadvantages of community-based 
health financing schemes under for aspects: (a) technical design characteristics, (b) manage-
ment characteristics, (c) organizational characteristics, and (d) institutional characteristics. 
These strengths and weaknesses presented by Preker, (2004) are found in boxes 2,1 and 2.2 
and combined with other findings from other authors [16]. 
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Box 2.1. Strengths of community-financing schemes 
Technical design characteristics 

Revenue collection mechanisms 
• Shift away from point-of-service payment to increase prepayment and risk sharing 
• Flat-rate premium which facilitate revenue collection, reduces the scope for manipulation, and contrib-

utes to low transaction costs 
• Contribution payment thai accommodates the income-generating patterns of households employed in 

agriculture and the informal sector (irregular, often non-cash) 
• Modest degree of household-level affiliation 
• Pro-poor orientation even at low-income levels through exemptions of premiums and subsidies, despite 

flat-rate contribution rate 
• Some buffering against external shocks though accumulation of reserves and links to formal financing 

schemes 
Arrangements for pooling revenues and sharing risks 
• Some transfers from rich to poor, healthy to sick, and gainfully employed to inactive through pooling of 

revenues and sharing of risk within community groups. 
Purchasing and resource allocation 
• Most community schemes make a collective decision about who is covered through the scheme, based 

on affiliation and direct family kinship (for whom to buy). 
• Many community schemes define the benefit package to be covered in advance (what to buy, in what to 

exclude). 
• Some community schemes engage in collective negotiations about price and payment mechanisms. 

Management 
• Most community schemes are established and managed by community leaders. Community involvement in 

management allows social controls over the behaviour of members and providers that mitigates moral haz-
ard, adverse selection, and supplier induced demand, 

• Many schemes seek external assistance in strengthening management capacity. 
• The management culture tends to be consensual (high degree of democratic participation). 
• Most schemes have good access to local utilization and behaviour patterns. 
Organizational structure 
• Most community schemes are distributed organizational configurations that reach deep into the rural and 

informal sectors. 
• Incentive regimes include; (a) extensive decision rights, (b) strong internal accountability arrangements to 

membership or parent community organization, (c) ability to accumulate limited reserves if successful but 
unsuccessful schemes often ask government for bailouts, (d) mainly factor-market exposure since few over-
lapping schemes compete with each other in the product market, and (e) some limited coverage of indigent 
populations through community or subsidies. 

• Vertical integration may lead to increased efficiency and quality of services. Schemes that have a durable 
partnership arrangement or contractual arrangement with providers are able to negotiate preferential rates 
for their members, This in turn increases the attractiveness of the scheme to the population and contributes 
to sustainable membership levels. 

• Better organized schemes use horizontal referral networks and vertical links to fonnal sector. 
Institutional environment 
• Stewardship function is almost always controlled by local community, not central government or national 

health insurance system, which is apt to make the schemes responsive to local contexts, 
• Ownership and governance arrangements (management boards or committees) are almost always directly 

linked to parent community schemes; freestanding health insurance schemes are rare. 
• There is little competition in the product market. 

Competition is limited in factor markets and through consumer choice. 

Source: Bennett, Creese, and Monasch (1998); Carrin, Desmet, and Basaza (2001) 
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Box2.2. Weaknesses of community-financing schemes 
Technical design characteristics 

Revenue collection mechanisms 
• Without subsidies, resource mobilization is limited when everyone in the pool is poor. 
• Many of the poorest do not join since ihey cannot afford premiums. 
• Pro-poor orientation is undermined by regressive flat-rate contributions and by a lack of subsidies or 

premium exemption, which create a financial barrier for the poor. 
• Community-based voluntary prepayment schemes are also prone to adverse selection. 
• Few schemes have reinsurance or other mechanisms to buffer against large external shocks. 
Revenues-pooling and risks-sharing arrangements 
• The scope for transfers within very small pools is limited (often fewer than 1,000 members per 

scheme). 
Purchasing and resource allocation 
• Without subsidies, the poorest are often left out (for whom to buy), 
• The benefit package is often very restricted (what to buy, in what form, and what to exclude). 
• Providers can often exert monopoly power during price and payment negotiations 

Management 
• Community leaders are as vulnerable to adverse incentives and corruption as national bureaucrats. 
• Even with external assistance, absorptive capacity m management training is limited, 
• Extensive community consultation is time consuming and can lead to conflicting advice. 
• Most schemes do not use modern information management systems. 
Organizational structure 
• Even widely distributed organizational configurations may have difficulty reaching deep into the rural and 

informal sectors. 
• There aTe often conflicting incentives, especially among decision rights, soft budget constraints at time of 

deficits (bailouts by governments and external sources of funding such as nongovernmental organizations), 
limited competitive pressures in the product markets, and lack of financing to cover the poorest population 
groups, 

• The less-organized schemes are often cut off from formal sector networks 
Box 2.2. continued 
Institutional environment 
• Government stewardship and oversight function are often very weak, leading to a poor regulatory environ-

ment and lack of remedies in case of fraud and abuse. 
• Ownership and governance arrangements are often driven by non-health and financial protection objectives. 
• Choice in strategic purchasing is limited by small number of providers in rural areas.. 
• True consumer choice is often limited by lack of a full insurance and product market, leading to (a) adverse 

selection (signing on only the better-off, working age, and healthy), (b) moral hazard (members making un-
necessary claims because they have insurance coverage), (c) free rider effect (households waiting until they 
think they will be sick before joining), and (d) information asymmetry (for example, concealing pre-existing 
conditions). 

Source: Bennett, Creese, and Monasch (1998); Carrin, Desmet, and Basaza (2001) 

2.3. Why community financing? 

To find out why community financing we elaborate on the critical situations (political, eco-
nomical an health organization), the negative impacts of free health care and the willingness 
of people to pay for services. 

i 
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2.3.1. Critical situations 

Despite a dramatic improvement in the health status of their populations over the last three 
decades, life expectancy in developing countries continues to be low. In sub-Saharan Africa, 
half of all deaths occur under age 5; in the industrialized countries, half occur after age 74 [4]. 
Social and economic factors as human behaviour, poverty and the prevalence of disease help 
to explain the poor health picture in low income countries, limited access to services - in 
some African countries over half the population live more than 10 kilometers from the nearest 
primary care centre and the performance of the health systems themselves - are key determi-
nants. 
In most developing countries, government's funding allocated to health care services is not 
sufficient to allow these services to provide appropriate health care accessible to all [17]. In 
particular, the 1980's witnessed the development of severe problems in financing health ser-
vices in sub-Saharan Africa. In many countries, government health budgets declined in real 
terms in response to severe macro-economic problems. At the same time, demands on health 
services increased due to high population growth rates, successful social mobilization and the 
AIDS pandemic. In some countries, the implication of these crisis for the health services in-
frastructure have been all too clear with health workers failing to receive salaries, drug sup-
plies being absent for substantial periods, and long lists of equipment and vehicles awaiting 
repair [8]. 
The tremendous burden of debt repayment and the impact of falling export commodity prices 
during the 1970s and 1980s undermined the capacity of developing countries to finance basic 
public services, including primary health care. In 1990, total health spending in the develop-
ing countries came to only US$ 170 billion, compared to almost US$ 1,500 billion in the in-
dustrialized countries. Furthermore, most developing countries devote more than 80 per cent 
of their national health budget to health infrastructure, equipment and health staff salaries, 
leaving less than 20 per cent for other expenses [18]. 
The problem of insufficient government health expenditure is aggravated by polices that fos-
ter misallocation of spending, waste of resources and poor management. Throughout the last 
decade, UNICEF has drawn attention to the fact that major gains in health could be made by 
the widespread use of a limited number of specific, low-cost health interventions. The World 
Bank also addressed this issue in its 1993 World Developing Report. According to recent 
Bank estimates, the annual cost (recurrent and capital) of a basic package of essential health 
services in a prototype district in Africa consisting of 15 health centres and a referral hospital 
serving an average population of 150,000 is US$ 6.70 per capita [18]. 
In tenns of institutional arrangements of public health systems, problems also arise from both 
verticalization and the fragmentation of health programmes, The failure to integrate activities 
into comprehensive national policies results in: the waste of resources through duplication, 
overlapping, lack of consistency in standards and procedures, and inconsistent or disjointed 
policy recommendations. Furthermore, mechanisms to coordinate various health-related in-
terventions are often missing, and institutional arrangements conductive to an intersectoral 
approach are seldom in place, meaning that health ministries are frequently left to manage ac-
tivities that might be better left to other institutions. 
The political instability, bad governance and corruption are the primary lesion for all the 
above mentioned constraints. 
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2.3.2. The negative impact of free health care 

There is now virtually no country in Western Europe, which gives completely free health care 
at time of use whether under a national health service or a health insurance system. Charges 
are generally levied on drugs, spectacles and dentistry. Many countries have complex systems 
to exempt particular categories in the population. Charges are used more extensively in health 
insurance systems where doctors are paid on a fee-for- service basis and hospitals per day of 
care. Thus there are charges per consultation or per day of care in hospital. But it should be 
recalled that these charges operate in Europe against the background of well-developed sys-
tems of cash benefits to sick workers provided either by employers or under statutory schemes 
[15]. 
The principle of free health care is retained in a number of developing countries of Asia and 
Africa. This is defended on the grounds that the philosophy of cash benefits in sickness is un-
derdeveloped. The regularly employed are a minority of the economically active people, 
many people are desperately poor, exemptions for poor people are hard to administer fairly 
and it is deemed desirable for people to present themselves to the health care system without 
any barriers. This because of the prevalence of dangerous infectious diseases which can 
spread to others [19]. 
Many governments in developing countries espouse free health care for all as a basic human 
right. Because most of these countries can provide services only in limited areas, however, a 
free service policy may deny health care to major parts of the population. "Free" services, in 
any case, are often not free in practice: patients may loose potentially productive working 
time while waiting in line or they may have to buy scarce drugs on the black market. In some 
countries, government doctors refer wealthier patients to their own off-duty private clinics as 
a way to increase income. 
There are many negative impacts of free health care, as Geest (1992) mentioned "The dark 
side of this free health care found itself in a deplorable condition due to inefficiency, misman-
agement and lack of funds medicines as well as medical personnel were often lacking in the 
rural health centres. The paradoxical result of this state of affairs was that free services turned 
out to be extra expensive for the population. People were frequently forced to buy their medi-
cines in the commercial circuit and to travel long distances to find a nurse or a physician. 
Even primary health care designed to make essentials directly available to the population, 
threatened to collapse under the weight of the financial and managerial crisis" [20]. 
The free services in countries with meager resources taught people to steal themselves. One 
common phenomenon was expressed by a health post (centre) staff member as follows: "In 
the past, people used to drop into the health post whenever they were passing by, to pick up 
medicines for future use. This custom died out completely when charges were introduced, and 
now no one will pay for medicines until they are actually sick." [21]. Also malpractice among 
sub-populations like students had gone up and the proportion of school- aged patients fell 
sharply. Before, they used to go to clinic during the school break and demand drugs for which 
they had no immediate need. The registration fee appears to have put a stop to this practice. 
One health post staff says "essential services have never been denied to patients unable to 
pay, but no one normally asks for free services, and so the quota of 10% of the drugs available 
has never been fully used" [21]. On the other hand fee for service act as safe guards and gave 
opportunities to those who truly need these services: the proportion of females over 15 years 
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of age using the health post clinic increased, which is a positive trend as this is one of the tar-
geted user group [21]. 

2.3.3. People's willingness to pay 

The evidence suggests that most people do find an amount of money to pay for health ser-
vices. This can probably be attributed to extensive community support mechanisms [8]. 
Money is not a new phenomenon in Africa and paying for goods and services does not need 
to conflict with existing traditions of reciprocity in the field of health care. Money is an arti-
fact, which is culturally incorporated in a creative manner to satisfy a specific need. Cultural 
objections to paying for health care, therefore, are unlikely to exist [20]. 
Amaah (1989) write in the Lancet that: " the reality in much of Africa is that attempts at the 
provision of free health care have resulted in adequate on non -existent services, especially for 
the poor and most vulnerable. In the African traditional system, every community and family 
understood the need to compensate the providers of health and other services in some form. 
The poor have almost always been taken care of in that system, usually more fully than under 
modern arrangements. The idea of free health services has undermined traditional African 
practice, and has confounded the debate about fairness and community responsibility" [22]. 
In the Central African Republic, household surveys revealed that people at every income level 
pay more than they already spend for medicines to treat priority diseases (e.g., malaria, sexu-
ally transmitted diseases [STDs], and intestinal ailments). They would also pay gladly for 
quality improvements at health facilities (e.g., better maintenance). Mothers said they would 
help to pay for immunizations if their contribution assured availability of vaccines. [23] 
As we will show in this thesis, in Sudan, household surveys show people are willing to pay 
public health services if these services are of good quality. But the extent of their willingness 
varies with income. [24] 
African households are most willing to pay for drugs that treat common adult and childhood 
ailments and for care that saves them and their infants and children from dying. Once they see 
the benefit of health care, they are likely to be willing to pay. Often they visit several health 
providers for the same illness episode to accomplish these objectives. 

2.3.4. People's ability to pay for health services 

What people can afford to pay for health care depends on many different factors. They in-
clude: 
• Total family income and family size 
• The specific fee for each type of health service 
• How many family members get sick in a year 
• How much they must also pay for education, water, and other services 
• Their spending for other basic needs in relation to total household income [11 and 23]. 
African households spend substantial amounts of money for health services and medicines, 
regardless of government free-sharing policies. Many different factors affect the "afforda-
bility" of these expenditures. Some households find them harder to pay than others and a few 
may not be able to pay even a modest cost recovery fee. Health ministries need to build into 
their cost recovery policies mechanisms for evaluating and accommodating variations in abil-

34 



ity to pay and factors affecting the affordability of health care in relation to other household 
needs. 
Most households in Africa spend between 2% and 5% of their income out-of-pocket for 
health services and medicines. The poorest households often spend 5% or more even in the 
absence of user fees for public health care. To meet health care expenditures people often 
have to borrow. Evidence from Tanzania in the early 1990s, when government health services 
were officially free, shows that 60% of respondents in a large household survey said that they 
had to borrow (36%) or make special sales (14%) to pay for health care in the previous year, 
or said they were completely unable to pay for health care (10%). The rural population, who 
were on average poorer and faced higher transport costs, reported the greatest difficulties in 
paying for health care [22]. 
As we will show in this thesis, willingness to pay doesn't mean ability to pay for the same 
group of people. Our survey's results show a high willingness to pay, but they also indicate a 
modest ability to pay for the same group [25]. 

2.4. How does community financing operate? 

As we noticed in the previous paragraphs regarding the evolution of the community financing, 
the notion of community empowerment includes both financing, participating, organizing, 
planning, managing, and evaluation of the financing of the health care system. 
In general, community-based financing methods differ in type, structure, finance and man-
agement. The notion of community financing is frequently interpreted as a practical tool to 
serve the strategies of health financing and as a way to contribute to the protection of socially 
excluded population. A successful community-based financing scheme requires: (a) feasibility 
assessment, (b) community study, (c) enabling environment, (d) terms of references and job 
description, (e) services offered and personnel engaged and (f) organizational structure [3, 11 
and 26], 

2.4.1. Feasibility assessment 

Before establishing any scheme a feasibility study should be done including data collection 
and management by the community supported by a technical team (NGOs) [24 and 26]; a 
need assessment through a demand analysis by the community supported by technical team 
[26, 27 and 28]; designing the scheme which includes level of health care services; potential 
risks to scheme operations; membership classification; payment mechanisms ; and operational 
issues [27]; identifying volumes and costs; developing a flexible business oriented plan. 

2.4.2. Community study 

The study of communities in community financing schemes is the comer stone of these at-
tempts. This is because the success of these schemes is contingent upon the high willingness 
and ability of the people to pay, the high confidence and trust of the people, the existence of 
real needs with clear priorities and the existence of solidarity, social capital and community 
bonds. No doubt any study of communities regarding their management capabilities prior to 
any implementation of community financing schemes will have a positive impact on setting 
training programmes [26 and 27]. 
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2.4.3. Enabling Factors 

For community financing schemes to be implemented in a successful way many factors 
should be taken into account. The main factors are: a strong political commitment, advocacy 
and support via sharing one vision, understanding and consensus to achieve the objectives. 
The development of universally accessible essential health services is the ultimate goal [29]; 
substantial government financial support for primary health care, preserving and, wherever 
possible, increasing the proportion of the national budget dedicated to basic health services; 
measures to ensure that the poorest people benefit from health care services, through fee ex-
emptions or subsidies, for which criteria should be established in consultation with the com-
munity [20]; an appropriate organization framework and managerial process through an inter-
sectional perspective in planning and operating systems of health care, including provisions 
for safe drinking water, sanitation and health education [20 and 29]; an equitable distribution 
of health resources by redirecting public spending to more cost-effective health services [30]. 
For many countries of limited means, the effort to obtain "value for money" in health will re-
quire a serious reorganization of health services and reallocation of resources. The reform 
calls for countries to define, on the basis of cost-effectiveness, a minimum package of essen-
tial health services to be made universally accessible. In the 1993 World Development Report, 
the World Bank argues that using a minimum package of services chosen on the basis of high 
cost-effectiveness would reduce the total burden of illness in developing countries by at least 
25%. Community involvement should occur at all levels by decentralizing management of 
community resources, with funds collected at local facilities remaining under community con-
trol This requires appropriate training in managerial skills and financial management skills of 
accounts and book keeping [13]. Community financing of health services, usually in the form 
of payment for consultation, treatment or drugs, which remains consistent throughout the dif-
ferent levels of the health care system should be promoted. Forms of community-based health 
insurance to protect the poor and socially excluded population and capacity building at all 
levels should be promoted as well. Decentralization necessitates major changes in institutional 
roles and responsibilities at all levels. The functions performed at the central (or health minis-
try), regional and district levels under decentralization should be clear and specific. Experi-
ence gained so far strongly suggests that for decentralization to be successful, the objectives 
sought must be specifically defined, functions at each level must be clearly delineated, 
mechanisms for communication and coordination among the various levels must exist and 
sufficient training to enable personnel at each level to assume their decentralized responsibili-
ties must be offered [7, 13 and 30], Unfortunately, basic medical curricula are often inade-
quate and fail to provide health professionals with skills needed to work with communities. In 
addition to courses in administration and financial management, training of both health pro-
fessionals and health committee members should include topics such as interpersonal com-
munication techniques, community organization, community dynamics and participatory 
monitoring and programming [20, 29 and 30]. Donor funding from international and bilateral 
agencies and non-governmental organizations (NGOs) is critical to ensure support while fi-
nancial bases are built-up (for investment in facilities and equipment) and to cover some 
costs, such as human resources development, social mobilization and the initial supply of 
pharmaceuticals for the start-up of the community revolving drug funds. Partnerships with 
NGOs can be vital in providing technical backstopping for the process, particularly at the 
community level [4,13,14,15 and 16]. 
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2.4.4. Terms of reference and job description 

Key players and diverse stakeholders involved should be staffed and organized in clearly-
identified roles and the hierarchy of the scheme depends on its type, nature and the different 
partners engaged. The simple example includes local community members, supervisory 
committee, community-based financing scheme managers, health services providers and 
community leaders. 

2.4.5. Services offered and personnel involved 

Primarily community-based schemes offer PHC services of immunization, family planning, 
pre-natal care, child care. This may be extended to inpatient facilities. Three factors should be 
considered in selecting services. 
• Existing supply and perceived quality health services; 
• Affordability for the members; 
• The sustainability of these services. 
Services offered are determined by the available resources or built on the priority needs. 
Many different packages should be made available in order to increase options of choosing 
the best one [26]. 

2.4.6. Organization structure 

There is not one ideal structure that fits to different types of community-based financing. The 
organizational structure of a scheme depends primarily on the type and size of the scheme, 
members, providers, partners and the agreement to govern the scheme. The fundamental role 
of a structure is to determine levels of powers and management to encourage the flow of work 
and delegation. In community-based financing schemes the organizational structure should 
ease the whole operation of the collection of dues, offering services and reimbursement of 
providers in a compatible pattern to the community needs, knowledge and capabilities [2, 3, 
and 26]. 

2.4.7. How to start? 

The successful start of any community financing scheme requires seven steps: (a) a compre-
hensive study of the situation and a needs assessment. The involvement of the community in 
these studies will be of great value in increasing community awareness and training the com-
munity to assess their needs scientifically (b) Adequate willingness and ability to pay of the 
community is vital in any implementation (c) Design the compatible type of community fi-
nancing scheme adapted to the culture and circumstances (comprehensive detailed plans, pro-
grammes, terms of reference, job description, etc.) (d) Build a partnership with civil society 
organizations, donors and government at local and national levels (e) Training the community 
prior to implementation to enhance their capabilities in management and financial manage-
ment (1) Ensure sustainability of community financing requirements for appropriate adoption 
(g) a continuous process of monitoring and evaluation that enable a community financing 
scheme to compare its activities and results with its objectives, and take actions to correct 
weaknesses [13, 26 and 27]. 
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2,5. Evidence from International experiences 

Community financing is an ambiguous term that has confused health planners and policy 
makers about which types of CF are viable and how CF can be used to improve the health of 
the people. It has also impaired researches in investigating the key common characteristics of 
CF that explain success and failure of a CF so that countries a round the world can have a 
generalized concept of CF to assess, evaluate and draw lessons [2]. 
Studies have used different models and different frameworks to clarify and classify different 
types of CF schemes to gain insight into the characteristics that make CF a success or a fail-
ure. This section presents some international experiences of CF [2 and 3]. 
Stinson, (1982) has reviewed and described 200 CF schemes of the era after the Alma Ata 
declaration in 1978 [7]. The study mainly concerns resource mobilization, with particular em-
phases on community participation. It describes ways users of public sector health services 
have helped defray one-time and recurrent costs and how these contributions fit into the over-
all picture of primary care financing. It recounts where and how CF methods have been at-
tempted, what costs they pay and what kinds of extra communal assistance they needed. He 
also reviewed contributions including labour, cash and other resources that support primary 
health care. Stinson has categorized different CF schemes into: service fees; drug sales; per-
sonal prepayment; production-based prepayment; income generating schemes; community or 
individual labour; donations and ad hoc assessments; and festival, raffles and similar activi-
ties. Stinson made comparisons and a meta-analysis of different community and non commu-
nity schemes and of national and international sources of finance. 
Stinson concluded that "Finally, we need to consider where community financing is going and 
how observers can contribute to its evaluation. The rhetoric of Alma Ata and the widespread 
believe in self-reliance demand an increased community role; and the imperative of "Health 
for All" calls for the exploration of every financing option. There must be balance in the ex-
ploration, however. It must be realized that community financing is, at best, only a partial so-
lution, that it may be more difficult and less effective than reallocation of current resources, 
and that governments have to encourage and facilitate-not-impose-it. Researchers must gener-
ate case studies and report not only on the income raised but also on the community processes 
involved in raising funds and subsequent effect on the scope and accessibility of services. The 
time has come to move from rhetoric to reality and from small demonstration projects to rou-
tine national programs" [7]. 
Pierre-E. Mandl and others (1988) [31] conducted a study in community financing experi-
ences for local health services in Africa. This study was sponsored by the UNICEF and came 
one year after the adoption of the Bamako Initiative. The study consists of three case studies 
of three African countries: Benin, Ghana and Zaire. Operational issues selected are: protecting 
the poorest; essential drugs and delivery to the periphery; appropriate administrative struc-
tures; and payment schemes. The study concludes: "What the case studies of various countries 
have shown to have in common, though the technical modalities of applications differs (not 
only by country, but even within each country), are: 
1. A political will to plan and implement these objectives, which affect several ministries; 
2. The recognition by these governments of the desirability of establishing an essential drugs 

policy if one is not already in existence; 
3. Community involvement through decentralization to the district and local level; 
4. Government commitments to the retention of revenues at the local level; 
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5. User fees fixed in relation to the costs of consultation/treatment and also to the ability of 
the user to pay, sometimes in conjunction with a broader PHC approach that integrates in-
come-generating activities and other developmental components; 

6. Allowance for the very poor in the community through exemption or subsidies; 
7. In most cases, continued government support for certain types of costs, such as salaries of 

health personnel and teaching, has been necessary; 
8. A particular emphasis attached to training, monitoring and supervision, with external 

funding for the duration for the start-up phase nation-wide; 
9. Focus on a range of PHC/MCH activities and not on drugs alone; 
10. Drugs in regular supply to the periphery and community revolving funds have actually 

strengthened and sustained PHC/MCH" [31]. 
Barbara McPake and others (1993) [8] conducted an evaluation study of Bamako Initiative 
experiences in five African countries. The Bamako Initiative aimed to mobilize resources in 
order to increase the quality of health services using community financing and participation. 
The evaluation provides a policy review based on published literature and other documents. 
The five countries selected for the case studies are Burundi, Guinea, Kenya, Nigeria and 
Uganda. The study has three hypotheses: 
1. The Bamako Initiative will improve the quality and appropriateness of health care pro-

vided to the majority of the population; 
2. The main mechanism for this improvement will be community involvement in the man-

agement and financing of local services; 
3. The Bamako Initiative will reduce households' health expenditures by encouraging a 

switch to cheaper and more appropriate health service use. 
The methodology of the study consists of national and sub-national level interviews and 
document review, interviews and records at health facility level, patient exit polls at health 
facilities, focus group discussions with community members and a small household survey. 
Regarding the three hypotheses the authors used a typology of: (1) quality of health services; 
(2) community participation and community management; (3) affordability; (4) pricing struc-
ture and payment mechanisms. 
The study concludes "It appears that it is possible in most contexts to raise amounts of reve-
nue capable of covering significant components of recurrent costs through community financ-
ing and to improve the relative affordability of health services for the communities affected 
( ) In all countries, however, problems of absolute affordability remained. Marginalised 
groups remain without access to health services for a variety of reasons ( ) Nevertheless, it 
is too early to conclude firmly on this point and there is a clear need to continue to consider 
ways of improving their access, and to monitor their situation ( ). 
Community Health Committees were to varying degrees representative. In no case they allo-
cated an equal role to women and in some cases performed the function only of a one way 
channel of information from the health facilities to the communities ( ). 
Finally, it is clear that problems in the area of quality are widespread in all the services which 
are included in the initiative ( ) 
The evaluation team's overall conclusion on the activities they have studied is that much 
looks promising. The development of primary health care according to the 'features', 'aims' 
and 'strategic elements' which have been used here to define the minimum criteria of the Ba-
mako Initiative alongside the eight guiding principles appears to us an appropriate course of 
action for the future" [8]. 
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William C. Hsiao (2001) [2] presented a paper entitled "Unmet Health Needs of Two Mil-
lion: Is Community Financing a solution?" The paper has two purposes: The First is to de-
velop a conceptual framework for community financing and to use this framework to classify 
different types of community financing schemes; to clarify the ambiguity and variations of 
community financing schemes so as to gain some insight into the characteristics that make 
community financing a success or failure. To do this the paper offers two criteria: (1) what 
potential does community financing have to cover a significant percentage of the target popu-
lation and mobilize resources; (2) the community financing schemes should by classified and 
examined by their outcomes that matter to society. The second purpose of the paper is to use 
the conceptual framework to explain several community financing schemes in Asia and rea-
sons for their success and failure. 
Using the first criteria Hsiao classified community financing schemes into five types: (1) di-
rect subsidy to the individual, (e.g. Tai Health Card and Tanzanian Community Health Fund); 
(2) cooperative Health Care, (e.g. Cooperative Medical Services (CMS) of China); (3) com-
munity-based third party insurance, (e.g. Rand Experiment in Sichuan Province and Dana Se-
hat of Indonesia); (4) provider sponsored insurance, (e.g. Dhaka Community Hospital, 
Gonoshasthlya and Bwamanda); (5) producer or consumer cooperative, (e.g. Grameen health 
insurance of Bangladesh). 
For the first criteria Hsiao concludes: "Rural households and urban poor households are will-
ing to prepay apportion of their health services ( ) The poor and near-poor need simple and 
direct government or donor subsidy to make the economic gains very visible to motivate them 
to prepay. The subsidy could be as half of the prepayment amount to be paid by the people. 
Poverty households need almost full subsidy; the revealed preference seems to show that peo-
ple prefer to have both primary care and insurance and are willing to make a trade-off ( ) In 
most communities, a community financing must have its members' trust and confidence. This 
means the community must have reasonable control over the community financing and the 
services delivered at the village level; CMS and many Dena Sehat plans have demonstrated 
that they can produce measurable economic gains and improvements in service quality; Gov-
ernment or an established nongovernmental organization (NGO) must initiate the scheme and 
conducting training ( )". 
Regarding the second criterion Hsiao presents these conclusions: "For low income countries, 
community financing schemes have only modest ability to increase the total amount of funds 
for health care ( ) Properly structured community financing schemes can significantly im-
prove efficiency, reduce the cost of health care, improve quality and health outcomes, and 
pool risks ( ) Community financing schemes could also improve risk pooling and reduce 
health-induced impoverishment; Community financing schemes can grouped by their basic 
purposes: (a) Mobilize additional funds for government facilities and improve access- prepaid 
user fees (e.g., Community Health Funds in Tanzania, Health Card in Thailand); (b) Mobilize 
funds from rural population and urban poor and improve access, efficiency, and quality of 
care with modest risk pooling-cooperative health care (e.g., CMS, Dena Sehat, Grameen 
Kalyan, Bobye, Abota); (c) Assure more stable funding for providers-provider sponsored in-
surance (e.g., Dhaka Hospital, Nkoranza, Bwamanda) (....). 
Melitta Jakab and Chitra Krishnan (2001) [3] reviewed 45 papers discussing community-
based health financing. They concluded that many financing specialists tried to carve out a 
typology for community financing schemes [3], the high diversity in objectives, management, 
design and adoption made it difficult to find one standard design of community financing. Ja-
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kab et al, (2001) presented four well-identifiable types (modalities) of schemes. The first type 
(the Bamako Initiative Model) relies on user fee payment but the community is actively in-
volved in designing these fees and managing the collection, pooling, etc. (community cost-
haring). The second type resembles the prepayment notion of the mutual health organization 
especially in West Africa countries. The community collects payments in advance of treat-
ment (prepayment) and then manages these resources in paying for providers. The third type 
is modified from the second type and named community provider-based health insurance. In 
this modality the provider, serving a particular community, collects the prepayment. In the 
fourth type the community becomes a mediator (agent) on behalf of a formal (government) or 
social insurance to reach the rural population through contractual agreement. 
Jakab and Krishnan, (2001) went through an extensive course of assessment regarding the 
four modalities of community-based financing schemes using three indicators of performance: 

• Effectiveness in mobilizing resources and sustainable health care financing mechanisms. 
• The role in sharing risks a cross population groups, inclusion of the poor and participation 

of the rich. 
• Effectiveness in providing financial protection to the members. 
Jakab and others, (2001) review a summary of findings of the performance indicators regard-
ing the four modalities, presented in box 2.3 [3], 

Box 2.3. Summary of findings of performance of community-based health financing arrangements 
Summary findings for resource mobilization capacity 

• Community financing arrangements contribute significantly to the resources available for local health 
care systems, be it primary care, drugs, or hospital care. 

• It appears that the involvement of the community in various forms—allows tapping into more house-
hold resources than would be otherwise available for health care, 

• At the same time, there is a large variation in the share of community financing in the total resources of 
local health systems, 

• There continues to be a need for more rigorous evaluation of the resource generation capacity of com-
munity-based schemes. 

Summary findings for social inclusion 
• Community-based health financing is effective in reaching a large number of low-income populations 

who would otherwise have no financial protection against the cost of illness, 
• The poorest and socially excluded groups are not automatically included in community-based health fi-

nancing initiatives. 
• High income groups are frequently under-represented relative to the entire population, undermining re-

distribution from rich to poor. 
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Summary findings for financial protection 
' . • Generally, Community-based health financing schemes (modality 2-4) are reported to reduce the out-of-

pocket spending of their members while increasing theirutilization of health care services. 

Source: Jakab and Krishnan (2001) [3]. 

Dyna Arhin-Tenkorang (2001) [32] wrote a report about the experiences of community 
health financing in the Africa region. She presented a conceptualization of how performance 
in the areas of risk protection and resource mobilization is determined by the interaction of 
design features, including institutional and technical factors. High population schemes for the 
informal sector in Africa, are assessed. These schemes are: The Carte d'Assurance Malade 
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(CAM) programme of Burundi (provider insurance model, by government); Community 
Health Fund (CHF), Tanzania (mutual-provider partnership model); Abota Village Insurance 
Scheme, Guinea Bissau (mutual benefit society model); Nkoranza Community Financing 
Health Insurance Scheme, Ghana (provider insurance model, by hospital); Dangme West 
Health Insurance Scheme (Dangme Hewami Nami Kpee, Ghana mutual-provider partnership 
model). 

/ 

Arhin concluded: "( ) Nevertheless, the performance of the schemes studied suggests that 
insurance mechanisms in some situations, have, or may eventually have, a significant mem-
bership rate among the population and therefore are capable of increasing access to health 
care and, to a limited extent, mobilizing resources. 
Constraints that have hindered attempts to design appropriate community insurance schemes 
include the policy environment, inadequate administrative infrastructures, and a shortage of 
trained staff to manage schemes ( ) Data on WTP will be a critical part of such information 
since WTP will determine demand and the relationship between revenue and expenditure, 
hence social and financial performance. Affordability of premiums and appropriateness of 
payment schedules of existing rural health schemes suggest that WTP is substantial for such 
schemes ( ) 
Recognizing that the low income of households in the informal sector will result in WTP in-
sufficient to fund all the health care costs for scheme members, central government support of 
these schemes in the form of fiscal transfers and budget allocations will be required ( ) In 
the absence of established best practices in the design of schemes, donor-funding procedures 
and regulations need to be flexible to assist experimentation by communities, local govern-
ments, and local nongovernmental organizations ( )". 
Melitta Jakab and others (2001) [33] in an attempt to fill the gap in empirical findings re-
garding the community financing schemes presented a study using household surveys. The 
study analyzes household data from four countries (India, Rwanda, Senegal and Thailand) 
with a common methodology. The study addresses two principal questions: Are the surveyed 
community financing schemes in these four countries inclusive of the poor? Are the commu-
nity financing schemes in the four countries effective in providing financial protection from 
impoverishing effects of illness? The household surveys represent non-standardized, rela-
tively small scale data collection efforts with a sample size of 346 to 1,200 households. Logis-
tic regression was used to estimate the determinants of enrolling in the community financing 
schemes. A two-part model was used to assess the determinants of financial protection. The 
findings suggest that community financing can be inclusive of the poorest even in the most 
economically deprived context. Nevertheless, this outcome is not automatically attributable to 
the involvement of die community; rather it depends on key design and implementation char-
acteristics of the schemes. Financial protection reduces financial barriers to health care as 
demonstrated by higher utilization and simultaneously lower out-of-pocket expenditure for 
scheme members after controlling for a range of socioeconomic variables. 
The study concluded: "( ) First, successful inclusion of the poorest is not an automatic out-
come of community structures. Community involvement can be exclusionary as well as inclu-
sionary. This suggest that certain community characteristics as well as scheme design and im-
plementation features are important determinants to achieve pro-poor targeting outcomes. 
These determinants and the direct causality are not well explored with regard to health financ-
ing, and further investigation is warranted. 
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In particular, the role of external financial support (such as government subsidies, donor fund-
ing, reinsurance) in encouraging social inclusion needs further exploration. So, too, does the 
role of participation, by providing the poor with a voice. 
Second, community financing reduces financial barriers to health care, as demonstrated by 
higher utilization but lower out-of-pocket expenditure of scheme members relative to non-
members. This suggests that prepayment and risk sharing-even on small scale-lower financial 
barriers to health care". 
Guy Carrin, (2003) in a discussion paper entitled "Community Based Health Insurance 
Schemes in developing countries: facts, problems and perspectives" carved out a framework 
to investigate community financing schemes with health insurance features. Carrin uses the 
intermediate goals of the health system as outcomes of the health system: equity in utilization; 
sustainability and fairness. To examine the health system performance Carrin investigated the 
health financing sub-systems as the main components of the health finance system. These 
health finance sub-functions are: revenue collection; pooling; and purchasing. 
The paper also draws attention to the government stewardship function in the health system in 
terms of its overall responsibility towards its population. For empirical findings Carrin made 
use of two extensive reviews have done by the WHO and the International Labour Organiza-
tion (ILO). The WHO study was conducted in 1998 including 82 non-profit health insurance 
schemes for people outside the formal sector in developing countries. The ILO study is about 
the role of community-based health insurance in the extension of social protection. A total of 
258 community-based health insurance schemes were reviewed. 
Carrin gives concludes: "A key finding from the present review is that achievements so far are 
generally modest, certainly with reference to enrolment. On the other hand, one should realize 
that many schemes are relatively young, and need more time to develop. It was also shown, 
especially through a number of well-performing schemes, how community-based health in-
surance can contribute significantly to financial protection and to access ( ). 
Most likely, however, community-based health insurance will at best perform a complemen-
tary role. They are also not to work in an isolated way. Government has the task to define 
their place within the context of a national health financing policy. The latter policy should 
steer these community-based health insurance in such a way that they contribute to reaching 
the goal of universal financial protection" [4], 

2.6. Sudan experience in Community Financing 

Nafir is a Sudanese term synonymous to community financing in its broad definition. It is 
used to indicate community mobilization, solidarity and commitment to help each other (es-
pecially during crises), to help the needy and to cooperate in establishing social service facili-
ties. Bekele et al, (1986) claimed that "the willingness of the Sudanese to pay for social ser-
vices like education and health encouraged Sudan's commitment to primary health care and 
dates back to 1976, two years before the Alma Ala campaign was launched" [34]. Table 2.2 
clearly shows the high contribution of the community to health capital investments mainly the 
PHC infra structure. This unique contribution is reflected in the high willingness of the com-
munity to participate and to get involved in these activities. 
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Table 2.2. Comparison between the government and the Nafir health projects 

Type of project No. of government 
health projects 

No, of Nafir health 
projects Total 

Hospitals 36 20 56 
Wards 17 41 58 
Health centres 2 64 66 
Dispensaries 0 190 190 
Dressing stations 0 537 537 
Nursing schools 0 10 10 
Blood banks 2 17 19 
Theatre complex 9 16 25 
x-ray units 5 7 12 
Increase in bed capacity 2360 1660 4020 
Source; Ministry of Health, PHC programme document 

There are no recent studies to determine the contribution of community financing in Sudan to 
equity, sustainability and quality of services. In the rest of this section we will review the four 
evaluations of what is known as community financing in Sudan. An evaluation study in 1996 
by Dr. Mohammed Elfatih to assess the Bamako Initiative showed that poor implementation 
and poor supervision led to the failure of the projects at ER Rahad area-Western Sudan [35]. 
The evaluation study done by the Khartoum State Ministry of Health evaluated the perform-
ance of the health insurance in the informal sector in 2001. Two community development pro-
jects were held by UNICEF and WHO and although they are not yet completed some mid-
term evaluation studies give some clues about their performance. UNICEF launched the Child 
Friendly Community Initiative (CFCI) in 2000 as a development scheme targeting remote ar-
eas, focusing on children and women health, education and livelihood. The initiative was 
adopted in 356 villages and showed promising results on community building capacity and 
empowerment (management and controlling finance), a high coverage of immunization and a 
remarkable reduction in school drop out. The WHO fostered the Basic Development Needs 
(BDN) scheme which builds on community organization principles and which was led by the 
Federal Ministry of Health (FMOH). More than eighteen projects in nine states were imple-
mented concentrating on income generating schemes as the core of change of mobilizing and 
organizing communities. 

2.6.1. The Bamako Initiative (Bl) 

Sudan with other African countries endorsed the BI in 1988 to rehabilitate, sustain and ex-
pand PHC services in rural areas through active community mobilization and participation in 
funding and management of these services. In October 1988 a conceptual framework was de-
veloped by the Ministry of Health, UNICEF and WHO to implement health programmes na-
tion-wide within the context of the BI. In 1990 a comprehensive base line survey in Greater 
Kordofan resulted in a selection of three areas in Kordofan to implement health programmes 
based on BI guidelines. In 1992 ER Rahad Health Area was selected as a pilot. An evaluation 
study was conducted by Dr, Mohammed Elfatih in 1996 to draw lessons and give insight in-
formation about the performance of this project [35]. The evaluation came out with the fol-
lowing: the Revolving Drug Fund (RDF) seemed to be the only functioning activity. The fiill 
potential of the BI seemed to be reduced to a RDF in the mind of community as well as in the 
practice of the Health Area Management Team and the health workers. Community leaders, 
health committees or women groups did not seem to be involved in any aspect of the pro-
gramme management. Drug pricing, determination of lines of revenue expenditure and control 
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of expenditure were all the sole responsibility of the Health Area Management Team. Cost of 
services seemed to be the only barrier to prevent the poor from utilization of health services. 
No geographical, cultural or religious barriers seemed to exist. Users have to pay for all as-
pects of health services including drugs. There was no written policy guideline regarding what 
categories to be exempted from payment, how to identify them or from where to compensate. 
Exemptions seemed to be rarely if at all practiced and even then they depended on health 
workers personal initiative in most cases. 
The poor implementation of BI resulted in a big loss of opportunity to start the community 
based schemes in a robust form. This had a negative impact on later schemes in terms of lack 
of information and experience. 

2.6.2. Sudan's experience in the informal sector 

One of the health insurance objectives in Sudan is to cover both the formal and informal sec-
tor, The coverage of the formal sector was gradually expanded due to the consistency and the 
organization of the formal sector. The informal sector includes the majority of the population 
(85.5%), mostly the poor are still uncovered. The only attempt to cover the informal sector 
was initiated by the Khartoum State Ministry of Health in 1997. An evaluation study in 2001 
was conducted by Khartoum State Ministry of Health to evaluate this attempt and to give in-
formation about health insurance in the informal sector [36], The study came with the follow-
ing results: Health insurance in the informal sector seemed to be vulnerable due to deficient 
planning, organizational structure and regulations. Also the programme is not fully separated 
from the programme for the formal sector and not even known in the media. The majority of 
the subscribers complained about the administrative complications in terms of premium col-
lections, card issuing and renewal, and reimbursement Also the subscribers complained about 
the lack of specialist services, dental services and emergency care services. Expenditures sig-
nificantly exceeds revenues. Annual revenues constitute about 23% of total expenditure. Pre-
miums were set without any actuarial study so the difference between revenues and expendi-
ture is large. The projection of subscribers revealed that the increase in the number of families 
during the coming years is linear. However such increase would be easily affected by adverse 
selection. 
The study didn't show participation of the community in management or in the different ac-
tivities. Although the study didn't reflect on the problem of the poor, the programme showed 
that 66% of the study population monthly income was insufficient to meet their needs. 

2.6.3. Basic Development Needs (BDN) 

The BDN initiative was adopted by the FMOH as a strategy for poverty reduction, rather than 
just an income generating scheme in which health is used as a core determinant for develop-
ment. The BDN initiative is primarily a community-based development programme and was 
implemented under the name of the basic minimum needs later modified to BDN in line with 
the global movement towards development [37]. This concept was innovated and launched by 
the WHO - Eastern Mediterranean Regional Office (EMRO). The WHO has provided appre-
ciable technical and financial support to the programme [38]. The main concept of the initia-
tive is to improve quality of life of the people through the development of needs of individu-
als, communities and the society as general. 
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The BDN objectives are summarized as follows: To work towards the satisfaction of human 
minimum needs such as income generation, food, health services, safe water, shelter, educa-
tion and safe environment. The improvement of intersectoral collaboration to get all partners 
together is important for sustainability. The promotion of community involvement to ensure 
active participation of the community is essential in community empowerment. The upgrad-
ing of the managerial capacity of the governmental official and public so as to integrate the 
work in an adequate way is important for the whole approach. The identification and promo-
tion of appropriate technologies is important to facilitate the work. Initiation of income gener-
ating activities and social services projects to improve the livelihood of the community. Im-
provement of health and other social indicators is a priority. And to create a self-reliance spirit 
of self dependence that is supported by skills and knowledge [39]. 

