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A S S E S S I N G  T H E  H E A L T H  F I N A N C I N G  S I T U A T I O N  D U R I N G  C O V I D - 1 9   

The need for health care services during the pandemic of novel coronavirus disease (COVID-19) has 
posed a double burden to the health system in Bangladesh, with providing diagnostic and case 
management services for highly contagious COVID-19 cases and maintaining regular health services for 
the general population at large.1 With a very scanty allocation of health budget (less than 5% of GDP), 
the health sector faced financing challenges along with other health system management issues.2 Though 
GOB promptly mobilized resources for the COVID-19 response, several challenges emerged related to 
funding utilization, particularly at sub-national levels, as well as financial efficiency during the pandemic. 
To understand the factors elaborately within the pandemic context, this rapid situational assessment was 
conducted.  

Importance of health financing and public financial  
management during the COVID-19 pandemic 

A rapid situational assessment for essential health services in Bangladesh 

This technical brief documents the findings from a rapid situational assessment undertaken in Bangladesh 
to assess the impacts of, and responses to, the COVID-19 pandemic in the domains of health financing (HF), 
public financial management (PFM), provision and utilization of essential health services at primary health 
care levels. Qualitative and quantitative analyses were conducted covering maternal and child health (MCH), 
family planning (FP), immunization, and tuberculosis (TB) services in 2020 through public and key private 
facilities, drawing on discussions with over 350 stakeholders at national and sub-national levels and covering 
both supply-side and demand-side factors. 

The Government of Bangladesh (GOB) and its Ministry of Health and Family Welfare (MOHFW) undertook 
active decisions and prompt actions in 2020 in response to the COVID-19 pandemic and implemented these in 
coordination with relevant stakeholders to enable the health system to scale capacities for COVID-19 response 
and maintain provision of essential health services. Immediate allocation and reallocation of budget from 
MOHFW, combined with local level engagement to cascade interventions, and resources to the lowest level 
were identified as key enablers of success. 

Efficiency in utilization of the budget allocation by health facilities and institutes could be improved through 
increasing expertise in financial management and procurement processes in addition to strengthening of the 
process requirements. Further deep-dive analyses of the flows and use of financial resources at local levels 
would help to identify further high-yield areas of reform to enable need-based resource allocation and 
utilization. 

Note: This brief is one of a series exploring various dimensions of the health system response to COVID-19 in 
Bangladesh. Click here to access further deep-dive explorations on the implications on essential health service 
provision and utilization and impacts of the pandemic on demand for family planning services. 
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M E T H O D S  A N D  A P P R O A C H  

The study aimed at exploring the health financing bottlenecks in the context of COVID-19 and the 
possibility of health service purchasing (strategic purchasing) for the provision of essential health 
services. An iterative, five-step process was used for evidence generation, details are in Figure 1 
below, highlighting the fact that the team co-designed the study from the beginning along with the 
MOHFW stakeholders (the user of this evidence) and incorporated their feedback/validation 
throughout the study till finalizing the key learnings. The team employed both quantitative and 
qualitative approaches and covered all divisions of Bangladesh.  

 
H E A L T H  F I N A N C I N G  A N D  T H E  P A T H  T O  U H C  I N  B A N G L A D E S H  

Bangladesh has achieved impressive improvements in population health status since independence 
in 1971 despite pervasive economic poverty. The GOB’s long-term commitment to equitable health 
care combined with a pluralistic health system is broadly credited with the country's remarkable 
improvement in most of the health indicators over the last couple of decades.  The GOB is committed 
to accelerating progress toward universal health coverage (UHC) by 2030, though significant gaps 
remain in both service coverage and financial risk protection.3 Necessary activities for advancing 
progress to UHC include: (1) maintaining the recent progress made in MNCH, (2) scaling-up coverage 
of services for non-communicable diseases and other high-burden conditions, and (3) extending the 
coverage of financial risk protection across the population.  
Bangladesh has among the lowest current health expenditures (CHE) in the world, and health 
financing is dominated by out-of-pocket expenditure (OOPE) which currently constitutes 74%a of 
CHE and has been rising.4 The bulk of the household health expenditure goes for purchasing 
pharmaceutical products (e.g., medicines) from the private sector (primarily retail drug shops).5 The 
population of Bangladesh has almost no financial risk protection for health, with less than 1% of 
CHE allocated to health insurance. Extremely high OOPE and limited risk protection mean that 24.6%6 
of households face catastrophic health expenditure each year (higher in rural areas)7 and up to 8.61 
million people are pushed into poverty each year as a result of spending on health (Figure 2).8 

 
a As per the latest Bangladesh National Health Accounts 2015, the OOPE is 67% of total health expenditure (THE).5 

