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STRATEGIC CONTEXT AND RATIONALE 1. Country and sector issues In spite of being regularly hit by natural disasters, and being one of the poorest and most densely populated countries in the world, Bangladesh has been able to sustain high rates of economic growth with considerable improvements in social indicators over the past two decades. As such, it is well underway achieving many of the Health Nutrition and Population (HNP) related MDG. The Government’s Interim Poverty Reduction Strategy Paper (i-PRSP) adopted “a comprehensive approach premised on a rights-based framework, that highlights the need of progressive realization of rights in the shortest possible time”. The strategy envisions that, by the year 2015, Bangladesh would achieve the following MDG targets: Millennium Development Goals TARGET



INDICATOR



Halve, between 1990 and 2015, the proportion of people whose income is less than one dollar a day Halve, between 1990 and 2015, the proportion of people who suffer from hunger Ensure that, by 2015, children everywhere, boys and girls alike, will be able to complete a full course of primary schooling Reduce by two thirds, between 1990 and 2015, the under-five mortality rate



Proportion of population below US$1 per day (PPP-values) (%) Prevalence of underweight children (% of children under 5) Primary Education Enrolment Rate



Reduce by three quarters, between 1990 and 2015, the maternal mortality ratio Have halted by 2015 and begun to reverse the spread of HIV/AIDS Have halted by 2015 and begun to reverse the incidence of malaria and other major diseases



Under-five Mortality Rate (per 1,000 live births) Infant mortality rate (per 1,000 live births) Proportion of 1-year-old children immunized against measles Maternal mortality ratio (per 1,000 live births) Proportion of births attended by skilled health personnel Prevalence of HIV (% among high risk groups) Proportion of new tuberculosis cases detected and cured under directly observed treatment short course (DOTS)



1990 Benchmark Data 58.8



Current Status (Year)



MDG Target 2015



49.8 (2000)



29.4



65.8



47.7 (2000)



32.9



56



75 (2000)



100



144



84.6 (2001)



48



94



66.7 (2001)



31.3



65



75 (2003)



4.8



3.2 (2001)



1.2



7



11.6 (2001)



50 (By 2010)






31 (2001); 84 (2001)



Source: UNDP



Notwithstanding its past achievements, Bangladesh is faced today with an unfinished agenda of systemic problems, originally identified in the Health and Population Sector Strategy (HPSS) of 1997. The main sector objectives of HPSS were to improve the health, nutrition and family welfare of the population of Bangladesh, particularly women, children and the poor, to reduce mortality and to further slow population growth. In 1998, these strategies were translated into the five-year program, the Health and Population
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Sector Program (HPSP), which marked a shift from a multiple project approach to a single SWAp. While key health outcomes have improved under HPSP albeit at a faltering rate, the GOB’s agenda of systemic reform is yet to be completed. Maintaining the status quo is not the solution for Bangladesh, which has one of the lowest levels of spending on health services in the world and where the combination of a complex political economy, overly centralized health system, a poor governance structure and complicated stakeholder issues make it even more difficult to implement a large health project within the existing institutional structures. A window of opportunity now exists to improve health, nutrition and population outcomes with a firm commitment from the Government to do more and better. The Government has recently stated its intention to reforming the HNP system through its Strategic Investment Program and is proposing to significantly increase the level of spending on HNP. The following are key issues faced by the sector today (an extensive review of the Social Framework is in Annex 1): ƒ Health Inequalities. Despite the increase of average health indicators, the gap in health conditions between the rich and the poor remains high. For instance, the proportion of children with malnutrition declined from 66% in 1990 to 48% in 2001. However, there is wide inequity, with children in the poorest households being more than twice as likely to be moderately malnourished, and four times as likely to be severely malnourished as children from the richest households. In addition, in 1997, child mortality in the poorest households was 83% higher than in the richest households. There is a pressing need to better address the health rights of poor people by targeting consumption subsidies and restructuring allocation mechanisms based on population and poverty indexes. Finding costeffective ways of improving demand for/ consumption of essential HNP services by the poor is critical. ƒ The Dynamics of Public and Non Public Health Service Provision. In Bangladesh, total annual per capita spending on health averages US$12, of which only US$4 comes from the public sector. Up to a third of the public budget on health was provided by Development Partners (DP) from 1998-2003. Almost half of the households use the non-public sector for treatment compared to only 10% who use the public sector. The remaining use traditional sources of care. The very poor people are less likely to use either public or non public services for any purpose (including treatment) compared to the less poor. The bulk of the total health expenditure is funded from household out-of-pocket sources (65%)2, the major share being spent on pharmaceuticals purchased largely from non-public providers. Therefore, GOB’s role as a provider and financier of health services should be reviewed and strengthened. Given the multiplicity of providers and the preferences of consumers for privately provided services, GOB should consider de-linking its purchasing and providing functions for specific HNP services where it lacks a comparative advantage. ƒ Quality Health Care. As said, most services are provided by the non-public sector, more specifically by local unregistered, traditional practitioners, largely in a poorly regulated environment. Developing feasible and acceptable strategies for regulating and enforcing regulation of quality and volume is critical for health services and pharmaceuticals. ƒ The sector is plagued by serious governance issues such as staff absenteeism, pilferage, extracting illegal payments from patients, and so forth. ƒ The Changing Epidemiology. With the increasing incidence of injuries, accidents (drowning being the leading cause of mortality for the 1-5 year olds) and a growing risk of spread of HIV/AIDS, Hepatitis B and C, MOHFW has to review its role on how best to handle these new challenges. Amongst non-communicable diseases (NCD), cancer and cardio-vascular diseases are leading causes of morbidity and mortality. Projections show that as early as in 2010, NCD will increase their share as cause of mortality to 59% from 40% in 1990. Injuries are expected to increase their share from 9% to 1 2



Source: World Development Indicators Database, April 2002 Bangladesh National Health Accounts, 1999-2001. HEU, MOHFW, 2003



5



ƒ



11%. NCD have largely been ignored and remained outside the purview of major interventions so far since these were thought to be the diseases of the rich. In reality, babies born with low birth weight (almost 50% in Bangladesh) have a higher risk of developing cardio-vascular disease (CVD) and diabetes in adult life. The HNP needs of Marginalized Groups: Gender, disability, age, type of disease and cultural differences are the basis for discrimination, access and utilization of HNP services in Bangladesh. Poor women and children, especially those from tribal populations are poorly served by the current system, as are People with Disabilities (PWD), the Elderly, Adolescents and HIV/AIDS patients. For example, Bangladesh ranks second highest in the world in terms of the number of women reporting physical assault by a male partner3 and up to 14% of maternal deaths has been associated with an injury caused by violence (ICDDR,B). People living in flood prone areas are very vulnerable to further impoverishment and deterioration of health status. Often the ‘voice’ of the poor and vulnerable -whenever expressed- gets trapped at local level which may partly explain the lack of responsiveness of the central level to the needs of these vulnerable groups.



The recent HNP Strategic Investment Plan 2003-2010, better known as the HNP SIP, confirms GOB commitment to pro-poor health service provision and addresses the need to reappraise the essential core functions of the public sector. New areas that are being proposed under this operation that include a comprehensive approach to nutrition, introduction of demand side financing pilots, enhancing the stewardship role of the government, developing incentives for health workers, performance-based financing mechanisms to mention a few of the key innovations.



The SIP lays out four broad policy directions which should have an impact on reducing health inequalities: (a) shifting resource allocations to poorer districts (or districts with poor health outcomes; (b) targeting and demand side subsidies. MOHFW has initiated demand-side subsidies pilot (voucher scheme for ANC and safe delivery) as an alternative way of reaching the poor. It is committed to developing further pilots; (c) diversification of service provision: MOHFW will improve the quality and coverage of HNP services by moving towards more diversified service provision through publicprivate partnerships; (d) intersectoral collaboration: MOHFW is committed to creating linkages to other ministries and programs which have a direct impact on the health status of the poor. The SIP identifies seven long term challenges for the sector summarized as follows: (1) Stimulating informed demand for HNP services. Hereto effective information and communication strategies need be developed; (2) Improving the quality and scope of HNP services could be done through regulation, quality control measures, such as registration and accreditation of practitioners; (3) Restructuring the way services are provided. This includes ensuring greater efficiency and responsiveness to HNP challenges as they emerge; guaranteeing free provision of emergency services to those in need; and expanding HNP services in urban areas for provision of coordinated primary, secondary and tertiary care; (4) Mobilizing more resources for HNP services. The following sources for HNP financing, other than from general taxation, will be explored, based on work already carried out by MOHFW, and, where appropriate, scaled up: (a) Social (payroll) insurance, (b) Community financing schemes, (c) religious taxation (Zakaat), (d) charitable contributions through corporate social responsibility, (e) service fees, (f) private insurance; (5) Improving equity: ways are being explored for shifting resources towards areas with the greatest needs, through a revision of norms for per capita allocations to districts, weighted by a poverty-related index of health needs, for incentives for practitioners to attend to the needs of the poor, and for systems of demand-side financing; (6) Improving service efficiencies by enhancing workforce motivation and productivity and by the use of service providers according to their comparative advantage;
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State of the World’s Population 2000, UNFPA
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and (7) Improving sector governance and management: Efforts will focus on the following priorities: budget management, staff management, procurement of goods, and aid management.



2. Rationale for Bank involvement The Bank continues to be a leading development partner in the Sector. The operation builds on implementation of the first health sector SWAp (HPSP). An important local feature of the HNP sector is the presence of a well-coordinated group of highly committed bilateral and multilateral development agencies, who endorsed the HPSP and now are fully committed to the HNP Strategic Investment Plan and the i-PRSP. DP support to HNPSP has been prepared under WB leadership. Several agencies will pool their finance with IDA (e.g. DfID, EU, Sida, The Netherlands and UNFPA), while all will follow joint implementation support activities, as being established under a Partnership Arrangement. The Bank’s support will also facilitate the establishment of intersectoral linkages, so important for implementation of the PRSP.



3. Higher level objectives to which the project contributes Country Assistance Strategy (2001-03). The World Bank’s Country Assistance Strategy for Bangladesh places emphasis on poverty reduction through consolidated gains in human development, by strengthening priority health interventions. To effectively fight poverty it further supports the forging of partnerships between the public and the non-public sector and proposes (i) exploiting comparative advantages of agencies; (ii) improving regulation and supporting community-driven approaches; (iii) fostering private-sector-led solutions for health service provision; and (iv) improving health sector financing and adopting performance-based lending. The HNP Strategic Investment Plan (2003-2010), supported by the Credit, is a critical element of GOB strategy to achieve the MDG, especially in the area of child mortality, malnutrition, maternal mortality, HIV/AIDS, TB and Malaria. The program further aims to reduce premature deaths from NCD and accident.



PROJECT DESCRIPTION 4. Lending instrument For reasons given under A.2 the lending instrument chosen for IDA support is a Sector Investment and Maintenance Loan (SIM). Several of the agencies, who will pool their funds with IDA, through cofinancing arrangements, preferred their funds to be disbursed through an investment mechanism, in order to be able to better track results from their investments.



5. Program objective and Phases The present HNPSP and SIP have a time horizon up to 2010, but the program is very much seen as part of a longer term plan to achieve the MDG and complete the long term reform agenda by 2015. Detailed strategies for the period 2010-2015 do not yet exist.



6. Project development objective and key indicators The project assists GOB in the implementation of its SIP, 2003-2010, for the HNPSP. It will do so in cooperation with a large group of DP through a SWAp. The main purpose of SIP (2003-2010) will be to
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increase availability and utilization of user-centered, effective, efficient, equitable, affordable and accessible quality services, be it the Essential Services Package, improved hospital services, nutritional services or other selected services. To achieve these objectives, the program will focus on three major reform areas: (i) Strengthening Public Health Sector Management and Stewardship Capacity, through development of pro-poor targeting measures as well as strengthening sector-wide governance mechanisms; (ii) Health Sector Diversification, through the development of new delivery channels for publicly and non-publicly financed services; (iii) Stimulating Demand for essential services by poor households through health advocacy and demand-side financing options. IDA will measure the success of its support by a subset of indicators as used in the GOB SIP (see Annex 3). The results framework contains key indicators for inputs, outputs, processes and health outcomes. Given the fact that health outcomes/MDG are multi-sectorally determined, success of the operation will be measured only by specific outputs/results under control of MOHFW towards these broader outcomes or goals of GOB. The project’s specific focus on basic services will enhance MOHFW’s capacity to achieve the MDG. The program will be considered satisfactory if the majority of health targets (see Annex 3) has been reached, and the major health reforms indicated above have been implemented according to plan and as agreed during APR.



7. Project components The project will have three components, which are closely interlinked. While the first component focuses on objectives for service delivery in the classical PHC domain and achieving the HNP MDG, the second responds by developing policies and strategies to the changing disease burden due to urbanization and aging of the population. The third component addresses major policy reforms and strategies in order to achieve better equity and efficiency in the HNP sector. Component 1: Accelerating achievement of HNP-related MDG and PRSP goals. The component supports the delivery of essential services (ESD). Such a package would focus on (a) reduction of maternal mortality, through public information campaigns to raise awareness about the importance of antenatal care and maternity services to reduce problems during pregnancy, labor and the postnatal/neonatal period and obstetric complications. Expansion of the skilled birth attendance program, a competency-based six-month training on basic midwifery for community health workers (FWAs and female HAs). Strengthening emergency obstetric services, as foreseen in the 2001 National Strategy for Maternal Health, by properly equipping and staffing these services. Finally, a voucher program to increase demand for maternal and neonatal health services and to insure against the costs normal delivery by a skilled provider and emergency obstetric care is being piloted and, depending on the results, will be expanded under the program as part of a wider strategy to address demand-side financing (see also Comp. 3). (b) The above interventions and a program for better home-care will be beneficial for the reduction of neonatal mortality. (c) Reduction in childhood morbidity and mortality would be supported by strengthening the routine EPI program, including supplementary immunization activities, as needed, and scaling up IMCI to a national level after evaluation of the pilots. (d) Improvement of nutritional status of the people in Bangladesh with particular emphasis on maternal and children: (i) social mobilization to support the important role of proper nutrition at national and community level and incorporation of such information in the school curricula; (ii) social mobilization and counseling of families on nutritional needs and proper household-level feeding of children; (iii) strengthen existing breastfeeding and complementary feeding activities and linking up with the global Infant and Young Child Feeding (IYCF) interventions, (which promote exclusive breast feeding for 6 months and continue breastfeeding until 2 years with appropriate complementary feeding); (iv) strengthen the community IMCI package including nutritional counseling and linking it with regular health services; (v) further improve the coverage of vitamin-A supplementation every six month for all children 1-5 years of age and promote increased consumption of
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micronutrient and anti-oxidant-rich food by all; (vi) improve iron folate supplementation for adolescent girls and pregnant women; (vii) IDD control through salt iodization; (viii) increase coverage of deworming; (ix) prevention of chronic diet-related NCD; (x) food quality and safety. (e) Reducing fertility to replacement level (by 2010) through public information campaigns, inclusion in secondary school curricula and service quality improvements, by increasing selective outreach services to urban slums and other hard-to-reach and low-performing areas, and by actively promoting cross-sectoral efforts to provide alternative roles to young women outside of early marriage and childbearing. MOHFW programs will focus on birth spacing and adolescent reproductive health. (f) Reducing the burden of TB and malaria and preventing and controlling HIV/AIDS. For TB, MOHFW will focus be on increasing case detection while maintaining a high cure rate, improving the compliance of the private sector and academic institutions with the DOTS strategy, and ensure uninterrupted supplies of drugs and laboratory supplies. For Malaria, IDA will support the implementation of the Revised Malaria Control Strategy, i.e. early diagnosis and prompt treatment (EDPT); selective vector control; promotion of Insecticide Treated Mosquito Nets (ITMN); surveillance, information management and outbreak preparedness and control; and community involvement and partnerships with NGOs and private sector under the Roll Back Malaria whose goal is to halve the burden of malaria by 2010. For HIV/AIDS, Bank’s present support through the HIV/AIDS Prevention Project (HAPP) will be folded into HNPSP after HAPP closes. The support will continue to focus on four major components and strategies: high-risk group interventions, communication and advocacy, blood safety and institutional strengthening. Component 2: Meeting emerging HNP sector challenges. This component supports the development of policies and strategies for emerging challenges, and possibly implementation at a later stage, with a focus on: (a) Reduction of injuries and implementing improvements in emergency services: public information campaigns to improve road, water and industrial safety and to raise community awareness of domestic injuries, including injuries due to violence, regulations on acid production and sale, advocacy for violence prevention, medical, counseling and legal assistance to women victims of violence, establishment of emergency care facilities in high risk locations, and publicly financed insurance against catastrophic treatment costs, particularly for the poor. (b) Prevention and control of major NCD. Five key strategies for improving the prevention and control of NCD will be supported under HNPSP: an assessment of the disease burden of major NCD and their common risk factors will be carried out; public information campaigns to increase awareness of the risks of smoking, unhealthy diet and benefits of physical activity; improved screening for the early detection of obesity, hypertension and diabetes; and improved diagnosis and management for the major NCD. Finally, policies need to be developed for publicly financed insurance against emergency treatment costs of NCD especially for poor families. (c) Urban health service development. Over the next five years, IDA will support MOHFW to move forward on the following fronts: improve liaison between DGHS and DGFP and city corporations/municipal authorities; open discussions with MOLGRDC with a view to developing an integrated urban health development plan (in cooperation with Urban Health Project, supported by ADB and other DP); provide clinical staff to the Ministry of Home Affairs for prison services; and consider the case and carry out a feasibility study for a Centre of Excellence to be established at the National Medical University in Dhaka. (d) Improve the HNP response to disasters. A broad, co-ordinated inter-sectoral response is required. However, within the HNP sector, a number of measures can be initiated quickly and sustained over the next five years: (i) improvements in inter-sectoral liaison and co-ordination, (ii) improvements in coordination within the HNP sector through strengthened communication and co-ordination mechanisms within DGHS and between DGHS/DGFP and municipal authorities, the armed forces, NGOs and civil society, (iii) improvements in the management of emergency stocks, and (iv) participation in the development of a co-ordinated risk management plan, including training. Component 3: Advancing HNP sector modernization. This component deals with HNP reforms:
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(a) Public health sector management and stewardship capacity. Improving sector management will focusing on improving institutional and personal skills in the following functions: (i) planning and monitoring, in close liaison with the Financial Management and Audit Unit, to ensure that PIP and Operational Plans are prepared in line with this Strategic Investment Plan and implemented according to agreed performance indicators; (ii) improved budget management through an MTEF process; (iii) reform management, including developing reform proposals and design, initiating them and assessing the results in terms of efficiency improvements including reduction of systems losses and rationalization of the physical infrastructure; (iv) improved aid management responsible for the co-ordination of aid proposals, the proper use of pooled and non-pooled aid funds and the provision of respective activity and expenditure reports; and (v) development of proper contract documents and management of contracts with private and NGO providers; (vi) information management, most importantly the management and HNP information required to monitor and evaluate the performance of the sector and to identify priority interventions to improve its efficiency, equity and effectiveness; improved surveillance systems form part of this area (routine surveillance, priority surveillance, communicable disease surveillance, emergency or outbreak related surveillance, institutional surveillance and sentinel surveillance); (vii) development of alternative financing mechanisms. Decentralization and local level planning. Major targets have been established, agreed and accepted for the 2003/04-05/06 period covering maternal and infant/child mortality, fertility rates, malnutrition and communicable disease control. The next step is to ensure that each of the various departments, directorates and administrative bodies that comprise the health sector in Bangladesh understand clearly and agree on their contribution to achieving these stated goals, on the basis of step-wise delegation of responsibility against agreed work plans and budgets beginning with the management of the recurrent non-staff budget, followed by the small-item capital budget, followed by the recurrent staff budget and with it delegated authority for staff recruitment and management, in coordination and cooperation with the Ministry of Local Government. Progress to each next step will be preceded by training and accreditation and demonstrated competence at each level. Improvements in organizational and individual performance will require capacity building at all levels. In this context, MOHFW will explore the introduction of performance-based incentive systems. An umbrella bill for Hospital Autonomy is in the final stages of drafting. In terms of decentralization to districts, a pilot program in six districts represents the first steps in this process. Budgets are being prepared on the basis of Local-level Planning with stakeholder participation. HNPSP will provide support for capacity strengthening. (b) Health sector diversification. In order to diversify service provision, MOHFW and municipalities need to develop capabilities to become active service purchasers in partnership with NGOs and private providers. MOHFW will begin to tackle this important and complex issue, in collaboration with the BMA, NGO networks and private sector providers. The pattern of service provision will be adjusted over time by the increasing use of contracts and commissions for NGOs to provide primary and secondary care in areas, where they have a comparative advantage, and for private providers to offer secondary and tertiary services for poor people where they can do so cost-effectively and at high quality. The project will also support capacity building efforts in this area. (c) Stimulating demand for HNP services. This will be achieved through: (i) improving the sector’s image and greater attention to effective communication, education and information strategies for key health problems; a comprehensive public communication strategy, including information campaigns through electronic/print media and inclusion of appropriate preventive HNP messages in primary and secondary school curricula; active multisectoral health promotion to deal with determinants of poor health. The comparative advantage of NGOs and the for-profit private sector in providing communication services will be exploited to the full (ii) expansion of demand-side financing. This is already included in a



10



number of local and community financing schemes. In addition, an important trial has been started by MOHFW, with technical support from WHO, of a voucher scheme to enable poor pregnant women to purchase maternal health services. Further piloting of other demand-side financing schemes, such as health insurance, will be put in place and successful ones will be scaled up following independent evaluation.



8. Lessons learned and reflected in the project design The most important lesson learnt from previous support to the HNP sector (HPSP) is that the political economy of reforms must be carefully considered in the design of the reforms. Another important lesson is that one must realize that the role of DP and Government is clearly distinct. Although the two parties work together in support for the HNP sector, one should not blur the lines between external partners and a Government-in-the-driver-seat. A related lesson from previous support to the sector is that supply-driven TA is not useful and may even be counterproductive. Therefore under this support to HNPSP, IDA and other DP have decided to align their support with policy documents which have been fully prepared by GOB with TA contracted by GOB, without DP interference. The focus of GOB-DP relationship will be on the results achieved by the program in accordance with the HNP SIP, rather than on procedural issues of project implementation. The supply-side strategy adopted under HPSP has been insufficient to ensure increase in utilization of essential services by the poor. The GOB and DP need a much better understanding of demand-side issues, especially among households at the lower end of the income spectrum. The new operation ensures that the demand-side strategy complements supply-side interventions. The lack of absorptive capacity of MOHFW, its rigidity and its specific role in the health sector related to the private sector has also been recognized. Hence the new strategy seeks to build and utilize national capacity through diversification of HNP service provision, focusing on strengthening public health functions and through exploration of alternative financing mechanisms.



9. Alternatives considered and reasons for rejection The team considered and rejected a development policy design for the project. Although such an approach would have been appropriate from IDA’s perspective to enhance the chances for progress on certain important policy reforms, it would have meant the loss of partnership with other DP who preferred to pool their funds with IDA through an investment operation. A development policy design was also rejected because it would not have provided the opportunity for detailed project implementation support as is possible under investment lending. Such extra DP support is deemed necessary, especially for TA. The present design is a hybrid between a classical project and a full-fledged SWAp. While the DP will provide their support through the regular MOHFW structures and cover a broad area of MOHFW activities, their support is still itemized to some extent and focused on the achievements of certain objectives of MOHFW and will not provide only time-slice financing for MOHFW program.



IMPLEMENTATION 10. Partnership arrangements In order to sustain a positive and efficient GOB-DP partnership to support HNPSP a partnership arrangement (PA) has been drawn (see also Annex 6). The PA has the following characteristics:
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MOHFW leads the implementation of the HNPSP and the design and management of DP support, including technical assistance, through its regular institutions; No separate implementation unit will be created; MOHFW will establish a Program Support Office (PSO), that will remain functional throughout the program as an advisory body; Pooling DP will provide sector-wide support to the priorities defined by MOHFW in the SIP 20032010, and updated PIP. Pooling financiers will do so through trust funds managed by the WB. Others will provide parallel financing; The HNP Consortium will provide for inter-DP coordination and strategic agreements among DP and GOB for all DP supporting HNPSP, including pool financiers and non-pool financiers. A Secretariat may assist the chair of the HNP Consortium.



The World Bank is the designated lead DP financing agency for HNPSP support, which means that all pooling DP and several of the non-pooling partners have chosen to follow WB procedures for project preparation and supervision during implementation. DP who pool their funds with IDA will do so through normal co-financing arrangements. Co-financing DP are expected to actively participate in the supervision and evaluation of HNPSP.



11. Institutional and implementation arrangements MOHFW will have responsibility for program implementation, although for some reforms other Ministries in GOB (such as Ministry of Local Government, Ministry of Establishment and Ministry of Finance) are key for successful implementation. It will implement the program mainly through its existing structures in addition to new components linked with the diversification reform feature of the program. For Nutrition, a decision on institutional arrangements in MOHFW as well as design and implementation details of nutrition activities will be taken after due analysis of options during the first year of implementation, while NNP is still also being implemented. MOHFW will establish PSO to consistently enhance it own capacity in leading and driving the sector program. The team of nationally and internationally recruited TA will work under the Secretary for Health during HNPSP to act primarily as principal adviser, supporter and facilitator of implementation of key reforms and to strengthen the monitoring and evaluation arm of MOHFW. PSO headed by a Support Coordinator will be located in MOHFW. The Support Coordinator will report to the Secretary for high policy matters and consult with relevant heads of units for daily managerial and technical issues. They will aim to actively strengthen MOHFW and work in close collaboration with the implementation wings of MOHFW (Additional Secretary) in undertaking a number of tasks pertaining to (a) policy activities and facilitation of DP-GOB policy dialogue, (b) program preparation, supervision and coordination; and (c) Technical Assistance support. An Advisory Committee, chaired by the Secretary for Health, and having as its members the JC Planning, Additional Secretary, Director General Health and Director General Family Planning, the chair of the HNP donor Consortium and WB task manager will meet quarterly to review the needs for and use of TA by MOHFW and the performance of PSO. Diversification of service provision and stewardship role of MOHFW While the public sector will continue to be a financier and provider of HNP services, it will further aim to better harness national capacity in service provision by setting up the legal and institutional arrangements for greater active involvement of non-public service providers (including NGO networks, private-forprofit). The process of developing the legal and institutional arrangements will be a major task of PSO
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and will require the setting up of three independent agencies that will operate as checks and balances: (1) a Management Support Agency (MSA) for diversification of service provision will be responsible for contract management. Special disbursement financial management arrangements (including a separate account) will be established to transfer resources directly from the pool fund and/or other sources of financing to this contracting agency; (2) a second will certify minimum operating standards of non-public HNP providers; (3) a third will supervise, monitor and evaluate the performance of each contractor and give feedback to MSA. With accreditation eventually extending to public facilities, local governments may also compete with non-public HNP service providers for contracts. The NGO Affairs Bureau of the Prime Minister’s Office as well as MOHFW will be responsible for issuing policy guidelines, ensuring coordination and information sharing amongst the three agencies. In addition, alternative mechanisms for commissioning and contracting of non-public providers may apply under support to HNPSP. Evolving an effective functional coordination between all these agencies at their respective levels viz. national, regional (division and district) and field (upazila and union) and community (ward and villages) levels is a challenge. This would call for the development of a modern culture of supportive management and enhanced stewardship capacity of MOHFW. It will need to be accompanied by strengthening of citizen’s voice at local and national levels through commitment of dedicated resources to build capacity of user groups to monitor service provision. Decentralization will primarily be effected through a gradual and consistent empowerment of local level institutions particularly service organizations like hospitals by making them autonomous. At the same time it will be necessary to link the diversified service facilities through a network of strengthened mandatory referral systems. To enhance quality of services, accreditation systems will be set up and continuous training will be imparted to field level officials and frontline workers of both the public and non public sector. A system to improve efficiency/productivity will be implemented by linking improved performance in service delivery with appropriate and timely incentives for service providers. Transition measures will be designed for incorporation of the NNP and strengthen MOHFW stewardship role for Urban Health under HNPSP. MOHFW will explore different options for institutional arrangements for nutrition after analyzing the functional, resource (financial and human resource) as well as the structural implications of each option. Mechanisms will be established to channel funds to multisectoral agencies contributing to HNPSP goals. The BCC focus needs to be shifted from the IEC-based program to a communication program aimed at behavior changes. An integrated HNP-related BCC strategy will be developed to provide combined messages for all three components of the program. BCC training will be strengthened at the regional and field level and institution based counseling by service providers further developed to improve the quality of service. A state of the art BCC unit will be set up or contracted to design and develop research-based interventions. MOHFW will retain its regulatory and policy development role. GOB institutional structures (BHE, IEM) will be strengthened to in the context of this new role and enhance the ownership by various stakeholders. Systems for advocacy through a health service users forum and strengthened community and district level monitoring structures will be developed. Equally, special programs will be developed for disadvantaged segments of population like, hard core poor, tribal people, disabled, single women, stigmatized people, and people living in inaccessible areas. Strengthening the core systems by which public funds are disbursed and services delivered are central to the successful implementation of poverty reduction and other development strategies on the one hand and to the optimal use of scarce aid resources on the other. The introduction of the Public Procurement Regulations in 2003 constitutes a major reform in the field of public procurement and is expected to add
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speed and efficiency in discharging procurement functions by the procuring entities. These Regulations are mandatory for all procuring entities using public funds. Under HNPSP the Regulations will be used for all procurement of goods and services except those subject to International Competitive Bidding, Shopping, Direct Contracting and consulting contracts at or above US$ 200,000. The regulations are accompanied by “The Procedures for Implementation of The Public Procurement Regulation 2003” and “The Public Procurement Processing and Approval Procedures” (PPPAP), which stipulate the processing time for the approval of all procurement decisions. Enforcement of the regulations is key to a better procurement performance under HNPSP and any modification to such regulations should be approved by the Bank before they can be adopted by the project. A new procurement and logistics monitoring cell with adequate authority will provide quality assurance and quality control to the procurement function (including bidding documents preparation and technical specifications). This cell, at the level of the Joint Secretary (Coordination), will strengthen MOHFW’s coordination and supervising role with respect to procurement carried-out by CMSD and DGFP (the two main procuring arms of MOHFW under HNPSP). It will ensure compliance of MOHFW procurement actions with the processing and approval timetable of The Public Procurement Regulations 2003. This cell will be responsible for coordinating and supervising decentralization, training and capacity building efforts, including those required within the key procuring arms under HNPSP (e.g., CMSD and DGFP) . It will also liaise and intervene with parties outside the authority of procuring entities, with important agencies such as the CPTU, Finance Ministry, NGOs, etc. Performance-based Financing (PBF) and HNPSP Financing Plan During HNPSP implementation, DP will focus on the results achieved under the overall program, as outlined in the Results Framework. In order to promote achievements of key outputs or reforms of HNPSP, it was agreed that a percentage of the pooled funds will be allocated to a specific category (Category 1), disbursement of which would be based on performance measured in the annual review. Disbursement of funds from this category will be made only if the performance during the previous year is evaluated as satisfactory. This disbursement percentage would be determined from year to year depending on the performance. The support for HNPSP will comprise and coordinate different forms of DP-contributions (pooled – parallel – project aid financing, pooled – bilateral or multilateral TA). GOB has identified the need for strengthened financial management and will move towards a unified sector budget while concurrently addressing the efficiency issues. DP contribution to HNPSP totals around USD 1.184 billion for the period 2005-2010 of which 57.3% through pooled funds, 19.6% through non-pooled and 23.1% through parallel project aid. To support SIP priorities, the DP who are pooling fund propose to provide financial support in line with the following principles: (a) DP financing will provide an annual baseline of financial support including a expenditure category to ensure the implementation of the strategy of diversification of service provision; (b) DP will define baseline funding as a percentage of MOHFW actual expenditure and inform GOB about the ceiling of their contribution. In addition, DP may agree with the GOB in matching budgets for some key essential commodities as a way of protecting expenditures in defined priority areas; (c) A special category of financing will be made annually available based on the completion of two “necessary conditions for success” (NCS) and the result of performance measured by agreed criteria; d) if the performance-based share remains zero for two consecutive years, the DP financing for the overall program will be reconsidered.
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The agreed NCS, for year 1, comprise the following items: a) the functioning of PSO in MOHFW, and b) the establishment of MSA which will assist in the management of the funds of the category 2 by MOHFW. These NCS will be reviewed yearly. HNPSP support will be results based. Every year pool financiers will contribute an agreed upon proportion of the actual MOHFW expenditure as baseline financing. Starting in the second year of support, the proportion of baseline financing may decrease if the GOB’s agreements are not met. The GOB and DP agreed on transferring the undisbursed amount from Categories 1 and 2 to alternative uses if they are not used by MOHFW as planned in the disbursement schedule.



