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1. Strategic Context and Rationale
a. Key Development Issues

Large disparities and deficiencies in health services and outcomes.  Although overall health indicators in Northern Sudan are often better than Sub-Saharan Africa averages, this masks significant urban-rural and regional disparities, related to conflict, displacement, and chronic poverty.  For example, while there are around 22 doctors per 100,000 population overall in Northern Sudan, the ratios are considerably lower in poorer and conflict-affected states:  13 in Red Sea, 10 in Blue Nile, 5 in Kassala, and 4 in Southern Kordofan.  Similar patterns are seen with health outcomes.  The 1999 Safe Motherhood Survey found that average under-five mortality was 104 per 1,000 in Northern Sudan, compared to an estimate of 162 for Sub-Saharan Africa as a whole.  However, under-five mortality was found to be significantly higher in Southern Kordofan (147), Blue Nile (172), Kassala (148) and Red Sea (165).  Along with disparities between states, inequalities within states are striking.  For example, in the Nuba Mountains area of Southern Kordofan, there are only 6 health centers, representing over 100,000 people per health center.  In other parts of the state, there are 58 health centers, or about 17,000 people per facility.
In the four target states of the project, there are large deficiencies in existing government health services, as staff are poorly allocated, paid and motivated and often have insufficient technical knowledge and skills, while the supply of pharmaceuticals is uncertain, and basic equipment is lacking.  In many areas of the target states, there is a basic lack of health facilities and services, with limited support from non-governmental organizations (NGOs).
Major financial and social barriers to access to care.  A social and gender assessment in the target states done as part of project preparation is making clear that even in situations where a supply of health services exists, there are major barriers to access by women, vulnerable groups and the poor in general.  Throughout the target states, the cost of user fees and medications prevents many poor households from accessing health care.  In addition, there are many social, cultural, and conflict-related issues that greatly impact overall health and access to care.  In many cases, women often have little say over the use of family finances, and consequently little control over health-seeking behavior for themselves and their children. In many areas, cultural expectations and domestic responsibilities find women spending much of their day carrying heavy loads of firewood, water, and foodstuffs long distances, creating both related health concerns, as well as limiting opportunities for seeking care. Cultural norms for home birthing, combined with high rates of female circumcision, and poor access to well-staffed health centers and emergency obstetric care (EOC) means extremely high maternal and infant mortality as well.  For other vulnerable groups, such as street children and child soldiers, particularly in conflict-affected areas, psychological distress is evident.

Decentralization, fiscal federalism and the financing of health services.  The following characteristics of the overall policy environment are important:  i) responsibilities for health care services are decentralized;  ii) the national level commands the bulk of growing fiscal revenues;  iii) the Federal Government is increasing fiscal transfers to the state governments;  and iv) Sudan has committed in its Interim Constitution to emergency and basic health services free to the user.

The Federal Government level is responsible for policy and stewardship, vertical public health programs, and overall monitoring and evaluation of health system performance, as well as for tertiary hospital services.  The states are responsible for first-referral hospital services, and – through the localities – for primary health services.
  Localities, representing a catchment population of on average 200,000, are in principle responsible for primary services but in practice, particularly in the poorer states, often rely on financing and administrative capacity of the state governments.  The Federal Ministry of Health (FMoH) has developed a program to strengthen the capacity of local health administrations.  However, meaningful reform will involve integrating the budgets and management of primary and first-referral services and other resources under a unified structure organized at the locality level, involving both state and local governments.
It is evident that primary and first-referral health care services in the poorer states suffer from under-financing and inequitable allocation of resources.  For example, in 2005 in Blue Nile State, State MoH expenditures were around US$3 per capita, mostly on salaries and largely allocated to secondary hospitals in the state capital, while the State Health Insurance Fund had approximately equivalent expenditures, but benefiting only the 13% of the population covered, mostly government employees and their families.  The consequences of under-funding of PHC services, particularly in rural areas, have included poorly-motivated staff who provide poor quality and sporadic services, insufficient and poorly-maintained infrastructure and equipment, and inadequate pharmaceutical supply – as well as user fees and high drug prices that deter the poor.  Dramatically growing Federal Government revenues, however, hold the prospect for reversing the deterioration of the PHC system and for financing its development and expansion, particularly in poor and conflict-affected areas.  GDP in 2005 was estimated at US$790 per capita;  this represents a doubling since 2001 and it is projected to reach US$ 950 per capita in 2006.
  Federal Government transfers to the Northern States in 2005 were about US$ 28 per capita, or ten times the amount in 2000, and the 2006 budget allocates transfers equivalent to US$ 41 per capita.  At the same time, the Government has adopted a medium-term expenditure framework which envisions raising domestic public expenditures on the health sector to 1.5% of GDP by 2008, equivalent to around US$ 15 per capita.  A crucial policy challenge is to ensure that a significant proportion of increased transfers to states, and indeed of growing government health spending, is effectively channeled towards basic health services and to reducing the financial burden on households and social inequalities in access.