•The assessment was co-designed with MOHFW to ensure 
assessment outputs met their evidence needs

•MOHFW stakeholders were asked to identify priority areas 
in HF and PFM for further deep-dive assessments

Co-design and priority setting 
with MOHFW evidence-users

•Scan of policies, strategies, reports, project documentation, 
and secondary data sets of relevance to HF and PFM Desk review

•Service utilization data from the national MIS platforms 
were used to analyze and determine the percentage change 
in utilization from 2019 levels

Quantitative analysis of 
service utilization

•350+ respondents were interviewed across all the divisions 
in Bangladesh, with representation from the public and 
private sectors; service providers and service users; as well 
as front-line workers and health managers

Qualitative assessment of 
barriers and enablers of 

service utilization

•MOHFW provided iterative feedback throughout the 
assessment process, as well as summative feedback at the 
end of the study

Feedback and validation with 
evidence users from the 

MOHFW

Figure 1 Approaches (steps and description) used for this study 



 

 

 

 
 

 

T H E  C O V I D - 1 9  O U T B R E A K  A N D  E C O N O M I C  I M P A C T   

With the introduction of non-pharmaceutical interventions (NPIs), including business closures and 
mobility restrictions in the country, the outbreak quickly became an economic shock.9 Annualized 
GDP growth almost halved, falling from 8.15% in FY2019 to 5.24% in FY2020, well below the decadal 
average of 6.5%.10,11 Between detection of the first case and the lifting of the national lockdown, 
average earnings dropped sharply with decreases greater in the informal (49%) than the formal sector 
(17%).12 
The health and economic shocks are 
intertwined, with many potential causal 
pathways to the limitation or disruption of 
health financing. Impacts on health financing 
can be manifested through the health shock, 
for instance, increasing COVID-19 related 
direct spending may potentially reduce 
spending on other health care services. In 
another way, COVID-19 related economic 
disruption may potentially reduce the overall 
fiscal space of government spending, including for health (Figure 3). 
 

F I N D I N G S  O F  T H E  R A P I D  S I T U A T I O N A L  A S S E S S M E N T   

Given the independent but complementary functions of health financing and PFM, the findings of the 
rapid situational assessment in both domains are presented separately and sequentially. 

 

Part 1: Health Financing 

The rapid situational assessment covered each of the three core health financing functions: resource 
mobilization, risk pooling, and health service purchasing (strategic purchasing). Qualitative 
exploration was also conducted for deep-dive assessments of the context on usual resource allocation 

Part 2: PFM 

An overview of how PFM systems and 
processes in Bangladesh influenced key 

elements of the health financing response, 
including those for budget reallocation, 

expenditure tracking, and budget execution. 

Part 1: Health Financing  

An overview of the financing of the health 
system response to COVID-19 in Bangladesh, 

including: (1) the mobilization of public, private, 
and external resources, and related barriers and 

enablers to essential health service provision; 
and (2) strategic purchasing/contracting out of 

essential services from the private sector. 

Figure 3 Dual shock of COVID-19 with causal 
pathways to health financing impacts 

Figure 2 A snapshot 
of health financing 
in Bangladesh 



 

 

to health facilities; additional resources for the COVID-19 response; challenges for utilization of 
allocated budget; knowledge/opportunities for strategic purchasing from other government or 
private providers; and knowledge/availability of health insurance within the government system and 
private market. 

 
R E S O U R C E  M O B I L I Z A T I O N   

This section summarizes the findings on public (domestic financing), private, and external 
(development partners) sources of resource mobilization for the health sector as part of the COVID-
19 response. 
Public Financing: The GOB acted quickly 
and decisively in its financial response to 
the pandemic. The government mobilized 
significant resources to mitigate and 
address the direct and indirect impacts of 
COVID-19 and maintain essential health 
services, with a particular focus on 
protecting the poor and vulnerable. 
Government resources for health came 
both in the form of (1) reallocations of 
under-spent health budgets toward COVID-
19 response, and (2) new funding, in the 
form of the COVID-19 stimulus package and 
an increase in the annual budget allocation 
to the MOHFW (Figure 4). Unlike other 
countries, the GOB specifically set out to maintain the provision of essential health services and only 
reallocated budgets toward COVID-19 that were under-utilized. In the long-term, the costs of 
mitigating the economic and health impacts of the COVID-19 outbreak present significant 
challenges to the government’s overall fiscal envelope. In FY2020 alone, the government required 
USD 8.8 billion additional financing, representing 14.2% of the annual budget for that year, for COVID-
19 related response measures and initiatives.13 The GOB increased allocation to sectors dealing with 
the effects of COVID-19, including the health, education, agriculture, and social welfare sectors in FY 
2021. Although increased, the allocation to the health sector is minimum that stands at 5.14% of the 
total FY 2021 budget and is less than 1% of GDP. The allocation for COVID-19 response was different 
from this budgetary allocation.  
 
