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Executive Summary

Policy makers in Bangladesh arc currently facing the challenge of formulating a realistic
hcalth and population stratcgy for the upcoming Sth Population and Health Project. One
prerequisite for this venture is an understanding of the flows of expenditures in the sector.
This study aims to provide a clearer picture of the macro funding of health and family
welfare activitics. It examines the sources ar.d, where possible, the uscs of revenue in the
scetor by tracing the channels of distribution. Yet. the study goes beyond a calculation of
the flow of funds m the scctor. It begins to analvsc these funding flows from a standpomt of
cfficiency and cquity and uscs them to ifluminate current policy 1ssucs.

After an mitial introduction, Scction B contains a discussion of the mcthodology used to
estimate the scctor’s flow of funds. This is followed by an analysis of the objectives of GOB
and donors which should drive such expenditurcs, in Scction C. Scetions D. E. and F then
analysc the provision of resources, for the GOB financial year 1994/95_ by the sector’s
major funders: the Government of Bangladesh (GOB), donors. and houscholds. ( LEmphasis
will be placed on those scectors not studied by previous HEU rescarch.) The results arc
aggregated and summarised in Scction G. Section H provides a bricf comparison of the two
maimn dclivery vehicles for health; the public and private sectors and discusscs appropriate
forms of regulation for GOB. Scction I sets forth conclusions to the study and draws out
policy rccommendations.

A bricf summary of the main findings of this study is cnclosed.

Priority Setting in Health Care Financing

* According to the 4th PHP and the preparations for both the National Iealth Strategy
and a 5th PHP, GOB and consortium donors arc agreed on the prioritics 0i equity and
health status maximisation within the sector. Recent documents in the preparation of Sth
PHP scem to marry the two objectives into a goal of cquitable aceess to a basic health
care package.

Government and Donor Expenditure

* GOB resource allocation appears broadly in line with stated objectives. The proportion
of cxpenditure going to the arcas identificd as prioritics. PHC and MCH/family
planning, showed an overall increase over the first half of the 1990s. Nevertheless.
inadequatc funding of recurrent activitics in the health care infrastructure may well be
contributing to under-utilisation at certain levels.

e Although GOB and the donor consortium have united objectives, as outlined in the 4th
PHP, there are some differences in the pattern of funding. GOB allocated more funding,

to higher levels of the health care infrastructure while donors funded more population
activitics.
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e Data on donor funding of NGOs arc at present. approximate and occasionally
conflicting - Information from twelve key “onors and the NGO Burcau imply the scctor
was not larger than USS SO muithion in 1+ /93 Jower than some official sources.

Household Expenditure

» Avcrage out-of-pocket expenditure by individuals on health and population scervices was
cstimated to be around USS 3.4 per capita in 1994/95. Such spending is highly biased
toward the richest 25% of the population. In addition. 1t was mostly dirccted to the
private scctor, and non-formal services in particular.

¢ [Further analysis of houschold expenditure suggests significant gender biases for health
carc purchasc. Allopathic carc was bought for men and urban houscholds morc
frequently than for women and rural houscholds. It appcars that thosc in the greatest
need, women and rural dwellers, purchascd the least effective health care.

Macro Flow of Funds

o The total funding in 1994/95 of the health and population scetor was approximately US$
855 mullion, cquivalent to USS 7.1 per capita (see Table Dor 3.1% of GDP. Some crude
calculations reveal that 1994/95 spending on activitics similar to those that might be
covered i an essential package was around US$ 3 per capita.

e The largest single source of funding in the sector was houschold expenditure, almost
47% of total fundmg or over US$ 400 mullion in 1994/95 GOB was the next largest

v

contributor with US$ 230 million and donors spent just less, USS 220 miilion. through
vartous channcls.

e The public scctor accounts for around 48% of total scetoral funding, just over USS 400
million. Private scctor activitics receive marginally less funding, while the NGO scctor
appears quitc small and specialised, though often highly cffcctive.

The Private Sector and Regulation

e There appears to be little cffective coordination of the public and private scctors,
allowing sizcable scope for improving resource allocation through collaboration. The
profit motivation of the private sector could be harnessed by GOB to imiprove cfficiency
i the scctor.

Recommendations

GOB Regulation at Minimum Cost

Despite resource constramts. GOB has an important role in the co-ordination of the public
and private scetors. In particular. GOB might pursuc reguiation activitics which arc cheap
but cffective. Financial incentives to private scector firms for their collaboration in the public
scetor could accompany budgetary reform to improve cfficiency. The contracting
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out of various scrvices in hospitals and the development of different forms of health
surance arc potential alternatives. In addition. cmpowering communitics and mndividual
consumers may be an effective way of regulating private sector activitics. This could be
assisted by giving consumers access to information and education. Furthermore. the GOB
should continuc its work in monitoring the quality of inputs into the system. Both human

resource development and quality assurance in cssential drugs arc important arcas of
activity.

Consumer Education

Given the ineffeetive nature of much houschold expenditure, it will be important to educate
the population on the relative worth of different types of health care This is particularly
important for poorer mecome brackets who tend to spend a higher proportion of their income
on non-allopathic carce. In turn. this will boost the demand for formal sector SCTViCCS,

whether in the public or private sector, and encourage non-formal private scctor providers
to upgrade their activitics.

Under-utilisation and Financing of Facilities

Undcr-utilisation of existing facilitics is an indication that some GOB scrvices do not have
the confidence of houscholds. This can be partly remedied by determining the unit costs of
running facilitics well. This would help GOB mect its stated objectives. as such unit costs

could then be translated into the Revenue Budget and improve health serviees 1o those most
in need.

Basic Package

Any adoption of a basic package. without substantial priontisation of components, will
require GOB to reallocate resources even more toward its stated objectives of PHC and
MCH/FP activitics. Given the gender biases in houschold expenditures. 1t may be
particularly important to defend women'’s health interventions in any prioritisation of the

basic package. Unless, this is donc the goal of equity of access to basic health carc will not
be reached.

User Fees and Equity

The top 25% mcome bracket accounts for almost 60% of houschold expenditures on health.
Even though an expansion of uscr fees is essential for funding a basic package of scrviccs,
it may be difficult and potentially counterproductive outside of these richest scgments of the
population. Conscquently, cost-recovery must be applied carcfully with mechanisms to
protect the poor, such as sclf-sclection (Kawnine ct al, 1996b).

National Health Accounts and Accountability

The work of this flow of funds study nceds to be taken further. There are some sizeable
gaps in data which prevent important analysis for policy makers. Indced. there are several
arcas on which a National Health Accounts project should focus, namely: types of health
scrvice purchased in the sector, the funding of NGOs and the gencration of comprehensive
time-scrics data.

IV
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Section A: Introduction

Many countrics arc examining the need for health care reform. mcluding Bangladesh The
pereetved mnefficiency of certain forms of existing provision has stimulated this mood of
change. It 1s well understood that a country’s health care system cannot afford incfficiencics
where resources are few and needs outstrip existing capacity. Yet, successful health and
population scctor reforms require sound udgement. based on reliable and pertinent
mformation. Health scetor policy makers must be aware of the level and nature of nced na

country: the availability and distribution of resources and the cfficieney with which resources
arc uscd to meet objectives.

To improve the information available to policy makers in Bangladesh this study focuscs on an
analysis of the flow of funds in the health and population scctor. It examines the sources and.
where possible. the uses of revenuc in the sector. It also traces the channcls of distribution of
the funds and allows us a clearer picture of the macro funding of health and family welfare
activitics. The study begins the process of mcasuring the availability, distribution and
cffectiveness of all the resources presently consumed by the health and population scector in
Bangladesh. This task will be furthered by the National Health Accounts projcct, which we
hope will overcome some of the data and resource constraints faced by this study.

The study 1s not confined, however, to a simple aggregation of funding data in Bangladesh. It
trics to take a broader perspective on several issucs surrounding the funding of the health and
population scctors. What arc the objectives of different cconomic agents”? Are these objectives
reflected in the flow of funds for Bangladesh? Is the current mix of the public and privatc
seetors optimal, as revealed by the flow of funds? These arce difficult questions for policy
makers m Bangladesh and this study can and should only have the imited role of illuminating
arcas of debate from an cconomic perspective. Nevertheless. health cconomics can play an
important rolc in highlighting the importance of incentive structures in the health and
population scctor. It is the incentives hidden in the current flow of funds which determine to a
great extent existing cfficiency in the sector and it is the manipulation of these incentives which
will be the key to successful and sustainable health scctor reform.

Following the ntroduction, Scetion B contains a discussion of the mcethodology uscd in the flow
of fund analysis. Scction C analyses the objectives of GOB and donors in the health and
population scctor. in order to provide a benchmark against which we can assess the present
funding of the scctor. Scctions . . and F analysc the provision of resources by the sector’s
major funders: the Government of Bangladesh (GOB), bilateral and multi-lateral donor
ageneies. and houscholds. (Emphasis will be placed on those sectors not studicd by previous
HEU rescarch.) The analysis will involve a “frecze-frame” picture of the flow of funds in the
sector in the GOB financial year, 1994/95, which will be summarised in Seetion G Armed
with these results. the study asks whether the prevailing distribution of resources in the entire
sector s consistent with GOB objectives and how GOB can mmprove the situation. One policy
option is to harness the competitive forees of the private scctor. Scetion H. therefore, will
provide a bricf imitial discussion of the strengths and weaknesses of private scetor provision of
health care and of the costs and benefits of government regulation. Scction 1 scts forth
conclusions to the study and draws out policy recommendations.
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Section B: Methodology

In presenting a flow of funds analysis of the health and population scctors. it is essential to
state key methodological assumptions and principles. There are several issucs which arc
mmportant in both determining and understanding the results, ncluding: the definition of

health care, the time period for analysis and the quality of data. Each is discussed. in turn.
in the remainder of this scetion

Definitions of Health Care and Population Services

For the purposcs of this study. /iealth care is defined very narrowly to include only clinical
services, preventive or curative, provided to individuals. It 1s understood that there are many
other factors which significantly affect health status, such as public sanitation, safc water
supply, the quality of housing. working conditions and the environment. There arc also
many more factors which have indircct effects on the quality and quantity of lifc.
Nevertheless, resource limitations necessitate a morce focused approach. Conscquently, this
study concentrates on the type of services provided by the Ministry of Health and Family
Welfarc (MOHFW). Many of the data used in this study were obtained from sccondary
sources. Where possible, our narrow definition of health care was uscd but there arc
potential inaccuracics. Still. it is thought that thesce arc unlikelv to affect the main findings.