The Government’s vision for the health sector, described by the FMoH 25-year Strategy and reflected by the JAM,
 is to fulfill the MDGs, contribute to poverty reduction, and improve equity across and within states, and among vulnerable groups.  The Joint Assessment Mission (JAM) estimated that additional resources of approximately US$ 215 million would be required annually in the next two to three years in order to achieve significant progress towards the MDGs over all of Northern Sudan.  The difference between this amount and the investment represented by this project, which focuses on four states, will need to be filled by other mechanisms, in particular by increased government health spending in all of the Northern states.  The project, targeting four states, should provide experience and models for future Government sector development programs other states.
b. Rationale for MDTF Involvement

The Comprehensive Peace Agreement (CPA) specifies that a National Multi-Donor Trust Fund (MDTF) focus on recovery and development of conflict-affected regions, particularly the Three Areas (Blue Nile, Southern Kordofan/Nuba Mountains, and Abyei), as well as the least-developed regions in North Sudan.
  The proposed project consequently targets four conflict-affected and poor states, supporting improvement and expansion in basic health service delivery.  At the same time, the National MDTF can be considered a mechanism to support policy reform in a context of increased dialogue between the Government and international partners, in particular with the intention of leveraging growing Government fiscal resources towards pro-poor spending.  In this context, the project is intended to improve knowledge and capacity to lay the groundwork for sustainable financing, reform and development of the decentralized health care system.  At the same time, with significant co-financing by the Government, the project itself represents a mechanism for increasing public financing of basic health services in the target states.
Table 1  Health indicators and estimated population of target states, 2005

	State
	Localities
	Population 2005 (million)
	Infant mortality (per 1,000)
	Under-5 mortality (per 1,000)
	Maternal mortality ratio

(per 10,000 births)
	RHPI


	
	
	
	
	
	
	

	Blue Nile 
	5
	0.75
	101
	172
	479
	81

	Red Sea 
	4
	0.77
	116
	165
	415
	32

	Kassala
	12
	1.71
	101
	148
	561
	64

	South Kordofan  
	12
	1.87
	95
	147
	552
	75

	
	
	
	
	
	
	

	Total or average (target states)*
	33
	5.10
	101
	154
	524
	66

	Northern Sudan average
	
	
	68
	104
	509
	58

	
	
	
	
	
	
	


* averages are weighted by population

This project draws on lessons of health projects in other post-conflict settings.  Other projects are relevant from both very under-served and poor contexts (e.g., Afghanistan, East Timor, Democratic Republic of Congo) and situations where domestic systems, capacity and resources are more developed and significant (e.g., Bosnia-Herzegovina, Albania).  Projects in under-served and poor contexts have shown that improving access to basic health services in the short term can be achieved through contracting arrangements with the private sector (bypassing public sector capacity constraints) as well as high-impact health interventions focused on households.  However, experience in these contexts, as well as in more developed conflict-affected countries, indicates that work on system development and financing needs to proceed in parallel, and that indeed, the post-conflict situation can provide an opportunity to undertake reforms which might otherwise be difficult to undertake.  The prospect of growing and significant government health spending in Sudan makes it particularly important to start to address financing and system development and reform issues at this point in time.

This project proposal has been developed in consultation with sector partners, in particular the Health Thematic Group, led by the FMoH, which includes the MDTF donors, UN agencies, the World Bank, and non-governmental sector partners.  Project preparation by the Government includes extensive planning and consultation in each of the target states, involving federal, state and local authorities – including representatives of conflict-affected and underserved populations in the Three Areas –  and other sector stakeholders such as non-governmental and community-based organizations.  WHO and UNICEF are providing significant assistance to project preparation.

Table 2.  Key performance indicators 

	Component
	Indicator
	Baseline
	Target Phase

1
	Target Phase 2
	Target Phase 3
	Sources

	
	
	
	
	
	
	

	1.  Expanding access to primary health care services by underserved populations
	Outpatient consultations per person per year in target areas; ratio between highest and lowest wealth quintile
	<0.20;

5:1
	0.30;

3:1
	0.40;

2.5:1
	0.50;

1.5:1
	HMIS & HH survey

	
	% patients who do not receive care due to financial barriers in target areas
	100*;


	90

	70

	50

	HH survey

	
	Vitamin A coverage in target areas
	100*
	110
	120
	130
	HMIS & HH survey

	
	Skilled birth attendance in target areas
	100*
	105
	110
	120
	HH survey

	
	Number of pilot initiatives implemented aimed at reducing financial and gender barriers to care 
	0
	0
	2
	3


	State PIU monitoring reports

	
	
	
	
	
	
	

	2. Establishing the basis for reform and development of the decentralized health system
	National Health Accounts completed 
	0
	0
	0
	1

	Study report

	
	% of PHC health facilities included in the investment plan for target areas rehabilitated/constructed and equipped
	0
	20
	50
	75


	State PIU  monitoring reports

	
	% of PHC worker training objectives in project plan achieved
	0
	10
	40
	75
	State PIU  monitoring reports

	
	
	
	
	
	
	


* Baseline = 100.  This relative measure is used until baseline estimates are available from the 2006 Sudan Family Health Survey and/or baseline surveys implemented by the project.

2. Project Description
a. Project Development Objective and Key Performance Indicators

The Project Development Objective (PDO) is to improve access to basic health services by conflict-affected and underserved populations in target states while increasing the capacity of the decentralized health system to establish the basis for health sector reform, sustainable financing, and development.
This dual objective balances a focus on improving services in conflict-affected areas in the short term with laying the groundwork for sustainable financing and development of the health system in the target states in the medium to long-term.  The project will provide support to the poor, underserved and conflict-affected states of Southern Kordofan, Blue Nile, Kassala, and Red Sea, which have a total population of approximately 5.1 million. (Table 1)  These states include the Three Areas.  Health indicators in these states, including service utilization and health outcomes, are consistently lower than overall Northern Sudan averages.
A limited number of measurable performance indicators for the project as a whole have been selected with estimated baseline values as well as targets for each year of the project (Table 2).  A larger set of indicators for monitoring and evaluation (M&E) of the project will be developed by the Federal and State MoHs during initial project implementation, with technical assistance financed under Sub-component 2.1 described below.