12. Monitoring and evaluation of outcomes/results MOHFW will build an enhanced and linked Management/HNP Information System (MIS), which will collect and analyze data from both Directorates of Health and of Family Welfare, as well as the expected data from Nutrition and Urban Health. This will require that each of these services have well-functioning MIS from Upazila level and above. This will require considerable capacity development in the first few years of HNPSP. A strong monitoring and evaluation mechanism will be clearly laid-out with input-, output-, outcome- and process indicators to track implementation progress over the duration of the program. Such a system must be complemented by independent external evaluation and operational research as relevant. This is also required as part of the MTEF and essential for moving to a more results-based funding approach and away from the input-based funding. Considerable capacity building and technical assistance is envisaged very early on in the implementation of HNPSP to make the relevant MIS systems functional and to conduct the external evaluations. If the present MIS is initially not in a position to provide sufficient and reliable data for program monitoring and performance-based financing, special tools will be applied to assure the availability of the necessary information. Finally, it is expected that over the duration of the project, MOHFW will start collecting more and more data from the private sector in a systematic fashion in order to exercise its public health responsibilities. For the Annual Program Reviews (APR), independent TA will be hired, under TOR agreed upon by GOB and HNP Consortium, to assess, analyze and discuss the achievements of the program based on a measurable list of agreed indicators. The APR SC will be chaired by the Joint Chief (Planning), MOHFW. The APR will be done in collaboration and coordination with the Urban Health project, supported by the ADB and several bilateral DP. It will be done at the proper time in GOB planning cycle. During the APR, agreements will be reached for possible adaptations to the program for DP support, and DP will decide on the levels of their financing of the program. The results framework outlined in Annex 3 of this PAD gives the list of indicators that will be reviewed during the APR. The independent consultancy team of the APR will review the whole program, including DP performance, and recommend the proportion of Category 1 to be disbursed based on the past year’s performance in accordance with agreed criteria, if the NCS have been previously met. The indicators of the performance criteria associated with Category 1 will be decided upon annually. For the first year of support they will be the following: Share of total government expenditure allocated to MOHFW expenditure (%) Proportion of total MOHFW expenditure allocated to the 25% poorest districts (%) Utilization rate of ESD among the two lowest income quintiles (%) Proportion of contracts awarded within initial bid validity period (%)
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-



Proportion of births attended by skilled personnel (%) TB case detection rate (%)



13. Sustainability



Ownership: The SIP is based on a series of policy documents, such as i-PRSP, which have gone through an extensive process of civil society consultation and intra-government agreements through different participatory mechanisms at the central level and also at the upazila level. Stakeholder consultation and supportive network of pro-reformers will be continuous characteristics during implementation, since reforms and innovative initiates in the sector will have to address the political economy of the reforms and the interest of potential losers and winners. Social accountability will be developed at the upazila level to ensure the participation of the community in the preparation of the local health priorities during the implementation of the Program. Some capacity to do this already exists through local level planning and this mechanism will be strengthened. Institutional: The DP support will be provided through the regular GOB systems and not require the establishment of project-specific institutions within MOHFW. MOHFW will build strong inter-sectoral relationships, since HNP outcomes are strongly related to the performance of other health related Ministries and GOB agencies. The program aims to exploit comparative advantages of other line ministries who are (i) better placed to provide/monitor provision of certain services (such as urban health care, school health services); (ii) whose partnering/ shared responsibility is required to address certain issues at a national level (e.g. Violence Against Women); and (iii) whose specific interventions are required to facilitate reform during the program implementation phase (i.e. to address the incentive structures for civil servants). Networks, established through the PRSP process, will be used. The program will define the respective roles of other Line Ministries in the HNP sector program, such Finance, Planning, Establishment, Education, Communication, Women and Children’s Affairs, Justice, Information, Interior, Local Government, Agriculture, Food, etc. Financial: Although public health expenditure as proportion of total public expenditures has declined from 7% (1997/98) to 6.4% (2003/04), the public per capita health expenditure has not changed substantially in the last five years4 because of growing GOB revenues. While these revenues are expected to grow further at a rapid pace, according to the SIP, GOB plans to increase the allocation to HNP by 10% annually, while the absorptive capacity will be increased by contracting out. GOB will further focus its activities on reduction in system losses, and improved financial management and procurement transparency. Additional resources will be granted by DP based on how GOB engages in reforms and initiatives needed to improve the capacity of the HNP sector to deliver HNP services to the poor. DP support is expected to substantially decline over the program period as a proportion of the overall budget to the sector.



14. Critical risks and possible controversial aspects Risks



Risk mitigating measure



GOB financing does not meet required spending levels The political economy may make it difficult to have consistent commitment for the proposed



Agreement on matching budgets for key essential commodities and inclusion in GOB-DP policy dialogue Sector program is strongly linked to PRSP; consensus on HNPSP was sought with professional and civil society organizations; any reforms will be introduced gradually



4



Risk rating S M



Bangladesh Economic Review 2003, Economic Adviser’s Wing, Finance Division, Ministry of Finance, June 2003
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sectoral reforms.



Contracting of NGOs is seen by DP as a panacea. NGOs start competing amongst each other. GOB may see non-public service as competitors rather than partners. Governance issues may hamper overall effectiveness.



Weak financial management and audit systems. Agreed procurement strategies are not implemented



Lack of DP coordination



and carefully sequenced. A Communication Strategy will be implemented to engage all relevant stakeholders in dialogue during implementation. As far as possible, winwin measures will be pursued to diminish resistance to reform. Regular meetings will be organized between GOB, NGOs and DP to review any issues in the contracting. Above all, one needs to prevent that NGOs become businessoriented competitors. HNPSP will also focus on strengthening public capacity. Provision diversification will not deal just with NGOs. Capacity for procurement and financial management will be strengthened and procedures will be strictly adhered to. Supervision will focus on critical observations in the audit report and actions taken by GOB based on those audit observations. Internal audit will be carried out by an accounting firm focusing on control issues. The internal audit reports and GOB response on it will be shared with DP on a half yearly basis. More community involvement in facility management will be encouraged, and introduction of Hospital Autonomy Boards. Financial management improvement plan is in place and DP (DfID) will provide extra support to this area (see Annex 7). Establishment of a procurement and logistics monitoring cell (PLMC) under the Joint Secretary (Coordination) with adequate authority to coordinate and supervise the functions of the various units. Extensive technical assistance to help the procuring entities must be hired to ensure quality assurance of the bidding documents (including technical specifications) and compliance with PPR-2003 and its processing and approval procedures. Partnership Arrangement agreed by all DP in the HNP Consortium. The Log Frame as prepared by other DP was discussed with the WB team and to the max harmonized with the results framework. It is added to Annex 3 of this PAD.



The different formats of DP project documentation (esp. results framework vs. Log Frame) may hamper harmonization during joint implementation support. Cumulative risk rating Rating: H (high); S (Substantial); M (Modest); N (Low or Negligible).



M



H



H



M



N N



S



15. Loan/credit conditions and covenants Covenants • Not later than three (3) months after Credit Effectiveness, MOHFW will establish PSO to support the • •



implementation of HNPSP, to be located in and managed by MOHFW. To facilitate inter-ministerial decision-making during implementation, the Borrower shall maintain, until the completion of the HNPSP, a HNP Forum established by MOHFW and consisting of seniorlevel representatives of various ministries. The Secretary of MOHFW shall chair the HNP Forum. For promoting “voice” –community and stakeholder participation, MOHFW together with civil society will facilitate establishing a Health Service Users Forum at local and national level.
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• •



Three months prior to the start of each related fiscal year, the Borrower shall cause MOHFW to prepare and furnish to the Association, for review and approval, the OP for the following fiscal year. MOHFW shall use the services of an MSA for the contracting of HNP-related services to be provided by private agents and NGOs.



APPRAISAL SUMMARY 16. Economic and financial analyses Economic analysis. The SIP contains a long-term expenditure framework with strategy for achieving the MDG. The PIP and a preliminary project pro-forma (PPP) are prepared in alignment with the SIP, and will be used as a tool for monitoring the program’s contributions to the MDG, the protection of agreed expenditures and the implementation of policy reform initiatives. The latter is linked to shaping the public sector’s capacity towards developing pro-poor resource allocation mechanisms, strengthening GOB stewardship role, and initiating demand stimulation and diversification activities in the HNP sector. The HNP sector remains heavily dependent on external aid. DP contribution represents about one third of the total health expenditures. Real public health expenditures increased by 11% from 1997/98 to 2002/03, but per capita public spending on HNP remains low in Bangladesh – at around US$ 4 per capita5. Total public expenditure on HNP represents only about 1.1% of GDP per capita, one of the lowest in the world and below the average of 2.8% in low and middle-income countries. Total health expenditure in Bangladesh is estimated at about 3.2% of GDP, which is at the lower end of the range of 3% to 4.5% norm for most low and middle-income countries. Household out-of-pocket expenditure represents around 64% of total health expenditure6. Despite the health gains in the last decade, high rates of infant mortality, maternal mortality, and malnutrition of children under five still prevail. Meanwhile NCD and HIV/AIDS are emerging as serious new challenges. Moreover, the health gap between the poor and the rich has grown. There are a number of problems with the current system: (a) the unequal distribution of beds, doctors, nurses and public expenditures across poor districts makes it difficult for the poor to access public health services; (b) the public health allocation across districts is regressive: very poor districts receive on average less per capita (Tk 95.6) than the rich districts (Tk. 103.3)7; (c) the health sector lacks the capacity to absorb large amounts of money; (d) financial management is weak, particularly budget planning, execution, and service delivery; (e) health expenditure, is not sufficiently pro poor; (f) public expenditure is not focusing enough to address emerging HNP challenges in urban areas. Despite efforts by MOHFW to allocate a substantial proportion of its budget to ESP, achieving a fair distribution of subsidies in favor of the poor has not been achieved. The pattern of expenditure incidence of subsidies in government health facilities across income quintiles is 16, 19, 21, 18, and 26% respectively8. However, targeting the poor has been successful for prenatal care and immunization services9. To reduce the disparities in health outcomes between the richer and poorer sections of the society, the program will significantly improve the health of the poor through: (i) better targeting of resources to 5



WB staff estimate from MOF data. Bangladesh National Health Accounts, 1999-2001. Health Economics Unit, MOHFW, December 2003 7 Targeting resources for the poor in Bangladesh: development of guidelines and tools. Preliminary draft. HPSO 8 WB staff estimate from 2000 HIES and MOHFW data. 9 Bangladesh National Health Accounts, 1999-2001. December 2003. Health Economics Unit, MOHFW 6
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districts, especially the poorer districts, a model for allocating resources will be developed , which includes poverty and health needs indicators; (ii) the design and implementation of a beneficiary identification system to distinguish poor households in order to enable them to access subsidized health care services; (iii) health expenditures made more pro poor and strengthening demand side financing options; (iv) provider diversification through the commissioning of non-public providers for HNP services delivery; and (v) working with non-government providers and supporting strengthening of the framework in which they operate. The project is expected (i) to improve the proportion of poor users who utilize publicly financed services and (ii) the proportion of poor users who do not pay for medicines, (iii) to allocate at least 55% of total public subsidies to the 50% poorest population, and (iv) to reduce the poor-rich ratio of all HNP-related MDG indicators at the end of the project. Despite the difficulties in measuring the returns of a health project in monetary terms, an approximation of the Net Present Value (NPV) over a five year and a ten year term as well as a sensitivity analysis of key variables have been done. A cost-benefit analysis of the Bangladesh Health, Nutrition and Population Sector Program (HNPSP) was undertaken based upon the project’s costs and the measurable economic benefits flowing from the successful implementation of the proposed program. In summary, the project would yield a net present value of benefits, after investment and recurrent costs, of US$ 2.9 billion, and produce an internal rate of return (IRR) of 51% over a ten year period. The results with a 5 years horizon are still positive (see annex 9). These results demonstrate the robustness of the project provided it is well implemented and targets are effectively met. Financial analysis. The resource envelop defined for the program is realistic in view of the capacity to generate revenues and to absorb available resources by the organizational structures established by MOHFW. The sustainability of the project depends on GOB decision to sustain the annual increase of revenue allocation to finance recurrent costs of the project (see Annex 9). Sustainability will be greatly reliant on maintaining political support for the program and in keeping priority commitments as stated in the SIP. The fiscal impact of the program is controllable. Public health sector is able to absorb additional funds allocated, but demands a strong commitment from GOB to allocate additional resources over the next 5 years to increase per capita expenditure in the sector. This requires at least a 10% annual increase in the GOB contribution under the assumption of a 4% annual inflation. In this case, the proposed financial public contribution to MOHFW will represent approximately 6-7% of the total government budget which is slightly higher than the existing share in 2004 and therefore, achievable and sustainable. GOB spending on HNP increased by 21.8% from FY 1999/0010 to 2003/04 whilst over the same period, GOB revenue increased by 80.3%11. Hence giving priority to HNP is still a pending task of MOF. This effort, however, needs to be accompanied with an increasing capacity of MOHFW to absorb the financial resources and to improve the quality of service delivery. In order to shift the trend of public allocation in favor of MOHFW budget, the SIP states that the Government’s total financial contributions to the HNP sector are planned to increase in at least 6% in real terms, which will lead to an increase from USD 362M in 2004/05 to USD 553M in 2009/10. This will represent an increase in GOB financial contributions to the HNP sector from USD 2.6 to USD 3.8 per capita and will reverse the trend of keeping real per capita expenditure constant in the last few years. The proposed WB and co-financiers financing contribution to HNP sector (about USD 760M for the five years 10 11



MOHFW, Strategic Investment Plan 2005-2010 Bangladesh Economic Review 2003, MOF, June 2003.
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period 2005-2010)12 will focus on capital investment and accelerated services for the period 2005-2010 to support the implementation of key reforms. The total DP contribution for the same period is estimated at USD 1.22 billion and will represent around one-third of the current total expenditure by MOHFW. The trend of the GOB contribution in real terms (at least 5% per year) should reduce the dependence of MOHFW budget on external contributions from 35% in 2002/03 to about 30% in 2009/00, without any significant fiscal impact due to macroeconomic and fiscal projections.



17. Technical Bangladesh has a wealth of data available for HNP outcomes and service indicators, as well as on modes of service delivery, DP support and addressing GOB reforms, especially in the HNP sector. This support for HNPSP builds on the lessons learned. In terms of HNP priorities, the project focuses on service delivery for achieving the MDG, but also on policy and strategy development for the “MDG+” agenda in order for the country to deal properly with health issues such as NCD. The project is fully in line with GOB Interim Poverty Reduction Strategy Paper (i-PRSP) by increasing the share of public resources for HNP, improving its efficiency and effectiveness in resource utilisation and improving the distributional effectiveness of its services by targeting public resources better to priority needs and recipients. The program tries to do so by supporting significant improvements in the current performance of the HNP sector and a much closer alignment between poverty reduction strategies and HNP programmes. As a result, this Plan has a strong poverty and equity focus. In line with the i-PRSP, its success will depend on: (a) having a clear understanding of health, poverty, gender and vulnerability linkages; (b) incorporating sound epidemiological, demographic and socio-economic data on burden of disease, inequality and vulnerability into planning and policy, and (c) developing incentives to achieve outcomes in line with poverty reduction objectives, targets and performance indicators. Meeting the HNP-related MDG is priority for GOB. In order to meet the MDG and to contribute to poverty reduction through human capital development, the Ministry of Health and Family Welfare is committed to: • continue the process of moving from an inputs-based way of delivering HNP services to an outputs and outcomes-focused approach, so that performance can be monitored; • recognise the diversified nature of service provision and patterns of use by the public; develop a stronger strategic stewardship and governance role for the Ministry of Health and Family Welfare, looking to work with private and non-government providers to deliver services where appropriate; • create closer and fully operational linkages with other sector programmes and activities that also have an impact on health status. As a priority, these include the environment, water and sanitation, social welfare and social protection, education, women’s rights and sustainable livelihoods, media; • build on previous experience to further develop effective organisational mechanisms to mainstream gender equity and poverty reduction, ensure accountability and be responsive to citizens’ voice; • ensure participation and representation of the poor in local-level planning and stakeholder consultations; and • monitor and address trends in health inequalities, including using benefit incidence and related target setting.



12



See annex 5
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The achievement of the MDG and i-PRSP goals and targets requires enhanced mechanisms for intersectoral cooperation. New government initiatives include Planning Commission oversight of progress in poverty reduction and meeting the MDG; a newly formed National Poverty Reduction Council chaired by the Honorable Prime Minister; and a high-level National Commission on Macro, Health and Poverty Reduction Strategy to address the recommendations of the WHO Commission on Macroeconomics and Health. MOHFW Health Economics Unit acts as its secretariat and WHO and MOHFW are working together to facilitate its work. Success in implementing the inter-sectoral elements of this Plan will depend on the effectiveness of these initiatives, and others may be required.



18. Fiduciary Recent assessments of the capacity of MOHFW to carry-out and to manage the procurement and distribution of health sector goods uncovered a number of significant weaknesses. Key areas for improvement have been identified for a more transparent and efficient framework under which procurement decisions and actions will enable the attainment of the program goals in a timely fashion. Annex 8 lists key weaknesses and recommends actions to address these. Several of them reflect the lack of a current drug policy as well as limitations of the Directorate of Drug Administration to discharge its regulatory function. Currently, regulatory requirements (e.g., drug registration) are being used as trade barriers rather than to guarantee drug quality. To overcome major deficiencies in managing the Procurement Cycle, MOHFW will establish a procurement and logistic monitoring cell at the level of the Joint Secretary (Coordination) that will be accountable for quality control in the preparation of documents, including inclusion of suitable technical specifications, and adherence to a reasonable procurement processing and approval timetable. To avoid excessive delays during evaluation and award of contract pre-bid conferences will not be used as grounds for influencing revisions of specifications, often leading to restrictive bidding, and awards must be made within the initial bid validity period . There is a need to further the development of a cadre of professionals in procurement and logistics, which may be combined for all departments/ministries. In the interim, those recruited should be able to remain on the job at least for five years tenure. To enable overall management and coordination of procurement and logistics functions, a management information system will be developed and implemented in each procurement entity. To determine whether the procedures, processes and documentation for procurement and contracting were in accordance with the DCA and that the procurement carried-out achieved the expected economy and efficiency gains, an annual procurement audit of HNPSP ought to be performed. Annex 8 includes a Procurement Improvement Plan to be carried-out during the first twelve months of the project. Should MOHFW fail to attain the objectives of this improvement plan within the stipulated timeframe, and undue delays in the procurement cycle persist, a procurement agency will be hired to take over all procurement functions under HNPSP Financial Management Capacity Assessment: Financial Management Assessment was carried out for HNPSP to gain a clear understanding of the reforms in the area of public sector financial management and their implication on the health sector. The assessment reviewed the organizational, operational and financial management framework within which the program will operate and focused on how a reliable financial management system in the Health Ministry can accurately account for all receipts and uses of funds by depending on the mainstream existing government system and recommend sustainable improvements to strengthen it (see Annex 7). Funding Mechanism and flow of funds: DP are committed to adopting a funding mechanism which aligns with the Government’s existing systems to the extent possible to avoid duplicate accounting and reporting. Existing funds flow channels will be used for channeling the funds to the institutions implementing the program. Funding from the DP will be both in form of pool financing and parallel financing. Pooling DP will “pool” their funds through co-financing arrangements with IDA.
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Financial Reporting and Accounting: GOB and the DPs have agreed to accept a single set of Financial Monitoring Reports (FMR) – largely based on the financial statements currently prepared by MOHFW. The same set of reports under HPSP which are generated by the mainstream accounting system of the GOB will be continued in HNPSP with minor modifications. Internal Audit: There is need to streamline and strengthen internal audit function in the Ministry. It has been agreed that the internal audit function would be strengthened with TA provided by audit firms with TOR acceptable to IDA and pooling DP to carry out half-yearly audits for the program. External Audit: Agreement was reached with the C&AG on methodology for audit of the program and a common Statement of Audit Needs including training of the auditors on the SWAp features of the program. The common audit report will be shared with all DP. If the common report is not satisfactory to individual DP, an additional audit may be required. For the proposed program, WB will review annual audit report and share the major findings with DP. GOB will need to respond to major findings in a specified timeframe failing which punitive action may follow.



19. Social Bangladesh has made considerable progress in improving health indicators. However, there are still high levels of inequality in health outcomes, resulting from lack of access to, utilization of, and “voice” in health services due to socioeconomic and gender based differences. Social exclusion and stigma also create vulnerabilities for some other groups reducing their health status. These groups are not able to ensure their reproductive rights and health and are vulnerable to unwanted pregnancy, HIV, STDs and RTIs. A Social Assessment (SA) study was carried out by government in a participatory process during preparation of HNPSP to gain understanding of the social issues relevant to the delivery of improved HNP services. The social assessment identified vulnerable groups (poor, women, children, adolescents, youth, tribal population, people with disabilities, people living in disaster prone areas, stigmatized groups such as HIV positive, CSW and their children, IDU and MSM) and suggested targeted programs for improving their access to health services. MOHFW will implement seven long-term strategies for providing services to the poor and vulnerable and reducing health disparities. Elements of these relevant to social development include: (a) improving equity by shifting resource allocations to poorer districts (or districts with poor health outcomes; (b) targeting and demand side subsidies (voucher scheme, grants targeted to vulnerable groups); (c) diversification of service provision (public-private partnerships); (d) intersectoral collaboration (water and sanitation, social welfare and social protection, education, women’s rights, violence against women, prevention of disability, road safety, occupational health hazards, awareness on HIV/AIDS, disaster management, and sustainable livelihoods); (e) monitoring MOHFW Gender Equity Mainstreaming (GEM) Strategy and Maternal Health Strategy; (f) Monitoring pro-poor health policy; (g) Establishing mechanism for “voice” and participation, as part of a broader communication strategy for the Ministry. For promoting “voice” –community and stakeholder participation, MOHFW together with civil society will facilitate establishing a Health Service Users Forum at local and national level, with linkage to international research and advocacy forums for strengthening rights based approach in service delivery and attaining MDG. A Health Service Users Forum Secretariat will be set up at the national level, facilitated by a civil society organization that has legitimacy with both civil society and the government. This Forum will promote government and civil society initiatives, including the Patients Charter of Rights and health watch groups. The social development outcomes of the project will be measured by:
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• • •



Socioeconomic and gender based health inequalities reduced Progress in availability of routine monitoring data (through surveys and MIS of socio-economic, gender and age disaggregated data Increased utilization of HNP services by poor and vulnerable groups in districts with additional resource allocations



20. Environment It is estimated, through a survey in several hospitals, that 85-90% of health care waste in Bangladesh is non-hazardous and can be disposed of in a manner similar to municipal waste. About 10% of hospital waste is infectious and the remaining is non-infectious but hazardous. WHO estimates that the generation of hospital waste in low-income countries ranges from 0.5-3 kg per bed per day. Based on these estimates, the total amount of infectious and hazardous waste generated will be small. While the proposed project will not contribute to an increase in health care waste, it will address the issue of management of health care waste at the facility level, including segregation, storage and final disposal. Ministry of Health and Family Welfare contracted experts to carry out an environmental assessment, who undertook a survey of health facilities to quantify waste generation patterns and assess waste management practices. The main findings of the survey were that there is little knowledge or understanding of the significant environmental and public health implications resulting from inadequate waste management practices. In most facilities, un-segregated hospital waste is disposed into the municipal dump or burnt on the premises. Used (and untreated) plastic and glass bottles and syringes are picked up by rag-pickers and sold in market. Bangladesh does not have any legislation on biomedical waste management, but is developing guidelines for biomedical waste management.



21. Safeguard policies Safeguard Policies Triggered by the Project Environmental Assessment (OP/BP/GP 4.01) Natural Habitats (OP/BP 4.04) Pest Management (OP 4.09) Cultural Property (OPN 11.03, being revised as OP 4.11) Involuntary Resettlement (OP/BP 4.12) Indigenous Peoples (OD 4.20, being revised as OP 4.10) Forests (OP/BP 4.36)



Yes [x ] [] [] [] [] [ x] []



No [] [ x] [x ] [ x] [x ] [] [ x]



Safety of Dams (OP/BP 4.37) Projects in Disputed Areas (OP/BP/GP 7.60)* Projects on International Waterways (OP/BP/GP 7.50)



[] [] []



[x ] [ x] [ x]



Two safeguards have been triggered and MOHFW developed the following plans for addressing these issues. A Tribal HNP Plan (THNPP) focusing on meeting the specific health needs of tribal population has been developed after detailed consultations with tribal population, health service providers, NGOs and other stakeholders. The THP aims to ensure the following: • Establishing a tribal HNP data base and incorporate indicators in MIS by end 2007. *



By supporting the proposed project, the Bank does not intend to prejudice the final determination of the parties’ claims on the disputed areas
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• • •



Identifying areas (unions) with 25% tribal population; and strengthening service delivery at district, upazila and union health facilities located in tribal areas, and strengthening referral between primary and secondary health care levels; Training of doctors, fieldworkers and establishing partnership with NGOs and private sectors for providing services in tribal areas; Improving tribal medical systems through appropriate BCC and training.



A Healthcare Waste Management Plan (HCWM) at the primary and secondary levels was developed, outlining short, medium, and long-term activities. The project will strictly follow national engineering and civil construction codes during planning and implementation of extension or construction of health care facilities. Particular attention will be given to water, sewerage and construction-related debris. No land acquisition will be required as health facilities will be built only where land is already in actual possession of the government and where encroachers’ and squatters’ issues do not exist. The resettlement policy, therefore, does not apply. All civil works contracts need to include a statement that all new constructions and extensions are on government-owned land, without any displacement of people or their livelihood. If private land is donated, proper documentation is required.



22. Policy Exceptions and Readiness The project complies with all applicable Bank policies. The Project Implementation Plan, including a procurement plan, has been appraised and found to be realistic and of satisfactory quality.
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Annex 1: Country and Sector or Program Background BANGLADESH: HNP Sector Program Regularly devastated by natural disasters, Bangladesh is one of the poorest and most densely populated countries in the world, yet it has been able to sustain high rates of economic growth (5% per annum in the nineties) with considerable improvements in social indicators over the past two decades. The structure of GDP is about half services and 25% each for agriculture and manufacturing. Despite being a flood-prone country, investments in the HNP sector have proven fruitful. Bangladesh has achieved impressive reduction in fertility (Total Fertility Rate has declined from 6.3 in 1971/75 to 3.2 in 2001/03), Under-Five Mortality has registered a significant drop (from 133 deaths per 1,000 live births in 1989/93 to 88 per 1,000 live births in 1999/03), malnutrition has been reduced (prevalence of stunting among children under-five years has improved, from 69% in 1985/86 to 43% in 2004), up to 73% of Bangladeshi children 12-23 months can be considered to be fully immunized, and Maternal Mortality Ratio has declined (from 4.1 per 1,000 live births in 1998 to 3.2 per 1,000 live births in 2001). It is doing fairly well compared to other nations in South-Asia. The government’s strategy to meet the poverty reduction challenge is spelt out in its Interim Poverty Reduction Strategy Paper (i-PRSP). The GOB’s strategy to eliminate poverty is to adopt “a comprehensive approach premised on a rights-based framework, that highlights the need of progressive realization of rights in the shortest possible time” (A National Strategy for Economic Growth, Poverty Reduction and Social Development, March 2003, p vii). This involves multi-sectoral interventions that empower the poor and reduce gender disparity. The strategy envisions that, by the year 2015, Bangladesh would achieve the following MDG targets (in the health sector): TARGET



INDICATOR



1990 Benchmark Data



Current Status (Year)



MDG Target 2015



Halve, between 1990 and 2015, the proportion of people whose income is less than one dollar a day



Proportion of population below US$1 per day (PPP-values) (%)



58.8



49.8 (2000)



29.4



Halve, between 1990 and 2015, the proportion of people who suffer from hunger



Prevalence of underweight children (% of children under 5)



65.8



47.7 (2000)



32.9



Ensure that, by 2015, children everywhere, boys and girls alike, will be able to complete a full course of primary schooling



Primary Education Enrolment Rate



56



75 (2000)



100



Reduce by two thirds, between 1990 and 2015, the under-five mortality rate



Under-five Mortality Rate (per 1,000 live births)



144



84.6 (2001)



48



Infant mortality rate (per 1,000 live births)



94



66.7 (2001)



31.3
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Reduce by three quarters, between 1990 and 2015, the maternal mortality ratio



Proportion of 1-year-old children immunized against measles



65



75 (2003)



Maternal mortality ratio (per 1,000 live births)



4.8



3.2 (2001)



1.2



Proportion of births attended by skilled health personnel



7



11.6 (2001)



50 (By 2010)



Have halted by 2015 and begun to reverse the spread of HIV/AIDS



Prevalence of HIV (% among high risk groups)



Have halted by 2015 and begun to reverse the incidence of malaria and other major diseases



Proportion of new tuberculosis cases detected and cured under directly observed treatment short course (DOTS)






29.2 (1993)



31 (2001); 84 (2001)



Notwithstanding its past achievements, Bangladesh is faced today with an unfinished agenda of systemic problems, originally identified in the Health and Population Sector Strategy (HPSS) of 1997. The main sector objectives of HPSS were to improve the health, nutrition and family welfare of the population of Bangladesh, particularly women, children and the poor, to reduce mortality and to further slow population growth. In 1998, these strategies were translated into the five-year program, the Health and Population Sector Program (HPSP), which marked a shift from a multiple project approach to a single SWAp. While HPSP has achieved notable successes, the agenda for reform is yet to be completed. Challenge No. 1: Stimulating informed demand Bangladeshis, especially the poor, suffer from a double burden of disease with high prevalence of communicable diseases (e.g. TB) and increasing morbidity due to non-communicable diseases. It is estimated that deaths due to non-communicable diseases will increase from 40% in 1990 to 59% in 2010. During the same period, communicable diseases will decrease from 51% to 30%, while injuries will rise from 9% to 11%. The i-PRSP states “catastrophic health events are a major problem in driving households into poverty” due to the lack of an explicit instrument to exempt the poor from catastrophic treatment costs. Amazingly, recent data suggests the leading cause of child mortality amongst 1-4 year olds is drowning. Thus, a focus on ensuring that more people change their behaviors and have access to cost-effective preventive and curative services that save lives or defer disabilities from degenerative diseases and catastrophic illnesses and accidents will be needed in order to increase quality of life of poor people. Challenge No. 2: Improving the quality and scope of HNP services Sub-optimum quality of HNP services is a persistent problem. With the exception of maternal care, there is no evidence that HPSP has generated increases in health service volume or improvements in quality or efficiency at the provider level. As stated in the Third Service Delivery Survey [CIET, 2003], the most commonly reported problems in GOB Health and Family Planning services, especially from women and people from very poor households, were: shortage of prescribed medicines, poor service and staff attitude, difficulty to reach facility, unofficial payments to service providers, staff absenteeism, expensive medicines and broken equipment. The 2003 CIET survey showed further that 46% of the respondents considered the government health and family planning services to be ‘bad’ and 45% gave a ‘neither good nor bad’ services rating. In contrast, only 6% of households rated the services provided by NGO/private sources as ‘bad’, 58% gave a ‘neither good or bad’ services rating and up to 37% gave a ‘good’ services
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rating in 2003. Progress in increasing consumption of services by the poor will depend on improving service quality through regulation and quality control measures, such as registration and accreditation of practitioners, including improving provider attitude and management, to mention a few. Engaging service consumers together with Quality Management is required in order to build responsive, client-focused HNP services. Challenge No. 3: Restructuring the way HNP services are provided Bangladesh’s urban population is growing by 6% a year, three times the national growth rate. Growth is fastest in the slums, where there are some 225,000 persons per square kilometer. Half of the slum inhabitants are poor; 30% may be classified as hard-core poor. Women in the slums have limited access to reproductive health information and care. As a result, 93% of married teenagers have begun childbearing; 22% of girls give birth before age 15; 63% of women have never used a modern method of family planning; and 40% became pregnant unwillingly due to lack of knowledge of services. Challenges in the sector include expanding the scope of HNP services to the urban poor through coordinated delivery of primary, secondary and tertiary care together with Ministry of Local Government. Another challenge is to ensure free provision of emergency care for those in need (e.g. the accident fatality rate has risen from 125.7 per 10,000 vehicles in 1982 to 170 in 1992 and recent data indicates transport injuries are the leading injury-related cause of death amongst males 10-14 year old.) Moreover, the health care system in Bangladesh does not include medical rehabilitation for persons with disabilities, as there is a tendency to provide these services outside the general medical care services. Medical care subsidy is not provided in any form and there is no social insurance scheme. Less than 5% of people with disabilities receive rehabilitation. There are no support services for families of children with disabilities. Challenge No. 4: Mobilizing more resources for HNP Services The Annual Program Review (2003) suggests that within the sector, GOB clearly is a minor financial player. Total annual per capita spending on health averages US$12 with only US$4 per capita from the public sector and with up to a third of the public budget on health provided by DP (1998-2003). Private outlays dominate health expenditures in this country with household out-of-pocket expenditures representing up to 65% of total health expenditures, and the predominant component of household expenditure being on drugs. For instance, during 1999-2000, 70% of the household health expenditure was on drugs. Private pharmacies supply about 87% of the demand for drugs, mainly as a result of shortages in the public distribution system13, and drugs retail expenditure account for around 46% of total health expenditure14. A large, but unknown number of unqualified Village ‘Doctors’ practicing mainly in the rural areas are easily accessible and commonly consulted for minor ailments. The great majority sells pharmaceuticals. Overall, NGOs probably cover about 25% of the mainly poor segments of society15, but only a proportion of these offer health services, fewer still offer inpatient care which account for on average only about 3% of their HNP expenditures16. That said, according to the Bangladesh National Health Accounts: 1999-2001, the estimated annual average expenditure incurred by NGOs on HNPrelated services in 2000-01 is 8.4% of the total health expenditure compared to 3% of total health expenditure as estimated in 1996/97. The shares of NGO's expenditures on HNP activities are 10% for small NGOs, 11%, 20% and 59% for medium, large and very large respectively on average over the three-year period 1999/00, 2000/01, 2001/0217. A number of NGOs cross-subsidize their health services from other activities especially from their micro-credit programs through community insurance schemes. A large number of private clinics and hospitals also offer health services, mainly in urban areas. This 13



Health Futures in Bangladesh: Some Key Issues and Options, p.21 Bangladesh National Health Accounts, 1999-2001. HEU, MOHFW, 2003 15 Health Futures in Bangladesh: Some Key Issues and Options, p.22 16 Bangladesh National Health Accounts, 1999-2001. HEU, MOHFW, 2003 17 Bangladesh National Health Accounts, 1999-2001. HEU, MOHFW, 2003 14
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group’s share of total health expenditure in real terms increased by almost 65% between 1996/97 and 2000/01. One of the key challenges for GOB is to better harness the comparative advantage of non public sector providers to improve access to and consumption of health services by the poor. Hence, improving contract management capability is a centerpiece of HNPSP strategies. Mobilizing additional financing, other than general taxation, should be explored and scaled up where appropriate including: (a) social (payroll) insurance, (b) community financing schemes, (c) religious taxation (Zakaat), (d) charitable contributions through corporate social responsibility, (e) service fees, (f) private insurance. Challenge No. 5: Improving Equity Bangladesh seems to be progressing towards achievement of the MDG, however this apparent improvement is only at the aggregate level. Inequity -- by income, gender and region -- remains a major challenge. Infant Mortality Rate (IMR) stands at 66 per 1,000 and is around 70% higher for the poorest quintile compared to the richest. Similarly Under-Five Mortality Rate (U-5MR) is about 95% higher for the poorest quintile than the richest. Children in the poorest households are more than twice as likely to be moderately malnourished, and four times as likely to be severely malnourished as children in the richest households. Mothers from the poorest households are almost three times more likely to be wasted than women from the richest quintile. Notwithstanding improvements in maternal health services, Maternal Mortality Ratio (MMR) remains unacceptably high at about 320 deaths per 100,000 live births -- with up to 70% of MMR being pregnancy-related and 14% being violence-related. Noteworthy is the low level of deliveries conducted by skilled birth attendants (doctors, trained nurses or midwives assist only 13% of births whereas two in three births are assisted by dais) in 2004. Analysis by income-levels indicate that around 4% of births are attended by a medically trained person in the poorest households compared to about 37% in the richest households. And the poorest households are three times less likely to utilize the antenatal care services of a medically trained person as the richest. Bangladesh has a very low rate of institutional deliveries, with nine out of ten births still occurring at home. Moreover, women in the richest group are ten times more likely than those of the poorest groups to deliver in a public facility and thirty times more likely to deliver in a private facility. The female-male gap in health status in Bangladesh is striking since it is one of the few countries in which the biological advantage of women has actually been reversed. There is gender bias in the availability, accessibility, delivery and management of health services that has to be overcome. Despite the successful reduction of the total fertility rate (TFR) from 6.3 (1975) to 3.2 (2004), population growth remains an area of concern due to high contraceptive discontinuation rate (i.e. in 2004 nearly half of users stop using of method within 12 months of starting) and due to unmet need for family planning services (11% of currently married women in 2004). The data indicates in 1991, long lasting methods accounted for 30% of total contraceptive use compared to only 12% in 2004. In general, health service utilization remains sub optimal in Bangladesh. The Third Service Delivery Survey [CIET, 2003] finds that almost half of the households use the non-public sector (i.e., NGOs, forprofit providers and alternative private practitioners, including qualified or non-qualified practitioners of traditional, allopathic or non-allopathic medicine) for treatment compared to only 10% who use the public sector. Independent of disease type, the very poor are less likely to use either public or non public services compared to the less poor. In contrast to treatment services, 88% of visits to health and family planning services for preventive purposes were to government service providers.
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The i-PRSP indicates that some of the reasons for the low utilization of health services by the poor are due to “demand side barriers including physical and financial barriers, as well as knowledge, provider behaviors and socio-cultural factors”. According to the paper “The Health Divide: Analysis of Inequalities in Health in Bangladesh” [May 2001], even if the current rate of utilization of public health facilities were to double, government health care could only provide about 25% of treatments for acute illnesses and 40% for chronic illnesses. Progress in improving equity depends on shifting resources towards areas with the greatest needs, through a revision of norms for per capita allocations to districts, weighted by a poverty-related index of health needs; on devising incentives for practitioners to attend to the needs of the poor; and possibly on the introduction of demand-side financing initiatives such as health vouchers for the poor to purchase specific set of services. Challenge No. 6: Improving HNP Service Efficiencies Public sector workforce productivity is sub-optimal. A recent paper on “Absenteeism in Bangladesh Health Facilities” revealed that absentee rate of doctors in the rural primary health facilities is as high as 74%. This reflects largely, weak incentives on part of clinicians to increase their productivity in government work, more so since they can sell their services to private clients. In a study of public employees who also had a component of private practice, 56% reported earning more than their government salary. Staff are generally reluctant to work in poorer and more remote areas. The Annual Program Review (2003) report argued that unfortunately incentives in the civil service reward “personal success” rather than “performance”18. Hence, improving HNP service quality and efficiency very much depends on better management/ supervision and review of the structure of incentives (i.e., rewards and sanctions) of government HNP service providers as well as dedication, altruism and technical innovations. Challenge No.7: Improving Sector Governance and Management Lack of transparency and accountability in financial management in the HNP sector, poor management, losses in the distribution of drugs and medicine, illegal payments and absenteeism continue to plague the system at all levels. Geographical disparities in service delivery persist due to inequalities in budget allocation. Decentralization has yet to be fully endorsed to ensure greater managerial control over budgets at local levels. Hence, strategies such as making the flow of funds simple and transparent, unifying the government budget structure that easily relates to international public finance management norms should be explored. Better management of external resources under the HNP SWAp including performance agreements that alter incentives are key areas for action. Government response to the above-mentioned Sector Issues The HNP SIP confirms GOB commitment to pro-poor health service provision and addresses the need to reappraise the essential core functions of the public sector. The sector program is fully supported by IDA and the DP and is very much in line with the vision and objectives expressed in HPSS, HPSP and the iPRSP.