The high population density of Bangladesh and the traditionally high fertility rate make
health extremely dependent on the growth rate of the popidarion Henee. in our macro
tunding flows analysis we count expenditures i both arcas. Furthermore. fanmuly plannmg
and mother and child health (MCH) scrvices are conventionally examined together as the
population scctor in Bangladesh. We maintain this convention when examining public
scctor expenditure, for casc of analysis.

Static and Dynamic Analysis

There is sufficient available data on GOB expenditure to track its resource allocation in the
health and population scctor over several years. Unfortunately., this is not the case for other
funding sources. The analysis of houschold expenditure, Scetion F, for instance. relics on
periodic surveys carried out by different organisations, sometimes with inconsistent results.
[n addition, the data on donor funding to the NGO scctor, included in Scction E. varics
widely within and across years. Conscquently, the study is primarily limited to a snap-shor
analysis of a single financial year, 1994/95, for its macro estimates. Nevertheless. dynamic
analysis 1s conducted where data allow.

There arc essentially two weaknesses with this sratic approach. First, the results can be
distorted by large onc-off fluctuations: cither omissions or inclusions. For example, large
capital projects can inflate the funding of a particular scctor for a short period of time and
fcad to incorrect conclusions. Sceond. 1t is impossiblc to study trends. While there is no
guarantee that trends will continue over time. they can provide evidence on which forccasts
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can be made. It 1s hoped that with the establishment of GOB capacity to create and update
National Health Accounts such dynamic analysis will be possible.

Quality of Data

Tracing fund flows to their destination is only worthwhile if it provides uscful imformation
on the cfficiency of resource allocation. Unfortunately, as noted above, the measurcment of
flows is often constrained by a lack of consistency in the quality of availablc data. A
potential trade-off exists between making the results as accurate as possible and making
them as meaningful as possible.

The categories used to disaggregate the data on GOB funding arc derived from previous
HEU rescarch (1995a, 1995b. 1996a). Similar disaggregation proved impossible for donor
and private scctor financing In order to analysc the overall contribution made by the
chfferent sources of funds. a consistent and uscful mcthodology needs to be applicd
comprehensively. This study disaggregates public sector expenditure data by the fevel at
which health carc is provided. This may be uscful in so far as it reveals. within the
constraints of the political cconomy, the prioritics of different funding groups. It also allows
an examination of the appropriate roles of public, NGO and private scctors 1n the delivery
of health and population services.

v
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Section C: Priority Setting in Health Care Financing

Introduction

In a world of scarce resources it is the responsibility of policy makers to finance scrvices that
will achieve the maximum benefit. To this end the GOB is developing its own National Health
Strategy as well as preparing for the Fifth Population and Health Project. The aim of this
scetion is to examine the process of resource ailocation in public scctor health carc financing. It
is the prioritics of funding agencics which should guide resource allocation in the sector. Our
flow of funds analysis can then asscss the extent to which these stated prioritics arc actually
reflected by expenditures. The first part of the scction discusses prioritics in health scrvice
dehvery and financing. and demonstrates the theorctical and practical strengths and weaknesses

of different approaches. The stated objectives of GOB and donors are then examined against
this back-drop.

Competing Objectives in the Health Care System

Different objectives entail different priority setting mechanisms, and may result in vastly
different resource allocations. The possible objectives for any health scctor. identified by
Hammer ct al (1993). arc:

° cquity,
e maxinusing health status,

e maximising welfarc.

It may be argucd that there are often other objectives for any authority. such as employment
creation, political stability and/or the reinforcement of rights. These may be conveniently
subsumed under the category of welfare maximisation. The following discussion investigates
the likely conscquences of pursuing cach of these three objcctives m isolation. While an
abstraction, it docs help 1solate the key features of cach approach.

Equity

Equity 1s concerned with the fairness of the distribution of resources. Equity can be a goal in
relation to aceess to services or treatment in services or cven outcomes of services. It is a
complicated and. often, little understood concept. In this context. and for simplicity, we refer to
cquity in terms of access to and financing of health carc. Pursuing cquity cntails that the
financing of a public health and population sector comes predomiantly from the well-off and
the benefits are aimed principally at the poor.

Policy makers cannot assume that the cquity issuc will resolve itself with cconomic
development outside the very long run. To pursuc cfficiency cexclusively in the health sector.
would probably make the allocation of resources in any socicty cven more unjust. Indeed. there
is often a trade-off between equity and efficiency. In some circumstances. the most efficient
result may be to help the non-poor, while the most equitable will not. For instance. the non-

B
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poor may benefit more than the poor from certain surgical procedures bocause their general
fevel of health 1s better and they are more abie to benefit.

Maximising Health Status

Onc alternative approach 1s to maximise the overall health status of the population. To achicve
this a government will provide the services which have the greatest impact on health per dollar
spent. The cost effectivencss of different possible interventions is assessed and ranked. The
mterventions are then provided from the top down until the budget is cxhausted.

As noted above. applying efficiency criteria, such as Cost Effectiveness Analysis (CEA), to
achieve health status maximisation will often conflict with cquity objectives. Furthermore.
using CEA simphstically for national priority sctting might not actually maximise health status.
Planning m the public sector should be done with a knowledge of the operations and likely
reactions of the NGO and private scctors. Otherwise. the true cost-cffectiveness of
imterventions may be overestimated. In addition, a ranking of interventions often will not take
mto account the impact on cffectivencss or costs of inferactions between costs (Unger &
Killmgsworth. 1988) This too might distort apparent cost-cffectiveness and undermine the
achievement of the goal

Maximising Welfare

Pursuing the objective of maxinusing health status is too narrow, according to Hammer ct al
(1993). becausc 1t musses some other important consequences that ought to considered within
all public policv. such as fear of poverty. They arguc that the objective of the health care
svstem should be to maximise social welfare. According to Rannan-Eliya (1996). the
Government of Sri-Lanka, by allocating the majority of the health sector budgct to hospital
mpatient care. prevented the spread of poverty and, therefore. maximised social welfare.

While this broader approach scems attractive there is a trade-off between welfare and health
status. Put atats simplest. the welfare maximisation approach argues that other things arc morc
important than people s health. in accordance with the desires. needs and values of socicty. In
addition, the operationalisation of the welfare maximisation approach is difficult. Cost-Benefit
Analvsis (CBA) 1s sometimes used to try and measure welfare outcomes. Society's willingness
to pay s derived and the project 1s worthwhile if its benefit is greater than its cost. Yet. there
are many practical problems m implementation, including the appropriate valuation of health
carc benefits.

The Strategy of the GOB

[tis clear from the preceding discussion that none of these three strategics 1s a panacea for all
dlsccach entails trade-offs and sacrifice and may be difficult to put into practice. How do these
poals relate to exasting and future policy n the health and population scctors in Bangladesh and
can they throw some hight on current options?

In the absence of a more explicit health and population stratcgy document, the Government's
current objectives can be derived from the prioritics identificd in the Fourth Population and

Ji



l (0\\' 01 l und\ o FEEUL MOTTHW

Health Project (PHP). (World Bank 1991). A primary objective of the Fourth PHP 1s to lower
the rate of growth of the population through fertility reduction. while improving the health
status of women, m general, and maternal health. in particular In addition. the 4th PHP holds
mmportant the health status of the under-5s and focuses priority on primary health care services.

From the above its 1s clear that health status maximisation is extremely important for the GOB
and the donors in their implementation of 4th PHP. Nevertheless. there is an mpheit equaly

objective n highlighting primary health care and treating many discasces associated with the
poor.

Although the National Health Strategy and the Fifth PHP arc still in the process of formulation.
a discussion document. published by the World Bank (1995). outlines a number of issucs that
should be given consideration as key themes of the project. The central tenet of the document is
an “essential package of services™ to be financed by the public sector. which. it is hoped. will
address a range of issucs. such as:

* cncourage the uptake of serviees ained at mecting the health and reproductive needs
identificd as prioritics,

* 1mprove the quality of services without incurring large cost increascs.

e improve the cquity of resource allocation in the scctor by funding “programs that scrve
primarily low-income groups and the poor™.

The suggested basis for inclusion encompasses both equity and health status maximisation
criteria. In that respect. the objectives appear similar to the 4th PHP. The following two
quotations arc also particularly telling:

[1]he Basic Health Services package should be consisient with
international covenants 1o which Bangladesh is a signatory, such as the

attainment of Health for All (World Bank 1995).

[t[nterventions in the Basic Health Service package should have been
shown to be cost-effective (World Bank 19953)

They appear to suggest equitable access to basic health care as the primary chjective,
using CEA to achieve allocative efficiency. Focusing on the burden of discase in a country
like Bangladesh implics services will be aimed at the discases of the poor. The most cost-
cffective way to meet these discases implics tying cfficicney to specitic cquity objectives. The

dcvdopmg strategy in Bangladesh appears to be a more cfficient way of targetmg cquity of
access to basie health care than existing arrangements.