b. Project Components

Component 1.  Expanding access to primary health care services by underserved populations

The objective of this Component is, in the immediate term, to improve access to primary health care services and high-impact health interventions by conflict-affected and underserved populations in the target states.  A more detailed description of project components is provided in Annex 1.
Sub-component 1.1.  Expansion of coverage of primary health care services and high-impact interventions.  This Sub-component will support expansion of basic health services to improve coverage of conflict-affected and underserved populations in the immediate term. 
i) In underserved areas with some functional government health services, the project will support injection of resources into the existing PHC system, improving service quality and allowing reductions in consultation fees.  This will involve an integrated package of support to targeted health services to be implemented by existing government systems, with technical support from a dedicated government team.
ii) In areas with no existing government services, the project will finance mobile and temporary clinics managed and supplied by the State MoHs and staffed by government health workers reallocated from better-served areas and States.
iii) Another strategy for areas with no government health services is to finance private for-profit and non-profit firms and organizations to provide services on a contractual basis.  This could include expansion of coverage of services provided by non-governmental organizations (NGOs) already operating in underserved areas.
iv) Prioritizing populations with little or no access to facility-based health services, the project will support the provision of high-impact health interventions directly to communities and households, with particular focus on reducing barriers to accessing care for women and vulnerable groups.  This is intended to put knowledge and resources into the hands of households to improve their own health.

Planning and consultation in each of the target States during project preparation determined the implementation strategies to be followed in each targeted locality as well as resource allocation and phasing within the States.  Consultation included the Federal and State MoHs, other government stakeholders, local authorities – particularly representatives of conflict-affected and underserved populations in the Three Areas – and non-governmental and community-based organizations.

Sub-component 1.2. Pilot experiences to reduce barriers to access to primary health care services.  The objective of this Sub-component is to improve the knowledge and experience of the health authorities with possible strategies and interventions to reduce barriers to access to primary health care services, particularly by women, vulnerable groups and the poor in general.  Pilot experiences will:
i) Evaluate the implementation, effect on service utilization, and financial feasibility of subsidies for primary health care services with a large impact on morbidity and mortality.
ii) Measure the cost and impact on service utilization of expanding health insurance coverage to conflict-affected and underserved groups.
iii) Assess the effect on health service utilization by women of interventions designed to address gender-related barriers to access.

Other pilot experiences will be implemented as needs and opportunities for learning are identified during project implementation.

Component 2. Establishing the basis for reform and development of the decentralized health system
The objective of this Component is to increase the capacity of the decentralized health system to establish the basis for sustainable financing, reform and development.  This will involve three Sub-components.
Sub-component 2.1. Capacity-building and policy development.  The objective of this Sub-component is to lay the groundwork for reform and development of the decentralized health system through technical assistance and studies on priority systemic issues as well as capacity-building in selected areas.  This is to set the basis for reforms, the implementation of which is anticipated to be beyond the timeframe of the project.
i) Health care financing.  The project will support technical assistance to provide a stronger information base on current health financing in Sudan, including household out-of-pocket expenditures, National Health Accounts (NHA), and support the development of a reform strategy to improve financing of basic health services under the fiscal federal system.  Work related to federal fiscal transfers and their allocation  will be closely coordinated with other programs supporting the Fiscal and Financial Allocation and Monitoring Commission (FFAMC) created under the CPA.  An in-depth study of the National Health Insurance Fund will be supported.
ii) Pharmaceutical supply.  Technical assistance and studies will examine availability and barriers to access to affordable medication in order to inform the ongoing development and expansion of the Revolving Drug Fund system.

iii) Health planning, budgeting and management by target State and Locality health administrations.  Capacity-building and training will focus in the first phase of the project on the four target State MoHs.  It will include institutional assessments to provide recommendations on organizational reform and development, and technical assistance and training in planning, budgeting, management and supervision.  The project will support the Government’s Locality health system development efforts in the four target states, starting in phase one with support to the development of the policy framework in each state, including clear definition of roles and responsibilities, staffing and resource requirements, and sustainable financing arrangements.  With the policy framework in place, the project will support in phases two and three training of local health administrators in planning, budgeting, and resources management.
iv) Monitoring and evaluation.  Of particular focus for capacity building will be the monitoring and evaluation (M&E) functions of all three levels of government, including strengthening health management information systems (HMIS) and the capacity of administrators to effectively analyze and use data.  Technical assistance at the federal and four target state levels will provide advice on the shape and structure of an effective M&E system in the context of a decentralized system.  M&E of the project itself (described in Section 3.d. below) will contribute to the government’s experience and capacity in this area.
Sub-component 2.2. Development of primary health care human resources.  This Sub-component will provide support to  implementation of the FMoH human resources for health (HRH) strategy in the four target states, establishing the basis for improvements in the production, quality, deployment and retaining of the PHC workforce.  Of particular priority are medical technicians, nurses and midwives.  The project will support the following:
i) National human resources for health (HRH) strategy development.  The project will finance technical assistance to assist the development of sector-wide HRH strategies and policies, with a focus on PHC cadres.
ii) State PHC human resource development strategies.  The project will support technical assistance to the State MoHs to carry out a needs assessment to determine HRH needs in the four target states, with a focus on PHC workers.
iii) Curriculum review and instructor in-service training.  The project will support technical assistance to review PHC training programs and curricula.  This will form the basis for support to refresher training for instructors.
iv) Rationalization and investment in training schools and equipment.  In line with State-level HRH strategies, nurse and midwifery schools will be upgraded with physical renovation and equipment.  Investment in training facilities will be accompanied by rationalization of existing training institutions.