2.6.3.1. The social contract 

BDN is a collaborative endeavor of community, Government, WHO and other stakeholders. 
All partners are required to perform specific roles for achieving the programme targets. At the 
time of introducing the BDN programme in the area, all the development partners and the 
stakeholders will sign a social contract that will be a pledge and moral obligation to play their 
roles as specified in the contract [27]. 

2.6.3.2. Achievements and constraints 

The achievements of the BDN schemes can be summarized as follows: a strong political 
commitment at the national level and in the Ministry of Health; the presence of certain organ-
izational structures at the national, state, local council and community level along with their 
training and orientation on the BDN approach; the integration of BDN within the PHC setup 
for maximum availability and utilization of technical and financial resources; the demand 
from public representative and communities to the initiation and expansion of the coverage of 
BDN programme in Sudan; the implementation of 18 BDN projects in 6 states with active in-
volvement of local communities and as considerable impact on socio-economic development 
(see appendix A); achieving an agreement with the Sudanese Saving And Social Development 
Bank for financial management and the financing of BDN projects in BDN areas; an agree-
ment with the World Food Programme (WFP) was also signed; the cooperation with Shendi 
University; the cooperation with UNFPA income generating activities in Shendi and Um 
Badda; the BDN generic material was adapted to the condition of Sudan and translated to 
Arabic for better and comprehensive understanding [39]. 
The constraints these schemes face are: absence of supporting intersectoral coordination 
committees at federal and state levels; improper selection of certain model areas due to politi-
cal and public demand; inadequate composition and training of technical support teams (TST) 
and village development committee (VDC) due to frequent transfer of members and migra-
tion; delayed impact due to implementation of groups of villages rather than selection of indi-
vidual villages and clearly identified beneficiaries; irregular supervision and monitoring due 
to lack of transport; delayed reimbursement of loans; inadequate partnership with other UN 
agencies and organizations engaged in community development activities; inadequate com-
munity mobilization to sustain social support and agreed cost-sharing led to repeated revision 
of plans and default of loan repayments; lack of funding for BDN projects [39]. 
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2.6.4. The Child Friendly Community Initiative (CFCI) 

The CFCI is an integrated, cross sectional intersectoral and community based approach to 
achieve sustainable improvement in the lives of rural children and women. The CFCI is a col-
laboration between UNICEF, the Ministry of International cooperation, the National Fund for 
State Support, pertinent line ministries (including ministries of finance, ministry of health, 
ministry of education and ministry engineering and urban utilities), the states governments 
and local communities [28]. 
The CFCI was initiated in 2002, and is planned to complete its tasks in 2006. Originally it is a 
continuation of the Child Friendly Villages Initiative (CFVI) that was launched by UNICEF 
and the government of Sudan in 1993. The two initiatives endorse the same strategy of orga-
nizing villages to take responsibility for planning and executing local development activities 
to improve the well-being of children and their mothers. The CFCI has the advantage over the 
CFVI in its scientific approach of selecting vulnerable communities to join, and to ensure that 
all activities will actually be carried out by UNICEF's sectoral units to eliminate redundan-
cies. So the CFCI could be described as an approach rather than a project per se. Its main 
functions are coordination, capacity building and community mobilization. It also aims at or-
ganizing communities to identify high-priority problems that affect children and women and 
then to build community members' capacity to plan, implement and monitor a local develop-
ment initiative that will address these problems [28 and 41]. 
The selection of participating communities was based on a series of sample surveys. On the 
basis of multiple indicators Sudan's 16 northern states were ranked on critical factors such as 
infant, child and maternal mortality rates, the percentage of children of primary school age not 
enrolled in school, percentage of girls not enrolled in school, literacy rates, immunization 
coverage, malnutrition rates, access to safe drinking water and sanitary waste disposal, diar-
rhea incidence rates, HIV/AIDS knowledge and access to key public services such as primary 
health care and trained birth attendance, and wealth index analysis. States were classified into 
three categories on the basis of the findings: highly vulnerable, medium vulnerable and less 
vulnerable. The nine most highly vulnerable states were selected for inclusion in the pro-
gramme. In addition, CFCI selected the three areas of southern Sudan that are now accessible, 
on the understanding that decades of conflict have rendered the entire south highly vulnerable. 
The twelve focus states identified by CFCI are in appendix B [41]. 
Although the CFCI is primarily collaboration between UNICEF and the state-level Ministries, 
planning and oversight are provided to CFCI at the national level by UNICEF, the Ministry of 
International Cooperation and the National Fund for States Support.1 They are involved in 
coordination, budgeting, surveys of states localities and communities, overall monitoring, su-
pervisory visits and reviewing quarterly and annual reports. 
At the UNICEF level the Integrated Community-based Development Programme Officer, to-
gether with CFCI Assistant Project Officer, perform core functions such as: coordination of 
the input of UNICEF's sectoral units into CFCPs programme and activities. 
At the level of the state, CFCI activities are the responsibility of the Ministry of Finance (par-
ticularly the Department of Planning), the CFCI Coordination Unit and the Director Generals 

1 The Ministry of Internationa) Cooperation is a governmental designed counterpart for all United Nations devel-
opment organizations and activities. The National Fund for State Support is the distributor of federal fund to 
Sudan 26 states for development process and to address and resolve regional disparities in distribution. Thus 
includes the disbursement of funds to CFCI. 
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of the state line ministries. The Minster of Finance chairs a State CFCI Steering Committee, 
whose members include the director generals of the Ministry of Health, the Ministry of Edu-
cation, the Ministry of Engineering and Urban Utilities, and the Ministry of Social and Cul-
tural Affairs [28], 
At the community level, the Community Development Committee (CDC) is selected in a gen-
eral meeting of the community. The community is asked to choose four men, four women, a 
male youth and a female youth, to serve in the committee. In some communities, posts such 
as the CDC Chairman, Secretary and Treasurer are also chosen by the entire community. In 
others, these officers are assigned by the CDC members themselves. The CDC members are 
prepared for their role as the primary implemented of CFCI at the community level. 
The CFCI's ability to carry out planned activities depends upon the capacity and willingness 
of all partners to meet their financial obligations in terms of their agreed contribution to CFCI. 
In this respect, the leverage of resources can be seen as a proxy for political commitment to 
development in the rural, most vulnerable areas of Sudan. At the state and community levels, 
many of these contributions are made in kind (salaries, labour) rather than cash. Appendix C 
shows the different CFCI partners' contributions in 2003-2004. During 2003 the shortfalls for 
all partners are obvious except for the community (96%) which reflects the high commitment. 
The figures for 2004 (up until June), however, show a significant improvement. UNICEF's 
core funding was low compared to its planned contribution, which was contingent upon con-
tributions from outside donors which were not forthcoming. The contribution made by locali-
ties to the CFCI is the lowest. The improvement in the federal contribution reflects the grow-
ing concerns and commitment [28 and 41]. 

2.6.4.1. Achievements and constraints 

The achievements of the CFCI schemes can be summarized as follows: The 437 CFCI Coor-
dination Units' staff acquired skills to facilitate community training and mobilization; the 
community was able to develop annual work plans in 277 CFCI communities out of 354 
communities (78%); the Community Development Communities in 277 CFCI (78%) con-
ducted Community general meetings and submitted regular monthly reports; the Community 
Development Communities in 277 CFCI became capable in managing basic social services 
(example: drug revolving fund, water tariff, regular schooling, community centres ...etc); 
promotion of women and child participation: 327 Community Development Communities out 
of 354 (92%) have representation of women and children; 60% of them have active women 
and children participation; increased access to immunization by 25-30% of the 118 CFCI 
communities; fifty-five (55%) of under five children in 98 CFCI communities have access to 
integrated "Minimum Care" packages of essential health and nutrition interventions; in 110 
village midwives were trained and equipped with midwifery kits to provide safe and clean 
delivery assistance to more than 440,000 women of child bearing age in 110 Child Friendly 
Communities; the thirty-five (35) CFCI communities previously with no school were able to 
have the first intake of 752 pupils; the enrolment in basic education increased by 15-20% and 
drop out reduced by 3-5% in 245 CFCI communities as a result of improved school environ-
ment; an additional of more than 250,000 women and children in 245 CFCI communities 
have access to improved water supply facilities as a result of provision of 62 new and reha-
bilitation of 282 bore well hand pumps [28 and 41]. 
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The constraints that face the CFCI schemes are: the armed conflict and its impact on CFCI 
communities: stable villages have had to absorb and provide for the needs of internal dis-
placed people who have taken refuge in their communities but have no land or other resource 
of financial support; some CFCI communities have themselves been displaced (in Darfur re-
gion 13 trained villages of CFCI have been attacked and eradicated ); normal economic activ-
ity is disrupted in war zones; in war-affected states, public services, supplies, materials and 
resources have been diverted from their normal distribution paths to displaced people camps, 
particularly in Darfur region; the war environment prevented the people to make investments 
in infrastructure or other improvements that might have to be abandoned at any time; some of 
these states' most qualified staff members, therefore, including some who were seconded to 
CFCI Coordination Units, are either moving to international organizations; the travel and sea-
sonal access problems, half of the states were virtually cut off during the rain season and this 
limits the field activity period by approximately half a year; the funding and resource limita-
tions are constraints to the project implementation both in terms of shortfalls in the expected 
contribution to CFCI itself and in terms of the inability of resource-poor line Ministries to 
meet the requests of the communities [28 and 41]. 

2.7. Conclusion 

There is no consensus on what community financing is. Different definitions exist in different 
eras but, we can say these definitions in general indicate that any active role of the community 
in financing and managing health services can be considered as community financing [3, 8 
and 15]. The evolution of the definitions reflects the different eras of health finance reform 
and the spirit dominating that era. 
Community financing schemes have emerged in developing countries because of political in-
stability, economic shortages and the weak capacity of health organization [4 and 16]. The 
impact of the above mentioned causes are explicit in the expansion of poverty and the chronic 
failure to finance the health care system. In addition the high willingness of the people en-
courages and advocates the adoption of community financing attempts [15 and 31]. 
The successful implementation of community financing schemes requires a feasibility study; 
community study; and robust partnership with NGOs and the government to ensure training 
and technical support [26 and 31]. 
Reviewing the international experiences in community financing shows a diversity in com-
munity financing schemes regarding their purpose, set up and operation [2, 3 and 31], Differ-
ent researches have tried to design frameworks to help clarifying, classifying and evaluating 
community financing schemes [2]. 
Some evidence from international experiences regarding resource mobilization, financial pro-
tection and social inclusion suggest careful adoption of any community financing schemes 
[31]. 
Although Sudan has the potential of a high willingness to pay, social capital and resource mo-
bilization, it is still lagging behind in community financing experiences. The poor adoption of 
some community financing initiatives has a negative impact on the coverage of the informal 
sector under any community financing approach. 
The BDN and CFCI initiatives for comprehensive integrated sustainable community devel-
opment were launched to reduce poverty by improving the livelihood of the people, health, 
education, building capacity of the community and local authority and to ensure child rights. 
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The importance of these initiatives is to address the vulnerable rural communities in the most 
remote states of the country. The early positive results of the pilot studies strengthened the 
partnership of the WHO, UN1CEF, the government and the community for more coordination 
and collaboration [27 and 28]. 
The coordination and collaboration between the BDN and the CFC1 will enrich this experi-
ence of community financing with the most innovative methods and practices. For instance 
the BDN social contract for moral commitment as a pledge is very encouraging. The criteria 
of selection adopted by the CFCI are very important to the BDN experience. The experience 
of income generating schemes of the BDN can be used by the CFCI for the school students in 
poultry farms to increase their income and be a source for nutrition. The UNICEF coordina-
tion intersectoral units offered the CFCI the sustainable technical assistance. This is a cost-
effectiveness approach to minimize the cost of the expertise. 
Finally it seems the adoption of a successful community financing scheme depends on politi-
cal, economical, institutional and cultural conditions. The promising results that have been 
gained from some experiences should not be taken as an invitation for a nation-wide adoption 
of community financing schemes without proper scientific evaluation. No doubt the success 
of community financing is contingent upon the appropriate implementation and good per-
formance with respect to resource mobilization, social inclusion and financial protection [32]. 
Many researchers emphasize the role of the government to support community financing 
schemes because they are a complementary not an alternative for financing the health care 
system [4]. 
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CHAPTER 3 

Poverty and health in Sudan: 
The protection of the poor 
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3.1. Introduction 

Poverty is a multidimensional phenomenon defined by the UNDP Human Development Re-
port in 1998 as "The lack of what is necessary for material well being, but also means the de-
nial of opportunities and choices most basic to human development, to lead a long, healthy 
and creative life, to enjoy dignity, self-esteem, the respect of others, and things that people 
value in life" [1] 
In the 21st century the number of people living in absolute poverty continues to rise with grim 
health consequences [1], Presently, about 1.3 billion people live in absolute poverty, with an 
income of less than US$ 1 per day. In 2000 the united nation signed a declaration about the 
millennium development goals (MDG) to reduce poverty [2]. 
The Human Poverty index in 2003 ranked Sudan number 52 out of 94 developing countries. It 
is clear that poverty as estimated by human deprivation is prevalent all over the country and is 
remarkably high in rural areas [1]. Human deprivation varies in nature and impact. Poverty 
can be attributed to natural disasters or socio-economic factors. These factors may be local, 
regional or global. Generally these factors can be categorized as following: natural disasters; 
misuse of environmental resources; inappropriate national policies; and armed conflicts [1]. 
The World Bank has noted that, "the body is poor people's main asset, but one with no insur-
ance" [3], Poverty and health are intrinsically linked and are mutually reinforcing and depri-
vation in one area produces negative effects on the other. Ill health is both a cause and a con-
sequence of poverty [3].Those living in absolute poverty are five times more likely to die be-
fore reaching the age of five, and two and half times more likely to die between the ages of 15 
and 59, than those in higher income groups. The lifetime risk of dying in pregnancy in parts 
of Sub-Saharan Africa, where almost 50% of the population lives in absolute poverty, is one 
in 12, compared to one in 4000 in Europe [4]. 
After the oil crises in 1973 most developing countries couldn't afford to finance health ser-

vices. This situation was aggravated by the World Bank prescription in 1978 to cut back on 
budgets that affect health and education. 
In 1992 Sudan ceased all health services free of charge and adopted its own macro economic 
reforms under the name of economical liberalization [5]. The user fee policy was established 
all over the country. The government adopted many measurements to protect the poor against 
the user fee polices. This includes direct and indirect targeting methods, in addition to the so-
cial insurance in 1994. The majority of the population (85%) is still uncovered and vulnerable 
to the public user fee policy and the high prices of the for-profit private sector [6], 
This paper aims at a general review of the problem of poverty in Sudan and its relation with 
health. It also aims at reviewing the different measurements of protecting the poor and the 
role of the Zakat in protecting the poor. The paper also presents the two community financing 
experiences in Sudan that are expected to assist in solving the poor problem. 
The paper is organized as follows: Section two overviews poverty in Sudan. Section three 
presents different measurements of poor protection. Section four reviews the role of the Zakat 
in the health of Sudan. Section five presents the community financing experiences of the Ba-
sic Development Needs (BDN) and the Child Friendly Community Initiative (CFCI). The pa-
per then concludes and gives recommendations. 
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3.2. Poverty in Sudan 

Poverty is a multi dimensional phenomenon that affects all aspects of life. Absolute poverty is 
classified as a disease by the WHO's international classification of diseases [3]. No recent and 
accurate estimation of poverty in Sudan is available. The last national representative house-
hold income and expenditure survey was held in 1978, New recent surveys though not pov-
erty specific in focus or design give some clues about poverty estimation in Sudan [7]. It is 
clear that poverty as estimated by human deprivation is prevalent all over the country and re-
markably high in rural areas. It could be claimed that poverty in Sudan may perhaps be in 
range of 50-60% in line with most of the countries in the region [6]. Most of the poor are rural 
residents, though urban poverty is also growing. The disparities and inequalities are wide be-
tween urban and rural areas, between different states, between displaced and residents and 
between men and women [7]. 
The factors that cause and influence the poverty problem in Sudan can be summarized as fol-
low. The sustained urban bias of the development strategies adopted since the independence 
(1956); since the independence a clear pro urban bias in policies which manifested itself in the 
provision of adequate social and economic infrastructure, which was not matched by similar 
facilities in rural areas. The effect of these urban biases was hampered by government market-
ing policies for some of the major export crops mostly grown in the rural traditional sector. 
Internal conflicts and natural disasters played a role. Weak economic and unequal distribution 
of resources, unemployment and under employment, poor occupational conditions, chronic 
debilitating diseases or disabilities, extended families, low education and literacy and lack of 
technical skills, limited credit source, and gender deprivation aggravated the poverty problem 
in Sudan [3]. 
Poverty and health are intrinsically linked and are mutually reinforcing and deprivation in one 
area produces negative effects on the other. Ill health is both a cause and a consequence of 
poverty. It is evident that ill health brings disastrous consequences for individuals and their 
families by reducing household savings, reducing productivity and thus lead to a diminished 
quality of life and creates poverty [3]. Studies from different countries found that the catastro-
phic expenditure on health services is the major cause of poverty [8] 
Over 189 member states assembled at the United Nations in 2000 signed a declaration about 
the 'millennium development goals'. A list of 8 Goals, 18 Targets and 48 Indicators focusing 
on targeted and time bound reduction in poverty, by half, reduction of U-5 mortality by two 
thirds, reduction of MMR by three quarters, reversing the spread of diseases, specially 
HIV/AIDS and malaria by the year 2015 [2]. To achieve universal primary education, reduc-
tion of gender disparity and environmental protections are the other mandates. The centrality 
of the health focus is highlighted through three specific goals, eight targets and eighteen indi-
cators [9]. The current situation of Sudan regarding the achievement of the MDGs is poor 
taken by the main indicators. Table 3.1 shows the big gap between the current situation and 
the MDGs target 2015. 
Health care system reform policy and international support both financial and technical are 
the corner stone to achieve the MDGs. The reform policy should focus on approaches and 
strategies to improve the health system performance in its efficiency, effectiveness, quality, 
equity and sustainability [2]. The reform in health organization should be linked to other re-
forms of macroeconomic policies including poverty reduction. Sudan has many opportunities 
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that can help in achieving the MDGs. These are the peace agreement; the contribution of oil to 
the budget; and the capacity building of different public institutions. 

Indicator Current situation MDG target 2015 
U-5 Mortality Rate 104 45 
Urban 101 39 
Rural 105 48 
Infant Mortality Rate 68 25 
Urban 67 24 
Rural 68 26 
Maternal Mortality Ratio 509 134 
Urban 496 130 
Rural 514 135 
Adapted from Interim Poverty Reduction Strategy paper [7]. 

3.3. Poor protection measurements 

In the health care system many approaches have been used to protect the poor from the nega-
tive impact of the user fee policy. These mechanisms vary from country to country according 
to diversity and situations but the most common known are the direct targeting (individual) 
and the indirect targeting (characteristic) [10]. 
The direct targeting or individual targeting identifies poor individuals according to their in-
come and provide services to them at a reduced fee or free of charge. This mechanism has two 
limits; one is related to the uncovered poor people who for some reasons dropt out. This is 
measured by the 'exclusion error'. Second, the leakage done by the well-off ineligible persons 
is measured by the 'inclusion error'. In developing countries means testing occurs at the point 
of services delivery and rarely before the need for health care. Wage or tax records are often 
unavailable or not existent, though the methods used to determine who is unable to pay fees 
result in informal means testing that relies on income proxies. The means testing is done by 
the care-giving staff member or a social worker who has been given primary responsibility, 
with or without training for interviewing the patients and making an informed assessment re-
garding their ability to pay [10]. 
The indirect or characteristic targeting mechanism focuses on the programme rather than on 
the income of individuals and subsidizes programmes for both rich and poor (e.g. MCH pro-
gramme). This approach has two mechanisms. One is exemption and the second is to subsi-
dize fees for services (waivers). There are many types of exemption: exemption for patients or 
demographic groups (children under five, elderly, and civil servant), exemption by illness 
(TB, AIDS, leprosy, cancer, etc), exemption by type of services (emergency services), exemp-
tion by level of care (PHC) and exemption by geography (Dar-Fur Region). Subsidized fee for 
services is widely used by governments hence they intentionally set fees at a very low level 
(5%) [11]. 

3.3.1. The role of the government in protecting the poor 

During the era of free of charge public health services 1978-1992 a symbolic user fees was 
introduced in response to initiatives predominating that era and pushing towards reasonable 
user fee policies, This could be seen as an indirect-targeting exemption mechanism for subsi-
dized services. Peoples' pharmacies started in Sudan in 1976 to fill the gap in drug shortages 
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especially for the poor. After the Bamako Initiative in 1987, which was embarked upon spe-
cifically because of the poor implementation of the PHC and the chronic shortages of drugs, 
the number of people's pharmacies remarkably increased [12]. People's pharmacies have 
three main purposes: to make high quality cheap drugs available to the poor by following the 
policies of lowest prices of tenders, big packages and generic drugs. The second purpose is to 
be present in remote areas to ease access for the poor in contrast to the private pharmacies 
usually found at the centre of the big cities. To keep the pharmaceutical work-force within the 
public sector by creating additional jobs and incentives, as we know that 95% of the pharma-
cists work in the private sector. After the economical liberalization policies the role of the 
people's pharmacies is not clear and many changes have happened to their structure, objec-
tives and patterns of work [12]. 
In 1992, after the macro economic reform which came two years after the UN agencies ceased 
their operations in Sudan, the government established user fee policies all over the country. 
The government in a joint step to protect the poor from the negative impact of the economic 
liberalization policies adopted two mechanisms of poor protection, the direct targeting and the 
characteristic targeting approach using the exemption of subsidized services. Due to the fed-
eral system the experience differed from state to state and from facility to facility and no 
evaluation was done, although some evidence showed the implementation to be asymmetrical 
and the coverage to be low [5]. 
The structure and operation experience of the direct targeting mechanism in Sudan is unique. 
This is because Sudan has established a parallel system of payment instead of a system of ex-
emption or reduced fees. The Zakat Chamber (see next section) installed in each health facil-
ity under the name of Solidarity Treatment an office staffed by social workers to interview 
patients and to determine who will receive subsidies and who will receive care free of charge. 
By a well defined system the Zakat acts as a third party and pays back all the imbursement to 
the facility. So the health workers are not involved in determining who has to pay. This may 
create a moral hazard and may lead to unnecessary investigations. The main resistance to the 
system was by the medical staff who rejects the whole idea of user fees and use it as a politi-
cal issue against the military government of Sudan. Though the interviews used to be done at 
the point of service many complained about the delay for urgent cases and consequently many 
modifications were done to facilitate the procedure. 
In 1994, the increasingly growing opposition to user fee policies together with the devastating 
effects of poverty pushed the government to search for alternatives to alleviate the poverty 
impact. The risk pooling mechanism of health insurance was chosen as a tool to finance 
health services. The government intention was to cover both formal and informal sectors, but 
the coverage in the informal sector is far less than anticipated. The social health insurance 
achieved 14.5% coverage in 2005 [5]. 
In 1996 under the pressure of poverty caused by the increase in the petroleum prices which 
affected all sectors, the government switched from the direct targeting approach to indirect 
one. The government started to use the exemption mechanism by offering free of charge pub-
lic health services at emergency departments. The government also used the exemption for 
patients of renal dialysis, immune suppressants drugs of renal transplantation, chemotherapy 
and radiotherapy for cancer and hemophilic patients. In 2001 a rapid assessment was done to 
evaluate the free of charge system at the emergency departments. The results show the huge 
loss of medical supplies (50%) especially for intravenous fluids [13] as a misuse by the health 
workers and the over use of the emergency department as an out patient facility. The latter 
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was done by the poor to enjoy free of charge services for unaffordable health demands. The 
informal payments emerged again with free of charge health care after it has died out with the 
user fee policy. In 2000 the president of Sudan promised to render free of charge services at 
class C inpatient wards as part of the poor protection policy but this has not yet been adopted. 
In 2003 the FMOH started a new policy of triage at emergency departments to differentiate 
between genuine cases of emergency and out of patient cases. This policy has the advantage 
of preserving all the resources for emergent cases but on the other hand it shuts the door for 
the poor who misuse the system simply because they can't afford other alternatives. In 2004 
the government expenditures on free of charge health services amounted to 1,919,055,611 
SDD (6.8% of the whole health expenditure) an increase by 74% compared to the previous 
year [14]. 
In 2002-2003 the FMOH had gone into a reform process to increase its capacity building by 
adding new directorates namely; State Affairs; Health Promotion Directorate; Human Re-
sources and Training; Health Policy and Planning Directorate; Health Economics Directorate; 
Quality Council and Directorate; Information Technology (IT) and Computer; Monitoring and 
Evaluation and Policy Intelligence Unit [5]. In 2003 the FMOH launched the Quarter of the 
Century Strategic Plan 2003-2027 and started the first 5-years plan [14]. In the same year the 
government announced the Local Governance Act which gives more administrative and ex-
ecutive authority to the locality that supports the health area system. This Act gives the locali-
ties responsibilities for service provision and development including monitoring and supervi-
sion and in addition to planning and managing PHC services, environmental health and ma-
laria control. To strengthen the new role of the localities many sources of finance were ap-
proved including assets tax, agro-pastoral production taxes (40% should be transferred to the 
state level), the locality share on the VAT collected at the state level, a share of the state and 
federal investment within the locality boundaries, loans and grants approved by the state and 
other sources [5]. 
Most of the measures for protecting the poor are simply reactions to different political and 
economical circumstances and are not built on evidence-based approaches or research find-
ings. Recently the government gathered many opportunities to work out a comprehensive plan 
to defeat poverty. The poverty alleviation programme launched in 2003 focusing on the dis-
parities between states enhanced the capacity of the government to mobilize most of the re-
sources to bridge these gaps. This is considered as the first line of defense against poverty in 
Sudan. As an urgent measurement in 2003 the government applied a geographic exemption 
mechanism by offering Dar-Fur region free of charge public health services. The crash pro-
gramme to alleviate poverty includes rehabilitation and re-equipping of 200 rural hospitals in 
15 states in the North of Sudan. The financial support to the states through the National Fund 
for State Support in 2004 increased from 4,100,654,884 SDD to 8,543,247,303 SDD (increase 
of 108%). In addition the government spent 13 million US$ for phase one of the National 
Scheme for attracting patients that seek treatment abroad. Further, the government started to 
implement phase two by allocating 15 million US$ to sort out the tenders. The government 
started to implement the Islamic Bank for Development programme which included building 
15 new health centres in 9 states, support for malaria and TB eradication programmes, 15 am-
bulatory vehicles and upgrade the reference lab for AIDS and TB in Khartoum [4]. 
The chronic shortage of medical personnel at states due to the massive brain drain to the Gulf 
countries and internally to Khartoum deeply aggravated and severely deteriorated health ser-
vices. People who are well-of used to go to Khartoum for health care but this will be a disas-
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trous attempt for the poor. So, the government started a restrictive policy to overcome this 
problem by increasing the salaries for medical staff. Moreover considerable financial incen-
tives were given by the states' governments for those who willing to work in these states. Fur-
ther the president directed the ministry of labour to create new jobs only for the states. Table 
3.2 shows the increase in number of transfer medical doctors to states. 

Table 3.2. The increase number of transfer medical doctors to states 
Reference year 2001 2002 2003 2004 
Number of transfer doctors 151 743 894 1908 
Source: Khalid Elnour.2005 [14] 

In January 2005 The Comprehensive Peace Agreement was signed followed by the approval 
of The Interim Constitution in June 2005. This announced the right of all citizens to enjoy 
free of charge of the basic health services (PHC). This type of exemption by level of services 
is very important in protecting the poor and supports the other approaches in narrowing the 
gap of disparities. 

3.4. The Zakat 

3.4.1. Definition and role 

The word Zakat has two meanings. The first relates to purification. That is purification by 
means of Zakat from sins and bad qualities such as greed and the inculcation of good qualities 
such as generosity. The second meaning relates to growth and increase. That is, giving of Za-
kat results in growth and increase in wealth. Both meanings are referred to in the following 
verse of the Quran "Take sadagah (alms) from their property by means of which may purify 
them" [15]. 2 

In the legal terminology of the Sharia'a (Islamic Law), Zakat means the obligation of every 
Muslim to pay 2.5% of the value of specified assets to the recipient entitled there for the sake 
of Allah. The payment has the effect of depriving the Zakat payer of any indirect benefit in 
the sense that it can not be made to his ascendants or descendants or spouse. The payment at 
the same time results in an unconditional transfer to the recipient entitled there to, which is 
denoted as Tamleek (ownership) [15]. 
Zakat is the third pillar of the Islam religion, so it is worship. Zakat mainly aims to fulfill the 
Islamic objectives of attaining economic and financial equity among the Islamic community. 
Based on need and time factors, Islam has made a fundamental distinction between two types 
of needy groups: the "poor" and "destitute" people. This distinction is a matter of degree. The 
former is defined as any person who, using his own resources cannot maintain himself at a 
sufficient level for a period of one year. The latter refers to those who are not able to secure 
the same aforementioned level for one day. Poverty in Islam is a matter of inability to satisfy 
these needs in a sustainable process for a long period of time, almost a year. Thus, sustainabil-
ity in meeting basic needs for human survival is a key element and a point of departure to dis-
tinguish the poor from the non-poor [16]. 

2 Sura 9: verse 103. 
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3.4. 2. Zakat payer and Zakat recipients 

The Zakat payer must be a Muslim, must be an adult, must be sane and must be free and fi-
nancially able [17]. The Zakat payer must be the complete owner of the property. The prop-
erty must have the potential of growth. One year must elapse over property as the prophet 
Mohammed (peace be upon him) said "There is no obligation to pay Zakat on property until a 
year has elapsed over i f . The property must be equivalent to Nissab (Minimum quantity of 
wealth on which Zakat is payable) i.e. 612,36 grams of silver or 87.48 grams of gold. The 
agreed amount of Zakat payable is two and a half percent of; 
• The value of gold and silver if equal to Nissab in weight; 
• Trading stock, or its market value at the time of obligation of payment of Zakat, if the 

stock is equal to Nissab; 
• Cash on hand if equal to Nissab. 
In view of the fact that opinions may differ as to recipients of Zakat, the Quran has fixed eight 
categories of recipients as follows: "Zakat is only the right of the poor, the needy, those em-
ployed to collect it, those whose hearts are made to be attracted to Islam, for freeing the 
slaves, for the debts of debtors, for the cause of Allah and for the traveler - this order has 
been prescribed by Allah. And Allah is most knowing and wise" These eight categories known 
as Zakat avenues. 

3.4.3. Evolution of Zakat Chamber in Sudan 

The experience of Zakat before 1980 is that it was collected and distributed directly by the 
Zakat payers to their relatives and through many institutions such as hospitals, on causes of 
Allah, Quran schools ...etc. After 1980, the Zakat Fund was established with the objective of 
organizing Zakat according to formalities. However the process still depends on the willing-
ness of the people to pay it. Although Zakat is a religious principle based upon Sharia (Is-
lamic law) and personal responsibility, government intervention may be needed to redistribute 
it to the poor. In 1984 the Zakat Fund developed into the Zakat chamber with a specific law 
arranging its operations. The law has formalized Zakat in the sense that it seems to be im-
posed by the law. During this period the Zakat and taxation were combined in one institution. 
In 1990 the independent Zakat chamber was established when the government issued the Za-
kat Law with the aim of improving the performance of the chamber [ 18]. To do so, the Zakat 
Chamber, with its Head Quarters in Khartoum, established about 108 Zakat Chamber sub-
offices throughout 19 states manned by 3335 working staff In addition there are several Zakat 
local committees and Zakat coordination councils in each locality [19]. 

3.4.4. Collection and Disbursement of Zakat 

The two main objectives of the Zakat chamber are the collection and disbursement of Zakat. 
The collection of Zakat involves assessment of properties subject to Zakat. However, this 
process requires a fair and well qualified person to do the assessment perfectly. The assess-
ment always has to be in terms of money for the purpose of determining the Nissab. Since 
1995 the Nissab has been determined by an advisory committee of the Zakat Chamber [18]. 
Table 3.3 shows that the actual Zakat collected has always been larger than the planned sum, 

3 Sura 8: Verse 60. 
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and the effective performance in collecting Zakat has been shown in the systematic increase 
of Zakat. The table also shows the willingness of the public to pay Zakat as an Islamic princi-
ple stated as one of the Islamic pillars [19]. 

Table 3.3. Pattern of Zakat collection 2001-2004 US$ 
Reference year Money in US$ million Increase % 
2001 51.5 + 13% 
2002 60.3 + 17.3% 
2003 73.8 + 12.6% 
2004 96.3 + 25.7% 
Source: The patterns of the Zakat Chamber during 2001-2004 

The Zakat chamber has to distribute Zakat to the entitled groups (Zakat avenues) stated in 
Quran in terms of money and productive projects. The objective of providing productive pro-
jects is to promote work habits as needed by the Islamic ideology and hence gradually reduce 
the recipients and increase payers of Zakat. In 2005 the percentage distribution of the Zakat 
Avenues was as follows: The poor and needy 63%, the collectors 14.5%, debtors 6%, whose 
hearts are to be reconciled and captives 6%, on the cause of Allah 3% and the way farers 
0.5%. The rest 7% is for administration cost [19]. 
The finance provided to the productive projects is the part devoted to the poor and destitute. 
The share is about 63% of the total sum of Zakat. The other 37% is for the remaining avenues 
[19]. Because of the limited know how of the poor most of the productive projects are simple 
and primitive e.g. skin water containers, animal drawn earners, fishing boats, kiosks, 
spegatti's machines ... etc. New sophisticated projects as Trecko sewing, poultry ...etc, are 
spread under the control of the Chamber, however. 
The expansion of poverty and the huge population living below the absolute poverty line en-
hanced the Zakat chamber to set formula and criteria to determine the poor and the needy 
through social studies of individuals and communities. At the top of the list of prioritization 
were the orphans, then the elderly and disabled, untreatable chronic diseases, the crippled who 
couldn't work, widows, divorced, separated women without jobs, poor students, temporarily 
unemployed and prisoners' families. These categories receive 60% of the allocated disburse-
ment for the poor and needy. The rest 40% is allocated to small income generating schemes, 
production units, rehabilitation of defected means of production, creating opportunities of 
work in small manufactures as group-production scheme. 
As two approaches have been used to determine the poor, it is a difficult and culturally sensi-
tive procedure. Firstly the Zakat Chamber used the community (the Zakat committee at com-
munity level) to identify the poor and needy. Then the Zakat switched to socio-economic 
studies to overcome the biases in the first approach. The combination of the two approaches 
has given good results [19]. 

3.4,5. Contribution of the Zakat to heaith sector 

The flexibility of the Zakat Chamber in addressing different issues regarding the poor and the 
needy helped to support the healdi sector in different aspects. For instance the Zakat Chamber 
paid social insurance premiums for more than 50,000 poor families, insured all the students in 
Quranic schools together with poor students enrolled in the basic primary school. In 2005 The 
Zakat paid for 58 renal transplantation patients (3,000US$/patient) and 1214 renal dialysis 
patients. Table 3.4 shows the number of the poor who benefited from the Zakat chamber in 
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direct payment of treatment. A limited number of people about 0-04% in 2004 out of the 
population benefit from the scheme. The Zakat chamber changed this pattern due to the mis-
uses of the system to support the hospitals and to coordinate with these hospitals for the poor 
treatment [19]. 

Table 3.4. Disbursement of Zakat on treatment of the poor 2001-2004 (billion SDD*) 
Reference year Money allocated (billion SDD) Number of Beneficiaries 

2001 1 * 21 167,707 

2002 3.6 201,716 

2003 1.7 105,276 

2004 1.6 131,681 

Total 8.1 606,380 

Sourcc: The pattern of the Zakat Chamber during 2001-2004 
*SDD is a Sudanese Dinnar (One USS equal to 235 Sudanese Dinnar) 

3.4.6. The Zakat from health finance perspective: 

The Zakat from a health finance perspective is characterized by the following: the cross-
subsidy approach of taking from the well-off people and give to the poor and needy; the taxa-
tion feature that a constant fixed percentage 2.5% is taken from the eligible wealth; the high 
willingness of the payers because the Zakat is of a religious voluntarily nature; the Zakat is a 
community-based payment, organized by the community. Even though the government has 
intervened to increase its efficiency, the community committees play a significant role in Za-
kat collection; it is an official running system fostered by the government without influencing 
its objectives or policies; the Zakat has full autonomy and an independent identity, run by an 
independent organization of high transparency; the Zakat is earmarked to the eight categories 
mentioned by Quran (the Zakat avenues); the diversity in sources of collection helps the Zakat 
to skip total failure that affects single source systems; the Zakat is a fair and progressive ap-
proach; it has the capacity of risk pooling and risk spreading over time; it has a flexible fund-
ing tool, contributes to development as well as direct payment to services for the poor and 
needy; it has a high potential of raising funds (in 1995 the collection reached 4.5 million USS, 
in 2004 the collection reached 96.1 million USS); and the Zakat has reasonable administrative 
cost (7%). 

3.4.7. The Zakat disbursement on health: 

The Zakat disbursement on health is not compatible with the Zakat role and objectives. Most 
of the disbursement went to the tertiary care hospitals located in Khartoum State, the capital 
(see appendix A). These hospitals and medical centres are selling their services according to 
the user fee policy. This may be due to the cultural background of the hospital (the people are 
oriented towards curative medicine). It also could be due to the demand on these hospitals. 
The obvious thing is the severe lack of coordination between the Zakat Chamber and the 
FMOH on setting the policy agenda, prioritizing interventions and the consensus needed to 
address problems. Table 3.4 shows that in 4 years the Zakat supported the health sector by 8.1 
billion SDD equivalent to 32 million USS and the beneficiaries include 666,000 persons. If 
the same amount of money is divided over the 4 years and used for the coverage of poor fami-
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lies under the social insurance it will cover 166,666 poor household per year (equal to 
999,999 persons/ year) which is more cost effective.4 

The Zakat Chamber can play a significant role in financing the health care sector by increas-
ing the coverage of the poor and needy under the health insurance. The Zakat also can protect 
the poor against catastrophic expenditures. By doing this the Zakat can achieve the most 
prominent objective regarding its disbursement. This will help poor families to spend on other 
needs of housing, cloths ...etc. The Zakat Chamber can play a role in the development proc-
ess especially in remote and devastated areas because of its flexibility and the wide range of 
subsidies which include health, education, income generating, group production schemes and 
women development. The Zakat can be paid to non Muslims so it contributes to the national 
integration and bridges the gap of disparity between different classes in the society. 

3,5. Conclusion and recommendations 

Poverty as estimated by human deprivation is prevalent all over Sudan and remarkably high in 
rural areas [1]. Poverty and health are intrinsically linked and are mutually reinforcing and 
deprivation in one area produces negative effects on the other. Ill health is both a cause and a 
consequence of poverty [3]. 
In 1992 and after the adoption of use fee policy all over the country the government used both 
the direct and the indirect targeting measures of poor protection mechanisms. In 1996 the 
government offered free of charge public health services as an important indirect targeting 
approach. Many exemptions mechanisms including list of drugs, geographical region and ser-
vices attempted to protect the poor. No socio-economic study was held to identify the poor, 
no comprehensive plan was prepared to address this chronic devastating problem and no 
proper robust coordination between the different concerns bodies was arranged. The recent 
FMOH plan of poverty alleviation focusing on revitalization of the states' health services in a 
sense fills the gap of disparities, whilst the low coverage is still evidence of the bad situation 
[1,5, and 14]. 
Although the Zakat Chamber has a promising potential and the ability to make a difference in 
the poor status, it lacks coordination. More than 32 million US$ is spent on health services. 
This amount of money has been spent mainly in tertiary health care i.e. equipping hospitals 
and specialized centres. Only 50,000 poor families were covered under the health insurance 
(costing 2.4 million US$) [19] and in contrast if the money was used for covering poor fami-
lies more than 666,666 poor household will enjoy health insurance coverage for one year that 
means 4,000,000 poor inhabitants have access to health services. 
The FMOH should have a much clearer link with the Zakat Chamber. A policy should be 
formulated governing how the Zakat can support the health services to the benefit of the poor 
while taking in account the nature and flexibility of Zakat. An alarming need is the low cover-
age of the poor under the social health insurance and the Zakat can play a major role in this 
problem. The BDN and CFCI initiatives are in need to coordinate with the Zakat Chamber to 
ensure more sustainable resources and good experiences in income generating schemes and 
community empowerment. 

4 The household composed of 6 members in average. 
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Health, as a core determinant of development and poverty reduction, is important to get all 
health partners together including the Zakat. The community financing schemes with the Za-
kat support can achieve development goals. 
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CHAPTER 4 

Financing the health care system in Sudan: 
Patterns, characteristics and determinants 



4.1. Introduction 

Sudan, although considered as a country rich on natural resources, is classified as an underde-
veloped country. In 2003 the Human Development Index for Sudan was 0.503, ranking it at 
number 138 out of 175 countries. The Human Poverty Index in 2003 is 32.7%, ranking Sudan 
52 among 94 developing countries [1]. 
Sudan like many developing countries utilizes multiple sources of revenues to finance health 
services. In the absence of a National Health Policy the health finance system became frag-
mented. There is not one ideal health finance system that can solve the problems of stability 
and sustainability in health care provision. Adopting a certain system depends on many fac-
tors including the country situation, culture, the health organization and clear objectives [2]. 
The health financing system is not merely a fund raising tool, A financing system also has to 
assure that an adequate sustainable flow of funds is allocated in the most effective way and 
that recipients have incentives to achieve better health, equity and solidarity [3], The role of 
the health finance system is substantial in developing countries. It has a significant impact on 
the structure of health care delivery and organization by determining who will have access to 
basic health care, what services are offered and their quality. The absence of capital markets, 
the expansion of poverty amongst people, the chronic shortage in the health budget as well as 
other indicators of low development (e.g. education) make it very difficult to carve out a 
health finance policy to serve the basic needs of a society demanding integral health services. 
In January 2005, the Sudanese leaders signed a peace agreement that ended Africa's longest-
running conflict, with a death of two million people and fifty years of disparage and frustra-
tions [4]. June 2005 witnessed the approval of the interim constitution and the comprehensive 
plan to rebuild the country. The international community allocated US$ 4.7 billions for the 
revitalization programme supported by UN peace-forces and expertise. The coming six years 
untill the general election will be both a big opportunity and a challenge for the government, 
the people of Sudan and the peace-keepers. Although six years is probably not sufficient to 
recover a country such as Sudan it is important as it provides a vital opportunity for take off. 
The Sudan Health Quarter-Century Strategic Plan 2003-2027 [5], The Millennium Develop-
ment Goals (MDG) [6] and the Interim Poverty Reduction Strategy Paper (IPRSP) 2004-2006 
[7] provide the foundations and the spirit of the post conflict adjustment reforms. The World 
Bank reports 'Sudan stabilization and reconstruction' [8], 'Sudan health status' [9], the Joint 
Assessment Mission, Sudan (JAM) [10] and the reform efforts of the Federal Ministry of 
Health (FMOH) are preparatory work in this area. 