Both 4th and Sth PHP scemingly ignore welfare maximisation as a goal, at least in terms of
explicit objectives. Are there any hidden welfare maximisation objectives? While public scctor
employment and political stability arc evidently important to GOB do they actually have any
mmpact in terms of the Flow of Funds in the scctor? Indeed, the whole question of whether
actual expenditure mirrors prioritics 1s onc to which we will return

O
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Summary

e The identification of objectives n a health and population scctor is cructal to the process of
resource allocation. Funding flows will often reveal actual prioritics and should reflect
stated onces.

* According to the 4th PHP and the preparations for both the National Health Strategy and a
5th PHP, GOB and consortium donors arc agreed on the priortics of equity and health
status maximisation within the scctor. Recent documents in the preparation of Sth PHP
seem to marry the two objectives into a goal of equitable access to basic health care. using,
CEA as a tool for its achicvement. Welfare maximisation. considered scparately. s not
included.
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Section D: Government Expenditure

Introduction

The GOB’s allocation of resources to the health and population scctors has been relatively well
covered in the last two years by the rescarch papers of the HEU (HEU 1995a, HEU 1995b.
HEU 1996a). In order to avoid replication, this section will build on existing rescarch to
analysc GOB’s allocation of resources in the sector in 1994/95 Where possible, time scrics
data will also be analvsed to place 1994/95 in its appropriate context. Before such analysis. it
s useful to discuss mcthodology'. particularly where it differs from previous HEU rescarch.

Methodology
Total Funding of Health and Population

The analysis of GOB funding of the health and population scctor rclics largely on the data used
m previous HEU rescarch papers (ibid). This concentrates entircly on the funding activity of
the MOHFW, and its two dircctorates. While this is accounts for the vast majority of funds
going to the sector from GOB, it is not comprehensive. To supplement existing data the study
vestigated funding from other ministrics, such as the Ministry of Soctal Welfare (MOSW).
the Ministry of Women'’s Affairs (MOWA) and the Munistry of Information (MOI).

Disaggregation of the Data

HEU Rescarch Papers 1 and 2 analysed the ADP and Revenuc Budgets separately. Only
spending i the Revenue Budget was disaggregated into primary, sccondary. tertiary and
MCH/family planning scrvices. This Flow of Funds study has disaggregated both budgets fully
and analysed them together. As in previous documents the definition of PHC has been derived
from all expenditure incurred at the Thana level and below with some component of head-
quarters” expenditure for administration and training. Opcrational definitions of PHC arc
always somewhat arbitrary and there is. to date. no consensus on this issuc.

Public and Private Sector Co-operation

Allocations in the ADP budget have traditionally been assumed to fund services provided by
the public sector. There is, however, a degree of co-opcration between the Non-Government
Organisations (NGOs) and the public scctor within the ADP:

e Thc Ministry of Social Welfare funds a few NGOs in their provision of health care.
e Many GOB family planning workers liaisc closcly with NGOs. This results in
comphmentary activitics if not shared resources.

Indeed. some of the GOB resources are effectively funding or subsidising scrvices provided by
NGOs, and vice versa. It s difficult at present to measure completely the effective support of
NGOs through thc ADP.
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Food and Commodity Aid

Asshightly different approach to previous HEU rescarch has been taken with the tre
food and commodity aid. This study assumes the GOB tre
as any other. and uses 1t in the same §

wment of’
ats this source of revenue the same
droportions as other revenue. Hence. it purchases services
i the health and population sector using this aid. through both the Development and Revenue
budgcet.

The strength of this approach. which was alluded to in the Pih/ic Lxpenditure Review (HEU
F995b). 1s that 1t assumes GOB expenditure takes account of the services purchased using food
and commodity aid Henee, GOB reallocates expenditure to the next priority when services are
financed using food and commodity aid.

Cost Recovery in the Public Sector

According to official practice and legislation, the fees charged by GOB hospitals are returned
to the Ministry of Finance. For the purposcs of this study, then. this flow of funds is tre
houschold funding of public scctor provision. As with food aid and commodity aid it is
assumed that the GOB allocatces it in the same proportions as the remainder of public
expenditure in the scetor.

ated as

The GOB’s Resource Allocation

Diagram 1: GOB rescurce allocation in the Health and Population Sector,
1994/95 USSm

USS Millions
o
<@
<o
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Diagram 1 notes the division of GOB 1994/95 funding. just under US$ 230 miilhon. to different
~ubscctors of health and population. The largest recipient of GOB expenditure s primary
sealth care and MCH/family planning services. Fxcluding the population sector. PHC was
allocated almost half of alf resources. consistent with carlier HEU rescarch (HEU [993b).
Relativelv few public facilitics provide tertiary level care. yet they receive almost 20% of the
nealth scetor budget. roughly the same as sceondary level care
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Diagram 2: Distribution of Expenditure since 1991792
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A particular concern identificd by the Public Ixpendinure Review was whether the GOB would
be able to achieve the neeessary inercase in allocations to the PHC sector. following the
extensive mvestment i infrastructure i the late 1980s (1995b) Diagram 2 provides a partial
answer. It demonstrates that PHC', and the population scctor. saw a significant increase in the
proportion of expenditure in the period 1991/92 - 1994/95. Expenditure on PHC has increased
in real terms by approximately 60% over these four vears. Nevertheless. recent data suggest
that this trend has not contmued. In addition, GOB tunding of PHC in the Revenne Budger was
broadly stagnant over the same period (HEU 1993b) While. there 1s evidence o support a
change m expenditure prioritics 1 the ADP Budget to reflect GOB prioritics (section C). it
scems that the Revenue Budget lags behind. If not rectified. this may lead to underfunding of
the operating costs of existing facilitics. A lack of maintenance, supplies and effective
manpower will do nothing to boost low utilisation at Thana Health Complexes. The
mercase in MCH/fanuly planning serviees. another priority arca. appears to be cven more
impressive. approximately 1002 between 1991792 and 1994/95 Yet. this was largcly the
result of a very large mercase v population scctor spending in the ADP Budget in 1994/95.
and may be an aberration,

Summary

* GOB resource allocation appears broadly in linc with stated objectives. The proportion of
expenditure gomg to the arcas identified as prioritics, PHC and MCl Vfamily planning,,
showed an overall ncrease over the first half of the 1990s. Nevertheless. madequate funding
of recurrent activitics in the health care infrastructure mayv well be contributing to under-
utithisation at certam levels. Indeed, the lack of mamtenance. supplics and cifective
manpower may well undermme the effectivencss of GOB's ivestments in the seetor.

10
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Section E: Donor Expenditure

Introduction

e procedures donors use to fund the health and population scetor i Bangladesh are many
and complex. but they can be categorised into five different tvpes for this study

I Donations of {ood and commodity aid,

1L Funding of projects through the Government s Development Budget.
HI Funding of public scctor activitics outside the Government s Budgct.
IV, Funding of NGOs and the not-for-profit private scctor'

V. Funding of the commercial private sector

In order to measure and analyse donor funding of the scctor by such funding catcgorics, data
were requested from thirteen donors who were thought to be the largest contributors. The
quahity of data m therr replics was highly variable. and one donor refused to provide any data at
all. Pubhished data from the Economic Relations Division (ERD 1995) m the Mimistry of
Finance was not sufficiently disaggregated to compliment individual donor returns, whercas
data published by the NGO Burcau (NGO Burcau 1995) was used to provide rough estimates
of funding of NGOs i 1994/95 Data already held by the HEU. regarding the distribution of
expenditure within the ADP, was also analysed. The following paragraphs will consider. in
turn. cach of the mechanisms used by donors to fund the health and population sector,
discussing the quality of the data as well as the results.

Food and Commodity Aid

Food and commodity aid for the health and population scctor i 1994/95 was approxmately
US$ 40 mullion This accounts for Just less than one fifth of donor fundmg of the sector. or Just
under 5% of the entire sector. It s alzo worth noting that health and population scetor services
funded by food and commodity aid show up m the Government's budget as over 1% of the
catiee public seetor budget: Diagram 3 indicates the distribution of cxpenditure of food and
commodity aid. among the subscctors. It is assumed to be in the same proportions as all
Government expenditure in the health and population scctor. perhaps representing Government
prioritics more than donor prioritics. (Still. the fact that donors continuc (o provide this aid
implics that the serviees it funds are to some extent consistent with their own prioritics ) Even
where the proceeds of such aid are tied to particular projects. this frees up resources for GOB
to spend where it deems fit.

As suggested in HEU Rescarch Paper 3. this type of and will deerease in the future barring anv
natural disaster. What kind of impact will this make to the sector” Itis nteresting 1o note that

the proceeds of this (vpe of aid were sufficient i 1994795 (o purchase all new cquipment and

’ Iunding, of the not-for-profit private scctor primarily consists of subsidics 1o the Social Marketing
Corporation (SMC).
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finance all the construction actvity an the health sector: Therr absence will be nussed even if
other forms of revenuce growth arc healthy,

Diagram 3: Services Financed by Food and Commaodity Aid, 1994/93 USSm

USS$ Mittions
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Funding of Projects through the Development Budget

Usmg the methodology i Seetion D we now analvse donor funding of the ADP The same
hmitations also apply mprecise allocation between different levels of health care. and a

tendeney to categorise funding as solely public scetor. Nevertheless., Diagram 4 indicates a
comparison of donor and GOB funding activitics.