18



The report gives the following definitions of “success”: “ Personal success is embodied in the ability to move up the chain of command and is achieved by being good at playing organizational politics” whereas “performance is achieved by ensuring that the work of the organization is carried out.” The APR states “ As the Bangladesh civil service has become highly politicized, from top down, over the last two decades there is no likelihood that any SWAp arrangement will alter this ‘success’ orientation and reward system” (IRT, 2003 :18)
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The program aims to improve the health status of the population whilst reducing gender, geographical and socio-economic disparities in health outcomes. It recognizes the importance in maximizing relative efficiencies to improve the quality of HNP services, meet health needs, protect the poor and regulate an increasingly pluralistic health economy. Specifically, the program will aim to achieve (a) reduced MMR, (b) reduced TFR, (c) reduced malnutrition, (d) reduced IMR/U5MR, and (e) reduced burden of TB, STD/HIV/AIDS and other communicable as well as non-communicable diseases --- by improving access to and consumption of cost-effective preventive and curative HNP services (public and non public) by women, children and the poor; and by improving public funding allocations to the poor. To achieve these objectives, the program will focus on three major components: (i) Strengthening Public Health Sector Management and Stewardship Capacity, including development of pro-poor targeting measures as well as strengthening sector-wide governance mechanisms; (ii) Health Sector Diversification, including the development of new delivery channels for publicly and non-publicly financed services; (iii) Stimulating Demand of essential services by poor households, including health advocacy and demand-side financing options. The strategies are operationalized in the Government’s Program Implementation Plan (PIP 20032006). The provision of health services with a predominantly clinical focus has been shown to have a limited role in achieving improved outcomes. Other factors are known to play a significant role in determining HNP outcomes. These include interventions focusing on poverty reduction, the empowerment of women and addressing gender issues and social norms, as well as key interventions in other sectors such as education, improved water and sanitation, social welfare and employment opportunities – areas covered under the i-PRSP umbrella. SOCIAL FRAMEWORK A. Health inequalities due to poverty and exclusion Bangladesh has made considerable progress in improving health indicators over the last two decades. However, there are still high levels of inequality in health outcomes due to poverty and lack of access to and utilization of health services, as a consequence of socioeconomic and gender based differences. Social exclusion also creates vulnerabilities for some other groups, reducing their health status. These groups are not able to ensure their reproductive rights and health and are particularly vulnerable to unwanted pregnancy, HIV, sexually transmitted diseases and respiratory tract infections. Around 48% of the population lives below the poverty line, of whom about a quarter are hard-core poor. There are also significant inter-divisional and inter-district differentials in health outcomes and these differentials are worse among the lower economic quintiles and for the urban poor. Health financing strategies have not up to now provided protection against catastrophic illness costs for the poor and protection against its impoverishing impacts among “managing” poor. 1. Poverty and socioeconomic differences Socio-economic indicators of health status in Bangladesh indicate significant areas of inequality which must be tackled if targets on the MDG are to be met. For example, children in the poorest households have almost twice the excess mortality of children in the richest ones. The CPR has declined slightly for the poorest quintile since 1996/7 and the rural TFR is one point behind the urban TFR. While the adolescent fertility rate has declined slightly over the same period, it rose amongst the poorest quintile. During HPSP, 60% of ESP budget was shifted towards PHC and services used by poor and women, but public services still remain under-utilized. Low quality of services as well as official and unofficial charging are well known disincentives to the poor to use public services in particular and have led to considerable under-utilization of these services. Problems include lack of medicines, long waiting times
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and service providers’ bad behavior towards the poor. Poor people find that without patronage relationships they cannot get good treatment or influence providers. Women fare worst because they have less access to patrons and resources. However, both poor women and men reported better treatment in some NGO facilities 2. Gender issues: Gender based discrimination: There are significant gender inequalities in health status, access and utilization in Bangladesh. Preference for sons is strongly entrenched, and they are often given preference over daughters in access to resources, including food, education and health care. Widespread malnutrition and low health status of women and girls result in discriminatory feeding practices within households, especially of adolescent girls and reproductive age women; lack of decision making power of women and low expenditure on the health of women and girls. Maternal malnutrition is a serious problem for both mother and child and is a direct consequence of poor social value placed on women’s lives and health. Studies show that women and girls in better off households may still suffer poor health and nutrition despite greater economic prosperity. Adolescent health and the status of adolescent girls are a major cause for concern along with persistent low age of marriage and early pregnancy for girls. Data on nutritional status indicate that overall, girls fare worse than boys in relation to severe malnutrition but boys fare worse in terms of moderate malnutrition. Differences between richest and poorest quintiles are very significant and are widening amid a general improvement in nutritional status. Around 60% of infant mortality now occurs in the newborn period and the majority of these deaths are related to low birth weight. A mother’s education is highly correlated with nutritional outcomes for children. Women from the poorest quintile are almost three times more likely to be wasted than women from the richest quintile. This gap is widening despite overall improvement in nutritional status in all groups. Violence against women is a recognized problem. Survey data indicate that deaths of reproductive age women due to unnatural causes are higher than deaths due to maternal causes. ICDDR,B data found that nearly 14% of maternal deaths are associated with an injury caused by violence. Data from focus groups describes the experience of women who sought treatment for injuries due to violence as not encouraging. Often large payments had to be made to receive treatment. Lack of control over resources. Women face considerable constraints in accessing health care and many of these stem from within the household. A recent study found that over half of women are dependent on husbands and others for expenditure decisions on their own health care, and over 40% are dependent on decisions on children’s health care. Lack of personal income is a major contributory factor. Widespread reluctance of husbands to spend money on their wives’ medical needs is reported. Utilization of public services. Studies suggest women use public sector services more than men, although men account for more inpatient days. However, the overall benefit to women is largely accounted for by their use of reproductive health services, particularly family planning. For all other services, men benefit more than women (women to men ratio of 0.86). Likewise, boys benefit more than girls (boys to girls ratio of 1.28). Consistent complaints of poor people are the non-availability of medicines in public facilities, and staff absenteeism, attitudes and lack of information in consultations. Distance to facilities and lack of money for treatment are the two problems most frequently cited by poor women. Women also face problems due to greater restrictions than on men on capacity to travel, especially unaccompanied. 3. Other forms of vulnerability and social exclusion A number of other groups suffer social disadvantages, which can translate into health inequalities. These groups are: Tribal populations: It is estimated that there are 2.5 million people in Bangladesh, who are members of tribal populations. Majority of them (42%) live in three hill districts of the Chittagong Hill Tracts (CHT), while others are scattered in northern hilly regions. They belong to 45 different tribal communities. They
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are culturally and economically distinctive and speak a number of different languages. These communities are particularly poorly served by health facilities. Literacy levels tend to be very low. As they live in remote areas, it is difficult to attract health workers to stay in the area. These communities have specific needs in relation to cultural understanding of their different way of life and what this means for the delivery of sensitive health care. People with disabilities (PWD): Poverty and disability are very closely linked. Currently, there is no accurate estimate of the extent of people with disabilities in Bangladesh. however a situation analysis of disability in Bangladesh, estimated that there were 6% of children below 18 years with disability and 14% of the population aged 18 years and above. Many of these disabilities are preventable, such as through actions on low birth-weight, malnutrition, iodine deficiency and skilled management of both complications. Disabled girls face multifaceted problems e.g. sexual abuse, unwanted pregnancies, marginalization in the family and society, have to be dependent on others for survival as they are unable to work. They have limited access to health services due to physical, psychological, social and economic barriers Elderly: People over the age of 60 years constitute 8% of the total population. They are a relatively neglected group in terms of health services planning and are likely to increase the numbers as life expectancy increases. The number of elderly women in Bangladesh increased from 0.83 million in 1951 to 4.48 million in 1996. Widowhood and poverty is prevalent among this group. Adolescents and youth: 30% of the population is in the age group 10 to 24 years. In Bangladesh, almost 35% of adolescents (15-19 yrs) have begun childbearing and of them 41.9% are below 16 years of age. Contraceptive use is low in these groups and professional care during pregnancy is low, leading to a high MMR. The PIP of MOHFW has identified poverty, violence, sexual exploitation of adolescent girls, family conflict, unwanted pregnancies, gender bias against girls, malnutrition and forced prostitution as a serious factors affecting this age group. Girls from poor families face various problems e.g. not able to complete school, inadequate nutrition, married off early, no voice, no information, dowry demand, violence, no contraception, early and risky pregnancies. Boys and young men also face similar problems e.g. lack of reproductive health information and services – making both groups vulnerable to HIV and STD infection. People living in flood prone areas: Poor people are the most adversely affected by flooding. This particularly affects food security and asset selling is common. Flooding causes major deterioration in the household health status of the poor. Data from households in seven flood affected upazilas found that incidence of disease was higher in the period after the flood. Children’s health was particularly badly affected. Other socially marginalized groups: These include people infected with HIV and suffering from AIDS, street children, sex workers, men who have sex with men and other groups living on the social margins. These groups are likely to suffer higher levels of poverty, which are compounded by stigmatization. They may also be transient. This makes them even less likely than other poor people to access health services. (See further Annex 10 for special programs for indigenous people) 4. Lack of “Voice” and participation in health system It has been recognized through successive sector programs that developing, improving and sustaining citizens’ voice is an essential component of improving responsiveness and accountability in the health, population, and nutrition sector. Citizens, especially the poor and vulnerable groups lack “voice” and effective participation in health services management and monitoring and are not able to ensure access and quality of health services. MOHFW has health management committees at facilities, however, these are dominated by elites and poor communities and women are not able to participate. Under HPSP, 17
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pilot user committees (health watch groups) were established at upazila and union levels, facilitated by NGOs. Although some of these run very effectively and have made progress in involving poor people and women in monitoring of health services, no national or district level monitoring structures are in place. Existing citizens voice initiatives in the health sector are therefore trapped at local level. B. HNPSP and SIP policies for reducing health inequalities The SIP lays out four broad policy directions which should have an impact on reducing health inequalities: Improving equity by shifting resource allocations to poorer districts (or districts with poor health outcomes: MOHFW is committed to resource allocation under the Poverty Reduction Strategy and will map allocations on to areas with greatest HNP needs. This will require strengthening capacity for propoor health planning at district and below district level through LLP initiative and devolution/deconcentration of financial and administrative power. Targeting and demand side subsidies: MOHFW has initiated demand-side subsidies pilot (voucher scheme for ANC and safe delivery) as an alternative way of reaching the poor. It is committed to developing further pilots. These may include grants to poor individuals and households and insurance based services for poor people. These entail specific targeting of individuals, households and vulnerable groups to enable them to purchase services for themselves from accredited providers of their choice. Improved household level data collection under local level planning and learning from pilot initiatives, will make it possible to target poor and vulnerable groups more effectively and develop interventions to improve health outcomes. Diversification of service provision. MOHFW will improve the quality and coverage of HNP services by moving towards more diversified service delivery through public-private partnerships. In particular, it will expand the scope of NGO services by contracting them in areas where they have a comparative advantage, especially to poor and vulnerable groups. Alongside this measures are proposed to improve service quality through use of appraisals, audit and accreditation. Intersectoral collaboration. MOHFW is committed to creating linkages to other ministries and programs which have a direct impact on the health status of the poor. These include water and sanitation, social welfare and social protection, education, women’s rights, violence against women, prevention of disability, road safety, occupational health hazards, awareness on HIV/AIDS, disaster management, and sustainable livelihoods. It is important to ensure that these inter-sectoral mechanisms are given the appropriate financial and institutional support to operate effectively. C. Monitoring MOHFW gender equity strategy MOHFW has a Gender Advisory Committee (GAC), chaired by the secretary, a Gender Issue Office (GIO) and Gender, NGO and Stakeholder Participation (GNSP) section, for mainstreaming gender, participation issues and enhancing Government-NGO partnership. MOHFW adopted a Gender Equity Mainstreaming (GEM) Strategy and Maternal Health Strategy in 2000, and relevant actions are being implemented through the operational plans. Technical experts will support implementation of GEM, stakeholder participation and Government –NGO partnership. These issues will be assessed annually and MOHFW together with GAC will monitor reduction of gender disparities in health outcomes, continue multi-sectoral dialogues on gender equity and expand initiatives to prevent violence against women (one stop crisis center – a multi-sectoral collaboration among Ministries of Women Affairs, Home, Law and MOHFW)
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D. Monitoring pro-poor health policy The government is committed to monitoring and addressing trends in health inequalities. The outcome indicators of HNPSP are closely aligned with the health MDG and the PRSP. The PRSP contains a strong focus on health with a series of strategic goals, which are highly relevant to poor and vulnerable groups. Resources will also be reallocated to districts of greatest need. In order to monitor pro poor outcomes, two levels of data disaggregation will be needed. Where appropriate, this will include disaggregation by socioeconomic status, gender and other markers of vulnerability. It will also be necessary to have some district level indicators to monitor the outcomes of revised budget allocations. While the shift to decentralized needs based allocations is a very significant shift in the direction of a pro poor health policy, it will still be important to look below district level to see which groups are benefiting. Some districts with relatively high income levels, such as Sylhet and Chittagong, have poor health indicators, particularly for maternal and child health. Bangladesh now has very substantial data resources to call upon for pro poor monitoring of health. This includes at least five national periodic surveys. A gender budget is also being developed. Data collection through local level planning offers considerable potential for district level monitoring. Monitoring for poverty reduction needs to be brought together with sectoral initiatives on pro-poor targeting. Structures and mechanisms are needed to provide a sound basis for strategic linking of HNSP activities to PRSP goals. Linkages are needed between existing bodies concerned with poverty reduction and with health sector improvements. This includes the GED of the Planning Commission which has a poverty focal point for tracking progress in poverty reduction and meeting the MDG, and the newly formed National Poverty Reduction Council. The WHO and MOHFW are facilitating a Macro-economic Commission on Health. These bodies will need to provide the framework for intersectoral links. E. Establishing mechanism for voice and participation SIP and PIP stress the importance of sustained community and stakeholder participation by promoting a network of user groups at local linked to a Health Service Users Forum at national level. It will be important to link this network with international research and advocacy forums for strengthening rights based approaches in service delivery and attaining MDG. The National Forum would represent the voices of users to government. It would be an apex body, linking different levels of citizens voice up from community level. In order for such a structure to be effective, dedicated personnel will be required to translate the different existing and fragmented initiatives into a coherent framework with capacity to act strategically. A Health Service Users Forum Secretariat will be set up at the national level, facilitated by a civil society organization that has credibility and legitimacy both within civil society and the government. There are already a number of government initiatives, which can be taken up by this Forum, including the Patients Charter of Rights.
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Annex 2: Major Related Projects Financed by the Bank and/or other Agencies BANGLADESH: HNP Sector Program Sl. No



Project ID



Name



Objective



DO ratings



IP ratings



Bank Financed 1.



P074966



Primary Education Development Program II



to improve quality, equitable access, and efficiency in primary education



S



S



3.



P044876



Female Secondary School Assis. II



Improve the quality of, and girls access to, secondary education in rural areas



S



S



4.



P075016



Public Procurement Reform Project



to improve governance in public procurement, thereby increasing efficiency, transparency, and accountability,



S



S



2.



P053578



Social Investment Program Project



to develop effective and efficient financing and institutional arrangements for improving the access to local infrastructure and basic services



S



S



7.



P069933



HIV/AIDS Prevention



control the spread of HIV infection within high risk groups and to limit its spread to the general population



S



S



6.



P057833



Air Quality Management Project



to develop components of urban air quality management to reduce human exposure to vehicular air pollution



S



S



5.



P050752



Post-Literacy and Continuing Education



U



S



8.



P050751



National Nutrition Program



S



S



11.



P037857



Health and Population Program



increase the functional application of literacy skills by providing post-literacy and continuing education to neo-literates Sustainable improvement in birth-weights and in nutrition status of vulnerable groups through appropriate use by individuals and households of nutrition services that are increasingly managed by local communities. to improve the coverage and quality of essential health and family planning services for vulnerable groups, particularly poor women and children.



S



S



10.



P050745



Arsenic Mitigation Water Supply



to reduce mortality and morbidity in rural and urban populations caused by arsenic contamination of groundwater



S



S



12.



Credit no 2735



Bangladesh Integrated Nutrition Project



Duration 1995-2002



S S=Satisfactory



Major ongoing projects of other development agencies 1.



Urban primary health Care project



Financed by ADB



2.



Integrated nutrition project



Implemented by Plan International



3.



Integrated horticulture and Nutrition Development project



Financed by FAO/ UNDP; implemented by M/o Agriculture



4.



Prevention of HIV/AIDS among young people in Bangladesh



Financed by GFATM 2nd round



5.



National Tuberculosis Program



Financed by GFATM 3rd round
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S U=Unsatisfactory



Annex 3A: Results Framework and Monitoring BANGLADESH: HNP Sector Program



PDO Increase availability and utilization of usercentered, effective, efficient, equitable, affordable and accessible quality HNP services.



Results Framework Outcome Indicators - Proportion of total MOHFW expenditure allocated to the 25% poorest districts (increasing to 40%) - Utilization rate of ESD of the two lowest income quintiles (from 55% to 65% by 2010)



Intermediate Results One per Component Component One: Accelerating achievement of MDG/PRSP outcomes and population policy



Component Two: Meeting emerging HNP sector challenges



Component Three: Advancing HNP sector modernization



Use of Outcome Information Lessons for strengthening HNP services and for scaling-up new strategies; Documenting progress in the health sector.



Use of Results Monitoring - Proportion of births attended by skilled personnel (from 25% to 40 % by 2010) - TB case detection rate (from 41% to 70% by 2010) - % of children 1-5 receiving Vit. A supplements during the last 6 months - Share of total govt. expenditure allocated to MOHFW expenditure (from 5% to 10%) - NCD strategy developed and implemented as per details in results framework - Proportion of contracts awarded within initial bid validity period (95% from 2006 onwards) - HS,FP and P-MIS delivering management information according to specifications - DSF pilots on schedule as per details in results framework



Component One: For program monitoring and redirection through APR process Component Two: For program monitoring and redirection through APR process



Component Three: For program monitoring and redirection through APR process



The results framework presented on the following pages will be used by GOB and DP for Monitoring and Evaluation of the overall HNP sector program.
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ARRANGEMENT FOR RESULTS MONITORING19 Target values 2003 2004 2005 Base Component 1: MDG and i-PRSP output and efficiency indicators 11.5 16 20.5 % births attended by skilled personnel % DPT3 coverage 72 85 90



Indicators



% measles immunization % children 1-5 receiving Vit.-A supplements in last 6 months % women on long lasting birth control methods



2006



25 90



75.7 89



29.5 90



2008



34 90



2009



38.5 95



80 89



13.3



Contraceptive prevalence rate



2007



Data Collection and Reporting



47.3



90



90



Increase



Increase



Increase



Increase



Age at first birth



Base



TB case detection rate



41%



70



TB cure rate



84%



85



% U5 using bed-nets (in endemic areas)






% of 15-24 year olds who used a condom with non regular partners



Base



20



25



35.3



Increase



Increase



% adults (age 15-55) who use tobacco



Base



Decrease



Decrease



% women receive counseling after injury



Base



Increase



Increase



Number of public awareness messages on injury/accident per capita



Base



Increase



Increase 10% Increase



90 Increas e Increas e



70



2010 Target 43 95 >80



90 Increase Increase



70



90 Increas e Increas e



70



>90



70



70% 85%



30 Increas e Decrea se Increas e Increas e 10% Increas e



Target? Increase Decrease Increase Increase 10% Increase



Increas e Decrea se Increas e Increas e 10% Increas e



Target? Decrease Increase Increase 10% Increase



Base



10% Increase



56 80 295 48 27



53.3 76 287 46 26



50.6 72 279 44 25



47.9 68 271 42 24



45.1 64 264 40 23



42.4 60 256 38 22



39.7 56 248 36 21



37 52 240 34 20



3.2/3



3.1



2.9



2.8



2.6



2.5



2.4



2.2



29



33



37



41



70



75



78



80



% Blood screened before transfusion



Frequency and Reports



Data collection instruments



Responsibility for data collection



Annual Annual Annual



MOHFW



Annual



RHIS RHIS EPI Coverage Survey RHIS



MOHFW



Annual



RHIS/BDHS



MOHFW



Annual



RHIS/ BDHS



MOHFW



3 years Annual



MOHFW MOHFW



Annual



BDHS National TB Control Program National TB Control Program BDHS/ malaria control NASP survey



3 years



BDHS survey



MOHFW



Annual



RHIS



MOHFW



Annual



NGO reports



MOHFW



Annually



APR



SBTP/NASP



HNPSP Evaluation; BDHS data; Performance audits; Annual performance reviews and qualitative studies, MMR survey



MOHFW; ICDDRB/IMED; TA for MIS;



Annual Annual



MOHFW



MONFW MOHFW MOHFW



Outcome/impact indicators: IMR (per 1,000) U5MR (per 1,000) MMR (per 100,000) U5% underweight % severe stunting (24-60 M) Total fertility rate 19



1



Met need for EOC (%) 13 17 whenever 21feasible and25 All indicators disaggregated by gender and wealth-quintiles relevant. % increase in utilization of HNP services by 55 55 60 65 the two lowest quintiles
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Annual from APRs; Periodic from evaluation surveys



Component II: Meeting Emerging HNP Sector Challenges 1. Improving disaster response Emergency Health Response Strategy implemented and working to agreed standards 3 Urban health service development Urban HNP strategy developed and implemented



2005



2006 Strategy agreed



2007 Implemen ted



2008 In operation



2009 In operatio n



2010 In operation



Strategy developed and agreed based on MOU



Implemen ted



Implemen ted



Implem ented



Strategy developed



Consultati on. work plans Develpmt.



Implemen tation



Implemen tation



Guideline s approved by MOHFW …



5% Facilities implemen ting



10% Facilities



2%



10%



Annually



Program audit



MOHFW/External consultants



Implemen ted



Annually



Administrative Records/APR



MOHFW



Implem entation



In operation



Annually



APR



MOHFW



30% Facilities



70% Facilitie s



100% Facilities



Annually



APR



MOHFW



30%



50%



70%



80%



Program audit Annually



Program audit



MOHFW/TA PSO



Legal/inst itutional arrangeme nts in place Strategy developed



Pilot and evaluation (5 hospitals)



Scalingup (10 hosp)



20



30



Annually



Survey?



MOHFW with TA



Implemen ted



Implemen ted



Implem ented



Implemen ted



Annually



Administrative Records/APR



Piloted & eval. in x



Scaled-up



Scaled-up



Scaledup



Scaled-up



Annually



Evaluation reports/APR



Other NCD prevention strategy developed and implemented



4. Health care waste management Environment action plan



Develo ped



(safeguard indicator)



Component III: Health sector modernization 2. Improve disease surveillance % of districts with disease surveillance reports 5.Local level planning Expansion of hospital autonomy



Strategy for local-level planning developed and implemented Feasibility study for financial decentralisaton to district level



Conducte d in 4
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PSO



Planning Wing Directorated PSO FMU PSO



districts



districts



6. Diversifying service provision Regulatory framework (including quality assurance) for non public providers



Work started on developm ent



Accreditation system for public and private service providers



Develope d



piloted



20% coverage



Commissioning ESD from nonpublic providers through MSA



MSA in place



15M$ being contracted Fully functional



20M$



Establishment of Performance Monitoring Agency (PMA) for commissioning of non-public providers 7. Demand-side financing Demand side financing models (including voucher schemes, user fees, social and private insurance etc) piloted and evaluated 8. Budget management Share of total govt. budget allocated to MOHFW budget MOHFW HNP ADP budget compared to HNP actual expenditure GOB and DP) Proportion of total MOHFW expenditure allocated to the 25% poorest districts 100% of audit objections fully settled within 12 months after completion of fiscal year Proportion of users in the two lowest quintiles who receive consultation and drug treatment free of charge in public health facilities Medium term expenditure framework 9. Sector management Institutional arrangements for integration of nutrition in to SWAp at national and district



5%



6%



Framew ork in place by end 2005 30% coverag e 30M$



Enforced



Annually



APR



MOHFW PSO



40% coverage



Annually from 2008



APR?



MOHFW



Annually



Category specified in DCA



MOHFW/PSO



35M$



Annually



Piloted



Piloted



. Evaluated



Scale up Evaluated



Scale up Evaluat ed



8%



10%



10%



10%



10%



10%



Sequential increase



Implemen ted Base establishe d



Arrangem ents finalized;



Annually



Administrative records and evaluation reports



MOHFW/PSO with TA



Annually



PETS?



GOB/MOF



Annually



Sequential increase



Base



MOHFW



Implemen ted



Implem ented



40%



Annually



PETS



MOHFW



Implemen ted



Annually



PA



MOHFW with external TA



Annually



PER, PETS, Survey



MOHFW with TA and DP assistance



Sequential increase



In place



In place



In place



In place



Annually



APR



MOHFW/MOF?



In place



In place



In place



In place



Annually



APR



MOHFW with MOE and MOF
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levels designed and agreed Institutional arrangements for integration of HIV/AIDS in to SWAp at national and district levels designed and agreed Regulatory framework (including quality assurance) for pharmaceuticals in place Proportion of health care utilisation at CCs and/or Satellite Clinics and/or EPI spots UHFWCs UHCs District Hospitals and Medical College Hospitals by two poorest SES quintiles among attendees Steps taken to improve presence of staff present at Upazila level Implementation of improved planning and budgeting procedures to agreed specifications



Jt GOB/DP monitoring and evaluation System for APR reviewed and agreed revisions implemented



Arrangem ents finalized; Designed



Base establishe d



Base



In place



Agreed Drug ordinance revised Sequential increase



% of staff present Operation al plan guideline and proforma revision reflect move towards 3 year rolling plan, inter—LD collaborat ion, financing sources Manual for APR process and performan ce audit



In place



In place



In place



Enforced



Sequential increase



Sequentia l increase



% of staf present



Sequent ial increase



% of staff present



Monitorin g system for poverty and health piloted



Sequential increase



Annually



APR



MOHFW with MOE and MOF



Annually



APR



MOHFW



Annually



APR



MOHFW/PSO



Bi-Annually



Sample survey alternate years



MOHFW



Annually



APR



MOHFW with Planning Commission and MOF



Annually/Periodic



APR, Evaluation reports



MOHFW/HEU IMED & Independent evaluation
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developed and agreed



Agency, PSO and DPs



APR conducted as per agreed scope and time schedule



Evaluatio n design finalized; Baseline measurem ents completed HS, FP and P-MIS delivering management information to agreed specifications



Performance audits linking finance and performance



Institutional arrangements for community and stakeholder participation (HSUF= Health Service Users Forum)



Tribal HNP Plan (safeguard indicator)



10. Aid management Memorandum of Understanding agreed, signed and implemented



Arra nge ment s for HSU F agre ed Acti on plan &ins tituti onal arra nge ment final ized



Baseline info; Capacity assessmen t/strengthe ning TORs and Tools designed and agreed HSUF secretariat in place



Capacity strengthen ing; Data flowing



Capacity strengthen ing; Data flowing



Followon evaluatio n measurem ents and report Capacity strengthe ned; Data flowing



Implemen ted



Implemen ted



5% HCF



THNPP Steering Committe e formed.



HNP baseline data on tribal populatio n establishe d and incorporat ed into MIS



Follow-on evaluation measurem ents and report Capacity strengthen ed; Data flowing



Annually and quarterly



APR and HMIS reports



DGHS, DGFP/HEU PSO



Implemen ted



Capacit y strength ened; Data flowing Implem ented



Implemen ted



Annually



PA report



MOHFW with TA



10%HCF



20%HCF



30%HC



50%HCF



Annually



APR



MOHFW



10% tribal HCF



20% tribal HCF



30% tribal HCF



50% tribal HCF



Annually



APR



¿???



Half yearly meetings as part of yearly planning and monitoring cycle



Administrative records



GOB and DPs



June 2005 signed



Use of GOB procedure s, and in so far not,
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% of performance based finances disbursed



Sequential increase



Sequential increase



Sequential increase



Sequentia l increase



PSO established and functional



Establishe d



Fully functional



Fully functional



Fully functional



Strategy implemen ted



Sequent ial increase Fully functio nal



PDs fully harmonize d and simplified procedure s Sequential increase Fully functional



Annually



APR



MOHFW/HEU with TA and DPs



Annually



APR



MOHFW



Annually



APR, Performance audit



MOHFW, PSO,



Annually after 2006



APR



MOHFW



Annually/quarterly



APR, Procurement reports APR, procurement reports



MOHFW/PSO/P MCL MOHFW/PSO/P MCL



APR, procurement reports APR, procurement reports



MOHFW/PSO/P MCL MOHFW/PSO/P MCL



11. Human resources HR task Force est; Strategy implemen ted Incentives study and consultati on process done



Strategy implemen ted



Strategy implemen ted



Action plan for agreed options developed



Action plan piloted



Introduce d



Introdu ced



Introduce d



Base level



80%



>95%



>95%



>95%



>95%



>95%



Base level



80%



>95%



>95%



>95%



>95%



>95%



Base



Not >1



HR Task Force established with TORsand operational



Performance-linked staff incentive systems in-place 12. Procurement and logistics Contracts awarded within initial bid validity period Proportion of commodities distributed by DGHS and DGFP versus received by service delivery provider Reducing Misprocurement20 Letter of credit be opened (when applicable) within 14 days of signing the contract



Strateg y implem ented



Strategy implemen ted l



Annually/quarterly



Base level



Not >1



0



0



0



0



Annually/quarterly Annually/quarterly



100%



100%



100%



100%



100%



100%



This results framework will need to be agreed upon and updated on an annual basis through the APR process.
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Misprocurement is defined as “ The action of canceling that portion of the loan/credit for which goods, works and services have not been procured in accordance with the agreed provisions in the credit/agreement”.