Sudan is passing a critical and determinant era in its history and it needs the maximum efforts 
to make it a success. The development of the country in the post conflict era requires com-
prehensive, integral and sustainable efforts to maintain these adjustments. 
Health is an integral part of development. All sectors of society have an effect on health. 
Health services are no longer considered merely as a complex of solely medical measures but 
as a 'subsystem' of an overall socioeconomic system. In the final analysis human health and 
well-being are the ultimate goals of development [11]. The role of the health sector during 
this era is crucial, substantial and indicative in the process, measurements and outcomes. 
This overview will add to the previous analysis by focusing on the financing of the health care 
system in Sudan. This paper aims at exploring and discussing the health finance system in 
Sudan by reviewing data and highlighting the most well known sources of health finance. 
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Regarding the health care finance sources in Sudan this paper will discuss the trends, determi-
nants and efficiency of these resources. One of the objectives of this paper is to bring together 
the pieces of the fragmented puzzle. 
The paper will be presented as follows: the second section presents an overview of the health 
care expenditures by reviewing the different approaches of health finance mechanisms in 
terms of their definition, characteristics and determinants. The paper concludes by giving 
some recommendations. 

4.2. Health care expenditures 

Historically the government of Sudan was the sole provider of health care services [12]. The 
era of free of charge health services started in 1956 as the country became independent and 
ended in 1992 with the economic liberalization polices. During this era many attempts were 
made to encourage people to pay a symbolic contribution for public health services. The 
community participation of the primary health care proposal (PHC) in 1978, the community 
financing of the Bamako initiative 1987 and the World Bank user fee policies in 1987 con-
tributed to that. It is worth mentioning that the Sudanese society is highly oriented towards 
social solidarity practices. During the adoption of the PHC policy the Sudanese community 
throughout the country fostered the building of hospitals especially in rural areas, health cen-
tres, PHC units, people's pharmacies and dispensaries even more than the government [13]. 
This section reviews the different types of health care financing in Sudan and discusses each 
one in terms of its definition, main features, strengths and weaknesses. Strengths and weak-
nesses will be presented in one box to get a glimpse of their potentials and limitations. This 
will be by highlighting important health finance indicators like risk pooling and coverage, risk 
spreading, community involvement, operation cost and administration and fair financing 
(progressive or regressive). 
The country had different sources and patterns of health care financing that has led some re-
searches to use different classifications in presenting the data.5 This section presents the 
health care expenditures in four main categories: the tax-based system, the selective health 
insurance, the direct payment system and the donor system. The tax-based system includes 
government taxes. The government tax based funding includes the general tax and the ear-
marked tax approach. The selective insurance includes the social insurance and the private 
insurance. Direct-payments include user payments, the informal approach and the saving-
based approach. The user-payment includes user fees and direct-of-pocket payments. While 
the former includes the user fees for public health services, the latter includes payments for 
treatment abroad, for profit private sector treatment, community financing and not for profit 
private sector treatment (NGOs). Although the NGOs and traditional healers have an impor-
tant role in health expenditure in Sudan, no information is available to shed a light on that. 
The fourth category is the donors approach. 

5 Some researches classified health finance sources as: mechanisms for raising resources for the sector; mecha-
nisms for organizing clusters of funds as resources flow from sources to providers of care; mechanisms for re-
source allocation that influences which providers receive the relative share of available funds. 
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The tax-based funding 

The tax-based funding of the health care sector has long been used to finance certain compo-
nents of health care services. It is known as one of the most important sources of health care 
financing. The government tax based funding includes the general tax and the earmarked tax. 
The general tax revenues include the financing by deficit spending, inflation and sponsored 
lotteries [2]. The government tax-based funds usually decline due to political instability, eco-
nomic recession, economic restructuring and a poor tax collection system. In Sudan the gov-
ernment is using the general tax and the earmarked tax as tax-based approaches to finance the 
health care system. 

The government tax system characteristics and patterns 

Although the tax rates in Sudan are set by the Ministry of Finance and the National Economy 
and the Tax Chamber, the latter has come to be known as the main body for tax collection. 
The compliance rate is high (more than 90%) for the overall tax plan but it is low in personal 
tax like in other developing countries [12]. Table 4.1 shows the high collection of import and 
export taxes and the low taxes on personal and business incomes. This is a typical picture in 
developing countries while it is inverted in the developed ones. The table also shows the in-
crease in the VAT which suggests that there is room for a significant increase in revenues in 
the future.6 Still the main challenge for the tax chamber is how to improve the tax collection 
system to sustain, and increase the personal and business taxes collection [2, 3, and 12]. 

Table 4.1. Tax revenue breakdown 

Type of tax 
SDD* in Billion 

1998 
Tax as % of GNP** SDD in Billion 

2003 
Tax as % of GNP 

Personal income and 
business 31.1 24.6% 53.5 19.9% 

VAT 10.11 8% 60.3 22.4% 
Import and export 85.3 68.4% 155.3 57.7% 
Source: adapted from Mustafa et al, 2005[12] 
* Sudanese Dinnar (one SDD amount to 0.4 US$) 
** Gross National Product 

With respect to the federal system reforms both the central and the states have a tax collection 
authority. This is a system with clear lines of demarcation and well defined borders to prevent 
overlapping and double taxes, This is mentioned in the 1998 constitution of Sudan. The states 
utilize the taxes collected locally and receive additional revenues from the central government 
based on a predefined formula. Table 4.2 shows the states tax and non tax revenues and the 
prominent transfers of the central government to the states. 

Tabic 4.2. State tax and non tax revenues and the federal transfers 
Source of revenue % of total revenues % 
State tax revenue 34.5% 
State non-tax revenue 26.7% 
Federal transfers 39.9% 
Adapted from Mustafa et al, 2005[12] 

6 VAT is the value against transaction. 
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No doubt the tax revenues comprise a considerable part of fund raising and are the main 
source of government revenues. In the last years the oil share is increasing exponentially, and 
has reached more than 60% of government revenues, which offers hope for public services 
stability and sustainability. Table 4.3 shows the increase in tax and non-tax revenues in Su-
dan. This indicates an improvement in the government performance in tax collection and re-
cruitment of new sources of revenues to improve public services. 

Table 4.3. Tax-Based Financing 
Year Tax Non-Tax 

SDD/Billion % of GNP SDD/Biilion % of GNP 
1998 126.4 80.1% 30.4 19.9% 
2000 157.6 48.2% 169.0 51.8% 
2003 268.5 44.5% 335.0 55.5% 
Adapted from Mustafa el al, 2005 [12] 

4.2.1.1. General tax revenues 

Two approaches exist beside the general taxes: the targeting tax funds and the civil servants 
and other government employee's funds. The targeted tax funds included (A) vertical pro-
grammes (e.g. immunization, control of HIV/AIDS, TB, etc), (B) support for government 
owned facilities of hospitals and specialized medical centres, (C) programmes for a class of 
services (e.g. offering free of charge at the c-wards in hospitals), (D) population groups by 
age or income (e.g. the poor and the under five years old children), (E) regions or selected 
communities and national health insurance for the whole population i.e. essential package to 
achieve equity, may be supported by wage tax and co-payment or may not. The second gen-
eral tax approach is the civil servants and the government other employees approach, which 
differ from the social insurance in that the government used to pay the whole premium (as a 
fringe) to the health insurance or directly to the provider [2], 

4.2.1.1.1. Characteristics and patterns 
The perception of health services as a consumption-sector made it prone to deductions in any 
of the macroeconomic reforms which were inherited from the World Bank old prescription. 
This attitude to push the expenditure on health care at the bottom of the country's priority list 
continues. The general tax revenues allocated for the health care sector are characterized by a 
lack of government commitment. Although Sudan had endorsed in 2001 the Abuja declara-
tion and pledged to set a target of allocation of at least 15% of his annual budget to the im-
provement of the health sector [14], expenditure at best did not exceed 0.47% of GDP and a 
per capita expenditure of US$ 3,3 in 2005. Table 4.4, shows that the low commitment of the 
government to health care services is reflected in the low percentages of GDP spent on health 
care through the last four fiscal years and the partial execution of the approved budgets (ex-
cept the 2004 budget, which is still beyond commitment). The per capita spending is below 
what has been mentioned by the World Bank as the minimum acceptable amount of 6 US$. 
The table also shows the relative progress in the growth rate in the health care budget which 
indicates a promising shift in government attitude towards health care financing. Although the 
government in 2004 exceeded the estimated budget, the per capita expenditure is still below 
the targeted one which underlines the weak capacity of the Ministry of Health in estimating 
the health budget. Table 6 also shows the progressive increase in wages and salaries. This is 
due to the increase in the share of staff salaries especially for doctors (increased from 95 US$ 
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to > 200US$ as basic salary). This is an important step taken by the government to curb the 
brain drain and to provide some stability to the health work force. It also serves as a base to-
gether with some incentives that will help the government to mobilize health workers to move 
from the capital to the states and from the big towns to the rural areas. This improvement is 
expected to increase steadily due to increased oil revenues as well as donors contribution after 
the peace agreement [12]. 
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Table 4,4. The government health budget (by chapter) actual expenditure, actual GDPt Growth rate and Per capita 

The budget chapters 

2001 2002 2003 2004 

Actual %Actual Growth Per Actual %Aciual Growth Per Actual %Actua! Growth Per Actual %Actua! Growth Per 
GPP% expenditure rate capita GDP% expenditure rate capita GDP% expenditure rate capita GDF% expenditure rate capita 

Total health expenditure 0,028 84% 29% 1.15 US$ 0.23 51% -6% 1.04 
U3$ 0.2S 66% 29% 1.28 

US$ 0.47 >100% 33% 2.1 
US$ 

Chapter one 
(wages & salary) 0.08 94% 0.09 97% 0.09 100% 0.14 >100% 

Health insurance 
(government share) 0.02 70% 0,02 62% 0.02 62% 0.04 NA 

Chapter two 
(running cost) 

Health social subsidies 

0.06 

0.05 

33% 

81% 

0,06 

0.06 

82% 

63% 

0.08 

0.06 

114% 

95% 

0.08 

0.08 

>100% 

>100% 

Development 0.07 80% 0.00 3% 0.00 3% 0.12 >100% 

Source: adapted from Health Gaps in Sudan [1] 



As has been mentioned before the health care culture of Sudan is highly dominated by cura-
tive medicine and biomedicine activities. Government expenditures are hospital oriented and 
biased towards curative medicine. Table 4.5, shows that the public health expenditures are 
skewed towards the curative services (82%) which are concentrated at the urban big towns 
that constitute less than 30% of the population. 

Table 4.5. Health expenditure by category 2002 and 2004 
Category by 2002 2004 

Type of service Curative 77% 82% Type of service 
PHC/MCH* 23% 18% 
Staff 16% 36% 

Item Drugs and supplies 69% 42% 
others 15% 22% 

Adapted from Mustafa et ah 2005[12] 
* Maternity and child health 

This bias towards curative medicine may be due to hospitals that have found their place in the 
official budgetary process and cycle and continue to be there [12]; a notion that is held by the 
communities, elites and politician about health care which simply means hospital based ser-
vices; failure of the responsible authority, mainly the Ministry of Health, to convince the 
budget holders specially the Ministry of Finance to have a comprehensive health care budget 
which envisages a holistic view of health and not only hospital budgets [12]; the communica-
ble diseases domination which stained the services by its panic and the need for quick inter-
ventions (this explains why the emergency departments are still within and part of the hospi-
tals); the doctors' high discretion, domination and leadership in the community; the PHC re-
ceives donations from the different NGOs and the community (especially in building health 
centres and other facilities). 
Box 4.1 shows the determinants of the general tax revenues approach. The strengths of this 
approach appears in its capacity to cover the whole population and to achieve equity with low 
cost of operation. In addition it is a flexible approach in targeting certain regions or groups 
and shows the commitment of the government towards its people. The obvious weaknesses of 
this approach especially in developing countries is that the contribution is not earmarked for 
health, but goes into a general pot. This approach is not stable and affected by political priori-
ties and does not involve the community. 

Box 4.1. The strengths and weaknesses of the general tax revenues approach 

Strengths Weaknesses 

• The whole population is included in the risk pool. 
• Increased access especially for the poor, 
• It reduces the operational cost. 
• Minimize the disparities and inequalities. 
• Flexibility to target certain regions or groups. 
• Risk spreading over time. 
• Shows the government responsibility and commit-

ment. 

• The contribution is not earmarked for health, but 
goes into a general pot. 

• The allocation of finance according to political pri-
orities. 

• Instable due to the economical situation and tax 
system collection. 

• The biased allocation of finance to different health 
programme of the tertiary care. 

• No user involvement. 
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4.2.1.2. The earmarked tax (payroll tax) 

Earmarked tax can be a payroll tax or taxes on specific goods and services or both. They are 
levied as a proportion of pre-tax income of employees and specific goods or services and go 
directly to the Ministry of Health. They can operate at a large scale and through existing tax 
collection mechanisms [2]. Some researchers suggest that it might be practical to tax certain 
goods that had adverse health effects e.g. alcohol, tobacco, cars, etc. Some Caribbean coun-
tries had this under the 4Sin Tax' [2]. 
Sudan since the mid of the 1990s introduced an earmarked tax policy to rehabilitate the Mili-
tary Medical Services under the name of wound-tax, which had been launched as a response 
to the increase in casualties in the civil war of the South and the poor military medical ser-
vices. It is a combination of payroll tax and tax of specific businesses and amounted to 1% 
from any transaction, often including telephone bills. Although it seems this percentage is too 
small to make any remarkable changes, it did achieve a considerable re vital ization and reha-
bilitation to the military medical services in terms of new buildings, sophisticated equipments, 
renewing and renovated old buildings and increased coverage [12]. Although this rehabilita-
tion is tertiary health care oriented, it still was beneficial to the health care sector as a whole. 
After the peace agreement was signed this tax may cease or be resumed under a different 
name. The FMOH could carve out such earmarked tax policy with the government for spe-
cific problems e.g. free of charge health services for children under five years old or to in-
crease the coverage of the poor under the health insurance. 
Box 4.2 shows the strengths and the weaknesses of the earmarked tax revenues approach. The 
main strengths of this approach are: its capacity to solve specific problems of health; it is sim-
ple to implement with low cost; it is also considered as a risk pooling mechanism in a sense of 
paying for certain groups to join the insurance schemes. The weaknesses of this approach seen 
in its narrow base of revenues, its regressiveness and the users are not involved. 

Box 4.2. The strengths and weaknesses of the earmarked tax revenues approach 

Strengths Weaknesses 

• Specific coverage targets 
• Efficiency - simple to implement 
• Risk pooling (relatively) 
• Low cost of operation 
• Increase of coverage (relatively) 

• Politically unpopular 
• Regressive, falling proportionally on low income families. 
• Narrow base of revenues 
• Depends on the structure of the labour markets [60]. 
• The community is not involved. 

4.2.2. Selective health insurance 

Selective insurance schemes include social insurance and private voluntary insurance. They 
differ from the universal insurance in that (a) eligibility is limited to those who have contrib-
uted to the scheme and (b) there is usually a specified package of benefits. 

4.2.2.1. Social health Insurance 

Social insurance is a governmental tax-based approach to health care finance. This type of 
insurance differs from the private insurance in that (a) it is compulsory (b) insurance premi-
ums and benefits are described in social laws established through legislations so they can be 
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more easily revised than those of the private insurance, which are defined in legal contracts. 
Although the social insurance is based on payroll contributions it, differs from earmarked tax 
in that it operates as a separate structure for collecting and spending funds whilst an ear-
marked tax goes directly into the specified institute e.g. Ministry of Health [3]. 
Social insurance is characterized by the fact that it is not a right of all citizens, is often com-
pulsory and often only covers those who are eligible and have met the minimum contribution 
requirements (e.g. certain professionals). It has a specified benefits packages usually related to 
the contribution base; most commonly a payroll-based contribution could be a flat rate; the 
insurance and benefits are described in social contracts (laws) established through legisla-
tions; the benefits are usually related to the contribution base; contributions paid for by social 
insurance are earmarked for the programme and separated from the general tax; it maintains 
its own solvency, is managed by autonomous funds and thus has greater transparency; cross-
subsidy of premiums are common especially during the early establishment of the scheme. It 
could be a part of wider social security system including pensions, sick pay, etc. Although 
people pay a premium in exchange for the right to specified benefits they do not perceive it as 
welfare from the government [3]. 
The People Assembly introduced the social health insurance in Sudan in 1994 after the ap-
proval of the National Insurance Corporation Act. The social insurance system was launched 
to alleviate the negative impact of the cost recovery policies and user fees that were adopted 
after the economical liberalization policies in 1992. The main objectives of the scheme are: 
• To establish and manage a national health insurance scheme that provides medical ser-

vices for the insured; thus contributes to health development. To contribute in shouldering 
the burden of providing curative care with public health facilities and to reduce the finan-
cial burden on the government providing care to those who are insured. 

• To utilize the social insurance revenues to improve the quality of care. 
• To promote and improve the quality of curative medical services in the country in order to 

bridge the gaps and catch up on the technological advancements worldwide and reduce 
seeking treatment abroad. 

• To attract and retain health professionals by providing them with a suitable work envi-
ronment and financial incentives in order to lead a decent life. 

Social insurance as a source of finance 

The social insurance has different sources of finance: the premium paid by the employees 
which amount to 10% of the employee salary (4% is paid by the employee and 6% is paid by 
the employer); financial resources provided by the government for the insurance corporation 
(cross subsidy); fees paid to the corporation by some firms; revenues generated through in-
vestments by the corporation funds; charity and donations and other forms of contribution that 
support the objectives of the insurance plan [12]. 
All formal sector employees and their dependents (wife, siblings, and parents) are entitled to 
insurance. Insurance is compulsory. The premiums for the formal sector are mentioned above. 
Those who are not in the formal sector and are willing to join have to pay a total of 12,000 
SDD annually (47 US$/year/farnily) sum lump or paid by monthly installments [15]. 
The benefit package includes all medical consultation, admissions, diagnostics procedures and 
therapeutics (including surgical operations). Dental services are included with the exception 
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of denture and plastic surgery. The insured has to pay 25% of drugs' prices as a co-payment 
to minimize consumer moral hazard. Each level of health professional has a defined list of 
drugs prescription allowed and only generic drugs are reimbursed. The contribution of the so-
cial insurance reached about 0.23 US$ per capita and 13.5% of the public health expenditure. 
In 2005 the scheme covered 14.5% of the population. The government pays for poor families 
through the Zakat chamber which in 2005 reached up to 50 thousands families and is sup-
ported by cheap drugs from peoples pharmacies owned by the Zakat Chamber. The admini-
stration cost peaked to 13%. The majority of the informal sector (85.5%) is still uncovered by 
any policy and vulnerable to the user fee and private for profit services. 
Box 4.3 shows the determinants of the social insurance revenues approach. The strengths of 
this approach is shown by its powerful mechanisms of risk pooling and risk spreading over 
time. It is politically popular for satisfying the demand of the formal sector. The involvement 
of the community accounts to its strengths. The main weaknesses of this approach in develop-
ing countries are its failure to cover the informal sector, the high cost of operation and it is 
limited and regressive distribution effects. 

Box 4.3. The strengths and weaknesses of the social insurance revenues approach 

Strengths Weaknesses 

• Risk pooling. 
• Risk spreading 
• High coverage 
• Autonomous management guarantees the achieve-

ment of its objectives. 
• Community involvement. 
• Increases the finance allocated to health. 
• Flexibility through a social contract 
• Politically popular due to the satisfaction of the 

civil servants sector who have very low salaries in 
developing countries. 

• Less progressive than taxation i.e. levies fixed pro-
portion of pre-tax income. 

• Limited i.e. no universal access. 
• If coverage is low a risk of developing a two tiered 

systems with high subsidized services for the elite 
and lesser service for the rest [3]. 

• Difficult to implement in the informal sector. 
• Reinforces high cost, hospital-based doctor-oriented 

curative health care. 
• Not easy to operate, cost increase with number of 

firms. 

Social insurance in Sudan is a government-operated plan, which mainly relies on direct provi-
sion of services by purchasing services from public and private facilities instead of direct 
ownership of operating hospitals clinics and health centres. This programme was adopted in a 
clear defined policy aiming at increasing revenues for the health care sector in general and in 
particular to the public one. In the beginning the role of the National Health Insurance Incor-
poration as a federal body was to determine premiums, describe guidelines, offer financial 
support for establishments, increase revenues for the scheme, training, research monitoring 
and evaluation. All the executive work was left to the States as part of new role under the de-
centralization reforms. Between 1994 and 2002 die National Insurance Corporation had full 
autonomy under the Minister of Health. This made the establishment throughout the country 
coherent, smooth and brought together the consensus needed to advocate and support the en-
deavor. 
In 2002 the government in an unexpected rearrangement moved the National Insurance Cor-
poration to be seated under the Ministry of Social Affairs as a part of the social insurance net 
that included pensions, disabled, homeless and the poor. The government claimed that it 
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wanted to facilitate the coordination between these different bodies of similar interest and 
concern, regardless of the specific features that govern the nature of the Insurance Corpora-
tion. As a result a remarkable lack of institutional consensus started to develop affecting the 
loyalty to the National Health Plan. An unhealthy environment shaded over the bilateral rela-
tion between the officials in FMOH and The Insurance Corporation. It became a conflict of 
group interests within the same political party. In 2004 the Insurance Corporation approved an 
act from the National Assembly without involving the FMOH. This act centralized the whole 
work on Insurance Corporation. It took over the executive work at the state level and started 
to own new facilities regardless of the ones in the states available ones. The Insurance Corpo-
ration claimed that this step had been taken because of the poor implementation of the insur-
ance system in the states; the increase in the demand of the people; and the weak accountabil-
ity system (the states protected these by their own laws). This happened as a result of a lack of 
communication, coordination and cooperation with the FMOH. The State of Khartoum re-
jected the new policies and refused to obey any instructions and claimed at the Constitutional 
Court. Without reaching any solution the Khartoum State transformed her social insurance 
into a quazi-public company (Shawamikh Insurance Company) and escaped the trap. This 
step by the Insurance Corporation pushed the health care sector to great losses, resulting in 
duplication of efforts, the need for new personnel for the new facilities, and missed chances to 
upgrade the old facilities. The Insurance Corporation by establishing its own health care fa-
cilities without a link to FMOH will end up in a double tiered system. This will push the In-
surance Corporation to become a political chip and the decision of payments to providers to 
be affected by politics. The political patronage can become rampant in personnel hiring and 
firing [3]. The inequity, inequality and inefficiency will be deep and permanent. Moreover, 
medical care becomes bureaucratized and this leads to a decline in the quality of services, less 
efficiency and inflated costs. Yet patients have no choice but to seek care from the social in-
surance hospitals and clinics unless they can afford user fees or they pay full charges and go 
to private sector facilities. A parallel system of quality control and accreditation will emerge 
as ectopic foci. 

4.2.2.2. Voluntary Private Insurance 

Private insurance is offered by nonprofit or for profit insurance companies or plans. In low 
income countries, often private hospitals sponsor and organize health insurance plans and of-
fer hospital insurance to the population who live in their service areas. Consumers voluntarily 
choose insurance package that best fit their preferences. Private insurance are offered on indi-
vidual or group basis (community based insurance) [3]. 
Recently Sudan adopted a private insurance offered by Shiekan and Shawamikh companies. 
Skiekan is an insurance company working in property and general assets. In 2003 Skiekan 
started to provide health insurance targeting private firms and made contracts with a wide 
spectrum of doctors, labs and pharmacies in a private manner [12]. Skiekan also offered dif-
ferent choices of service packages to the three towns that comprise the capital. No evaluation 
or study has been done to give insight in this experience. Shawamikh is a quazi-public com-
pany, which started in 2005 and inherited the Khartoum State social insurance subscribers and 
assets and extended it to the private sector. Shawamikh today has over one million beneficiar-
ies and constitutes a substantial breakthrough within both the public and the private sector 
even outside the State. Shawamikh has started to run her own private hospitals to fulfill its 
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package obligations and to invest in the private health care market in Sudan. The president of 
Sudan has frozen the constitutional conflict between Insurance Corporation and Shawamikh 
Company (compromise solution) and gave the green light for both to continue as they are 
which is considered a victory for the Shawamikh. However, this is not a court decision that 
needs to be followed by other States if they want to pull out from the Insurance Corporation. 
Some well-off Sudanese and heads of big international companies located in Sudan have 
joined international health insurance companies especially from England. Insufficient infor-
mation is available about its magnitude, how much they pay and what the benefit package is. 

4.2.3. Direct payment as a form of health care financing 

This type of health care financing includes user payments, saving-based payments and infor-
mal payments. This approach of payment is intended to achieve that: Individuals have direct 
incentives to look after their own health; use services in a rational way because they bear the 
cost of ill health; an increased awareness of individuals about prices will reduce the inflation 
of health care costs. On the negative side there will be problems of equity and access for the 
poor and disadvantaged groups. None of the direct payments systems pool risks to any large 
extent, though some do spread risks over time; None guarantees universal access and all tend 
to be regressive (high burden of financing on the poor). It creates a market with multiple pri-
vate purchasers (good free market provides choice, bad as provider exploits consumer). Usu-
ally the informal payments are associated with the free of charge public health service poli-
cies. This habit died out in Sudan with the adoption of the user fee policy and appeared again 
with the new policies of free of charge care at emergency departments. Saving-based pay-
ments of spreading risk over time recently started to grow in Sudan with the share-care poli-
cies of the informal-abroad treatment (see abroad treatment sector). 

4.2.3.1. User payments 

The user payment type of finance includes user fees and direct-out-of-pocket payments. Pa-
tients often pay directly out-of-pocket when they obtain health services (both public and pri-
vate). In contrast to informal payments (under the counter), these are officially sanctioned [3]. 
The amount of fee to be paid is based on different principles. The amount can be direct-of-
pocket full charges as in the private sector that have to be paid for each visit, a co-payment 
(flat rate) or a co-insurance. User fees are a relatively new term that is used specifically for 
the amount that patients have to pay for services offered by public facilities [2]. 

4.2.3.1.1. User fees 

User fees are direct-out-of-pocket payments made by patients for public health services and 
characterized by: (1) the amounts paid and how they are used (officially adopted); (2) policies 
can be set for how much is paid ...etc; (3) fees can be structured in different ways (fee for 
services, flat rates and as in prepaid schemes where cards are bought to entitled users for a 
number of visits and drugs); (4) user fees could be related to income in order to make charges 
progressive i.e. the rich pay more; (5) fees can be set at an uniform rate but with some exemp-
tion measures; (6) partial solutions to support other efforts of finance. Box 4.4 shows the 
strengths and weaknesses of the user fee revenues approach. The strengths of this approach 
are the improvement of allocative efficiency and fostering greater responsibility of users. It 
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supports the availability of services and fills the gap of shortages in consumers' goods. The 
obvious weaknesses of this approach is that it affects equity, if the poor can not afford to pay 
and affects the household budget for other pressing needs as housing, food and etc. There is 
no risk pooling or risk spreading and it does not encourage active user participation, 

Box 4.4. The strengths and weaknesses of the user fee revenues approach 

Strengths Weaknesses 

• Supports the availability of services. 
• Improves allocative efficiency. 
• Fosters greater responsibility of users. 
• Improvement of quality of services. 
• Limits excessive demand. 
• Creates incentives for health personnel. 
• Fills the gap in shortages of consumers' goods 
• If it is used to improve the quality of services 

within the facility it decreases private sector 
prices. 

• The black market of drugs disappears. 

• Affects equity - the poor can not afford to pay (trans-
portation, waiting time and treatment). 

• Affects the household budget for other pressing needs 
as housing, food» etc. 

• Does not spread risks over time. 
• Does not pool risks among patients. 
• Does not generate adequate source of funds. 
• Does not encourage active user participation, 
• Encourages the uncontrolled private sector to flare up. 
• Adverse effects on case-mix (drop in treatment of seri-

ous diseases). 
• High costs of administration. 

The user fee policy was officially introduced in Sudan in the early 1990s and nation wide 
adopted in 1992 after the economic liberalization reforms. It was implemented to compensate 
for the cutback on government spending [12], The implementation varies between states and 
within each state, with respect to fee settings, exemptions and administrative policies. After a 
long history of free of charge public health services user fee policies faced many obstacles 
and resistance [16]. Different structures were used and the most common one is a fee for ser-
vice (a flat rate for each service not for the whole package of treatment). At the first contact 
level of services, the PHC, a combination of free of charge and a flat rate for investigation is 
used. At the health centre and rural hospital you have to pay a fee for service even for consul-
tation by a GP. For the tertiary health facility the same was done. In 1996 the government ren-
dered to provide free of charge services at the emergency departments followed by a promise 
from the president to offer free of charge care at the 3rd class-wards in favour of the poor [16] 
However, this is not yet adopted. In 2004 because of the misuse and the huge losses of medi-
cal supplies, especially intravenous fluids, the FHOH held a pilot initiative of a triage system 
at the three big hospitals in the capital aiming at filtering emergency services from non emer-
gency cases. A budget of 11.6 million US$ was allocated in 2005 for free emergency services 
which included surgical operations. An exemption list of certain drugs was approved includ-
ing immune suppressants, drugs for renal implantation, renal failure dialysis, chemotherapy, 
radiotherapy and treatment of haemophilia. This list of drugs amount to 13.6 million US$ 
which was estimated to be 22% of the total expenditure of the FMOH. A part of this big por-
tion of FMOH was allocated to the exempted list of drugs. It has since then become known 
that who enjoyed these subsidies are the better off urban populations [12]. 
Revenues of the user fee policy have been used in various ways. Nowadays a cross-subsidy 
policy is used to distribute the revenues collected from rural hospital and health centres. All 
the revenues of rural hospitals and health centres are pooled at the service department at the 
state level in a special bank account and redistributed to facilities with additional support from 
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the state to achieve equity and equality among these facilities. The federal and state hospitals 
retain all the revenues in the facilities to be used according to a pre-approved policy. These 
revenues are estimated to be 60-70% of the running cost. Salaries and wages are paid by the 
ministry of health. 
The federal hospitals had semi autonomy in administration which encouraged them to invest 
on the private market by establishing special wings within the public hospital and diagnostic 
centres serving outside the government hospitals. Khartoum State hospital together with these 
special wings started to invest in separate private polyclinics to increase revenues and to sat-
isfy the social insurance beneficiaries. 
The revenues of the user fee policy are estimated by Mustafa et al, 2005 to be 20-30 million 
US$ which is just below 1 US$ per capita annually and around 30% of federal public health 
expenditure [12]. 

4.2.3.1.2. For-profit private sector 

For the use of private health facilities direct-out-of-pocket payments have to be made by pa-
tients. Fees are usually structured according to the intervention or treatment and have to be 
paid at each visit. Although it shares most characteristics of user fees it differs from it in that 
it recoups all the cost of the services with a margin of profit. 
During the 1990s the for-profit private sector expanded tremendously, particularly after the 
economical liberalization in 1992 [16], The rapid growth and development of the for-profit 
sector was encouraged by the closed-eyes policy of the government (the paradox of availabil-
ity and affordability in poor countries) intending to make good quality of services available to 
ease the implementation of the new user fee policies and to minimize the massive brain drain 
of medical personnel. Amazingly this tremendous growth of the private sector is not coordi-
nated with the Ministry of Health. Until now there is no clear or direct relation or coordination 
arrangement between public and private sectors in terms of setting policies or to make infor-
mation available. The for-profit private sector is mainly established in urban and well-off ru-
ral areas and is comprised of 172 hospitals, 1220 pharmacies, 799 private laboratories, 288 
dental clinics and 1558 doctors5 clinics (GPs and specialists). Doctors' clinics are known for a 
long time in Sudan and are used for consultation. They are usually grouped together in a 
complex with a lab and a pharmacy. Most of those doctors are public sector employees prac-
ticing in these private practices at night and sometimes during the day. Due to the low wages 
this habit became an incentive to keep doctors within the country regardless to its destructive 
effect on the whole system especially the referral policies i.e, bypassing the system by admit-
ting patients from clinics to tertiary facilities without following the ordinary procedure of re-
ferring. 
The out-of-pocket private sector and abroad treatment is estimated to be very high in a range 
of 2.5-3.5% of the GDP which amounted to 15-20 US$ per capita annually. Therefore the out-
of-pocket costs will sum up to a round 70-80% of the total health expenditure. Table 4.6 
shows the health expenditure of Sudan and the contribution of the out-of-pocket payments 
compared to other sources of finance. It suggests a considerable contribution of the out-of-
pocket payments to health expenditure in Sudan. 
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Table 4.6, Health expenditure in Sudan 

Source of health finance Year % of GDP Per Capita 
Central public 
health expen-
diture 

Government 
budget 

Public health expenditures 2004 0.4% - 0.9% 2.1 USS 1.9% 
Public health expenditures 2005 0.56% 3.3% US$ - 2.1 % 

User fee 2004 1% Just below 
one USS 30% -

Out -of-pocket payments for 
private and treatment abroad 2004 2.5%-3.5% 15-20 US$ 70%-80% 

Health insurance 2004 0.1% 0.23 US$ 13.5% -

Donors 2004 0.6% 3.5 USS 18% -

Total - 4% - 5% 22 - 27 US$ — •> 

Source: adapted from Mustafa et al, 2005 [12] and Health Gap in Sudan, 2004 [1] 

Although this sector is vital and plays a significant role in health services delivery in Sudan 
especially in response to the demands of people who seek treatment abroad and to take the 
load of the expensive tertiary costs, it is still outside the government health policy and there is 
no information available about its magnitude, efficiency, capabilities, potentials and how it 
contributes to the health of the people. 
Box 4.5 analyses the for-profit private sector approach. The strengths of this approach are: the 
high quality of services; it minimizes the brain drain; it is an alternative to the treatment 
abroad; and it can update medical technology. It weaknesses are its negligence of basic ser-
vices (PHC) and it is not accessible by the poor. It also does not pool risks or spread risk over 
time and there is no community involvement. 

Box 4.5. The strengths and weaknesses of the for profit private sector approach 
Strengths Weaknesses 

• Availability of high quality curative services. 
• Minimizes external medical personnel brain drain. 
• Minimizes the cost of treatment abroad. 
• Updates sophisticated technology and advanced medical 

equipment, 
• Encourages the development of private insurance to in-

crease the choices of benefit packages. 
• Provides additional income to medical and paramedical 

professionals. 

• No contribution to PHC 
• Internal brain drain affects public facilities 

especially in rural areas. 
• Not accessible by the poor. 
• Does not pool risks. 
• Does not spread risks over time. 
• High administration cost. 
• No community involvement. 

The for-profit private sector is facing many problems that can be summarized as follows [17]: 
• Economies of the scale such as a limited number of beds (15-45 beds). 
• High running costs. 
• High competition of public commercial facilities which monopolize the private market of 

the social insurance. 
• Lack of adequate, compatible financing packages (high short term interest rates of 15-

20%/year). 
• The external brain drain of medical cadre, especially the paramedical, affected both the 

public and the private sector and pushed the latter to import expatriates at high prices e.g. 
Philippines. 
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• The medical equipment market is not well developed i.e. there is a lack of trained techni-
cians and availability of spare parts which make the investment in expensive equipment a 
major risk [17]. 

• The isolation from the government health policy kept the private sector accused of being 
greedy and exploiting people. This often prevented enjoying any facilitation e.g. reduce 
custom tax on equipments and bank facilities for investments, 

4.2.3.1.3. Treatment abroad 

Treatment abroad is a direct out-of-pocket payment rendered by patients to health facilities 
outside Sudan. In the past it was subsidized by the government as part of its policy but nowa-
days there is no approved policy by FMOH or any related official body. 
The treatment abroad approach started before 1956 when the British army used to transfer its 
soldiers abroad. The Sudanese Embassy in Athens observed an increase of Greek medical 
personnel who dominated the health services in Sudan and together with their families trans-
ferred for treatment during the mid of the 20th century [17]. This suggested malpractice as we 
know this number remarkably increased during the summer holidays and cost 20,000 US$ per 
patient. Few Sudanese benefited from this opportunity of treatment. Therefore a national body 
to regulate the treatment outside the country was established [17]. 
The national body was established in 1963 and was named the Medical Commission. The 
Medical Commission beside its role in sorting out patient seeking treatment abroad has other 
objectives such as age identification and estimation as most of the population have no birth 
certificate; medical check up for the employment programme and estimation of occupational 
injuries for compensation. The Medical Commission spread all over the county and was ap-
proved in an act in 1973. This act detailed its role, describing its job, responsibility and au-
thority. Regarding the treatment abroad policy the Medical Commission continued to deter-
mine who deserved to go abroad through medical committees, determined where he shall go 
in coordination with correspondent embassies and how much he should be subsidized. Before 
1990 the Medical Commission had a very restricted regulation to prevent system misuse since 
the government paid almost all expenses for the patient eligible for transfer abroad. Senior 
political leaders and business men benefit most from this support. The United Kingdom and 
Egypt were the favorite countries and no diseases were excluded. Early in the 1990s the gov-
ernment adopted a partial subsidy policy by reimbursing at the official rate of the US$ which 
is far less than its actual black market rate. After the mid of 1990s the government officially 
ceased to give any kind of support and subsidies. Although the role of the Medical Commis-
sion has diminished and it concentrated on other objectives, it still has a role in sorting out 
patients seeking treatment abroad on self-funding to facilitate visa procedures together with a 
small flat rate of 1000-1500 US$ as an informal policy for lucky people. In recent years an 
informal share-care system for public and private firms are providing treatment abroad for 
their employees contingent upon the Medical Commission sorting out the criteria and approv-
ing a certificate. Nazar (2005) defined share-care organization as follows: "share-care is an 
agreed amount or percentage of money deducted monthly from union members1 salaries and 
kept in a special bank account to be allocated specifically to abroad treatment for the member 
or his family" [17]. This share-care policy is a sort of saving-based risk spreading over time 
approach adopted by trade unions and different associations without coordination neither with 
government nor with each other. The informal share-care system differs from the social insur-



ance by that: it is not compulsory and the employer doesn't pay any contribution. Many of the 
public firms adopted this care share system e.g. General Customs Chamber, Omdurman Na-
tional Bank, Sudanese Expatriates Affairs, Council of Ministries Cabinet, National Pension 
Fund, Sea Ports Corporation, Duty Corporation, Federal Ministry of Finance and Kenana 
Sugar Company. Another informal-form a I system concerning some high officials, security 
institutes, top militant personnel and very important persons used to go directly for treatment 
abroad without the Medical Commissioner sorting out the procedure. Liaison companies 
were constructed to ease this procedure through arrangements with hospitals abroad and insti-
tutions mainly in Jordan. The five liaison offices in Sudan were licensed as service offices and 
made use of the absence of a clear policy (yes or no) for treatment abroad together with the 
well established medical tourism policy that was adopted by the Jordanian government. Some 
of these liaisons offer a deferred payment facility to attract costumers as a quick services re-
sponding to the emergent situation of patients especially for cardiac problems. 
When the government recognized the emergence of the informal share-care system, they in-
creased the number of patients seeking treatment abroad and the huge amount of money spent 
on this and they named a committee to address this phenomenon. This task force committee 
was headed by a senior official and started under the name of the National Scheme for At-
tracting Patients Who Seeking Abroad Treatment. The committee conducted a study to ex-
plore this area to find out the magnitude, patterns, causes and how the government can attract 
the treatment abroad seeker in a practical permanent way. The committee came out with rec-
ommendations in two phases. In phase one 13 million US$ should be spend on: equipping the 
Ministry of Health facilities with advanced technology i.e. MRI and CT Scanners; moderniz-
ing and equipping the National Reference Centres (trauma, neurosurgery, heart centre and re-
nal transplantation centres); and upgrading and equipping of the main federal hospital. In 
phase two the committee recommended new reference centres for the main problems (dis-
eases) and causes for treatment abroad: neurosurgery, orthopedics, urology and othalmology; 
the equipping federal hospitals (phase two) and furbishing and upgrading the states first hos-
pitals by adding I.C.U., endoscope services and advance diagnostic departments. Although 
cardiac problems were on the top of the list of treatment abroad causes, the available cardiac 
centre in the country is taken as sufficient. Phase two is not yet finished and is suffering from 
lack of finance. Table 4.9 shows the diseases that influence treatment abroad and the patients 
receiving their treatment through the Medical Commission for 2000-2004. 

Table 4.9. Classification of patients and their destinations for abroad treatment through the Medical Commission 
2000-20004 

Country cardiovascular Ophthalmic Orthopedic Neurosurgery Oncology Renal Medicine 
conditions Others Total 

Jordan 584 553 449 201 226 210 236 160 2619 
Egypt 101 739 189 85 107 147 144 178 1690 
K.S.A.* 89 102 97 22 41 77 40 29 497 
UK 47 49 57 39 27 15 59 26 319 
Others 40 92 104 11 28 40 38 0 0 
Total 861 1535 896 358 492 489 517 393 5125 
Source; Nazar 2005 
* Kingdom of Saudi Arabia 

In the past England and Egypt were the favorite countries for treatment abroad but during the 
last ten years Jordan took most of the cake followed by Egypt and Saudi Arabia. The Jorda-
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nian government adopted a medical tourism policy that was taken over by some countries in-
cluding India, Singapore, Thailand and Malaysia. 
Medical tourism is defined by a financial specialist as "a provision of cost effective, private 
medical care for patients needing surgical and other forms of specialized treatment with col-
laboration with tourism industry. This process is being facilitated by a corporation involved in 
medical care as well as the tourism industry, both private and public" [17]. The medical tour-
ist countries offer cheaper advance services in a luxurious way under direct supervision of the 
state and protection of clients' rights. Jordan earned in one year more than 600 million US$ 
from about 126 000 patients coming from the Middle East only. The role of the liaisons' of-
fices is substantial for the success of this endeavor. They coordinate between the hospital 
abroad and the patients inside Sudan regarding costs, visa issuing, transport of patients and 
recipient at the host country, apartment, car rental and mobile telephones for the co-patient. 
They charge the patient for all of the above mentioned facilities and will get a percentage 
from the hospital they refer patients to. 
Table 4.7 also shows that the main disease causes that people seek treatment abroad for are 
ophthalmic, orthopedic, cardiovascular, medical condition, renal and oncology. The number 
of patients who go abroad through the Medical Commission in four years totaled 5125 per-
sons and are estimated to be paid an annual average of 50 million (JS$. These few people 
spent a huge amount of money which explains the high out-of-pocket costs regarding the total 
health expenditure (see table 4.6). This has pushed the government to fmd out how can it keep 
this amount of money down and how it can better contribute to the country's development. 
Nazar, 2005 [17] summarized the main causes why people go abroad for treatment as follows: 
• Wrong diagnosis (lack of advance lab and x-ray equipments). 
• Deficient quality of nursing, historical shortages and poor quality, 
• Low costs abroad in comparison with the internal private sector. 
• Medical tourism offers an attractive package, high transparency, high quality of services, 

low prices and adequate arrangements. 
• Cultural believes of foreign doctors. 
• Malpractices witnessed at home in the absence of accountability. 
• Social reasons, family pressure, return favour to parents or someone who is close. 
Seventy percent of the cases were found to be genuine cases that needed treatment somehow, 
more than 20 % went under social pressure irrespective of the outcome and less than 10% was 
abuse of services or support (moral hazard). Self finance for abroad treatment amounts to 50% 
of abroad funds, family support 30%, informal-government support 16% and formal govern-
ment support is 4% of total costs [17]. 