Diagram 4: Donor and GOB Funding of the Development Budget, 1994/95 U/SSm
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It 1s apparent that population scctor activitics in the Government’s Development Budgct reccive
a larger proportion of their resources from donors Correspondingly. the Government allocates

12
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more funding to all levels of health care than donors. While. m aggregate. the data reveal
simlar objectives 1t appears that GOB has decided that it has an mportant role

v fundmg the
desclopment of the health care infrastructure. and 1t expansion. whiic

the population seetor
has larpely been et (o donor fundmg

Funding of Public Sector Actsvities outside the Budget

Donor fundmg of publie sec o actiaties outsie the Development Budget mcludes extra
projectresources agreed over-and-above the ADP and. m some cases. contraceptive supplics to
public sector providers. Unfortunately. the prectsion with which donors were able to report this
tvpe of fundmg vaned greatly: Apparently. the accountng mechanisms used by some donors
makes it very difficult to analvse the end-uses to which their resources were put. ven where
the mformation was available there were often concerns about confidentiality. Manv donors
warned that the quahity of the data should be treated with caution Stll the ADP contains the
majority of development activity thanks to recent efforts by the Planning Commission This
may cause less concern for this study over the apparent shortage of data on this tvpe of
funding

Donor Funding of NGGOs

The NGO seetor m Bangladesh s farge and well-established. Recent concerns about donor
fatigue. sustamability and the cost-cffectiveness of both the public and NGO scctor have raised
daestions about the future role of NGOs. To facihtate informed decision makmg 1t s vital to
acternune how mmportani the NGO sector is (o health and population n Bangladesh - Although
this study cannot addiess this ssue in detail, it can estimate the amount of funds flowing
through NGOs Nevertheless. avatfable sources of data provide differmg estimates of such
funding flows One official estimate for the year 1992/93 appears to sugeest that it 1s in the
repion of LSS 100 mithion: Other sources suggest a far lower level of fundmg,

{he approach taken m this study has been to add up the expenditures to mdividual NGOs
rather than relfving on existing official figures. A key data source for this approach was the
NGO directory for 1994 pubhished by the NGO Burcau. Officially. this details the name.
objectives and funding levels of all NGO projects By making assumptions about the
distribution of expenditure within projects, we were able to estimate funding of NGOs i the
health and population scctor in 1994/95 Qur initial cstimate. using this method. was rather
smallapproximately USS 13 million. Cross referencing this document with data supplied by
key donors. suggested a higher level of aggregate funding of NGOs. around USS35 million m
F994/95 The latter was taken to be a more reliable estimate given potential probiems of linited
coverage m the NGO Burcan document. The projects that could be cross referenced between
the two sources suggested some fovel of agreement. Donor fundimg of the SMC accounted for
approxmmately USS 1 million of the difference. (N B The SMC has been meluded with NGOs
to distmguishot from the for-profit private sector. It 1s understood. though. that the SMC
OPCTAtes USING Private sector practices )

There are several good reasons 1o believe that the USS 35 mithon s still an under-cstimate of
bl
the s1ze of the NGO sector

P
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e Only thirteen of the largest donors were surveved and one did not supplv data 1tis hikely
therefore. that there exists more unaccounted funding

o The NGO Burcaw s nuch higher estimate for 1992703 although uncorroborated. sugeents
more NGO activin

e There s some funding of NGOs through the ADP.

Consequentiy. we have raised our est.nates of donor funding of the NGO scetor to around 1SS
46 million for 1994/95 based on the additional known ADP fundmg of NGOs and an
assumption concerning, the funding concentration of NGOs m the health and population scctor,
This brings the total donor funding of the sector to approximately USS 220 mullion for

1994795 These estimates must suffice until a more detailed prcture of the NGO scctor can be
dravwn with the help of Nationai Health Accounts

Summary

e Although GOB and the donor consortium have united objectives. as outline m the 4th PHP.
there are some differences m the pattern of funding. GOB allocates more funding to ligher
levels of the health care mfrastructure while donors fund more population activitics. Any
adoption of a basic package. without substantial priorttisation of components. will require
GOB to reallocate resources even more toward its stated objectives.

* Data on donor funding of NGOs arc. at present. approximate and occ: istonally contlicting,
Nevertheless. the bulk of the avarlable evidence pomnts to a lower estimate of the financial
flows into NGOs than indicated by one official source. Information from twelve key donors
and the NGO Burcau imply the sector was not larger than US$ 50 million iy 1994/95
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Section F: Household Expenditure

Introduction

This section summarises the availi!le iouschola expenditure data on health and population
Individuals as consumers contribute to the financ ing of the health seetor when they purchase
health care serviees from providers. The scetion will begim with a brief discussion of the size
and distnibution of houschold contributions to the sector. Next. the volume of expenditure going,
to different providers will be summarised. Finally. there will be a very brict outhne of the tvpe
of goods and services individuals are purchasing.

Houschold Expenditure and its Distribution

Inorder Lo strive for consistency and accuracy, 2 number of sources of data were comparced.
There have been four substantial surveys of houschold expenditure on health carc published in
reeent years. with the following results'

Organisation Ycar H/H Expenditure (US$/mo)
BIDS (1988) 1988 1.99
BBS (1991) 1988/89 1.39
BBS (19937) 1691/92 .51
BBS (1996) 1994/93 .43

The most recent survey by the Bangladesh Burcau of Statistics (BBS) 15 used as the primary
source for caleulating the relevant contribution of houscholds m this studv. BBS vesults are
fanrly consistent and the 1996 study makes exphicit the proportion of expenditure on travel.
This s excluded from our calculations. Nevertheless. certain problems remam and 1t is unclear
whether the data include the expenditure on health by Bangladeshi houscholds i forcign
countries Although rchable cstimates do not exist. it is widely thought that well-o1% houscholds
purchase some health carc abroad. Still. this is unhikely to have a significant impact on the
aggregate results.

In 1993 the population of Bangladesh was approxmmately 120 nulhon. with approximately 5.1
people per houschold. implying around 24 million houscholds. The total spending by
individuals on heath care in 1994/95 was over US$ 400 million or almost USS 3 -1 per capita,
Although this figure may reveal the average per capita expenditure it tells us httic about the
distribution of total purchasing power between different income groups. gcographrcal bascs or
genders: We shall start to explore cach of these i the following paragraphs

Firstowe turn to the distribution of expenditure on health care. including expenditures on
altopathic and non-allepathic care. How doces houschold funding of health carce divide up
among different mconie seaments of the population”? Diagram 5 displays the data i the form of
alorenz curve The proportion of total houschold fundig of the health and population scctors
1s shown on the verrica! avis The mcome brackets of houscholds in Bangiadesh from the

poorest. on the left to the richest are shown on the horizontal avis Serics 1 mdicates the

CThe figures in nonnnal Taka were converted into real US$ using the exchange rate in 1994/93
prevent the spending power of the carlier figures being exaggerated by the falling exchanoe r

ate
T988 the exchange rate was approximately 20% lower than in 1991/93



low ol Funds

o - U MOBHYW

wdeahised case of perfect equality of expenditure on health. Scries 2 shows the actual data for
Bangladesh Tt demonstrates that by far the lareest contributors (o health care financing in

1994795 were the richest quartile: Indeed. there was relatinvely litle purchasing, pow
bottom three quarters of houscholds The latter onhy accounted tor 40
expenditure or around USS 166 mullion. Even more alarmung s the

or m the

Yo o1 lioaschold

act that the poorest
quartife of the population spent less than 10% of the total or less than USS 40 muilion on heaith
and population services, approximately USS$ 1 3 per capita per vear. (The introduction of a
basic package must heavily subsidise such groups) Even this mav overestimate the abidiny of
the poorest quartile to pav where depletion of asscts o doirowmg were necessary to finance
their health care It appears then that there is an me alitarian distribution of houschold
expenditure on health care.

Furthermore. a closer examimation of the data. provided by BBS from 1991/92 reveals that the
proportion of expenditure gomg to health care from houscholds shows no cvidence of a
svstematic inercase. except for the highest three to five come groups. out of inmcteen. In all
groups. expenditure on health care was between | 5% and 3% of total expenditure

Diagram S: Distribution of Household Expenditure by Quartile - sorted according to
income.
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What arc the implications of these findings? In terms of vertical cquity m the fiaancing of
health services by houscholds, the 1994/95 expenditure profile 1s only margmally progressive
IFGOB wishes to promote equity. an expansion of health care financing trom the richest
quartile would be most appropriate. Conversely. given the need to expand the resourees
avatlable to the sector to fund reforms and the provision of a basic package. the Government
should avord placmg a burden on the poorest scgments of socicty The pool of resources
avatlable from the poorest quartile s very small - under 10% of the total expenditure on health
care

Itis also vital to consider the inequality of expenditures on health between geaders and
between wrbain and riral arcas. drawing on the latest BBS data. Table 1 comparces the amount
of health care expenditare on men and women within rural and urban houscholds. [iree
different income groups are compared. to control for the effect of income on houschold health
care expenditure and to compare houscholds with different cconomic constraints

16
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‘able 1: Distribution of monthiy expenditure on health care in US

I. Households with monthly income of US$ 19 - 27

N

O

23

Rural Urban National Averaee
B ~Women 0.17 0.22 wid
Men 0.23 012 22

2. Households with monthly income of US$ 63 - =5

Rural Urban National Average
Women 0.49 | (.59 051
- ! 3 T —
Men 058 0.63 059
3. Houscholds with monthly income of US$ 250 - 313
Rural Urban National
Women .54 2.56 I 88
Men 234 542 336

Source: BBS (19935a)

Essentially. two conclusions can be drawn from Table |-

I Men were accountable tor a larger proportion of the houschold's expenditure on health
carce than women. apart from the poorest mcome group m urban arcas. This gender
mequality was particubiarly pronounced for the richest aroup.