42



Annex 3B. Logical Framework for HNPSP BANGLADESH: HNP Sector Program This framework will be used by a majority of the DP in the HNP Sector for monitoring and evaluating their support to HNPSP. IDA will use the Results Framework, as outlined on the previous pages. This LogFrame has been added to make the PAD a document which can be used by all DP. OBJECTIVE



DESCRIPTION



Overall Goal



Poverty eradication (PRSP goal)



Goal



DESCRIPTION OF INDICATOR



INDICATOR



Decrease in PROPORTION OF THE % rural and urban poverty by POPULATION living on less then 1 gender and socio-economic $ a day grouping



The goal of HNPSP is sustainable improvement of health, nutrition and family welfare status of Budget share the population of Bangladesh, especially vulnerable , e.g. the poor, women, the children and the elderly



Share of total Government budget allocated to MOHFW



Proportion of total MOHFW Pro poor MOHFW budget allocative expenditures allocated to 25% efficiency poorest districts



Results



MEANS OF VERIFICATON



1. Health interventions that address key biological, social and 1a) Utilization of ESP(ESD?) environmental services by the poor determinants for MDG receive priority resource allocation in PIP



Utilization of ESP(ESD?) services at all service levels in public and NGO facilities, by the two lowest quintiles



ASSUMPTIONS/RISKS



PRSP is used as policy instrument Positive economic development



BDHS



PRSP finalized with agreed MTEF Inter ministerial response to i-PRSP



PETS, BDHS



Resource allocation is needs based



Urban Primary Health Project delivers BDHS, special primary care for the urban population, i.e. the poor. Improved collaboration study (UPHCPII), SDS between Private ad Public Health Sector



1b) IMR (per 100,000)



BDHS, special Functional coordination at provider study (UPHCPII) level is effective



1c) U5MR (per 1,000)



BDHS, special Equity, Gender and Stakeholder study (UPHCPII) Participation is mainstreamed
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OBJECTIVE



DESCRIPTION



DESCRIPTION OF INDICATOR



INDICATOR 1d) MMR (per 100,000)



MEANS OF VERIFICATON BDHS, special study (UPHCPII)



1e) U5% underweight and stunted



BDHS, special study (UPHCPII)



1f) Total Fertility Rate



BDHS, special study (UPHCPII)



1g) Condom use 2. The ten policy responses (SIP) are implemented in line with 2a) Dynamics of implementation action plan and three year rolling PIP



ASSUMPTIONS/RISKS



% of 15-24 years old who used a condom at last intercourse NACP with regular and non-regular partner 70% of milestones as set forth Inter-ministerial and High level in the PPP are completed within PPP, revised PIP, committees support reform activities APR 6 months of deadline during that are outside the HNPSP condition first 2 years, 90% thereafter



70% of agreed Bonus payment 2b) MOHFW utilizes budget for TA disbursed to GOB annually SEO against performance
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New institutional structures (PSO, MSA) are effective relative to their TOR



OBJECTIVE



DESCRIPTION



DESCRIPTION OF INDICATOR



MEANS OF ASSUMPTIONS/RISKS VERIFICATON 2c) Specific and agreed Performance Share of total govt. expenditure Minutes of No negative impact of DSF/provider Indicator meetings diversification on public provider is allocated to MOHFW observed expenditure (%) Proportion of total MOHFW expenditure allocated to the 25% poorest districts (%) M & E function established (baseline measurement established and HIS capacity strengthened) 100% of audit objections fully settled within 12 months after completion of fiscal year Utilization rate of ESD of the two lowest income quintile (%) Proportion of contracts awarded within initial bid validity period (%) Proportion of births attended by skilled personnel (%) Vitamin A coverage (%) TB case detection rate (%) % blood sample screen before transfusion INDICATOR



Accreditation improves quality of care Sector Diversification measures support shift from "illness treatment" to "health promotion" paradigm 3. "Core" health services provision are improved at 3a) Budget allocation to ESP the margin to costeffective, equitable and accessible levels



>=70%% of total MOHFW budget reserves applied to ESP(ESD?) delivery annually
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PIP revision, APR, SDS



All relevant and significant Public Health Functions are sufficiently addressed under " core services"



OBJECTIVE



DESCRIPTION



DESCRIPTION OF INDICATOR



INDICATOR



MEANS OF VERIFICATON



ASSUMPTIONS/RISKS



3b) Staff absenteeism



Absence rate of service provider Sentinel against established posts at surveillance public facilities (Upazila and below) less then 20% by 2006



Agencies to manage the non-routine data collection are contracted and deliver



3c) Staff posting



Service provider positions at Upazila and below are filled by 2007 according to needs based APR assessment and provider skill mix analysis



GOB contracts sufficient TA to advance implementation process



3d) Essential Drugs



less than 20% stock out of 5 essential drugs (TB, vaccines, contraceptives, Vit. A, ORS) at SDS district, thana, union and community clinic levels by 2010



Decentralization reform initiatives are not locked by outside (MOHFW) interference



3e) Equipment



Non-availability of three key equipments at district and below SDS facility levels less then 20% by 2010 for cesarean section



3f) Facility Maintenance



Operating theatre, ambulance and generator in working SDS condition 80% of time by 2010



3g) Civil Works



Any increase in Infrastructure Survey, PETS capacity is needs based by 2005



3h) Upazila Service accessibility



3i) Client satisfaction index



3j) Gender



Upazila HC are fully operational SDS according to needs by 2008 % clients satisfied with service provision at public, NGO and SDS Private facilities (aggregate measure) All Public Health facilities offer SDS Gender sensitive services by 2010
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OBJECTIVE



DESCRIPTION



1.1 Reduce maternal, neonatal, childhood Sets of activities mortality and improving 1.1.1 Met EOC need maternal and childhood nutrition



1.1.2 Deliveries attended by skilled personnel (facility or home)



1.1.3 Unsafe abortion



1.2 Reducing TFR to replacement levels



DESCRIPTION OF INDICATOR



INDICATOR



MEANS OF VERIFICATON



percentage increase in utilization of EOC facilities by APR the pregnant women by 2010 percentage of deliveries of target population conducted by skilled personnel (excluding DHS TBAs) during the last one year. Disaggregated by socioeconomic status. % of women who attend to Survey unskilled providers for MR



1.1.4 ANC coverage



percentage of pregnant women that sought ANC. Disaggregated DHS by socio-economic status.



1.1.5 IMCI strategy scaled up and implemented



percentage of Upazila/Thana (UHC/THCs) that have adopted UNICEF and introduced IMCI strategy



1.1.6 Vitamin A coverage



Proportion of children 9 to 59 months, pregnant and lactating mothers receiving Vitamin A DHS capsules twice a year / last six months



1.2.1 CPR with proportions for method mix



1.2.2 Discontinuation rate of contraception



percentage of currently married couples aged 15-49 years who are currently using APR contraception (specified by method) percentage of eligible couples aged 15-49 years who DHS discontinued use of (modern) contraceptive methods.
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ASSUMPTIONS/RISKS



Gender issues are mainstreamed in other Line Ministries



No increase in foeticide



OBJECTIVE



DESCRIPTION



1.3 Reducing the burden 1.3.1 TB Case detection rate of TB, Malaria, and preventing and controlling HIV/AIDS 1.3.2 STD prevalence



1.3.3 Malaria prevention 1.3.4 Safe Blood Transfusion 1.4 The prevention and control of major noncommunicable diseases (NCDs)



DESCRIPTION OF INDICATOR



INDICATOR



MEANS OF VERIFICATON



Annual TB case detection rate of smear positive incidence NTBP cases. Disaggregated by gender and socio-economic status percentage of syphilis cases among targeted groups: sex workers, MSM, truck drivers, and ANC seekers % households with treated bed nets in malaria endemic areas % Blood samples in Public / Private facilities screened



NACP



Survey NACP



1.4.1 Cervical cancer screening % women accurately diagnosed Survey, MIS with cervical cancer



1.4.2 Diabetes Mellitus



1.4.3 Cardio-vascular diseases 1.5 Reducing injuries and 1.5.1 VAW implementing improvements in emergency services



Number of BCC activities that address biological and behavioral determinants of DM Number of BCC activities that address biological and behavioral determinants of CVDs % of women who receive counseling after injury disaggregated by age and socioeconomic status



1.5.2 Road Safety



Number of Public awareness messages on injury/accident per capita



1.5.3 Prevention of drowning



Number of deaths due to drowning disaggregated by gender and age
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ASSUMPTIONS/RISKS Demand side barriers to access can be overcome



OBJECTIVE



DESCRIPTION



DESCRIPTION OF INDICATOR



INDICATOR



2.1 Improving the health 2.1.1 Emergency Health Response Strategy developed by 2006, Strategy implemented and working implemented by 2007. response to disasters to agreed standards 2.2 Improve Disease 2.2.1 Monthly reports on notifiable 10% by 2005, 100% by 2010 surveillance CDCs available on a monthly basis 2.3.1 High-level MOLGRDC/ MOHFW Co-ordination Committee Bi-annual meetings held by 2.3 Urban Health Service for Urban HNP Services meeting and 2006 development addressing Primary Care and Public Health Issues 2.3.2 Urban (primary, secondary, tertiary) health strategy including Strategy developed by 2006, institutional structure development implemented by 2007 (MOHFW and MOLG) developed and adopted 2.4 Health Care Waste Management



2.4.1 Environmental action plan



Plan developed by 2004, guidelines approved by 2005 and plan implemented at 5% facilities in 2006; 100% in 2010



2.5 LLP



2.5.1 Expansion in Hospital autonomy



Legal/Institutional framework in place by 2006, piloted in 2007 and scaled up in 2008



2.5.2 Strategy for Local level planning developed



Strategy developed by 2006, implemented by 2007



2.5.3 Feasibility study for financial decentralization to district level



study conducted in 4 districts by 2005, piloted in 2006 and scaled up by 2007



2.6.1 Regulatory framework 2.6 Diversifying Service (including QA) for non public Provision providers 2.6.2 Strategy and plans for capacity for contracting services



Framework developed by 2005, implemented by 2006 Capacity plan developed by 2005, piloted by 2006 and scaled up by 2007



2.6.3 Accreditation system for public Piloted by 2007, 40% coverage and private secondary hospitals in by 2010 place
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MEANS OF VERIFICATON



ASSUMPTIONS/RISKS



OBJECTIVE



DESCRIPTION



DESCRIPTION OF INDICATOR



INDICATOR



MEANS OF VERIFICATON



ASSUMPTIONS/RISKS



2.6.4 Number of Upazilas where non Study completed annually by public providers deliver ESD of 2006, acceptable quality 2.6.5 Commissioning ESD from non- Total contract value to nonpublic providers public provider 10 M$ by 2006, 35 M$ by 2010 2.6.6 Establishment of management support agency for delivery of non- Fully functional by 2005 public service provision 2.6.7 Establishment of Performance Monitoring Agency (PMA) for Fully functional by 2007 commissioning of non-public providers 2.7 Expanding DSF initiatives 2.8 Improved Budget management



2.7.1 Demand side financing models (including voucher scheme) piloted and evaluated 2.8.1 Share of total govt. budget allocated to MOHFW budget



Piloted by 2006, evaluated in 2007 and scaled up in 2008 6% by 2004, 8% by 2005, 10% by 2006



2.8.2 MOHFW HNP estimated budget compared to HNP actual expenditure GOB and DP) 2.8.3 Proportion of total MOHFW expenditure allocated to the 25% poorest districts 2.8.4 100% of audit objections fully settled within 12 months after completion of fiscal year 2.8.5 Proportion of users in the two lowest quintiles who pay for drugs and services in public facilities



In place by 2007



2.8.6 METF
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No negative impact of DSF/provider diversification on public provider is observed



OBJECTIVE



DESCRIPTION 2.9 Improved Sector Management



DESCRIPTION OF INDICATOR



INDICATOR 2.9.1 Institutional arrangements for integration of nutrition in to SWAp at national and district levels designed and agreed



Arrangements finalized by 2005, in place by 2007



2.9.2 Institutional arrangements for integration of HIV/AIDS in to Arrangements finalized by SWAp at national and district levels 2005, in place by 2007 designed and agreed 2.9.3 Regulatory framework (including quality assurance) for pharmaceuticals in place 2.9.4 Alternative models of health financing piloted and evaluated



Designed by 2005, agreed by 2006, enforced by 2007 piloted by 2006, evaluated in 2007 , scaled up in 2008 if evaluation is positive



2.9.5 Staff absenteeism rate at Upazila level 2.9.6 Implementation of improved planning and budgeting procedures to agreed specifications 2.9.7 Monitoring System reviewed and agreed revisions implemented



2.9.8 HS, FP and P-MIS delivering management information to agreed specifications



OP guideline and proforma revision reflect move towards 3 year rolling plan, inter—LD collaboration, financing sources by 2005 Manual for APR process and performance audit developed and agreed by 2005, APR conducted as per agreed scope and time schedule by 2007; Evaluation design finalized% Baseline measurements completed by 2005; Monitoring system for poverty and health piloted by 2006, Base line info available by 2005, capacity -building thereafter
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MEANS OF VERIFICATON



ASSUMPTIONS/RISKS



OBJECTIVE



DESCRIPTION



INDICATOR 2.9.9 Institutional arrangements for community and stakeholder participation safeguard indicator



2.10 Improved AID Management



2.10.1 Memorandum of Understanding agreed, signed and implemented 2.10.2 Performance audits



DESCRIPTION OF INDICATOR Institutional arrangements for Health Service users Forum agreed BY 2004, HSUF secretariat in place, 50% coverage by 2010 Signed by 2005



Performance audit plan developed by 2005, implemented by 2006



2.10.3% of performance based finances disbursed



2.11 Improved HR Management and Development



2.12 Improved Procurement services



3.1 ESD



2.10.4 PSO established and functional



PSO established by 2005, fully functional by 2006



2.11.1 HR Task Force established and operational



Established by 2005, operational by 2006



2.11.2 Performance-linked staff incentive systems in-place



Piloted in 2006, evaluated in 2007, scaled up in 2008 if positive



2.12.1 Contracts awarded within initial bid validity period 2.12.2 Proportion of commodities distributed by DGHS and DGFP versus received by service delivery institute 2.12.3 Reducing Mis-procurement



3.1.1 Systems Development



80% BY 2005, >95% BY 2006



District, Upazila, Thana and CC levels have a functional supervisory, logistics and referral system in place by 2010
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MEANS OF VERIFICATON



ASSUMPTIONS/RISKS



OBJECTIVE



DESCRIPTION



INDICATOR



3.2 Control 3.2.1 Selective interventions Communicable Diseases



3.3 Control NCD



3.3.1 Health Promotion



3.4 Public Health



3.41 Functions



3.5 Adolescent health



3.5.1 Mainstreaming



3.6 Violence and Injury



3.6.1 Awareness Campaigns



DESCRIPTION OF MEANS OF INDICATOR VERIFICATON Selective interventions that address key communicable diseases such as Kala Azar, Filariasis, Dengue, Malaria and HIV are designed and supported within the institutional framework of HNPSP and its partners The emergence of NCDs is annually addressed through effective and country-wide BCC campaigns Public health functions for the different service provision levels are defined and operational by 2008 The concept of adolescent as a separate and distinct group (to children and adults) is integrated in all service delivery, RH promotion and reporting instruments by 2008 Awareness campaign for the prevention of accidents and injuries are annually implemented; scaling up of One-Stop-Crisis centers



3.7 Health Promotion and BCC 3.8 School health



3.8.1 Screening



All primary students receive an annual health check



3.9 Environmental health 3.9.1 Action



Environmental pollution especially in the high density areas is addressed through an local level action plan by 2010



3.10 MIS



MIS system is delivering



3.10.1 Information dissemination
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ASSUMPTIONS/RISKS



OBJECTIVE



DESCRIPTION



INDICATOR



3.11 Nursing



3.11.1 Training



3.12 Pharmaceuticals



3.12.1 Policy revision



3.13 Laboratory services 3.13.1 QA



DESCRIPTION OF MEANS OF INDICATOR VERIFICATON monthly data for HNPSP performance measurement by 2006 Nurse to population ratio significantly increased by 2010 National drug policy is revised and implemented by 2006 National reference and quality control laboratory is established
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ASSUMPTIONS/RISKS



Annex 4: Detailed Project Description BANGLADESH: HNP Sector Program The project aims to assist GOB in the implementation of its Strategic Investment Plan 2003-2010 (SIP) for the HNPSP. It will do so in cooperation with a large group of DP through a SWAp of support, but with a clear focus on some components of the program. To achieve these objectives, the program will focus on three major areas: (i) Strengthening Public Health Sector Management and Stewardship Capacity, including development of pro-poor targeting measures as well as strengthening sector-wide governance mechanisms; (ii) Health Sector Diversification, including the development of new delivery channels for publicly and non-publicly financed services; (iii) Stimulating Demand of essential services by poor households, including health advocacy and demand-side financing options. HNPSP has a particular focus on services geared to the achievement of the four PRSP social development goals and targets that are within the mandate of MOHFW and are likely to contribute most to its Millennium Development Goals and emerging HNP challenges: • Reduce infant and under-five mortality rates by 65%, and eliminate gender disparity in child mortality; • Reduce the proportion of malnourished children under five by 50% and eliminate the gender disparity in child malnutrition. • Reduce maternal mortality rate by 75%; and • Ensure access to reproductive health services to all (PRSP March 2003). • Reduce Total Fertility with a view towards achievement of replacement level fertility by 2010; • Reduce the burden of TB, HIV/AIDS, malaria and other priority diseases (MDG 2000) and begin to tackle newer health threats and improve health risk protection by • Improving emergency services; and • Improving the prevention and control of non-communicable diseases. IDA will measure the success of its support by the same indicators as used in the SIP. The results framework (see Annex 3) contains some key indicators for inputs, outputs, process and health outcomes. Some of the outputs will be mayor benchmarks selected to measure progress in the health sector reforms supported under HNPSP. It also includes targets for key indicators and major program outputs for the various components, on the basis of which disbursements will be made to support the annual work program. The project has 3 components, which are closely interlinked. While the first component focuses on objectives for service delivery in the classical PHC domain and achieving the HNP MDG, the second responds by developing policies and strategies to the changing disease burden due to urbanization and aging of the population. The third component addresses major policy reforms and strategies in order to achieve better equity and efficiency in the HNP sector. Component 1: Accelerating achievement of HNP-related MDG and PRSP goals. The component supports the delivery of essential services (ESD). Such a package would focus on: (a) Reducing maternal, neonatal and childhood mortality and improving maternal and childhood nutrition Despite recent progress, maternal, neo-natal and childhood mortality rates remain high in Bangladesh. This is due to a combination of factors requiring multiple interventions, including poor maternal nutrition resulting in low-birthweight babies, undetected problems during pregnancy and delivery and the postnatal
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period and poor access to skilled attendance at delivery and emergency obstetric services for complications. Key strategies for reducing maternal mortality will be: • Social mobilization and counseling to raise awareness of problems during pregnancy, labour and the postnatal/neonatal period and obstetric complications and the need for adequate rest during pregnancy and nursing time. Most common causes of maternal deaths in Bangladesh are bleeding, sepsis, eclampsia, unsafe abortion, obstructed labor and indirect causes, which are aggravated by the ‘three delays’. BCC should also address the need for better maternal and early childhood nutrition. • Skilled birth attendance. Competency-based six-month training on basic midwifery for community health workers (FWAs and female HAs) has already begun. The expansion/scaling up from the piloting of the Skilled Birth Attendant (SBA) Training to a National SBA Training and Service Program up to the year 2010 has been agreed by MOHFW and will require funding. This national plan would increase the supply of certified and registered service providers from the government, private, and NGO sectors. They will be able to provide domiciliary maternal and neonatal services, safe home deliveries and newborn care. The qualified SBA are certified and registered. • Strengthening emergency obstetric services (mainly public and NGO). As foreseen in the 2001 National Strategy for Maternal Health, properly equipped and staffed EmOC services are required to handle obstetric complications. There is a need to strengthen Comprehensive EmOC at UHC and MCWC already serving as such centers and to increase the numbers of basic and comprehensive centers to ensure that properly equipped and staffed units are easily accessible in all parts of the country. • Health voucher programs to increase demand for maternal and neonatal health services and to insure against the costs normal delivery by a skilled provider and emergency obstetric care. The idea is that pregnant women would be given vouchers to purchase antenatal, normal delivery and postnatal services from a designated provider of their choice for the first and second pregnancy. The providers would be reimbursed for their services from a special fund when they present the vouchers. The voucher scheme will help avoid the three delays and will ensure timely referral of the complicated cases to an appropriate service provider. The Government, with technical support from WHO, has started a pilot program and DP have expressed interest in expanding the scope of health voucher pilot programs. Increased financial allocations to EmOC through normal budget processes will be required until and unless health vouchers become the main way in which public funds are directed towards safer delivery for mothers and their babies. Strategies for reduction of neonatal mortality. Improvement of MMR through public information, maternal care, skilled birth attendance and EmOC will also help in reducing NMR, because NMR reducing interventions are integrated components of the SBA Curriculum and EmOC interventions. Additional resources should be allocated to scale up the essential newborn care package and improved home care. Major strategies to reduce the childhood mortality will be: • Strengthen the existing routine EPI in addition to supplementary immunization activities as per need. • Social mobilization and counseling sessions will emphasize exclusive breastfeeding for first 6 months with early initiation and colostrum feeding and adequate and timely introduction of complementary feeding . • Scaling up the implementation of IMCI.—Key interventions for this are to provide the clinical management training for health care providers from first level to referral care level, ensure continuous supply of drugs through improved health management system and community based interventions to strengthen home care practices.



56



• •



Continue the existing ARI and CDD programme in non-IMCI areas of the country which will be phased out with the expansion of IMCI. Design interventions against drowning, the major cause of child death.



Key strategies to improve maternal and child nutrition: • Social mobilization and counseling sessions to support the important role of the adequate nutrition at national and community level to achieve sustainable improvements in birth weights and in the nutritional status of vulnerable groups through the adoption of new behaviors and the appropriate use of health services. • Social mobilization and counseling sessions for families on nutritional needs and proper household food preparation, particularly the girl child, girl adolescent and pregnant women and home-based food production through home gardening and animal husbandry and nutrition counseling for the adolescents, pregnant and lactating women that would cover the importance of adequate nutrition for themselves during pregnancy and lactation as well as preparation for exclusive breastfeeding. • Strengthen existing breastfeeding and complementary feeding activities and linking up with the global Infant and Young Child Feeding (IYCF) interventions, which promote exclusive breast feeding for 6 months and continue breastfeeding until 2 years with appropriate complementary feeding. The intervention will provide IYCF counseling particularly to pregnant and nursing mothers and address infant and young child feeding in normal and special circumstances (severe malnutrition, emergencies,). • Strengthen the IMCI package, so every sick child among those coming/referred to a health facility or seeking care from a service provider in the community is checked for malnutrition and provided with appropriate counseling /management.. • Further improve the coverage of vitamin-A supplementation every six month for all children 1-5 year of age, through NIDs or Vitamin A Weeks, and provide post-partum vitamin-A supplementation to newly delivered mothers. • Improve Iron folate supplementation to adolescent girls through the school health program and for pregnant women through the maternal health and SBA Services programs. • Promote increased consumption of micronutrient and anti-oxidant-rich food by all. • Increase coverage of deworming. • Prevention of chronic diet-related NCD. • Improved control of food quality and safety. • IDD control through salt iodization. (b) Reducing total fertility to replacement level Replacement level fertility was a GOB target for 2005, but the fertility plateau of the last decade has meant delay to 2010 at the earliest. Family planning use has been rising steadily during the 1990s, but, until 2004, without reduction in fertility. Further efforts are needed to shift family planning use patterns towards more effective, longer lasting, and lower cost clinical and permanent methods. Three key strategies for reducing TFR to replacement level will be: • Public information campaigns, and service quality improvements, to shift family planning use from short-term hormonal methods (oral pill) to longer-term, lower cost clinical methods (IUD), and permanent methods like sterilisation. Also increased provision of a variety of hormonal methods with proper counseling and treatment for side-effects and method switching. • Selective outreach services to urban slums, hard-to-reach and low-performing areas by well informed field staff who can effectively counsel couples to maximise continuation of temporary family planning methods, and minimise unnecessary method switching. With targeted household visits, there is particular scope to bring more high parity couples into the family planning program, as unmet need is high among them.
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Special programs will be developed to address adolescent reproductive health. Cross-sectoral efforts to provide alternative roles to young women outside of early marriage and childbearing, in particular greater access to education and employment:



The implementation of these strategies as reflected in future PIP will take full account of the major objectives set out in the National Population Policy recently approved by the Cabinet Subcommittee. (c) Reducing the burden of TB and malaria and preventing and controlling HIV/AIDS. While there has been substantial progress in disease prevention and control and a decline in childhood communicable diseases, new and old infectious diseases, such as malaria, tuberculosis and acquired immunodeficiency syndrome (AIDS) are important threats to health for the years ahead. With regards to Tuberculosis, Bangladesh ranks fourth on the list of the 22 highest TB burden countries in the world. About 70,000 patients are estimated to die of TB each year. Bangladesh is committed to achieve the international targets of detection of 70% of smear-positive patients and curing 85% of them by 2005. The countrywide prevalence survey that is planned for 2004/05 will serve as baseline for monitoring progress towards achievement of the 2015 target. Three major strategies for progress with TB control in Bangladesh: • Increase case detection while maintaining a high cure rate This requires strengthening of NTP management at central, divisional and district levels, intensifying effective NTP partnership and collaboration, expansion of diagnostic and treatment services, implementation of quality assurance of smear microscopy, implementation of BCC strategies and strengthening of monitoring and evaluation. • Improve the compliance of the private sector and academic institutions with the DOTS strategy through orientation of private and informal practitioners and conclusion of MOU. • Ensure uninterrupted supplies of drugs and laboratory supplies through improved procurement, storage and distribution. Malaria is one of the major public health problems in Bangladesh. A total population of 14.7 million are at highest risk. Drug resistance to chloroquine and sulphadoxine-pyramethamine is posing a serious problem. An estimated 1.0 million clinical cases are treated every year. The program envisages to achieve a 50% reduction of incidence and of deaths due to malaria by the year 2015. The main strategy for reducing the malaria disease burden will be intensified implementation of the Revised Malaria Control Strategy, i.e., • Early Diagnosis and Prompt Treatment (EDPT); • selective vector control; • promotion of Insecticide Treated Mosquito Nets (ITMN); • surveillance, information management and outbreak preparedness and control; and • community involvement and partnerships with NGOs and private sector under the Roll Back Malaria whose goal is to halve the burden of malaria by 2010.. HIV/AIDS first emerged in Bangladesh only in the mid-1990s. While Bangladesh remains a lowprevalence country, infection rates among commercial sex workers and intravenous drug users have been rising and had by 2002 reached the level of a concentrated epidemic. The four major components and strategies of the HIV/AIDS Prevention Program are: • Targeted interventions for high-risk group interventions, • Communication and advocacy, also in cooperation with other ministries, • Blood safety, and • Institutional strengthening.
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These remain valid and can be implemented, through FY 2005/06 within the existing resource framework for the HIV/AIDS Prevention Project (HAPP, Supported by IDA and DfID), as reflected in the current PIP. At the same time, the HIV/AIDS Prevention Project has been constrained in its absorptive capacity, particularly with regard to the procurement of NGO services on which the project design rests. DP support will address this constraint through increased attention to the Institutional Strengthening component of the HIV/AIDS Prevention Project. Bangladesh also receives resources for HIV/AIDS through the GFATM and USAID. The programs will be reviewed together and the various service delivery models used under these programs need to be compared and evaluated before a decision can be made about the best transition from HAPP to HNPSP. Component 2: Meeting emerging HNP sector challenges.



This component supports the development of policies and strategies for emerging challenges, and possibly implementation at a later stage, with a focus on: (a) Reducing injuries and implementing improvements in emergency services. HNP service have not yet fully adjusted to the rising incidence of industrial, road, and domestic accidents, nor to the high incidence of injuries due to violence. At the same time, the risks of environmental emergencies remain high and may be increasing. Improved emergency services were one of the two most common requirements expressed by consumers during consultation in preparation for the Conceptual Framework Paper. Government providers are likely to have a comparative advantage in the provision of emergency services, while the comparative advantage of NGO providers lies with campaigns for greater road, industrial, domestic and water safety and in advocacy and assistance related to violence against women. Four key strategies for reducing injuries and improving emergency services: • Public information campaigns and inter-sectoral health promotion to improve road, water and industrial safety and to raise community awareness of domestic injuries, including injuries due to violence. Qualified NGOs will be commissioned to devise and implement these campaigns along with GOB. • Provision of medical, counseling and legal assistance to women victims of violence, as is already practiced by one-stop crisis centers at Dhaka and Rajshahi Medical College Hospitals and by partner NGOs the Urban Primary Health Care Project complemented by advocacy for violence prevention, as undertaken by BRAC. • Investments in emergency care facilities in locations where risks of a medical emergency are highest. In many rural areas this would involve development of casualty units at existing upazila and districtlevel facilities. There may also be a need to construct new specialized units in urban areas and along main highways. These investments would need to be planned carefully, also with reference to data on numbers and locations of traffic accidents available from the Bangladesh Road Transport Authority. As the demand for emergency services is unpredictable on a day-to-day basis, there would also be a need to create a co-ordination mechanism to ensure even and high utilization rates. The running costs of these investments would need to be estimated to ensure that they were affordable. The private sector will also be encouraged to provide emergency care. • Publicly financed insurance against catastrophic treatment costs. The costs of care for serious medical emergencies are likely to impose an insufferable financial burden on poor families and their relatives, plunging them into permanent penury. This is a new but important call on the HNP sector budget to finance increased allocations for emergency care. MOHFW will develop a policy. (b) The prevention and control of major non-communicable diseases (NCD).
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The rising proportional burden of NCD in Bangladesh, because of the epidemiologic transition, requires an adjustment in the priorities for the HNP sector. Among the NCD, cardio-vascular diseases (ischemic heart disease, hypertension and stroke), diabetes mellitus, cancer and chronic respiratory diseases deserve priority attention. They are amenable to cost-effective prevention and improved management. Five key strategies for improving the prevention and control of NCD: • An assessment of the disease burden of major NCD and their common risk factors should be carried out. Data should also be generated for mental illness. The cost implications for the poor should also be estimated to support rational and socially equitable resource allocations. • Public information campaigns to increase awareness of the risks of smoking, unhealthy diet (particularly inadequacy of fruit and vegetables and excess of salt) and physical inactivity. Private or NGO providers are likely to have a comparative advantage in devising and implementing such campaigns and might be commissioned to do so. Health promotion and inter-sectoral cooperation is needed to address the determinants of the NCD. • Improved screening for the early detection of obesity (particularly abdominal obesity), hypertension and diabetes. • Improved diagnosis and management for these major NCD should be promoted. The Bangladesh Medical Association has important roles to play in ensuring that their members are familiar with the appropriate regimes. • Publicly financed insurance against emergency treatment costs of NCD may be justified as they impose large costs on poor families. Ways need to be found, possibly by using health vouchers of ensuring that poor families are protected from these costs. (c) Urban health service development. While urban health receives funds through ADB support, further policy and strategy development is needed. HNPSP will provide the framework for this. Despite the rapid growth of urban preventive and primary health services in recent years, unmet health needs remain. There is a particularly important gap in the provision of secondary (inpatient) care for routine interventions, although the private sector is making an increasing important contribution. In addition, there are increasing requirements for improved prison health care services that the Ministry of Home Affairs has difficulty in providing. In the medium to long term, an Urban Health Development Plan is required that would rationalise and improve infrastructure and service delivery strategies, incorporating government, private and NGO contributions and defining the appropriate roles for MOLGRDC and MOHFW. As part of such a Plan, the financing of urban health services deserves re-examination. Overall, public funding for urban health services is inadequate and new financing options need to be developed. Over the next five years, MOHFW will move forward on the following fronts: • Improve liaison between DGHS and DFP and municipal authorities • Provide clinical staff to the Ministry of Home Affairs for prison services • Open discussions with MOLGRDC with a view to developing an integrated urban health development plan • Consider the case and carry out a feasibility study for a Centre of Excellence to be established at the National Medical University in Dhaka or other tertiary care level facilities. (d) Improve the HNP response to disasters. Bangladesh is one of the most highly natural disaster-prone countries in the world. Natural disasters like tropical cyclones, floods and tidal surges have not only claimed hundreds and thousands of lives, but have also resulted in a huge economic loss of property and have adversely affected the health, environment and welfare of the population. The Emergency Preparedness and Response (EPR) programme under the
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Director, Disease Control, DGHS, with active co-operation of related department agencies and institutions, is responsible for preparatory capacity building and logistics arrangements and for adequate response during emergencies. A broad, co-ordinated inter-sectoral response is required. However, within the HNP sector, a number of measures can be initiated quickly and sustained over the next five years: • Improvements in intersectoral liaison and co-ordination: Advocacy of improved intersectoral mechanisms to co-ordinate responses to emergencies • Improvements in co-ordination within the HNP sector: Strengthened communication and coordination mechanisms within DHS and between DHS and municipal authorities, the armed forces, NGOs and civil society • Improvements in the management of emergency stocks: Improved location, maintenance and turnover of emergency stocks, including for water purification and the control of water-borne and parasitic diseases. • Advocacy for and participation in the development of a co-ordinated risk management plan.