In Phase 1 of the project, situation analysis, policy and strategy development will receive the initial focus, as well as work on improving training curricula and programs.  Teacher in-service training programs will be developed and limited rehabilitation of PHC training institutes will start.  At the same time, the necessary assessments, planning and tender documents will be done to rationalize training institutions and plan new investment in subsequent phases.

Sub-component 2.3. Investment in primary health care infrastructure and equipment.  This Sub-component will upgrade and expand the PHC infrastructure in the four target states, focusing on the areas where the network of health facilities is weakest.  PHC facilities include health centers and rural hospitals providing first-referral services, notably emergency obstetric care.  The first phase of investment will consist of detailed planning, including assessment of the physical and functional status of PHC facilities, equipment needs, geographical distribution, identification of priorities for rehabilitation, and construction work, including the initiation of architectural studies.  It is anticipated that the bulk of rehabilitation and construction will be carried out in phases two and three of the project.
Investment in PHC infrastructure and equipment will be closely coordinated with project’s immediate support to service delivery under Component 1.  Health services in underserved areas receiving support under Component 1 will have priority in terms of capital investments so that they can transition to routine service delivery in permanent structures.

Sub-component 2.4. Project implementation.  This Sub-component will finance the personnel and resources necessary to manage the project and coordinate project activities at the federal and state levels.  A Federal and State Project Implementation Units (PIUs) will be established with the necessary technical, procurement, and financial management staff, recruited on a competitive basis.  Further details on project implementation are provided in Section 3.a. below and Annex 2.
c. Project Costs by Component

The total proposed project cost is US$ 70 million, of which the Government will finance US$ 47 million and the MDTF will finance US$ 23 million.  The cost for Phase 1 is US$ 19 million, of which the Government will finance US$ 13 million and the MDTF US$ 6 million. (Table 3)  The project is anticipated to extend for 3.5 years (42 months).

Table 3.  Proposed project costs by source of financing

	
	(US$ million)

	
	MDTF
	Government
	Total

	
	
	
	

	Phase 1
	6
	13
	19

	Phase 2
	8
	16
	24

	Phase 3
	9
	18
	27

	
	
	
	

	Total
	23
	47
	70

	
	
	
	


The MDTF will make a commitment for the Phase 1 amount, with subsequent commitments reflected by annual addenda to the Grant Agreement.  Half of the Government commitment for Phase 1 (US$ 6.5 million) will come from identified line items in the 2006 budget (see Annex 11), while the other half will be included in the 2007 Federal budget.  Government commitments for Phases 2 and 3 will be included in the Federal budgets for 2008 and 2009.  Annual planning and consultation, informed by effective monitoring and evaluation, will form the basis for extensions to the MDTF grant and Government budget commitments for Phases 1 and 2 of the project.

Table 4.  Proposed project costs by component

	
	
	($US million)

	
	
	Phase 1
	Phase 2
	Phase 3
	Total

	
	
	
	
	
	

	1.
	Expand access to PHC services
	6
	7
	7
	20

	
	1.1. Expand coverage PHC & high-impact
	5
	5
	5
	15

	
	1.2. Pilots to improve access
	1
	2
	2
	5

	
	
	
	
	
	

	2.
	Establish basis for reform & development
	13
	17
	20
	50

	
	2.1. Policy & capacity development
	4
	4
	4
	12

	
	2.2. PHC human resources development
	2
	4
	4
	10

	
	2.3. Investment infrastructure & equipment
	6
	8
	11
	25

	
	2.4. Project implementation
	1
	1
	1
	3

	
	
	
	
	
	

	Total
	19
	24
	27
	70

	
	
	
	
	
	


Anticipated Phase 1 expenditures are large and will entail significant efforts to rapidly start operations by overcoming and bypassing capacity constraints, likely through substantial contracting of technical assistance and implementation activities.  The pace of investment will increase over Phases 2 and 3 as planning is completed and capacity is strengthened.

Proposed annual project costs by component are presented in Table 4.  Activities to improve access to services by underserved populations (Component 1) account for about 30% of the project budget, reflecting the priority given to achieving improvements in the immediate term, particularly in neglected regions of the target states.  The level of financing of these activities remains stable during Phases 2 and 3 with the expectation that regular Federal and State health budgets will support further expansion of subsidies which will allow reduction in financial barriers to access to care.  Component 2, which focuses on establishing the basis for reform and development of the system, accounts for about 70% of the project budget, including investments in technical assistance, policy development, capacity-building, human resource development, and infrastructure and equipment, in the four target states.