I People ving i urban arcas allocated a larper proportion of their meonie to health care

than those living in rural arcas. except for urban men from the poorest mcome group

Although women and rural communitics have the highest rates of morbidity and mortality. they
spent fewer resourees on health care. Such conclusions would tend to support other evidence
that houscholds value the health of men higher than that of women, This may be partially to do
with gender bias and the perceived higher income potential for men. The results highlight the
need for GOB to mtervene and protect the health carc of women. where appropriate. Such

mterventions would both assist health status maximisation and cquity.

Table 2 notes that expenditure on allopathic medicine was higher for men than women It was
also preferred by urban dwellers over rural houscholds. and by higher income groups.
Fuithermore. assuming allopathic medicine is gencrally more effective than “traditional” health
serviees. the quality of care purchased was also inversely related to the level of need.

Dragram 6 makes the pomt elearer. by showing for cach income bracket the proportion of
monthy expenditure alfocated to non-allopathic care. We have alrcady noted that poorer
houscholds spent onlv a fraction of the resources of their richer counterparts. it is. ihercfore.
cven more disturbing to see that they allocated a larger share of their expenditure to traditional
health care. with an associated lower return. Education of houscholds on the cfticacy of

“ Eixchange Rate: |

USS$ = 40 Taka.

“These data represent the average expenditure on the men and the women m each houschold. They
arc only comparable if there 1s an cqual number of men and women 1n the houschold.
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different forms of medicine would scem to be essential. Only m this way can poorer houscholds

guarantee maximum impact on therr health from their small pool of resources

Table 2: Distribution of montiily expenditure on allopathic he
the total

alth care as a proportion of

i. Houscholds with monthly income of US$ 19 - 25

Rural Urban National Average
Women 87%0 95% 88%
Men 89% 98% 92%
2. Households with monthly income of USS$ 63 - 75
Rural Urban National Average
Women 92% 95% 93%
Men 4%, 95% 94%

3. Houscholds with monthly income of US$ 250 - 313

Rural Urban National
Women 049%, 99Y%, G7%
Mcn ()70/() ‘)8% ‘.)8%

Source: BBS (19952)

Diagram 6: Proportion of Expenditure on Non-allopathic Care, by income bracket
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10% |

8%

Proportion of Heaith Expenditur

63

Income Bracket US$/month

The Destination of Expenditure

suthiaent data is not avaiiable to assign confidently the aggregate level of expenditure to
ditferent providers The following analysis includes many assumptions which need to be refined
by further research. Nevertheless: an attempt will be made to estimate houschold expenditure
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which purchases scrvices provided by the public sector and NGOs The remmnder wili be
assumed to be revenuc for the for-profit private sector

Funds collected by public sector providers are published as part of Government revenue m the
rational accounts. The most recent estumate available 1s USS 7 mulhon for 1993/64 (BBS
(99Sh). To use this figure as an estimate of houschold expenditure on public health services
requires that all the wnofficial fees paid at Government facilities (1EU | Y90c¢) be defined as
private seetor Althougn many of these unofficd {oes are paid by houscholds m public

faciies 1t may be l:;ﬁ‘:muuc to deser.be them as private sector activity operating within the

pudhie sector. The provision of services that tiese fees bring mav then be thought of as a
private sector supplement to the public sector. Based on the data collected i HEL Research
Paper 4 this could be as high as 109 of the recurrent costs of Medical ¢ ollege Hospitals and
District Hospitals. if medicine is meluded.

Fhere s very intle available data on the level of cost rec covery by NGOs - Any estimate of the
proportion of houschold expenditure on health care going to NGOs. and the level of resources
generated by NGOs through other activitics to provide health care. must be treated with
extreme caution. The only available quantitative study of the sector’s cost recoveny was by
Masud mn 1993 (Table 3 displavs the results by different services. based on a survey of 54
NGOs. approximately 20% of the total population) Many NGOs arc reluctant to divulge
mformation on the resources they manage to recover from the community and this casts doubt
on the results of Masud’s survev. while also making, turther mvestigation difiicult.
Nevertheless. an estimate will be made using Masud's study and sonu independent

mvestigations. much of wiuch consisted of “off the record™ interviews ' with NGOs and their
umbrella organisations

Tabte 3: Cost Recovery by NGOs

Free Full Cost

Service Provided Service < 10% 10 - 30 % Recovery
Climical i 12% 37% 28% | 0%
MCH 37% 0% 3% | 0%
Immunisations 64 249%, 0% l 3%

Source: Masud 1993

{hese results demonstrate that fow NGOs in the health and population scctor recover a third or
more of their costs. and most recover no more than a token amount. For several vears NGOs
have come under increasing pressure from donors to mprove their financial sustan met\
parthy by mcrcasing cost recovery and partly by improving cffi rctencey. The desirabiiity of this
approach depends on the cffect on the quality and quantity of output as well aceess to services
by the poor 1f cost reductions are not achieved purcly by « cfficiency improvenients and user

fees are not mtroduced selectively then there may be little benefit to the consumers most in
!
neca

Ihere s evidence thai the level of cost recovery has incrcased over the last three vears, partiy
througi the mereased use of fees for service. but also through NGO revenuc generating
activities (RGAS) in other sectors. Many NGOs operate a varicety of activities. some of which
¢ much more amenable to cost recovery. Resources raised through commercial activitics and
?v-;m repavment can ofton be used to cross-subsidise the deliveny of health and family planning

]

Whe delicate naure of s diata necessitates confidentiality.
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services Insuch away houscholds contribute to the health and population sector !
glf!c‘\\smg services m other sectors

Overall, NGOs probably recover petween 3% and 10% of therr costs through fees. and the
same amount through revenue gereration. Assuming that sector wide scH-pencration of
cosources was 0% through fees and RGAs. houscholds financed the NGO secior by
approxmmately USS 5.5 million in 1994/93 Subtracting the cost recovery by NGOs and GORB

from total houschold expenditure. left ap proximateh USS 390 nullion for the private seotor

The Nature of the Services Purchased

According to Masud’s survey (1993) there arc approxmmately 250 NGOs providing serviees in
the health and population sector in Bangladesh The rescarch by Masud found the most
common serviees provided to be. Mother and Child Health (74% of NGOs surveyed),
smmumsations (10°6). clinical services (35%). and other services such as health education and
diarrhoca prevention Unfortunately. the available data is not sufficient to estimate the
particuiar scivices purchased from these providers through houschold expenditure Still, the
apparenthy small amount of revenue collected by NGOs might suggest that houscholds are
rather unwilling to pd\ full cost for basie services. By implication houscholds spend morge of
their money onimore spectalised curative care,

Can we say anvthing more abort the serviees that houscholds are wiiling to spend their money
on” According to BBS (19935a). only 5% of houschold ex penditure went to non-allopathic
health care After expenditure on public and NGO services are removed from the houschold
expenditure figares (BBS. 1996) approximately 8095, purchased medicine: The remamimg 20%
i difficult to allocate meanimg(ully. It is estimated that approximately 33 times more treatment
was provided by unqualified doctors than quahificd doctors (BBS 1996) Reliable data on the
relative cost of qualificd and unqualified doctors 1s not available. For this relativ cely small
amount of expenditure. 1t 1s arbitrarily estimated that qualified doctors cost $0% more If these
extravagant assumptions arc made. for 1994/95 the US$ 391 million of houschold L\pcndxtmc
on the private seetor can be distributed in the f following wayv: US$ 319 nullion was spent on

mediemes and supphies. US$ 48 million on unqualificd doctors and US$ 24 million on qualified
(i(r(_.f(ﬂ.\

Swmmary

Average out-of-pocket expenditure by individuals on health and population scrvices was
estimated o be around USS 2 4 per capita i 1994/95 Such spendmge was ligh!y biased
toward the richest 257% of the population. Fyven ignormg the problematic effects of assct
depletion and borrowing. the poorest quartile spent less than US$ 40 nulhon on health and
population services m m: samie vear. Indeed. there 1s little purchasing power or room for
cost-recovery m the poorest three quarters of the population.

o Further analvsis of houschold expenditure reveals that houscholds spend more on health
care for men than women. houscholds m urban arcas allocate a larger proportion of their
expenditure to health. and that allopathic care 15 bought for men and urban houscholds more

frequently than for women and rural houscholds. 1t tends to be the case that those in the
greatest need. women and rure! dwellers. purchase the least effeerve health care

20
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Given the small amount of cost-recovery from NGOs and GOB it appears that houscholds
spent almost 93% of therr resources i privase (e By ampheation much of this s curative
and spent on the purchase of medicie Given the provider contact with the formal health
sector s hmited. the effeetivencess of such expenditure is highly questionabic.
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Section G: Summary of Results

Introduction

he am of this seetion 1s pull together the results of Sections D. E and F into a macro flow of
tinds pictare for the hicalth and population scctor in Bangladesh. The results wiil not only show
e total size of the s

il also compare the funding of the seeter by different sources:
couscholds, dorors. and the GOB I addly funding flows to the public. private-for-profit and
NGO sectors will be compared.

The Macro Flows

fucaggregate picture of funding ows m the health and population scctor 1s shown. in
schematic form in Diagram: 7 The diagram demonstrates for 1994/95 the key agents i the
sector and anafvses the resource flows among them: The kev finders are noted by a box with a
couble outime. Ultimately. the GOB must derive all its resourcees from houschoids through the
tax base, commereial activitics and aid flows. but for the purposcs of this analvsis the GOB 1s
‘raated as a separate funder. The channels of funding are then revealed by arrows. with the
amount stated in a text box. In some casces the picture is stylised to avoid the complexity of the
actual situation. For mstance, different donors provide project aid in different wavs. while in
tae diagram we have direeted ail donor assistance to projects through the MOHEW. The flow
of funds, therefore, should not be seen as an exercise in budget documentation and release
but an analysis of sources, channels and uses of funds. It docs not assess the miechanics of
different methods of funding but 1s a policy-oriented tool to give mformation on resources and
their use m the sector

k]

L.
i

aere are some arrows revealing flows between mstitutions where cither data were not
wvanlable or were not considered important for the study. For mstance. it 15 not ¢lear how much
private firms pay to the GOB i terms of corporate taxation In addition. the arrow showing,
noaschold flows to the NGO scetor includes not only cost recovery from health seeior activitics
out also cost recovery i other scectors. which NGOs wse to subsidise their delivery of health
care and population scrvices.