Component 3: Advancing HNP sector modernization. In the coming years MOHFW will focus more on its public health functions of policy formulation, information gathering, surveillance, quality control and enforcing regulations, health promotion and multi-sectoral action for health. The Ministry will also start making a distinction between provision and purchasing of HNP services. The following three subcomponent are all linked to this vision. (a) public health sector management and stewardship capacity. MOHFW wishes to intensify and extend investments in improved professional management skills. It has identified five functions that need to be developed further: • planning and monitoring functions, in close liaison with the Financial Management and Audit Unit, to ensure that PIPs and Operational Plans are prepared in line with this Strategic Investment Plan and implemented according to agreed performance indicators; •



information management, most importantly the management information required to monitor the performance of the sector (public and private) and to identify priority interventions to improve its efficiency, equity and effectiveness;



•



reform management, including developing reform proposals and design, initiating them and assessing the results in terms of efficiency improvements;



•



aid management responsible for the co-ordination of aid proposals, the proper use of pooled and nonpooled aid funds and the provision of respective activity and expenditure reports, the latter from the FMAU, to Development Partners; and



•



the management of contracts and commissions with private and NGO providers.



The organizational arrangements required to embed these functions most effectively require further discussion and, in due course, will be incorporated in the appropriate Operational Plans. The set-up of an enhanced and coordinated management/HNP information system will be carried out as one of the first such arrangements. However, each will require significant investments in human resources and skills within MOHFW and an effective change management process. Improving budget management through developing a formal resource planning, or MTEF, process in achieving the HNP sector’s strategic objectives. Developing this medium term budgeting perspective through an MTEF-type process will provide a mechanism for the sector to begin to build linkages between capital and recurrent budgets, development and revenue budgets and between government and other (internal and external) sources of funding. It is proposed to remedy allocative inefficiencies in a
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step-wise manner over the next five years towards an allocative formula, initially based on per capita district budgets, later weighted by poverty-related health indicators. Decentralisation and local level planning. Major targets have been established, agreed and accepted for the 2003/04-05/06 period covering maternal and infant/child mortality, fertility rates, malnutrition and communicable disease control. The next step is to ensure that each of the various departments, directorates and administrative bodies that comprise the health sector in Bangladesh understand clearly and agree on their contribution to achieving these stated goals, on the basis of step-wise delegation of responsibility against agreed work plans and budgets beginning with the management of the recurrent non-staff budget, followed by the small-item capital budget, followed by the recurrent staff budget and with it delegated authority for staff recruitment and management. Progress to each next step will be preceded by training and accreditation and demonstrated competence at each level. Improvements in organisational and individual performance will require capacity building at all levels, which will take time. The implications also for those in the centre who will be taking on new roles in policy formulation, regulation, resource allocation and performance management will need to be considered. Decentralisation of authority to the managers of large facilities will build on valuable, though mixed, lessons learned from work in Sylhet and Chittagong Medical College Hospitals. An umbrella bill for Hospital Autonomy is in the final stages of drafting. In terms of decentralisation to districts, a pilot programme in six districts represents the first steps in this process. Budgets are being prepared on the basis of Local-level Planning with stakeholder participation. Local-level planning needs to be strengthened and supported at the district and upazila levels by giving district-level HNP Service Development Committees more responsibility for raising and allocating funds and for the delivery of services at their respective levels. (b) Health sector diversification. MOHFW and municipalities need to develop capabilities to become active service purchasers in partnership with NGOs and private providers. These purchases need to be well informed about cost and quality and to be accompanied by the capability to assess outputs and outcomes. MOHFW need to ensure quality and does need to develop a capability for pro-active service contract management so that it can enter the market itself to compensate for gaps in service provision, to promote comparative advantage in service provision and to provide incentives for innovations that will help to improve co-ordination. The latter is particularly true for ensuring better referral mechanisms to secondary or tertiary services. MOHFW will begin to tackle this important and complex issue, in collaboration with professional associations and large NGO HNP service providers, with the aim of improving the evaluation of service quality and cost and by supporting clinical training, quality circles and other means to motivate providers to supply the highest quality services. The pattern of service provision will be adjusted over time by the increasing use of contracts and commissions for NGOs to provide primary care in more remote and under-served areas, where they have a comparative advantage, and for private providers to offer secondary and tertiary services for poor people where they can do so cost-effectively and at high quality. If current experiments in ‘demand-side financing’ are successful (see below) and can be extended, the incentives facing HNP service providers will shift significantly over the next decade as more services are purchased by the Government on behalf of poorer consumers. There will be greater competition between providers and there will be an increasing tendency for providers to offer services within the scope of their comparative advantage. The Government will be able to target its limited resources more sharply towards its key clients and towards the most important services where consumption is sub-optimal. As the supply of services from private and NGO providers grows, the Government will be able to concentrate more on providing the services in which it has a comparative advantage.
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However, such changes will also bring challenges in terms of service quality management and in terms of the knowledge consumers need to choose the providers best able to help them. (c) Stimulating demand for HNP services. This will be achieved by a greater concentration of public funds and attention on effective communication, education and information strategies. They will be focused on improving the image of the HNP sector, and the prevention, early detection and management of key health problems (safe delivery and appropriate new-born care, HIV/AIDS, tuberculosis, malaria, respiratory and cardio-vascular disease) and on promoting healthy life-styles and behaviors (better maternal and childhood nutrition, effective family planning, reduced smoking, improved domestic, road, water and industrial safety). Public information campaigns will utilise both modern and traditional communication methods. The campaigns will be complemented by active multisectoral health promotion to deal with determinants of poor health. The foundation for these activities is provided by Bangladesh’s internationally reputed competencies for health promotion and health communication strategies. The work begun on introducing the teaching of healthy behaviors into schools will be intensified. A new emphasis will be placed on the early recognition of health threatening conditions and behaviors. The comparative advantage of NGOs and the for-profit private sector in providing communication services will be exploited to the full. Expanding demand-side financing initiatives. Increasing attention is being given to ways of subsidising the consumption of important health services. A number of local and community financing schemes already include an element of ‘demand-side’ financing. In addition, an important trial has been started by MOHFW with support from Development Partners, including WHO, in the use of vouchers, which allow eligible poor pregnant women to purchase maternal health services. If effective in terms of targeting and impact, this and other schemes will be expanded in geographical scope and extended to other priority services for poor people. This is to be a major priority for the next five years. Issues still to be resolved include the selection of voucher recipients, accreditation of providers and administration of the funds used to reimburse service providers.
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Annex 5: Project Costs BANGLADESH: HNPSP TABLE 5.1 Bangladesh: Health, Nutrition and Population Sector Program Indicative Financing Plan (Million of USD)1 YEAR 0 YEAR 1 YEAR 2 YEAR 3 YEAR 4 YEAR 5 2004-05 2005-06 2006-07 2007-08 2008-09 2009-10



TOTAL



HNPSP Expenditure Plans2 Recurrent cost Capital Investment cost Financing sources IDA credit and grants from co-financiers 3 Non-pool financiers and other project aid 2 Government Additional contribution required



601.6 468.5 133.1



615.2 525.2 90.0



676.5 571.9 104.6



739.5 626.0 113.5



804.1 681.0 123.1



869.3 734.8 134.5



4306.2 3607.4 698.7



361.6 -



615.2 100.2



676.5 131.1



739.5 157.1



804.1 181.6



869.3 190.2



4306.2 760.2



-



113.3



113.3



113.3



113.3



113.2



566.5



361.6 (240.0)



401.7 -



432.1 -



469.1 -



509.2 -



552.9 (13.0)



2726.6 (253.0)



Source: Strategic Investment Plan, MOHFW, and WB/ DP’s reports. Support starts Notes: 1/ IDA (USD 200 m.), EU (EUROS 108 m.), DfID (GBP 100 m.), Royal Netherlands Embassy (EURO 40 m.), Sida-Sweden (MSEK 500), CIDA USD 12.7 m, UNFPA USD 1 m. 2/ Adjusted based on SIP requirements (see table 5.2 and 5.3) 3/ Exchange rates at 11/26/04. The calculation used a forecasted exchange rate based on a depreciation rate of 3.73% annually, which is the average rate registered from 1991/92 to 2003/04.
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TABLE 5.2 Indicative HNPSP Expenditure Plan by Economic Type and Area of Expenditure FY 2004-05 to FY 2009-10 (Recurrent and Capital) In Million USD



2004-05 (budget-HNPSP Expenditure Plans Base Year) Recurrent expenditure 468.5 Core HNP services 468.5 Accelerated services Strategic investments Capital expenditure 133.1 Core HNP services 133.1 Accelerated services1 Strategic investments1 Total HNPSP Expenditure Plans 601.6 Inter-annual growth (%)



2005-06 2006-07 2007-08 2008-09 2009-10 2005-2010 (expenditu (expenditu (expenditu (expenditu (expenditu Grand re plan) re plan) re plan) re plan) re plan) Total 525.2 571.9 626.0 681.0 734.8 3607.4 492.4 527.8 571.6 619.2 670.7 3350.2 18.9 20.8 20.5 20.0 23.7 103.8 13.8 23.4 33.9 41.9 40.5 153.4 90.0 104.6 113.5 123.1 134.5 698.7 88.4 102.5 111.5 121.2 131.8 688.4 0.87 1.41 1.45 1.47 1.55 6.8 0.77 0.61 0.59 0.44 1.14 3.6 615.2 6



676.5 14



739.5 13



804.1 13



869.3 12



4306.2



Source: Strategic Investment Plan 2005-2010, MOHFW, November, 2004 Elaborated based on the basis of the estimated exchange rate 2005-2010



TABLE 5.3 Indicative HNPSP Expenditure Plans By Budget Source, Area of Expenditure and Source of Financing FY 2004-05 to FY 2009-10 In Million USD



AREA OF EXPENDITURE



2004-05



2005-06



2006-07



2007-08



2008-09



2009-10



GRAND TOTAL



REVENUE Development Core Services GOB Project Aid (DP assistance) Accelerated Services (DP assistance) New Investment (DP assistance) Total GOB Contribution Expected DP Support to the SIP



270.3



322.5



348.2



376.1



406.1



438.5



2161.7



331.3 91.3 240.0



258.3 79.2 179.1



282.1 83.9 198.2



307.0 93.0 214.0



334.3 103.1 231.1



363.9 114.3 249.6



1877.0 564.9 1312.1



601.6



19.8 14.6 615.2



22.2 24.0 676.5



21.9 34.4 739.5



21.5 42.3 804.1



25.2 41.6 869.3



110.6 156.9 4306.2



361.6 240.0



401.7 213.5



432.1 244.4



469.1 270.4



509.2 294.9



552.9 316.4



2726.6 1579.6



Source: Strategic Investment Plan 2005-2010, MOHFW, November, 2004 Elaborated based on the basis of the estimated exchange rate 2005-2010 The SIP and PIP contain detailed cost information by program component.
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TOTAL HNPSP SUPPORT



Ministry of Health & Family Welfare Health, Nutrition & Population Sector Programme (HNPSP) Government of Bangladesh Contribution [$2.365 b. ] Japanese Debt Cancellation ($100 m)



POOL FINANCIERS



NON-POOL FINANCIERS



Development Partners [$760.2 m.]



Development Partners [$260 m.]



CIDA (Canada) ($12.7 m.) DfID ($188.7 m.) EC ($130.1 m.) IDA ($300 m.) Netherlands ($53.1 m.) Sida ($74.6 m.) UNFPA ($1.0 m.)



German Government ($15.9 m.) Japanese Government ($60 m.) UNICEF ($48.5 m.) UNFPA ($35 m.) WHO ($46 m.) CIDA ($50.8 m.) Sida ($3.8 m.)



Ministry of Local Govt., Rural Development & Cooperatives



DP [$96.5 m.] ADB[$50 m. ] DfID [$28.3m. ] EU [$13.2 m. ] Sida [$5 m.]



MOF / ERD/MOHFW/ MLGRDC



USAID [$210 m.] Rural/urban ESP activity funded through NGOs



Urban Health Project ESD NGO service delivery funded MOLGRD&C



HNP DEVELOPMENT PARTNER CONSORTIUM: ALL MULTILATERAL AND BILATERAL DP INTRA-COORDINATION Programme Support Office (PSO) located in the Ministry of Health & Family Welfare: Coordination of DP financing contributions 66



Annex 6: Implementation Arrangements In order to sustain a positive and efficient GOB and DP partnership to support the HNP Sector Program a Partnership Arrangement (PA) has been drawn. (See Figure 1 for Governance Structure and table 1 for the attached roles). The PA has the following main characteristics: • MOHFW leads the implementation of the HNPSP and the design and management of DP support, including technical assistance; • No separate project implementation unit will be created; • MOHFW will establish an advisory Program Support Office (PSO), staffed by TA; • “Pooling” financiers will provide sector-wide support for priorities defined by MOHFW in the SIP (2003-2010) and the PIP (2003-2006), updated by a Preliminary Program Document, through trust funds managed by WB. Other financiers will provide parallel support to HNPSP; • “Pooled funds” refers to the IDA credit and co-financing grants, channeled through the World Bank, for the financing of the HNPSP. • The HNP Consortium will provide for inter-DP coordination. A Secretariat office may be established to support the functions of the chair of the HNP Consortium. WB, pool financiers and other DP contributors will all be members of the HNP Consortium. HNP Consortium The Consortium aims to coordinate and streamline actions and procedures amongst collaborating and/or co-financing DP on the one hand, and between DP and the GOB on the other. In its communication with GOB the Consortium will always attempt to speak with one voice through its chair. This will reduce opportunity cost in policy dialogue and free-up valuable analytical and coordination capacity on the side of both DP and GOB. DP are organized in Local Consultative Group (LCG), with various subgroups for various sectors or areas of interest. The HNP Consortium is synonymous with the LCG sub-group ‘Health’ and shall act accordingly. The main purpose of the HNP partnership arrangement is to ensure the sustainability of a positive and efficient GOB-DP partnership to support HNPSP, in terms of coordination, policy dialogue and strategic agreements. Such an arrangement will also include rules for DP coordination for the DP amongst themselves. Program Support Office PSO will be located in and managed by MOHFW in order to promote and support the implementation of HNPSP. The main functions of PSO are: assist the Secretary for Health and the Joint Chief Planning in the design and management of all TA, in the coordination and supervision of HNPSP. PSO will strengthen capacity of the Planning Wing to supervise the Operational Plan development process, budget allocation and revision process. PSO will be headed by a Coordinator. Any staff position in PSO will be filled through a competitive process, as specified in the TOR of PSO and will be hired with project funds. The personnel of PSO will be composed by: PSO Coordinator, technical specialists, an administrative and procurement supporting group, information system specialists, and a project specialist. PSO will report directly to the Secretary, MOHFW for high policy matters and consult with relevant head of units within MOHFW for daily managerial and technical support. The creation and sustenance of PSO until program completion will be a condition for continued pooled DP support. PSO will be appropriately staffed with the right mix of professionals, who will be selected by MOHFW primarily for their technical expertise, and in agreement with the pool financiers. The operation of PSO will be financed by IDA and pooling DP support.
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Management Support Agency (MSA) for diversification of service provision A key strategy of MOHFW outlined in the SIP is to strengthen GOB stewardship role to harness and to use the comparative advantages of the NGO and private sector to deliver services especially for primary and secondary care related services in areas that are currently underserved. DP support will create a disbursement category in the HNPSP support for non-government, private providers and local government as a complementary source of quality health service provision. GOB will promote other legal and institutional arrangements as established in its action plan for the first year of the HNPSP support to ensure proper standards and a monitoring and evaluation system. Increasing the supply of accredited or approved NGO providers will increase consumer choice, and thus strengthen consumer voice, allowing them to exit poorly run services in favor of more efficient providers. GOB will hire through an international competitive process an MSA that would manage the contracting, monitoring and financing of non-government and private providers. This financing approach would allow the commissioning of service provision to non public providers. Special disbursement financial management arrangements (including a separate account) will be established to transfer resources directly from category 2 to the contracting agency. MSA will establish a uniform and transparent system for making contracts for ESD that include the procurement of essential drugs, and monitoring and evaluation of contract performance. The mechanism will encourage NGO provider networks with capacity building skills to partner weaker organizations in order to build the quality of their service provision. MOHFW will also contract an independent monitoring and evaluation agency to learn lessons across different pilots. Similarly, provider accreditation for suppliers of DSF services can be managed under the same agency arrangements as for NGO contracting out. Agreed steps which are required for MSA to operationalise DSF pilots are as follows: Draw up detailed instruments and specifications for procurement and contract management and design and scale of pilots Undertake costing exercise for different packages of DSF interventions (preliminary costings suggest figures from $11-$33 million over three years for three to five different types of pilots) Manage call for proposals and assessment and selection of successful contractors Initiate a third party monitoring mechanism Agree on a governance structure, including a technical advisory group and a high-level committee with government and development partner membership. HNP Trust Funds As the designated lead financier amongst DP for HNPSP, the World Bank’s guidelines have been followed by DP for project preparation and will be followed during implementation. As administrator of the “pooled” funds (co-financing), the Bank is responsible for all actions related to fiduciary aspects of the trust funds. Legal agreements between WB and the Co-financiers will define the trust fund objectives and mechanisms, as well as the rights and liabilities of each party. The main functions of the WB are: financial management of Trust Funds, application of procurement guidelines, disbursement of funds, financial and performance audit, end of project report and monitoring compliance, and reporting to DP. Bank supervision could be strengthened through separate DP financing. Policy dialogue remains the responsibility of individual DP. Performance-based Financing (PBF) and HNPSP Financing Plan The overall umbrella of the sector wide HNPSP will comprise and coordinate different forms of DPcontributions (pooled – parallel – project aid financing, pooled – bilateral or multilateral TA). GOB has identified the need for strengthened financial management and will move towards a unified sector budget
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while concurrently addressing the efficiency issues. A total DP contribution of USD 1.32 billion for the HNP sector is estimated through the period 2005-2010 with 57.3% financed by the pool fund, non-pool fund (19.6%) and parallel project aid (23.1%). To support SIP priorities, the DP who are pooling fund propose to provide financial support in line with the following principles: a) DP financing will provide an annual baseline of financial support and will earmark a expenditure category to ensure the policy strategy of diversification of service provision which is a key pillar of the SIP 2005-2010; b) DP contribution may agree with the GOB in matching budget for some key essential commodities as a way of protecting expenditures in defined priority areas; c) In order to promote achievements of key outcomes of HNPSP, it was agreed that a percentage of the pooled funds will be allocated to a specific category (Category 1), disbursement from which would be based on achievements measured annually by certain performance indicators. Disbursement of funds from this category will be made only if the performance is satisfactory and only if two “necessary conditions for success” (NCS, see below) have been fulfilled. The percentage of the disbursement would be determined from year to year depending on the level of performance. d) Parallel financing remains available to finance other selected interventions, such as Urban Health, some TA, health financing options among others. e) HNPSP support will be results-based. Every year, pool financiers will contribute an agreed upon proportion of the actual MOHFW expenditure as baseline financing. Starting in the second year of support, the proportion of baseline financing may decrease if the agreements are not met. The agreed NCS comprise the following: (a) the functioning of the PSO in MOHFW, and (b) establishment of MSA which will manage the funds of the category 2 on behalf of MOHFW. The GOB and DP will agree in transferring the undisbursed amount from Category 1 and 2 to alternative uses if they are not used by MOHFW as planned in the disbursement schedule. At the beginning of every year from the second year of support, an Annual Program Review will be commissioned by the APR SC to define the achievement of the program based on a measurable list of agreed indicators. The APR SC will be chaired by the Secretary, MOHFW. The APR report will be drafted by a group of independent consultants. This team will recommend the proportion of the Category 1 to be disbursed based on performance according to agreed criteria, if NCS have been met. The performance criteria associated with this category will be defined and agreed annually by GOB, WB and pool financiers. During the first year of support the performance indicators will be the following: - Share of total government expenditure allocated to MOHFW expenditure (%) - Proportion of total MOHFW expenditure allocated to the 25% poorest districts (%) - Utilization rate of ESD among the two lowest income quintile (%) - Proportion of contracts awarded within initial bid validity period (%) - Proportion of births attended by skilled personnel (%) - TB case detection rate (%)
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Governance arrangements: Roles and Responsibilities ACTIVITIES



HNP CONSORTIUM with its SECRETARIAT OFFICE



1. POLICY DP intra-coordination follow up DP-GOB sector policy dialogue DP assistance coordination 2. TRUST FUND MANAGEMENT Financial Management of trust funds Disbursement Procurement and Fiduciary Performance Audit 3. PROGRAMME PREPARATION, SUPERVISION AND COORDINATION Design and preparation activities and monitoring and supervision of the pool Trust Fund Project Analytical and Advisory Activity (AAA) and impact assessments Quarterly financial management reports and ICR Coordination of analytical work and studies elaborated by DP Supervision of Operational Plan Development Process, budget Allocation and revision process. Program coordination and supervision (i.e. coordinate performance of the program in coordination with the line directors of MOHFW, ensure auditing of project accounts, prepare periodic reports and participate in WB supervision missions). Evaluation of OP and APR Annual Program Report consultation Sharing information 4. TECHNICAL ASSISTANCE SUPPORT Design and management of pooled TA (i.e. preparing TOR for the hiring of consultants, providing technical assistance to MOHFW units). Organization and coordination of non-pool TA Provision of technical inputs to MOHFW
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NON-POOL FINANCIERS



THE WORLD BANK FOR POOL FINANCIERS



MOHFW with TA from PROGRAM SUPPORT OFFICE (PSO)



MINISTRY OF HEALTH & FAMILY WELFARE PSO1 Program Supervision TA Mgmt & Design DP Assistance Coordination



GOB –DP (Non-Pool financiers) Coordination



Working Groups Technical Inputs



HNP CONSORTIUM 3 Inter-DP Coordination HNP Consortium Chairperson (Secretariat Office) 4 Administrative support to chairperson’s activities



1 2



GOB –WB (pool financiers) Coordination



HNP TRUST FUNDS (administered by World Bank) Portfolio Mgmt (supervision, fiduciary, procurement) 6



NON-POOL FINANCIERS 7



Program Support Office (PSO) in MOHFW and functionally and administratively reporting to the Secretary, MOHFW Pool financiers: CIDA, IDA, DfID, Netherlands, EU, Sida, UNFPA.



3



Coordination network consisting of major multilateral and bilateral agencies working in the HNP sector. It includes Pool and Non-Pool financiers. Location & funding arrangements of the Secretariat office to be decided by the HNP Consortium. Key functions are as follow: Organization of APR, stakeholder consultation, coordinate work of DP-GOB technical ask forces and working groups (see Table 1). 5 It does not exclude bilateral policy dialogue between GOB and pool financiers on other issues not related to the HNP Trust Fund portfolio. 6 Quarterly financial statement reports to Pool financiers. 4



7



UNICEF, UNFPA, WHO, JICA, KfW/GTZ, CIDA, USAID and ADB
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Annex 7: Financial Management and Disbursement Arrangements BANGLADESH: HNP Sector Program 1.



Financial Management Assessment



(i) Introduction To support the Health and Population Sector Program (HPSP) of the Ministry of Health and Family Welfare (MOHFW) introduced in 1998, efficient and effective sector specific changes in financial management were recommended. MOHFW has implemented some of the changes like establishment of a Management Accounting Unit (MAU), introduction of HPSP Handbook on Financial Management, revision of delegation of financial powers, staff training, formation of Budget Committee and New Classification Structure and Cost Center Codes for HPSP and Line Directorates (LD). However, because a number of other recommendations remained unimplemented for years, there are weak controls and poor management in the entire program. The issues related to weak controls and poor management need to be identified and addressed through a time-bound action plan and require strong commitment for implementation from Government of Bangladesh (GOB). The financial management assessment was carried out to examine existing flow of funds, accounting, reporting in all the tiers of the operation, their consolidation and reconciliation system, accountability and sanctions mechanism and identifies systemic and sector specific risks and recommends appropriate intervention to mitigate the risk and improve the overall system. With the measures taken listed in the FM improvement plan, MOHFW will have a financial management system which can adequately account for all resources and expenditure. In brief, the assessment has focused on how a reliable financial management system in MOHFW can accurately account for all receipts and uses of funds by depending on the existing government system and ensure a system of sound planning and budgeting timely accounting, reporting and auditing and culminate in a process of taking corrective action. (ii) Public Sector Financial Management Accountable and efficient management of public funds is a key to good governance. The PFM system in Bangladesh is not capable of managing public funds effectively, and accountability is not well understood or practiced at all levels of the system. In recent years, GOB has made considerable progress in public financial management. The Financial Management Reform Program (FMRP) and other reform initiatives supported by developments partners demonstrate GOB’s continuous thrust to improve public expenditure management and financial accountability that requires more transparency, sound internal controls at all levels, accounting, information on service provided and timely action where mismanagement is found. Despite commendable progress, the overall financial management system of the GOB still remains highly regulations driven, input and process oriented rather than results or outcomes focused. Access to information is restricted, capacity to act timely is practically non-existent and credible sanctions when transgressions occur is particularly weak. The oversight bodies and C&AG report have repeatedly pointed out waste, fraud and misuse of public funds but to little effect. Despite GOB’s attempts to develop a sound financial management framework for the health sector, much remains to be done for making sector financial management system effective and sustainable.
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(iii) Lessons Learnt With introduction of Health And Population Sector program in 1998, the project driven approach has been replaced by a sector wide management program, under which MOHFW business is managed under defined program components covering operations throughout the country. MOHFW was the first pilot ministry for the Reforms in Budgeting and Expenditure Control Project (RIBEC). A Management Accounting Unit, now known as Financial Management and Audit Unit (FMAU) was first established in MOHFW. The purpose of establishing the FMAU was to provide a complete and accurate financial picture of MOHFW activities by capturing expenditure information for development projects covering funds from donor and GOB sources and meet MOHFW’s financial management requirements in the context of sector wide program approach. A modified version of the GOB accounting classification was created and a standard reporting format was introduced. The main problem of MOHFW financial management relates to the failure to establish the basic institutional framework required for sustainable systems management and development. To date, the institutional weakness of the FMAU has not been resolved due to issues of control and management of Comptroller General of Accounts (CGA) staff currently seconded to MOHFW. The control of the personnel rests with CGA making it difficult for MOHFW to ensure staff accountability. The merger of Program Finance Cell (PFC) and Accounts, Reports and Information Technology (ARIT) Cell into FMAU has had little effect. With 37 temporary staff funded by development budget, PFC is functioning more or less in the same way as before. PFC is a bill passing and payment authority for the pooled fund and at the same time responsible for internal audit- thus performing tasks with a conflict of interest. The internal audit by PFC covers only development budget, while MOHFW’s internal audit team conducts internal audit on revenue budget. Even with such split of internal audit function covering development and revenue expenditure between two units, the internal audit has not been effective. Financial Management in Line Directorates is weak due to lack of enforcement of financial rules and regulations in maintaining accounts and records. This has led to huge reconciliation problems in accounting offices making accurate SOE preparation difficult for the sector. External or constitutionally mandated audit is complicated because of the fact that in health sector three directorates of the C&AG are involved to conduct audit. Donor funded projects are audited by Foreign Aided project Audit Directorate (FAPAD), GOB funded activities in the health sector covering revenue is audited by Local and Revenue audit Directorate and GOB funds in the sectoral program spent through the CGA system is audited by Civil Audit Directorate. The number of unresolved audit objections continues to be a matter of concern. This is due in part to lack of understanding by the FAPAD of the nature of accounting process for the SWAp. Responding to audit objections by spending offices at district and Upazila level proved to be extremely time consuming. Non availability of supporting documents for expenditure incurred directly by DP remained another major concern throughout HPSP implementation which has resulted in a number of unresolved audit objections. Based on the lessons learnt and FM assessment in the health sector, an action plan has been agreed for further strengthening of the sector FM system. It is outlined at the end of this assessment.
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2.



Summary of Risk Analysis



Risk Inherent Risk: The impact of the audit is lost because of large number of audit observations, poor system of resolution and an emphasis on the settlement of audit observations instead of the content of the audit observations.



Risk Rating



Mitigation Measures -Agreement reached on scope, coverage and reporting on audit with the Auditor General. Draft TOR have already been shared with AG. -DP to focus on the critical audit observations and follow through on them to their logical conclusion. -To expedite resolution of audit observations, MOHFW to circulate audit reports to all concerned within 15 days of receipt. -MOHFW to draw up a response and an action plan on audit report within three months of the receipt of the audit report.



H



Inadequate accounting and reporting capacity at FMAU due to absence of unified command. Control Risk: Control Risk FMAU do not have appropriate staff, especially to work on computer-based financial systems and is still dependent on consultants leading to risk of sustainability and effectiveness.



M



FMAU staff to be under the overall supervision of the Principal Accounting Officer, i.e. Secretary MOHFW.



S



Agreement between DfID and MOHFW for plan that covers staff recruitment, training and actions for FMAU sustainability and effectiveness.



A unit that is responsible for approving the bills also conducts the internal audit, thereby creating a conflict of interest. System Risk: The Management Accounting Consolidation System (MACS) system lacks administrative modules which keeps it from becoming fully operational without involvement of donor funded Consultants who may not always be available. Overall Risk rating



H



3.



Agreement to contract out Internal audit functions covering both development and revenue and discontinue the existing internal audit function by two groups – PFC and internal audit team of MOHFW. Agreement between DfID and MOHFW to further upgrade the MACS through FMRP.



L



H



Strengths and Weaknesses



(i) Strengths HNPSP will have the following strengths in the area of financial management: • Already outlined, disseminated and practiced sector specific financial rules and regulations • MOHFW’s experience in implementing sector program and its financial management requirements including the FM requirements of the donors
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• •



An already established and operational Financial Management Unit in MOHFW. A FM Manual stating sector specific FM rules and regulations. A computerized financial management system.



(ii) Weaknesses HNPSP appears to have the following weaknesses: • Inadequate financial management capability at the Directorate levels. • Inadequately trained human resources. • Delayed preparation of SOE by the DDO and LD often based on inaccurate information. • Inadequate monitoring of financial reports at the ministry and LD levels leading to absence of realistic cash forecast, need based yearly budget estimates and improper review of performance indicators. • Weak assets and inventory management • Inappropriate internal control and auditing mechanism, weak external audit resolution mechanism Based on the FM assessment and lessons learnt, the overall FM arrangement for the sector including specific interventions to address the above weaknesses are outlined below. 4.



Implementing Entities



(i) MOHFW MOHFW will have overall responsibility for HNPSP implementation and management of DP support, including technical assistance. MOHFW will establish a Program Support Office (PSO), staffed by TA for coordinating program activities. The PSO will closely liaise with the DP and the FMAU on financial management issues. (ii) Line Directors According to the sector framework, the Line Directors are the line managers who implement the program with policy and administrative guidance from MOHFW. Under HNPSP, the sector activities have been grouped into 37 programs with 37 Operational Plans (OPs) to be implemented by 37 Line directors. 5.



Fund Flow Arrangements



The chart below captures the funds flow arrangements for the program from pooled funds.



76



Pooled Funds



Pooled Donors



Quarterly FMRs MOHFW to DP



IDA and Trust Funds held at On the basis of FMRs Forex Account held by GOB (MOF)



GOB’s Budget System (Including GOB Resources)



MOHFW Expenditure Pooled Funds: (i) IDA will administer the pooled funds on behalf of all the pool donors. (ii) Based on annual performance review of HNPSP, MOHFW and DP, by April 15th of each year, will estimate financing share for both GOB and pooled donors for the following fiscal year for all disbursement categories. (iii) GOB will open a FOREX account with the Central Bank for HNPSP. (iv) For the first disbursement, an amount of donors’ share of six months estimated expenditure of the program will be deposited into the FOREX account. (v) GOB’s budgetary channels will then be used to make funds – both the pooled donors’ share and GOB share available to the spending units. (vi) On the basis of monthly expenditure, GOB will draw funds from the FOREX account to its consolidated fund. (vii) At the end of the quarter, DP would replenish the FOREX account on the basis of FMRs – including a statement on funds required for the next six months. (viii) GOB can also request a payment to be made through a special commitment or directly from IDA to a supplier.
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Non-pooled Funds The non-pool donors may use different mechanisms for making funds available to the program. Some of the possible options could be (a) funds made available to the program by making direct payment to the contractors, suppliers and consultants under bi-lateral agreements with the Government; (b) Non-pool donors disburse funds to Line Directors for specific program expenditure; (c) separate FOREX or special accounts could be created for each non-pool donor and (d) reimburse GOB for the expenditure incurred. Option (c) is the preferred option for MOF. However, while submitting FMRs to the DP on a quarterly basis, MOHFW will have to report the entire expenditure on the sector - separately identifying the expenditure of non-pool donors and the combined expenditure of GOB and pool donors. Release of funds to cost centers With the change of planning process, a new fund release and disbursement procedure has been followed in the implementation of HPSP under the Sector Wide Approach. According to the new procedure of fund release and disbursement, MOHFW releases funds for three quarters at a time by issuing a single order at the beginning of the year treating HPSP as a single program for the purposes of funds release. This procedure helped avoid the bureaucratic delays of the fund release system within MOHFW. The same fund flow procedures would be continued in HNPSP. For the fourth quarter fund release, MOHFW has to submit to the MOF a number of utilization reports reflecting usage of donors and Govt. funds by LD. The MOF does not release fund for fourth quarter unless information regarding the previously released fund for the first three quarters is provided. The main problem causing delay in fund release is the late collection of SOE showing donors expenditure from multiple cost centers i.e. DDO as mainstream accounting system does not account for donors expenditure. As a result, LD cannot submit their SOE consolidating DDO expenditure to MOHFW timely. Late release of the fourth quarter fund poses a serious risk in terms of potential funds leakage and accounting. Part of this problem will be addressed as pooled funds flow through the Govt. systems. However, the issue with non-pool donors will remain. MOHFW needs to streamline the reporting on the entire sector expenditure to avoid this delay. Funding from LD to DDO at Regional Level , Districts and Upazilas According to existing GOB system of release of funds, LD disburse funds to various cost centers, i.e. Drawing & Disbursement Officer at Regional levels , District and Upazila quarterly on the basis of approved Administrative Order (AO) for each Operational Plan. The Chief Accounts Officer (CAO)of MOHFW transmits copies of the AO to the Divisional Comptroller of Accounts (DCA), District Accounts Officer (DAO) and Upazila Accounts Officer for ensuring that expenditures are consistent with approved spending. As the fund release and disbursement records are still done on a paper-based system, they are subject to time lags and inadequate monitoring of actual expenditure against disbursed budget. A computerized Fund Disbursement system was developed by the FMAU in order to automate the disbursement and record keeping procedure. However, it has not been implemented in most of the LD. It is recommended that Financial Management Improvement Component of the program will provide TA for this. 6.