MOHFW mobilized resources for COVID-19 responses (including reallocation of the unused budget 
of FY2019-20), though this did not sufficiently address local needs. The Health Services Division 
(HSD) of MOHFW allocated about USD 36.49 million for COVID-19 patient management, quarantine 
and isolation facilities, and improvement of hospitals for COVID-19 services; in addition to securing 
the existing regular budget for the health sector. A part of this budget was the unspent budget for 
medical and surgical requisites (MSR) which was re-allocated for COVID-19 response (detail of this 
budget and its utilization is discussed in Figure 10 and related section). The Medical Education and 
Family Welfare Division (MEFWD) of MOHFW allocated about USD 1.20 million for supporting the 
hospitals and health centers to ensure essential health services.  
 

Figure 4 Public financing for COVID-19 response 



 

 

External Financing: Development partners (DPs) 
mobilized significant grant and loan financing to 
support the government’s COVID-19 response, 
mostly for economic reform. A small portion (less than 
10%) was directed towards health-related responses 
including support to the provision of essential health 
services. DP support included a mix of direct budget 
support, funding for direct pro-poor cash transfer 
schemes, and financial assistance specifically targeted 
at the health sector (Figure 5). The largest sources of 
external financing were international financing 
institutions and bilateral development agencies. The 
Asian Development Bank (ADB) and the Japanese 
International Cooperation Agency (JICA) are the 
largest sources of financing in absolute terms.  
 
Private Financing: Less than one-fourth (23%) of the total health expenditure (THE) in Bangladesh 
is from government sources. Out-of-pocket expenditure (OOPE) from households is the primary 
source of health care payments, making health care unaffordable for many. The cost of medicines 
was the highest cost driver (about 65% of total OOPE).5 There is evidence that the burden of OOP 
payments was highest among poor households.14 Though all government hospitals are supposed to 
provide all health services at minimal cost, it is commonly reported that due to gaps in services and 
supplies (including medicines), most of the time patients’ have to buy the essentials from the private 
sector with OOP payment.15 Providers also agreed that primary health care centers including 
community clinics are also providing free consultation and medicines until exhausting the stock.  
 
COVID-19 threatens to further strain already stretched resources leading to exposing more of the 
population to financial insecurity due to seeking health care. In the context of significant 
macroeconomic disruption (annualized GDP growth almost halved from 2019 to 2020) and emerging 
evidence of downward pressure on household incomes, particularly in the informal sector,12 financial 
protection from essential health services would be more important. An analysis of the pre-and post-
outbreak costs of common medicines in private sector pharmacies in Bangladesh found prices to have 
been largely stable.16 
 

Demand- and supply-side factors affecting service provision and utilization 

Qualitative interviews with demand and supply-side stakeholders revealed a number of health 
financing-related barriers and enablers of health service utilization in the pandemic context (Figure 
6 and 7).  Many clients reported inabilities to go to work and a loss of income, which have affected 
the utilization rate and access to essential health services. Local and community-level resource 

Figure 6 Demand-side barriers and enablers of health financing in the context of COVID-19 

Figure 5 External financing for overall 
COVID-19 response (health and non-health 
together) 



 

 

mobilization and support played a pivotal role during the early pandemic period. This was supportive 
in overcoming financial barriers for their livelihood including seeking essential health services. 
Moreover, community-level initiatives also supported the local health facilities during the early 
pandemic period by providing cash for immediate activities, supply of IPC materials (PPE, masks, 
sanitizers, etc.), and ensuring oxygen cylinders, as well as measures to ensuring service delivery from 
the health facilities.  

 
Many of the demand- and supply-side barriers were related to disruptions arising from the first 
general holidays across March-May 2020. During the early pandemic period, provision of health 
services was limited in both public and private facilities, thereby, those in urgent need of health care 
(including pregnant women) reported traveling to available distant facilities. Also, the costs of public 
transport increased during government-mandated restrictions on non-essential travel during the 
holidays that posed a burden to the clients accessing essential health services.  
 