Table 5.  Proposed project costs by target state, Phase 1

	
	Estimated Population 2005 (million)
	Phase 1 per capita allocation ($US)
	Phase 1 Budget (US$ million)

	
	
	
	

	Federal
	
	
	2.00

	
	
	
	

	Southern Kordofan
	1.87
	3.33
	6.23

	Blue Nile
	0.75
	3.33
	2.50

	Kassala
	1.71
	3.33
	5.70

	Red Sea
	0.77
	3.33
	2.57

	
	
	
	

	Total
	5.10
	
	19.00

	
	
	
	


Table 5 presents the proposed project budget envelope for activities at the federal level and in each of the target states during Phase 1.  For the sake of simplicity and transparency and due to the lack of robust data on health resources that would have allowed for a more refined allocation formula, project budget allocations to support activities in the four states in Phase 1 were determined on a simple per capita basis.
  After excluding the cost of federal-level activities and accounting for projected population growth, the per capital allocation in Phase 1 is US$ 3.33.  State-level planning for Phase 1 is being done within this budget envelope.  Taking the per capita amount as an initial guideline, allocations in Phases 2 and 3 will be determined by funding availability, improved information on needs and absorption capacity, implementation and disbursement, and planning and consultation, during Phase 1.  It should be emphasized that budget allocation within the target states will not be done on a per capita basis, but according to needs, targeting the most conflict-affected and underserved areas.
Annex 6.  Summary of Social and Gender Assessment

A social and gender assessment in the four target states was undertaken as part of project planning and consultation.  Assessment missions to Kassala, Red Sea, ,Blue Nile and South Kordofan highlighted significant social, cultural, financial, and conflict-related barriers to health care facing women and vulnerable groups particularly.  The key barriers identified include prohibitively high consultation fees and laboratory and treatment costs;  lack of adequate, staffed, and stocked facilities;  lack of trained midwives and qualified female health staff, particularly in more remote areas;  severe infrastructural barriers to good health care, including poor availability of clean water, poor roads, lack of affordable transport and non-existent communication systems in many areas;  and a number of cultural and social mores that have direct impacts on health, such as female circumcision, as well as indirect effects, such as a practice of not accessing health care until the last possible moment.  Research drew on focus group discussions, key informant interviews, case studies, and a review of available literature.  The assessment provided a number of suggestions for ways to improve access to health care, and guidance to the project planning and consultation done concurrently in these states.

Poverty, particularly at the household level, was found to be one of the most significant barriers to accessing health care among rural populations particularly.  Prohibitively high user fees can force families to seek cheaper traditional care options first, or delay or forgo treatment altogether, often resulting in more extreme health problems later on.  Financial and gender factors are often intermingled.  In Kassala for example, women often lack access to financial and transportation resources, and are culturally prohibited from seeking care alone, so are dependent on their husbands’ permission, facilitation, and accompaniment to seek health care.  Some Hadendowa women, for example, reported having to wait through 4 days of labor before their husband would take them for medical care.  In South Kordofan, in Kauda, for example, many families are female-headed households, due to various conflict-related factors.  So while these women may have greater control over household resources, they are often even less able to afford care, or to take the time off work to seek care, and are particularly vulnerable to the financial shock a health emergency may create.
The interaction of poverty and gender also has an impact on the supply of health services.  In three of the states assessed, village midwives are not regarded as part of the civil service, and are rarely salaried. They therefore must derive their wages from user fees, and in many areas, midwives derive their most consistent income from practicing female circumcision. The practice is still largely demanded by families, so midwives have little incentive to discourage the practice. Few midwives and families can afford appropriate sutures or clean equipment, so many use cotton or plastic threads, palm thorns, or even shredded car tires (for this and for fistula surgeries).  Providing training, financial and in-kind incentives for midwives will be essential to promoting better maternal health.

In conflict-affected, rural, and isolated parts of these states, another major barrier to accessing care is the insufficient infrastructure in relation to the health needs of the population, taking into account also the difficult terrain and poor road infrastructure, and/or the lack of staff and medicine supply.  In many areas, health units are extremely few and far between, generally accessible only by dirt tracks, where the main transportation is by foot, bicycle, or donkey.  There are generally no means of communicating health emergencies, thus no way to alert a health center that patients are on their way, or to request health assistance or guidance. In Red Sea, for example, while there are at least eight radio stations linking remote rural communities to Port Sudan, all were out of order at the time of assessment.  There are frequently no trained midwives or qualified medical staff  to treat complicated deliveries, and few health centers have obstetric care facilities.  There are limited health visitor services, as well, so care is often dependent on getting to isolated health facilities.  For emergency health needs, this often not an option, or not pursued until too late. 

Several related issues compound this problem.  The lack of a strong female health cadre at all levels in rural areas has meant both that many of the more conservative groups do not access care because they do not want to see male doctors, and that many women do not get the care they need because midwives are not locally available.  In Blue Nile, for instance, there was not a single female doctor in any of the rural areas visited.  On a more socio-cultural front, many women do not seem to seek care before it is too late.  Many women indicated that they would rather give birth at home, and that traditionally the first child at least should be born at home with the grandmother.  Consequently, many do not seek out medical help until complications arise. 

Additionally, in all the states visited, women are expected to perform multiple demanding domestic and agricultural roles.  In South Kordofan, Blue Nile and Red Sea particularly, women are responsible for farming, as well as carrying loads of water and firewood long distances.  As such, many reported that women are expected to keep working until they are physically unable, again often too late for care.  And as mentioned above, particularly in Kassala, many women are culturally prohibited from seeking care without at least the permission, and usually accompaniment, of male relatives.

There are many additional cultural and social norms and traditions that significantly impact health, particularly for women. Female circumcision is still very prevalent in each of these states.  This can contribute to bleeding, pain, scarring, infection, increased risk of HIV/AIDS, and sometimes death as a direct result.  In the longer term, it can cause infection, pain, and obstructed labor.  Early marriage can also have serious health consequences, as can the norm of essentially constant reproduction.  Some women interviewed said that it was common for young women never to even see their first menstrual period because they were married so young.  Family planning is still largely taboo or unavailable, even where it might be more culturally acceptable.