Co-Financing and Financing Arrangements



(i)



Annual Program Review will determine donors’ yearly contribution to HNPSP. Legal agreements between IDA and Pooled donors will lay down the terms and conditions of



78



co-financing arrangements for donor funds managed by IDA. Pooled donors will not be able to participate in a particular year if funds are not received by IDA at the time of determining the financing percentage. (ii)



There will be a MOU between DP and GOB outlining common implementation arrangements for HNPSP and IDA’s fiduciary role in managing pooled funds There will also be a Code of Conduct (COC) among HNPSP Consortium members which will outline guiding principles to be followed by all DP during program implementation.



7.



Performance-based Financing (PBF) In order to promote achievements of key outcomes of HNPSP, it was agreed that a percentage of the pooled funds will be allocated to a specific category, disbursement of which would be based on certain performance indicators each year. Disbursement of funds from this category will be made only if the performance is satisfactory. This disbursement percentage would be determined from year to year depending on the performance.



8.



Planning and Budgeting



(i)



There have been appreciable improvements in the planning and budgeting system of MOHFW recently as it has been preparing its own detailed budget estimates without intervention from MOF and the Planning Commission for both the revenue and development budgets. A three year budget cycle reflecting GOB’s 3 year rolling plan, strategic priorities and its linkages to Medium Term Expenditure Framework (MTEF) has been prepared. Performance indicators for every budget holder are being considered.



(ii)



The formation of the Financial Management and Budget Committee as a high -level decision making body was a first step in management of the Ministry's financial resources. There had been some developments in MOHFW regarding unification of the two budgets- revenue and development. If the unification takes place as per GOB plan by FY 05, MOHFW would be the first ministry having unified budgetary system which would greatly contribute in improving overall fund management and expedite program implementation.



(iii)



The guideline for preparation, implementation and monitoring of Operational Plan and annual planning cycle developed by MOHFW was a useful guide during HPSP implementation. This would be further updated once unification takes place.



9.



Accounting flow and Reconciliation



At the Ministry level (i) The existing mainstream accounting system of the GOB will be followed. For GOB and pool funds will be channeled through the Government treasury system, accounting will follow the system of Comptroller General of Accounts. Under the system, the FMAU of MOHFW will continue receiving and recording financial information both for GOB and pooled donors funds following CGA system and will be responsible for maintaining the sector accounts. FMAU will also be responsible for receiving expenditure statement from the LD and reconcile the SOE with CGA information. The Accounts Code, the Treasury Rules and General Financial Rules of the Government will form the basis for accounting which is adequate for preparing sector accounts.
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(ii)



For expenditure outside the pooled funds and for any discrete program activities supported by the donors which will not be channeled through the treasury system, FMAU will account for such expenditure following existing accounts code of the GOB and consolidate the information with the main sector accounts.



(iii)



The sector accounts will be maintained using existing Management Account Consolidation System (MACS) software. It will undergo further changes during program implementation. It has been agreed that updating or changes in MACS in MOHFW and selected LD will be done through FM component of the program.



At the LD and DDO level The existing CGA payment and accounting system and time-line for SOE submission by the DDO to LD and by LD to the FMAU of MOHFW will be followed. To avoid reconciliation problem, Compilation Register maintained at the Division, District and Upazila Accounts Office would be duly reconciled by the DDO and signed. Failing this, subsequent fund release to LD and DDO will be withheld. MOF’s executive order to this effect would be strictly monitored and enforced. 10.



Internal Controls



(i)



GOB existing financial power, authority and payment responsibility outlined in the FM Handbook of the health sector and General Financial rules will be followed. There are clear guidelines for authorization and approval of financial transactions at the Secretary (MOPME) and LD and DDO levels. It has been agreed that FM Handbook, the Bangla version which was circulated in 2003 will be quickly updated to cover proposed changes in the HNPSP. This would be completed by December 2005.



(ii)



There are some inherent weaknesses in the internal control system of the LD. In most cases, the LD or their deputies are not well conversant with financial rules, regulations or reporting requirements. The organization structure and set-up in which internal control is placed in the key LD offices and in MOHFW illustrates this lack of understanding of the nature of internal control. In LD offices, Deputy Director (Audit) reports to the Director Finance. It is agreed that with the streamlining of overall internal audit function, the reporting relationship in the LD will be restructured and training module would include internal control functions which will be imparted covering all LD within one year of program effectiveness.



(iii)



The current system of asset and inventory recording, maintenance and verification in MOHFW and LD is as weak as in other public sector institutions. Neither the LD nor the DDO at district and Upazila offices maintain an up-to-date asset register. There is no system to ensure that fixed assets are properly recorded at the time of procurement or immediately thereafter. This is partly because the GOB’s current procedure does not treat the procurement and utilization of fixed assets as a process requiring controls. It has been agreed that a computerized inventory system with both central and distributed databases (both of which need to be updated on a regular basis and be consistent with each other) needs to be procured and placed under the MIS departments of MOHFW. Initially, it would be done in one of the key LD’s, which will then be rolled out to all LD, DDO at District and Upazila Level. The installation and completion of the system would be completed by June 2006.
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11.



Staffing and Capacity Building



MOHFW: FMAU and PFC (i) The FMAU of MOHFW which is responsible for MOHFW financial management activities has never been fully functional and effective due to inadequate number of permanent staff and also being largely dependent on consultants The FMAU is headed by GOB official from admin cadre. The placement of CAO’s function from CGA to MOHFW as per GOB FM improvement plan is yet to be implemented. Deputy Chief Accounts Officer (DCAO) seconded from CGA office has been working in MOHFW without reporting directly to the principal accounting officer (Secretary) of MOHFW. (ii)



The current staff in the FMAU are well versed with HPSP and are considered adequate for the initial six months. Until GOB’s plan for placement of CAO’s function under the direct supervision of MOHFW, it has been agreed that DCAO will be deputed in MOHFW by June 2005. This would help avoiding current dual reporting by the CGA staff in MOHFW. It has also been agreed that the FMAU will be headed by a senior official from accounts and audit cadre. At least 4 to 5 System Analyst positions will be created to ensure continuity of the computer based financial system in the FMAU. It will be agreed with the MOFHW that instead of creating new positions, the option of transfer of existing staff will be considered.



(iii)



The Financial Management Improvement component of HNPSP will contain a TA component to bring the FMAU at the final stages of level 3 as defined by DfID supported FMRP and GOB FMAU guidelines. By March 2005, agreement will be reached between MOHFW, MOF and DP to this effect.



(iv)



As under the HNPSP, the fund flow and accounting will follow CGA accounting system and there is a need to separate the accounting function from the internal audit, the current staff size of the erstwhile PFC may be redundant. It is recommended that staff doing internal audit function in the PFC be discontinued or placed under other units in MOHFW.



(v)



Given FMAU’s (erstwhile PFC part) manual accounting records and books and little exposure to computerized accounting and reporting system and internal audit without any tangible impact on the overall development program of the sector, and Government’s recent move for a unified budget system, it is recommended that PFC’s function be scaled down to dealing with determining donors expenditure eligibility and payment request to the donors. For this, current staff size would be reduced from 37 to 10.



LD and DDO (i) LD do not have uniform staffing pattern, some have more than required and some are without any FM staff. At the field level of DDO, the same person is responsible for job with a conflict of interest like handling cash as well as accounting for it. Most of the DDO are doctors and have little knowledge of financial management rules and techniques resulting in many irregularities. (ii)



It has been agreed that FMAU will make an assessment of current staff pattern in all the LD and DDO by June 2005 and recommend internal adjustment among LD. It has also been agreed that LD and DDO being the key health sector cost centres will have designated staff for dealing with FM activities.
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(iii)



A comprehensive training module covering sector FM rules, regulations, policy and procedures including audit will be prepared which will be form the basis for periodic training. As the previous training under HPSP proved to be in effective, a consulting firm will be hired to design training modules as well as for training. The updated FM Handbook will also be used as training material. All budget holders, FM staff and auditor will undergo such training within six months of credit effectiveness.



12.



Internal Audit



(i)



There is no single unit in MOHFW for internal audit. Currently internal audit is carried out by PFC for development expenditure while internal audit unit under the Joint Secretary (Administration and Personnel Management) carries out revenue audit. In some LD, internal audit units conduct internal audit for revenue expenditure, reporting to immediate line manager. Though a large number of staff are designated for this task, none of the internal audits are effective and add any value to the sector program. Leakages, misuse and mismanagement of resources remain a major deterrent to overall improvement of financial management in the health sector.



(ii)



To strengthen internal audit in the Ministry and to ensure effective periodic monitoring of financial and operational activities in the sector, it has been agreed that the internal audit function would be outsourced to audit firms with TOR acceptable to DP to carry out half yearly audit for the program. There is need for GOB officials to be involved otherwise internal auditors hired from the private sector will not get proper access to GOB records. FMAU will liaise with and facilitate the performance of the internal audit.



(iii)



The firm of auditors is expected to be in place by June 30, 2005 and will be appointed for first two years. Depending upon performance of the auditors, the same or new auditors will be appointed for subsequent years. MOHFW will share internal audit report with DP within one month of the completion of the audit. The internal audit report will be an important input for FM supervision, Annual Program Review of HNPSP and timely corrective action. The FM training module for HNPSP FM would include internal audit, roles and responsibilities of management, its impact and effectiveness.



13.



External Audit



(i)



MOHFW and the DP agreed to a single audit arrangement for the health sector. The fragmentation of external audit responsibility between three directorates will be replaced by a composite team drawn from three directorates to audit the health sector program. This has been discussed with the C&AG. It has been agreed that such composite team or “audit directorate Consortium team” would be given adequate training on the financial and accounting set up of HNPSP.



(ii)



An Agreement on scope, coverage and reporting on audit needs has been reached with the Auditor General.



(iii)



The audit report will be submitted to the secretariat of the donor Consortium within six months of the end of each fiscal year. The secretariat will review the audit report, share it with the DP and provide joint comments to MOHFW within one month of the receipts of audit report. Any audit findings related to corrupt practices will be dealt with by Bank’s Anti-corruption Unit in accordance with its procedures.
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(iv)



To facilitate audit settlement process, agreement will be reached that objections should be split up by functional areas. The report should further sub-divided into direct project aid by DP and concerned LD. The existing centrally arranged tripartite meetings at the ministry level will be spread over the concerned LD and DDO office and at the district levels. Audit team and FMAU officials would draw up work plan within one month of final audit report on the process of audit follow up. Audit Committee together FMAU will provide quarterly update to the PSU of the Bank on settlement progress. Any major findings remaining unresolved beyond specified time frame will be subject to disallowable expenditure by the pooled donors.



(v)



Auditors training on the program specifics will be critical for effective audit under sector approach. It has agreed that the program will support auditors’ training cost and will be part of overall FM Improvement Plan. The training module would specifically focus how to move away from current transaction specific audit to focusing more on systems and procedures and bring down trivial audit objections.



(vi)



Unless urgently required, additional audit by individual donors will be discontinued in HNPSP.



(vii)



All previous audit reports under HPSP have been received in time. GOB has agreed to submit an action plan on all the critical outstanding observations. The submission of evidence on the resolution of 50% (in terms of value) of outstanding critical audit observations was a condition for negotiations. The other pending observations which mainly relate to non-compliance with GOB rules and policy such as non deduction of tax/Vat, violation of PP provision, single source selection method not acceptable - will also be followed through by GOB. ARCS of the WB will keep track of the following audit for HNPSP: Implementing Agency MOHFW



Audit Program Financial Statements



Auditors Government auditor (C&AG)



14.



Financial Reporting and Monitoring



(i)



GOB and the DP have agreed to accept a single set of Financial Monitoring Reports (FMRs) – largely based on the financial statements currently prepared by MOHFW. Under HPSP, additional reports provided information on sources of funds and expenditure for the sector and were submitted to the Bank along with withdrawal Application. The same set of reports which are generated by the mainstream accounting system of the GOB will be continued in HNPSP with minor modifications. FMAU will be responsible for consolidating financial information from all cost centers, preparing variance analysis for actual expenditure against budget, forecasting of quarterly estimated expenditure and reconciling information with LD and CGA arising out of monitoring of financial reports.



(ii)



Timely preparation of accurate financial reports for the sector will be one of the key FM performance indictors, which FMU will monitor along with other FM indicators outlined above.



(iii)



The DPs have not complied with the reporting requirements of MOHFW on the program expenditure directly incurred by the DP or by their appointed consultants. As a result,
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audit could not verify the authenticity of the Direct Project Aid (DPA) expenditure in the financial Statement. This has resulted in huge number of pending audit objections now awaiting settlement. It has been agreed that in future, the AG would qualify the audit report to the exclude expenditure for which the documentation is with the DP. (iv) Quarterly Financial Statements (FMRs) would include the following reports: (i) Consolidated Sources and Uses of Funds Statement (ii) Sources and Uses of Funds Pool Donors (iii) Sources and Uses of funds Non-pool donors (iv) Uses of Funds by project components/ Activities (as per Operational Plan) and (v) USD Forex Account (Health Account) Activity Statement. 15.



Information System



(i)



MOHFW and LD have exposure to Management Accounting Consolidation System (MACS) and mini MACS to keep track of expenditure. The FMAU prepares SOE with this automated system with the help of IT consultant. In a limited number of LD, MACS is used with the help of consultant. With recruitment of system analysts, it is expected that dependency on consultant will be reduced. FMAU will initially use the existing system to maintain accounts and generate financial reports. With the help of TA under the program, further streamlining of MACS including preparation of user manual and training will be done on computerization by June 2005.



16.



Fiduciary Role, Coordination and Supervision



(i)



Under the oversight of IDA, a HNPSP Program Support Office (PSO) will guide, supervise and monitor all major issues affecting financial management of HNPSP. A full time Financial Management Specialist will be appointed in PSO to be primarily responsible for guiding and monitoring HNPSP FM work including monitoring of FM improvement plan. DP will periodically review PSO functioning to ensure its quality. Indicative TOR for PSO and its experts have been prepared.



(ii)



The key FM fiduciary work for which PSO (in close liaison with the secretariat of the DP) will be responsible are (a) review FMRs and determine eligible expenditure (b) share copies of audit report with DP and provide it’s the secretariat’s reactions to GOB after discussing the audit in a Consortium meeting. Any serious issues raised by annual, special or procurement audit will be immediately taken up and will be notified to the GOB for action within a time-frame (d) any allegation of corruption will be dealt with by Bank’s Anti-Corruption Unit in accordance with its procedures (e) facilitate joint supervision missions of DP and facilitate summarizing mission findings and (f) monitor specific FM actions that may require intensive follow up including review of FM performance indicators.



84



17.



Financial Management Improvement Plan



The Government and the DP have agreed on a time-bound FM improvement plan to address weaknesses identified in the FM assessment and to further strengthen FM capacity in MOHFW and LD. Below is the FM Improvement Plan: Actions/ Activities Responsibilities Completion FM Framework for Health Sector Level: - Update FM handbook to cover proposed changes MOHFW Dec. 2005 under HNPSP - Develop sector FM training strategy and module MOHFW Dec. 2005 Starting Oct. - Prepare Sector Accounts and reports on a quarterly MOHFW 2005 basis by consolidating expenditure from all sources - RPA (Govt), RPA (others), DPA to LD, DPA to PIUs C&AG Mar. 2005 - Agree on HNPSP audit needs with C&AG and combine three directorate’s audit function into one consolidated audit report for the sector - Audit training module for SWAp and HNPSP MOHFW, C&AG, FIMA Dec. 2005 operation and auditors training - MOHFW response on critical audit observations MOHFW Within 60 days of receipt of audit report FM Capacity at the Ministry level: - Placement of CAO function under the direct MOHFW June 2005 supervision of MOHFW - Depute DCAO in MOHFW MOHFW June 2005 MOHFW, MOF, DfID June 2006 - FMAU operation and computerization: (i) Bring FMAU at the final stages of level 3 with permanent staff (ii) Upgrade MACS (iii) Operationalize Computerized Fund Disbursement system in selected LD (iv) Staff training MOHFW Jan. 2006 - Discontinue existing fragmented responsibility for internal audit function in MOHFW and contract out the service to private audit firm with audit committee being responsible for reviewing report and recommending actions. Agree TOR for internal audit MOHFW June 2005 - Introduce computerized inventory and assts management database both at the central and selected LD and place the monitoring function with MIS of MOHFW FM capacity at the Institution Level- LD: MOHFW March 2005 Strict enforcement of MOF’s executive order to withhold fund release to LD unless SOE is submitted timely and Compilation Register is signed by all concerned Assessment of FM staff doing job of conflict of MOHFW Dec. 2005 interest and existing staff pattern for internal adjustment Staff training MOHFW Dec. 2005
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18.



Disbursement arrangements:



The report based system of disbursement will be used for the program. Disbursement by the pool donors will be made to the HNPSP FOREX account of GOB on the basis of quarterly FMRs. The FMRs will include statement on funds requirement for the next two quarters. The details have been captured in the section on funds flow.
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Disbursement under the proposed Credit and Co-financing Grants will be made as indicated in the table below (USD million). CATEGORY OF EXPENDITURE Category 1 for Performance. To be spent on specific items agreed upon during APR. Category 2: Contracted services of NGO, private sector, and non-public providers. Category 3: Goods, works, services, training and studies, not included in Category 1 and 2. Category 4: Works



Category 5 A: Consultant services Category 5 B: Studies and training Total:



TOTAL ALLOCATION



IDA



190



75.0



47.1



32.5



114.0



45.0



28.3



237.0



90.0



129.2 38.0



DFID EU



RNE



SIDA CIDA UNFPA



PERCENTAGE OF FINANCING



13.2



18.65



0.2



For FY06 and thereafter, % as determined by the Association on the basis of annual performance according to selected indicators



19.5



7.96



11.19



0.1



100%



56.1



39.0



15.9



22.4



0.3



100% of foreign expenditures; 100% of local expenditures (ex factory costs), and 80% of local expenditures for other items procured locally



51.0 15.0



32.1 9.4



22.1 6.1



9.0 2.7



12.7 3.7



0.2 0.1



85% 80%



60.8



24.0



15.1



10.4



4.2



6.0



0.1



100%



760.2



300



188.7



130.1



53.1



74.6



87



12.7



12.7



1.0



Use of Statement of Expenditures (SOE): The program will use Report Based system of Disbursements. Disbursements will be made to the GOB FOREX account on the basis of FMRs received on a quarterly basis (See the section on Funds flow for more information). Conditions for Negotiations: Resolve 50% of the value of the outstanding audit observations identified by the WB.
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Annex 8: Procurement Arrangements BANGLADESH: HNP Sector Program A. General Procurement for the proposed project would be carried out in accordance with the World Bank’s "Guidelines: Procurement Under IBRD Loans and IDA Credits" dated May 2004; the "Guidelines: Selection and Employment of Consultants by World Bank Borrowers" dated May 2004, and “The Public Procurement Regulations, 2003” promulgated by the Government of Bangladesh (GOB) following the provisions stipulated in the Legal Agreement. The various items under different expenditure categories are described in general below. For each contract to be financed by the Credit, the different procurement methods or consultant selection methods, the need for pre-qualification, estimated costs, prior review requirements, and time frame are agreed between the Borrower and the Bank in the Procurement Plan. The Procurement Plan will be updated at least every six months or as required, but not exceeding a twelve month period between any two revisions, to reflect the actual project implementation needs and improvements in institutional capacity. Procurement of Goods: Goods procured under this project would include: pharmaceuticals, contraceptives, medical equipment and other health sector supplies and goods. The procurement will be done using the Bank’s Procurement Guidelines and SBDs for all ICB, Shopping, and Direct Contracting and PPR-2003 and SBDs, acceptable to the Bank, for NCB and other methods. As of December 2004, among others, three major changes to the PPR-2003, regarding the time allowed for preparation and submission of bids (21 days in place of 28 days), bid opening (in cases of multipoint submission of bids time allowed up to 24 hours in place of 3 hours), and direct contracting of public enterprises. Given the geographical locations of districts within the country, for NCB, the Bank (IDA) agrees with the 21 days bidding time (publication of IFB to opening) provided the bidding documents are ready for sale by the date of publication of the IFB. Considering the assurance of the GOB that they will very closely monitor cases of multi-point submissions of bids and will make an effort to introduce alternatives methods including, use of private courier services or of submission by registered post and the introduction of e-bidding as promptly as the systems allows, the Bank (IDA) agrees provisionally to accept 24 hours time and will carry out a review of this system by the end of 2005 to determine whether there were issues of misuse/abuse of this practice. With respect to direct contracting of public enterprises, the GOB will ensure that for Bank (IDA) funded projects/programs, open competitive bidding will be followed. However, for entirely GOB funded procurement, a procuring entity may choose the open bidding method or the direct contracting method from Government-owned industry or factories. In case of any further amendment to the PPR-2003 inconsistent with IDA Procurement Guidelines, the latter should be applicable to the extent of the effects of the amendment. Regarding “Qualifications of the Bidder” NCB procurements of pharmaceuticals, contraceptives and condoms, shall be in accordance with the qualification criteria of the Bank’s SBDs for Health Sector Goods (May 2004). Selection of Consultants: It is envisaged that extensive procurement of services will be required by GOB from individual consultants, consulting firms and NGOs particularly for service delivery components of the program. Short lists of consultants for services estimated to cost less than $ 200,000 equivalent per contract may be composed entirely of national consultants in accordance with the provisions of paragraph 2.7 of the Consultant Guidelines. GOB may like to engage
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universities, government research institutions, public training institutions, etc., also if required to undertake assignments of special nature. The procurement procedures and SBDs and RFPs to be used for each procurement method, as well as model contracts for goods and services procured, are presented in the Project Implementation Manual of HNPSP.



B. Assessment of the agencies’ capacity to implement procurement Procurement activities will be carried out by the procuring entities (CMSD, DGFP, etc.) functioning under the administrative control of the Ministry of Health and Family Welfare (MOHFW). Since GOB does not have procurement cadre, the respective entities are staffed by officials on secondment/deputation from other administrative departments in the positions from Desk Officers to Directors. Assessments of the capacity of the Implementing Agency to implement procurement actions for the project were carried out by the Procurement Staff of the World Bank in August and November, 2004. The assessment reviewed the organizational and institutional structure for implementing the project and the interaction between the project’s staff responsible for procurement and the Ministry’s relevant central unit for administration and finance. The outcome of the assessment indicates that CMSD’s and DGFP’s capacity to undertake procurement must be strengthened. At present, these two arms of MOHFW, primarily responsible for the procurement of goods under HNPSP have a total of 23 (15 in CMSD & 8 in DGFP) staff fully dedicated to the procurement function. Of them, 8 (5 in CMSD & 3 in DGFP) are trained to handle IDA and PPR 2003 procurement with some supervision. Balance 15 (10 in CMSD & 5 in DGFP) staff who assist these 8 Desk Officers have yet to be trained in procurement. They are merely assisting the Desk Officers. Thus there is limitation of the trained staff in these two entities. Current capacity of these two arms of MOHFW will be further revamped with formal and on the job training offered by the Bank and the consultants hired to provide technical assistance. The formal training includes presentations on the PPR-2003 and the Bank’s procurement guidelines and SBDs. In particular, the technical assistance that is anticipated for both CMSD and DGFP will consist of: (i) direct TA by a group of international/national consultants for medical technology and equipment that will be working on-site providing technical and procurement support and on-the-job advice and coaching to CMSD staff; (ii) direct TA to DGFP from John Snow Inc./DELIVER and from the consultants working with the Procurement Cell (new cell to be created at the level of the Joint Secretary); (iii) New staff of the Procurement Cell will provide technical support and oversight to the carrying-out of the procurement function in both procuring arms, CMSD and DGFP. The Procurement Improvement Plan included in Annex 8 lays out the measures that MOHFW needs to adopt so that they are better able to manage a higher threshold. Such higher threshold will allow more reliance on public procurement regulations and country systems.



8. Summary of Risk Analysis Risk



Risk mitigating factors



Non implementation of Public



Implementation of the PPR-2003 and training of the
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Risk rating H



Procurement Regulations-2003



concerned personnel of MOHFW on PPR-2003.



Changes in the PPR-2003



In case of any amendment to the PPR-2003 inconsistent with IDA Procurement Guidelines, the latter shall be applicable to the extent of the effects of the amendment.



H



Weak regulatory capacity to guarantee quality pharmaceuticals.



Commission a study to look into how DDA capacity to discharge its regulatory functions can be strengthened. Introduction of fast track registration (without unreasonable conditions attached) to address current restrictions on imports.



H



Inappropriate procurement planning



Initial procurement plan should be for at least 18 months. Subsequent plans should be updated at least every 6 months during execution of the project always covering next 18 months and each such updating shall be submitted to IDA for review and approval.



H



Lack of needs assessment for medical equipment.



Need based assessment for equipment should be conducted and completed by June 2005. Adjustments of procurement plan to be done accordingly



M



Lack of quality control in preparation of bidding documents



Technical assistance should be obtained to (i) assist with document preparation (including technical specifications) and (ii) enhancement of capacity of the technical staff by transfer of knowledge through on the job and formal training. The new Procurement and Logistic Monitoring Cell at ministry level under Jt. Secretary (Coordination) should monitor the above and ensure the compliance.



H



Invoking of extraneous conditions at the time of bid evaluation that are not stipulated in the bid documents. Absence of both pre and post shipment inspection. Delay in opening of Letters of Credit.



A technical expert, not a member of the Technical Evaluation Committee, from the pool of Technical Assistance should be present to advise on bid evaluation. Introduction of pre and post shipment inspection.



H



Long delays in installation and operation of equipment and idling of equipment for lack of



H



In the contracts under which payment is to be made through Letters of Credit (L/C),a clause in the Special Conditions of Contract should be added to read as: "LC has to be opened within 14 days of signing of the contract. Interest shall be paid at the rate [insert rate] for delayed opening of LC for the number of days beyond fourteen days.”



H



Technical Assistance should look into alternative contracting modalities that will guarantee supply, installation, operation and service of the equipment.



M
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repair and maintenance. Absence of procurement audits.



Appropriate mechanism of procurement audits should be introduced.



M



Absence of procurement cadre and frequent transfers of the staff deployed for procurement functions.



There should be a cadre of professionals in procurement and logistics which may be combined for all departments/ministries. In the meantime whoever is drawn for this job should stay in the position at least for five years.



M



Lack of accountability in the procurement entities



Enforcement of accountability through appropriate instruments e.g. Service rules, Conduct rules, Disciplinary rules etc..



H



The overall project risk for procurement is “high”.



Procurement Improvement Plan (January 2005 – June 2006) Actions Create a Procurement and Logistics Monitoring Cell under the Joint Secretary (Coordination) to promote the stewardship role of MOHFW To provide quality assurance and control to bidding documents preparation and bid evaluation and overseeing that all contracts are awarded within the initial bid validity period and opening of the L/C within 14 days of signing of the contract, where applicable.



Responsibilities MOHFW



Completion Date July 1, 2005 (establishment of PLMC)



Hire Technical Assistance to support Medical Equipment Procurement Needs assessment Development of updated Table of Equipment Drafting/updating of Technical Specifications Participation of technical expert from the TA pool in Bid Evaluation Analyze alternative contracting modalities for medical equipment to ensure timely supply, installation, operation and service. Hire Technical Assistance to establish MIS of all procurement entities such as, DGFP and CMSD Introduction of Prequalification (for drug suppliers), regular pre and post-shipment



PLMC, PSO, CMSD



July – December 2005



PLMC, PSO, DGFP, CMSD PLMC, PSO, DGFP and CMSD



January 2006



Training Courses, Quarterly Workshops and Procurement



MOHFW, PLMC, PSO



To ensure compliance with PPR-2003 and its companion, Instructions on Processing and Approval Timetable
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Pre and Post shipment Inspectors in place by December 2005 Pre -Q – June 2006 First Course: January



Audit



2005 (held) Second Course: March 2005Quarterly workshops: July 2005 – June 2006 First procurement audit – June 2006



Quality Assurance and Quality |Control Commission Study to analyze and make recommendations on the capacity of the regulatory authority (DDA) to ensure drug quality Commission a feasibility study for the establishment of a State-of-the Art National Laboratory for testing of medicines (manufactured locally and imported)



PLMC, PSO, DDA



December 2005



PLMC, PSO, DDA



December 2005



C. Procurement Plan The Borrower, at appraisal, developed a procurement plan for project implementation which provides the basis for the procurement methods. This plan has been agreed between the Borrower and the Project Team on December 8, 2004 and is available at the World Bank office in Dhaka. It will also be available in the project’s database and in the Bank’s external website. The Procurement Plan will be updated always for the next 18 months period in agreement with the Project Team every six months or as required, but not exceeding a twelve-month period between any two revisions, to reflect the actual project implementation needs and improvements in institutional capacity. The procurement plan is consistent with the Bank’s simplification agenda and as such, an effort was made to streamline and reduce the number of contracts subject to prior review by prioritizing, re-arranging the categories, and forming packages that can be fully financed by IDA (net of taxes). There are quite a number of contract packages which are valued equivalent to above Taka 50 million (up to which is the current delegation to respective DGs of Health and Family Planning) that require approval of Ministry (Minister). There are 4 contract packages above Taka 250 million each that require approval of CCGP (Cabinet Committee on Government Purchase). The procuring entities must adhere to the time table prescribed by the PPPAP (Public Procurement Processing and Approval Procedures) promulgated in accordance with Regulation-57.1 of PPR2003.



D. Frequency of Procurement Supervision To enhance capacity and quality of output quarterly supervision workshops, led by MOHFW with the participation of the World Bank and other DPs, will be conducted. These will aim at reviewing the over-all progress achieved and problems identified during the previous quarter. To determine whether the procedures, processes and documentation for procurement and contracting were in accordance with the DCA and that the procurement carried out achieved the expected economy and efficiency gains, an annual procurement audit of HNPSP will be performed. In addition, routine post review of procurement actions will be undertaken by the World Bank for at least 20% of the contract packages under post-review category; however, MOHFW shall disseminate all complaints received against all contract packages irrespective of post- and prior-review thresholds, including the disposal of the complaint. Post-review contracts
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subjected to complaints will come under mandatory post review by the Bank and if it is found that the complaint was not addressed satisfactorily, such contracts will be declared misprocurement.



E. Details of the Procurement Arrangements Involving International Competition 1. Goods, Works, and Non Consulting Services



(a) List of contract packages to be procured following ICB, NCB, Shopping and direct contracting:



(A) Procurement Plan of CMSD 1



2



3



4



5



6



7



8



Ref. No.



Contract (Description)



Estimate d Cost Million Takas US$ millions



Procureme nt Method



P-Q



Domestic Preference (yes/no)



Review by Bank (Prior / Post)



Expected BidOpening Date



G-513



G-514



G-515



G-516



G-517



G-518



Radiological Eqpt, inst and accessories X-ray accessories



185.60 ICB 3.146



No



29.849 ICB 0.506



No



Imaging eqpt., instr and accessories Cardiology eqpt, inst and accessories



80.25 ICB 1.3559



No



47.729 ICB 0.809



No



Anaesthetic eqpt, inst and accssories Endoscopic Eqpt



141.922 ICB 2.405



No



164.812 ICB 2.7934



No



G-519



Diathermy machines



74.97 ICB 1.2707



No



G-520



Autoclaves, sterilizers and



63.628 ICB 1.0784



No
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Available if purchaser choose Available if purchaser choose Available if purchaser choose Available if purchaser choose



Prior



03/13/05



Prior



03/28/05



Prior



04/12/05



Prior



04/27/05



Available if purchaser choose Available if purchaser choose



Prior



05/12/05



Prior



03/29/05



Available if purchaser choose Available if purchaser



Prior



04/13/05



Prior



04/28/05



9 COMMENTS



Put on hold until study on needs assessment completed



Put on hold until study on needs assessment completed



suction apparatus OT Eqpt, inst. and accessories OT lights and accessories



choose 95.054 ICB 1.611



No



65.365 ICB 1.108



No



Ophthalmologi cal eqpt, inst. and accessories ENT eqpt., inst. and accessories Orthopaedic eqpt, inst and accessories Urology eqpt, inst and accessories



15.185 ICB 0.257



No



31.486 ICB 0.534



No



90.638 ICB 1.536



No



41.706 ICB 0.7069



No



Gynae-Obs eqpt, inst and accessories Dental Equpt & Acce.