Efforts were made by the GOB, NGOs, and partners to mitigate against some of the challenges in 
access to essential health services. The GOB mobilized significant resources at the national level and 
then directed them to the local/sub-national levels. The GOB also announced stimulus packages and 
health insurance coverage for all front-line workers for the COVID-19 response plan including the 
health care providers.b The stimulus packages, for instance, direct cash and in-kind transfers to poor 
and vulnerable households were mobilized during the pandemic period. Community engagement at 
the local level supported mobilizing additional resources, creating mass awareness, and ensuring 
compliance with non-pharmaceutical interventions (NPIs) which was fundamental in the collective 
response to COVID-19. 

 
b However, the government is far behind in implementing the stimulus package. 

Figure 7 Supply-side barriers and enablers of health financing in the context of COVID-19 



 

 

R I S K  P O O L I N G  F O R  H E A L T H  I N S U R A N C E   

MOHFW is the primary provider of health services through the public health system (at a minimum 
nominal cost of services) to the population and there is very limited or no coverage of health 
insurance. Only one health protection scheme is under pilot testing in one district intending to 
provide financial protection to the population below the poverty line.  
 
The qualitative assessment of this study confirmed little or no knowledge/awareness about health 
insurance both among the health service providers and the clients. Out-of-pocket spending is the 
key option for seeking health care from both public and private health facilities.  
 

H E A L T H  S E R V I C E  P U R C H A S I N G  

Currently, in the health system of Bangladesh, there is no purchaserc and providerd split as in many 
developed countries. MOHFW is the key public provider of health services through its facilities 
(widely spread out all over the country) with salaried staffing, a central supply system, and central 
management. There are primary, secondary, and tertiary level health facilities under this system. Two 
directorates under MOHFW are responsible for providing health services throughout the country – 
the Directorate General of Health Services (DGHS) is responsible for all types of health services and 
the Directorate General of Family Planning (DGFP) is particularly responsible for family planning and 
reproductive health services. Both directorates function at all tiers of the health system and cover 
from community level to national level. As part of ensuring these wide ranges of services, there are 
few existing examples of the GOB collaborating with NGOs and the private sector for the provision 
of selected essential health services and in some cases along with associated budgete and these are 
very much similar to strategic purchasing. Given that there is no risk pooling mechanism in the 
country, the health service purchasing (strategic purchasing) approach could be considered to ensure 
service and financial coverage to the people of the country. Some examples (high-level attributes) of 
emerging strategic purchasing through NGOs are outlined in Figure 8. 
 

Possibility for Strategic Purchasing 

To augment the assessment, semi-structured interviews were conducted with health managers from 
ten private hospitals with the out-patient department for primary health care services in Dhaka city, 
covering a range of settings. This was to understand their readiness, willingness, and capacity to 
contract with the GOB in delivering essential health services. Self-reported readiness for essential 
health service provision was high among the assessed facilities. All respondents reported a good 
working relationship with the GOB, as required for their operations. Further, they reported technical 
readiness to offer contracted services in terms of infrastructure and human resources. 
 
Institutional experience in contracting was generally low, with no institution reporting previous 
contract experience with the GOB on essential health service provision. One facility had provided 
contract services to the GOB, but for a short-term contract limited to COVID-19 inpatient care. 
Another facility reported the experience as a sub-contractor to another international, independent 
medical humanitarian organization, though this was limited only to inpatient maternity services at 
secondary and tertiary levels.  
 

 
c Who purchases services from providers for the use of the citizens. 
d Who provides various services and receive payment from the purchaser, not from the users. 
e DGFP provides imprest fund for (1) reimbursement of client’s time and transport, and (2) incentives to providers for all FP services; through 
all types of service providers (public/private/NGO).  



 

 

 
Decision-makers reported several enablers which would support successful contracting. Enablers 
frequently reported by respondents included: (1) a clear and detailed Memorandum of 
Understanding (MoU) or service delivery contract outlining requirements on service delivery, pricing, 
and reimbursement; and (2) strong monitoring and evaluation mechanisms, including representation 
from both parties.  
 

Part 2: Public Financial Management 

PFM processes in Bangladesh are characterized by complexity and fragmentation with a diversity 
of financing agents at each level of the health system (Figure 9). MOHFW funding is split between 
two separate and largely independent budgets (named the operational (recurrent) budget and the 
development budget) each with its own development, execution, and reporting systems. Budget 
development is based on inputs (e.g., the number of beds or staff that a facility has) rather than 
outputs (e.g., the number of procedures safely performed). The budget development process for 
each tends to reflect historical allocation trends rather than real changes in health system demand. 
 