The potential health planning suggestions made by the community for addressing these issues include:

· Improve midwifery training.  Many communities expressed both their desire for more trained midwives as well as their reluctance to allow their young women to leave home alone for training (Kassala) or to go to other areas of the state for training (South Kordofan).  Suggestions include more local training centers, or programs to help families relocate for the period of training.  There was emphasis on a wider cross-section of midwife trainees, including older midwives, who might be more acceptable to older patients.  Also, field visits by senior and junior trainee midwives were recommended, to provide more hands-on training for junior midwives and to introduce them to the communities in which they may work.

· Expand incentive programs for midwives, both to improve the level of care, and to promote working in rural areas.  This might include provision of housing, career opportunities for midwives or other family members, or financial incentives for working in rural areas.
· Include of midwives in the health civil service.  Ensure midwives are salaried, and provided with necessary tools and equipment.  In Red Sea for example, the majority of trained midwives are paid either by the SMoH or the locality, which has increased the availability and use of hygienic equipment and good practice.
· Expand female health cadres at all levels, including incentives for female doctors and other qualified staff (and potentially their families) to work in rural areas.

· Expand health visitor programs.  Where many women and vulnerable groups are not able to travel to health centers, health visitors may make routine visits to remote areas. This should include provision of transportation and incentives. 

· Strengthen referral by providing some ambulance services.  While some women may not be able to ride in a male-driven ambulance without a male present, at least the availability of transport might help mitigate other factors that often delay care

· Reduce user fees, perhaps through a voucher pilot system or subsidies for specific reproductive and maternal health interventions.

· Increase the number of doctors with knowledge of local languages.

· Establish basic communication structures to facilitate communication between villages and health centers, to allow patients to determine whether there is a health worker available or to ask that assistance be sent.

· Ramp up social campaigns targeting men and women to address female circumcision, family planning, and health seeking behavior particularly targeting reproductive health. 

· Provide ‘safe delivery kits.’  Perhaps provide the incentive of a free mosquito net, or similar, for pregnant women, and simultaneously provide brief midwifery training and safe delivery kits.

· Subsidize insurance coverage for pregnant women, children, and female headed households.

Annex 10.  Economic and Financial Analysis

Economic Analysis

Effectiveness.  This project supports improvements in basic health services in four conflict-affected and poor states in Sudan as well as laying the groundwork for system development and reform.  The health interventions to be developed and supported by the project have been proven by multiple studies to be effective in addressing a large proportion of the burden of disease in Sub-Saharan Africa.
  In particular, both facility-based primary health care (PHC) services and high-impact interventions delivered directly through communities and households have been shown to be highly effective in improving health outcomes.

Cost-effectiveness.  The cost-effectiveness of these basic health interventions has been demonstrated by numerous studies.
  Estimated cost-effectiveness ratios for the interventions that will be included in the basic package of PHC services are under US$ 100 per Disability-Adjusted Life Year (DALY) and thus considered bargains.  For example, full immunization is estimated at US$ 15 per DALY, Integrated Management of Childhood Illness (IMCI) at US$ 40, antenatal and delivery care at US$ 40, and family planning at US$ 25.

Cost-benefit.  Basic health interventions, which invest in human capital, can bring significant benefits in terms of economic productivity and growth.  The high rates of morbidity and mortality in the four target states represent a substantial economic burden on households, diverting resources to treatment, stunting physical and cognitive development of children, lowering school attendance, reducing adult productivity, and contributing to high fertility.  A wide range of studies have shown that investments in child health have an impact on these factors, providing an overall economic rate of return at least comparable to investments in education.

Positive externalities.  Improving one person’s health often has positive effects on other members of the community.  Such effects can be anticipated in the target states, as health improvements raise the overall economic and social conditions of communities as a whole.  Several health interventions present clear cases of positive externalities.  The herd immunity effect obtained with high measles immunization is a classic example.  Another is the community effect of high coverage of long-lasting insecticidal nets, which can reduce disease transmission among the whole community, as well as providing personal protection against malaria.

Equity.  The project will provide support to four conflict-affected and poor states:  Southern Kordofan, Blue Nile, Kassala, and Red Sea, with a total population of approximately 5.1 million.  There are large disparities and deficiencies in health services and outcomes.  Average health indicators for Northern Sudan are often better than the corresponding averages for Sub-Saharan Africa.  However, because of significant urban-rural and regional disparities related to conflict, displacement, and chronic poverty, parts of Northern Sudan have health indicators often worse than, the averages for Sub-Saharan Africa.  Disparities between states, and inequalities within states, can be striking.   For example, as Section 1a noted, the average of around 22 doctors per 100,000 population for Northern Sudan overall is considerably higher than averages for poorer and conflict-affected states:  13 in Red Sea, 10 in Blue Nile, 5 in Kassala, and 4 in Southern Kordofan.  Health outcomes show similar patterns.  The 1999 Safe Motherhood Survey found that average under-five mortality was 104 per 1,000 in Northern Sudan, compared to an estimate of 162 for Sub-Saharan Africa as a whole.  However, under-five mortality was found to be significantly higher in Southern Kordofan (147), Blue Nile (172), Kassala (148) and Red Sea (165).  This survey, done before the peace agreement, did not cover areas directly affected by fighting, where health conditions are generally thought to be worse than other parts of these states.  Indeed, in the Nuba Mountains, there are only 6 health centers, representing over 100,000 people per health center.  In other parts of the state of Southern Kordofan there are 58 health centers, or about 17,000 people per facility.  By expanding coverage to under-served areas, this project will contribute to improving equity within Northern Sudan.