10.542 ICB 0.179



No



67.486 ICB 1.144



No



Paediatric Equipment & insrt. Linear Accelerator



97.928 ICB 1.660



No



40.00 ICB 0.6779



No



G-531



Cobalt therapy machine



10.00 ICB 0.1695



G-532



Irradum 192 Gradytherapy machine



G-533



Surgical instruments, accessories and consum Medical Eqpt, instr and accessories



G-521



G-522



G-523



G-524



G-525



G-526



G-527



G-528



G-529



G-530



G-534



Available if purchaser choose Available if purchaser choose Available if purchaser choose



Prior



05/13/05



Prior



05/28/05



Post



04/12/05



Available if purchaser choose Available if purchaser choose Available if purchaser choose



Prior



04/27/05



Prior



05/12/05



Prior



05/27/05



Available if purchaser choose Available if purchaser choose Available if purchaser choose Available if purchaser choose



Post



06/11/05



Prior



05/29/05



Prior



05/10/05



Prior



04/25/05



No



Available if purchaser choose



Post



05/10/05



0.90 ICB 0.0153



No



Available if purchaser choose



Post



05/25/05



42.139 ICB 0.714



No



Available if purchaser choose



Prior



06/09/05



30.743 ICB 0.521



No



Available if purchaser choose



Prior



06/24/05
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Put on hold until study on needs assessment completed



Put on hold until study on needs assessment completed Put on hold until study on needs assessment completed



G-535



G-536



G-537



G-538 G-539



G-540



G-541



G-542



G-543



G-544 G-545



G-548



G-549



G-551



G-552



Lab eqpts, instr and accessories Gas cylinders (Oxy and Nitr Oxide) First aid box



Hospital and other linen Pharmaceutica ls(Tab. Preparations FY 04-05) Pharmaceutica lsAnthelmintic preparationsFY 04-05 Tab. DEC (Diethylcarba mazine100mg) Pharmaceutica ls Cap. Preparations – FY 04-05 Pharmaceutica ls-Inj., syrups & others-FY 04-05 I.V.Fluid and ORS High protein biscuits and other essentials for schools Computers, peripherals and accessories Audiovisual telecom eqpt and accessories Refrigerator, Air coolers and dehumidifiers Crockery and



222.595 ICB 3.773



No



Available if purchaser choose Available if purchaser choose Available if purchaser choose N/A



Prior



05/10/05



23.874 ICB 0.4046



No



Prior



05/25/05



8.278 ICB 0.1403



No



Post



06/09/05



10.362 NCB 0.1756 24.416 ICB 0.4138



No



Post



06/10/05



May be



Available if purchaser choose



Prior



03/02/05



20.250 ICB 0.3432



May be



Available if purchaser choose



Prior



02/27/05



75.00 ICB 1.2712



May be



Available if purchaser choose



Prior



02/26/05



12.86 NCB 0.2180



May be



N/A



Post



03/01/05



16.700 NCB 0.2831



May be



N/A.



Post



03/01/05



11.675 ICB 0.3824 9.340 NCB 0.1979



May be No



No



Prior



02/28/05



N/A



Post



07/09/05



Available if purchaser choose Available if purchaser choose



Prior



03/19/05



Post



03/21/05



119.320 ICB 2.0223



No



8.595 ICB 0.1456



No



29.154 ICB 0.4941



No



N/A



Prior



06/24/05



No



N/A



Post



06/25/05



6.646 NCB
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G-553



G-556



G-558 G-559



G-560



G-561



G-562



G-563



G-564



G-565 G-566



G-567



G-568



kitchen ancillaries Hospital furniture Vehicles (Ambul, CRVs, microbús, pick-up vans etc) Insecticides Post mortem instruments and accessories Pharmaceutica ls(Tab. Preparations FY 05-06) Pharmaceutica lsAnthelmintic preparationsFY 05-06 Pharmaceutica ls Cap. Preparations – FY 05-06 Pharmaceutica ls-Inj., syrups & others-FY 05-06 Pharmaceutica lsointment,crea ms, drops & others-FY-0506 I.V.Fluid and ORS Anti TB Drugs-FY 0405 Anti TB Drugs-FY 0506 Lab. Chemicals-



0.1126 50.446 ICB 0.8550



No



127.440 ICB 2.1600



No



Available if purchaser choose Available if purchaser choose



Prior



07/24/05



Prior



07/10/05



7.08 NCB 0.1200 14.305 ICB 0.2424



No



N/A



Post



07/26/05



No



Available if purchaser choose



Post



08/24/05



21.693 ICB 0.3677



May be



N/A



Prior



08/25/05



20.250 ICB 0.3432



May be



N/A



Prior



05/10/05



14.859 NCB 0.2518



May be



N/A



Post



09/09/05



13.627 NCB 0.2309



May be



No.



Post



05/25/05



11.329 NCB 0.1920



May be



No.



Post



06/09/05



10.618 NCB 0.1800 16.229 ICB 0.2751



May be May be



No



Post



06/24/05



Post



03/26/05



76.384 ICB 1.2946



May be



Prior



04/24/05



1.610 NCB 0.0273



No



Available if purchaser choose Available if purchaser choose No



Post



03/03/05
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G-569



G-570



G-571



G-572



G-573



reagents FY 04-05 Lab. Chemicalsreagents FY 05-06 Lab MSR, ace & consumables FY 04-05 Lab MSR, ace & consumables FY 05-06 Vaccines, Sera & other for EPI Eqpt, Inst, Acce TOTAL



6.971 NCB 0.1181



No



No



Post



03/27/05



11.604 NCB 0.1967



No



No



Post



03/05/05



13.599 NCB 0.2305



No



No



Post



04/11/05



138.791 2.3524



UNICEF



89.687 1.5201



UNICEF



2673.519 (Taka m)
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(B) Procurement Plan of DFP 1 Ref. No.



GFP01/05 GFP02/05 GFP03/05 GFP04/05 GFP05/05 GFP06/05 GFP07/05 GFP08/05 GFP09/05 GFP10/05 GFP11/05 GFP12/05 GFP13/05 Total



2 Contract (Description)



Condom-GOB Condom-SMC Low Dose Oral Pill Injectables DDS Kits for FPandMCH Services Norplant, Trocar and Canula IUD MVA Kits Elastomeric Matrix Dressing Standard Dose Oral Pill Sharee, Lungi and Blanket N.S.V. Kit FWC Kits Motor Cycle



3 Estimated Cost (Taka, m) US($) millions 503.1 8.5271 2000 33.8983 1200 20.3390 665 11.2712



4 Procureme nt Method



5 P-Q



6 Domestic Preferenc e (yes/no)



7 Review by Bank (Prior / Post)



8 Expected BidOpening Date



ICB



No



Yes



Prior



24 Jul 05



ICB



No



Yes



Prior



24 Jul 05



LIB



No



No



Prior



24 Jul 05



ICB



No



Yes



Prior



24 Jul 05



225.6 3.8237 23 0.3898 6 0.1017 72.75 1.2330 12 0.2034 300 5.0847 60 1.0169 29.7 0.5034 125 2.1186



ICB



No



Yes



Prior



19 Jul 05



ICB



No



Yes



Prior



29 Jul 05



ICB



No



Yes



Post



14 Aug 05



ICB



No



Yes



Prior



29 Jul 05



ICB



No



Yes



Post



29 Aug 05



ICB



No



Yes



Prior



31 Jul 05



ICB



No



Yes



Prior



09 Jul 05



ICB



No



Yes



Prior



13 Aug 05



ICB



No



Yes



Prior



31 Aug 05



5222.15 (Taka m) (b) All contracts estimated at or above US$300,000 will be procured through ICB and subject to prior review by the Bank. All direct contracts will also be subject to prior review. All procurement plans, including any revisions will be prior-reviewed by the Bank. (c) The first NCB contract of each agency of every calendar year will be subject to prior review
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9 Comments



2. Consulting Services (a) List of consulting assignments with short-list of international firms. 1 2 3 4 5 6 Exp. ProSelection Review Estimated Ref. No. Description of Method by Bank posal SubCost Assignment mission CS-01 Proc and Logistics US$ 1.75 Individuals Prior 03/31/05 Monitoring Cell million



CS-02



CS-09



Medical Eqpt. Tech. Assistance. QA/QC-National Drug Policy Selection of STC to support MOHFW Organizational Assessment of B’Desh Nutrition Program B’desh HNPSP Evaluation Plan Establishing Project Support Office Health Information Improvement Plan MSA



CS-10



Procurement Audit



CS-03 CS-04 CS-05



CS-06 CS-07 CS-08



Total



US$ 3.00 million US$ 0.50 million US$ 0.50



QBS



Prior



03/31/05



QBS



Prior



06/30/05



Individual



Prior



05/31/05



US$ 0.50 million



Fixed Budget



Prior



07/31/05



US$ 0.50 million US$ 4.00 million US$ 1.00 million US$ 4.00 million US$0.50 million US$ 16.25M



Fixed Budget QCBS



Prior



02/28/05



Prior



06/30/05



QCBS



Prior



07/31/05



QCBS



Prior



03/31/05



QCBS



Prior



07/01/06



7 Comments



Two individual consultants for full life of the project @ US$ 25,000 per month Needed throughout the project life.



Needed throughout the project life.



Needed throughout the project life Annual



(b) Consultancy services estimated to cost above US$ 100,000 equivalent for firms and/or NGOs, and US$ 50,000 for individuals per contract and all single source selection of consultants for firms and/or NGOs will be subject to prior review by the Bank. (c) Short lists composed entirely of national consultants: Short lists of consultants for services estimated to cost less than US$ 200,000 equivalent per contract may be composed entirely of national consultants in accordance with the provisions of paragraph 2.7 of the Consultant Guidelines. Emergency Procurement In emergency resulting from natural disasters it is critical to effect deliveries of the most immediate pharmaceuticals, vaccines, nutritional supplements and necessary medical supplies in the shortest possible time. In such emergencies, procurement directly from UN Agencies and



through shopping and direct contracting methods with appropriate justification will be acceptable.
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Annex 9: Economic and Financial Analysis BANGLADESH: HNP Sector Program 1. Health expenditures and utilization patterns Total financial allocation for the HNP sector remains low, averaging less than 5% of the combined national revenue and development budget. The total annual per capita spending on health is estimated to be US$ 12.2. This amount is far below the WHO-recommended minimum of US$34 per capita per year required to deliver an Essential Services Package. Of that 12.2 dollars, only about US$ 3.2 per capita represents government spending and US$ 1 was contributed by international donors, while about US$ 8 per capita represented health services purchased by households from their own pockets.21 Clearly the main financing mechanism in the country is user fees. In this context, poor people as usual are the most vulnerable and may be severely affected in their access to services. The share of public health spending in GDP is only 1.1%. There has been no increase in real per capita expenditures on health over the last five years which means that the health expenditure is not keeping pace with growth in GDP. The larger part of national health expenditure (69%) is made by households who extensively use their private resources to purchase health care --mostly by purchasing medicines. Total Health Expenditure (THE) has been rising in real terms, both in per capita and volume expenditures. While THE has kept pace with growth in GDP, however, real public expenditure fell consistently below THE and GDP growth rates. According to the National Health Accounts (NHA-2), total health expenditures by sources of funding can be seen as follows: the share of government expenditure to THE declined from 24% to 21% between 1996-7 and 2001-2 (source: NHA 19962001), household out-of-pocket expenditures rose from 63% to 64%, while the share of donor funding in THE also increased from 10.5% to 13.3% during the same period. The SIP 2005-10 expresses MOHFW goals redistributing public subsidies in favor of the poor and raising their utilization rates of health services. The DP fully endorse MOHFW strategy of spending relatively more in the poorest districts and to implement criteria for identifying the poor and transferring public subsidies to them as a way to reduce the gap between the rich and the poor. Geographical and population based budget allocations There are large geographical variations in per capita spending. Resource allocation is based on conventional staffing and facility needs, not population needs. It is also not linked to poverty reduction goals. There are also high variations in unit costs linked to resource allocation and productivity. The per capita regional expenditure in taka is the following: Khulna 113; Sylhet 117; Rajshahi 117; Chittagong 120; Barisal 126; and Dhaka 196. The result is that more money per person goes to the richest districts (Tk. 118 per person) than the poorest districts (Tk. 93 per person)22. At sub-district level, public sector expenditure favors the poorest quintiles, both male and female, whilst above upazila level, it favors the rich.



21



Health Futures in Bangladesh: Some Key Issues and Options, 2001.



22



Health Economic Unit study of the Ministry of Health and Family Welfare
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Table 9.1 Economic and Financing Indicators in the HNP sector: INDICATOR



CURRENT STATUS (YEAR)



SOURCE



Total Health Expenditure (in billion US$)



1.54 (2001-02)



Total Public Expenditure on health and population (in million US$) Total Health Expenditure as a% of GDP (%)



417 (2001/02)



Total Public Expenditure on health and population as a% of GDP (%) Gross Domestic Product per capita (in US$)



0.88 (2001/02)



Total expenditure per capita on health and population (in US$) Public expenditure per capita on health and population (in US$) Public expenditure per capita on health and population (in constant Taka)* Public expenditure on health and population as% of total public expenditure (%) Total health subsidy as a percentage of per capita expenditures (%)



12.2 (2002/03)



Bangladesh National Health Accounts 1999-2001 Bangladesh Economic Review, MOF, 2003 Bangladesh National Health Accounts 1999-2001 Bangladesh Economic Review, MOF, 2003 Bangladesh Economic Review, MOF, 2004 Bangladesh Economic, Review, MOF, 2004 Bangladesh Economic Review, MOF, 2003 Bangladesh Economic Review, MOF, 2003 Bangladesh Economic Review, MOF, 2004 Public Expenditure Review, WB and ADB, 2003



Distribution of all health subsidies as percentage of total subsidies (%)



Absentee Rates of doctors in public health facilities Public sector beds per 1000 per capita



3.2 (2001-02)



421 (2003/04)



3.2 (2002/03) 72 (2002/03) 6.4 (2003/04) Poor: 1.45 Non-poor: 0.78 (2000) Urban:- Poorest: 14; Richest: 19 Rural:- Poorest: 19; Richest: 20 (2000) Overall: 42% Upgraded UHFWC: 74% UHC: 40% 0.31 (2001)



Private sector beds per 1000 per capita



0.1 (2001)



Public Expenditure Review, WB and ADB, 2003



Absenteeism in Bangladeshi Health Facilities, WB, 2003 Bangladesh National Health Accounts 1999-2001 Bangladesh National Health Accounts 1999-2001



*CPI- Base Year: 1985-86=100 BDHS: Bangladesh Demographic and Health Survey BMMS: Bangladesh Maternal Health Services and Maternal Mortality Survey UHC: Upazila Health Complex UHFWC: Union Health and Family Welfare Center



Providing universal ESP services is not sufficient on its own to reach the poor in Bangladesh. Given the constraint on public spending, GOB recognizes the necessity to ensure that the scarce resources are spent efficiently and with the greatest incidence and impact on the poor. This is reflected in the i-PRSP which highlights the importance of ‘distributional objectives to target the health of the poorest, the most disadvantaged and the vulnerable’. It calls for health sector goals and targets to be differentiated according to population sub-groups, primarily by socio-economic status (i.e. by poverty ranking) but also by other aspects of disadvantage or vulnerability (e.g. by gender, by demographic or household characteristics, by place of residence, or by exposure to
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risks or hazards). The SIP clearly states pro-poor strategies to increase the utilization of health services by the poor. Trends in public expenditure The Health Economics Unit, MOHFW has been tracking these trends through public expenditure review and through benefit incidence analysis . In the ESP budget, 56% goes to family planning and child health, 18% to maternal health and 2.5% on other RH activities23. There has been a shift in resources from tertiary and secondary to primary level services which are now quite pro-poor in terms of allocations. However, these figures disguise some broader problems, such as underspending. In 1999/2000, spending on maternal health was only 40% of the planned expenditure. HPSP achieved a great degree of success in achieving a more pro-poor health sector. In terms of sectoral spending, the institution of the Essential Services Package under HPSP shifted resources from tertiary and secondary to primary level (Upazila and below). The proportion of public health expenditure going to the ESP rose to over 65%. The two poorest quintiles account for over 55% of those using facilities at Upazila level and below. An assessment of the overall performance of HPSP shows that the poor did not fully receive the benefits of ESP expenditures, with only half of those accessing ESP being poor. ESP expenditure has also declined and currently accounts for an estimated 54% of MOHFW expenditure. Household health expenditures and benefit incidence analysis Total Health Expenditures (THE) are still dominated by direct household expenditures (2/3rds of the total). Over 45% of THE are for purchase of over-the-counter drugs. Data from BBS 1997 show that 14% of people in the lowest decile consulted a qualified practitioner when sick compared to 36% in the highest decile. Both figures are very low compared to use of qualified providers in e.g. Sri Lanka (80-82% across the deciles). The data also show a much lower rate of utilization of inpatient services by Bangladeshis at all income levels. Admission rates per capita in Sri Lanka are approximately ten times higher than in Bangladesh 24 About 36% of public health services by volume are being used by the bottom quintile. Women account for 53% more in and outpatient consultations, but men account for more inpatient days. However, the overall benefit to women is largely accounted for by their use of reproductive health services, particularly family planning. Male use of healthcare is also greater for communicable diseases. The poor do access public services but there is an inverse relationship between expenditure and ability to pay, with high out of pocket payments for drugs, diagnostic tests and other services. For all other services, men benefit more than women (women to men ratio of 0.86). This is particularly strong at tertiary level. Likewise, boys benefit more than girls (boys to girls ratio of 1.28). In the over 65 age groups, expenditure on men is more than double that on women.



23 24



HPSP review 2002. Equitap project working paper # 1 Who pays for health care in Asia?.
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Figure 9.1 Utilisation of ESP by income quintiles Quintile 5 (Poorest) 14%



Quintile 1 (Richest) 35%



Quintile 4 8% Quintile 3 25%



Quintile 2 18%



Source: Public Expenditure Review of the HPSP, HEU



However, these figures do not take account of out-of-pocket unofficial payments, which are as high for the poor as for the rich. Nearly all (80%) users made payments to receive government health services in 2000, and about 82% in 2003. Some 20% reported direct payments to service providers in 2000, and 18% in 2003. A visit costs on average around 3% of per capita monthly income for the richest, while for the poorest group it is nearly 17%. Service quality and use The most recent CIET survey (2003) found that the proportion of households which rated government health and family welfare services positively declined to 10% from 38% in 1999. In contrast, the proportion of households which rated private and NGO services positively rose from 25% to 37% during the same period. Consistent complaints are the non-availability of medicines in public facilities, and staff absenteeism, attitudes, waiting times (which are longer for the poor) and lack of information during consultations. The proportion of households who used government health and family planning services for treatment in the last month decreased from 13% in 1999 to 10% in 2003. During the same period, the proportion using private services (including unqualified practitioners) rose from 30% to 49%. The proportion of service users who visited unqualified practitioners for treatment increased from 52% in 2000 to 60% in 2003. While in the same period there were decreases in the proportions of service users who used private qualified practitioners (from 31% to 27%) and government services (17% to 13%). Unqualified practitioners are the major providers of curative health care. Between 1999 and 2003 the rating of government services declined among the very poor as much as in the less poor, and their use and experience of services also declined as much as among the less poor. System losses Medicines and drugs are not free of charge at the public health facilities. About 95% of users of public health facilities pay for their medicines. The poor pay the most in relation to their income.25 Recent studies suggest, staff absenteeism rate is high and requires a mixed strategy in different areas for building a win-win solution for all the stakeholders involved.



25



Household income expenditure survey, 2001
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Table 9.2. Bangladesh Macro-Economic Statistics



GDP (In billion US$) Total Population (In million) GDP per capita (In US$)



1991/92 1992/93 1993/94 1994/95 1995/96 1996/97 1997/98 1998/99 1999/00 2000/01 2001/02 2002/03 2003/04 31.3 32.0 33.9 37.9 40.7 42.3 44.0 45.7 47.1 47.0 47.6 51.9 56.4 113 114.9 116.9 118.8 120.8 122.6 124.5 126.3 128.1 129.9 131.6 133.4 135.2 277 279 290 319 337 345 353 362 368 362 361 389 417



Total Public Expenditure (In million US$) Revenue Expenditure (In million US$) Development Expenditure (In million US$) Other Expenditure (In million US$)



4,076.0 4,151.8 5,092.5 5,475.1 5,670.9 5,639.3 5,688.5 6,196.4 6,849.5 6,931.1 7,097.3 7,583.8 8,819.1 2,083.9 2,164.0 2,277.5 2,524.9 2,867.3 2,880.6 3,130.2 3,445.7 3,617.6 3,806.5 3,952.6 4,371.3 4,915.2 1,483.6 1,607.1 2,197.5 2,517.4 2,416.7 2,550.4 2,391.1 2,565.5 3,025.2 2,946.6 2,620.6 2,918.8 3,444.2 508.5 380.7 620.0 435.3 389.3 208.4 167.2 185.2 208.7 177.9 524.1 293.6 459.8



Total Public Revenue (In million US$)



2,589.8 2,925.4 3,122.5 3,733.8 3,753.7 4,072.6 4,183.9 4,113.6 3,989.3 4,510.7 4,856.3 5,366.1 6,141.8



Total Public Expenditure on Health and Population (Revenue budget + ADP) [In million US$] Revenue Expenditure (In million US$)



184.5 131.8



222.0 151.8



262.4 170.4



347.2 178.7



384.3 180.1



399.9 178.8



397.0 184.6



440.9 193.2



422.0 203.7



417.2 223.9



428.8 230.4



567.5 254.0



ADP- Development Expenditure (In million US$)



52.6



70.3



92.0



168.5



204.2



221.1



212.4



247.7



218.3



193.3



198.4



313.5



Per capita public expenditure on health and population (In US$)



1.6



1.9



2.2



2.9



3.1



3.2



3.1



3.4



3.2



3.2



3.2



4.2



Public expenditure on health and population as% 4.4 4.4 4.8 of total public expenditure (%) Source: Bangladesh Economic Review, Ministry of Finance, Dhaka: 2003 and 2004.



6.1



6.8



7.0



6.4



6.4



6.1



5.9



5.7



6.4
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2. Strategic support for the HNP sector Diversification of HNP service provision A key strategy of MOHFW outlined in the SIP is to strengthen GOB stewardship role to harness and to use the comparative advantages of the NGO and private sector to deliver services especially for primary and secondary care related services in areas that are currently underserved. DP support will create a disbursement category in the HNPSP support for non-government, private providers and local government as a complementary source of quality health service provision. GOB will promote other legal and institutional arrangements as established in its action plan for the first year of the HNPSP support to ensure proper standards and a monitoring and evaluation system. Increasing the supply of accredited or approved NGO providers will increase consumer choice, and thus strengthen consumer voice, allowing them to exit poorly run services in favor of more efficient providers. Alternative Financing Mechanisms Supply-side subsidies have not been very successful in the past in reaching poor people. Health workers need stronger incentives to attend to the needs of the poor and desist from informal charges. Poor people need to be empowered as users of services. Demand-side financing (DSF) transfers purchasing power to users on health services or goods at selected facilities or outlets through a choice of accredited providers or suppliers and has the potential for addressing these problems. The experience of the use of DSF is limited in the HNP sector in Bangladesh. One pilot has started under the auspices of MOHFW with technical support from WHO. This is a voucher scheme for maternity care for poor pregnant women. In order to assess the potential of DSF for improving utilization of health services among the poor, a systematic piloting and evaluation of different models for DSF will help to inform any decision to scale up these approaches. In order to get results within a reasonable timeframe, further pilots will be implemented during the first year of the HNPSP support. These pilots will cover a range of health financing options for delivery of maternity care to poor women and other health interventions, different institutional arrangements and type and cost of services. c) Strengthening Management and Governance in HNP Sector of Bangladesh In collaboration with MOHFW and its Development Partners, extensive sector work to better understand how to improve governance in the HNP sector, reduce system losses and strengthen accountability mechanisms. A short list of priority fiduciary risks has been established: Project money spent on non-project activities, Lack of control of payroll disbursement, Illegal payments to Accounts Offices, Purchases at higher than market rates, Private practice by doctors during office hours, Absenteeism of providers, Negative activities of Class 3 and Class 4 Trade Unions, Drugs pilfered and sold by employees. DP support will be used by MOHFW performance improvement in the areas described above through: Strengthening administrative arrangements, Strengthening procurement process, Strengthening management systems and processes, Setting incentives and motivation for the personnel,
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-



Strengthening of community voices, Involvement of professional organizations.



Specific actions in this regard will be established in the agreed actions to follow up during the first year of DP support to the HNPSP. 3. Cost-Benefit analysis This section presents the summary of the results obtained from the cost-benefit analysis of HNPSP, relating the project’s costs and the measurable economic benefits flowing from the successful implementation of the proposed program. In summary, the project would yield a net present value (NPV) of benefits, after investment and recurrent costs, of more than US$ 2.9 billion, and produce an internal rate of return (IRR) of 51% over a ten year period. These results demonstrate the robustness of the project if it is well implemented and targets are accomplished. The main results include: Summary of Estimated Costs and Benefits of the HNPSP TYPE OF SENSITIVITY ANALYSIS NPV IRR (US$ MILLION) (%) Base case: 10 years horizon 2,975 51 (benefit cost ratio=2) 5 years horizon 610.5 21 Note: Benefit Cost Ratio includes the total benefits and total cost of the project Summary of Benefits and Costs The cost-benefit analysis distributes the benefits into two groups of benefits: direct benefits due to cost of treatment averted and indirect benefits due to increase in productivity as a result of reduction in morbidity and mortality. The monetary value of reduction of morbidity is calculated by projecting the present value of GDP per capita over the total number of additional productivedays gained from reduced morbidity. In terms of the costs of implementation, the analysis considers two elements: (i) the external investment costs of the DP contribution to the program; and (ii) the GOB contribution. The total cost of the project is US$3.7 billion. The cost is spread out over the period of the project according to the proposed GOB plan. Direct benefit: Direct benefit of the project is calculated by the savings in expenditure on treatment averted. The calculation of these savings is based upon the targets set out in terms of reduction of disease burden mentioned in the Strategic Investment Plan 2005-10 (specifically refers to malnutrition of children under five, malaria and TB cases). Cost of treatment is multiplied by the number of cases averted. In addition, gains due to immunization are estimated on the basis of the cost averted. Those children who are not fully immunized become ill with one of the six diseases. Indirect benefit due to the reduction in morbidity: The major monetary benefit of the project is due to the increased GDP gain. People who receive health care at the public health facilities incur less the number of ill-days and therefore perform additional productive work. The reduction of total days of morbidity is multiplied by the daily contribution in per capita GDP, and the total is spread over the five years.
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Main Assumptions: The analysis of HNPSP uses the following assumptions to measure the direct and indirect benefits. Since the assumptions are quantified for only a few number of variables, rather than the full set of HNP interventions and effects of the program, and the project horizon goes for only 10 years, the estimated results can be considered conservative. ƒ Under 5 malnutrition would be reduced by 14% (MDG goal); ƒ Malaria would be reduced by 30% (MDG goal); ƒ There would be a 32% increase in number of TB cases treated (MDG goal); ƒ Proportion of people seeking medical treatment: 78% (HIES, 2001); ƒ Healthcare visits to public health facilities (as% of total visits): 13% (CIET, 2003) ƒ Average days of illness: 2 (HIES 2001); ƒ Cost of an essential service package (WHO 1999): USD 34; ƒ Proportion of people receiving treatment in public hospitals (within the last quarter): 2% (HIES 2001); ƒ Proportion of service users who attend government hospitals for treatment: 2% (CIET, 2003) ƒ GDP per capita growth rate at 3.3% (average annual rate: 1990-2004) ƒ % of users who received inpatient treatment in public hospitals and were at risk if they had not received treatment: 5% ƒ Health sector spending would increase in line with projected expenses stated in the SIP 200510 estimated at 10% nominal and 5% real per year; and ƒ Discount rate of 10%.



Sensitivity analysis It is important to verify the robustness of the results in relation to possible changes in benefits. This has been evaluated assuming the reduction of benefits at 50% which is related to the reduction in half of the project impact on health targets or reaching less people than the initial estimates. The following table shows the results: Summary of Estimated Costs and Benefits of the HNPSP TYPE OF SENSITIVITY ANALYSIS NPV IRR (10 YEARS PERIOD) (US$ MILLION) (%) Base case 2,975 51 (benefit cost ratio=2) 50% reduction in benefits 1,288 27 Note: Benefit Cost Ratio includes the total benefits and total cost of the project Overall the project is still justifiable assuming a 50% reduction in the benefits of key interventions. This relatively high IRR describes the relevance of the investment and delineates the relevance of focusing on measurable results to track the performance of the program.
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FINANCING MECHANISM Performance Criteria (To be agreed by GOB-DP)



Type of Financing Contribution Expenditure Category in DCA (2005-2010)



Category 1 (25%)



PERFORMANCE CATEGORY



Category 2 (15%)



B. DIVERSIFICATION OF SERVICE PROVISION



Category 3, 4 and 5



C. SUPPORT CATEGORIES (CORE HNP SERVICES IN SIP)



(60%)



Performance-Based Financing (A)



Baseline Support (B+C)



- Share of total govt. expenditure allocated to MOHFW expenditure (%) - Proportion of total MOHFW expenditure allocated to the 25% poorest districts (%) - Utilization rate of ESD of the two lowest income quintile (%) - Proportion of contracts awarded within initial bid validity period (%) - Proportion of births attended by skilled personnel (%) - TB case detection rate (%)



APR1 NCS2: -PSO operational within MOHFW -Installation of MSA (for utilization of category 2)
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APR: Annual Programme Review Evaluation led by APR Steering Committee (chairperson: Secretary, MOHFW) NCS: Necessary Conditions for Success



DP FINANCING SUPPORT TO THE HNP SECTOR NON-POOL FINANCING DEVELOPMENT PARTNER



CIDA German Government



National currency (million) CA 60



CONTRIBUTION USD Period (million)



EUR 12 (EURO 10 FC and EURO 2 by TC



50.8



2005/10



15.9



2005/10



Japanese Government



100



2005/10



Japanese Government



60



2005/10
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KEY SUPPORTED ACTIVITIES



Earmarked contribution: Life cycle approach (CD 20 m), Line of commodity (CD 40 m.), KfW: The German Government has committed 10.0 Million of financial cooperation for the support of HNPSP. These funds will be non-pooled and earmarked to contribute to the financing of the following HNPSP interventions/activities: Contraceptive security ( 7.0 M.); Quality control of contraceptives ( 0.4 M.); Diversification of service providers / PPP/HIV-AIDS/ reproductive health ( 1.5 M.); Consulting services ( 0.6 M); Contribution to the financing of Health Consortium Secretariat and / or PSO ( 0.5 M) GTZ: The German Government has committed 2.0 Million for technical cooperation to support HNPSP. In consultation with the national counterpart and DP a flexible resource pool will be created (SWAp Backup) and housed under the coordination of the national counterpart and GTZ, which will be used to provide a mix of long and short term technical assistance to support the implementation of the HNPSP in piloting innovative approaches in M&E, demand-side financing (social health insurance schemes), concept development for public private partnerships in family planning/HIV/AIDS/reproductive health including QM within the context of HR and other issues. Japan, through the Japanese Debt Cancellation program, will make an estimated $20 m per year available to GOB budget for HNPSP. The actual amount will depend on APR outcomes. Technical cooperation in kind for maternal and child care, reproductive health, supplementary immunization activities for maternal and neonatal tetanus elimination and measles control for 2005 through UNICEF (approximately US$ 2 million) and to Filariasis Elimination Program for 2005 (approximately US$200,000).



DEVELOPMENT PARTNER



National currency (million)



CONTRIBUTION USD Period (million)



UNICEF



USD 48.5



48.5



2006/10



UNFPA



USD 35



35



WHO



USD 46



46



2006/11 Calendar years 2004-08



Sida-Sweden



26 MSEK



3.8



2004/07



260



2005/11



50



2005/11



SUB TOTAL HNPSP NONPOOL FINANCING (USD million) ADB + co-financiers



USD 50
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KEY SUPPORTED ACTIVITIES



Child health: EPI, CDD, ARI, IMCI (29 m.), women health: emergency obstetric care, women friendly hospital initiative and social mobilization for women (7.5 m.), nutrition: control of Iodine deficiency disorders, control of vitamin A deficiency, Control of Iron deficiency anemia, breastfeeding protection and promotion, comprehensive nutrition system developments (8 m.), Emerging public health issues: Arsenic and HIV (4 m.) Reproductive health (65%), Gender (20%) and population development strategies (15%) Communicable disease surveillance, prevention, eradication control, TB, non communicable diseases surveillance and prevention, tobacco, health promotion, disability, child and adolescent health, making pregnancy safer, HID/AIDS, nutrition, health and environment, food safety, emergency response, essential medicines, immunization and vaccine development, blood safety, research policy and promotion, organization of health services. Support MVA Program through three NGOs: RH-STEP, BWHC, and BAPSA to support MVA program. Monitoring of the activities of these three NGOs will be the responsibility of the Director (MCHServices) and Line Director (ESP-RH) of the Directorate General of Family Planning (DGFP). Under HNPSP, MOHFW



Urban Health Project ADB and co-financiers’ contribution to the Second Urban PHC project amounts to $70 million (grant co-financing from Sida of $5 million and DfID of about 15 million GBP) plus another $2 million in parallel financing from UNFPA, to be implemented over 6.5 years.



DEVELOPMENT PARTNER



Sida- Sweden DfID USAID



EU SUB TOTAL PARALLEL HNP PROJECTS



DEVELOPMENT PARTNER



National currency (million) MSKE 35 GBP 15 USD 210



CONTRIBUTION USD Period (million)



EURO 10



WB (IDA) DfID EU The Netherlands Sida-Sweden CIDA



National currency (million) USD 300 GBP 100 EURO 98 EURO 40 MSEK 500 CA 15



UNFPA



USD 1.0



KEY SUPPORTED ACTIVITIES



5 28.3 210



2005/11 2005/11 2005/10 Calendar years



Grant co-financing to Urban Health Project Grant co-financing to Urban Health Project While USAID will be developing a new strategy next year, Support to NGO sector and Private sector (through Social Marketing), in family planning, maternal and child health and prevention, especially focused on the poor with emphasis on urban health. Operations research and TA in specific areas (family planning and logistics).