The autonomy recently given to health managers for spending the budget, specifically for the 
budget allocated for MSR, is largely unrealized. Exercising this autonomy requires a sound 
knowledge of accounting, financial management rules, and procurement process, as well as close 
collaboration with the Ministry of Finance officials at district and sub-district levels. Health managers 
are: (1) clinically trained with limited technical training in finance and accounting process, and (2) 
subject to frequent change of the position or transfer, which means limited retention of financial 
capacity at the local level to exercise budgetary autonomy. 
 
Complex and inefficient PFM processes acted as a significant barrier to the agile deployment of 
health financing in the pandemic context. Below, among the study findings, the case of the MSR 
budget reallocation for COVID-19 is highlighted to illustrate how pre-existing PFM challenges overlaid 
with the health financing response to the COVID-19 outbreak. 

Figure 8 Few examples GOB collaboration with NGOs/private sector 



 

 

 

F I N D I N G S  O N  M S R  B U D G E T  A L L O C A T I O N  

In response to the pandemic, the GOB authorized the reallocation of USD 36 million of unused 
funding in the MSR budget towards the COVID-19 response. The MSR budget was originally designed 
to increase local autonomy on the path to broader PFM reform, and in the context of COVID-19, 
further steps were taken to increase the flexibility available to health managers (Figure 10). 

 

Figure 9 Funding flows in the health system of Bangladesh 

Figure 10 PFM case study on MSR Allocation 



 

 

Despite the flexibility and autonomy built into the MSR budget, many local health managers struggled 
to utilize the reallocated funding because of procedural barriers in PFM. The budget was allocated 
with a few fixed line items: accommodation, meal, transport cost of patient and health worker, 
cleaning, and other associated costs. It has appeared that the budget was well utilized except for 
“accommodation” and “transport cost of patient and health worker” as this required to maintain legal 
documentation (to be done with a vendor under a proper contract) that restricted effective utilization 
of the budget. On an interview with stakeholders, three cross-cutting barriers of particular 
importance emerged: 
 

P F M  B A R R I E R S  I D E N T I F I E D  I N  T H I S  S T U D Y    

In this explorative rapid assessment, we had identified several barriers related to implementation of 
PFM rules and regulations which resulted in inefficient budget utilization at health facility levels. The 
major barriers are –  

• PFM Barrier 1: Health managers and administrative staff lacked the capacity to follow the 
PFM process requirements. 

Although greatly streamlined, adherence to strict documentation and reporting processes was 
required for spending under the MSR budget. Navigating these processes required health 
managers to have: (1) a sound technical understanding of PFM practices and accounting 
procedures, and (2) sufficient bandwidth to collate, verify, and submit all the documentation 
needed to authorize and track expenditure, which was not feasible. Also, health managers, as 
well as central-level managers, are clinicians, and there is an urgent need to add financial 
management capacity. 

• PFM Barrier 2: Health managers were largely unaware of the increased procurement 
flexibility attached to the reallocation. 

Most local health managers were made aware of the reallocation of the MSR budget to COVID-
19 response through a Government Order (GO). Although accompanying technical guidance was 
developed and distributed alongside the GO to explain the technical detail around increased 
procurement flexibility; managers reported procedural challenges (e.g., procurement plans from 
all sub-national level health facilities require approval from national headquarter) and limited 
capacity of maintaining procurement rules within the urgency of essentials during the pandemic. 

• PFM Barrier 3: Procedures, including the current MOHFW delegation of financial authority, 
hinder rapid approval and utilization of funds for primary health care facilities.   

Although GOB worked quickly to leverage the PFM system to support the pandemic response, 
resources made available were not always used because local health managers lacked the 
expertise to navigate PFM processes, and required multiple approvals from different levels 
(procedural requirements) which were time-consuming. The procedural requirements under the 
“delegation of financial authority at MOHFW” document are complex and require approval from 
national headquarters. 