Fhe aggregated data from the preceding chapters are set out in Tables 4-7 and reveal that, in
P08 atotal ofn USS 835 nuthion was spent on health and population activitics m
piadesh This was approxsmately equivalent to US$7 1 per capita or 3 1% of GDP. To
can a better understanding of the seetor. however. we need to disaggregate these figures

Sources of Funding

e mayonty of the funding of the health and population scctor in Bangladesh canie from

2 isehold expenditure. as can be seen in Diagram & Indeed. houschold expenditure accounted

s over 47% of the funding of the sector. or over US$ 400 million 1n 1994/95_ 45 shown in

tubies dand 7. This was approximately 1.5% of GDP. Tabic 6. and cquated with an average
eapita expenditure on health and population of almost US$ 3 40, Table S,

to
[



Sreincvun aeadde o swoe

[RFERI A FIATSR I $ 1A arit

ipunoy

o

<

AN

.ﬁ

1

e ~ | SUTOHISNOH | s - g
L
lee v
S [ SR Ia0n | | swoloiggoo |«

R A e

10100G dJeALL] a

vl zve L

[ souswmgyoyo |

[ AdHOWN ]

A 621 v S

092 : _
_ SYONOd B —

AN 4
| 40 AULSINIW

wgs) ‘S6/H661 103395 uonemdog pue yI[BIF] YY) UI SPUN | JO AMO[] 0.0¥]\ Y[ [ WEISEI(]




Diigram 8: Sources and Channels of Funds i the Health and Population Hectar, 1994/95,
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Piove of Fands i

indeed, almost US$ 3.4 per capita of health carc was funded through the public scctor,
cquivalent to 1.5% of GDPA In contrast, the scale of the NGO scctor appeared sur prisingly
small. as shown m DBiagram 9. Indeed, NGOs hard ly accounted for 6% of (ofal sceioral

;\l,cndmm which seems to make them an unlikely parallel structure to GOB. The private

i VLS

sector. about which little is ‘\.m\ 1nan Bangladesh, accounted for 469% of the secter dinding in

1~“~4‘*,’<> houschoids were speiaing, on average. over US$ 3.3 » ; cr capita on t!m tvpe of health
care. Yet itappears e only @ anall proportion of this was dirceted ¢ oward v ¢ gualific
CClors

Diagram 9: Resou ces aliocuted to different types of provider, USS mill

S
=
o
s
g
St

Forprofit

N P D I T N N A
roted above e Cuta avaitab’c do ot roveal niuch about the vses of funds in

Ak

ihe 5¢C

deies Nevertagiess, it appears tha tie terchase of medicines, m the private sector, and ¢

>SC G tae puoac sector. dominated resource aliocation n L8 sCeior
i
asS o \\’G\ﬂ

<

Animportant question for th

ts how much expenditure could have been tapped. from
the USS 855 mullion total, to ﬂm;z a oasic package? This 1s not an casv question to answer and
to do 1t we must make some assumptions. Public scetor funding of PHC and MCIH/FP in
1994/95 scems to have been around USS 278 million. If we add to this 90% of ihe NGO “unds
dcr'iv“d from donors and houschoids, and 10% of houschold expenditurc on private sector
activitics, we arnve at a rather crude estimate of potential funding avatlability for a package
namcly US$ 360 miltion, approximately USS 3 per capita, or just cver 40% of total sectoral
expenditure. Whether this is an adequate estimation of potential fundiag is Ief tonen o
quustion. The amount is certainly msufficient to fund a basic package without prioritisation.

it

Sudarmary
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he dargest single source of funding in the sector was houschold expenditure, aimost 47% of
[Rreu N

total funding or over US$ 400 million in 1994/95 GOB was the next fargest contributer
with US$ 230 mitlion and donors spent just less with USS 220 mithon. through +
channcls.

anious

Uie public sector accounts for arcund 48% of total sectoral funding. just over USS 400

siilion. Provate soctor activitios reccive margiinally iess fudning. while NGO seoior
A~
|

achvities appear qute smalis though often highiv eficctive.

e resuits appear o demonsiiaie that very hittic houschold expenditure 1s purchasing
public scctor sevices, and doaers and the Government fund very fow private sector

services To iy e the mapect of resource anocation there may be scope to improve the
33

sectivene. s un public sector funding of servics: by making greater use of private
sCClor Pro:

is
L

SRS,
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section H: The Private Sector and Reguiation
Dtrodiction
cusfow of fundy aniivsis i pios that there exist two paraliel structures o the 5

Lot and population seetor: the public sector, (inanced predommanily by GO3 ¢
:’;x;d e private secior, fnaaced almost entirely by .m\.acnmda (The turd dcuvc«v VG

O 0s. appears comparatively saall in terms of expenditure. although essential for the delivery
of iamaly planning and MCH serviees). Given the private sector is almost as large as the public

secior and. aecording to ancedote, growing fast. it 1s wuportant for GOB to ensure thas h
weds of its population are being met by borh, in the most cfficient manne 7 possidle. indeed.
cifective coordination of the two sectors may help GOB achieve maximum cost-

feves

cifocuvencss in
s cervery of a basic package i Bangladesh. As we noted in Scetion C C, the dw. en and
condact of Government intervention must be infused with a knowl cdge of the size and scope of

& i34
Jiovite sector operations.,

ALoresent, the private sector apoears to have the confidence of the public. at least in werms of
clasanon of lower leve! factiities Ne wrthclcss it may be somewhat nusleading 1o 2!k about

;\ ~M{\

JTIVALC sector as a nomogencus block. There is 2 world of differ

C

CHCC OChWen ¢ ,\vu-.x‘uu
LAl i Dhal\a and tradinonal heading in rural areas. There is alse o d seren
o0 Scetion F nnplicd that income sand ot

Jonsumer "c":cp"o;x and ulniso! cbonisaiion go
':;13.\ w hand with preference Jor clopathic treatment.

s d effectivencess of the private sector as a whole, The

¢f arc from “quacks” or viliage doctors mar not be
vy highs oven i ey ars ofien the first point of contact for houscho.ds. Nevertheless, the
profitmotivation o U pohaie sector may help combat inefficiencics in the sector fndeed, a

N

wment for e fordiconung Fifth PHP (hid)). recornises that the privaie seetor may
o { A 5

G EIVO CICater Soe
D0 PIVeR § SICRICT oy

SN NS TN QIO A GO e
e ESIOTUY LIS Provision of SCIVICSS

he anm of this seetion s to imvestigate the roles of the rivate and public scc

;
e
sl
s
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i w.ilattempt to demonstrate that policics to increase
private seetor provision. must be accompanied by suitabie regulation and incontives i

\\.mA‘X ¥
srder 1o achicve publ - We oo i inine the no
oraer to achieve pubilic sector objectives. We will bes 2in DY exam “.ng the po
o hoth the NGO and the private sector. The former is included to give readers 2 con

cenand O
overview of s

crvice deiivery vehieles but it s the latier oa which our analvsis coacentrates
Following this. there is a discussion of the need for regulation and its reouired fo

13,..:“‘.0\,8‘

chnra

Ry

i

more cificient than the public sector and provide a igher

4y According o Streeflland (HOY0). donors o

novanve and good at miceting the needs of people at

1 NG

R P T NS B “ P v e
RSO fu\,';:.. Tul, Ui CVIGSHCS, .&».L,\A’ d ')V G Ison CL & t’ “)(’4} IS I \,\)hwh\! 29

o NCOs compared with Governe nend, Gilson et al arguc d.:r:s alicaw them
,

L ne more floable, s it can alvo mean they lack manaecmient and planming canabiliny. NGOs




BN (/f‘ 3‘““(}'\

NLOTHTW

may aiso focus on local needs at the expense of national prioritics. Furthermore, unless they
can bccozm self-sustaining. they must rcly on donor or Government funding and thus questions

‘e ability of NGOs 1o develop a long-term perspeetive. Glson et al recommend that any
oxpansion of the role of NGO .\z:\,«md be allowed cautionsin . vl suitabl

4

ordimation by Governnent

. X\_‘:’,l\u“f.‘ux and CO-

f2 Bangladest, NCos roe of total scetoral funds. Yoo dus s
roortant role to play i certain market
v piaanung ar . other basic services. Indeed, the

achievement ol many hooshand population seet . aacro rects would be impossivle without

o
ﬁ.k,“l‘.

~

RICIR VNI \ﬁ&fﬁnnu Lics

niches. suchas tiedooy om0

the For-Profit Private Sector

P World Development Report in 1993 suggested that the private scctor should be encouraged

o provndc more heaith care services because it is often more “technically cfficient” (1993:4).

and because competiiion will “Improve quality and drive down costs™ (1993:7). Is tie private
cior neeessarily mere efiicient” Can and does 1t lead to lower production costs”?