4.2,3.1.4. Community Financing 

Community financing is a term that has been widely used to financial activities involving 
community in its operation. It ranges from people paying (user fees) for public services, to 
hospital voluntary community insurance, to community finance and help in management of 
PHC centres, to the Bamako Initiative, to drug revolving funds, to community based insur-
ance schemes, income generating programmes, villagers assisting in building a clinic and 
community development programmes. William Hsiao defined community financing in a nar-
row way as: "A sustainable community fund where community members prepay a significant 
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portion of the costs for providing primary care services and essential drugs and reimbursing 
some of inpatient hospital charges (risk pooling)" [2]. Community financing supports capital 
spending (buildings) of the different PHC facilities and their maintenance and plays a signifi-
cant role for the health services [13]. The two community financing experiences in Sudan, the 
CFCI and the BDN show the high willingness and seriousness of the communities in taking 
care of themselves [18 and 19]. For more details of community financing and Sudan experi-
ence see chapter 2. 

4.2.4. Donors Funding 

Donor funding is one of the methods of raising supplementary funds for health care. Donor 
funding is not linked to individuals or groups of users but is linked to specific programmes 
and attached to an agreed lists of health care sector reform. Donor funding varies in sources 
and patterns where the money is supposed to be given (owned) (as is the case with the WHO 
and UNICEF) or to be lent often with low interest rate and long duration (as the case of the 
World Bank), 

The donor funding characteristics 

The main features of the donor funding are: 
• The recipient has relatively little control over the amount of funding and how it can be 

used. 
• Donor funding can grow and shrink according to changes in the funding and the policies 

of donor agencies. 
• Conditions are placed on the use of funds by donors, which host governments have to 

comply with if they wish to receive the money. 
• It is a supplement not an alternative to governments' health care finance. 
• Funds are uncertain and unpredictable, it is very difficult to plan on donor funding. 
• Donor funding is unsustainable in the long run and very hard to plan for a long period of 

time. 
• Donor funding is unstable and affected by many factors (political, economical, interna-

tional and regional). 
Box 4.7 shows the determinants of the donor funding revenues approach. The main strengths 
of this approach are: the additional resources from outside; by using these supplements in the 
basic health services it can be considered as risk pooling and risk spreading over time; it cov-
ers specific areas of reform neglected by other sources of finance; it has the capability to con-
duct studies and to offer expertise; and it plays an important role in internal conflicts (as a 
safety net). The weaknesses of this approach are seen in its instability as it is affected by in-
ternational politics. The approach is also limited by area and services following the donor 
concerns. This approach has high costs of operation and pays high wages which causes inter-
nal brain drain from public facilities to donors' agencies. 
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Box 4.7. The strengths and weaknesses of the donors' revenues approach 

Strengths Weaknesses 

• An additional supplement. 
• Risk pooling (PHC). 
• Risk spreading (PHC). 
• Can be targeted to specific areas of reforms (train-

ing, capacity building). 
• Have the capability to offer expertise and mutual 

experiences. 
• Capability in conducting research and draw les-

sons. 
• Safety net in internal conflicts. 

• Limited by area and services. 
• Short term additional funding. 
• High cost of operation (administration cost). 
• Rarely involves users. 
• Lack of ownership of ideas (the activities produced 

may not be the high priority of recipient) [3]. 
• Tight restrictions on how aid is used may affect the 

cost effectiveness of the projects. 
• Donors' satisfaction requires quick success leads to 

less concentration on running services. 
• Donors' high wages causes internal brain drain from 

public services to donors' agencies. 

In Sudan the UN system accounted for 70% of the multilateral assistance with the UNICEF, 
World Food Programme (WFP), United Nations Development Programme (UNDP), Interna-
tional Fund for Agricultural Development (IFAD), and International Development Assistance 
(IDA) being the major partners. Care and Oxfam (UK) accounted for 80% of NGOs assis-
tance [13]. The World Bank and the IMF ceased operations in the country in the early 1990s. 
The largest number of projects is within the health and nutrition sector with 23 NGOs operat-
ing 73 projects concentrated on the South-Eastern part of the country [13]. The donor funding 
for health amounted to 20 million US$ (0.6 US$ per capita) for the population of Northern 
Sudan and 55 Million US$ for the Southern part of the Sudan (6.8 US$ per capita). Generally 
the donor funds are used to control communicable diseases (vaccine preventable diseases, ma-
laria, leprosy, TB, HIV/AIDS, G worm and river blindness) and for nutrition and PHC [1]. 
Table 4.8 shows the donor funding for 2002-2003 where UNICEF is on the top of the list pro-
viding high contributions mainly for immunization activities and equipments. The WHO is 
the second highest contributor. The WHO has substantially increased the money allocated for 
Sudan in 2003 in comparison to 2002. Table 4.9 shows that the coordination between WHO 
and FMOH appears to have improved as the gap between the suggested and the allocated 
amount of money has become smaller. It also shows the increase in the money released in re-
lation to what was allocated which was not the habit at least for the year before [1]. This may 
be because of the peace process in Sudan and the satisfaction of the international community 
about Sudan's compliance with the peace calls. The remarkable performance of the FMOH 
during the last four years drives the trust between these agencies and the government and re-
sults in the allocation of more funds. 

ta 

Table 4.8. UN organization support to health in Sudan 2002-2003 (US$) 
2002 2003 

2,096,881 7,712,341 
3,209,750 7,980,484 
1,605,531 1,147,544 
6,912,162 16,840,369 

FMOH, department of planning 
* Global Alliance for Vaccines and Immunization 

WHO 
UNICEF 
GAVI* 
Total 
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Table 4.9. WHO funding pattern in 2003 (xlOOO US$) 
Organization Allocated Suggested Released 
WHO 4585 4806 4946 
FMOH, department of planning 

4.3. Conclusion and recommendations 

The health care finance system in Sudan is based on multiple sources of funding. These 
sources included general tax, earmarked tax, social insurance, private insurance, private sector 
for profit, user fees, treatment abroad, community financing, private sector not for profit, do-
nors funding and traditional healers [12]. 
Despite the previous role of the government as the sole provider of health services her spend-

ing on health care has been very low. Per capita health expenditures have remained between 
US$ 1 and US$ 2.1 in 2004. Although the total per capita health expenditure reached 3.3 US$ 
in 2005, it is still is far lower than the Sub-Saharan Africa average health expenditure of US$ 
6.7 per capita [1]. 
The expenditure trend for the last few years showed a sluggish improvement in the release of 
the budget allocated. Most of the recurrent budget is spent on wages and salaries making that 
very little money is available for running expenses. The allocation of resources to the health 
sector is highly skewed in favor of big urban towns and hospital oriented curative health care 
[12]. 
The social health insurance does not exceed 14.5% of coverage earmarked to the formal sec-
tor. The majority 85.5% of the informal sector has been left behind and is subject to the user 
fee policies and the private sector for profit services. The social insurance has undergone dras-
tic changes and conflicts with the FMOH though it has started to build a parallel health care 
system in favor of his beneficiaries. This affected the efficiency of the programme and pre-
vented the allocation of resources from the States Ministries1 health facilities [3]. 
The private sector for profit grew tremendously. The expansion of this sector without any co-
ordination with FMOH is often not included in the government health policy. This sector can 
play a role in tertiary health care services and attract the abroad treatment seekers [17]. 
User fee policies are a big share of health finance in Sudan and amount to more than 70% of 
public health expenditure. The user fee policy has a negative impact on the utilization of 
health services by the poor especially for the more vulnerable groups. The government started 
to render free of charge public health services at emergency departments for the poor [1 and 
12]. 
Treatment abroad increased in the absence of policy and structure of the system. The demand 
for treatment abroad increased exponentially due to poor health care services in Sudan and the 
attraction of the medical tourism packages of some countries in particular Jordan [17]. The 
last estimation of the amount of money spent abroad for treatment was more than 50 million 
US$/year. The government started a national programme to attract the people to stay at home 
for treatment and allocated 28 million US$ and began to revitalize the FMOH and States Min-
istries of Health facilities [17 and 20]. 
The community financing supports the capital spending (buildings) of the different PHC fa-
cilities and their maintenance and plays a significant role in the health services [13], The two 
community financing experiences in Sudan, the CFCI and the BDN show the high willingness 
and seriousness of the communities in taking care of themselves [18 and 19]. 
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Early in 1990s the World Bank and the IMF ceased their operation in Sudan. The UN system 
accounted for 70% of the multilateral assistance, with UNICEF, WFP, UNDP, IF AD, and 
IDA being the major partners. Care and Oxfam (UK) accounted for 80% of NGOs assistance. 
Generally the donor funds are used in controlling communicable diseases and on nutrition and 
PHC. In the last couple of years the donor funds increased in both the allocated and the re-
leased amount of money [1 and 13]. 
There is no one ideal health finance system that solves all problems in a magic way. Each of 
the above mentioned approaches has its strengths and weaknesses. The appropriate approach 
depends on many factors regarding the objectives and the political, economical and cultural 
situations. Health care financing policy is a means to an end and this depends on what out-
comes are to be achieved. A reform in the health care finance system is a reform of the whole 
health sector and social services [2], 
The health care finance system in Sudan has serious shortages in information regarding dif-
ferent sources of finance. Information about different NGOs regarding their number, expendi-
ture on health, pattern of expenditure, role and outcomes is not available. Information about 
military health services, police security health services, university hospitals and clinics, civil 
society health facilities and traditional healers regarding the amount they spend on health, pat-
terns of spending, coverage and utilization is also not available. In addition it becomes more 
important to know more about household income and expenditures on different aspects of life 
in particular health. The National Health Account has given priority to explore these different 
sources of finance, to confirm available data, to identify the interrelation between different 
agencies contributing to health expenditure and to establish a health finance information sys-
tem [1 and 12]. 
The health finance system suffers from severe lack of coordination. This is apparent in the 
absence of a National Health Policy; the conflict between the FMOH and the Health Insur-
ance Corporation; the private sector for profit and the FMOH are on different islands; the Za-
kat pattern in health expenditure has no coordination with FMOH; the informal abroad treat-
ment has no links with the FMOH or any authorized body; information about other institution 
providing health services i.e. NGOs, military, police, universities hospitals, civil society and 
traditional healers is not available. 
The inefficiency of the health care finance system is apparent in that the budget estimation is 
below the real needs (although the government released more than the estimated amount it is 
still below the per capita for the Sub-Saharan countries); the health budget is hospital oriented 
tertiary curative services; a big portion of the health budget is allocated for wages and sala-
ries; The double tiered system that was created by the Insurance Corporation will lead to inef-
ficient use of resources. Tertiary health care is provided by the government and the private 
health sector for profit without coordination. The government started to increase revenues by 
investment in the private market and that will affect the private sector. 
The health care finance system couldn't achieve equity in health care provision. That can been 
seen in the low coverage of the social insurance (14.5%); the high expenditure of the out-of-
pocket payments that amount to 70%) of the health expenditure; more than 60% of the popula-
tion is under the absolute line of poverty; the poor infra structure of transportation, safe water, 
sanitation, communication, electricity and etc. especially in rural areas; and the burden of the 
infectious diseases increases the demand of the poor. 
The failure of the health finance system to achieve good quality health services is confirmed 
by the absence of treatment protocols, accreditation policies and accountability systems. It is 
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also observed in the bad quality of services of both public and private health sectors that 
pushed numerous patients to seek treatment abroad (more than 60% of treatment abroad is 
due to wrong diagnosis) [17], 
The health finance system shows an unsustainable pattern, especially the government budget 
for health (except the 2004 health budget all other budgets show that the released budget is 
lower than the allocated one (see table 4.4)). The health sector is vulnerable to budget cut-
backs in any macro economic reform and due to 1992 economic reforms the user fee policy 
was adopted nation wide. There is no community financing scheme to fill the gap between the 
informal sector and the basic health services like the PHC that depend on donor funds. 
Many other factors contribute and aggravate the bad situation of the health finance system. 
These include: the political instability; the chronic economic shortages; the expanded poverty; 
the poor health indicators; the massive brain drain; the internal conflicts, damage to infra-
structure and displaced people; natural disasters of drought and flood; and the low capacity of 
the health care organization. 
Nowadays Sudan has many opportunities that can help reform, upgrading and strengthening 
of the health finance system. These can be summarized as follows: the peace agreement that 
offers stability, additional resources, international community support and free of charge PHC 
for all people; the oil revenues that significantly increased the budget and will help to improve 
public services; considerable qualified number of public health professionals that graduated 
from Holland and Malaysia who are leading the work in the federal and states ministries of 
health; the Zakat Chamber with its sound philosophy of taking from the rich and giving to the 
poor in an unconditioned flexible way; the multilateral organizations increased their support 
and advocacy; the BDN and the CFCI initiatives as community-based sustainable develop-
ment programmes; the well established drug organization in Sudan; the coverage achieved by 
the social insurance for the formal sector (14.5%); the improvement of some health indicators 
after longstanding deterioration e.g. malaria; the actual support of the government in revitaliz-
ing the States5 services in both manpower and material; and the FMOH reform and building 
capacities to organize the efforts needed. 
The health finance literature provides criteria to help identifying an appropriate method of 
health finance [2 and 3]. Some health finance specialists suggested to evaluate each approach 
against seven main criteria including risk spreading, risk pooling, universal access, fair fi-
nancing, adequate and reliable funds, ease of operation and user involvements [3]. Others tend 
to be focused on the ability of a method to achieve six key objectives: capacity to generate 
revenues, equity, risk pooling, efficiency, quality and sustainability [2]. 
The reform of Sudan's health care finance system should start by establishing the National 
Health Policy to get all health partners together. The National Health Policy will achieve the 
consensus needed to address the health problems with a clear vision of priorities. The Na-
tional health policy will be a reference document between politicians and health providers. 
The National Health Policy will coordinate, integrate and share roles between the different 
partners. 
The FMOH can adopt the National Health Accounts to fill the information gap. An urgent 
need is to put the pieces of the puzzle together and to have an overall look at all partners, their 
role, contribution and different links. Without that it will just lead to temporal and limited so-
lutions and unsustainable outcomes. 
Although there is a body responsible for coordination between different partners in health in 
Sudan named the Council of Health, ranked under the Minister of Health, this does not fulfill 
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this role. Ministers of health in developing countries in general and Sudan in particular are 
nominated as a result of political compromises. This capacity of coordination should be given 
to the undersecretary. The FMOH should establish an annual conference for all different part-
ners in health care to promote communication and coordination by means of mutual exchange 
of information and experiences as a preparatory work for the National Health Policy. 
The social health insurance should come back to the domain of the ministry of health. And it 
should stop establishing new health care systems by creating new facilities. The social health 
insurance should continue to purchase from the existing public facilities to ensure sustainable 
revenues that are used to improve the quality of services. The social insurance is expected to 
focus on the informal sector problem. Regarding the coverage of the poor the social insurance 
should coordinate with the Zakat Chamber to solve this problem. It is also expected to be re-
sponsible to hold the household surveys and different socio-economic studies together with 
the Zakat Chamber. 
FMOH should have a strong relation with the private sector to get it involved in the National 
Health Policy. This sector can be directed to play a very important role in the availability of 
tertiary health care under supervision of FMOH and SMOH by setting treatment protocols, 
accreditation procedures and accountability systems while the Ministiy of Health can make 
use of the money allocated for tertiary services. This sector also can be directed with certain 
policies to be an alternative for the treatment abroad. 
Finally, without good intensions and the will to get all the health providers on the same boat it 
will be very difficult or may be impossible to achieve the strategic goals of the health provi-
sion in a country such as Sudan. 
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CHAPTER 5 

Do free-of-charge public health services impede the cost-
recovery policies? 

Published as: 'Do free-of-charge public health services impede cost recovery policies in Khar-
toum State, Sudan' at The Eastern Mediterranean Health Journal, VoL13, No. 4, 2007. PP. 
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5.1. Introduction 

Both before and during the colonial rule, people in Sub-Saharan countries paid most of the 
costs of health services themselves. Sudan like other developing countries has problems due 
to inappropriate allocation of available resources, an inefficient public service delivery sys-
tem, a heavily constrained private sector and poorly developed health insurance schemes [1]. 
The policy tool chosen to reduce the effects of these problems is often the expansion of the 
cost recovery policies in the public sector. The cost recovery policies are expected to support 
the sustainability of the health financing system by increasing the revenues into the public 
system [2, 3 and 4]. They are expected to help targeting public sector subsidies for the poor 
[5]. They also allow the government to reallocate tax-financed expenditures from curative 
services to public health activities that have a broader beneficiary base [3]. It is also expected 
to reduce the private sector's price disadvantage relative to the government sector and to en-
courage the expansion of the health insurance schemes especially for the informal sector [6]. 
The political risks of imposing new fees by establishing a cost recovery system or enforcing 
the existing one are extremely high, They are possibly higher than raising taxes, because they 
are tied to a valued social service. In Sudan, the issue of the cost recovery policies at public 
health facilities is politically charged. However, there is very little information on the effects 
of user fees [2], There is no knowledge about what people are paying for health services or 
might be willing to pay for public health services. In the absence of such information, specu-
lation, and ideology tend to monopolize the political debate and make it far too general to be 
of much use in setting policy [2 and 6]. 
This paper aims at discussing and providing a broad study of the effects of free of charge pub-
lic health services on the cost recovery policies in Khartoum State of Sudan. For the free of 
charge public health services the attention is focused on investigating the characteristics of the 
people who are more likely to receive free of charge public health services. Also the paper 
investigates whether there are any impediments for the cost recovery on health care use. A 
logistic regression model (LRM) is used for this purpose. 
First, the paper presents a brief description of the system of free of charge health services. 
Next, the survey methodology, the selection of models and the approach of the statistical 
analysis are described. After that, the results' interpretation and the discussion are presented. 
The paper concludes by recommendations for the health policies in Khartoum of Sudan. 

5.2. Free of charge health services in Sudan 

In 1996, two years after the declaration of the national health insurance policy and before it 
could harvest its benefits, the government decided to provide free of charge health services at 
the emergency departments. This step was taken under the pressure of poverty expansion and 
the political situations after the increase in the prices for petroleum. Furthermore, to favour 
the poor, the president of Sudan decided in 2000 to offer free of charge public health services 
at the third class inpatients' wards [7].8 This was a response to the medical professionals' re-
quests during the Medical Oath celebration. These two steps were taken without any prepara-

• 7 

For the little literature available about Sudan and the similarity of conditions in Sub-Saharan Africa, the authors 
support the paper background from other developing countries' experiences. 
s The free of charge for the inpatient wards is not yet adopted. 
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tion and were not supported by results from scientific studies or technical opinions. It was 
entirely based on the assumption that beneficiaries of the free of charge public health services 
will be the poor. The health financing planners were claiming that the real beneficiaries of the 
free of charge public health services are not the poor [2, 8, 3, 4 and 9]. They also claimed that 
any free of charge public health services will impediment the cost recoveiy policies and will 
lead to huge losses of medical supplies. 
The exploitation of free of charge public health services by high-income earners is well 
known and is considered by some as one of the main disadvantages of the free of charge poli-
cies. Heller et al, 1982 [10] argued that "these mechanisms favour the less sick (who can wait 
longer) and higher income clients (who have the contacts)". Free service provision does not 
imply free access or consumption and one should consider time and transport cost that dis-
criminate against the poor and rural residents [2, 8, 4, 5 and 9]. Ofosu-Amaah, 1989 [11] also 
writes that "the reality in much of Africa is that attempts at the provision of free health care 
have resulted in inadequate or non-existent services, especially for the poor and most vulner-
able" [11]. 
On the other hand the drainage of the available medical supplies is seen as one of the great 
disadvantages of the free of charge policy. A rapid assessment study conducted in the three 
big hospitals of the capital to evaluate the free of charge public health services at the emer-
gency departments shows that more than 50% of medical materials especially the intravenous 
fluids (IV) are lost [12]. The huge loss of resources can be aggravated by the ill-defined refer-
ral system in Sudan and the misuse of emergency facilities. This type of problems is ex-
pressed by a health post staff member in Nepal as follows: "In the past, people used to drop 
into the health post whenever they were passing by, to pick up medicines for future use. After 
the introduction of charges, this custom has completely died out and no one demands medi-
cines until he/she is really sick" [13]. The misuse and drainage of medical supplies is ob-
served to be practiced by the health workers as well. Due to their low salaries and high infla-
tion rates in the country they sold the free of charge medical supplies [14]. 

5.3. Methodology 

5.3.1. Survey data 

This study is conducted five years after the implementation of a policy of free of charge pub-
lic health services at the emergency departments and before the adoption of the new policy of 
free of charge health care at the inpatient wards. 
Data were collected through interviews based on an adapted questionnaire in Arabic lan-
guage.9 The questionnaire was tested in a pilot study. After correction and modification the 
questionnaire was retested again. The survey was conducted during the period of March and 
April 2001 in Sudan. A team composed of a supervisor, coordinator, three assistants, a statis-
tician, 40 data collectors, two data entry workers, a secretary and a driver conducted the sur-

9 By adapted questionnaire we mean we use different questionnaires from different developing countries' experi-
ences to construct this questionnaire in English and then translated into Arabic language and not a direct transla-
tion of a specific questionnaire. 
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vey after a three weeks training for the data collectors and after some pretests.10 The team was 
centered in middle Khartoum, and joined the Ajaweed Society research department.11 

The samples are selected by a multi-stage sampling procedure. First, a simple random selec-
1 9 

tion of three provinces of Khartoum was made. Each of these provinces was divided into 
centre, peripheral and rural. Random selection of some localities of the centre, peripheral, and 
rural was done. Then a random selection of the neighborhoods and finally a random selection 
of the households were included in the survey. The total number of households contacted was 
460. None of them declined to respond. For the purpose of similarity and to increase the in-
ternal consistency of the sample we dropped 10 questionnaires to ensure that each province 
has 150 questionnaires. So the overall respondents' rate is 100%, which suggests high reli-
ability. 
The survey targets the heads of households (HH) or someone who is representing them (the 
nearest relation). The survey collected data on the respondents' socio-economic status and on 
their use of health services. The socio-economic data include age, gender, tribe, religion, ori-
gin of HIi, number of members in the household, education, occupation, and place of work. 
Concerning the respondents' wealth the variables in the survey are divided into two catego-
ries. One is related to income e.g. monthly income, occupation and the presence of other in-
come. The second is related to expenditures. In developing countries the reliability of using 
monthly income as an indicator for estimation of the wealth is doubtful. Some researchers use 
monthly expenditure instead of monthly income for reliability reasons [15]. The paradox be-
tween income and expenditure in the lower income countries pushed references to ask ques-
tions on durable consumption goods such as a refrigerator, a car, other income and a house in 
property. This paper adopts this approach as well. 
To have an impression about their health status, respondents are asked to indicate the number 
of sickness episodes and visits to health facilities during the last three month for him and for 
any member of his family.13 Access to the nearest pharmacy is determined by asking the re-
spondents 'how far is the nearest pharmacy from your residence?' They can choose between 
minutes, hours, on foot and by a car. Actually this question is taken from surveys in other de-
veloping countries that have investigated access to health services [16]. To examine payments 
for health care respondents are asked whether they have paid any amount of money for health 
during the last three month, and whether they have bought drugs for themselves or for any of 
their household members during the last three months. 

5.3.2. Steps in the regression analysis 

5.3.2.1. Cultural biases in the sample 

Because of transportation and security constraints, the survey was conducted during daylight 
and thus most of the respondents were women (62.9%). Even if the Sudanese woman is the 
actual HH she always introduces her husband as the HH. So, the gender variable is culturally 
biased. Also the variable family size has a measurement error due to a cultural bias, because 

10 The data collectors are students and graduates from Elahfad University for Women, Sudan. 
11 Ajaweed Society is an NGO concerned about counseling. It has a bilateral collaboration with the Khartoum 
Centre for Psychiatry and Counseling 
1 ? ** The three provinces of Khartoum State are Khartoum, Omdurman and Bahary. 
11 

At first the duration of measurement is suggested to be three weeks, and in the pretest phase we have the im-
pression of exaggerations so, we change it to three month and we receive the same answers. 
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many of the Sudanese families believe in green-eyed and are not willing to give the true num-
ber of the family size. After the evaluation of the pretest some modifications were done to the 
question on family size, in order to improve the response quality. For the problem of the ratio 
of cases to variables a process of merging categories was done for the variables age, family 
size, education, occupation and the disease type [17]. 

5.3.2.2. Selection of models 

5.3.2.2.1. Model building strategy 
To avoid irrelevant variables bias, some variables are eliminated as a first step in the model-
building strategy e.g. tribe, religion and etc. The selection of variables in the model is done by 
a univariable selection analysis of each variable using cross tabulation, chi square, t-test, cor-
relation and the Ordinary Least Square (OLS). Table 5.1 presents the results of the OLS mod-
els as the last step of the univariable selection analysis. After completion of the univariable 
analysis, a selection for a multivariable model was done. Any variable with test significance < 
.05 is a candidate for the multivariable model. Following the fit of the multivariable model, 
the importance of each variable included in the model is verified by a Wald statistic and a 
comparison of each estimated coefficient from the model containing only that variable [18]. 
Table 5.1 shows that only the variables 'family size (7-10)', 'occupation (merchants)', 'other 
income', 'always or sometimes have dependents', 'own a house', 'sometimes pay tuition fees', 
'got sick twice in the last 3 months', always pay for treatment' and always pay for drugs dur-
ing the last 3 months' are eligible to enter the LRM. The unexpected significance of 'always 
pay for treatment1 and 'always pay for drugs during the last 3 months' is evidence of the exis-
tence of under-the-counter payments for health care services. 
A model with only the significant variables of the OLS estimations proves to be a poor model 
without variables like 'merchant' and 'have other income'. Appendix A exhibits this model. To 
have a model with more explanatory power, the direct and the stepwise procedures were used. 
Compared to the OLS results of table 5.1, the full model of the direct procedure method 
shows that some significant variables are added, like 'merchant', 'other income', 'disease type', 
and 'bought drugs during the last 3 months'. The full model fits better than the OLS model. 
Appendix B presents the full model. 
In the stepwise procedure method a backward logistic regression was done and the last step 
showed that the variable 'merchant' in the category of occupation, 'own a house' and 'pay for 
treatment during the last 3 months' are candidates for the final model A series of additions 
and removals together with interactions and combination of variables resulted in eight partial 
models. The models of the stepwise procedure have the advantage over the OLS results model 
that some of the important variables are retained in the analysis. 

5.3.2.2.2. The goodness of fit 
Appendix C shows the goodness of fit of the attributes for the different models and the crite-
rion of selection between the full model of the direct procedure and the partial models of the 
stepwise procedure. For all models the percentage predicted correctly is more than 85% and in 
the highest one, the partial model-7, 87.9% is correctly predicted. The omnibus test and the 
significance of the chi-square distribution show the improvement of the explanatory power 
models. The McFadden's R for all models ranges between 0.2 and 0.4. This is considered 
satisfactory [18]. The Hosmer and Lemeshow tests for all models show a distribution of 8 de-
gree of freedom for the different chi-squares of the different steps with significance not less 

95 



than 0.05. This indicates that the models are an adequate fit to the data. The likelihood ratios 
(LR) for the all partial models except the partial model-7 show that the chi-square is less than 
the critical value. This indicates that the full model is an improvement over them. The partial 
model-7 includes the important variables for the research. Moreover the chi-square of the LR 
is greater than the critical value. The model includes two interaction variables: 'other in-
come*have a car' and 'family size (6-10)*sometimes pay for treatment during the last three 
months'. The first interaction variable helps differentiating between the rich and the poor re-
garding the variable 'other income' and the second one is important for the significance of the 
model. Based on this and the other goodness of fit criteria this makes the partial model-7 the 
preferred model. The dependent variable in the model is 'receive free of charge public health 
services' and the independent variable are the socio-demographic variables in table 2. 

5.3.2.3. The method of analysis 

Because of the dichotomous nature of the dependent variable a logistic regression model is 
used for the statistical analysis. The dependent variable measures whether the respondent re-
ceives free of charge public health services. This variable is equal to 1 if the respondent re-
ceives free of charge public health services and is 0 otherwise. However since the linear prob-
ability model (LPM) is heteroscedastic and may predict probabilities beyond the (0, 1) range 
[19], the LRM is used to determine the factors, which influences the dependent variable. Ap-
pendix D shows the method for the statistical analysis. 
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Table 5.1. OLS estimate on the separate effects of individual HH characteristics on free of charge HS 

Variables B S.E. Wald Sig. 95.0 C.I. for 
exp (B) 

Lower Upper 

Family size (1-6) -.457 .421 1.182 .277 .277 1,444 
Family size (7-10) -.893 .448 3.966 .046 .170 ,986 

Education (secondary) -.407 .340 1.429 .232 .342 1.297 
Education (university) .045 .341 ,017 .895 .536 2.043 

Occupation (employee) -.241 ,378 .406 .524 .374 1.650 
Occupation (labours) -.437 .453 .930 .335 .266 1.569 
Occupation (merchant) -.987 .416 5.631 .018 .165 .842 
Occupation (jobless) .018 .711 .001 .980 .253 4.102 

Monthly income (100000-150000) .239 ,431 .308 .579 .546 2.958 
Monthly income (150000-300000) -.124 .433 .083 .774 .378 2,062 
Monthly income (300000-500000) .292 .446 .429 .513 .558 3.212 
Monthly income (>500000) -.144 .518 .078 .780 .313 2.389 

Other income (yes) ,583 .275 4,488 .034 1.04 3.072 

Have a car (yes) .059 .302 .038 .845 0.58 1,916 

Have dependents (yes always) 1.088 .346 9.871 .002 1.506 5.853 
Have dependents (yes sometimes) 1.670 .403 17.138 ,000 2.410 11.720 

House ownership (owned) -.763 .362 4.442 .035 .229 .948 
House ownership (others) .679 .412 2.709 .100 .879 4.424 

Pay tuition fees (yes always) .871 .453 3.701 .054 .984 5.797 
Pay tuition fees (yes sometimes) 1.564 .571 7.491 .006 1.559 14.635 

Episodes of sickness last 3 months (once) .577 ,697 .085 .408 .454 6.987 
Episodes of sickness last 3 months (twice) 1.369 .658 4.333 .037 1.083 14.262 
Episodes of sickness last 3 months (>twice) .686 .644 1.133 .287 .562 7.012 

Disease type (obs&pediatrics) -.434 .746 .339 .560 .150 2.794 
Disease type (internal medicine) -.856 .570 2.253 .133 .139 1.299 
Disease type (others) -.186 .564 .109 .741 .275 2.508 

No. of visits last 3 months (once) .470 .554 ,719 .396 .540 4.741 
No. of visits last 3 months (twice) .825 .559 2.176 .140 .763 6.826 
No. of visits last 3 months (>twice) .214 .532 .162 ,687 .437 3.512 

Pay for treatment last 3 months (yes always) -1.473 .365 16.280 .000 .112 .469 
Pay for treatment last 3 months (yes sometimes) .044 .376 .014 .906 .501 2.183 

Bought drugs last 3 months (yes always) -1.032 .381 7.352 .007 ,169 .751 
Bought drugs last 3 months (yes sometimes) -.693 .445 2.426 .119 .209 1.196 
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5.4, Results 

5.4.1. General characteristics of the respondents 

The description of the socio-demographic variables in the sample is presented in table 5.2 The 
frequencies in table 2 show that almost 80% of the respondents are in their high productive 
middle age. The family size scales indicate that the Sudanese society is composed of extended 
families. This also explains the high dependency rate of the country (93.5%) [20]. 
Primary education in table 5.2 is composed of illiterate, Khalwa and primary school educa-
tion.14 Secondary education refers to secondary and high-secondary schools. University edu-
cation refers to graduates and postgraduates. The relatively high percentage of university edu-
cation is only for Khartoum and big cities. In whole of the Sudan, the literacy rate is 40% for 
males and 15% for females [21]. 
The relatively high percentage of merchants and the free work category (34.4%) indicate the 
migration to the business sector. In table 5.2, it appears that 86% of the respondents have a 
monthly income between less than 100,000 and 500,000 Sudanese Pounds (Ls) [one US$ 
equals 2670 Ls]. These wages cover a small proportion of family expenses (about one quarter) 
[22]. Other income and ownership of a car also give an indication of the socio-economic 
status of the family. The earning of other income in particular is an example for the family's 
way to cope with the income-expenditure gap. Questions about car ownership and house 
ownership are asked to differentiate between different classes of socio-economic status, as-
suming that people who have a car and own a house are the rich. The high percentage (70.4%) 
of house ownership indicates that house ownership is not a strong indicator of wealth. The 
payment for dependents (for 55.6% of respondents) and of tuition fees (78.9% of respondents) 
indicate additional expenditure for some families. Family size is also an indicator of the fami-
lies' expenses. 
The high percentages of people who paid for treatment in the last three months (86.2%) and 
bought drugs during the last three months (90%) show the high demand for health services. 
The response to questions on the number of episodes of sickness during the last three months 
(88.1%), visit frequency to health services units for treatment during the last three months 
(86.4%) and the incidence of internal medicine diseases (49.8%) confirm this high demand for 
health services. The percentage of internal medicine diseases shows that Sudan still suffers 
from the old communicable diseases like malaria and that non-communicable diseases like 

1 ̂  diabetes and high blood pressure are on the increase. 

14 Khalvva means pre-school education, teaching Quran, Arabic language, and mathematics. 
15 Results from the same survey show that malaria is on the top of the morbidity list followed by diabetes and 
hypertension. 
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Table 5.2. Description of the dependent variable and the socio-demographic variables in the sample 

The dependent and the Socio-demographic variables Value range Frequency% N 

The dependent variable - receive free 1 = yes 13.8 450 
of charge (RFOCH) 0= no 86.2 

Age 1 = 31-40 yrs 79.1 450 
2= 41-50 yrs 20.9 

Family size 1= 1-6 50.0 450 
2= 7-10 40.9 
3= 11 - 15 9.1 

HH education 1 = primary 27.1 450 
2 - secondary 42.7 
3= university 30.2 

HH occupation 1= employee 30.2 450 
2 - labours 16.3 
3= merchant 34.4 
4= jobless 3.3 
5= military and police 15.8 

Monthly Income HH 1 - <100000 19.3 409 
2= 100000-150000 21.5 
3= 150000-300000 27.4 
4- 300000-500000 17.8 
5= >500000 14.0 

Other income source 1= yes 37.8 450 
2= no 62.2 

Have a car 1= yes 28.0 450 
2 - no 72.0 

Dependants 1 = yes always 41.6 450 
2~ yes sometimes 14.0 
3= none 44.4 

House ownership 1 = owned 70.4 450 House ownership 
2 - others 13.8 
3= rent 15.8 

HH pay school fees & pay for others 1= yes always 70.6 436 
2 - yes sometimes 8.3 
3= not pay 21.1 

Episodes of sickness last 3 months 1= once 21.2 304 
2= twice 22.0 
3= >2 44.9 
4= none 11.9 

Disease type 1= surgery & ortho. 7.2 307 
2= obs. & pediatrics 8.1 
3= medicine 49.8 
4= others 34.9 
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The dependent and the Socio-demographic variables Value range Frequcncy% N 

Visit Frequencies to health services unit last 3 months 1= once 25.1 362 
2= twice 18.8 
3= >2 42.5 
4~ none 13.5 

Pay for treatment last 3 months 1= yes always 66.2 450 
2= yes sometimes 20.0 
3= not paid 13.8 

Bought drugs last 3 months 1= yes always 69.8 450 
2- yes sometimes 20.2 
3= not paid 10.0 

5.4.2. Logistic regression estimation 

As mentioned before, the selected model provides the best fit for the data. The percentage cor-
rectly predicted is 87.9%. The chi-square for the whole model is 85.11, which is significant at 
0.000 levels. McFadden's R2 is 0.291, which is satisfactory. The LR shows that the selected 
model is an improvement over the full model given that the chi-square is lower than the criti-
cal value (Appendix C). The Hosmer and Lemeshow test's chi-square is 4.11 and it is distrib-
uted with 8 degree of freedom with significance of 0.847. 
Table 5.3 shows the LRM results for the selected model. The variables 'merchants', 'other in-
come', 'always have dependents', 'sometimes have dependents', 'own a house', and 'two visits 
to health service unit during the last 3 months', are statistically significant. The table also 
shows that two interactions terms are relevant, i.e. 'other income*have a car' and 'family 
size*sometimes pay for treatment last 3 months'. The results also indicate that although a 
variable like 'HH pay for tuition fees' is not significant, this variable is important for the sig-
nificance of the model. 
The odds ratio for the HH who has other income is almost 2.88. This suggests that those who 
have other income are almost three times more likely to receive free of charge public health 
services, than those who have no other income. The relatively small confidence intervals indi-
cate that the sample mean must be close to the true mean. Both the intervals are larger than 
one, which indicates that the relation between has other income and receiving free of charge 
public healtii services found in this sample is true for the whole population [23]. The odds ra-
tios for HH who have either always or sometimes dependents are 2.85 and 5.67, respectively. 
This suggests that those who have always or sometimes dependents are 3 to 5 times more 
likely to receive free of charge public health services, than those who have no dependents. 
The odds ratio for the HH who visited health service unit twice on average during the last 3 
months is 4.67. This indicates that those who visited a health services unit twice on average 
during the last 3 months are almost five times more likely to receive free of charge public 
health services than those who did not. Both confidence intervals are more than one and this 
indicates that the relation between two visits to a health services last 3 months and receiving 
free of charge public health services is true for the whole population. Although the upper 
limit of the confidence intervals is a little bit high (18.62) but the Odds (exp (B)) is relatively 
small (4.67) so the sample mean must be close to the true mean and a good representation of 
the population. 
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Although the results show that the variables 'merchants', 'other income*have a car', 'own a 
house' and 'family size*sometimes pay for treatment last 3 months' are statistically signifi-
cant, their odds ratios are still less than one. This indicates that the respondent who is a mer-
chant, has a car with other income, owns a house and has a family of 6 to 10 members and 
sometimes pays for treatment during the last three months is less likely to receive free of 
charge public health services. 

Table 5.3. Logistic regression results [dependent variable = received free of charge public health services 

Variables B 
Standard 

Error Significance Exp(B)-
95.0 C.i. for 

exp (B) Variables B 
Standard 

Error Significance Exp(B)-
Lower Upper 

Employee -0.545 0.504 0.279 0.580 .216 1.556 
Laborer -0.901 0.621 0.147 0.406 .120 1.372 
Merchant -1.639 0.600 0.006 0.194 .060 .629 
Jobless 0.676 0.882 0.444 1.966 .349 11.048 

Other income 1.059 0.434 0.015 2.884 1.231 6.756 

Have a car 0.771 0.541 0.154 2.163 .749 6.246 

Other income * have a car -2.421 1.034 0.019 0.089 .012 .675 

Always have dependents 1.048 0.469 0.026 2.853 1.137 7.161 
Sometimes have dependents 1.736 0.553 0.002 5.677 1.919 16.791 

Owned a house -1.377 0493 0.005 0.252 .096 .663 
Others -0.004 0.541 0.995 0.996 .345 2.877 

Always pay tuition fees 0.442 0.535 0.409 1.555 .545 4.437 
Sometimes pay tuition fees -0.040 0.732 0.956 0.961 .229 4.030 

One visit to health services unit last 3 months 1.237 0.680 0.069 3.446 .909 13.065 
Two visits to health services unit last 3 months 1.542 0.705 0.029 4.673 1.173 18.620 
More than two visits to health services unit last 3 0.741 0.676 0.274 2.097 .557 7.897 
months 

Family size (1-6) 0.992 1.190 0.404 2.697 .262 27.763 
Family size (7-10) -0.449 1.290 0.728 0.638 .051 7.998 

Always pay for treatment last 3 months -1.371 1.347 0.309 0.254 .018 3.557 
Sometimes pay for treatment last 3 months 2.159 1.401 0.123 8.660 .556 134.86 

Family size (l-6)*Always pay for treatment last 3 -0.819 1.535 0.594 0.441 .022 8.934 
months 
Family size (1-6)*Sometimes pay for treatment last 3 -3.376 1.620 0.037 0.034 .001 .817 
months 
Family size (7-10)*Always pay for treatment last 3 0.186 1.633 0.909 1.204 .049 29.544 
months 
Family size (7-10)*Sometimes pay for treatment last 3 -1.337 1.643 0.416 0.263 .010 6.578 
months 

Constant -2.249 1.374 0.102 0.106 

The percent correct prediction is 87.9%, the chi-square for the whole model is 85.111 distributed with 24 df, 
significant at 0.000 and the McFadden's R2 is 0.2912. 

r 
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5.5. Discussion 

The aim of this paper is to investigate the characteristics of people who receive free of charge 
public health services and to analyze if there are any impediments to the cost recovery poli-
cies on health care use. The empirical results show that a respondent who has other income, 
who always or sometimes has dependents and visits a health service unit twice on average 
during the last 3 months is more likely to receive free of charge public health services. The 
results also show that the respondent who is a merchant, has a car with other income, own a 
house and has a family of 6 to 10 members and sometimes pays for treatment during the last 
three months is less likely to receive free of charge public health services. The 95% confi-
dence intervals for ail significant independent variables (both more and less than one) show 
the true relation between these variables and the dependent variable 'receiving free of charge 
public health services' for the whole population. 
Overall 13.8% of the public health services is used free of charge. Together with the positive 
logistic regression results this indicates that both the rich and the poor benefit from the free of 
charge health services. The negative odds ratios of the logistic regression findings show that 
the merchant who owns a house, has other income and has a car is less likely to receive free 
of charge public health services. This indicates that there is no direct impediment to the cost 
recovery policies or exploitation by the well-off people. 
Other income is generally considered in studies in developing countries as a coping approach 
or an adjustment method that people pursue to engineer possible available alternatives to bal-
ance the income-expenditure gap and handle possible difficult situations [22]. In developing 
countries strategies of other income approaches include: the group solidarity strategies which 
include increasing the number of income earners (e.g. work of women and children) and ex-
ternal support mechanisms (e.g. transfers and remittance of migrants); income diversification 
strategies (e.g. involvement in secondary activities beside their main occupations i.e. medical 
doctors can work in the public and private sectors at the same time) and new form of assets 
utilization (e.g. turning private car into taxi) [22]. As has been mentioned before to differenti-
ate between poor and rich people regarding the variable 'other income' an interaction between 
this variable and the variable 'have a car' was done. This happens under the assumption that 
'have a car' pinpoints to the rich. The results show that the 'other income5 variable alone has a 
positive odds ratio, which indicates that both the poor and the rich enjoy the free of charge 
public health services. The interaction between 'other income' and 'have a car' shows a nega-
tive odds ratio which specifically indicates that the rich people are less likely to receive free 
of charge public health services. 
The frequency of visits to health services units during the last 3 months expresses the demand 
for care of the household during the past 3 months. The debate over the price and income 
elasticity of the demand for medical care underlies in part government efforts to continue and 
establish the cost recovery policies. A number of health demand studies have shown that acute 
medical care is relatively insensitive to its cash price [24]. Recently, one study found that fees 
may adversely affect utilization by low income groups [10]. Further, research has demon-
strated that if we account for all types of medical care compensation, cash outlays for private 
medicine (including traditional healers, drugs, etc.) tend to represent a large proportion of to-
tal health expenditures by the poor in the developing countries. This insensitivity to price 
suggests that the government can continue to establish cost recovery policies in favour of the 
poor [12]. 
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The variable 'have dependents' is one of the strongest indicators for the extra expenditure of 
the HH's budget in developing countries. This puts a burden on the HH. The high dependency 
indicator in Sudan (93.5%) is due to poor economic status, which forces the government not 
to fulfill the basic human rights of housing, health care, education and opportunities of work. 
The extended families structure of the society together with the well-established kinship insti-
tution aggravates this problem. The vast majority of the population lives below the absolute 
poverty line. Women and children account for 45% of the population [25]. The responsibility 
towards fathers, mothers, brothers and sisters weighs heavily on to the HHs. The high de-
pendency rate continues to have a negative impact on the households* budget. More study is 
needed to explore this area and to find scientific guidelines for effective solutions. 
Although the poor are the people who benefit from the free of charge policy, still many points 
should be considered. The absence of the referral system raises the question whether all these 
people enjoying the free of charge services are emergency cases? And how can we make the 
rich people pay for their emergency needs? Also how can we stop the big losses of the medi-
cal supplies? 