 

I M P A C T S  O F  H E A L T H  F I N A N C I N G  I N T E R V E N T I O N S  D U R I N G  T H E  
P A N D E M I C  

The robust health financing response coordinated by the GOB supported substantial scaling of the 
health system’s capacity to test, manage, treat COVID-19 patients and maintaining the provision of 
essential health services. Since the beginning of the outbreak, the government has increased the 



 

 

number of testing sites from one to 214; almost 10,000+ in-patient treatment beds have been 
operationalized, and over 5,000+ nurses and 2,000+ doctors have been mobilized into the workforce 
from a pre-qualified waiting list. The delivery and utilization of essential health services have largely 
been maintained, with evidence of recovery from a large and significant drop in service utilization 
during the early pandemic.f  
 
All levels of health managers reported barriers to efficient budget utilization, however, the research 
team could not manage access to budget utilization data even after continuous effort and this 
limitation should be taken into consideration during the interpretation of the findings of this study. 
 

S U M M A R Y  A N D  R E C O M M E N D A T I O N S  O N  H E A L T H  F I N A N C I N G  &  P F M   

This assessment revealed that the GOB was able to mobilize the country's health systems to meet the 
unique pressures of the COVID-19 pandemic at the same time as maintaining essential service 
provision. Cross-cutting learnings are presented below, along with three specific recommendations 
for ongoing health system support:  
 

Finding 1: The GOB mounted a robust health financing response to the pandemic, maintaining, 
and expanding overall health financing from pre-pandemic levels.  
Direct budgetary support helped to protect health financing in absolute terms, as well as to protect 
the economic growth and fiscal space on which private and government health expenditure 
depends. The GOB’s ability to maintain and increase overall health financing enabled the health 
system to rapidly scale-up its COVID-19 response capacities, as well as to maintain the provision of 
essential health services at close to pre-pandemic levels. 

Recommendation 1: GOB should maintain its commitment to protecting health financing, 
including through continued budget reallocations where required, and reprioritization 
toward health spending where necessary. 

Finding 2: The GOB health financing interventions during the pandemic were largely focused on 
resource mobilization. 
Resource mobilization was robust at all levels, including from the national government (in the form 
of budget allocation, reallocations, and stimulus), from external development partners (in the form 
of grant and loan financing), and community-level stakeholders (including NGOs and private 
individuals).  

Recommendation 2: In addition to resource mobilization, the GOB may consider a renewed 
focus on strengthening the other core health financing functions for pandemic response (e.g., 
strategic purchasing and risk pooling). Private sector contracting could be one approach to 
reduce financial barriers to healthcare access in under-served urban areas. 

Finding 3: Constrained local level financing and gaps in fund utilization at health facilities due to 
limited capacity and awareness for utilization of budget. 
Budget planning and preparation usually used a historical approach and only increased by a 
nominal percentage every year without changing the line item and without consideration of the 
local disease burden or population needs. Thereby, during implementation, most of the health 
managers faced the problem of being unable to allocate budget for the items that they need while 
many budget line items remain underspent and returned to the central level. Moreover, there are 
gaps in the capacity of health managers as well as limited awareness among the managers about 
timely utilization of the budget. MOHFW only recently could start to allocate the MSR budget (a 

 
f Akhter, S. et al. 2021. From initial shock to recovery: A rapid situational assessment of essential health service provision and utilization in 
the COVID-19 context in Bangladesh - lessons learned in 2020.  
 



 

 

small portion of the whole budget) at health facilities with a provision of 30% budget could be used 
as per local need.  

Recommendation 3: The budget for each health facility and each administrative unit needs 
to be planned and prepared following local disease burden and local needs. The capacity of 
the health managers needs to be improved to lead such important initiatives through 
assessing the local needs and addressing those needs while planning and budgeting for the 
following year.  

Finding 4: Procedural barriers related to financing and PFM hindered rapid action for essential 
health service delivery, particularly at primary health care facilities.  
The PFM system in Bangladesh allowed for the rapid reallocation of under-spent financial 
resources toward the COVID-19 response, with a high degree of autonomy on expenditure at the 
facility level. Although the GOB worked quickly to leverage the PFM system to support the 
pandemic response, resources made available were not always used because local health 
managers lacked the skills to navigate PFM (and procurement) processes and required multiple 
approvals from different levels (procedural requirements), which were time-consuming.   

Recommendation 4: The mobilization and utilization of routine and emergency funding could 
be more agile with simple reforms to the PFM system. Specifically, the GOB could consider 
(1) review the “delegation of financial authority at MOHFW” document to ease the 
procedural requirements without hindering the accountability process; (2) improving the 
accounting and financial management skills of local health managers through targeted and 
innovative capacity building approaches; and (3) testing alternative, more efficient approval 
processes for procurement plans (e.g., at divisional or district levels).  
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