First it is important to question exactly how we wish to measure ¢Miciencey. The different

B

objeetives of the public and privaie sector must be taken 1nto account. As we have seon the
p ibhie seetor may have a range of objectives from heaith status maximisation to co uitable
Sst

ceess to health care and welfare In contrast, the private sector is often thought 10 be interesied
cnlvan profits IF this is the case. we must be carcful to note that we are not < companng like

with fikke. To expeet the public sector 1o behave like the private secter is to chai

.
OUFCCHVES, NG Vice vonn

Uhe Need for 2egiiiatinn

1 o

: ot behave inavay consistent with (Jo\u“‘(mczz‘z s cfticiency
ad umm objocinves VWhat can be expected frem the private sector”? It is arpuce hat the
meentive to make and imcrease profits encourages for-profit providers to be more efficient than
pn blic sector providers. T theory. profit-maximisation leads to lower costs and '

consumer (‘ ernands Yot this i ot always the case in health care as the World
notes m WDR 1993

Naorallvothe st s

k/

»—

It is much less elear whether competition among s peliers of healiii
services abways leads 1o greater efficiency. In fact, the CORIFQIY SOy
happens. especially when competition among privaile | nm”:c/c rs is combined
with third party reimbrursement of fees paid for services ™

X produce an optimal result

indeed. the mar t in the health sector Lom

JE
i

xlplu i

verefits which are not restricted 1o the consumer o

¢ ocan a!i mean that o market solution in health core is not an

Shoient S()iuu«m
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What can Government do to correct such imbalances? The most appropriate tvie of
mtervention, according to Bennet ot al (1994). will depend on

- the objecttves of government.
s the natire of the prebicm
° the capaciiv of the government for action.

With this m mind. v.hat actions are al ircady be.ay taken by the GOB? How cffcztive arc they?

What new steps could GOB f'*"; to l’ng ulate - v the formal private sector but also the
vast number ot informal providers at the

vl ,u\'Li"

Fxasting Regulations

Lader an Ordinance passed 1 1982 private medical facilitics can be closed if th ¢y do not
adhere to certain standards. The Ordinance stipulates, . amongst other things: the number of
required clinicians. the available arca and equipment. and maximum prices. Ac:;'dmo to an

article in The Independent (1996). the regulations are virtually ignored because the authoritics
o not have the capacity to enforee them.

‘Tie National Drugs Policy (NDP), also mtroduced in 1982,
drugs that can be supplied in Bangladesh. with the obicctive of contr Hing ther o
price. According to Chowdury {19935) the NDP was scen by manv as a biuepr:
x)f}lmw in other dev Liu};lﬂ( countrics. Furthermore, the NDP dcxmnnxaico th
reeulation i the health care sce

now n doubt and dorors view :1s revision as a hieh priori’iy.(\\'ork. BanK l‘)‘)ﬁ_ 7}

‘e not-for-profiz private seetor s regulated by ihic "NGO Affairs Burcau™. a COB agency.
The Bureau keeps a revister of ©Xf NGOs in Banciadesh. and a approves all forcign funding of
NGO projeets. In assessing a NGO project. the project officer at the Burcau assesses. as far as
possible. the feasibility of the wroreet and the love! of need for the project. Althoug!

substantial study exisis, anecdon! evidence suggests that acographical clusters ¢f

2

1 no
NG Ob often

g ot it the optimal
regulation ()f\(;\,x and the ejeetves and eriteria emploved for approval of NGO projects.

exist. feaving other arcas of the country sparsely served. This raises concerns a’;:

Types of Regulation

Bennet et al (1994) identify a number of key agents in the regulatory process, such as the State,
professional organisziions, consumers and consumer organisations. Thev argue that

governments can usce both incentives and punishments as regulatory mechanismis 2 a number
of wavs.

A government can regulate guality directly by stipulating minimum standards The casiest
~ ] & B L3 &

way of demng this is by centroliing the guality of inputs. for example by setling Laining

standards for doctors and rurses Alternatively the gualin: of the process can be rep

.-latu!@ for
example: by setting

by
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Cowse of certain pieces of cquipment.

nunmnn hyvgeene standards.

Slaun &) the qrality of oupars direetly is less common. even i the “esiablishod marie:
s because of the high costs of inforiation.

taer 1o regulaie ifcetively ihe quality, or price. of health carc dircetly a government will

1aki

-w tokeep acregister of all providers, monitor their quality and enforce the regulations by
~osimg financial penalties or revoking licences: Clearly e costs of obtaining the necessainy
wmiaiion wounld be high. At present there 1s no offective standard-sct ting regulation in
Zengladesh (World Baak 1995) Sulla worthwhile starting point for GOB would be to have
private scetor activity mapped

Ao a large souree of fnding for health ¢

are, GOB can usc ils power as a consuitier to cnsure
cfficiency in contracicd private sector firms. By purchasing scrvices from providers who have
low costs but provide high quaiine services, the COB may boost cfficieney within the GOB
Sealth care nfrastractare. This will also stimulate the periormance of other providers. Still,
GOB resourcees woukd be required to acquire the ¢ necessary information 1o monitor progress and
adminster the contracts,

Governments can also delegate responsibility for controlling quality In many counirics
professional organisations have the power to revoke the licence to practice fron doctors that
do not meet medical and ethical standards. Sclf-reoulation by doctors has the adv: witage that
they are the most knowledgeable about the effects of their treatments. Nevertheloss. this
cffectively provides thie professional organisation with a monopoly cn the suppiv of iabour

o

‘\.. cting the (mybalance of power between purchaser and st xpplu.r of licalth care may provide

fee

¢ GOB with a mechanism te affect the price and quality of health care. This 1r Wy e achieved
uia number of wavs. First, the GOB could reduce the level of 1%\"mmctric ?nfo.a“.m‘* by
prproving the fevel of cducation and health awareness amengst the consumers. Ga

leveis of literacy in Bangladesh. approximately 4275 of adulis (BBS 1990} mprosing the
quahty of general education. and health education. may offer the GOB a potentiai mechanism
for improving the effectivencss of private health case. which 1s fairly sustainable

the fow

Sceond, the GOB could give jurchasers greater power of redress by providing them with
consumer rights. ’*30\\ ever. the few people with tiwe resources to enforee these “rizhts” arc
hikehy to be faced wiih vigher mcdical bills as doctors become more “defensive” in the type of
cure they provide

Pinally, community oreanisations aze becoming increasingly important, particuiariy

COUntrIcs p"uticzpzm:w » the Bamako Imtative.(World Bank 1993 159) In Bang

World Bank (19957} hias arguca. more community participation “should be a major aspeet of

tuture planming and suategy development. for ensuring that services are relevant m the needs

of the clients”. Community org::msatxms can reduce the problem of asymmetr

it rmation by facilitating the gathering and dissemination of inf formation, and give
Cividuals more power as consumers by combining their purchasing power. Tl

“ontanee of aTenent-foeus” i the delivery of @ basic packaze in Bangladesh shouid be

S :.G from this purspective. Now. there are drawbacks to this approach. Con

erent pereepions of necd from providers. Community empowerment w ’!i noet sto;
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NN u-:vm‘v:‘n:g miedicaliy inappropriate treatment. Henee., empowerment nives e
~ooranied by along process of padient educaton

e Constraints faced by the GUB

By current espenditare plans for the heath and population sector alreasy exeec
o ceeeutuie avalabic revenue, o this ligh | G ontion of extending the role of the privawe
oo atempt o ampreve quakite Lau officioney, appears attractive. Still the capacily of

- LB o corordinze, repuin and centiol | oalth care programs, like ma: 1y otaer developig

Staesess himited. A documnand preparse by o erking group for the Sth PHP uses this as a

weilcation w argue for an oxpansion of the re's of the private seetor i the Provision of
wces {World Bank 1492

i
i

~overtheless, the World Health Creanisation (WHO 1993:63) has argued. a diversification of

s hicaith sector makes a Gove mcn*"; task of planning and co-ordination more difficult. Stili.

-~ unhkely that the private seeior will meet GOB's efficiency and cquity objeciives. uniess it
ealated and controlicd. At the same time, GOB must find methods of regulation whick: are
Cdunts resources

Conclusion

ihe Flow of Funds stady hus lughlighted the dual natare of funding of the ezith and
vopalation sectors. The p uk e and private sectors are almost the same size. y
ciose o USSA00 muthion. vt thiere 1s little coordination. GOB may weli boos: the cfficieney
i

of rescuree aliocat.on 1 can direct private sector activity 1a these arcas.

e Adthough private sestor v con provide more efficient production of healts cax
voals of profit maximusaon and )u:mrc are very different from the promotion of
and health status mivimicinon cudined in pub e sector planning documents. turthermore
the private seeier

Gl esporienees Tmarked fulure” threugh ing complete mformation an

nen ot escas Thore s, therefory an aplicit necd for GOB e laion.

i

O consump

e Nevertheless, the COB

aces constramts in reaclation of the nrivate sceior duc to the imited

Lo

nature of public seotr reseurces, bo E {financ:al and phvsical. Pczimps commuaity

"mpO\\'cm‘lcnt the use ot \)u's icentive structures and the control of quality ¢! Dinputs mto
¢ system are the most proacsing ways forward for offective GOB regulation of the private
scetor. Farthermore, improv e he data available to consumers on standards miphtalse

¢ the market

telp them make rational cacie
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Section I: Conclusions and Recommendations

wdvhas mapped out the funding flows m the health and population scctors m
wesh for the GOB financad vear. 1994/95 Sources and channels of fundinoe 19 have been
~odndowhere possible, end wses have been analysed. The study has tried to relate these
T *\w\\s to existing and future prionities in the sector for the main plavers. GOB, donors
uscholds 1t has also supeoesiod a number of ways mprove the aliocation of resources
< -ordmating the work of the public and prive ¢ sectors. the pillars of health and populat

-oonvn Bangladesh o apparent that demar d m the provare secror is largely ulnnrommt
wonettective whide inthe pun/ic voctor there s in adequatce financing of runnirg costs. leadimg
o rreblems with quality of care in . this causes under-utilisation at some levels

. :'.o ped that the process of developing a dvnamic svstem of National Health Accounts will
Supon the itial work con

cacted heres Ttis possible to add significant value rot only in
s of complete categorisation of end-uses of scetor expenditure but also in : applyving output
stres 16 sub-sectors and examining macro cost-cffectivencss. Such imtiatives \\'.h fu rther
: r\)hv\ makers deternine the optimal allocation of resources in Bangladesh o mecet such

Ccolves as equity of aceess 1o baste health care needs. They will also deercase (e reliance of
v makers on potentially mappropriate ternational data and findings

\voviet summary of the mam findings of the report is enclosed before we exanine
commendations for policy makers.