Financial Analysis

Estimated health spending requirements.  The Joint Assessment Mission (JAM) estimated that additional resources of approximately US$ 215 million would be required annually in the next two to three years in order to achieve significant progress towards the MDGs over all of Northern Sudan.  This project, which focuses on four states, represents about US$ 23 million annually.  The difference of over US$ 190 million will need to be filled by other mechanisms – and, in particular, by increased government health spending in all of the Northern states.  The project aims to provide experience, models, mechanisms and institutional capacity for sector development in other states.
Per capita health spending requirements.  The UN Millennium Project estimated that in order to reach the MDGs by 2015, current annual per capita public health spending would need to be around US$ 16 in Ghana, US$ 22 in Tanzania and US$ 23 in Uganda.  In order to reach similar targets, World Bank/UNICEF Marginal Budgeting for Bottlenecks (MBB) models indicate that total public spending on health in Nigeria and Rwanda should be around US$ 12 per capita, while in Ethiopia the estimate is around US$ 7.  All of these estimates are for the cost of achieving increases in coverage over a period of years.  Thus, as coverage increases, per capita spending will increase.

Federal government health spending.  Under Sudan’s federal system, the Federal government is responsible for overall policy and regulation as well as for tertiary services.  State governments are responsible for secondary-level care, and – often in partnership with Local governments – primary level care.  FMoH has presented data on Federal health spending.  Between 2000 and 2004, actual Federal expenditures on health have more than doubled, from around US$ 30 million (US$ 1.35 per capita) to about US$ 75 million (US$ 3.00 per capita).  This represented just above 2% of total Federal government spending in 2000, but fell below 2% in subsequent years (given rapidly rising total Federal expenditures).  Budget execution has varied, and was as low as around 50% in 2002, but was quite high in 2004 at 89%.  At such a rate of execution, given the budgeted amount for 2005, Federal health spending could reach over US$ 100 million, or around US$ 4.35 per capita.  However, this is largely focused on tertiary services.
State government health spending.  In 2002, reported State Government health spending was only around $US 1.25 per capita, about 8% of total state government expenditures.  Data collected by FMoH from eight states indicate that average per capita State government health spending in 2005 was US$ 4.00.  Among the target states of the project, per capita State government health spending in 2005 was US$ 4.50 in Kassala, $3.75 in Blue Nile, and $0.75 in South Kordofan, which is by far the lowest among the eight states.  The highest per capita spending was seen in Khartoum, at almost US$ 10.00. There are little or no data on Local government expenditures on health.
Federal fiscal transfers.  Particularly the poorest states depend to a great extent on Federal fiscal transfers, which also vary considerably (Figure 1).  Federal transfers in 2005 to Blue Nile were reported to be US$ 38 per capita, $US 22 per capita in Kassala, and US$ 26 in Southern Kordofan.  Although Federal transfers to Blue Nile were reported to be considerably higher than to Kassala, State government health spending in Blue Nile was lower than in Kassala.  Similarly, although transfers to South Kordofan were reported to be similar to Kassala, State government health spending in South Kordofan was dramatically lower.  A similar lack of clear correlation between Federal transfers and State government health spending in the other five states for which data are available suggests that the level of health spending may be dependent on other factors.  Data from three states (Gezira, North Kordofan and Blue Nile) show similar levels of health spending as a proportion of total State government spending, between 7 and 9%, despite the variation between these states in the level of Federal transfers they received.  This suggests that own-State revenues may be a determining factor for the level of State health spending.
Figure 1. Per capita Federal transfers and State government health spending, 2005 ($US)
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Based on data from National State Support Fund and FMoH.
Federal transfers to the Northern states have increased substantially, both in absolute (particularly given growth in GDP) and relative terms.  Reported transfers to the Northern states rose from 1.9% of GDP in 2004 to around 3.8% in 2005, with 6.6% projected in 2006.  Federal government transfers to the Northern States in 2005 were about US$ 28 per capita, or ten times the amount in 2000, and the 2006 budget allocates transfers equivalent to US$ 41 per capita.  This increase is driven by increases in both block grants (from 2.2% of GDP in 2005 to 3.8% in 2006) and in development transfers (rising to about 1.9% of GDP from 0.7% in 2005).  As suggested in Figure 1, federal fiscal transfers are inequitable, differing considerably on a per capita basis between states.
Functional allocation of government health spending.  The largest category of federal health spending is wages, accounting for around 35% of the total in 2003 and 2004.  This proportion is much higher in the states;  in 2005, about 80% of State health expenditures were on remuneration in Kassala  and Blue Nile, while the figure was 50% in South Kordofan.  The health project preparation missions to the target states found that, in practice, not only is capital spending very low, federal development transfers are often reallocated to salaries in order to meet urgent requirements.
Federal budget execution by category.  Funds allocated to wages and salaries have generally exhibited a close match with funds actually spent on these categories.  Running costs have shown variable budget execution patterns, with sharper increases than expected in the more recent years.  Patterns of spending on operational support for tertiary health services have come close to budget expectations in most years.  The “Development” chapter of the Federal budget, which tends to be regarded as the source of new investment funds for sectoral expansion or innovation, has shown the most volatile budget execution.  In most years, this spending fell well below budgeted levels.   The pattern of “Development” spending changed after 2001 to a more focused approach with new funds disproportionately channeled to primary health care, rehabilitation of specialized hospitals and, more recently, laboratory facilities.  In 2005, budgeted funds for medical services including those for fighting TB and malaria showed large increases.  