5.6. Conclusion and policy implications 

It can be concluded that the category that is most likely to receive free of charge public health 
services are the respondents who have other income and dependents. Given their high demand 
for health services and given that this group of people is likely to be the targeted population 
for free of charge health services, the cost recovery policies in Sudan are not likely to be 
threatened by the exploitation of the well-off people. So, the government can continue to offer 
free of charge public health services at emergency departments with effective measures to 
stop any misuse. 
No doubt one of the top urgent priorities facing the health planners in Sudan is to establish the 
health referral system. To do so the government needs to improve the quality of services at the 
health centers by keeping the revenues within these institutions. The retention of the payment 
revenue at the local level, as a supplement to public health care financing, can facilitate and 
improve the quality of services at the local level and keep the system viable [2, 8, 5 and 26]. 
Free of charge public health services in Sudan is a political decision taken without technical 
studies and support. There is a need for a better understanding of the packages of policies that 
meet the multiple objectives that politicians and the community pursue. If the government in-
sists on executing the new policy of free of charge at public health services for the third 
wards' classes, this may need careful and scientific handling. 
The success of cost recovery policies is contingent upon existing political, economic and 
managerial conditions. So, there is a need for assessing the cost recoveiy policies in terms of 
the political and economic circumstances under which the implementation occurs, the effect 
of cost recovery policies on equity and quality, the efficiency of operational performance, and 
the generation and maintenance of political and popular support [13]. 
The government needs to assess the limits of cost recovery policies under different geographi-
cal, socio-economic and service delivery settings; research is needed on service costs to facili-
tate rate settings. The involvement of the community in the management process will enhance 
that cost recoveiy policies are an effective community financing tool to enable the community 
to foster these policies [5 and 25]. 
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In developing countries it seems to be very difficult to establish a full cost recovery policy. 
On the other hand it is also difficult to provide total free of charge public health services. So, 
if user fees are a deterrent to utilization by the poor, improving access by different approaches 
like subsidies, waivers, and sliding fee system are potential corrective measures. However, 
one should consider the administrative feasibility of these systems. Or, in other words, can 
these systems be effectively implemented [13]? 
Finally, without a proper management, it will be very difficult to implement the cost recovery 
policies for poor protection measures, payment collection, and revenue allocation plans effec-
tively. 
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CHAPTER 6 

Household health-seeking behaviour in Khartoum, Sudan: 
The willingness to pay for public health services if these 
services are of good quality 

Published as: 'Household health-seeking behaviour in Khartoum, Sudan: The willingness to 
pay for public health services if these services are of good quality'. Health Policy; Vol. 75: 
pp. 140-158. 
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6.1. Introduction 

Despite its recent classification as a middle-income oil importer Sudan's economy is under-
developed. Since the late 1970s Sudan has been experiencing an economic crisis [1]. In addi-
tion, there have been significant cutbacks in external funding and donations. The World Bank 
and the International Monetary Fund have ceased their operations in the country [2]. The poor 
economic conditions in Sudan have eroded the resources needed for the government to pro-
vide minimally acceptable healthcare services. As in other Sub-Saharan countries, the long-
standing free of charge health services to the entire population has had negative impacts on 
the whole system [3]. In addition, the slow development of financial institutions and formal 
wage sector employment has limited the potential for health insurance to grow and has de-
layed the start-up of the private health sector [3]. 
In its quest to establish a sustainable solution for the financing of health services the govern-
ment initiated the Health Insurance Act, which was approved by the National Assembly in 
1995 [4]. According to the act, insurance is compulsory for all residents in the republic of Su-
dan. The contribution is income-related and amounts to 10% of the salary for the formal sec-
tor (4% paid by the employee and 6% paid by the employer). Health services are provided 
through the public sector freely for the insured except for 25% of the drug expenses. Although 
the vast majority of the population (more than 80%) is not employed in the formal sector no 
clear plans have been devised for insurance for the informal sector [5]. The informal sector is 
composed of the self-employed, non-employed, the poor, etc. This sector is facing many ques-
tions concerning people's income, affordability, willingness to pay, collection of contribu-
tions and provision of health services. It will be very difficult to establish a health insurance 
scheme without answering these questions. 
In 1992 Sudan started a new policy of Economic Liberalization. This encouraged and ex-
tended cost-recovery policies for the health sector, which imposed user charges for publicly 
provided healthcare services. In response to the Economic Liberalization policies the private 
sector expanded tremendously, A free market for health services including NGOs appeared 
but without private health insurance which is not yet established. One of the main factors that 
encouraged the private provision of health services was the perceived deterioration of the 
quality of services provided by the public health facilities. In addition, the introduction of 
charges for the publicly provided health services made the ratio of quality/cost more favour-
able for the private services, as the higher user charges in the private sector are compensated 
by its high quality [6]. In the years 1996 and 2000 the government decided to provide free of 
charge health services at emergency departments and inpatient wards. These steps were taken 
under the pressure of expanded poverty and the political situation. The expansion of poverty 
has led to deficient health services and an uninsured informal sector. Protests took place 
against the negative impacts of the Economic Liberalization's new policies i.e. the rapid 
growth of the private sector that favours the rich. This opened the debate again about these 
cost recovery policies and their usefulness for the Sudan. An answer to the question "Are peo-
ple willing to pay for public health services if these services are of good quality?" will provide 
guidelines to help health planners in establishing an adequate health financing system in Su-
dan. 
This paper aims at providing and discussing a broad study on the willingness to pay (WTP) 
for improving the quality of public health services in Khartoum in Sudan. The WTP is made 
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operational by the contingent valuation method. The WTP for public health services is condi-
tional on the improvement of the quality of health services in terms of: (a) specialist services, 
(b) advanced laboratory and X-ray unit analysis, (c) availability of drugs and consumables 
especially for children and (d) decreased waiting time. The paper uses a logistic regression 
model (LRM) to examine the WTP in relation to the demographic and socio-economic char-
acteristics of respondents. Further the paper aims to explore the differences in WTP between 
the respondents who already pay for the health services (group 1) and those who do not 
(group 2). 
The paper is organized as follows: Section 2 presents a short description of the cost-recovery 
policies in Sudan. The statistical methodology is presented in section 3. Section 4 contains the 
interpretations of the results and the discussion. Section 5 concludes with policy suggestions 
for the healthcare system in Khartoum in Sudan. 

6.2, Cost-recovery policies in Sudan 

During the 1980s and early 1990s Sudan responded to a number of international health initia-
tives to strengthen its health system: The World Bank 1987 Agenda for Change, which advo-
cated user fees and considered the health services as a private good; the Bamako Initiative 
with its community financing tool;16 the Harare Declaration on decentralization; and the 
World Development Report in 1993 with its focus on the minimum essential services package 
[7], In 1992 Sudan launched new Economic Liberalization policies, which are influencing the 
expansion of the cost-recovery policies in public facilities and encouraging private sector 
growth. 
Community participation in the design of the cost-recovery schemes is the main mechanism 
for achieving financial compatibility. In addition it helps to ensure benefit packages that are 
socially and culturally acceptable to the community [8]. User charges may be one way to im-
prove the sustainability of financing public health services in Sudan. It has been used in other 
countries with more or less success [9, 10]. Moreover, one study shows that people are willing 
to pay the higher prices of the private sector in return for good quality health services [11]. 
Sudan, like other developing countries, cannot allocate enough money for financing its health 
services but neither can the majority of the population afford to fill this gap [12]. User charges 
have a negative effect on equity. Fees tend to impose a barrier on the poor to use services. 
Some studies show the role of the nature of payment mechanisms on equity i.e. systems that 
employ a pure user charge are more likely to influence inequality than those with exemptions 
or risk sharing schemes [12]. No studies of the negative impacts of the user charge policies on 
equity have been held in Sudan but, as has been mentioned before, the debate on these issues 
was recently opened again in the Sudan. 
According to Curries, cost-recovery policies are the foundation for health insurance schemes 
and the transition towards privatisation [13]. Cost-recovery policies are expected to support 
the sustainability of the health financing system. They also allow the government to reallocate 
expenditures from curative services to public health activities that have a broader beneficiary 
base. Moreover, they are expected to reduce the private sector's price disadvantage relative to 

16 The Bamako initiative has been endorsed by some African countries to improve the utilization of primary 
health care facilities through a better availability of drugs based on user fees and managed by communities, in-
cluding identification of beneficiaries of exemption schemes. 
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the government sector, and encourage the expansion of the health insurance schemes for the 
formal and the informal sectors [14]. They are also expected to stop the widespread misuse of 
and drain on medical supplies by citizens and health workers [15]. 

6.3. Methodology 

6.3.1. Survey data 

The data obtained in the survey were collected through interviews based on an adapted ques-
tionnaire in Arabic. The questionnaire was pre-tested and retested after correction and modifi-
cations. The survey was conducted in 2001 in Sudan by a trained team following the pre-
tests. The team was based in middle Khartoum, joining the Ajaweed Society research de-

18 

partment. 
The survey was held in Khartoum, the capital of Sudan, and covered urban, suburban and ru-
ral areas. The samples were selected by a multi-stage sampling procedure, i.e. first, a selection 
of the three towns of the capital Khartoum (Khartoum, Omdurman and Bahary) was made. 
Second, each of these towns was divided into central, peripheral and rural areas. We made a 
random selection of localities in the central, peripheral, and rural areas, then a random selec-
tion of neighbourhoods and finally a random selection of households for the purposes of the 
survey. As planned, 460 households were contacted and none of them refused to respond. For 
the purpose of similarity and to increase the internal consistency of the sample, 10 question-
naires were dropped. This meant that the overall respondents' rate is 100%, which suggests 
high evidence of reliability. The survey targets the heads of households (HH), or their nearest 
relation. The survey includes questions on the respondents' age, gender, tribe, origin of HH, 
family size, education, occupation, and place of work. The respondents were asked a set of 
questions on their socio-economic position that included income and expenditure. With regard 
to income, the respondents were asked about their monthly income and any other income. 
Some studies use monthly income to categorize households as poor, rich or others [16]. We 
classified the respondents' monthly income in an ordinal manner, as shown in Table 6.1. The 
currency used in this paper is the Sudanese Pound (Ls).19 Monthly income in developing 
countries is not considered as a sufficient indicator for the household's economic status. 

Table 6.1« Classification of the respondents' monthly income 
HH monthly income Classification 
<lOOOOOLs Very low income 
lOOOOOLs -1500Q0Ls Low income 
ISOOOOLs - 300000Ls Moderate income 
300000Ls- 500000LS High income 
>500000Ls Very high income 

To collect additional information on their wealth, the respondents were asked whether they 
owned one of the following durable goods: a refrigerator, a car or a house. To examine their 
health condition the respondents were asked to determine the number of sickness episodes, 

17 The team consisted of a supervisor, a coordinator, three assistants, a statistician, 40 data collectors (students 
and graduates from Elahfad University for Women), two data entry workers, a secretary and a driver. 
18 Ajaweed Society is a NGO involved in counseling. It has a bilateral collaboration with the Khartoum Centre 
for Psychiatry and Counseling. 
19 One US$ currently is equivalent to 2670 Ls. 
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visits to health facilities and the number of prescriptions during the last three months. To ex-
amine the accessibility of health services the respondents were asked how far the nearest 
pharmacy is from their residence. They could choose between walking distance and driving 
distance. In addition, a question on the choice of one pharmacy is included. The respondents 
were asked a set of questions regarding their payments for the health services during the last 
three months. These were: whether they had paid any amount of money for health services, 
and whether they had bought drugs for themselves or any members of their household. 

6.3.2. The contingent valuation method 

The contingent valuation method is frequently applied in developed countries, but not in de-
veloping ones [17]. The validity and reliability of these methods are not yet well established, 
so the results should be interpreted with some caution [18]. The healthcare systems in devel-
oped countries offer a good environment for conducting these studies and results are used to 
increase the efficiency of healthcare delivery. In developing countries the high illiteracy rate 
and poor institutions do not contribute to a good environment for conducting such studies. As 
far as we know no similar studies have been held in Sudan. The transition towards privatisa-
tion, economic liberalization and towards building institutional facilities encouraged us to use 
these methods to analyse people's willingness and ability to pay (ATP) for these transforma-
tions in healthcare provision. Uncertainty about household income, the Sudanese dislike of 
bargaining over prices, the well known prices of the private sector and its relation with quality 
together with the bias of the starting price of the bidding game method made us decide to use 
the take-it-or-leave-it method. The prices presented in Appendix A for the two groups were 
constructed from the current costs of the public health services. Prices varied around the esti-
mated cost of the improved quality facilities and are close to the private sector's prices. In de-
veloped countries, willingness to pay corresponds closely to the ability to pay, which is not 
the case in developing countries. Instead of asking the respondents to give a yes or no answer, 
we offered them four options. The aim of this was to get some insight into the differences be-
tween willingness to pay and the ability to pay. For example, the response '1 would go into 
debt' is a strong indicator of willingness to pay but a weak indicator of ability to pay. Table 
6.2 shows these differences. We also aimed to overcome possible strategic behaviour biases, 
e.g. the response 'if I have enough money' is used to overcome die risk of respondents making 
a pledge they cannot keep. 
Because of the dichotomous nature of the responses the model chi-square was used as a reli-
ability test. The most common test of reliability is the amount of variance explained by the 
variable. A level of significance less than 0.05 indicates that the likelihood of the observed 
responses -given the estimated equation- is significantly greater than their likelihood given an 
equation without independent variables. Results reported in Appendix B suggest that the con-
tingent valuation method is reliable [19]. 

Table 6.2. Differences between WTP and ATP related to the answers in the take-it-or-leave-it method 
Answers WTP ATP 
I would not hesitate +++ +++ 
1 would go into debt ++ -

If I have enough money + 
I would not pay — 

+ = High - - low 



For the purpose of this paper - which investigates only the respondents' WTP - we considered 
the upper three options as WTP. For the analysis of ATP see Habbani et al 2003 [20]. To ex-
amine their willingness to pay for public health services, the respondents were divided into 
two groups according to their answers to the question 4do you receive free of charge public 
health services?1 (More information about the group who is entitled to free of charge public 
health services can be found in Habbani et al [21]) The respondents who answered no were 
classified into group 1. Because they already pay for public health services, they were asked a 
set of questions to investigate their willingness to pay an extra amount of money if these ser-
vices were of good quality. The respondents who receive free of charge public health services 
were classified into group 2. They were asked a set of questions to investigate their willing-
ness to pay for public health services if these services were of good quality (Appendix A 
shows the contingent valuation scenario). Four aspects of health services were selected to rep-
resent good quality: (a) specialist services, (b) laboratory and X-ray unit analysis, (c) avail-
ability of drugs, especially for children and (d) decreasing waiting time. The possible answers 
to investigate their willingness to pay for good quality were, (1)1 would not hesitate, (2) I 
would go into debt, (3) I would pay if I have enough money and (4) I would not pay. These 
options were designed to encourage the respondents9 intentions rather than beliefs or attitudes. 
Intentions are better predictors of behaviour than attitudes [18]. To explain what determines 
the WTP for improved quality of health services, we constructed a regression model in which 
the dependent variable is based on the 4 answers as follows. For each aspect of quality con-
sidered, and for the binary nature of the dependent variable we merged the first 3 answers (1), 
(2) and (3). We interpreted these as signifying that the respondent is willing to pay for this 
aspect of quality and the dependent variable takes a value = 1. If, instead, the respondent an-
swers (4), then we interpreted this as signifying that he/she is not willing to pay the proposed 
amount and the dependent variable takes the value = 0 (Figure 6.1 shows the construction of 
the dependent variables for the two groups). 
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Figure 6.1. The dependent variables construction 

Do you 
receive 
free of 
charge 
health 
services at 
public 
health 
facilities? 

Are you willing to pay for Public 
Health Services, If these services 
of good quality? 

Good Quality = 
a- Specialist services 

Advanced lab and X-ray 
analysis 
Availability of drugs 
especially for children 

d- Decreased waiting time 

b-

c-

1-1 would not 
hesitate 

2-1 would go into 
debt 

3- If I have enough 

4-1 would not pay 

Group (1) has 4 binary (depend-
ent) variables 

a- Specialist services 
b- Advanced lab and X-ray 

analysis 
c- Availability of drugs es-

pecially for children 
d- Decreased waiting time 

Group (2) has 4 binary (depend-
ent) variables 

a- Specialist services 
b- Advanced lab and X-ray 

analysis 
c- Availability of drugs es-

pecially for children 
d- Decreased waiting time 

a; Group (1) is already paying for the public health services, 
b; Group (2) receives free of charge public health services. 

6.3.3. Steps in the regression analysis 

6.3.3.1. Model selection 

The data used in this paper were taken from a multi-purpose household survey. To avoid ir-
relevant variables bias, some variables were eliminated as a first step in the model-building 
strategy. Due to transportation and security constraints the survey was conducted during day-
light and thus most of the respondents were females (62.9%). To solve the problem of the ra-
tio of cases to variables a process of merging categories was done for the variables age, family 
size, education, occupation and the type of the disease [22]. 
A necessary step in the model building strategy is the selection of variables to fit the model. A 
univariable selection analysis of each variable, i.e. Chi square, t-test, correlation and the Ordi-
nary Least Square (OLS), was done. Appendices C and D present the results of the OLS mod-
els for Group 1 and Group 2 respectively, as the last step of the univariable selection analysis. 
After completion of the univariable analysis, a selection for the multivariable analysis was 
carried out. Any variable with a level of statistical significance < .05 was a candidate for the 
multivariable model and considered important for the paper. Following the fit of the multi-
variable model, the importance of each variable included in the model was verified by a Wald 
statistics examination [23]. 
Models with only the significant variables of the OLS estimations proved to be poor models 

for the two groups. The direct and the stepwise procedures were used instead. Compared to 
the OLS results, the full models of the direct procedure method for both groups show that 
some variables were eliminated and that the models do not fit better than the OLS models. In 
the stepwise procedure method a backward logistic regression was done and a series of addi-
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tions and removals together with interactions and combination of variables resulted in eight 
models that have the advantage over the OLS and the full models. 

6.3.3.2. Statistical method 

Because of the dichotomous nature of the dependent variables a LRM was used for the statis-
tical analysis to estimate the factors (independent variables) that influence the dependent vari-
able willingness to pay. Appendix E presents the statistical analysis method. 

6.4. Results 

6.4.1. Descriptive results of the survey 

The description of the socio-demographic variables in the sample can be found in table 6.3. 
The frequencies in table 3 show that more than 80% of the respondents in group 1 are willing 
to pay extra money for public health services if these services are of good quality. In group 2, 
more than 75% is willing to pay for public health services if these services are of good qual-
ity. Table 6.3 also shows that almost 80% of the respondents are in highly productive middle 
age (31-40 years). It also shows the family size scales i.e. that Sudanese society is composed 
of extended families. This explains the high dependency rate (93.5%) [24]. Primary education 
in table 3 refers to illiterate, pre-school Khalwa (Quraanic School), and primary school educa-
tion. Secondary education refers to secondary and high secondary schools. University educa-
tion refers to graduates and post-graduates. The relatively high percentage of university edu-
cation is only found in Khartoum and big cities, as is clear if we consider that in the whole of 
Sudan the literacy rate is 40% for males and 15% for females [25]. 
Migration to the business sector due to the Economic Liberalization policies explains the high 
percentage of the merchant category (34>4%).20 In table 6.3, 86% of the respondents have a 
monthly income between 100,000 Ls and 500,000 Ls. These wages cover a small proportion 
of family expenses and are equal to one quarter of the family's expenditure [26]. Monthly in-
come is an inadequate indicator for socio-economic status in developing countries. The vari-
ables referring to other income and to car ownership are also indications of the socio-
economic status of the family. The variable referring to other income in particular is an exam-
ple of how families bridge the income-expenditure gap. Questions on car and house owner-
ship were asked to differentiate between different classes of socio-economic status, assuming 
that people who have a car and own a house are rich. The high percentage (70.4%) of house 
ownership indicates that the majority of the respondents have their own house. The variables 
'have dependents' (55.6%) and 'pay tuition fees' (78.9%) together with the variable 'family 
size1 show the burden of additional expenditure on the household's budget. 
The high percentage of people who had paid for treatment during the last three months 
(86.2%) and who had bought drugs during the last three months (90%) show the considerable 
demand for and utilization of health care services. The response to questions on the number of 
episodes of sickness during the last three months (88.1%), frequency of visits to health service 
units for treatment during the last three months (86.4%), and the internal medicine diseases 
(49.8%) confirm this. 

0 ƒ L " Merchant refers to a trader, shop owner and businessman. 
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Table 6.3. Description of the dependent and the socio-demographic independent variables in the sample 

The dependent and the Socio-
demographic variables Value range Frequencies N 

Std. 
Min Max Mean Deviation 

Group 1 ~ dependent variables 
Seen by a specialist 1= yes 86.9 388 0 .87 .338 

0= no 13.1 
Lab and X-ray analysis 1 = : yes 85.8 388 0 .86 .349 

0= : no 14.2 
Drugs availability 1 = : yes 88.1 387 0 .88 .324 

0= : no 11.9 
Reduce waiting time 1= : yes 81.7 388 0 .82 .387 

0= : no 18.3 

Group 2 - dependent variables 
Seen by a specialist 1 - yes 75.8 62 0 

0= no 24.2 
Lab and X-ray analysis 1 - yes 77,0 61 0 

0= no 23.0 
Drugs availability 1 = yes 80.6 62 0 

0= no 19.4 
Reduce waiting time 1= yes 75.8 62 0 

0= no 24.2 

Age 1= 31 -40 yrs 79.1 450 1 
2= 41-50 yrs 20.9 

Family size 1 = • 1-6 50.0 450 1 
2- 7-10 40.9 
3= 11 — 15 9.1 

HH education 1 =primary 27.1 450 1 
2~ : secondary 42.7 
3~ : university 30.2 

HH occupation 1 = employee 30.2 450 1 
2- labour 16.3 
3= :merchant 34.4 
4- jobless 3.3 
5~ ̂military and 15.8 
police 

.76 

.77 

.81 

.76 

.432 

,424 

.398 

.432 

1.21 .407 

3 1.59 .652 

2.03 .757 

7 3.49 2.217 

Monthly Income HH 
1= <100000 1= veiy low in- 19.3 
2~ 100000-150000 come 21.5 
3=150000-300000 2= low income 27.4 
4=300000-500000 3= moderate in- 17.8 
5=>5Q0000 come 14.0 

4= high income 
5= very high in-
come 

Other income source 1= yes 37.8 
2- no 62.2 

Have a car 1= yes 28.0 
2= no 72.0 

Dependents 1 -yes always 41.6 

409 

450 

450 

450 

1 

1 

1 

2.86 1.307 

1,62 .485 

1.72 .449 

3 2.03 .928 
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The dependent and the Socio-
demographic variables 

Value range Frequencies N Min Max Mean 
Std. 

Deviation 

2- yes sometimes 
3=none 

14.0 
44.4 

House ownership 1 = owned 
2=others 
3= rent 

70.4 
13.8 
15.8 

450 1 3 1.43 .723 

HH pay school fees & pay for others 1= yes always 
2- yes sometimes 
3=not pay 

70.6 
8.3 

21.1 

436 1 4 1.58 .917 

Episodes of sickness during the last 3 
months 

1=once 
2=twice 
3 =>2 
4= none 

21.2 
22.0 
44.9 
11.9 

304 1 3 2.27 .824 

Disease type 1 = surgery & or-
tho. 
2= obs. & paediat-
rics 
3= medicine 
4=others 

7.2 
8.1 

49.8 
34.9 

307 1 4 2.66 1.033 

Visit Frequencies to HSU during the 
last 3 months 

1 = once 
2=twice 
3= >2 
4= none 

25.1 
18.8 
42.5 
13,5 

362 1 4 2.44 1.012 

Pay for treatment during the last 3 
months 

1 -yes always 
2=yes sometimes 
3=not paid 

66.2 
20.0 
13.8 

450 1 3 1.48 .725 

Bought drugs during the last 3 months l=yes always 
2=yes sometimes 
3=not paid 

69.8 
20.2 
10.0 

450 1 3 1.40 .664 

6.4.2. Logistic regression estimation 

The goodness of fit assessment for the eight models is presented in Appendix E. The models 
provide a good fit for the data; the percentage of correct predictions is between 78% and 88%, 
the chi squares are significant and the McFadden R are satisfactory. 
Table 6,4 shows the LRM results for the dependent variables in group 1. For the first depend-
ent variable for group 1, 'specialist services', the variables 'moderate income', 'high income', 
'very high income', 'always paid for treatment during the last 3 months' and 'sometimes paid 
for treatment during the last 3 months' are statistically significant. While the variables 'occu-
pation' and 'bought drugs during the last 3 months' are not significant, they are still important 
for the significance of other variables in the model. These results show that the odds ratio for 
the significant factors are more than one and this indicates that the respondents with these sig-
nificant characteristics are more likely to be willing to pay for the public health services if 
these services were introduced by a specialist. 
For the second dependent variable for group 1, 'advanced lab and X-ray analysis' , the vari-
ables 'low income', 'moderate income', 'high income', 'very high income', 'always paid for 
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treatment during the last 3 months', 'sometimes paid for treatment during the last 3 months', 
'sometimes bought drugs during the last 3 months' and 'own a house' are statistically signifi-
cant While the variable 'occupation is not significant, it is still important for the significance 
of other variables in the model These results show that the odds ratios for the significant fac-
tors mentioned above are 4, 4, 10, 8, 5, 6, 4, and 4 respectively (see column six in table 6.3). 
This suggests that the respondents with these significant factors are more likely to be willing 
to pay for public health services assuming that the attribute of good quality in these services is 
an advanced lab and X-ray analysis. 
For the third dependent variable for group 1, 'availability of drugs especially for children', 
only five factors significantly influence the probability of the household to be willing to pay 
for public health services. These factors are: 'moderate income5, 'high income1, Very high in-
come', 'always paid for treatment during the last 3 months', 'sometimes bought drugs during 
the last 3 months' and 'own a house'. These results show that the odds ratios for the significant 
factors are 3, 3, 3, 4, 7 and 3, respectively (see column six in table 6,3). This suggests that 
those with such significant variables are more likely to be willing to pay for public health ser-
vices if drugs are available, especially for children. 
For the fourth dependent variable for group 1, 'decreased waiting time', the variables 'mer-
chant', 'high income', and 'always paid for treatment during the last 3 months1 are statistically 
significant. While the variables 'frequency of visits to health services unit during the last 3 
months' is not significant, it is still important for the significance of other variables in the 
model. These results show that the odds ratio for the HH who is a merchant is almost 4.195. 
This suggests that those who are merchants are over four times more likely to be willing to 
pay for public health services if the waiting time for these services decreases. The odds ratio 
for the HH who has a high income is almost 10.980. This suggests that those who have a high 
income are almost eleven times more likely to be willing to pay for public health services if 
the waiting time for these services decreases. The odds ratio for the HH who always paid for 
treatment during the last 3 months is almost 3,302. This suggests that those who always paid 
for treatment during the last 3 months are almost three times more likely to be willing to pay 
for public health services if the waiting time for these services decrease. 
Table 6.5 shows the LRM results of the dependent variables for group 2. The first dependent 
variable for group 2, 'specialist services', has only two factors that significantly influence the 
probability of the household WTP: 'family size (1-6)' and 'HH education (university)'. While 
the variable 'have dependents' is not significant it is still important for the significance of 
other variables in the model. These results show that the odds ratios of the significant factors 
are 6.963 and 7.099 respectively. This suggests that the respondents of the significant factors 
mentioned would be more likely to be willing to pay for public health services if these ser-
vices were introduced by a specialist. 
For the second dependent variable for group 2, 'advanced lab and x-ray analysis', only the 
variable 'family size (7-10)' is statistically significant. While the variables 'HH education5 and 
'have dependents' are not significant they are still important for the significance of other vari-
ables in the model. These results show that the odds ratio for the HH who have a family size 
of (7-10) members is almost 8.526. This suggests that those with a family size of 7 to 10 
members are almost nine times more likely to be willing to pay for public health services if 
these services include advanced lab and X-ray analysis. 
In the regression with 'availability of drugs especially for children' as the dependent variable, 
the variables 'HH education (secondary)' and 'HH education (university)' are statistically sig-
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nificant. While the variable 'HH family size' is not significant, it is still important for the sig-
nificance of other variables in the model. These results show that among group 2 the odds ra-
tios of the significant factors are 6.250 and 12.170 respectively. This suggests that the respon-
dents with such factors are more likely to be willing to pay for public health services if drugs 
are available, especially for children. 
In the forth equation for group 2, 'decreased waiting time', only the variables 'family size (1-
6)', 'family size (7-10)' and 'episodes of sickness during the last 3 months' are statistically 
significant. While the variable 'HH education' is not significant, it is still important for the 
significance of the model. The positive odds ratios of the 'family size' (1-6) and 'family size' 
(7-10) indicate that respondents with these significant variables are more likely to be willing 
to pay for public health services if the waiting time for these services decreases. The negative 
odds ratio for the variable 'episodes of sickness during the last 3 months' indicates that the 
respondent with this variable is less likely to be willing to pay for public health services if the 
waiting time for these services decreases. 

Table 6,4. Logistic regression results for group 1 dependent variables 

Group 1 de-
pendent Vari-
ables 

Independent Variables B Standard 
Error 

Signifi-
cance 

Exp(B) 

00 TJ O o 

3T 
r-f" C/> a> 

Employee 
Labour 
Merchant 
Jobless 

-.078 
-.034 
.633 

-1,571 

.528 

.559 

.576 

.931 

.882 

.952 

.271 

.091 

.925 

.967 
1.884 
.208 

tad « r> 
ro u> 

Low income HH (100000-150000) 
Moderate income HH (150000-300000) 
High income HH (300000- 500000) 
Very high income HH (>500000) 

.751 

.945 
2.040 
1.592 

,487 
.461 
.696 
.654 

.123 

.041 

.003 

.015 

2.120 
2.572 
7.690 
4.913 

Always paid for treatment during the last 3 
months 
Sometimes paid for treatment during the 
last 3 months 

1.128 

1.882 

.566 

.759 

.046 

.013 

3.089 

6.569 

Always bought drugs during the last 3 
months 
Sometimes bought drugs during the last 3 
months 
Constant 

.123 

1.305 

-.321 

.644 

.748 

.700 

.848 

.081 

.647 

1.131 

3.687 

.726 

r & 

Q. 
X 1 
7> 

Employee 
Labour 
Merchant 
Jobless 

.014 

.190 

.430 
-1.445 

.535 

.576 

.572 

.964 

.980 

.741 

.452 

.134 

1.014 
1.209 
1.538 
.236 

t» 
EL 
{A m • w 

Low income HH (100000-150000) 
Moderate income HH (150000-300000) 
High income HH (300000- 500000) 
Very high income HH (>500000) 

1.408 
1.367 
2.311 
2.076 

.509 

.470 

.652 

.664 

.006 

.004 

.000 

.002 

4.086 
3.924 
10.081 
7.970 

Always paid for treatment during the last 3 
months 

1.680 .565 .003 5.364 
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Group 1 de-
pendent Vari-
ables 

u n G ÜQ 
£3 
P 
M M • 

» CT* 

a Q O 
a 03 cn O * 

3 CT3 

3 Ct> 

Independent Variables B Standard 
Error 

Signifi-
cance 

Exp(B) 

Sometimes paid for treatment during the 1.764 .678 .009 5.836 
last 3 months 

Always bought drugs during the last 3 -.176 .635 .782 .839 
months 
Sometimes bought drugs during the last 3 1.454 .730 ,046 4,280 
months 

Own a house 1.345 .472 .004 3.838 
Others 1.145 .631 .070 3.143 
Constant -2.084 .806 .010 .124 

Low income HH (100000-150000) .780 .515 .130 2.182 
Moderate income HH (150000-300000) 1.144 .516 .027 3.139 
High income HH (300000- 500000) 1.188 .578 .040 3.281 
Very high income HH (>500000) 1.218 .610 .046 3.379 

Always paid for treatment during the last 3 1.285 .550 .020 3.613 
months 
Sometimes paid for treatment during the .221 .591 .708 1.248 
last 3 months 

Always bought drugs during the last 3 .600 .578 .299 1.822 
months 
Sometimes bought drugs during the last 3 1.969 .698 .005 7.165 
months 

Own a house .966 .490 .048 2.628 
Others .686 .631 .277 1.986 
Constant -1.175 .648 .070 .309 

Employee .972 .531 .067 2.643 
Labour .751 .553 .174 2.120 
Merchant 1,434 .545 .009 4.195 
Jobless -.288 .933 .758 .750 

Low income HH (100000-150000) ,537 .502 .284 1,712 
Moderate income HH (150000-300000) .791 .479 .098 2,206 
High income HH (300000- 500000) -.022 .522 .966 .978 
Very high income HH (>500000) 2.396 1.098 .029 10.980 

Always paid for treatment during the last 3 1.194 .543 .028 3.302 
months 
Sometimes paid for treatment during the 1.261 .659 .056 3.528 
last 3 months 

One visit to HSU unit during the last 3 -.723 .581 .213 .486 
months 
Two visits to HSU unit during the last 3 -.245 .634 .699 .782 
months 
More than two visits to HSU unit during the -.054 .578 .925 .947 
last 3 months 
Constant -.555 .801 .488 .574 
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Table 6,5. Logistic regression results for group 2 dependent variables 

Group 2 de- Independent Variables B Standard Significance Exp(B) 
pendent Vari- Error 
ables 
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Family size (1-6) 1.941 .942 .039 6.963 
Family size (7-10) 1.778 .955 .063 5.920 

HH education (Secondary) 1.087 .804 .177 2.964 
HH education (University) 1.960 ,960 .041 7.099 

Always have dependents -.549 .994 .581 .578 
Sometimes have dependents -1.064 1.075 .322 .345 
Constant -.654 1.148 .569 .520 

Family size (1-6) 1.831 .945 .053 6.241 
Family size (7-10) 2.143 1.007 .033 8.526 

HH education (Secondary) 1.250 .902 .166 3.491 
HH education (University) 1.263 .891 .156 3.537 

Always have dependents -1.503 1.247 .228 .222 
Sometimes have dependents -1.326 1.363 .331 .265 
Constant .131 1.315 ,921 1.140 

Family size (1-6) 1.806 .999 .071 6.087 
Family size (7-10) 1,185 .973 .223 3.271 

HH education (Secondary) 1.833 ,912 .045 6.250 
HH education (University) 2.499 1.157 .031 12.170 
Constant -.901 .789 .254 .406 

Family size (1-6) 2.596 1.207 .031 13.412 
Family size (7-10) 2.362 1.203 .049 10.616 

HH education (Secondary) .523 1.022 .609 1.688 
HH education (University) 1.799 1.213 .138 6.044 

One attack of sickness during the last 3 -.328 1.526 .830 .720 
months 
Two attacks of sickness during the last 3 -2.546 1.038 .014 .078 
months 
Constant -.395 1.004 .694 ,674 

6.5. Discussion 

The overall percentages of people willing to pay for good quality of public health services in 
group 1 and group 2 are more than 80% and 75%, respectively. This indicates a high percent-
age of WTP for public health services with good quality and supports the claims of health 
planners. These empirical findings confirm the importance of the quality of health services in 
motivating the demand for public health services. It appears that with improved services, a 
floor for reasonable fees could be set [14]. This supports the continuity of the cost recovery 
polices because virtually the majority of the households are willing to pay these reasonable 
fees. 
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Our results show that the willingness to pay for each aspect of the quality of public health 
services (dependent variables) depends on the respondents' characteristics. Table 6.6 provides 
these main influencing characteristics for quality aspects for the two groups of respondents. 
For group 1, socio-economic factors are important determinants of WTP. The LRM analysis 
shows that the main socio-economic variables ('income', 'merchant', 'house ownership') and 
expenditure on health (i.e. always and sometimes paid for treatment during the last 3 months' 
and 'always and sometimes bought drugs during the last 3 months') have a significant impact 
on WTP behaviour. The higher a respondent's income, the greater his/her willingness to pay, 
and the more eager he/she is to pay for good quality public health services. 
'House ownership' and 'merchant' variables are powerful indicators for the relatively high 
socio-economic status of a respondent in developing countries like Sudan. Although monthly 
income is an imperfect indicator of socio-economic status in developing countries, it can still 
be accepted in the presence of powerful indicators like 'merchant'. 
Generally there are no prominent differences between the four aspects of quality of health 
with regard to the influence of socio-demographic characteristics of group 1. Nevertheless the 
preference for high quality of 'lab and X-ray unit analysis' and 'availability of drugs especially 
for children' is expressed by respondents who have a high demand for health care and who 
own a house i.e. most probably older residents. This is a notable point that should help plan-
ners and designers of community participation programmes to consider the requirements of 
older residents, their families and their community leaders when arranging the quality they 
prefer. It also emphasizes that these two quality aspects of services should be considered 
when setting charges. Besides this, the significant effect of a low income on the demand for 
lab and X-ray analysis is surprising and should be considered in planning. Decreased waiting 
time as an aspect of quality of health care seems to be favoured by the rich population. Unless 
the government directs revenues to be used in the same facility it will never be able to achieve 
a decrease in waiting time. This is because incentives will encourage the facility to make per-
sonnel available. Not only that, the facility could then overcome the chronic problem of elec-
tricity shortages that paralyse the lab and the X- ray investigation and make the waiting time 
even longer. If revenues are retained within the facility, managers will be able to avoid the 
chronic shortages of consumables by using the private market to fill the supply gap with e.g. 
lab reagents, X-ray films, catheters and disposable syringes. 
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Table 6.6. The main characteristics influencing quality aspects for group 1 and group 2 

Group 1 

WTP for: Main determinants 

Specialist Services 

Advanced lab and X-
ray analysis 

Availability of drugs 
specially for children 

Decreased waiting 
time 

Monthly income (either moderate, high or very high) 
Use of health services (who always or sometimes paid for treatment during 
the last 3 months) 

Monthly income (either low, moderate, high or very high) 
Respondent's wealth (house ownership) 
Use of health services (always or sometimes paid for treatment during the last 
3 months) 
Drugs consumption (sometimes bought drugs during the last 3 months) 

Monthly income (either moderate, high or very high) 
Respondent's wealth (house ownership) 
Use of health services (always paid for treatment during the last 3 months) 
Drugs consumption (sometimes bought drugs during the last 3 months) 

Occupation (merchant) 
Monthly income (very high) 
Use of health services (always paid for treatment during the last 3 months) 

Group 2 

WTP for: Main determinants 

Specialist Services Family size (1 -6 members) 
Education (university education) 

Advanced lab and X- Family size (7-10 members) 
ray analysis 

Availability of drugs Education (either secondary or university education) 
specially for children 

Decreased waiting 
time 

Family size (either 1-6 or 7-10 members) 
Episodes of sickness (two attacks of sickness during the last 3 months) 

The high percentage of people favouring 'availability of drugs' compared to the other three 
aspects of quality of health services confirms that people consider the availability of drugs as 
the most important aspect on which to judge the quality of health services [14, 15 and 16]. 
The appreciation for public health services that adopt cost recovery policies seems to increase 
if quality, as measured by the availability of drugs, also increases [27]. This may be because 
drugs are better defined than the other quality improvements [19]. The existence of infectious 
diseases in developing countries has made the role of drugs in relieving the situation obvious. 
The establishment of an active market of pharmaceuticals in Sudan means that information is 
now available on drug prices and on how much of the household budget is actually spent on 
drugs [19]. 
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For group 2 the variables 'family size' and 'high education' have a significant impact on re-
spondents' WTP behaviour. Respondents from bigger families tend to be more willing to pay 
for good quality public health services . This may be due to the nature of infections and the 
anticipation by big families that they will have to spend a lot of money if they delay appropri-
ate and quick treatment. 
The results show that a more highly educated respondent is more WTP for good quality pub-
lic health services [28], The reason for this may be related to the close relationship between 
high levels of income and education. Higher education also implies that people have more in-
formation and are more able to evaluate and judge [12]. 
Both groups are willing to pay for good quality public health services. However, some differ-
ences between them appear when we look at the respondents' characteristics that influence 
their WTP. If we compare the two groups on their WTP for good quality public health ser-
vices, we see that group 1 respondents who are used to paying for health services are more 
willing to pay than group 2 respondents who would be willing to pay for the first time. The 
high WTP by group 1 in comparison to group 2 can be seen as an indication of the satisfaction 
of group 1 respondents with the existing public health services. Further it indicates their belief 
in the assumption that if they pay an extra amount of money it will encourage improvement in 
the quality of the health services. Furthermore this reflects the trust and the belief of group 1 
respondents in cost recovery polices. The lower WTP of group 2 may be due to hesitation and 
uncertainty about these new experiences. It may also be due to the amount of money that is 
mentioned in the contingent valuation scenario (Appendix - A). However the long history of 
receiving free of charge public health services is expected to be a psychological barrier and 
may prevent them from accepting the idea of paying for health services. The results of the 
LRM are consistent with the expectations for both groups. While group 1 respondents varied 
in their WTP due to economic factors, the group 2 respondents varied in their WTP through 
(high) education and (big) family size. 
One of the unexpected results is the insignificant effect in the LRM of being employed. At the 
time of the research the adoption of the health insurance scheme had not been completed. 
During the pre-test phase we recognized a bias related to the answers of the insured-employee 
H.H. Although they are insured employees they were not willing to admit this when answer-
ing the questionnaire. Because of this bias we have excluded any reference to the respondent 
being insured, 

6.6. Policy suggestions and Conclusions 

The majority (i.e. more than 75%) of the respondents are willing to pay for public health ser-
vices. These results have been obtained on the assumption that public health services are of 
good quality. It appears that with improved services, some reasonable floor fees could be set. 
This supports and encourages the continuity of cost recovery policies because the majority of 
the households are willing to pay a reasonable fee. Our conclusions and the policy sugges-
tions' validity is confirmed by the situational analysis of Sudan presented in The National 
Strategic Plan of Sudan - The First Quarter of the Century (2003 - 2027) [29]. 
Charges would be appropriate if the money collected is used to improve the quality of ser-
vices. Thus special attention should be paid to the policies of circulating fee revenues within 
the facility and of using them to improve the quality of services [30]. Policymakers in Sudan 
should focus on those quality improvements that might ultimately reduce the financial burden 
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on the poor. This may include improving the quality of the lab, X-ray analysis and availability 
of drugs [18]. 
The continuity of cost recovery policies will prepare the ground for the establishment of 
community-based health insurance and will help the government to contribute to the effec-
tiveness and sustainability of the informal sector [31]. No doubt many more studies are 
needed to explore other areas important for this establishment. 
Regarding the private sector these results are encouraging for the tremendous growth of this 
sector for two reasons. First, the high percentage of WTP for the quality of health services 
favours the private sector. Second, the stabilization of the health financing policy will encour-
age the private sector to continue growing. The coordination with the public sector should be 
consistent with these attempts. These results also prepare the ground for co-operation between 
the public and the private sectors and invite the launch of private-public initiatives . 
More studies on WTP approaches are needed to complete the scene and to deal with the un-
covered areas. For example a survey to detect the individual WTP together with the house-
hold's WTP will allow for more generalization of the findings [17]. Moreover, some re-
searchers have criticized the World Bank generalization of WTP results as ability to pay and 
argued that 'it tells little about ability'. So, we have to consider WTP results as heralds and 
potentials for ability to pay, to be confirmed by additional studies [10]. 
The fact that there is no golden rule in contingent valuation means that other contingent valua-
tion methods are important to support the findings of the take-it-or-leave-it procedure and to 
overcome its biases. The combination of more than one contingent valuation method in one 
study will encourage the findings and provide more reliable results. 
Finally, these results are expected to encourage the government to be more cautious about de-
cisions in health financing. No doubt the government should pay more attention to such stud-
ies. 
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CHAPTER 7 

The user fee policy in Khartoum State in Sudan: 
The ability to pay for public health services in relation to 
willingness to pay 

Submitted as: 'The user fee policy in Khartoum State in Sudan: The ability to pay for public 
health services in relation to willingness to pay'. Health Planning and Management. 