Friority Setting in feedth Core Financing

e Theadentification of objectves i a health and population sector is crucial to the process of
resource allocation Fundine flows sill often reveal actual prioritics and shouid roflect
stated oncs.

@ According to the 4ih PHP and the preparations for both the National ilealth Sirate cgy ana a
Sth PHP. GOB and consortium donors are agreed on the prioritics of cquity and health
status maximisaiion within the sector. Recent documents in the preparation of 3th PHP
marry the two objeetives o a goal of equitable aceess to a basic health care package.
asing CEA as a tool for its achicvement. Welfare maximisation. considered scparately, s
not mcluded as an oxplicit eoterion

Liovernment Expenditure

2 OB yesource allocation appears broadly in e with stated objectives. The 3):':3;‘)071i(>‘1 of
Spenditare gomy o the arcas rdentified as prioritics. PHC and MCH/ famny planning,
<sowed an overall mereasc over the first Inif‘of‘thc 1990s. Nevertheless, madeqaate funding

Crearrreni activities 1 the health care infrastructure may well be contributing to under-
cosanon @ ocortain levels, !ndcyli the lack of maintenance, supplics and  cffective
rower may wel underne the effoctiveness of GOB's investments i e seetor,
N



Dosor Ixpenditure

o Although GOB and the dener consortium have united objectives. as outhned 1w the 4ith PHP.

there are some differences '+ the patiern ot funding. GOB allocated more furding to hwhe

fevels of the heahth care et etraere while donors funded more population activitics

» Data on donor fanding of NGOs aie at prescos approximate and occastonatly confirciing
N\

Nevertheless. the huik of ¢ o available evicenee ponts to a lower estimate of the financial
flows mnto NGOs than ndicied by some official sources  Information from fiwe lve kev
donors and the NGO Burcau mply the sector was not larger than USS$ 50 auilion 1w
1994/05

Household Expendinire

» Average out-of-pocket expenditure by mdividuals on health and population services was
cstimated to be around USS 34 per capita in 1994/95 Such spending s f‘iﬂh‘\' biased
toward the richest 23% of the popuiation. Lven ignoring the problematic ofects of assot
depletion and borrowmg. the peorest quartile spent less than US$ 40 millios on health and
population services in the <amce vear. There s little purchasing power or room for cosi-
recovery in the poorest three quarters of the population.

e urther analvsis of houschold expenditure reveals that houscholds spent more on health care
o mien than women. houscholds i urban arcas allocated o farecr propornon of ther

evpenditure to health and i allopathic care was bought for men and el hoz“' cholds

more frequenthy than for women and rural houschol(" i tended to be the case that those
the greatest need. womer and reral dwellers. nurchase the least ¢ flectne healih care,

* Oiven the small amount of cost-recovery from NGOs and GOB it appears it houscholds
spent alimost 93%, of thair resources in pm.m carc. By implication much of this was
curative, bemg used o purchase medicine. Given the limited contact with the formal hoalts
sector the effectiveness of such expenditure is hghly questionable.

Muacro Flow of Funds

{he total funding in 199495 of the health and population scetor was approximatelv 1SS
83S mullion. cquivalent to USS 7.1 per capita or 3 1% of GDP. Some crude calculations
veveal that 1994/95 spending on activitics similar to those that might be covered moan
wssential package was arouna USS 3 per capita

e The largest smele source of tunding in the sector was houschold expenditure, aimost 7% of
total funding or over USH 400 million in 1994/95 GOB was the neat lnrgest contributor

with USS 230 million and donors spent just fess. USS 220 million. through various
channels
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s The public sector acvounts for around 48% of total sectoral | fundmg. just over
nuthon Povate sccior acteries reccve maremaliv loss *un(h.w winle the i\(:kfi socton
appears quitc small and spooehised thonen

Tire Privaie Sector vad Regrelarion

¢ Bhe flow of funds study b i*.n;.;H'gh'.» dthe duad natare of delivery of the health and

popuiation services i lmnﬂ adeshic T public and private seeters are almost e same size.
cach bemg close to USS 300 mithon vet there 1s btde co-ordination Furthernore. very intle
nouschold expenditure 15 puse

Husing public « sctor services and donors and the Government
fund very fow private sector services To improve resource allocation there i scope for
GOB 1o make greater use of the private sector

e Although private scetor firms can sometimes provide health care more ¢fficiently. their
soals of profit maxiisarion and presige are very different from the promouen of C(/Z!ii},‘
and fieadtl statis macinzeion outtined mpublic seetor planning documents. Furthermore
tie private sector ofien caperiences market failure” through incomplete nlornnation and
jomtconsumption ot woodyThere is. theretore. an implicit need for GOB reguiation

s Novertheless. the GOB faces constraits in repulation of the private sector duce o the mited
aature of pubhe scetor resources. both financial and physical. Perhaps commuiity

copowernent, the se cfGOM o meentive strmetures and d\‘ control of the quality of mputs

owavy hrward for effective GOB regulation of the
provais secton Farthienmore. soproving the data available (0 consumers on sianderds migh

fdo the svstem are e o ;"EﬁHI]E‘;‘Z’

i H 1 - N eyl " ~ . IR Yo ory oy
sheechedp o make ratone Chorees m tie market

Kecommendations

GOB Regulation at Minimum Cost

Despite resource constramts GOB has an important role in the co-ordination o! (re ablic and

prvate sectors. In partenlar. GOB should pursue regalation activitics wineh ins ole minimu

cost Community empowernient. accompanied by education. may be a cheap way off
sosulating privaie sector activies. The GOB mught also consider offere fnanciad mcentives
wopnvate seetor firms tor their collaboration in the public seetor alongside improving

o

citicieney throueh buds

uapctary rcform The contracting out of various services in hiospitals and
the development of different forms of health insurance arc potential altematives. Farthermore.
the GOB should continuie tts work m monitoring the quality of inputs into the sysiem. Both
Faman resource development and quality assurarce i essential drugs arc important arcas of

ool { (RS R N
+

achily

Caraumer FEducation

Crven the meftective vaturs of mueh nonschold o penditure. wowil be maportan: &
population on the calative worth of oferent tvpes of health eave. This ol 5

:
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Ueder-utibivation and Financing of Facilities

Eaoder-utthsation of exisung Qcilities, particulariy for m-pationt services ab Hhana tacthitios s o
Lovandicanon dint o GOR Crviees donet bave the confidence of hoascholds s can e
pattiv remedied by determmure the ant costs ni runnine facthtios well Sach unit costs can
then he transiated mto dhie Revenuae Badeet, I addition. changig aeenines within the

puolic sector by ‘Hc"l‘“ [!w bredect framev ork nupht also help 11'cw;\ssd cificens

cuding resorrecy. Both GO aed donore aave o responsibility to see th

1
ey
[TCS SN IR SO BN

Hismvestments i l:«;:zf‘.h and populoacn are adequately and efficientdy financed,

Basic Package

Anvadoption of a basie package, without substantial prioritisaton of components will require
GOB to reallocate resources ov e more toward its stated objectives of PHC and MCHYFP
acuvities Grven the gender biases i houschold expenditures. 1t may be purticuiariy nuporiant
o defend women's health mterventions m any priontisation of the basic packape Linless. this
in done the poul of ety of aocess to basie headth care will not be reached

Lser Fees and Equity
Papansion of user tees. albar
difticult outside the richest 23

timportant for the tandimg of an essential package. w:ll be

- of the population. who scem to account for approxmateiv

Y

L

0o of total houschold expenditure on heaith and population serviees. Tid \C(L Wilnn ":‘.c

spathic sector the destribution of expenditure 1 cven more skewed toward the vwell-off

U the poot may be enportant bun difbenit and costy o pursue (E\;z\'\m;ac et ai.

wohave 1o vo nand-u-hand with scif=sciccoon

anriet ophions smvariabic for rich ond poor. on the

Ve N ‘ by ey d
OOl L 11 nmore CNBCTISIV G N :\‘_4 .‘Iilxk'xl Qi

are dsed o subsidiss e cneaner opten

Nutional Health Accounts and Accountability

e work of s Hov of funds study needs to be taken further. There are some sivcable

\

datnwhich provent nuporiant analvsis for poliey makers. Indeed. there are severa! trcas on
witich a Natonal Health Accounts projeet should focus.

i Types of health service bought by the tundmg flows i the sector. are vacertam
outstde of the GOB scotor. Consistent categonsation of the uses of all resaurees 1s
required i mennmetuily comiparnisons are to be made

2 The NGO sector needs 1o be better documented. Donors often have littte conflidence

in their own data and are sometimes unwilling or even unable to specity funding

flows to NGOs This hanpers mmportant analysis of the seetor and hindots @ boticr

hotiar

allocation of resources.

3 Ts essentid that NEEA collect time-ceries data {o construct o dvinnnic pict
the sector T vl iiing

soaakiors xoe the mmpact of therr decisons
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