13.2 306.5



2005/11 2005/11



Support of Urban Health project Under MOLG (Urban health project) and MOF (USAID)



POOL FUND CONTRIBUTION USD Period (million) (Fiscal year) 300 188.7 130.1 53.1 74.6 12.7



2005/10 2005/10 2005/10 2005/10 2005/11 2005/10



1.0



2007/08



KEY SUPPORTED ACTIVITIES



HNPSP support with performancebased-financing criteria



Contribution to Swap (CIET, TA, and other unmarked projects, (CD. 15 m.). Contribution to the pool on a pilot basis



SUB TOTAL 760.2 HNPSP POOL FINANCING PERIOD 2005/10 Total GOB contribution to HNPSP = USD 2.36 Billion Total DP contribution in the HNP Sector = USD 1.32 Billion Exchange rate at 11/26/04: 1USD= 0.53 GBP, 1USD= 0.753 EURO, 1USD= 6.7 MSEK, 1USD= 1.18CD



The USD amounts shown in this annex differ somewhat from the USD amounts in the main data sheet, because of fluctuations in the exchange rates and the difference in the dates on which the tables were prepared. The main data sheet does not allow for mentioning the same DP, more than once. Therefore for DP providing non-pooled and pooled funds, the amounts had to be combined.
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Annex 10: Safeguard Policy Issues BANGLADESH: HNP Sector Program



A.



Environmental Assessment (OP/BP 4.01)



The safeguard policy on Environmental Assessment (OP 4.01) is triggered requiring the project to undertake an Environmental Assessment. An environmental assessment has been carried out to identify the critical environmental issues associated with the program and explore ways of addressing such issues during the HNP Sector program implementation. Issues identified include HCW Management (solid and liquid), concern on clean water supply and sanitation provisions at healthcare facilities, construction related environmental issues, and issues associated with use of hazardous insecticides/pesticides. The EA has identified HCW management as the most critical environmental issue in the sector. HCW poses significant risks to both people and environment as they contain infectious materials and other hazardous substances. The environmental issues range from increasing the risk of spreading infections to increasing exposure to toxic emissions from poor treatment and disposal practices. The EA while providing general recommendation on the other issues has dealt with the HCW management issue very comprehensively and recommended a strategic approach to address the issue. During actual implementation of HCW management programs (either individual or common programs), it would be required to subject such programs especially the treatment and disposal components to environmental review/assessment. The level of environmental review/assessment to be undertaken for such components would be described in the detailed guidelines to be developed by the Health Department. The owners/promoters of such facilities (the healthcare facility owners themselves or any other private operator) are expected to follow the above guidelines. HCW Management Being an issue generic to the sector, a review of the HCW management practices in the country was undertaken as part of the EA to assess the present situation and recommend future course of action. International and local consultants undertook the study during the preparation of the project. Key findings of the HCWM Review Study The review revealed the present practice of HCWM in the country to be very poor. A few health care facilities have taken steps towards implementing comprehensive waste handling and management system, including use of needle destroyers and color-coded containers for waste disposal but at most of the health care facilities the waste management is still far from common international standard. In some cases the practices being followed were reported to be unsatisfactory. The study established the need for urgent action in terms of policy, regulation and strategy supported by a time bound action plan to improve HCWM practices in the country. The HCWM Strategy Based on the recommendations of the HCWM review study, a strategy and action plan has been developed. Key elements of the strategy for improving HCWM are the following: • Establishing a National HCWM Coordination Committee, • Developing appropriate guidelines and manuals,
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• Building awareness and capacity at all levels, • Create accountability through appropriate legal/regulatory framework, • Create appropriate institutional framework to facilitate implementation of HCW management on a sustainable basis, • Making targeted and phased investments, • Creating the enabling framework for private sector participation in centralized TandD facilities, • Make HCWM a separate line item in the health budget, The HCWM Action Plan requires significant efforts at various levels ranging from creating awareness at grass root level to formulating policy/regulation to improve HCWM. Accordingly a time bound action plan has been developed in line with the recommended strategy. Cost associated with implementation of the Action Plan has been estimated and Government would need to make necessary budgetary provisions to enable its implementation. The implementation of the Action Plan and actual improvement in HCW management and its progress will be monitored and analyzed. Detailed monitoring plan in this regard would need to be developed during the planning phase (first two years of program launch). Implementation Arrangement, monitoring and evaluation The MOH has experience of a Bank-supported Population and Family Health Project that was implemented during 1994-2000 which had a nation wide coverage with construction and renovation of over 500 health facilities. The current project builds on these experiences. The Government has demonstrated some institutional capacity, albeit limited. Capacity Building: At present the GOB does not have the required capacity to implement the Action Plan. The EA has therefore recommended a capacity building program (to be fine tuned as part of the larger capacity building program for the program implementation) for various GOB agencies to be involved in HCWM activities. In long run, it is expected that the GOB agencies would only play a facilitating role while the private agencies and NGOs are expected to take a lead in performing the actual tasks. Monitoring and Evaluation: Yearly progress of implementation of the Action Plan and actual improvement in HCW management will be monitored and analyzed. Detailed monitoring plan and reporting arrangement have been prepared which could need to be further fine tuned during implementation. Consultation: For the Environmental Assessment and medical waste issues, consultations have been held with key stakeholders during an initial assessment. The stakeholders included department officials at various levels, health care providers, development partners and NGOs. Feedback revealed there is very little awareness with regard to the high risk related to handling of health care waste and the existing systems for implementing good practices are weak. The Healthcare Waste Management Action Plan developed as part of EA has provisions for consultation during detailed planning and implementation. Environmental Clearances: During Program implementation, in the event that the need arises for construction of new health facilities under this program, site-specific clearance will be obtained, and all requisite Government of Bangladesh and World Bank safeguard conditions will be fulfilled.
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Similarly, during actual implementation of HCW management programs (either individual or common programs), it would be required to subject such programs especially the treatment and disposal components to environmental review/assessment. The level of environmental review/assessment to be undertaken for such components would be described in the detailed guidelines to be developed by the Health Department. Necessary clearances and approvals will be obtained by the owner of such facilities. B.



Indigenous People (OD 4.20)



The safeguard policy on Indigenous People (OD 4.20) is triggered requiring the project to undertake a Social Assessment and development of Tribal HNP plan. MOHFW carried out a social assessment to identify critical social issues associated with the program and explore ways of addressing such issues during the HNP Sector program implementation. A Social Framework and Tribal HNP plan were developed.



Tribal HNP Plan (THNPP) THNPP would systematically operationalize a plan to make HNP services culturally and linguistically sensitive to tribal needs. The components of THNPP are identifying areas (unions) with 25% tribal population; empowering tribal people to plan for their HNP services and participate in stakeholder committees at District, Upazila and Union Level; give a choice for establishing village level health centres; training of fieldworkers for providing services at these centres or hiring of qualified doctors; training of providers operating at District, Upazila, Union, and CCs to be sensitive to the needs and expectations of tribal people in that area; developing and implementing a BCC strategy for providers (to bring about attitudinal change) and users (to encourage them to seek appropriate care); an effective monitoring and evaluation process to ensure completion of all these activities with desired outputs and outcomes. Absence of reliable data on proportion of tribal population at union level, ethnographic studies as well as non-availability of disaggregated data for tribal (surveys and MIS) is the obstacle for operationalising the THNPP. Therefore, MOHFW would hire agencies to obtain this information through systematic ethnographic studies, with components of socio-demographic, health, and nutrition for operationalising the tribal HNP plan. Implementation and institutional arrangement: National: Secretary, MOHFW will be responsible for implementation and monitoring of Tribal HNP plan (THNPP). Secretary, together with steering committee shall review the progress of implementation of THNPP during its quarterly meetings. Line Directors (LD) of respective activities (ESP, BCC, HRD etc.) will include relevant tribal plan activities in the operational plan, implement and monitor by compiling report with inputs from unions, upazila and district levels; and send report to steering committee. Annual Program Review (APR) will review the progress of THNPP. District and Upazila: Management committees at District, Upazila, and union level would be responsible for monitoring the progress of Tribal HNP Plan. Chairperson of these committees would include in their monthly meeting agendas activities implemented under Tribal HNP plan and review the progress at union level.
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Monitoring and evaluation Sampling design of evaluation studies would include tribal districts/unions on a representative basis. During the implementation of HNPSP THNNP would monitor increased knowledge HNP services, importance of seeking HNP services for well being of women, children, aged and men, and communities’ involvement in managing HNP services at local level. Community monitoring at village health centre, CCs, UHFWCs, and UHC, a key issue of tribal plan, would strengthen inputs to M&E by helping to capture information that would have gone unrecorded due to sociocultural barriers and gender discrimination faced by communities, especially vulnerable groups. These data would demonstrate the extent to which tribal people have participated in and benefited through the implementation of tribal plan. For the purpose of evolving an effective M&E a consultative workshop would be held for finalizing indicators for M&E on obtaining ethnographic information on various tribal groups, their needs, as well as identification of unions with 25% of tribal population. A baseline survey using a cluster sampling procedure would establish the values on these identified indicators and same would be measured annually to track the progress of THNNP activities as well as impact of HNPSP. Annual independent evaluation would be carried out to assess the progress of implementation as well as outcome. The following indicators would be monitored: 1. Data base on tribal health indicators established and incorporated in MIS by end FY07 2. Proportion of tribal utilizing HNP services increased by 50% from the baseline by end FY10.
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Annex 11: Project Preparation and Supervision BANGLADESH: HNP Sector Program



PCN review Initial PID to PIC Initial ISDS to PIC Appraisal Negotiations



Planned February 11, 2004 March 2, 2004 March 2, 2004 Nov. 22- Dec. 8, 2004 Jan. 30- Feb. 4, 2005



Board/RVP approval Planned date of effectiveness Planned date of mid-term review Planned closing date



March 15, 2005 July1, 2005 March 2008 June31, 2010



Actual February 11, 2004 November 12, 2004 November 13, 2004 22 Nov- 8 Dec. 2004 14-18 February, 2005 and March 22, 2005 April 28, 2005



Key institutions responsible for preparation of the project: Government of Bangladesh Ministry of Health and Family Welfare, Planning Wing Bank staff and consultants who worked on the project included: The project was prepared in full cooperation with staff of ADB, CIDA, DfID, EC, German Embassy, GTZ, KfW, JICA, Netherlands Embassy, DGIS, Swedish Embassy, Sida, USAID, UNFPA, UNICEF, WHO. Bank staff/consultants: Kees Kostermans, team leader Nilufar Ahmad Md. Mahtab Alam Jayshree Balachander Sadia Afroze Chowdhury Anisuzzaman Chowdhury Shahadat Chowdhury Rafael Cortez Paul Geli M. Aminul Haque Farzana Ishrat Shirin Jahangeer Qaiser Khan M. Khaliquzzaman Farial A. Mahmud Rajat Narula M. Abdullah Sadeque Kirtan Chandra Sahoo Meera Shekar Harvinder Singh Suri Yolanda Tayler



Title Lead Public Health Specialist Sr. Social Scientist Team Assistant Sr. Human Resources Specialist Sr. Health Specialist Consultant (Operations) Program Assistant Sr. Health Economist Consultant Sr. Procurement Specialist Nutrition Specialist Consultant Lead Human Development Specialist Consultant Research Assistant Sr. Finance Officer Consultant (Procurement) Environmental Specialist Sr. Nutrition Specialist Consultant (Procurement) Sr. Procurement Specialist 117



Unit SASHD SASES SASHD EASHD SASHD SASHD SASHD SASHD SASHD SARPS SASHD SASHD SASHD SASES SASHD LOAG2 SASHD SASES HDNHE SASHD OPCPR



Kishor Uprety Bina Valaydon Suraiya Zannath Md. Ismail Mollah Md. Mostafa Kamal Md. Shah Alam



Sr. Counsel Health Specialist Sr. Financial Management Specialist Driver Driver Driver



Bank funds expended to date on project preparation: 1. Bank resources: USD 598,084 2. Trust funds: USD 214,250 3. Total: USD 812,334 Estimated Approval and Supervision costs: 1. Remaining costs to approval: USD 30,000 2. Estimated annual supervision cost: USD 175,000
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LEGMS SASHD SARFM SACBD SACBD SACBD



Annex 12: Documents in the Project File BANGLADESH: HNP Sector Program Government Documents Health Economics Unit. Bangladesh National Health Accounts 1999-2001, (with assistance from Data International Ltd. and DfID), Ministry of Health and Family Welfare, Dhaka, December 2003. Health Economics Unit. Public Health Services Utilisation Study, (with assistance from BIDS), Ministry of Health and Family Welfare, Dhaka, November 2003. Health Economics Unit. Public Expenditure Review (2001/02) of the Health and Population Sector Program, Ministry of Health and Family Welfare, January 2003. Ministry of Finance. Bangladesh: A National Strategy for Economic Growth, Poverty Reduction and Social Development, Economic Relations Division, MOF, Dhaka, March 2003. Ministry of Health and Family Welfare (MOHFW). Social Assessment for Health, Nutrition and Population Sector Programme (HNPSP), draft document MOHFW, Dhaka, 2004. Ministry of Health and Family Welfare (MOHFW). Action Plan for Improved Health Care Waste Management in Bangladesh, draft document, MOHFW, Dhaka, 2004. Ministry of Health and Family Welfare. HNP Strategic Investment Plan (SIP): July 2003-June 2010, Planning Wing, MOHFW, Dhaka, August 2004. Ministry of Health and Family Welfare. Coverage Improvement Plan for Routine EPI in Bangladesh: 2004-2005, Directorate General of Health Services, MOHFW, May 2004. Ministry of Health and Family Welfare, Programme Implementation Plan (PIP) of the HNPSP July 2003-June 2006, Planning Wing, MOHFW, Dhaka, March 2004. Ministry of Health and Family Welfare. Local Level Planning Report: Part I- The Process, Core Local Level Planning Cell, Directorate of Health Services, MOHFW, 2003. Ministry of Health and Family Welfare. Local Level Planning Report: Part II- The Analysis, draft report, Core Local Level Planning Cell, Directorate of Health Services, MOHFW, December 2003. Ministry of Health and Family Welfare. Modernizing Health, Nutrition and Population Services in Bangladesh: Long Term Strategic Options, Draft Discussion Document, MOHFW, Dhaka, September 2003. Ministry of Health and Family Welfare. Conceptual Framework for Health, Nutrition and Population Sector Programme (HNPSP) July 2003-June 2006, Planning Wing, MOHFW, Dhaka, May 2003. Ministry of Health and Family Welfare. Human Resource Strategy, MOHFW, Dhaka, January 2003.
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Annex 13: Statement of Loans and Credits BANGLADESH: HNP Sector Program Difference between expected and actual disbursements



Original Amount in US$ Millions Project ID



FY



P074966



2004



Primary Education Development Program II



Purpose



IBRD 0.00



IDA



P078707



2004



Power Sector Development TA



0.00



7.10



0.00



0.00



0.00



P081969



2004



Enterprise Growth & Bank Modernization



0.00



250.00



0.00



0.00



0.00



P053578



2003



Social Investment Program Project



0.00



18.24



0.00



0.00



0.00



18.24



2.23



0.00



P062916



2003



Central Bank Strengthening Project



0.00



37.00



0.00



0.00



0.00



37.05



20.32



0.00



P071435



2003



Rural Transport Improvement Project



0.00



190.00



0.00



0.00



0.00



192.17



4.29



0.00



P081849



2003



BD: Telecommunications Technical Assist.



0.00



9.12



0.00



0.00



0.00



9.87



-0.03



0.00



P044876



2002



Female Secondary School Assis. II



0.00



120.90



0.00



0.00



0.00



99.04



22.32



0.00



P075016



2002



Public Procurement Reform Project



0.00



4.50



0.00



0.00



0.00



2.77



1.17



0.00



150.00



SF 0.00



GEF 0.00



Cancel.



Undisb.



0.00



153.33



Orig.



Frm. Rev’d



0.19



0.00



15.74



0.00



0.00



252.71



0.00



0.00



P074731



2002



Financial Services for the Poorest



0.00



5.00



0.00



0.00



0.00



4.44



1.81



0.00



P074040



2002



Renewable Energy Development



0.00



0.00



0.00



8.20



0.00



7.65



1.11



0.00



P071794



2002



Rural Elect. Renewable Energy Dev.



0.00



190.98



0.00



0.00



0.00



189.04



87.76



0.00



P050752



2001



Post-Literacy & Continuing Education



0.00



53.30



0.00



0.00



0.00



43.86



14.87



1.55



P057833



2001



Air Quality Management Project



0.00



4.71



0.00



0.00



0.00



3.45



3.51



0.00



P059143



2001



Microfinance II



0.00



151.00



0.00



0.00



0.00



24.35



-0.36



0.00



P069933



2001



HIV/AIDS Prevention



0.00



40.00



0.00



0.00



21.98



14.61



27.70



-1.58



P044810



2001



Legal & Judicial Capacity Building



0.00



30.60



0.00



0.00



0.04



26.41



12.78



0.00



P009468



2000



Fourth Fisheries



0.00



28.00



0.00



5.00



8.25



11.73



18.97



4.26



P044811



2000



Financial Institutions Development



0.00



46.90



0.00



0.00



0.00



10.50



26.98



0.00



P049587



2000



Aquatic Biodiversity Conservation



0.00



0.00



0.00



5.00



1.25



1.87



4.82



2.77



P050751



2000



National Nutrition Program



0.00



92.00



0.00



0.00



24.02



50.56



65.58



11.04



P041887



1999



Municipal Services



0.00



138.60



0.00



0.00



0.00



81.63



31.08



0.00



P050745



1999



Arsenic Mitigation Water Supply



0.00



32.40



0.00



0.00



4.35



15.95



18.67



0.00



P049790



1999



Export Diversification



0.00



32.00



0.00



0.00



0.00



0.25



0.63



0.00



P037294



1999



Third Road Rehabilitation & Maintenance



0.00



273.00



0.00



0.00



0.00



94.21



84.77



32.01



P009524



1999



Dhaka Urban Transport



0.00



177.00



0.00



0.00



64.89



45.86



110.29



36.11



P037857



1998



Health and Population Program



0.00



250.00



0.00



0.00



0.78



52.36



55.06



0.00



P044789



1998



BD Private Sector Infrastructure Dev



0.00



235.00



0.00



0.00



0.00



147.68



148.65



6.59



0.00



2,567.35



0.00



18.20



125.56



1,607.33



765.17



92.75



Total:
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BANGLADESH STATEMENT OF IFC’s Held and Disbursed Portfolio In Millions of US Dollars Committed



Disbursed



IFC FY Approval



Company



2001 1997



IFC



Loan



Equity



Quasi



Partic.



BDTEF



13.00



0.00



0.00



0.00



DBH



2.33



0.65



0.00



0.00



1991



Dynamic Textile



1.86



0.00



0.00



1998



Grameen Phone



6.67



0.09



1985



IDLC



0.00



1998



IPDC



6.88



1998



Khulna



1998/00 2003



Equity



Quasi



Partic.



0.00



0.00



0.00



0.00



2.33



0.65



0.00



0.00



1.48



1.86



0.00



0.00



1.48



0.00



0.00



6.67



0.09



0.00



0.00



0.15



0.00



0.00



0.00



0.15



0.00



0.00



0.00



0.00



0.00



6.88



0.00



0.00



0.00



14.74



0.00



0.00



17.99



14.74



0.00



0.00



17.99



Lafarge/Surma



0.00



0.00



0.00



15.00



0.00



0.00



0.00



0.00



RAK Ceramics



12.00



0.00



0.00



0.00



12.00



0.00



0.00



0.00



2000



Scancem



9.29



0.00



0.00



0.00



9.29



0.00



0.00



0.00



2000



United Leasing



5.00



0.00



0.00



0.00



0.00



0.00



0.00



0.00



0.89



0.00



34.47



53.77



0.89



0.00



19.47



Total portfolio:



71.77



Loan



Approvals Pending Commitment FY Approval



Company



2001



BRAC Bank



2001



Dhaka Westin



2004



Loan



Equity



Quasi



Partic.



0.00



0.00



0.00



0.00



0.01



0.00



0.00



0.00



Grameen Phone II



0.03



0.00



0.00



0.00



1998



Khulna



0.00



0.00



0.00



0.00



2000



USPCL



0.00



0.00



0.00



0.00



0.00



0.00



0.00



Total pending commitment:



0.04
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Annex 14: Country at a Glance BANGLADESH: HNP Sector Program P OVE R T Y and S OC IA L B anglades h 2002 P opulation, mid-year (millions ) GNI per capita (Atlas method, US $ ) GNI (Atlas method, US $ billions )



S o ut h A s ia



L o wi nco me



135.7 380 51.1



1,401 460 640



2,495 430 1,072



1.7 2.8



1.8 2.3



1.9 2.3



34 26 62 52 48 97 59 100 100 101



.. 28 63 71 .. 84 44 97 108 89



.. 30 59 81 .. 76 37 95 103 87



D ev el o pment di amo nd* Life expectancy



A v er age annual gr o wt h, 19 9 6 -0 2 P opulation (%) Labor force (%) M o s t r ecent es t i mat e (lat es t year av ai lable, 19 9 6 -0 2 ) P overty (% of population below national poverty line) Urban population (% of total population) Life expectancy at birth (years ) Infant mortality (per 1,000 live births ) Child malnutrition (% of children under 5) Acces s to an improved water s ource (% of population) Illiteracy (% of population age 15+) Gros s primary enrollment (% of s chool-age population) Male F emale



GNI per capita



Gros s primary enrollment



Acces s to improved water s ource



B anglades h Low-income group



K E Y E C ON OM IC R A T IOS and L ON G-T E R M T R E N D S 19 9 2



2001



2002



GDP (US $ billions )



19 8 2 18.1



31.7



47.0



47.6



Gros s domes tic inves tment/GDP E xports of goods and s ervices /GDP Gros s domes tic s avings /GDP Gros s national s avings /GDP



17.8 5.2 12.5 17.9



17.3 7.6 13.9 19.3



23.1 15.4 18.0 22.4



23.1 14.3 18.2 23.4



Current account balance/GDP Interes t payments /GDP T otal debt/GDP T otal debt s ervice/exports P res ent value of debt/GDP P res ent value of debt/exports



-4.9 0.3 27.9 17.7 .. ..



-0.4 0.5 42.8 16.2 .. ..



-1.7 0.3 32.4 7.3 20.7 105.4



0.5 0.3 35.8 7.7 .. ..



19 8 2 -9 2 19 9 2 -0 2



2001



2002



2 0 0 2 -0 6



5.0 3.2 12.0



5.3 3.5 14.9



4.4 2.6 23



.. ..



19 8 2



19 9 2



2001



2002



E co no mi c r at i o s *



(average annual growth) GDP GDP per capita E t f d d



i



3.8 1.3 64



T rade



Domes tic s avings



Inves tment



Indebtednes s



B anglades h Low-income group



S T R U C T U R E o f t he E C ON OM Y Gr o wt h o f i nv es t ment and GD P (%)



(% of GDP ) Agriculture Indus try Manufacturing S ervices



31.2 21.1 13.7 47.7



29.4 22.5 13.9 48.1



24.1 25.9 15.6 50.0



22.7 26.4 15.9 50.9



P rivate cons umption General government cons umption Imports of goods and s ervices



88.4 4.5 15.9



83.0 4.5 12.3



78.5 4.5 21.5



76.6 5.0 19.0



19 8 2 -9 2 19 9 2 -0 2



2001



2002



3.1 7.4 6.7 5.5



0.0 6.5 5.5 5.4



20



-0.1 19.2 8.2 -11.2



- 10



15 10 5 0



(average annual growth) Agriculture Indus try Manufacturing S ervices



2.2 6.0 5.6 3.7



3.4 7.1 6.6 4.8
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3.0 2.7 6.3 2.3



3.7 4.5 9.6 9.4



4.8 4.5 5.8 11.2
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99



00



GDI



01



02



GDP



Gr o wt h o f expo r t s and i mpo r t s (%)



10 0 97



P rivate cons umption General government cons umption Gros s domes tic inves tment Imports of goods and s ervices



98



98



99



00



01



- 20



E xports



Imports



02



Bangladesh P R IC E S and GOVE R N M E N T F IN A N C E 19 8 2 D o mes t i c pr i ces (% change) Cons umer prices Implicit GDP deflator



19 9 2



2001



2002



Inf l at i o n (%) 10



.. 9.7



4.5 3.0



1.6 1.6



1.9 3.2



8 6 4



Go v er nment f inance (% of GDP , includes current grants ) Current revenue Current budget balance Overall s urplus /deficit



2 0



.. .. -9.6



8.3 1.9 -4.5



9.0 1.4 -5.0



10.1 2.1 -4.6



97



98



99



00



01



GDP deflator



02



CPI



T R ADE 19 8 2



19 9 2



2001



(US $ millions ) T otal exports (fob) R aw jute L eather and leather products Manufactures T otal imports (cif) F ood F uel and energy Capital goods



2002



.. .. .. .. .. .. .. ..



1,986 106 139 1,593 3,526 265 168 1,289



6,476 67 254 5,766 9,363 380 848 2,400



5,929 61 207 5,367 7,697 437 723 2,617



E xport price index (1995=100) Import price index (1995=100) T erms of trade (1995=100)



.. .. ..



86 107 81



112 129 87



115 106 108



E xpo r t and i mpo r t l ev el s (U S $ mi ll .) 10,000 8,000 6,000 4,000 2,000 0 96



97



98



99



00



E xports



01



02



Imports



B AL ANCE of P AY M E NT S 19 8 2



19 9 2



2001



2002



840 2,759 -1,919



2,468 3,932 -1,464



7,235 10,103 -2,868



6,794 9,061 -2,267



Net income Net current trans fers



-97 1,121



-89 1,435



-264 2,316



-319 2,826



Current account balance



-895



-118



-816



240



F inancing items (net) Changes in net res erves



387 508



635 -517



490 326



35 -275



M emo : R es erves including gold (US $ millions ) Convers ion rate (DE C, local/US $ )



.. 20.0



1,600 37.7



1,307 54.0



1,583 57.4



19 9 2



2001



2002



13,561 60 4,534



15,216 17 6,439



17,010 13 7,063



(US $ millions ) E xports of goods and s ervices Imports of goods and s ervices R es ource balance



C ur r ent acco unt balance t o GD P (%) 1 0 96



97



98



99



00



01



02



-1 -2



E X T E R N A L D E B T and R E S OU R C E F L OW S 19 8 2 (US $ millions ) T otal debt outs tanding and dis burs ed 5,054 IB R D 55 IDA 1,270



-3 -4



C o mpo s i t i o n o f 2 0 0 2 debt (U S $ mi ll .)



T otal debt s ervice IB R D IDA



220 3 9



552 7 52



671 7 143



722 7 156



Compos ition of net res ource flows Official grants Official creditors P rivate creditors F oreign direct inves tment P ortfolio equity



759 739 21 7 0



357 623 -19 4 6



287 419 230 174 0



410 220 85 65 -6



World B ank program Commitments Dis burs ements P rincipal repayments



571 188 0



353 323 24



296 312 99



479 301 112
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F : 565



G: 494 A: 13



E : 3,757 B : 7,063



D: 5,047



A - IB R D B - IDA C - IMF



D - Other multilateral



C: 71



E - B ilateral F - Private G - S hort-term



Annex 15: Maps BANGLADESH: HNP Sector Program



129



























[image: The World Bank FOR OFFICIAL USE ONLY]
The World Bank FOR OFFICIAL USE ONLY












[image: The World Bank FOR OFFICIAL USE ONLY]
The World Bank FOR OFFICIAL USE ONLY












[image: VISA APPLICATION FOR OFFICIAL USE ONLY ... - Monkey Shrine]
VISA APPLICATION FOR OFFICIAL USE ONLY ... - Monkey Shrine












[image: VISA APPLICATION FOR OFFICIAL USE ONLY ... - Monkey Shrine]
VISA APPLICATION FOR OFFICIAL USE ONLY ... - Monkey Shrine












[image: For personal use only - ASX]
For personal use only - ASX












[image: For personal use only - ASX]
For personal use only - ASX












[image: For personal use only - ASX]
For personal use only - ASX












[image: For personal use only - ASX]
For personal use only - ASX












[image: For personal use only - ASX]
For personal use only - ASX












[image: For personal use only - ASX]
For personal use only - ASX












[image: For personal use only - ASX]
For personal use only - ASX












[image: For personal use only - ASX]
For personal use only - ASX












[image: For personal use only - ASX]
For personal use only - ASX












[image: For personal use only - ASX]
For personal use only - ASX












[image: For personal use only - ASX]
For personal use only - ASX












[image: Page 1 Figure 4 Maryland State Department of For official use only ...]
Page 1 Figure 4 Maryland State Department of For official use only ...












[image: World Bank - googleusercontent.com]
World Bank - googleusercontent.com












[image: SolidWorks Student Edition. For Academic Use Only. -]
SolidWorks Student Edition. For Academic Use Only. -












[image: World Bank - googleusercontent.com]
World Bank - googleusercontent.com












[image: World Bank - googleusercontent.com]
World Bank - googleusercontent.com















The World Bank FOR OFFICIAL USE ONLY






Hepatitis B and C, MOHFW has to review its role on how best to handle these ...... will be used as a tool for monitoring the program's contributions to the MDG, the ...... SEO. New institutional structures (PSO,. MSA) are effective relative to their. 






 Download PDF 



















 934KB Sizes
 1 Downloads
 263 Views








 Report























Recommend Documents







[image: alt]





The World Bank FOR OFFICIAL USE ONLY 

Information, Education and Communication ... Management Information System ..... Government has recently stated its intention to reforming the HNP system ...














[image: alt]





The World Bank FOR OFFICIAL USE ONLY 

Management Support Agency (for diversification of service provision). MSM ... Sector Investment and Maintenance Loan. SIP. Strategic Investment Plan ...... This would call for the development of a modern culture of supportive management.














[image: alt]





VISA APPLICATION FOR OFFICIAL USE ONLY ... - Monkey Shrine 

31. Do you have work permit or acceptance for study in Mongolia? 32. Reference in Mongolia. Name. Address. Phone. 33. Address & Phone (during your stay).














[image: alt]





VISA APPLICATION FOR OFFICIAL USE ONLY ... - Monkey Shrine 

31. Do you have work permit or acceptance for study in Mongolia? 32. Reference in Mongolia. Name. Address. Phone. 33. Address & Phone (during your stay).














[image: alt]





For personal use only - ASX 

Feb 27, 2017 - security. Interim Dividend â€“ Current reporting period. Nil. Nil ... Net Tangible Assets per security (before tax) .... Joint Company Secretary.














[image: alt]





For personal use only - ASX 

Oct 8, 2009 - In March 2008, the Company entered into a five year performance option agreement with Go Daddy to sell the Company's domain names.














[image: alt]





For personal use only - ASX 

Dec 11, 2009 - Dalgleish is the Managing Director of Photon Group's Internet & E-Commerce division and the Executive Chairman and founder of Photon ...














[image: alt]





For personal use only - ASX 

Dec 11, 2009 - Dark Blue Sea Limited (DBS) wishes to announce a number of changes to its board. Vernon Wills, Joseph Ganim and Richard Moore have ...














[image: alt]





For personal use only - ASX 

Mar 8, 2017 - ASX Compliance Pty Limited. ABN 26 087 780 ... granted and does not have any other information about the trading halt that is necessary to ...














[image: alt]





For personal use only - ASX 

Oct 2, 2009 - DBS will keep shareholders fully informed of further developments as they occur, and will provide further information on Photon's offer in time for shareholders to make an informed decision. Pending receipt of DBS's target's ...














[image: alt]





For personal use only - ASX 

Phone: +61 (0)7 3007 0000 Fax: +61 (0)7 3007 0001 www.darkbluesea.com. ACN 091 509 796. 02 October 2009. CONDITIONAL OFF-MARKET TAKEOVER OFFER BY PHOTON GROUP. LIMITED. Photon Group Limited (â€œPhotonâ€�) has today announced an off-market takeover of














[image: alt]





For personal use only - ASX 

Feb 27, 2017 - During the half year, the company successfully completed a capital raising ..... has been the provision of software solutions, including design,.














[image: alt]





For personal use only - ASX 

Jul 17, 2009 - Level 1 over-the-counter ADR program through the Bank of New York (code: DKBLY). The company will update the market with any further ...














[image: alt]





For personal use only - ASX 

Feb 27, 2017 - o Well positioned to expand matchmaking business into cities where company has ..... activity has been the provision of software solutions, including design, ..... Except as described below, the accounting policies adopted are ...














[image: alt]





For personal use only - ASX 

Oct 8, 2009 - In March 2008, the Company entered into a five year performance option agreement with Go Daddy to sell the Company's domain names.














[image: alt]





Page 1 Figure 4 Maryland State Department of For official use only ... 

PRINT NAME SIGNATURE. Student Athlete Student Athlete Date ... as playing video games, Working on a computer, studying, driving, or exercising).














[image: alt]





World Bank - googleusercontent.com 

page which provides a comprehensive picture of the Bank's online resources and consolidates internal and external organization-wide communications. The World Bank intranet contains documents in all the standard business applications and in every form














[image: alt]





SolidWorks Student Edition. For Academic Use Only. - 

1. 2. 3. 4. 5. 6. 7. 8. 8. 7. 6. 5. 4. 3. 2. 1. E. F. E. F. A. TITLE. DESIGNER. MATERIAL. DATE 1/28/2013. REV NO. SHEET 1 / 1. Node (Column End). DRAFTER.














[image: alt]





World Bank - googleusercontent.com 

What they did. â€¢ Integrated the GSA with their intranet data repositories and user interface. What they accomplished. â€¢ Produced more relevant search results.














[image: alt]





World Bank - googleusercontent.com 

applications and in every format from HTML to PDF. Loan officers and ... Several organization-wide email messages informed the staff of the switch, and the web ...


























×
Report The World Bank FOR OFFICIAL USE ONLY





Your name




Email




Reason
-Select Reason-
Pornographic
Defamatory
Illegal/Unlawful
Spam
Other Terms Of Service Violation
File a copyright complaint





Description















Close
Save changes















×
Sign In






Email




Password







 Remember Password 
Forgot Password?




Sign In



















Information

	About Us
	Privacy Policy
	Terms and Service
	Copyright
	Contact Us





Follow us

	

 Facebook


	

 Twitter


	

 Google Plus







Newsletter























Copyright © 2024 P.PDFKUL.COM. All rights reserved.
