127 



7.1. Introduction 

Historically, the government of Sudan, as in other developing countries, provided health care 
free of charge. At the same time it has witnessed a non-stop deterioration of health services 

1 
[1]. In 1976, before joining the Health for All campaigns, Sudan started a user fee policy i.e. 
a policy of symbolic payments [2]. The Primary Health Care (PHC) policies of 1978 encour-
aged user fee policies in the context of community participation. Although the user fee policy 
was initiated as an emergency measure to bridge the gap in health expenditure, it has come to 
stay and to be accepted [3]. 
In 1996 and 2000, under the pressure of poverty and political constraints, the government 
stepped back from its user fee policies by offering free of charge public health services at 
emergency departments. This was extended to third-class inpatient services as well. The gov-
ernment took these two steps without any scientific study. Although the government claims 
that these two steps favoured the poor, health planners considered them to be a political re-
sponse. Currently, the government policy on user fees remains unclear, and politicians have 
been putting forward conflicting views on the matter. Politicians insist that an inability to af-
ford to pay user charges is behind the increasing resistance to user fee policies. On the other 
hand health planners claim that people are able to pay for public health services if these ser-
vices are of good quality. They point to studies from other developing countries, with similar 
circumstances, showing that people are able to pay the high prices of the traditional healers 
and the higher price for good quality in the private sector [4]. 
The purpose of this paper is to present and discuss a broad study on the ATP for improved 
quality of public health services in Khartoum State in Sudan. A contingent valuation method 
was used to elicit the ATP. The ATP for public health services focuses on four aspects of 
quality related to health services. These quality aspects are: (a) quality of the specialist ser-
vices, (b) availability of advanced laboratory and X-ray unit analysis, (c) availability of drugs 
and consumables especially for children and (d) decreased waiting time. A logistic regression 
model (LRM) was used to estimate the ATP in relation to respondents' demographic and 
socio-economic characteristics. An additional objective of the paper was to explore whether 
there are any differences in ATP between respondents who already pay for the health services 
and those who do not yet pay. The paper also investigates the relationship between ATP and 
willingness to pay (WTP). The results obtained from the ATP study and the results of the 
WTP study presented in [5] are compared. 
The remainder of the paper is organized as follows. The next section presents a short brief 
about the user fee policy in Sudan, the methodology and the model selection. The third sec-
tion presents the statistical analysis approach, the interpretation of the results and the discus-
sion. The paper concludes with policy implications and recommendations for the health care 
system in Khartoum in Sudan. 

7.2. User fee policy in Sudan 

Sudan suffers from a chronic shortage in the government's budget for health. The government 
has endorsed many initiatives to support and improve health and welfare [6]. In reality very 

The modest amount of literature available about Sudan and the similarity in situations in developing countries 
encouraged us to use the relevant literature from other developing countries' experiences. 
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few resources are spent on health. The World Bank estimated the government health expendi-
ture amounts 0.07% of the GDP in 2001 [7]. More often than not, only a limited proportion of 
the approved budget is actually available. Despite the rapid growth in total public sector out-
lays during the 1970s and 1980s, the share of direct central government spending allocated to 
the health sector declined from 5.3 percent to 1.2 percent of the total budget. Although actual 
direct health care expenditure increased on average by 6.4 percent per year in real terms dur-
ing this period, the rate of increase was both the slowest among the major budget items and 
the most volatile [8]. 
In 1988, Sudan together with the other African countries endorsed the Bamako Initiative. This 
Initiative was launched to support efforts to make PHC more effective. The main goal of the 
initiative was to establish universal access to PHC. The attainment of this would be enhanced 
through a substantial decentralization of health decision-making to the district level; commu-
nity management of PHC; user fees under community control and a realistic national drug 
policy [9]. Community financing constitutes the innovation spark and the cornerstone of the 
initiative. Community financing, a term derived from the Bamako Initiative, is different from 
user fee efforts conducted in other parts of the world. While the primary goal of community 
financing is the sustainability of health services by deterring excessive use, raising additional 
revenues and involving the community in health care management, the aim of user fees is to 
improve the quality of the health care delivery system [10]. The Bamako initiative also made 
it clear that free of charge public health services would no longer be supplied because this 
leads to unacceptably poor sustainability of the quality of services [11]. 
In 1990, the seminar for salvation of the health institution was held. The adoption of a system 
of a co-payment "self-reliance system" was the prominent outcome of that seminar. In 1992, 
the programme of "economical treatment" was adopted in some health centres in Khartoum, 
followed by the programme of "promotion of health services". Both programmes encourage 
citizens to pay for public health services. The main goals for these programmes were to in-
crease revenues so as to reduce the budget deficit, to improve administration by stabilizing the 
budget, to overcome the negative impacts of the free of charge policy and to establish a sys-
tem of incentives to motivate and encourage health workers. The Economic Liberalization in 
1992 encouraged and expanded the user fee policies to the whole country except the southern 
part.22 The adoption and expansion of the user fee policies using the standard model [12] was 
considered to be a first step in achieving the Bamako model.23 Since then Sudan has not pur-
sued the Bamako model and the pilot projects' evaluation results show poor implementation 
and poor follow up [13], Like other developing countries Sudan's policy-makers and govern-
ment officials have relied on user fee policies to overcome budget constraints and improve 
health services [14]. The introduction of user fee policies in public health care facilities has 
made policy-makers more concerned about the impact of the fees on the utilization of health 
services by the poor. The debates about health financing reforms and their impact on the pro-
tection of the poor and the high-risk groups are ongoing. 

" Due to an internal conflict it has become very difficult to establish such policies. 
23Lucy Gilson (1997) mentioned that 'Olan and Turbat (1995) identified two broad models of user fee that Afri-
can countries have adopted. The standard model is rooted in concerns about existing inefficiencies and inequali-
ties within health care systems around the world. The Bamako Initiative model is rooted in Africa's experience 
of poor primary-level care. The Bamako model sees community participation in management as crucial'. 
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7.3. Methodology 

7.3.1. Survey data 

The survey was conducted in Khartoum in Sudan in 2001. Data were collected through a sur-
vey based on interviews. The questionnaire was pre-tested and retested after correction and 
modifications. A research team consisting of supervisors, coordinators, a statistician, data col-

> \ i 

lectors, data entry workers, a secretary and a driver conducted the survey."* The team was 
joined by the Ajaweed Society research department which is located in the centre of Khar-
toum.25 

O/x 
The survey covered the urban, suburban and rural areas of Greater Khartoum. A multi-stage 
sampling procedure was adopted. As planned, 460 households were contacted and none of 
them refused to respond. An overall response rate of 100% was obtained. The survey targeted 
the heads of households (HH), or their first degree relationship (e.g. wives). The survey in-
cluded questions on the respondents' demographics e.g. age, gender, tribe, origin of HH, fam-
ily size, education, occupation. The respondents were asked a set of questions on their socio-
economic position like income and expenditure. Due to transportation and security constraints 
the survey was conducted during daylight and thus most of the respondents were female 
(62.9%). More details about the demographic variables can be found in [15]. 

7.3.2. The contingent valuation method 

To examine the ability to pay for public health services a contingent valuation method was 
used, with the take-it-or-leave-it elicitation method. Each respondent was asked whether 
he/she is able to pay a given price for good quality services [16]. Prices used in the survey 
varied around the estimated cost of the quality improvement. The respondents were divided 
into two groups. The respondents in group 1 are the ones who already pay for public health 
services. They were asked a set of questions to investigate their ability to pay an extra amount 
of money if these services are of good quality. The respondents in group 2 receive free of 
charge public health services. They were asked a set of questions to investigate their ability to 
pay for public health services if these services are of good quality (Appendix A shows the 
contingent valuation scenario). Four aspects of health services were selected to represent good 
quality: (a) specialist services, (b) laboratory and X-ray unit analysis, (c) availability of drugs, 
especially for children and (d) decreased waiting time. The response options given to investi-
gate their ability to pay for good quality were, (1)1 would not hesitate, (2) I would go into 
debt, (3) I will pay if I have enough money and (4) I will not pay. These options are designed 
to encourage the respondents' intentions rather than beliefs or attitudes because intentions are 
better predictors of behaviour [17], The four aspects of good quality for each group are con-
sidered to be dichotomous (dependent) variables. 
Appendix B shows the reliability of the contingent valuation method. For the dichotomous 
nature of the dependent variable the model chi-square is used as a reliability test. A significant 
level of the model chi-square less than .05 indicates that the likelihood of the observed de-

24 The data collectors were students and graduates from Elahfad University for Women. 
25 Ajaweed is an NGO involved in counseling and had a bilateral collaboration with Khartoum Centre for Psy-
chiatry and Counseling. 
26 Consists of the 3 towns of the capital (Khartoum, Omdurman and Bahary) and the surrounding area. 
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pendent variable-given the estimated probability-is significantly greater than their likelihood 
given a probability without the independent variables. 

7.3.2.1. Recoding of dependent variables into binary ATP variables 

To explain what determines the ATP for improved quality of public health services, we esti-
mated a regression model in which the dependent variable was based on the four response op-
tions as follows. For each aspect of quality considered, if the respondent is able to pay the 
proposed amount, the dependent variable takes a value = 1. We merged the last three options 
(2), (3) and (4) and took them to mean that the respondent is unable to pay for this aspect of 
quality, and the dependent variable takes a value = 0. We therefore had 8 dependent variables 
for the two groups (Figure 7.1 shows the construction of the dependent variables for the two 
groups). The independent variables are the socio-demographic characteristics in table 7.1. 

7.3.2.2. Recoding of dependent variables into binary WTP variables 

The four response options mentioned earlier in this paper were used in the WTP analysis as 
well and are reconstructed for the ATP. The first three options to assess WTP (I would not 
hesitate), (I would go into debt), (If I have enough money) were merged together and consid-
ered as yes = 1, and the last option (I will not pay) was considered as no = 0. (This study and 
the study of WTP presented in Habbani et al (2006), [5] use the same data set, which helps to 
make the link between WTP and ATP) - see figure 7.1. 

Do you 
receive 
free of 
charge 
health ser-
vices at 
public 
health fa« 
cilities? 

S 3 Group 
(1)a 

Group 
(2)b 

Ara you witling to pay for Public 
Health Services, if these services 
are of good quality? 

Good Quality -
c- Specialist services 
f- Advance lab and X-ray analy-

sts 
g- Availability of drugs especially CJ 

for children 
h- Decreased waiting time f No a 0 

1 would not 
hesitate 

2-1 would 90 into 
3- If t have enoug 

4- f wilt not pay 

Both groups have 4 binary (de-
pendent) variables 
i- Specialist services 
j- Advance lab and X-ray 

analysis 
k- Availability of drugs espe-

cially for children 
I- Decreased waiting time 

Able to pay 

Unable to pay 

Figure 7.1 . The recoding of the dependent variables 

a: Group (1) is already paying for the public health services, 
b: Group (2) receive free of charge public health services. 

7.3.3. Steps in the regression analysis 

7.3,3.1. Selection of modeis 

The data used in this paper are taken from a multi-purpose household survey. All the variables 
irrelevant to the analysis were eliminated as a first step in the model-building strategy. To 
solve the problem of the low ratio of cases to variables a process of merging categories was 
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done for the variables age, family size, education, occupation, the type of the disease and the 
dependent variables [18]. 
A necessary step in the model building strategy is the selection of variables to fit the model. A 
univariable selection analysis of each variable, i.e. Chi square, t-test, correlation and the Ordi-
nary Least Square (OLS) was done. Appendices C and D present the results of the OLS mod-
els for Group 1 and Group 2 respectively, as the last step in the univariable selection analysis. 
After completion of the univariable analysis, a selection for the multivariable analysis was 
done. Any variable with a level of significance of < .05 is a candidate for the multivariable 
model together with the variables considered important for the paper. Following the fit of the 
multivariable model, the importance of each variable included in the model is verified by a 
Wald statistic [19]. 
Models with only the significant variables of the OLS estimations proved to be poor models 
for the two groups. Both direct and the stepwise procedures were used. Compared to the OLS 
results, the full models of the direct procedure method for both groups show that some vari-
ables have been eliminated and that the models do not fit better than the OLS models. In the 
stepwise procedure, a backward logistic regression and a series of additions and removals to-
gether with interactions of variables was done. 

7.3.3.2. Statistical method 

Because of the dichotomous nature of the dependent variables, a binary logistic regression 
model was used for the statistical analysis to estimate the factors (independent variables) 
which influence the dependent variable 'ability to pay'. Appendix E presents the statistical 
analysis method. 

7.4. Results 

7.4.1. General characteristics of respondents 

A description of the socio-demographic variables in the sample is given in table 7.1. The fre-
quencies in table 7.1 show that the ability to pay as defined in this study by the respondents of 
group 1 ranges from 50.5% for 'specialist services' to 61.9% for 'decreased waiting time1. In 
group 2, the ability to pay ranges from 30.6% for the 'specialist services' to 51.6% for 'drug 
availability' and 'decreased waiting time'. 
Table 7.1 also shows that almost 80% of respondents are in highly productive middle age (31-
40). The family size scales suggest that the Sudanese society is composed of extended fami-
lies. This explains the high dependency rate (93.5%) [20]. Primary education in table 7.1 re-
fers to illiterate, pre-school Klialwa (Quraanic School), and primary school education. Secon-
dary education refers to secondary and upper secondary schools. University education refers 
to graduates and post graduates. The relatively high percentage of university education only 
applies to Khartoum and the big cities, when we consider that the country's literacy rate is 
40% for males and 15% for females [21]. 
The economic liberalization policies have led to a migration to the business sector. This ex-
plains the relatively high percentage of merchants (34,4%).27 In table 7.1, 86% of the respon-
dents have a monthly income between 100,000 Ls and 500,000 Ls. These wages cover a small 

21 Merchants refer to traders, shop owners and businessmen. 
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proportion of family expenses and are equal to one quarter of the family's expenditures [22]. 
Monthly income is an inadequate indicator for socio-economic status in developing countries. 
The variables referring to other income and to car ownership are better indicators of the socio-
economic status of the family. The variable referring to other income is an example of how 
the family copes in bridging the income-expenditure gap. Questions on car and house owner-
ship were asked to differentiate between different classes of socio-economic status, assuming 
that people who have a car and own a house are the rich. The variables 'have dependents' 
(55,6%), 'head of household pays tuition fees' (78.9%) together with 'family size' indicate 
the burden of additional expenditures on the family's budget. 
The high percentage of people who paid for treatment during the last three months (86.2% > 
and who bought drugs during the last three months (90%) show a relatively high demand for 
health services. The response to questions on the number of episodes of sickness during the 
last three months (88.1%), the frequency of visits to health service units for treatment during 
the last three months (86.4%), and internal medicine diseases (49.8%), confirm this conclu-
sion. 

Table 7*1. Description of the dependent and the socio-demographic independent variables in the sample 

The dependent and the Socio- Value range 
demographic variables 

Frequencies N M in Max Mean Sid. 
Deviation 

Group 1 - dependent variables 
Seen by a specialist 1= yes 

0= no 
50.5 388 0 1 .51 .501 
49.5 

Lab and X-ray analysis l=yes 
0= no 

51.3 388 0 1 .51 .500 
48.7 

Drugs availability 1= yes 
0= no 

59.9 387 0 1 .60 .491 
40.1 

Decreased waiting lime 1= yes 
0= no 

61.9 388 0 1 .60 .486 
38.1 

Group 2 - dependent variables 
Seen by a specialist l=yes 

0= no 
30.6 62 0 1 .31 .465 
69.4 

Lab and X-ray analysis 1 = yes 
0= no 

34.4 61 0 1 .34 .479 
65.6 

Drugs availability 1= yes 
0= no 

51.6 62 0 1 .52 .504 
48.4 

Decreased waiting time 1= yes 
0= no 

51.6 62 0 1 .52 ,504 
48.4 

Age 

Family size 

1=31-40 yrs 
2=41-50 yrs 

1 - 1-6 
2= 7-10 
3 = 1 1 - 1 5 

79.1 450 1 2 1.21 .407 
20.9 

50.0 
40.9 
9.1 

450 I 1.59 .652 
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The dependent and the Socio- Value range 
demographic variables 

Frequencies N Min Max Mean Std. 
Deviation 

HH education l=primary 27.1 450 1 3 2.03 .757 
2 - secondary 42.7 
3= university 30.2 

HH occupation 1 ̂ employee 30.2 450 1 7 3.49 2.217 
2=labour 16.3 
3-merchant 34.4 
4=jobless 3.3 
5=military and police 15.8 

Monthly Income HH 409 1 5 2.86 1.307 
1=<100000 1= very low income 19.3 
2~ 100000-150000 2 - low income 21.5 
3=150000-300000 3~ moderate income 27.4 
4=300000-500000 4= high income 17.8 
5=>500000 5= very high income 14.0 

Other income source 1= yes 37.8 450 1 2 1.62 .485 
2~ no 62.2 

Have a car 1= yes 28.0 450 1 2 1.72 .449 
2 - no 72.0 

Dependents 1 - yes always 41.6 450 1 3 2,03 .928 
2= yes sometimes 14.0 
3=none 44.4 

House ownership 1= owned 70.4 450 1 3 1.43 .723 
2=others 13.8 
3= rent 15.8 

HH pay school fees & pay for 1 - yes always 70.6 436 1 4 1.58 .917 
others 2= yes sometimes 8.3 

3=not pay 21.1 

Episodes of sickness during the 1=once 21.2 304 1 3 2.27 .824 
last 3 months 2=twice 22.0 

3 =>2 44.9 
4= none 11.9 

Disease type 1= surgery & ortho. 7.2 307 1 4 2.66 1.033 
2= obs. & paediatrics 8.1 
3= medicine 49.8 
4=others 34.9 

Visit Frequencies to HSU during 1= once 25.1 362 1 4 2.44 1.012 
the last 3 months 2=twice 18.8 

3= >2 42.5 
4= none 13.5 

Pay for treatment during the last 3 l=yes always 66.2 450 1 3 1.48 .725 
months 2-yes sometimes 20.0 

3=not paid 13.8 

Bought drugs during the last 3 i -yes always 69.8 450 1 3 1.40 .664 
months 2=yes sometimes 20.2 

3=not paid 10.0 
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7.4.2. Logistic regression estimation 

The assessment of the goodness-of-fit for the eight models is presented in Appendix B. The 
models provide a good fit for the data, the percentage of correct predictions is between 66.6% 
and 79.9%, the model's chi-squares are significant and the McFadden R2 is satisfactory for 
social science research and varies between 0.1 and 0.3 [19]. 
Tables (7.2a, 7.2b) and (7.3a, 7.3b) show the LRM results of the dependent variables of 
group 1 and group 2 respectively. In the tables we present the following: 
B is the estimated logit coefficient. The binary logistic regression equation is used to estimate 
(predict) the odds that the dependent variable equals 1. One unit increase in the independent 
variable associated with B is associated with a unit increase in the log odds of the dependent 
variable. If the coefficient B is positive it means the event is more likely to happen and if it is 
negative it means the event is less likely to happen. 
S.E. is the standard error of the coefficient. The 'asymptotic standard error of B' means the 
smallest possible value for the standard error when the data fit the model. (B=+/-S.E.) This 
means it places a confidence interval around the logistic regression coefficient B. 
Significance is the significance level of the coefficient (p < 0.05). While there are some vari-
ables in LRM that are not statistically significant they are still important for the significance 
of other variables in the model. 
Exp (B) is the "odds ratio" of the individual coefficient. The odds ratio is the increase (or de-
crease if the odds are less than I) in odds of being in one outcome category when the value of 
the predictor increases by one unit. The coefficients B are the natural logs of the odds ratios. 
The exp (B) is the effect of the independent variables on the "odds ratio" [23]. If the odds ra-
tio is more than one this is considered as a positive odds ratio and the event is more likely to 
happen and if it is less than one it is considered to be a negative odds ratio and the event is 
less likely to happen. Due to the dichotomous nature of the dependent variable the chances of 
the event happening (success = 1) compared to its not happening (failure = 0) depends on the 
odds ratio values e.g. if the odds ratio is 3, this means that compared to the reference category 
the event is three times more likely to happen. 
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Table 7.2a. Logistic regression results for group 1 dependent variables 
Group 1 de- Independent Variables B Standard Er- Significance Exp(B) 
pendent Vari- ror 
ab les 

> H 

G' 
in TJ Cl n 
P * 4 * 

£L 
r-K 
W 
2. o 
G 

Employee -1.167 .401 .004* .311 
Labourer -1.203 .465 .010* .300 
Merchant -.246 .391 .529 .782 
Jobless -1.175 .985 .233 .309 

Low income HH (100000-150000) -.240 .391 .539 .787 
Moderate income HH (150000-300000) .152 .364 .677 1.164 
High income HH (300000- 500000) .826 .416 .047** 2.284 
Very high income HH (>500000) 2.037 .511 .000** 7.666 

Have a car .657 .286 .022** 1.930 

Always pay tuition lees -.197 .302 .514 .821 
Sometimes pay tuition fees -1.601 .652 .014* .202 

5 •no 
o' 
>-1 

r 
cr 
M 
3 0-
X I 

> 3 
ja 

w 

* < 3 > 
T3 ^ 3 H W rS ^ irr CTQ 
O j-i 

I 

Always pay for treatment during the last 3 .465 .423 .022** 1.592 
months 
Sometimes pay for treatment during the last 1.151 .502 .022** 3.162 
3 months 
Constant -.217 .578 .708 .805 

Employee -.990 .455 .030* .372 
Labourer -.853 .541 .114 .462 
Merchant .037 .451 .935 1.038 
Jobless -.836 1.221 .493 .433 

Low income HH (100000-150000) .102 .472 .829 1.107 
Moderate income HH (150000-300000) .874 .449 .059 2.333 
High income HH (300000- 500000) 1.511 .531 .004** 4.532 
Very high income HH (>500000) 1.366 .626 .029** 3.918 

Have other income -.044 .328 .893 .957 

Have a car .699 .352 .047** 2.013 

Owned a house 1.266 .557 .023** 3.545 
Others .677 .662 .306 1.968 

Surgery & Orthopaedics -.682 .662 .303 .506 
Obs. & Paediatrics -.935 .331 .005* .392 
Medicines -.371 .957 .698 .690 

Always pay for treatment during the last 3 .479 .683 .483 1.614 
months 
Sometimes pay for treatment during the last 1.065 .749 .155 2.902 
3 months 
Constant -1.443 t 9 M l .117 .236 

Employee -.862 .419 .040* .422 
Labourer -.976 .473 .039* .377 
Merchant -.410 .416 .325 .664 
Jobless -1.652 .931 .076 .192 
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Group 1 de- Independent Variables 
pendent Vari-
ables 

B Standard Er- Significance Exp(B) 
ror 

> H 

sT 
D ni o 
rt> p (S2 n> a. 
^ 
m«* • i—»• ^̂  « 

00 
H 
3 (D 

Family size (6-7) .059 .498 .906 1.061 
Family size (7-10) -.339 .501 .499 .713 

Low income HH (100000-150000) -.774 .391 .048* .461 
Moderate income HH (150000-300000) .053 .372 .888 1.054 
High income HH (300000- 500000) -.301 .422 .475 .740 
Very high income HH (>500000) .727 .487 .136 2.069 

Have a car .683 .297 .021** 1.980 

Owned a house .721 .431 .094 2.491 
Others .515 .519 .321 2.868 

Always pay tuition fees -.035 .310 .909 .965 
Sometimes pay tuition fees -1.307 5.074 .024* .271 

Always pay for treatment during the last 3 .913 .413 .027** 2.491 
months 
Sometimes pay for treatment during the last 1.054 .492 .032** 2.868 
3 months 
Constant -.228 .850 .789 .796 

Low income HH (100000-150000) .119 .345 .729 1.127 
Moderate income HH (150000-300000) .480 .329 .144 1.616 
High income HH (300000- 500000) .341 .380 .370 1.406 
Very high income HH (>500000) 1.949 .521 .000** 7.022 

Have a car .662 .283 .019** 1.939 

Always pay for treatment during the last 3 1.009 .372 .007** 2.744 
months 
Sometimes pay for treatment during the last 1.138 .451 .012** 3.121 
3 months 
Constant -1,005 .410 .014 .366 

* Statistically (significantly) less able to pay (p<0.05) 
** Statistically (significantly) more able to pay (p<0.05) 
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Table 7.2b. Interpretation of the Logistic results of group 1 
Respondent profile 
Main influencing characteristics for quality aspects Dependent variables 

ATP for quality aspect 
of: 

More likely 

Specialist services 

Advanced lab and X-
ray analysis unit 

High income or Very high income 
Have a car 
Always or sometimes pay for treatment during 
the last 3 months 

High income or Very high income 
Have a car 
Owned a house 

Less likely 

Employee 
Labourer 
Sometimes pay school fees 

Employee 
Labourer 

A ' il bil't ofdru s Have a car 
. „ ? , , , , Always or sometimes pay for treatment during especially for children ^ ' J the last 3 months 

Low income 
Employee 
Labourer 
Sometimes pay school fees 

Very high income 
Reduced waiting time Have a car 

Always or sometimes pay for treatment during 
the last 3 months 
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Table 7.3a. Logistic regression results for group 2 dependent variables 

Group 2 dependent Independent Variables 
Variables 

B Standard Significance Exp(B) 
Error 

HH education (Secondary) -.684 .954 .473 .505 
HH education (University) .915 .942 .331 2.498 

Low income HH (100000-150000) -.196 1.387 .888 .822 
Moderate income HH (150000-300000) -.511 1.275 .689 .600 
High income HH (300000- 500000) 1.105 1.255 .379 3.019 
Very high income HH (>500000) 2.192 1.523 .159 8.956 

Always have dependents -1.537 1.048 .142 .215 
Sometimes have dependents -2,114 1.149 .066 ,121 

Always pay tuition fees 1,348 1.269 .288 3.850 
Sometimes pay tuition fees -6.761 32.190 .834 .001 
Constant -1.060 1.405 .451 .347 

Have a car 1.887 .776 .015** 6.597 

Always have dependents -1.544 .825 .069 1.131 
Sometimes have dependents -2.220 LI 04 .044* .109 

Owned a house -1.242 .812 .126 .289 
Others -1.682 1.052 .121 .196 

Always pay for treatment during the last 3 months .976 .798 .221 2.653 
Sometimes pay for treatment during the last 3 -.078 .805 .923 .925 
months 
Constant .649 1.051 .537 1.913 

HH education (Secondary) .586 .821 .476 1.796 
HH education (University) 2.404 .940 .011** 11.068 

Have a car 1.883 .898 .036** 6.574 

Always have dependents -1.594 .927 .086 .203 
Sometimes have dependents -1.799 1.131 .112 .166 

Owned a house -.717 .907 ,429 .488 
Others -.239 .966 .804 .787 

Always pay tuition fees 1.865 1.129 .098 6.459 
Sometimes pay tuition fees -.808 1.764 .647 .446 
Constant -1,134 1.518 .455 .322 

HH education (Secondary) .657 .731 .369 1.928 
HH education (University) 1.702 .795 .032** 5.482 

Always pay tuition fees -1.214 1.226 .322 .297 
Sometimes pay tuition fees -3.217 1.604 .045* .040 

Always pay for treatment during the last 3 months .599 .815 .463 1.820 
Sometimes pay for treatment during the last 3 .732 .798 .359 2.079 
months 
Constant .162 1.420 .909 1.176 
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* Statistically (significantly) less able to pay (p<0.05); ** Statistically (significantly) more able to pay (p<0.05) 
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Table 7.3b, Interpretation of the Logistic results of group2 

Dependent variables Respondent profile 
Main influencing characteristics for quality aspects 

ATP for quality aspect of: More likely Less likely 
Specialist services 
Advanced lab and X-ray analysis unit Have a car Sometimes have dependents 

Availability of drugs especially for children HH education (university) 
Have a car 

Reduced waiting time HH education (university) Sometimes pay school fees 

Tables 7.2a and 7.2b show the LRM results and the interpretations of the dependent vari-
ables of group 1. An example of how to read the two tables together: For the first dependent 
variable 'specialist services1 of group 1, the variables 'employee', 'labourer', 'high income', 
'very high income', 'have a car', 'sometimes pay school fees', 'always pay for treatment during 
the last 3 months' and 'sometimes pay for treatment during the last 3 months' are statistically 
significant. The odds ratios (>1) for the significant factors indicate that respondents who are 
more likely to be able to pay for the specialist services are people who have a high or very 
high income, have a car and always or sometimes pay for treatment during the last 3 months. 
The odds ratios (<1) for the significant factors indicate that employees or labourers and peo-
ple who sometimes pay school fees are less likely to pay for specialist services. 
Tables 7.3a and 7.3b show the LRM results and the interpretations of the dependent vari-
ables for group 2. The first dependent variable 'specialist services' has no significant variables 
for group 2, which indicates that the predictive value is low. An example of how to read the 
two tables together: The second dependent variable 'advanced lab and X-ray analysis' has 
only two significant factors for group 2: 'have a car' and 'sometimes have dependents'. While 
the other variables are not statistically significant they are still important for the significance 
of the model. People who have a car are six times more likely to pay for advanced lab and X-
ray analysis services than those who have no car. It also shows a negative odds ratio for peo-
ple who sometimes have dependents. This group is less likely to be able to pay for the ad-
vanced lab and X-ray analysis services, 
Table 7.4a presents the results of WTP and ATP. A comparison shows the difference be-

tween the two outcome frequencies for both groups. There are no major differences with re-
gard to the LRM, except the ATP result of those with a high income in group 2 who do not 
pay, which confirms the findings by Habbani et al (2005) [15], that rich people benefit from 
free of charge public health services. Table 7.4b shows that the t-tests for all pairs are statisti-
cally significant for both groups. This indicates that the difference between WTP and ATP is 
significant and not due to chance. 
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Table 7.4a. The WTP and ATP results for group 1 and group 2 (frequencies and respondents profiles) 

Paired samples of WTP and ATP 
of group 1 Frequencies The respondents" profiles of the regression estimation of 

WTP and ATP for group 1. 

Specialist services - WTP 
Specialist services - ATP 

lab & X-ray analysis - WTP 
lab & X-ray analysis - ATP 

86.9% 
50.5% 

85.8% 
51.3% 

Group 1. WTP 

High income 

High demand for health services 

Drug supply for children - WTP 
Drug supply for children - ATP 

Decreased waiting time - WIT 
Decreased waiting time - ATP 

88.1% 
59.9% 

81.7% 
61.9% 

Group 1. ATP 

High income 

High demand for health services 

Paired samples of WTP and ATP 
o f group 2 Frequencies The respondents' profiles of the regression estimation of 

WTP and ATP for group 2. 

Specialist services - WTP 
Specialist services - ATP 

lab & X-ray analysis - WTP 
lab & X-ray analysis - ATP 

75.8% 
30.6% 

77.0% 
34.4% 

Group 2. WTP 

High income 

Big families 

Drug supply for children - WTP 
Drug supply for children - ATP 

Decreased waiting time - WTP 
Decreased waiting time - ATP 

80.6% 
51.6% 

75.8% 
51.6% 

Group 2. ATP 

High education 

High income 

Group 1 - are people who already pay for public health services. 
Group 2 - are people who receive free of charge public health services 
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Table 7.4b» Results oft-test paired samples of WTP and ATP of group I and group 2 

Paired samples of WTP and ATP 
of group 1 Mean Std. 

Deviation 

Std. 
Error 
Mean 

95% Confidence 
Interval of the 

Difference 
t df Sig. 

(2-tailed) 

Specialist services - WTP 
Specialist services - ATP .36 .482 .024 

Lower 

.32 

Upper 

.41 14.863 387 .000 

lab & X-ray analysis - WTP 
lab & X-ray analysis - ATP .35 .476 .024 .30 .39 14,289 387 .000 

Drug supply for children - WTP 
Drug supply for children - ATP ,28 .450 .023 .24 .33 12.302 386 ,000 

Decreased waiting time - WTP 
Decreased waiting time - ATP .20 .399 .020 .16 .24 9.789 387 .000 

Paired samples of WTP and ATP 
of group 2 Mean Std. 

Deviation 

Std. 
Error 
Mean 

95% Confidence 
Interval of the 

Difference 
t df Sig. 

(2-tailed) 

Specialist services - WTP 
Specialist services - ATP -.45 .502 .064 

Lower 

-.58 

Upper 

-.32 -7.088 61 0.000 

lab & X-ray analysis - WTP 
lab & X-ray analysis - ATP -.43 .499 .064 -.55 -.30 -6.676 60 0.000 

Drug supply for children - WTP 
Drug supply for children - ATP -.29 ,458 .058 -.41 -.17 -4.995 61 0.000 

Decreased waiting time - WTP 
Decreased waiting time - ATP -.24 .43 

lit i i * 

.055 
• 

-.35 -.13 -4.412 61 0.000 

Group I - are people who already pay for public health services. 
Group 2 - are people who receive free of charge public health services 

7.5, Discussion 

The aim of this paper is to conduct a broad study of the ATP for improved quality of public 
health services in the Khartoum area of Sudan. Secondly the paper aims at exploring whether 
there are any differences in ATP between respondents who already pay for health services 
(group 1) and those who do not yet pay (group 2). Finally the paper aims to investigate the 
relationship between ATP and WTP, 
The average percentage of the ability to pay for good quality public health services for group 
1 and group 2 is 55.9% and 42.1% respectively. This indicates a moderate ATP for public 
health services with good quality. The logistic regression estimations indicate that rich people 
are most likely to be able to afford the public health service fees. This together with the dif-
ferences observed from the comparison between ATP and WTP (55% versus 85% for group 1 
and 42% versus 77% for group 2) indicates that health planners should be more cautious 
about the expansion of user fee policies for the poor because, on average, a moderate ATP 
may not constitute a solid ground for these policies among the poor. 
These results, supported by other studies from developing countries, indicate that some people 
are unable to pay for improved quality health services [3]. Some studies also support rejecting 
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any WTP outcome as a definite sign of ATP [4], Our results provide empirical support for this 
rejection. The expansion of poverty in Sudan, which is mentioned by some studies [24] and 
the poor economic indicators [7] support the inability of respondents to pay for health care. 
Health planners may consider a moderate ATP as a sufficient indicator for the expansion of 
user fees. They usually rely on other studies that show that the poor are willing and able to 
pay the high prices of the traditional healers and the private sector in developing countries [12 
and 25], Ambiguity about household income and expenditure and imprecise results about the 
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inability to pay support the health planners' claims." These results together with the semi-
consensus among researchers that people are willing to pay for the quality of health services 
[12, 4, 25 and 3] support the health planners' arguments. 
The LRM estimations show that, among respondents who do pay (group 1), the ATP is 
mainly determined by economic factors, while for respondents who do not pay (group 2) the 
ATP is determined by economic factors and a high education. 
Regarding the logistic regression estimates for group 1, socio-economic factors are important 
determinants of the probability of the respondents' ability to pay for good quality public 
health services, as was found in Weaver, Kornfield, Chapko et al, (1993) [1] as well. Socio-
economic variables include income variables and expenditure variables. For income variables 
the LRM analysis shows that the main income determinants included 'monthly income', 'em-
ploy ee', 'labourer', 'have a car', and 'house ownership'. The LRM shows that these socio-
economic factors have a significant impact on the ATP. The higher a respondent's income 
together with high expenditures on health care, the stronger his/her ability to pay, and the 
more eager he/she is to pay for good quality public health services [5]. Generally there are no 
remarkable differences between the four aspects of quality of health care with regard to the 
socio-economic characteristics of group 1. 
'Have a car', a strong indicator of one's economic status, is a significant variable in all four 
aspects of quality. This is confirmed by the significance of 'very high income' except in the 
equation for the 'drugs availability especially for children'. The high demand for health care 
services is one of the influential factors for the four aspects of quality. The 'decreased waiting 
time' aspect of quality is a favourite one for rich people. This confirms the findings by [5]. 
The high percentage of 'decreased waiting time' compared to the other three aspects of good 
quality of health services for the two groups is a surprising result. Many researchers have 
claimed that we should recognize time as an important determinant influencing the WTP and 
the ATP in developing countries [12, 14 and 3], It is very difficult for a poor head of house-
hold to compensate a day of lost income when he becomes ill or accompanies one of the fam-
ily members seeking health care [12 and 3]. So, if time is money for the rich it is even more 
so for the poor. 
Regarding the LRM estimations for group 2, the factors 'have a car' and 'high education' are 
the determinants that influence the probability of being more likely to be able to pay for good 
quality public health services. The results show no significant variables in the equation for the 
aspect 'specialist services'. The descriptive results confirm these findings i.e. the lowest per-
centage among the two groups. This result means that priorities will be important in shaping 
the quality of health care services. 

28 They use a utilization model, which relies on the decrease in the number of patients using health services after 
the adoption of user charges regardless of the rationale role of the fees in deterring excessive use of health ser-
vices (Joseph K. Konde-Lule and David Okello, 1998). 

143 



The significance of 'have a car' in group 2 is a confirmation of the findings that were pre-
sented in [5], More highly educated respondents are more likely to be able to pay for the pub-
lic health services of good quality than the lower educated [26]. The reason for this may be 
related to the strong link between a high income and a high education. Not only that, a high 
education means that people have more information to evaluate and judge [27]. Furthermore, 
more highly educated people are more able to understand the circumstances of the country 
and may be more willing to contribute positively to its renaissance. 
The comparison between the two groups of respondents' ATP for public health services of 
good quality shows an obvious difference between them. Group 1 respondents who are ex-
perienced in paying for health services have more ATP than group 2 respondents who would 
be paying for the first time. This significantly higher ATP of group 1 in comparison to group 
2 indicates the satisfaction of group 1 respondents with the existing public health services if 
we consider that they are willing and able to pay an extra amount of money. It also shows that 
more than 50% believe that if they pay an extra amount of money it will encourage the im-
provement of the quality of the health care services. The low percentage of people who are 
able to pay in group 2 may be due to fact that these people are really poor and cannot afford to 
pay. Not only that, it may reflect uncertainty about new experiences. Furthermore, it may be 
due to the amount of money that was mentioned in the contingent valuation scenario (Appen-
dix - A). However the long history of receiving free of charge public health services as a hu-
man right is expected to be a psychological barrier and to prevent them from accepting the 
idea of paying for health care services. Moreover, this may be an inappropriate implementa-
tion of these policies and there are rumours about corruption that these fees are used to sup-
plement the income of the health workers [3]. 
The obvious difference between the two outcomes of the ATP and WTP studies shows the 
importance of differentiating between ATP and WTP in Sudan. The similarities and differ-
ences of the outcomes between WTP and ATP studies are important for health planners. For 
instance if WTP and ATP are high and similar, this supports the implementation of the pro-
posed policies [28]. On the other hand if they are similar but both WTP and ATP are low, this 
calls for a suspension of the proposed policies. If the WTP is remarkably higher than the ATP, 
this indicates adverse selection behaviour and policies should be revised and adapted to what 
the people can afford. On the other hand if the ATP is higher than the WTP, the planners 
should determine the causes, and consider how to increase people's awareness and get them 
involved. 

7.6. Policy implications, recommendations and conclusion 

One can conclude that a moderate ATP, the logistic regression estimations and the obvious 
differences between ATP and WTP should be considered as important indicators that user fee 
policies affect the utilization of health services by the poor. 
In these circumstances, policy makers in Sudan should focus on vulnerable population groups 
like women, children and low-income people who are less likely to be able to pay. The avail-
ability of drugs at affordable prices together with the improvement of and acceptable prices 
for the lab and X-ray analysis services would benefit these vulnerable groups. 
The adoption of the Bamako community financing model is recommended as it provides 
benefits in the form of higher community commitment; easy identification of the poor; set-
ting of reasonable fees; it guarantees the circulation of revenues within the facilities; someone 
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to complain to; the sustainability of services in the event of any political instability and the 
establishment of health insurance for the informal sector [25, 29, 30 and 31]. 
The government should focus on the poverty problem and use different measures to alleviate 
poverty complications so as to protect the poor as regards provision of health services e.g. re-
vitalization of means tests. Moreover the government should build on the high percentage of 
the people who pay for public health services (more than 80%) [15]. The high Sudanese soli-
darity [32] together with the high WTP [5] are promising opportunities to be considered. No 
doubt there will always be people who cannot afford to pay for health services. The poor need 
to be properly identified to make it easy for them to have access to health services of good 
quality. 
To achieve quality aspects like 'decreased waiting time' the government should solve the 
problems that cause the delay in health services. This could be achieved by allocating fee 
revenues to the facilities where these fees were generated. Fees can further be used to boost 
the introduction of incentives and make more personnel available [3 and 33]. Money gener-
ated by fees can also be used to solve the chronic problem of electricity shortages that delay 
lab and X-ray analysis. Furthermore the retention of revenues within the facility helps manag-
ers to avoid shortages in consumables e.g. lab reagents, X-ray films, catheters and disposable 
syringes by acquiring them from the private market. 
Finally, we hope that these issues of WTP and ATP studies will receive more attention from 
the government before any decisions are made on the health financing system. 
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CHAPTER 8 

Conclusions: The SWOT framework, policy implications 
and recommendations 
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8.1. General conclusions 

8.1.1. Introduction 

The aim of this study is to investigate whether community financing mechanisms can contrib-
ute to a better health of the people of Sudan. The findings of the study will be classified by the 
strengths, weaknesses, opportunities and threats (SWOT) framework. We will weight the 
findings against selected criteria that make community financing a success. These selected 
criteria are categorized in two groups. The first group concerns the appropriate implementa-
tion of community financing attempts. The second group is about the community financing 
performance with respect to resource mobilization, social inclusion, financial protection, good 
quality of health services, and community empowerment. Better health in broad terms re-
quires more knowledge (formal and informal education), sufficient resources and effective 
responses to health problems. An enabling environment for health is essential to achieve bet-
ter health [ 1 ]. 
This study is a case study composed of the analysis of primary and secondary data. The data 
collection was described in the introduction. Regarding the primary data the study applied a 
quantitative research approach of the contingent valuation method. The contingent valuation 
method is used to investigate the willingness and ability of the respondents to pay for public 
health services if these services are of good quality. The method is applied to four aspects of 
services. These are specialist services, advance lab and x-ray unit, availability of drugs espe-
cially for children and reduced waiting time. A logistic regression model is used to determine 
the attributes of respondents regarding the four quality aspects of services, 
This concluding chapter aims to outline the general conclusions, the SWOT framework analy-
sis, policy implications and recommendations. First, the main findings of the study and the 
answers to the research questions are presented. Second, the SWOT framework is discussed. 
Finally policy implications and recommendations are presented. 