Differential regional patterns of budget execution.  Budget execution has varied considerably across states in ways that can make budget allocation data appear misleading.  Preliminary analyses of available Federal-level data for 2004-2006 by World Bank staff suggest four important patterns.  First, federal transfers to the states for development have grown by about 10 percentage points as shares of the budget between 2005 and 2006.  Second, the share of these transfers going to the better–off states of Khartoum and El Gezira had dropped from about 40 percent in 2004 to about 25 percent by end-September, 2005.  Third, budget execution for transfers to northern states for “pro-poor” purposes has been low across the board for northern states.  Fourth, although budget allocations to the Three Areas have been made in some (but not all) years, budget execution has been zero or near-zero in these areas in recent years.  The Ministry of Finance and National Economy’s (MoFNE) proposed sourcing of funds for this project would allocate them partly or largely from “development funds” (Budget Chapter 4) for the four states addressed by the project.  Thus, the project, if implemented as planned, would help substantially to improve budget execution performance for health in The Three Areas.

Health insurance.  State Health Insurance Funds provide coverage (and are increasingly involved in service provision) for government and some formal sector employees and their families, covering 5.5 million people, or about 20% of the population of the Northern states.  Coverage is lower in poorer states:  about 12% of the population in Blue Nile, for example.  Premiums are 10% of salary, with 4% paid by the employee and 6% paid by the government, which also provides other subsidies to the State funds from the Federal level for investments and other purposes.  Data from Blue Nile state indicates that expenditures of the the State Health Insurance Fund were about US$ 22 per beneficiary, representing total spending approximately equivalent to the State Ministry of Health.  Consistent with this, the average premium per household is US$ 120 annually, representing about US$ 24 per capita.
International Comparisons in the Context of Growth.  It is evident that primary and secondary health care services in Northern Sudan’s poorer states are under-financed.  GDP per capita was estimated to be US$ 790 in 2005, double its 2001 level. It is projected to reach US$ 950 per capita in 2006 (IMF, December 2005), with GDP growth estimated at 8 percent in 2005 and projected at 10 percent for 2006.  (Per capita estimates are for the entire country.)  This creates a challenge for the health sector.  Given projected real GDP growth rates in the near future, oil production and revenues projected to grow dramatically faster than that, and indications that Sudan’s currency has appreciated significantly, future levels of GDP per capita measured in US dollars could rise quickly in the next few years. Across countries, there is a clear correlation between levels of GDP per capita and levels of health spending per capita (Figure 2).  Northern Sudan’s estimated level of domestic public health spending per capita in 2002 (around US$ 3.50), relative to its level of GDP per capita, was probably below the trend (regression) line estimated from other countries.  Yet, given its growth prospects and projected GDP per capita in 2006, per capita government health spending consistent with the trend line would be around $US 25 per person per year.  Interestingly, this is equivalent to expenditures per beneficiary by the health insurance scheme.  The policy challenge is to ensure that a significant proportion of the dramatically increasing national income is channeled to improve basic health services 
Figure 2. Per capita domestic public health spending vs. per capita GDP (US$) (70 countries <US$1,000 per capita GDP)
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� The terms Primary health care (PHC) and basic health care services are used interchangeably and are understood to encompass primary preventive and curative services as well as secondary (or first-referral) services, usually provided by district/rural hospitals.


� IMF, December 2005.  Per capita estimates are for the entire country.


� The JAM objective for 2011(the end of the six-year Interim Period specified by the Comprehensive Peace Agreement) is to increase coverage of basic health services in Northern Sudan from an estimated 45% to 60% of the population.


� The “Agreement on Wealth Sharing During the Pre-Interim and Interim Period” specifies a National MDTF dedicated to the National Reconstruction and Development Fund (NRDF) (Paragraph 15.5), while the Protocol on “The Resolution of the Conflict in Southern Kordofan/Nuba Mountains and Blue Nile States” states that 75% of the NRDF will be allocated to the war-affected areas (Paragraph 8.6), with the balance earmarked to the least-developed areas of Northern Sudan.  This Protocol changed the boundaries of Southern Kordofan State to include the southern part of  the former Western Kordofan State (Paragraph 2.1), which geographically encompasses the Abyei area.  �The Protocol on “Resolution of the Abyei Conflict,” specifies special administrative arrangements under the Presidency for the area (Paragraph 2.1), as well as entitlement to a share of the NRDF (Paragraph 3.2.3).


� Population estimates are projections from the 1993 census.  Mortality estimates are from the 1999 Safe Motherhood Survey.


� Reproductive Health Poverty Index (RHPI) is a composite index of 12 indicators representing health inputs, reproductive health service utilization, and reproductive health outcomes.  A higher index represents a worse situation.


� Simulations of allocation formulas which include population, federal per capita fiscal transfers to the states, and population per health center, provide results not significantly different from simple per capita allocation.


� Wagstaff A. and Claeson, M. (2004) The Millennium Development Goals for Health:  Rising to the Challenges, World Bank, Washington


� World Bank (1993) World Development Report:  Investing in Health, Oxford University Press, New York.


� Claeson, M., Mawji, T. and Walker, C. (2000) “Investing in Best Buys: A Review of the Health, Nutrition and Population Portfolio, FY 1993-99,” World Bank, Washington.


� Belli, P.C., Bustreo, F. and Preker A. (2005) “Investing in children’s health:  what are the economic benefits?” Bulletin of the World Health Organization 83(10):  777-784.
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