8.1.2. Community financing what, why and how: The Sudan experience 

The findings in chapter 2 suggested that there is no consensus on what community financing 
is. Different definitions are used in different eras. These definitions in general came to mean 
that any active role of the community in financing and managing health services can be con-
sidered as a community financing approach [2, 3 and 4], The evolution of the definitions re-
flects the different eras of health finance reform and the spirit dominating that era. 
The chapter reveals that community financing schemes have emerged in developing countries 
because of political instability, economic shortages and the weak capacity of health organiza-
tion [5 and 6]. The impact of the above mentioned causes are explicit in the expansion of pov-
erty and the chronic failure to finance the health care system. In addition the high willingness 
of the people encourages and advocates the adoption of community financing attempts [4 and 
7]. 
It also shows that the success in implementing community financing schemes requires a fea-
sibility study, community study, and robust partnership with NGOs and the government to 
ensure training and technical support [8 and 7], 
The chapter reviewed the main features and characteristics of the community financing ap-
proaches together with the determinants showing their strengths and weaknesses. 
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The chapter also reviewed some of the international experiences of community financing. It 
shows the diversity in community financing schemes regarding their purpose, set up and op-
eration [9, 2 and 7]. Different studies have tried to design frameworks to help clarifying, clas-
sifying and evaluating community financing schemes [2]. Evidence from international experi-
ences regarding resource mobilization, financial protection and social inclusion suggest care-
ful adoption of any community financing scheme [7]. 
Regarding the Sudanese experience in community financing the chapter suggested that al-
though Sudan has potential because of a high willingness to pay, social capital and resource 
mobilization, it is still lagging behind in community financing experiences. The poor adoption 
of some community financing initiatives has had a negative impact on the coverage of the in-
formal sector. Health as a core determinant of development and poverty reduction has an im-
portant role to get all health partners together. The BDN and CFCI initiatives for comprehen-
sive integrated sustainable community development were launched to reduce poverty by im-
proving the livelihood of the people, health, education, building capacity of the community 
and local authority and to ensure child rights. These show promising results. The importance 
of these initiatives is that they address vulnerable rural communities in the most remote states 
of the country. The early positive results of the pilot studies strengthened the partnership of 
the WHO, UNICEF, the government and the community and ensured coordination and col-
laboration [10 and 11]. 

8.1.3. Poverty and health in Sudan: the poor protection 

Chapter 3 showed that the Human Poverty Index in 2003 ranked Sudan number 52 out of 94 
developing countries. It is clear that poverty as estimated by human deprivation is prevalent 
all over the country and remarkably high in rural areas [12]. Human deprivation varies in na-
ture and impact. Poverty can be attributed to natural disasters or socio-economic factors. 
These factors may be local, regional or global. Generally these factors can be categorized as: 
natural disasters, misuse of environmental resources, inappropriate national policies, and 
armed conflicts [12]. 

Regarding the relation between poverty and health the chapter shows that poverty and health 
are intrinsically linked and are mutually reinforcing and deprivation in one area produces 
negative effects on the other. Ill health is both a cause and a consequence of poverty 
[13].Those living in absolute poverty are five times more likely to die before reaching the age 
of five, and two and half times more likely to die between the ages of 15 and 59, than those in 
higher income groups. Differences in maternal mortality even show that the lifetime risk of 
dying in pregnancy in parts of Sub-Saharan Africa, where almost 50% of the population lives 
in absolute poverty, is one in 12, compared to one in 4000 in Europe [14]. 
In 1992, after the adoption of the user fees policy all over Sudan, the government used both 
the direct and the indirect targeting measures to protect the poor. In 1996 the government of-
fered free of charge public health services at emergency departments as an indirect targeting 
approach. Many exemption mechanisms including list of drugs, geographical region and ser-
vices attempted to protect the poor. No socio-economic studies were held to identify the poor, 
no comprehensive plan was prepared to address this chronic problem and no proper robust 
coordination between the different bodies concerned with health and poverty was arranged. 
The recent FMOH plan of poverty alleviation focusing on revitalization of the states' health 
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services in a sense fills this gap. The low coverage is still evidence of the bad situation [12, 
15, and 16]. 
The chapter also presents the Zakat experience in Sudan. Although the Zakat Chamber has the 
potential and ability to make a difference for the poor, it still lacks coordination. More than 32 
million US$ are spent on health services. This amount of money has been spent mainly in ter-
tiary health care i.e. equipping hospitals and specialized centres. Only 50,000 poor family 
were covered by the Zakat under the health insurance system (costing 2.4 million US$) [17]. 
In contrast if all of the money that was allocated for health were used for poor families, more 
than 666,666 poor household will enjoy health insurance coverage for one year. That means 
4,000,000 poor inhabitants would have access to health services, 

8.1.4. Financing the health care system in Sudan: patterns, characteristics and 
determinants 

The findings in Chapter 3 suggested that the health care system in Sudan has multiple sources 
of finance. These sources included general tax, earmarked tax, social insurance, private insur-
ance, private sector for profit, user fees, abroad treatment, community financing, private sec-
tor not for profit, donors funding and traditional healers [5], The chapter also showed that the 
government as the sole provider of health services spends very little. Per capita health expen-
diture has remained between US$ 1 and US$ 2.1 in 2004 [18]. 
The expenditure trend for the last few years showed a sluggish improvement in the release of 
the budget allocated. The allocation of resources to the health sector is highly skewed in favor 
of big urban towns and hospital oriented curative health care [5]. 
Chapter 4 showed that social health insurance does not exceed 14.5% of coverage and the re-
sources earmarked to the formal sector. The majority (85.5%) of the informal sector has been 
left behind and is subject to the user fee policies and the private sector with for profit services 
[19]. The private sector for profit has grown tremendously. The expansion of this sector is of-
ten not included in the government health policy. This sector can play a significant role in ter-
tiary health care services and attract the abroad treatment seekers [20], User fee policies are a 
big share of health expenditure in Sudan and amount to more than 70% of public health ex-
penditure. The user fee policy has a negative impact on the utilization of health services by 
the poor especially for the more vulnerable groups. The government started to render free of 
charge public health services at emergency department for the poor [18 and 5]. The treatment 
abroad increased in the absence of a policy and structure of the system. The demand for 
treatment abroad increased exponentially due to poor health care services in Sudan and the 
attraction of the medical tourism packages offered by some countries (in particular Jordan) 
[20]. The last estimation of the amount of money spent abroad for treatment was more than 50 
million US$/year. The government started a national programme to attract the people to stay 
at home for treatment and allocated 28 million US$ and began to revitalize the FMOH and 
States Ministries of Health facilities [20 and 16]. The community financing supports the capi-
tal spending (buildings) of the different PHC facilities and their maintenance and plays a sig-
nificant role for the health services [21]. The two community financing experiences in Sudan, 
the CFCI and the BDN show the high willingness and seriousness of the communities to take 
care of themselves [22 and 23]. Early in the 1990s the World Bank and the IMF ceased their 
operations in Sudan. The UN system accounted for 70% of the multilateral assistance with 
UNICEF, WFP, UNDP, IF AD, and IDA being the major partners. Care and Oxfam (UK) ac-
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counted for 80% of NGOs assistance. Generally the donor funds are used in controlling com-
municable diseases and on nutrition and PHC. In the last couple of years the donors' funds 
increased both the allocated and the released amount of money [18 and 21]. 
Chapter 4 shows that the health finance system in Sudan has serious shortages in information 
regarding different sources of finance. In addition and more important there is an urgent need 
to know more about household income and expenditures on different aspects of life in particu-
lar health. A National Health Account should be a priority to explore these different sources 
of finance, to confirm available data, to identify the interrelation between different agencies 
contributing to health expenditure and to establish a health finance information system [18 
and 5]. 
The chapter also shows that the health finance system suffers from severe lack of coordination 
in the absence of a National Health Policy. 
Regarding the health finance performance chapter 4 showed that the budget falls below the 
real needs (although the government released more than the estimated amount it is still below 
the per capita rate for the Sub-Saharan countries). The health budget is mainly spent on hospi-
tal oriented tertiary curative services. The double tier system that was created by the Insurance 
Corporation will also lead to inefficient use of resources. The government tries to increase 
revenues by creating a private market. 
The health finance system couldn't achieve equity in health care provision. That can been 
seen in the low coverage of the social insurance (14.5%) and the high expenditure out-of-
pocket that amount to 70% of the total health expenditure. More than 60% of the population 
falls under the absolute line of poverty. The infra structure of transportation, safe water, sani-
tation, communication, electricity and etc. is poor especially in rural areas. 
The failure of the health finance system to achieve good quality health services is confirmed 
by the absence of treatment protocols, accreditation policies and accountability system. It is 
also observed in the bad quality of services of both public and private health sectors that 
pushed numerous patients to seek treatment abroad (more than 60% of treatment abroad is 
due to wrong diagnosis) [20]. 
The health finance system shows an unsustainable pattern especially the government budget 
for health (except the 2004 health budget all other budgets show that the released budget is 
lower than the allocated one (see table 4.4 - chapter 4)); the health sector is vulnerable to 
budget cutbacks. Community financing schemes can fill the gap of the informal sector. Basic 
health services like the PHC mainly depend on donor funds. 

8.1.5, Are free of charge public health services an impediment to the cost recovery 
policies? 

The results obtained in chapter 5 suggest that the category most likely to receive free of 
charge public health services are the respondents who have other income and dependents. 
Given their high demand for health services and given that this group of people is likely to be 
the targeted population for free of charge health services, the cost recovery policies in Sudan 
are not likely to be threatened by exploitation by the well-off people. So, the government can 
continue to offer free of charge public health services at emergency departments with effec-
tive measures to stop any misuse. 
The chapter suggested some recommendations. No doubt one of the top urgent priorities fac-
ing the health planners in Sudan is to establish a health care referral system. To do so the gov-
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ernment needs to improve the quality of services at the health centers by keeping the revenues 
within these institutions. The retention of the payment revenue at the local level, as a supple-
ment to public health care financing, can facilitate and improve the quality of services at the 
local level and keep the system viable [24, 25, 26 and 27]. Free of charge public health ser-
vices in Sudan is a political decision taken without technical studies and support. There is a 
need for a better understanding of the packages of policies that meet the multiple objectives 
that politicians and the community pursue. If the government insists on executing the new 
policy of free of charge public health services for the third wards' classes, this may require 
careful and scientific handling. The success of cost recovery policies is contingent upon exist-
ing political, economic and managerial conditions. So, there is a need for assessing the cost 
recovery policies in terms of the political and economic circumstances under which the im-
plementation occurs, the effect of cost recovery policies on equity and quality, the efficiency 
of operational performance, and the generation and maintenance of political and popular sup-
port [28]. 

8.1.6. Household health-seeking behaviour in Khartoum, Sudan: 
The willingness to pay for the public health services if these services are of 
good quality. 

The results of this chapter show that the majority (i.e. more than 75%) of the respondents are 
willing lo pay for public health services. These results are obtained under the assumption that 
public health services are provided with good quality. It appears that with improved services, 
some reasonable floor fees could be set. This supports and encourages the continuity of the 
cost recovery policies because the majority of households are willing to pay a reasonable fee. 
Charges would be appropriate if the money collected is used to improve the quality of ser-
vices. Thus special attention should be paid to the policies of fee revenues to circulate within 
the facility and to be used in improving the quality of services [27]. Policymakers in Sudan 
should focus on those quality improvements that might ultimately reduce the financial burden 
on the poor. This may include improving the quality of the lab and x-ray analysis and avail-
ability of drugs [29]. 
The continuity of the cost recovery policies will smooth the ground for the community-based 
health insurance to be established and help the government to contribute to the effectiveness 
and sustainability of the informal sector [30]. No doubt many more studies are needed to ex-
plore other areas important for this establishment. 
The fact that there is no gold rule in contingent valuation, other contingent valuation studies 
are important to support the findings of the take-it-or-leave-it procedure and to overcome its 
biases. The combination of more than one contingent valuation method in one study will en-
courage the findings and provide more reliable results. 

8.1.7. The user fee policy in Khartoum State in Sudan: the ability to pay for public 
health services in relation to willingness to pay. 

The results of chapter 7 shows that the average ability to pay (ATP) for good quality public 
health services for group 1 (respondents who already pay for health services) and group 2 
(those who do not pay for health services) is 55.9% and 42.1% respectively. This indicates a 
moderate ATP for public health services with good quality. The logistic regression estima-
tions indicate that rich people are most likely to be able to afford the public health service 
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fees. This together with the differences observed from the comparison between ATP and 
WTP (55% versus 85% for group 1 and 42% versus 77% for group 2) indicates that health 
planners should be more cautious about the expansion of user fee policies for the poor be-
cause, on average, a moderate ATP may not constitute a solid ground for these policies among 
the poor. 
The estimations show that, among respondents who do pay (group 1), the ATP is mainly de-
termined by economic factors, while for respondents who do not pay (group 2) the ATP is de-
termined by economic factors and a high education. 
The obvious difference between the two outcomes of the ATP and WTP studies shows the 
importance of differentiating between ATP and WTP in Sudan. The similarities and differ-
ences of the outcomes between WTP and ATP studies are important for health planners. 
The chapter suggested that policy makers in Sudan should focus on vulnerable population 
groups like women, children and low-income people who are less likely to be able to pay, The 
availability of drugs at affordable prices together with the improvement of acceptable prices 
for the lab and X-ray analysis services would benefit these vulnerable groups. 
The adoption of the Bamako community financing model is recommended as it provides 
benefits in the form of higher community commitment; easy identification of the poor; setting 
of reasonable fees; it guarantees the circulation of revenues within the facilities; someone to 
complain to; the sustainability of services in the event of any political instability and the es-
tablishment of health insurance for the informal sector [31, 32, 33 and 34]. 

8.2. The SWOT framework analysis 

Some researchers have tried to carve out frameworks to evaluate, clarify and classify differ-
ent community financing schemes so as to reach an analytical framework that can be used in 
the analysis of different community financing experiences in both a retrospective and pro-
spective manner [2, 5, 9 and 35]. There is no consensus on one framework but rather on a 
structure of a framework that is influenced by many factors regarding the country situation, 
culture and communities' needs assessment [2]. 
To answer the question 'can community financing contribute to a better health of Sudan9 we 
need to check the potentials and limitations of the community financing schemes by exploring 
the advantages and disadvantages of this approach. Also we need to explore the characteris-
tics that make this attempt a success. The constraints and obstacles that can lead to the failure 
of this endeavour should also be highlighted. 
The features and determinants of community financing together with the international and 
Sudan experiences will be weighted against selected criteria. These criteria are carved out 
from different experiences to ensure that community financing can be a success [8]. The crite-
ria are categorized in two groups of attributes. The first is the appropriate implementation of 
community financing schemes. This includes (a) feasibility assessment (b) community study 
(c) enabling environment (d) terms of references and job description (e) services offered and 
personnel engaged and (f) organization structure. Second, the performance of community fi-
nancing with respect to (a) resource mobilization (b) social inclusion (c) financial protection 
(d) improving quality of services and (e) community empowerment, 
The strengths, weaknesses, opportunities and threats (SWOT) framework will be used to clas-
sify the findings of community financing. Then the findings will be weighted against the se-
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lected criteria to yield if the community financing approach is feasible for Sudan and can con-
tribute to a better health. 
Box 8.1 shows the strengths and weaknesses of the community financing schemes regarding 
their features, characteristics, from the national and international experiences. The box also 
shows the opportunities that can make the community financing a success in Sudan and men-
tions the threats that may lead to the failure of these attempts. 

Box 8.1. The SWOT framework for community financing 

Strengths 

• Risk pooling 
• Social inclusion to increase access 
• Financial protection against catastrophic expenditure 
• Increased resource mobilization for health provision 
• Community involvement, active participation and 

empowerment 
• Promotion of self-reliance and community responsi-

bility 
• Low cost of operation 
• It improves quality of services (drug revolving fund) 
• It is easy to determine the poor 
• It can raise new resources (untapped) 
• The involvement of WHO and UNICEF with other 

NGOs 
• The high willingness of the people to pay for public 

services 
• The remarkable payments of the community in the 

CFCI experience 
• The income generating schemes of the BDN in im-

proving people's livelihood 
• The moral commitment of the community protocol 

that was signed by different partners in the BDN ex-
perience 

• The integration approach of health and education as 
seen in the CFCI 

• The coordination units of the UNICEF in the CFCI 
experience 

• The criteria used to select the remote areas in the 
CFCI experience 

• The robust relation between the NGOs and the State 
and local governments 

• Community building capacity seen in the BDN and 
CFCI experiences 

• Health insurance purchases from both private and 
public services 

• The well structured plan of implementation in both the 
BDN and the CFCI experiences 

• The pilot projects of the BDN and the CFCI experi-
ences 

• The success of the large scale community financing in 
China, Thailand, Indonesia, Bangladesh and west Af-
rica 

• The unique contribution of the Sudanese people to the 
capital expenses in building PHC infra structure and 
other health facilities 

Weaknesses 

• It is a supplement not an alternative to finance 
health services 

• Exclusion of the poorest 
• It requires subsidies 
• It needs many skills in management and financial 

management 
• Prone to moral hazards and adverse selection 
• It requires high willingness and ability to pay 
• It needs seed money and financial support (drugs) 
• Low national government commitment 
• It is largely untested 
• Pro-poor orientation is undermined by regressive 

flat -rate contributions and by a lack of subsidies 
or premium exemption, which create a financial 
barrier for the poor 

• Providers can often exert monopoly power during 
price and payment negotiations 

• Inadequate partnership with other UN agencies 
and organizations engaged in community devel-
opment activities seen in the BDN and CFCI 

• Delayed reimbursement of loans in the BDN ex-
perience 
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Opportunities Threats 
• Sudan is rich with natural resources i.e. vast arable 

land with plenty sources of water, oil, mines, live-
stock etc. 

• Recent oil revenues can be used for CF 
• The peace agreement that ended the war in the 

South 
• The peace agreement in Darfur (with the largest 

fighting group) 
• The interim constitution determined that the coun-

try will go 6 years under rehabilitation and build-
ing infra structures then a general election towards 
democracy and political stability 

• The interim constitution mentioned that the basic 
health needs (PHC) are free of charge for all people 
of Sudan together with primary education 

• International community support (allocation of 4.7 
billion US$ for post war adjustments) 

• The Global Fund to eradicate HIV/AIDS, malaria 
and TB 

• The Millennium Development Goals 
• Ministry of health reforms 
• Establishing a federal system in Sudan for decen-

tralization 
• Expansion in medical education and training 
• The Zakat chamber and its role in alleviating pov-

erty 
• The FMOH programme in alleviating poverty 
• The poor protection methods 
• The huge number of people who have graduated 

from different new universities 
• The large base of the health insurance in the formal 

sector 
• The well established PHC infra structure 

• New internal conflicts e.g. Darfur 
• Increased number of displaced people 
• Expansion of urbanization 
• Expansion of poverty all over the country 
• The high illiteracy rate (>50%) 
• The high dependency rate (93%) 
• The massive brain drain 
• The burden of infectious diseases 
• The disparities between States 
• The modest ability to pay 
• Lack of knowledge and experience in community 

based insurance 
• The low commitment of the national government 
• The unsustainable financial resources 
• The low capacity of health organization 
• The rich people are not interested in such schemes 

and this will affect the main idea of share risks 
• The free rider phenomena appears clearly in Sudan 

informal experience 
• The limited contribution of women 

8.2.1. The appropriate implementation of community financing 

This is the first category in the selected criteria to weight the findings against. This category 
includes feasibility assessment, community study, enabling factors, terms of references and 
job description, services offered and personnel involved, and organizing structure. 

8.2.1.1. Feasibility assessment 

The SWOT strengths' cells show that feasibility studies need to be done in the remote areas 
[11]. In addition the BDN experience shows that the community is involved in need assess-
ment studies supported by the technical teams of the WHO [10]. 

8.2.1.2. Community study 

Sudan is comprised of 600 tribes. This diversity in colors, lingual and other characteristics 
gives the country its unique mosaic culture. Most of the population (70%) lives in rural areas 
with very low indicators of health, education and other development aspects [18]. The SWOT 
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shows that the threats of the internal conflicts, natural disasters, expansion of poverty and the 
burden of infectious diseases that affect the population settlements, has resulted in 4 million 
displaced people, uncountable refugees and tremendous growth of urbanization [18]. 
The SWOT presents the high social capital as strength of the Sudanese community [13]. This 
is seen in the Nafir practices and the unlimited support to the health infrastructure. The com-
munity can be organized for more self-reliance activities, as shown in the BDN and the CFCI 
experiences. The high willingness of the community to pay for good quality health services 
also reflects the high demand for these services. Although the empirical findings show modest 
ability to pay, the out-of-pocket costs reached more than 70% of health expenditure [15]. The 
SWOT reviews the weaknesses of communities in management and financial management 
which should alarm the planners whenever they consider these community financing schemes 
as a choice [11 and 34]. The SWOT shows the threat of the limited role of women in commu-
nity financing [11 and 22]. A substantial role of women in community initiatives should be 
considered as a key factor of success. 

8.2.1.3. Enabling factors 

8.2.1.3.1. The political stability 

The SWOT 'opportunities' include the peace agreement that the government of Sudan in 
January 2005 signed with Southern fighters and the Interim Constitution which was approved 
in June 2005 to end the longest war in Africa [36]. The Interim Constitution stated that the 
Sudan will go through a transitional period for 6 years to rehabilitate the whole country by 
building the essential infra structure. Then, a general election will be held towards democracy. 
This will be under the supervision of UN peacekeeper forces. The international community 
responded by rendering 4.7 billion US$ for post-conflict adjustments and development pro-
jects. The SWOT also presents in the opportunity cell, that the government of Sudan in 2006 
signed a peace agreement with one of the biggest groups of fighters in Darfur in an attempt to 
solve the whole problem of Darfur. Sudan adopted the federal system since 1992 in a step to-
wards decentralization [18]. The transitional government after the peace agreement involved 
many political parties and shared power even down to state governments. A process of build-
ing capacities started in the central and state governments, 

8.2.1.3.2. Economic stability 

The SWOT shows the opportunity provided by the recent oil revenues [15]. This will contrib-
ute to economic stability, the stability of the national currency, and hopefully increase the de-
velopment index. The ceased war in the South frees a considerable amount of money to be 
allocated for development [18]. The SWOT shows the opportunity of Sudan's richness in 
natural resources. This combined with the early signs of stability in Sudan has attracted nu-
merous investors, especially from Arab countries to invest in Sudan. This ranks Sudan num-
ber two after Lebanon in outside investments from Arab countries. The expected 4.7 billion 
US$ from the international community will also play a significant role in the development and 
stability of the country. The Ministry of Finance has adopted many policies for poverty alle-
viation and created The National Fund for States Support (NFSS) to subsidize poor states. In 
addition an increase in salaries and wages is observed [15]. 
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8.2.1.3.3. The federal Ministry of Health (FMOH) 

The weaknesses and threats because of the low capacity of FMOH are presented in the 
SWOT. The strengths and opportunities of FMOH reform can antagonize the low capacity. 
The FMOH started its reform in 2002 by building capacities, formulating a strategic plan, 
preparing the National Health Policy, the poverty alleviating programme, the rehabilitation of 
health services at the state level by the transfer of doctors and equipping hospitals, poor pro-
tection methods against user fee policy (exemption of region, drugs and services), preparing 
for conducting the National Health Accounts, conducting surveys on households, health ser-
vices and health manpower, addressing the expatriates (health related) to come back home, 
and coordination with the universities to increase the medical students intake. The expansion 
of health insurance for the formal sector to the entire country accounted to the health reforms, 
as did the increase in the number of public health professionals, a robust relation with the bi-
lateral agencies and NGOs, and the negotiations with the private sector for more coordination 
and collaboration [15 and 18]. 

8.2.1.3.4. The donors, bilateral agencies and NGOs 

The role of donors, bilateral agencies and NGOs is essential in the development process in 
developing countries. Despite the decrease in donors and NGOs funds to Sudan during the 
1990s, its contribution to health needs to be recognized [37]. After the peace agreement in 
2005 the role of donors, bilateral agencies and the NGOs significantly increased. The SWOT 
shows the promising results that were gained from the BDN and CFCI pilot projects in inte-
grating work between the government, bilateral agencies and the community. The Global 
Fund and the Millennium Development Goals are strong movements to support poor coun-
tries. The integration of technical assistance and the financial funds of the donors also support 
developing countries. The results obtained from the BDN and CFCI show the positive role of 
the WHO and UNICEF in the initiation of such schemes and in building trust with communi-
ties and government. It also shows the capabilities of these agencies in training communities 
to ensure the success of these initiatives. Although the donors and NGOs funds are instable 
and vulnerable to stop for any reason they are still more sustainable than other financial 
mechanisms. 

8.2.1.3.5. The Zakat 

The Zakat is one of the Islamic pillars. It is a form of community-based payments, fostered by 
the government but with full autonomy [17]. The Zakat can play a major role in fighting pov-
erty in general and health problems related to poverty in particular. The Zakat has the poten-
tial to raise substantial funds for development. This is shown by the diversity of sources of 
collection for the Zakat. It is built on fairness by taking from the rich and disbursement to the 
poor. So it can play a significant role in increasing the coverage of the health insurance for the 
poor and needy. This will increase social inclusion and improve the access to health services 
for the poor. This will also mobilize additional resources to health services and contribute to 
the sustainability of the provision of health care. By paying for the poorest the Zakat protect 
the poorest against catastrophic expenditures. The Zakat can play an important role in the de-
velopment process especially in remote and devastated areas because of its flexibility and the 
wide range of subsidies which include health care, education, income generating, and group 

157 



production schemes and women development. The Zakat pays both for Muslims and non-
Muslims although it is an Islamic pillar. 

8.2.1.4. Terms of references and job description 

Key players and diverse stakeholders involved should be staffed and organized in clearly 
identified roles. The SWOT shows the BDN and CFCI experiences in the inclusion of local 
community members, supervisory committees, and community financing schemes managers, 
health services providers and community leaders [10 and 23] 

8.2.1.5. Services offered and personnel involved 

Community financing schemes primarily offer PHC services like immunization, family plan-
ning, prenatal care and child care. This may be extended to inpatient facilities. The interim 
constitution renders PHC services free of charge to the whole population of Sudan [15]. The 
CFCI promising results in improving immunization coverage is an achievement in community 
financing [11]. The BDN need assessment done by the communities determined packages of 
services, and accounted for the existing services, the affordability of members and the sus-
tainability of these services [22]. 

8.2.1.6. Organization structure 

The SWOT 'strengths of community financing' shows that the organization structures of the 
BDN and the CFCI determined the level of powers of management the flow of work [10 and 
23]. The CFCI shows that a detailed description of the collection of premiums, offering ser-
vices and reimbursement for providers can ease the whole operation [11]. 

8.2.2. The community financing performance 

The findings of the SWOT will be investigated to examine the capability of community fi-
nancing in achieving the second category of the selected criteria. This category includes re-
source mobilization, social inclusion, financial protection, good quality of health services and 
community empowerment. 

8.2.2.1. Mobilization of resources 

Mobilization of resources for health care provision is vital for both availability and sustain-
ability of health services in poor countries. Some studies show the capability of community 
financing schemes in resource mobilization that contribute to the sustainability of the health 
services [35]. Regarding Sudan the SWOT shows the high commitment of communities in the 
CFCI [11]. The Zakat Chamber in Sudan can play a significant role by paying for the poorest 
and support health services directly. The cheap dues to join the health insurance in Sudan (50 
US$ per family (6 members) per year) are expected to attract more subscribers from the in-
formal sector especially if it is organized by the Zakat or the government under community-
based insurance [15]. This will mobilize resources for the available health services, if the 
health insurance policy is to purchase from the public and private health care services. The 
retention of these revenues in the health facilities will improve the quality and make the ser-
vices more sustainable [27]. 
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8.2.2.2. Social inclusion 

Social inclusion is the one of the important community financing strengths that influences the 
adoption of theses schemes [2, 5 and 35]. Social inclusion means the coverage of the commu-
nity (mainly excluding the informal sector) under an umbrella of adequate health services by 
risk sharing mechanisms. That means the removal of any barriers especially the financial ones 
that prevent the community from enjoying the health services. In simple language it is the 
easy access to health services. Although community financing has the potential to achieve so-
cial inclusion it also presents two serious threats. The first threat appears in the modest ability 
to pay. This may lead to the exclusion of the poorest from the scheme [34]. The second threat 
regards the well off people who seek high quality health services and are not interested to join 
community financing schemes [34 and 35]. The absence of rich people from these schemes 
will threaten the risk sharing philosophy and may lead to the failure of this attempt. The Zakat 
can play a role in community financing schemes by covering the poorest and prevent their ex-
clusion. Relying on Sudanese high solidarity and social capital seen in the SWOT, effective 
propaganda may increase people's awareness and knowledge about these schemes. Improving 
quality by using revenues for this purpose will also encourage the rich people to join commu-
nity financing schemes. 

8.2.2.3. Financial protection 

The SWOT shows that financial protection of the poor against catastrophic expenditure is one 
of the strengths of the community financing [2 and 35]. The SWOT also presents the DBN 
income generating schemes as an opportunity in the development process to improve people's 
livelihood and to prevent poverty attacks [22]. In addition, if, the Zakat could achieve cover-
age of the poor it will offer them the opportunity to buy food, housing, cloths etc. Moreover 
the Zakat transfers ownership of properties to the poor which will be more effective than the 
loans of the BDN in the development process. 

8.2.2.4. Improvement of quality of health services 

Community financing can improve the quality of health services by mobilizing more re-
sources in a sustainable way [35]. The improvement of quality is explicitly seen in the avail-
ability of drugs by establishing drug revolving funds [3]. The retention of revenues in facili-
ties will improve the quality of health services. The SWOT also shows the strengths of the 
health insurance in Sudan by purchasing from both private and public services. This increases 
the competition between the two sectors and will result in better quality health services. 

8.2.2.5. Community empowerment 

The SWOT presents the low capacity of the community as one of the threats. The weaknesses 
of community financing is that it needs many skills in management and financial management 
[2, 3 and 6]. The strength of the SWOT is the community involvement and active participa-
tion especially in the CFCI and the BDN experiences [11 and 22]. It also shows the strength-
ening of self-reliance and community responsibility. The training of communities in the CFCI 
and BDN contributed to the strength of community financing in empowering communities, 
This can be seen in practicing democracy (selection of different committees), group dynam-
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achieve promising results. Moreover by using the Zakat tool the problem of the modest risk 
pooling, as observed in Hsiao cooperative model can be solved. 
To have a viable and integrated model of community financing in Sudan, the two experiences 
(models) of the WHO-BDN and the UNICEF-CFCI should be merged together. This is to 
form one model of community financing of integrated development goals for health, educa-
tion and livelihood, so as to extend the potentials of both models and to minimize the con-
straints of each model (see chapter 2). This should be fostered by national and local govern-
ments. The FMOH, the Health Insurance Coiporation and the Zakat are important partners in 
this proposal. The other UN agencies concerned with people's life and development should be 
invited to join this attempt as well. The robust relation between all these partners is expected 
to strengthen the available resources and to expand the outcomes. The following is a review 
of what those partners have in their basket to make this suggested community financing 
model a success: 
The communities have the potential because of a high willingness but modest ability to pay, 
active participation, remarkable support in building the infrastructure of the PHC (Nafir), high 
social capital and solidarity practices (Nafir) and the liability to be empowered; 
The WHO-BDN has the potential to contribute to a comprehensive implementation plan, in-
volvement of communities in the need assessment studies, signing a social contract with the 
government and the community for moral commitment, training the communities in manage-
ment skills, robust partnership between the community, WHO and the FMOH and seed 
money for income generating schemes; 
The UNICEF-CFCI has the potentials to contribute to a comprehensive implementation 
plan, feasibility studies, integrated package of services (health, education and child rights), 
coordination units, robust partnership between the community, UNICEF, local government, 
Ministry of International Cooperation, and the National Fund of States Support (NFSS); 
The National Government has started to achieve political and economical stability (oil reve-
nues). The modest political commitment is seen in the sustainable financial support (NFSS) 
and the facilitation of the whole process. The government intended to offer free of charge 
PHC to all Sudanese people which was stated in the interim constitution. Also the government 
started its own programme of poverty alleviation and development of rural areas; 
The Local Governments are highly committed to the community financing initiatives. They 
should retain the revenues in health facilities to improve the quality of health services. They 
have the understanding to establish robust relations with the NGOs to solve the chronic prob-
lems of safe water and the sanitation systems. The local governments can facilitate the inter-
sectoral collaboration; 
The FMOH has the capacity to execute the National Health Policy to get all partners of 
health in one boat. In addition it can coordinate with the NGOs to achieve the National Health 
Accounts and households surveys. The FMOH started the poverty alleviation programme by 
revitalization of the States' health services and the transfer of human resources to these States. 
The poor protection measurements (free of charge of services at Darfur region, free of charge 
for some drugs and emergency services) are essential. Health as a core determinant of devel-
opment as seen in the Millennium Development Goals supports the robust partnership of the 
FMOH with the communities and the WHO in the BDN initiative; 
The health insurance was launched to solve the problem of health in the formal and informal 
sectors. The wide adoption of the health insurance in the formal sector all over the country is 
an enrichment. The health insurance system is allowed to purchase from both the private and 
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the public sector. It has low costs for the informal sector and is allowed to help in rehabilitat-
ing and equipping the health facilities; 
The Zakat Chamber has the capability to cover the poorest families under the health insur-
ance system. Fighting poverty by direct and indirect subsidies is a flexible tool of support to 
cover the different aspects (individual and group production, safe water, agriculture seeds, 
women development etc.). 

8.2.5. Final considerations 

Although the findings of this study show that community financing schemes can be a success 
in Sudan and have the potential to achieve better health for the majority of the people it 
should be carefully adopted. In developing countries community financing schemes are not 
merely a health finance mechanism but they can lead to real changes in people's life [22 and 
23]. These schemes, if planned with a comprehensive and broad vision, can achieve the de-
velopment goals in a sustainable way. Sudan has the opportunity to make a difference by us-
ing community financing approaches in a nation-wide development policy. Any attempt of 
community financing in Sudan should involve the bilateral agencies (WHO and UNICEF) for 
their experiences and capabilities in training, technical assistance, trust of communities and 
the mediator role of these organizations. This will be achieved if all partners signed an agree-
ment to identify roles and to share responsibilities. Community financing can be a national 
policy led by the NGOs or can be a NGOs initiative fostered by national and local govern-
ments. The government may prefer to create an independent body to lead the community fi-
nancing initiative by inviting other partners to contribute to this attempt in a wide coordina-
tion effort. No doubt the available potentials and opportunities in Sudan can make a commu-
nity financing a success. 
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APPENDICES OF CHAPTER 1 

Appendix-A. Health indicators for Sudan 

Indicators Values Year Source 
Health Status indicators 
Infant mortal ity rate 68/1000 1999 WHO/2004* 
Under five mortality rate 104/1000 1999 WHO/2004 
Maternity mortality rate 50.9/10000 1999 WHO/2004 
Life expectancy at birth - males 55.4 years 2000 WHO/2004 
Life expectancy at birth - females 57.8 1999 WHO/2004 
Fertility rate 5.9% 2000 WHO/2004 
Infertility rate 7.9% 2003 Health gaps** 
Crude death rate 11.5/1000 1999 WHO/2004 
Delivery attended by trained personnel 57% 2000 WHO/2004 
Trained attendance 72% 2000 WHO/2004 
Contraceptive prevalence 7% 2000 WHO/2004 
FGM >90% 2002 Health gaps 
Indicators of coverage with PHC 
BCG 73% 2003 WHO/2004 
DPT3 74% 2003 WHO/2004 
Measles 70% 2003 WHO/2004 
PoIio3 74% 2033 WHO/2004 
TTs2+ 36% 2003 WHO/2004 
DPT drop-out-rate 17% 2003 Strategic plan 
Exclusive breast feeding 20% 2003 Strategic plan 
Selected Morbidity indicators 
Malaria 1,827,961 2003 WHO/2004 
HIV/AIDS 354 2001 WHO/2004 
TB 20439 2003 WHO/2004 
Meningococcal meningitis 1937 2002 WHO/2004 
Regular smokers 15% 2002 WHO/2004 
MRI-chiidren 12-24% 2003 Strategic plan*** 
Diarrhea-children 16% 2003 Strategic plan 
Malnutrition-children 18.5% 2003 Strategic plan 
Health expenditure indicators 
FMOH budget as % of government budget 4.8% 1990 WHO/2004 
FMOH expenditure as % of GDP 0.8% 2000 WHO/2004 
Total health expenditure as % of GDP 3.4 US$ 2000 WHO/2004 
Health expenditure from government sources (per cap- 3 US$ 2000 WHO/2004 
ita) 
Total expenditure on health per capita 13 US$ 2000 WHO/2004 
Human and material resources indicators 
Population with access to total health services '66% 2000 WHO/2004 
Urban 84% 2000 WHO/2004 
Rural 66% 2000 WHO/2004 
Hospital beds 7.3% 2002 WHO/2004 
PHC units and centres 1.1% 2001 WHO/2004 
Access to safe water 34% 2003 World Bank 
Access to sanitation 69% 2003 World Bank 
Physicians 3% 2002 WHCV2004 
Medical officers 17.6% 2002 Economic- Rev**** 
Dentists 0.6% 2002 WHCV2004 
Pharmacists 2% 2002 WHO/2004 
Nursing and midwifery personnel/10000 0.8% 2001 WHQ/2004 
* Demographic and Health Indicators for Countries of the Eastern MediterraneanWHO/2004 
** Health Gaps in Sudan [II]. 
*** The Quarter country Strategic Plan [16] 
**** Economic review 2002. Ministry of Finance and National Economy, Sudan. 
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APPENDICES OF CHAPTER 2 

Appendix - A. Types of BDN projects with geographic, demographic data by coverage 
in the current BDN areas 

Site of Pro-
ject State Title of project 

Gezira -Aba Whit Nile Agriculture project 

Attamadon River Nile Cow and chicken raising 

Um Gonium White Nile 

Eddueim 

Dar Mali 

Arrossrris 

Neima 

Kosha 

Jummai 

Arashkol 

Elrahad 

While Nile 

River Nile 

Blue Nile 

N orthern 

Northern 

Whit Nile 

North Kor-
dofan 

Urn Badda Khartoum 

Raghawa and r . 
Dahawi 
y j 0 . North Kor-Um Seigaoun d o f e n 

Rehabilitation of agricul-
ture scheme and process-
ing of milk products 
Rehabilitation of agricul-
ture scheme and calve fat-
tening 

Goat raising and safe 
drinking water 

Poultry farm 

While Nile Poultry farm 

Safe water and fishing 

Type of project 

Estimated 
population 
coverage at 
start 

Estimated 
population 
covered at 
2002 

Fishing 

School breakfast and 
school health 

Fish nursery 

Promotion of environment 
sanitation, woman literacy 
classes and woman handi-
craft 

Income generat-
ing 
Income generat-
ing 
Income generat-
ing and social 
sector 

5 4 - 1997 

1997 

4 0 - 1998 

2 0 0 - 1998 Income generat-
ing 

social sector 
and Income gen- 112 - 1998 
erating 
Income generat-
ing 
Income generat-
ing 
social sector 
and Income gen- 560 - 1998 
erating 
Income generat-
ing 

social sector 

5 0 - 1998 

1500- 1999 

20 - 1999 

6 0 0 - 1999 

2 0 - 1999 Income generat-
ing 

social sector 
and Income gen- 35 - 1999 
erating 

261 

Not function 
ing 

700 

200 

2200 

Not function 
ing 

1500 

560 

20 

1500 

567 

105 

Source: Adapted from report of evaluation of basic development need programme - Sudan [37] 
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Appendix - B. Distribution and coverage of vulnerable localities and communities 

State 

Blue Nile 
Gcdarif 
Kassala 
N. Darfur 
S. Darfur 
W. Darfur 
S. Kordofan 
S. Kordofan 
S. Kordofan 
Bahr El Gazal 
Bahr El jebel 
Upper Nile 
Total 

Total No. 
of locali-

ties 
5 
5 
5 
7 
9 
7 
5 
5 
5 
3 
4 
8 

68 

No. of 
vulnerable 
localities 

3 
3 
3 
4 
8 
6 
4 
4 
5 
3 
2 
8 

53 (63%) 

Total No. of 
communities 

No. of vul-
nerable 

communities 
244 
834 
350 
544 
950 
378 
1314 
540 
750 
238 
164 
163 

6369 
Source: Service delivery in a difficult environment [41] 

76 
172 
149 
289 
332 
357 
228 
150 
157 
120 
160 
138 

2328 (37%) 

No. of CFCT 
communities 
2002-2003 

CFCI coverage/ 
vulnerable com-

munities 
30 
40 
30 
30 
40 
30 
40 
30 
30 
10 
20 
24 

354 

39 
23 
20 
10 
12 
8 
17 
20 
19 
8 
13 
17 

(15%) 

Appendix - C. Financial contribution of the different partners of CFCI (000SDD) 2003 
2004 (Actual up to June for 2004) 

CFCI partners 2003 2004 

Planned 39,230 50,769 
Actual 20,393 (52%) 34,705 (68%) 
Planned 96,348 118,848 
Actual 54,498 (57%) 57,020 (49%) 
Planned 64,708 47,342 
Actual 38,020 (59%) 32,067 (67%) 
Planned 14,150 142,042 
Actual 10,700 (76%) 82,300 (56%) 
Planned 30,053 21,816 
Actual 28,874 (96%) 19,228 (88%) 

Federal contribution 

UNICEF contribution 

State contribution 

Locality contribution 

Community contribution 

Source: adapted from the Mid-Term Evaluation of the Child-Friendly Community Initiative [28] 

168 



APPENDICES OF CHAPTER 3 

Appendix - A. The finances of the Zakat Chamber to hospitals and medical centres 

Hospitals 
Radiotherapy Hospital 
Radiotherapy Hospital 
Urol ogy Centre 
Sudan Cardiac Centre 

Sudan Cardiac Centre 

pital 

Military Hospital 

Military Hospital 

Tropical Hospital 
Sub a University Hospital 
The National Cardiac Centre 
Ahmed Gasim Centre for Cardiac 
and Renal Transplantation 
The Mortuary 
Ambulatory Vehicles 
Radiotherapy Hospital 
Total 

Location - States Money allocated (US$) Purpose 
Khartoum 50,000 Genes Detector 
Khartoum 324,000 Equipments 
Khartoum 153,000 Equipments 
Khartoum 1,500,000 Catheter lab 

Khartoum 250,000 Alternating Impulse Ma-
chine 

Khartoum 10,000 Furbishing 

Khartoum 37,000 HIV/AIDS lab 

Khartoum 200,000 Open Cardiac Surgery 
Sets 

Khartoum 10,000 
W v v W 
Endoscope 

Khartoum 30,000 Equipments 
Khartoum 680,000 Equipments 

Khartoum 50,000 Equipments 

Khartoum 60,000 Refrigerators 
Khartoum 269,000 Cars 
Gezira 100,000 Equipments 

3,723,000 
Adapted from the Patterns of the Zakat Chamber 2001-2004. 
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APPENDICES OF CHAPTER 5 

Appendix A - the LRM results of the OLS significant variables 

Variables B S.E. Wald Sig. Exp(B) 

Family size (1-6) -.230 .594 .150 .699 .795 
Family size (7-10) -.417 .606 .474 .491 .659 

Occupation (employee) -.363 .499 .530 .467 .696 
Occupation (laborer) -.447 .635 .495 .482 .640 
Occupation (merchant) -.643 .555 1.341 .247 .526 
Occupation (jobless) 1.205 .880 1.873 .171 3.336 

Other income (yes) .540 .379 2.025 .155 1.716 

Have dependents (yes always) .618 .449 1.892 .169 1.855 
Have dependents (yes sometimes) 1.408 .524 7.220 .007 4.088 

House ownership (owned) -1.099 .471 5.452 .020 .333 
House ownership (others) .292 .561 .271 .603 1.339 

Pay tuition fees (yes always) .699 .543 1.652 .199 2,011 
Pay tuition fees (yes sometimes) .362 .745 .236 .627 1.436 

Episodes of sickness last 3 months (once) .573 .792 .522 ,470 1.773 
Episodes of sickness last 3 months (twice) 1.446 .772 3.505 .061 4.245 
Episodes of sickness last 3 months (>twice) .883 .733 1.450 .229 2.417 

Pay for treatment last 3 months (yes always) -1.155 .634 3.317 .069 .315 
Pay for treatment last 3 months (yes sometimes) .337 .632 ,285 .594 1.401 

Bought drugs last 3 months (yes always) -1.153 .723 2.541 .111 .316 
Bought drugs last 3 months (yes sometimes) -1,757 .756 5.401 .020 .173 

Constant -1.051 1.201 .765 .382 .350 
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Appendix B - the LRM results of the full model of the direct procedure method 

Variables B S.E. Wald Sig. Exp(B) 

Family size (1-6) -.606 .768 .622 .430 .546 
Family size (7-10) -.521 .773 .455 .500 .594 

Education (secondary) -.658 .617 1.136 .286 .518 
Education (university) .087 .773 .013 .910 1.091 

Occupation (employee) -1.090 .698 2.439 .118 .336 
Occupation (laborer) -.792 .800 .982 .322 .453 
Occupation (merchant) -1.584 .751 4.454 .035 .205 
Occupation (jobless) 1.450 1.194 1.474 .225 4.263 

Monthly income (100000-150000) .765 .795 .928 .335 2.150 
Monthly income (150000-300000) -.104 .773 .018 .893 .901 
Monthly income (300000-500000) 1.187 .917 1.674 .196 3.276 
Monthly income (>500000) .537 1.157 .215 .643 1.710 

Have Other income (yes) 1.182 .523 5.104 .024 3.262 

Have a car (yes) .219 .560 .153 .696 1.244 

Have dependents (yes always) .854 .645 1.751 .186 2.349 
Have dependents (yes sometimes) 1.926 .704 7.484 .006 6.861 

House ownership (owned) -1.262 .598 4.457 .035 .283 
House ownership (others) -.266 .717 .138 .710 .766 

Pay tuition fees (yes always) .786 .704 1.247 .264 2.194 
Pay tuition fees (yes sometimes) -.121 1.012 .014 .905 .886 

Episodes of sickness last 3 months (once) 3.668 17.948 .042 .838 39.178 
Episodes of sickness last 3 months (twice) 4.490 17.942 .063 .802 89.079 
Episodes of sickness last 3 months (>twice) 4.471 17,935 .062 .803 87.439 

Disease type (obs&pediatrics) -.633 1.126 .316 .574 .531 
Disease type (internal medicine) -1.689 .830 4.142 .042 .185 
Disease type (others) -.627 .824 .579 .447 .534 

No. of visits last 3 months (once) 2.278 1.255 3.297 .069 9.758 
No. of visits last 3 months (twice) 2.298 1.253 3.361 .067 9.951 
No. of visits last 3 months (>twice) 1.008 1.202 .704 .401 2.741 

Pay for treatment last 3 months (yes always) -1.645 .814 4.081 .043 .193 
Pay for treatment last 3 months (yes sometimes) .184 .791 .054 .816 1.202 

Bought drugs last 3 months (yes always) -1.491 1.058 1.985 .159 .225 
Bought drugs last 3 months (yes sometimes) -2.130 1.066 3.992 .046 .119 

Constant -4.048 18.035 .050 .822 .017 
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Appendix C - the goodness of fit and the criteria for selected model 

Models 

Omnibus test 
Percent correct 
predictions Chi -square df Sig. 

-2Log Likelihood 

beginning end 

Hie LR test Hosmer and Lemeshow Confidence interval 

McFadden 
Chi-square Critical value Chi- df 

square 
Sig. variable lower upper 

Important variables not in the 
model 

SS Q> — 3 T3 U- O 
£ 

87% 79.659 33 0.000 224.542 144.884 0.3547 3.159 58.302 3.320 8 0.913 Sometimes have dependents 1727 27.264 1- Monthly income 

2- Have a car 
3- Other income*have a car 

-2 ZL t; ® IB "O Q. o 

84.8% 67.896 19 0.000 244.565 176.668 0.2776 31.784 38.582 4.340 8 0.825 1- Sometimes have dependents 2.338 
2- One visit to HS unit last 3months 1.36 
3- two visits to HS unit last 3months 1.424 

24.526 
79.06 
99.14 

1- Monthly income 
2- Have a car 
3- Other income'have a car 
4- Owned a house 

2 tr _S2 <8 ^ 
" i 

87.3% 74.726 25 0.000 229.950 155.225 0.3249 10.341 46.928 5.444 8 0.709 1 - Sometimes have dependents 2 
2- two visits lo HS unit last 3months 2 

20 
165 

1- Monthly income 
2- Have a car 
3- Other incoms'have a car 

— to Jfl • tr ® 
n TJ Q. o 

85.4% 60.172 26 0.000 274.971 194.799 0.2915 49.915 48,290 7.133 8 0.522 1- Sometimes have dependents 1.837 
2- twice visits to HS unit last 3months 1.249 

17.652 
30.588 

1- Have a car 
2- Other income*have a car 

-2 ZL 
O T3 Q. O 

86.6% 77.483 25 0.000 238.814 161331 0.3244 16.447 46.928 5.288 8 0.726 1- Sometimes have dependents 2,028 
2- two visits to HS unit last 3 months 1158 

25.63 
134.46 

1- Merchant 
2- Monthly income 
3- Have a car 
4- Other income'have a car 

« ^ 
(0 -O 
a. o 

85.5% 70.537 23 0.000 23B.814 168.277 0.2953 23.393 44.181 10.88 8 0.208 1-Sometimes have dependents 2347 27.588 1- Monthly income 
2- Have a car 
3- Other income'have a car 

2 <? tr ® 
to -a a. o 

E 

87% 86.911 27 0.000 238.814 151.904 D.3639 7.02 49.645 4.498 8 0.810 1- Sometimes have dependents 
2- Sometimes pay for treatment 

3.381 
1.357 

51.027 
740.557 

1- Monthly income 
2- Have a car 
3- Other income'have a car 

« rr 
tr ® 
£ o 

£ 

87.9% 85.111 24 0.000 292.205 207.094 0.2912 62.21 45.553 4.111 8 0.847 1- Sometimes have dependents 1.919 
2- Two visits lo health services unit 1.173 
fast 3 months 

16.791 
18.620 

1- Monthly income 

5 Î? t r a> 
t o "D D_ o 

87.3% 96.6 34 O.OOD 248.268 151.668 0.38909 6.784 58.302 5.174 8 0.739 1-Sometimes have dependents 1.7 
2-Have other income 2.1 
3- Monthly income 100000-150000 0.9 
4- Monthly income 300000-500000 2 

21.9 
2547 
691 
1717.5 

1- Have a car 
2- Other income*have a car 



APPENDIX D - METHOD OF STATISTICAL ANALYSIS 

In order to have a predictable estimation for the different sets of variables, the LRM is applied 
and the general formula of the risk odds ratio (ROR) is used in order to estimate the effect of 
the socio-demographic independent variables (XI, X2...Xi) on the dummy dependent vari-
able [Y= (1,0)] i.e. Receiving free of charge public health services. Equation one presents the 
logit formula which resemble the base for the ROR formula and interpreted as the coefficient 
(3i represents the change in the log odds that would result from one unit change in the variable 
Xi when all the other X's are fixed. Equation (2) presents the ROR formula which consider as 
a derivative from equation (1). Thus, the product or f ] formula for ROR tells us that, when the 
LRM is used, the contribution of the variables to the odds ratio is multiplicative [27]. SPSS 
package had been used to run the analysis and to obtain the results. 

ROR [(1,0) variables]: ROR=exp (Pi) for the effect of the variable Xi adjusted for the other 
X's. Interpretation from the product ([]) formula: The contribution of each Xi variable to the 
odds ratio is multiplicative [27]. 

P(Y)=a+Ißi Xi (1) 

RORy,y„:=exp E ß, (X, j - X0i)]=n { exp[ßi (X,, - Xoi)]} (2) 
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APPENDICES OF CHAPTER 6 

Appendix A - The contingent valuation survey scenario 

0) Do you receive free of charge health services at the public health facilities? 
I - Yes I ilo 

If no - (Group 1), [assume that we want to improve the quality of services of the nearest PHF to your residence regarding specialist services, 
advanced laboratories and X-ray units, availability of dings and consumables especially for children and improve the environment for wait-
ing places and reduce the waiting time.J 

Are you willing and able to pay an extra 5000 Ls. at each visit to the PHF if you were to be seen by a specialist? 
I would not hesitate. 
1 would go into debt. 
I f ! have enough money. 
I would not pay 

Are you willing and able to pay an extra 5000 Us, at each visit to the PHF if you were to be investigated by an advanced lab and X-ray unit? 
I would not hesitate, 
I would go into debt. 
If I have enough money? 
I would not pay 

Arc you willing and able to pay an extra 2000 Ls, at each visit to the PHF if there was an assurance that drugs and consumables especially 
for children would be available? 
I would not hesitate. 
I would go into debt. 
If I have enough money? 
1 would not pay 

Are you willing and able to pay an extra 1000 Ls, at each visit to the PHF if that would ensure the improvement of the environment for wait-
ing places and reduce the waiting times? 
I would not hesitate. 
I would go into debt. 
If I have enough money? 
I would not pay 

If yes = (Group 2)y [assume that we want to improve the quality of services of the nearest PHF to your residence regarding specialist ser-
vices, advanced laboratories and X- ray units, availability of drugs and consumables especially for children and improve the environment for 
waiting places and reduce the waiting time,] 

Are you willing and able to pay 10,000 Ls, at each visit to the PHF if you were to be seen by a specialist? 
f would not hesitate. [ 
I would go into debt. |' 
If 1 have enough money? CZZZ 
I would not pay ' "n 

Are you willing and able to pay 10,000 Ls. at each visit to the PHF if you were to be investigated by an advanced lab and X- ray unit? 
I would not hesitate. 
1 would go into debt. -•-
I f J have enough money? -
I would not pay — 

Are you willing and able to pay the cost of drugs that have been determined by the pharmacy department on each visit to the PHF if there 
was an assurance that drugs and consumables especially for children would be available? 
I would not hesitate. 
I would go into debt, 
If I have enough money? — 
I would not pay I 

Are you willing and able to pay 2000 Ls. at each visit to the PHF if that were to ensure the improvement of the environment for waiting 
places and reduce the waiting times? i — n 
I would not hesitate, =••• r 
1 would go into debt, j= •:: 
I f I have enough money? = 
I would not pay ' ' 
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Appendix B - The goodness of fit of the eight dependent variables 
[group 1 and group 2] 

Dependent 
Variables 
group 1 

Percent 
correct 
prediction 

The Omnibus test -2 Log likelihood 
McFadden Dependent 

Variables 
group 1 

Percent 
correct 
prediction Chi 

square 
Degree of 
freedom Significance Beginning End 

R2 

Specialist 
services 88.6% 34.485 12 0.001 264.441 229.956 0.1305 

Lab and X-
ray analysis 88.3% 54.649 14 0.000 283.172 228.524 0.1930 

Drugs avail-
ability 88.3% 29.856 10 0.001 252.335 222.479 0,1184 

Decrease 
waiting time 83.5% 30.947 13 0.003 256.184 225.237 0.1208 

Dependent 
Variables 
Group 2 

Percent 
correct 
prediction 

The Omnibus test -2 Log likelihood 
McFadden 

Dependent 
Variables 
Group 2 

Percent 
correct 
prediction Chi 

square 
Degree of 
freedom Significance Beginning End 

R2 

Specialist 
services 79% 14.510 6 0.024 68.609 54.099 0.2115 

Lab and X-
ray analysis 78.7% 14.11 6 0.028 65.719 51.605 0.2148 

Drugs avail-
ability 80.6% 16.675 4 0.002 60.925 44.249 0.2738 

Decrease 
waiting time 83.3% 18.593 6 0.005 56.072 37.480 0.3316 

176 



Appendix C - The OLS estimate on the separate effects of individual HH characteristics on WTP for group 1. 
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CD 
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CO 
CD 

CD 
O O 
CD 33 o 
CD' 

5T 

Family size Education Occupation Monthly income (x 1000 Ls) 
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CO 1 CD 
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B -.421 -.397 .071 .648 .213 -.227 .709 -.575 .863 .969 1.844 1.344 -.262 .663 .399 .409 
S.E. .642 .648 .348 ,428 .457 .485 .472 .759 .453 .425 .655 .592 .307 .386 .327 .515 
Waid .429 .375 .042 2.290 .218 .219 2.252 .574 3,630 5.197 7.932 5.156 .729 2.948 1.488 .630 
Sig. .512 .540 .837 .130 .641 .639 .133 .449 .057 .023 .005 .023 .393 .086 .223 .427 

B -.627 -.343 -.033 .836 .133 -.421 .621 -.575 1.357 1.330 1.901 1.705 -.208 .771 -.024 -.106 
S.E. .637 .650 .335 .437 .452 .473 .465 .759 .456 .412 .579 .582 .298 .384 .312 .462 
Wald .969 .279 .009 3.653 .094 .793 1.780 .574 8.876 10.436 10.790 8.574 .485 4.040 .006 .052 
Sig. .325 .579 .922 .056 .760 .373 .182 .449 .003 .001 .001 .003 .486 .044 .939 .829 

B -1.541 -1.460 -.049 .035 -.823 -1.118 -.088 -.955 .764 1.089 .866 .866 -.562 .373 .140 -.457 
S.E. 1.038 1.044 .386 .426 .582 .610 .606 .932 .480 .476 .525 .559 .316 .377 .348 .450 
Wald 2.202 1.957 .016 .007 2.003 3.358 .021 1.050 2.528 5.239 2.722 2.400 3.159 .978 .161 1.029 
Sig. .138 .162 .899 .934 .157 .067 .885 .305 .112 .022 .099 .121 .075 .323 .688 .310 

B -.774 -.882 .293 .912 .783 -.034 .779 .069 .782 .930 .338 1.804 -.042 .540 .215 -.153 
S.E. .635 .637 .301 .374 .404 .414 .386 .731 .424 .402 .414 .654 .273 .323 .287 .403 
Waid 1.488 1.919 .949 5.961 3.755 .007 4.078 .009 3.395 5.352 .666 7.610 .024 2.802 .562 .144 
Sig. .223 .166 .330 .015 .053 .934 .043 .925 .065 .021 .414 .006 .877 .094 .454 .704 
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Appendix D - The OLS estimate ori the separate effects of individual HH characteristics on WTP for group 2. 
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Appendix E - Method of statistical analysis 

A logistic regression model was used due to the binary nature of the dependent variables. 
For group 1, the first dependent variable which measures the WTP an extra amount of money 
for public health services if these services are 'introduced by a specialist' is yes: yes is equal 
to 1 if the respondent is still willing to pay an extra amount of money for public health ser-
vices if these services are 'introduced by a specialist' and otherwise it is 0. The second de-
pendent variable which measures the WTP an extra amount of money for public health ser-
vices if these services are 'advanced lab and X-ray analysis' is yes: yes is equal to 1 if the re-
spondent is still willing to pay an extra amount of money for public health services if these 
services are 'advanced lab and X-ray analysis' and otherwise it is 0. The third dependent vari-
able which measures the WTP an extra amount of money for public health services if these 
services are 'available drugs especially for children' is yes: yes is equal to 1 if the respondent 
is still willing to pay an extra amount of money for public health services if these services are 
'available drugs especially for children' and otherwise it is 0. The fourth dependent variable 
which measures the WTP an extra amount of money for public health services if these ser-
vices are 'decreased waiting time' is yes: yes is equal to 1 if the respondent is still willing to 
pay an extra amount of money for public health services if these services are 'decreased wait-
ing time' and otherwise it is 0. 
For group 2, the first dependent variable which measures the WTP for public health services 
if these services are 'introduced by a specialist' is yes: yes is equal to 1 if the respondent is 
still willing to pay for public health services if these services are 'introduced by a specialist' 
and otherwise it is 0. The second dependent variable which measures the WTP for public 
health services if these services are 'advanced lab and X-ray analysis' is yes: yes is equal to 1 
if the respondent is still willing to pay for public health services if these services are 'ad-
vanced lab and X-ray analysis' and otherwise it is 0. The third dependent variable which 
measures the WTP for public health services if these services are 'available drugs especially 
for children' is yes: yes is equal to 1 if the respondent is still willing to pay for public health 
services if these services are 'available drugs especially for children' and otherwise it is 0. 
The fourth dependent variable which measures the WTP for public health services if these 
services are 'decreased waiting time' is yes: yes is equal to 1 if the respondent is still willing 
to pay for public health services if these services are 'decreased waiting time' and otherwise it 
is 0. 
However since the linear probability model (LPM) is heteroscedastic and may predict prob-
ability beyond the (0, 1) range, [32] a LRM is used to estimate the factors which influence the 
ones of the dependent variables, e.g. WTP an extra amount of money for Public Health Ser-
vices if these services are 'introduced by a specialist' is the one (1/ 0) for the first model. In 
order to have an estimation for the different sets of variables for the eight models a logit 
model is applied and the general formula of the risk odds ratio is used (ROR), in order to es-
timate the effect of the socio-demographic independent variables (XI, X2...Xi) on the 
dummy dependent variables [Y= (1, 0)]. Equation one presents the logit formula, which re-
sembles the base for the ROR formula and is interpreted as the coefficient Pi it represents the 
change in the log odds that would result from one unit change in the variable Xi when all the 
other X's are fixed. Equation (2) presents the ROR formula, which is considered as a deriva-
tive from equation (1). Thus, the product or f ] formula for ROR tells us that, when the LRM 
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is used, the contribution of the variables to the odds ratio is multiplicative [33]. We used the 
SPSS package to run the analysis and to obtain the results. 

P(Y) =a+Z Pi Xt (1) 

RORyaoiexpEPiCXn-Xoi^niexptPifXn-Xo,) ]} (2) 

ROR [(0, 1) variables]: ROR=exp (Pi) for the effect of the variable Xj adjusted for the other 
X's. interpretation from the product (f j) formula: The contribution of each Xi variable to the 
odds ratio is multiplicative. 
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APPENDICES OF CHAPTER 7 

Appendix A - The contingent valuation survey scenario 

0) Dn you receive free of charge health services at the public health facilities? 
1- Yes r ~ l 2 - N o I 1 
If no = (Group I )* [assume that we want to improve the quality of services of the nearest PHF to your residence regarding specialist 
services, advanced laboratories and X-ray units, availability of drugs and consumables especially for children, improve the environ-
ment for waiting places and reduce the waiting time.l 

1) Are you willing and able to pay an extra 5000 Ls, each time you visit the PHF to receive the services of a specialist? 
1 - I would not hesitate,  
2- I would go into debt* j = = 
3- If I have enough money 
4- I will not pay 

2) 

3) 

4) 

Are you willing and able to pay an extra 5000 Ls. each time you visit the PHF to be examined by an advanced lab and X-ray unit? 
1- I would not hesitate. 
2- I would go into debt* 
3- If I have enough money 
4- I will not pay 

Are you willing and able to pay an extra 2000 Ls, each time you visit the PHF to ensure the availability of drugs and consumables 
especially for children? 
1- I would not hesitate. 
2- I would go into debt, 
3- If 1 have enough money 
4- I will not pay 

Are you willing and able to pay an extra 1000 Ls. each time you visit the PHF to ensure the improvement of the environment for wait-
ing places and reduce the waiting times? 
1- I would not hesitate. 
2- 1 would go into debt. 
3- If I have enough money 
4- I will not pay 

]f yes » (Group 2), [assume that we want to improve the quality of services of the nearest PHF to your residence regarding specialist 
services, advanced laboratories and X-ray units» availability of drugs and consumables especially for children, improve the environ-
ment for waiting places and reduce the waiting time.] 

5) Are you willing and able to pay 10,000 Ls, each lime you visit the PHF to receive the services of a specialist? 
1- I would not hesitate. 1 
2- I would go into debt. ^ ^ ^ 
3- If I have enough money 
4- I will not pay I—.— 

6) Are you willing and able to pay 10,000 Ls. each time you visit the PHF to be examined by an advanced lab and X-ray unit? 
1- i would not hesitate. 
2- I would go into debt, 
3- If I have enough money i 
4- I will not pay i 

7) Are you willing and able to pay the cost of a drug that had been determined by the pharmacy administration each time you visit the 
PHF to ensure the availability of drugs and consumables cspccia 
1- I would not hesitate, 
2- I would go into deb t 
3- If I have enough money 
4- I will not pay 

|y for,children? 

8) Are you willing and able to pay 2000 Ls, each time you visit the PHF to ensure the improvement of the environment for waiting places 
and reduce the waiting times? 
1- I would not hesitate, 
2- I would go into debt. 
3- If I have enough money 
4- I will not pay 
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Appendix B - The Goodness-of-fit of the eight dependent variables 
(group 1 and group 2) 

Dependent Variables group Percent cor-
rect predic-
tion 

The Omnibus test -2 Log likelihood 
McFadden 

1 

Percent cor-
rect predic-
tion Chi square 

Degree of 
freedom SignificanceBeginning End 

R2 

1- Specialist services 69.9% 80.102 13 0.000 469.951 389.849 0.1704 

2- Lab and X-ray analysis 70.3% 56.296 17 0.000 331.220 274.924 0.1700 

3- Drugs availability 66.6% 56.143 17 0.000 453.112 396.969 0.1239 

4- Decrease waiting time 66.8% 37.471 7 0.000 461.899 424.427 0.0811 

Dependent Variables Percent cor-
rect predic-
tion 

The Omnibus test -2 Log likelihood 
McFadden 

Group 2 

Percent cor-
rect predic-
tion Chi square Degree of 

freedom Significance Beginning End 
R2 

1- Specialist services 77.2% 19.431 10 0.035 71.097 51.66 0.2734 

2- Lab and X-ray analysis 77% 14.493 7 0.043 78,546 64.054 0.1845 

3- Drags availability 79.9 27.126 9 0.001 81.774 54.648 0.3317 

4- Decrease waiting time 69.5 15.353 6 0.018 81.639 66.286 0.1881 
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Appendix C - The OLS estimate on the separate effects of individual HH characteristics on ATP for group 1 
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Appendix E - Method of statistical analysis 

A non-parametric statistical analysis was used for the binary nature of the dependent vari-
ables. 
For group 1 and group 2 regarding the 4 aspects of quality of health (8 dependent variables): 
yes is equal to 1 if the respondent is still able to pay for the specific aspect of quality of public 
health services and otherwise it is equal to 0. 
However since the linear probability model (LPM) is heteroscedastic and may predict prob-
ability beyond the (0, 1) range, John Whitehead (2003) a LRM is used to estimate the factors 
which influence the ones of the dependent variables e.g. ATP an extra amount of money for 
public health services if these services are 'introduced by a specialist' is the one (1/0) for the 
first model. In order to have an estimation for the different sets of variables for the eight mod-
els a logit model is applied and the general formula of the risk odds ratio is used (ROR), in 
order to estimate the effect of the socio-demographic independent variables (XI, X2...Xi) on 
the dummy dependent variables [Y= (1, 0)]. Equation one presents the logit formula which 
resembles the base for the ROR formula and interpreted as the coefficient Pi represents the 
change in the log odds that would result from one unit change in the variable Xi when all the 
other X's are fixed. Equation (2) presents the ROR formula considered as a derivative from 
equation (1). Thus, the product or f ] formula for ROR tells us that, when the LRM is used, the 
contribution of the variables to the odds ratio is multiplicative [34]. SPSS package is used to 
run the analysis and to obtain the results. 

ROR [(0, 1) variables]: ROR=exp (pi) for the effect of the variable Xi adjusted for the other 
X's. Interpretation from the product ([[) formula: The contribution of each Xi variable to the 
odds ratio is multiplicative. 

P(Y) =a+Z pi XS (1) 

RORy, ,y 0 : e x p [ I - XoOMK exp[pi(X,i- X0 i)] (2) 
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Can community financing contribute to a better 
health in Sudan? 

The summary 

Community financing is an innovative method for developing countries to deal with chronic 
problems in health financing systems. This is perhaps why there has been an increasing inter-
est in financing based at the community level. Community financing is still widely untested. 
Only a few studies have designed frameworks to evaluate, clarify and classify different com-
munity financing schemes. 
The question addressed in this thesis is to what extent community financing can contribute to 
a better health in Sudan? This study is a case study of evidence based findings, based on the 
analysis of primary and secondary data. The study aims to weight the advantages, disadvan-
tages, opportunities and threats of community financing features, characteristics, and per-
formance by analyzing empirical findings from the international and national experiences. 
Chapter 1 introduces the Sudan and the health delivery system in Sudan and provides a back-
ground for the study . The chapter also outlines the process of data collection and presents the 
method of analysis together with the analytical framework. 
Chapter 2 reviews community financing in terms of what, why and how. Further it reviews 
the international experiences of community financing, as well as the Sudanese experience in 
community financing. Community financing for health is referred to as a mechanism whereby 
households in a community finance or co-fmance the current and the capital costs of health 
services, and have control and involvement in the management of these community financing 
schemes. 
The chapter shows that community financing schemes have emerged in developing countries 
because of political instability, economic shortages and weak capacity of the health organiza-
tion. In addition the willingness of the people to pay for health care encourages and advocates 
the adoption of community financing attempts. 
Tt also shows that the successful implementation of community financing schemes requires a 
feasibility study; a community study; and robust partnership with NGOs and the government 
to ensure training and technical support. The international experiences of community financ-
ing show the diversity in community financing regarding their purposes, technical, managerial 
and organizational aspects. Although in Sudan there is a willingness for establishing commu-
nity financing schemes it is deficient in these experiences. The Basic Development Needs 
(BDN) and the Child Friendly Community Initiative (CFCI) that have been launched as 
community financing development schemes show significant results in reducing poverty in its 
broadest sense. It seems that a successful community financing scheme depends on political, 
economical, institutional and cultural prerequisites. 
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Chapter 3 reviews the problem of poverty in Sudan and its relation with health. It also reviews 
the different methods of protecting the poor and the role of the Zakat on that. The chapter 
shows that poverty is prevalent all over the country and is remarkably high in rural areas. The 
government has used both direct and indirect targeting mechanisms of protection of the poor. 
Although the Zakat chamber has the potential to increase coverage of the poor under the in-
surance scheme, it spent the majority of its funds on tertiary health care. The chapter con-
cludes that health as a core determinant of development and poverty reduction has an impor-
tant role to bring all health partners together including the Zakat chamber. 
Chapter 4 explores and discusses the health care finance system in Sudan by reviewing data of 
different health finance mechanisms in Sudan regarding their definition, main features, 
strengths and weaknesses. The chapter shows that the health finance system in Sudan is built 
on multiple resources. It also shows that government expenditure on health care is very low, 
per capita expenditure was US$ 3.3 in 2005. Social insurance contributed to health expendi-
ture by 0.23 US$ per capita, user fees are estimated to be just below 1 US$ per capita, out-of-
pocket of private and treatment abroad expenditure are 15-20 US$ per capita and donor funds 
to the whole Sudan 3.5 US$ per capita. Total expenditure on health are care estimated to be 
27 US$ per capita. 
The chapter argues that the health finance system in Sudan suffers from chronic constraints 
that appear in a lack of information, lack of coordination, inefficiency, inequity, bad quality 
and fluctuation. General and specific recommendations are given to revitalize the health care 
finance system; on top of that the Federal Ministry of Health should establish a National 
Health Policy. The chapter concludes that a strong relation with the for-profit private sector 
should be established and translated into private-public partnership. 
The next three chapters present the survey results. The analysis is carried out on a household 
survey conducted in the three provinces of Khartoum of Sudan in 2001. The data are collected 
through interviews based on an adapted questionnaire. A logistic regression model is used for 
the statistical analysis. 
In chapter 5 we analyze the attributes and the characteristics of those who receive free of 
charge public health services in Khartoum of Sudan. We also investigate if there are any im-
pediments for cost recovery policies on health care use. 
The results show that a respondent who has other income, who always or sometimes has de-
pendents and who visited a health services twice on average is more likely to receive free of 
charge public health services. This does not advocate the health planners' claims that the 
beneficiaries of free of charge public health services are the well-off people. The government 
can continue to offer free of charge public health services at emergency departments with ef-
fective measures to stop misuse. 
In chapter 6 we analyse the extent of the willingness to pay for good quality public health ser-
vices in relation to the demographic and socio-economic characteristics of respondents. We 
study willingness to pay by means of a contingent valuation method. 
The results show that the overall percentage of people who are willing to pay for good quality 
public health services is either 80% or 75% depending on whether respondents already pay 
for these services (group 1) or not (group 2). Although the two groups are willing to pay for 
good quality public health services, the demographic characteristics that affect the willingness 
to pay differ between the two groups. The results of the logistic regression analysis for each 
group are remarkably similar. We conclude that if the quality of services is improved, reason-
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able fees could be set. This supports the continuity of the policy to recover costs because vir-
tually the majority of the households would be willing to pay reasonable fees. 
In chapter 7 we analyze the ability to pay (ATP) for public health services if these services are 
of good quality. It also investigates the relation between ATP and willingness to pay (WTP). 
The ATP is related to the respondents' demographic and socio-economic characteristics. To 
study the ATP, a contingent valuation method is applied. 
The results show that the average percentage of respondents who are able to pay for good 
quality public health services ranges from 42% to 55% depending on whether respondents 
already pay for these services (group 1) or not (group 2). The results of the logistic regression 
analysis for each group are remarkably similar. There are differences between the two groups 
in the characteristics that influence the probability of being more able to pay. An important 
difference between ATP and WTP outcomes is observed. To encourage the sustainability of 
health services through user fee policies the adoption of the Bamako model of community fi-
nancing is recommended. 
Chapter 8 outlines the general conclusions, the SWOT framework, the policy implications 

and recommendations. The chapter provides direct answers to the research questions and dis-
cusses the implications of these results. The chapter presents the SWOT framework analysis 
and its outcomes. The discussion suggests the feasibility of community financing to achieve 
better health in Sudan. Community financing can be a national policy led by the NGOs or can 
be a NGOs initiative fostered by national and local governments. No doubt the available po-
tentials and opportunities in Sudan can makes a community financing a success. 
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Kan community financing bijdragen aan een 
betere gezondheidszorg in Soedan? 

Samenvatting 

Community fmancing is een innovatieve methode voor ontwikkelingslanden gericht op de 
aanpak van structurele problemen met de financiering van de gezondheidszorg. Dit verklaart 
wellicht de toenemende belangstelling voor deze vorm van financiering. Community fman-
cing is nog niet uitgebreid getoetst. Slechts in enkele studies zijn kaders ontworpen om ver-
schillende programma's te evalueren, verduidelijken en classificeren. 
De vraag die centraal in dit proefschrift staat, is in hoeverre community fïnancing kan bijdra-
gen aan een betere gezondheidszorg in Soedan. Dit onderzoek bestaat uit een case-studie van 
evidence-based resultaten van een analyse van primaire en secundaire data. Het onderzoek 
kijkt naar de voor- en nadelen, mogelijkheden en bedreigingen van community fïnancing en 
de kenmerken en effectiviteit daarvan op grond van een analyse van empirische resultaten van 
nationale en internationale programma's. 
In hoofdstuk 1 wordt als achtergrond bij het onderzoek een inleiding gegeven over Soedan en 
de bestaande voorzieningen voor gezondheidszorg in dit land. In dit hoofdstuk wordt ook in-
gegaan op de manier waarop gegevens zijn verzameld, de onderzoeksmethodologie en het 
analytische kader. 
Hoofdstuk 2 gaat dieper in op het 'hoe', 'wat' en 'waarom' van community fmancing. In dit 
hoofdstuk worden ook de nationale (in Soedan) en internationale ervaringen met community 
fmancing beschreven. Community fmancing van de gezondheidszorg kan worden omschreven 
als een mechanisme waarbij huishoudens in een gemeenschap geheel of gedeeltelijk bijdragen 
aan de kosten voor gezondheidszorg en betrokken worden bij het management van deze 
community fmancing-programma's. 
Het hoofdstuk laat zien dat de opkomst van community fmancing programma's in ontwikke-
lingslanden het gevolg is van politieke instabiliteit, economische schaarste en de ontoereiken-
de capaciteit en organisatie van de gezondheidszorg. Bovendien is de bereidheid van mensen 
om voor gezondheidszorg te betalen een stimulans voor het opzetten van dergelijke program-
ma's. 
Een succesvolle uitvoering van community fïnancing programma's is afhankelijk van een 
aantal voorwaarden: een haalbaarheidsonderzoek, een studie van de gemeenschap, en een 
goede samenwerking tussen NGO's en de overheid met het oog op scholing en technische on-
dersteuning. De ervaringen met community fmancing op internationaal niveau geven de ver-
scheidenheid aan doelstellingen en technische, management en organisatorische aspecten 
weer. In Soedan is de bereidheid om dergelijke programma's op te starten weliswaar groot, 
maar heeft men geen ervaring. De programma's Basic Development Needs (BDN) en het 
Child Friendly Community Initiative (CFCI) zijn dan ook specifiek bedoeld om ervaring op te 
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doen met community financing. Deze programma's hebben tot goede resultaten geleid op het 
gebied van armoedebestrijding in de breedste zin van het woord. Een succesvol community 
financieringssysteem lijkt afhankelijk te zijn van politieke, economische, institutionele en cul-
turele voorwaarden. 
Hoofdstuk 3 bespreekt de armoede- en gezondheidsproblematiek in Soedan en het verband 

daartussen. Ook worden in dit hoofdstuk de verschillende manieren besproken waarop de ar-
men worden beschermd en de rol die de religieuze belasting 'zakat' hierin speelt. In het hele 
land heerst armoede, vooral in de landelijke gebieden. De overheid heeft zowel directe als in-
directe mechanismen gebruikt om de armen te beschermen. Hoewel de 'Zakat chamber', de 
overheidsinstantie die de religieuze belasting int, ervoor kan zorgen dat meer armen onder het 
sociale verzekeringsstelsel vallen, geeft deze het grootste gedeelte van de beschikbare midde-
len uit aan tertiaire gezondheidszorg. De conclusie is dat de gezondheidszorg een beslissende 
factor is voor de ontwikkeling en armoedebestrijding en als zodanig een cruciale rol speelt in 
het bijeenbrengen alle belanghebbende organisaties, inclusief de Zakat chamber. 
In hoofdstuk 4 wordt de financiering van de gezondheidszorg in Soedan onderzocht door het 
vergelijken van gegevens van verschillende fmancieringsmechanismen. Daarbij wordt onder 
andere gekeken naar de belangrijkste kenmerken en de voor- en nadelen van deze mechanis-
men. Uit het onderzoek blijkt dat de gezondheidszorg in Soedan uit verschillende middelen 
wordt gefinancierd. Bovendien zijn de overheidsuitgaven voor gezondheidszorg erg laag: $ 
3,30 per persoon in 2005. Sociale verzekeringen dragen $ 0,23 per persoon bij; eigen bijdra-
gen worden geschat op iets minder dan $ 1,00 per persoon; de kosten die direct aan de dienst-
verlener worden betaald en kosten voor behandeling in het buitenland bedragen $ 15 - 20 per 
persoon, en giften van donoren voor heel Soedan bedragen $ 3,50 per persoon. De totale 
overheidsuitgaven voor gezondheidszorg worden geschat op $ 27,00 per persoon. 
In dit hoofdstuk wordt duidelijk dat het financieringsstelsel voor de gezondheidszorg in Soe-
dan aan een aantal structurele problemen lijdt, namelijk een gebrek aan informatie, coördina-
tie en inefficiëntie, ongelijkheid, slechte kwaliteit en fluctuatie in beleid. Er wordt een aantal 
algemene en specifieke aanbevelingen gedaan om de financiering van de gezondheidszorg 
nieuw leven in te blazen. Bovendien zou het Federale Ministerie van Gezondheid er goed aan 
doen een nationaal gezondheidsbeleid te ontwikkelen. Het hoofdstuk eindigt met de conclusie 
dat een goede samenwerking tussen de overheid en het bedrijfsleven moet worden gereali-
seerd in de vorm van een publiek-privaat samenwerkingsverband. 
In de volgende drie hoofdstukken worden de resultaten van het onderzoek gepresenteerd. De 
analyse is gebaseerd op een enquête die is afgenomen in huishoudens in de drie provincies 
van Khartoem in 2001. De gegevens zijn verzameld aan de hand van interviews die gebaseerd 
zijn op een aangepaste vragenlijst. Voor de statistische analyse is gebruik gemaakt van logis-
tisch regressie. 
In hoofdstuk 5 worden de eigenschappen en kenmerken geanalyseerd van de mensen die ge-

bruik maken van gratis gezondheidszorg van de overheid in Khartoem. We gaan daarbij ook 
na of er belemmeringen zijn voor beleid dat de kosten voor voorzieningen in de gezondheids-
zorg op de gebruikers verhaalt. 
De resultaten tonen aan dat respondenten die meerdere bronnen van inkomsten hebben, die 
altijd of soms verantwoordelijk zijn voor het levensonderhoud van anderen en die gemiddeld 
twee keer gebruik hebben gemaakt van gezondheidszorg, een grotere kans maken op gratis 
gezondheidszorg. Dit komt niet overeen met de stelling van beleidsmakers dat juist het rijkere 
deel van de bevolking gratis gezondheidszorg genieten. De overheid kan dan ook doorgaan 
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met het aanbieden van gratis gezondheidszorg in afdelingen voor spoedeisende hulp en daar-
naast effectieve maatregelen nemen om misbruik tegen te gaan. 
In hoofdstuk 6 wordt gekeken naar de bereidheid van de respondenten om te betalen voor ge-
zondheidszorg van goede kwaliteit in verhouding tot hun demografische en sociaal-
economische kenmerken. Daarbij wordt gebruik gemaakt van een contingent valuation-
methode. 
De resultaten tonen aan dat respectievelijk 80% en 75% van de mensen bereid zijn om te beta-
len voor gezondheidszorg van goede kwaliteit, afhankelijk van het feit of ze al betalen voor 
deze dienstverlening (groep 1) of niet (groep 2). Hoewel beide groepen bereid zijn te betalen 
voor gezondheidszorg van goede kwaliteit, verschillen de twee groepen wat betreft de demo-
grafische kenmerken die deze bereidheid beïnvloeden. De resultaten van de logistische re-
gressies van beide groepen vertonen opvallende overeenkomsten. We concluderen dat als de 
kwaliteit van de diensten verbetert, hiervoor een redelijke vergoeding kan worden gevraagd. 
Dit pleit voor voortzetting van het beleid om de kosten terug te verdienen, aangezien de 
meerderheid van de huishoudens bereid zou zijn een redelijke bijdrage te betalen. In hoofd-
stuk 7 wordt het vermogen om te betalen voor gezondheidszorg van goede kwaliteit onder-
zocht. Daarbij wordt ook gekeken naar het verband tussen het vermogen en de bereidheid om 
te betalen. Het vermogen om te betalen is gerelateerd aan de demografische en sociaal-
economische kenmerken van de respondent. Ook hier wordt weer een contingent valuation-
methode toegepast. 
De resultaten tonen aan dat respectievelijk 42% en 55% van de respondenten in staat zijn te 
betalen voor gezondheidszorg van goede kwaliteit, afhankelijk van het feit of de respondenten 
al voor deze dienstverlening betaalden (groep 1) of niet (groep 2). De resultaten van de logis-
tische regressies voor beide groepen vertonen opvallende overeenkomsten. De twee groepen 
vertonen verschillende kenmerken die invloed hebben op de kansen dat ze beter in staat zijn te 
betalen. Er is een belangrijk verschil tussen de uitkomsten van het vermogen en die van de 
bereidheid om te betalen. Om voortzetting van het aanbieden van gezondheidsdiensten door 
middel van gebruikersbij dragen te stimuleren wordt het Bamako-model voor community fi-
nancing aanbevolen. 
In hoofdstuk 8 geven we de algemene conclusies, de SWOT-analyse, de gevolgen en aanbe-

velingen voor het te volgen beleid. In dit laatste hoofdstuk worden directe antwoorden gege-
ven op de onderzoeksvragen en worden de gevolgen van deze resultaten besproken. Ook 
wordt in dit hoofdstuk de SWOT-analyse en de uitkomsten daarvan gepresenteerd. Uit de dis-
cussie blijkt dat een betere gezondheidszorg in Soedan met een community financing-
programma haalbaar is: ofwel als een nationaal programma dat door NGO's wordt geleid of 
als een initiatief van NGO's dat door nationale en lokale overheden wordt ondersteund. De 
voorzieningen en mogelijkheden die in Soedan voorhanden zijn, zullen ongetwijfeld bijdragen 
aan het succes van community fmancing. 
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CJLQJLSJ] -̂JU^AII i. 6 Vw uXnjLdauullj ^O-iajJlj ^Jb^l ^jiuu 

(ji 4-pJLaJ! CljLftAaJ] J j j ^ l (jSLaJ ̂ Xft I J& £J^JO-A]! C J S J ^ I ^ j 

AJbS/l ^ j'1}n AJlsfc. ^JLJC a j j b j , ^xLoJl ^aLoo 
J CJUAUOSI J CJUUJVI j J J ^J U i^ j US . Ajjjliij Aij i ^ikoj liitij (jji Jail J 

C J L U I ^ J L L J ( J - A S U J t i L J j j t A a a J L a J l U J L Q . I \ W ^ a\\ C s l L - d j U j l s U u a l ^ - a l C j h A ^ a l l j 

4-ta-Lall OUiJLaJ] ̂ a^ajl ( J j j a } j A)\<\ * 

^ J ^ L-aS t ^^LaJj ^LLillj <jbj^iil (jiaj_& L^ji Aaala. SjLiC. JjVl 
, 2Uj.il] Jdkall jUbjj J^ai i CjULUM ̂  Ah J* J^oiii 

(j^ajsu £jii Lo£ T J TljLojj ? Lo Ao^utill CjLqA=v\\ ^aj^oII (Jjj^j i - J ^ l o l l (J ju^II 
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# J 

1 9 9 



CjLJÏ LÎÏ i^t ( J Ï 3 J J U liLljJ n \\ Jj^ull Ûsù ijialjj ^^ajxlLJ (Jĵ fiaüï 
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