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ABSTRACT

A policy analysis of aid coordination and management in the health sector of
Bangladesh: assessing the instruments, exposing the agendas, and considering the

prospects for Government leadership

In the 1990s, the coordination and management of aid in the health sector became more
firmly established on policy agendas as a result of concern that the increased volume of aid
and increasing number and diversity of donors in the sector was leading to an unmanageable
proliferation of demands on recipient Governments. Global interest in coordination, coupled
with a dearth of critically-informed, conceptual or empirical, analyses of the subject, gave

impetus to this in-depth examination of the processes at work.

Based on a review of the literature, this study began by defining the issues and developing a
typology of instruments used to coordinate aid. A conceptual framework was developed for
assessing coordination mechanisms. The framework was tested through an historical analysis
of aid coordination revealing the enabling and constraining factors governing progress in this
area of development management. Bangladesh was chosen as a case study, primarily due to a
long-standing, concerted effort of the World Bank to coordinate a number of bilateral donors

through a country-based Consortium.

Drawing upon interviews with stakeholders, documentary analysis, as well as a questionnaire
survey, an entrenched, non-comprehensive system of aid coordination and management
exercised by donors was exposed. Caution on the part of Government officials in assuming a
prominent rdle in aid management was exacerbated by fragile systems and weak capacity.
This was reinforced by aid agency practices. Evidence suggests that coordination may be less
concerned with the purported aims of rationalising external assistance to Government’s
programmes, than with the desire among competing agencies for leadership in the sector. Aid
agencies and Government recognise that aid coordination provides a powerful tool with
which to exercise leverage over the policy process. This consideration has coloured their
desire to lead coordination processes and conditioned the extent and manner they wish to be
involved in coordination arrangements. Given the findings of this study, the prospects for
improvements and government leadership in aid coordination and management appear

equivocal at best.
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CHAPTER ONE

Too many lollies? The sweet and sticky of aid coordination

1.1 Introduction

Strictly off the record, the problem is simply one of too many lollies. The
Government behaves like a child. We, the donors, act like aunts and uncles. Its
hands are full; yet we compete to push more of our own lollies, and it keeps
trying to grasp them.

Representative, UN agency, 1996

The past two decades have witnessed an upsurge in the number of external agencies
involved in the health sectors of low-income countries. Concomitantly, there has been an
increase in the volume of resources transferred through multilateral, bilateral and non-
governmental organisations to these health systems. Notwithstanding the beneficial
impact of increased resources, recipients and donors are increasingly concerned about the

effects of this trend and, particularly, how to coordinate the different inputs.1

A common concern about aid to countries’ health sectors stems from the perception that
health systems are weakened by poor coordination of external resources.’ Recipients
frequently despair of an unruly mélange of external ideas and initiatives that, too often,
results in project proliferation and duplication, unrealistic and contradictory demands and,
ultimately, a loss of control over the health development process. Donors often express
concern over aid efficiency and effectiveness, two areas it is assumed will gain from
increased coordination. Consequently, both recipients and donors frequently call for ways

of better managing the aid relationship.

Although the concept of coordination holds considerable intuitive force, and presages an
elixir to many ills of aid, some aid practitioners and academics have voiced scepticism.?
Such misgivings may be spawned by disbelief over the actual ends to which coordination
is advocated and pursued. One does not need to be cynical to question the extent to which
coordination is truly driven by a desire to rationalise the aid relationship (i.e., enhance the
efficiency of aid and reduce the heavy burden fragmented ‘assistance’ imposes on
recipients). Coordination may equally be conceived as a means for the coordinator to

exercise power over the coordinated. Underpinning this view is the notion that each actor
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pursues his or her own narrow self-interests rather than some common good, such as the
‘value-added’ to the entire health sector which might result from improved coordination.
The relative dependence of low-income countries on development assistance, and the
major power imbalances between the aid agencies themselves, may lead the weaker
parties to dispute the very desirability of coordination, particularly where it is equated
with hegemony and control. Yet, given the relatively independent nature of agencies in
the aid regime (as arms of donor governments or branches of the United Nations
‘family’), and autonomy of recipient nation states, it is understandable that sceptics
question the extent to which coordination is at all feasible. Of course, neither of these
suppositions rules out the possibility for some middle ground where inter-dependencies
among givers and between givers and takers favours coordination for a more mutually

beneficial relationship.

Over the past decade, efforts to initiate and/or improve aid coordination have been made
in direct proportion to the calls for improved coordination. Anecdotal reports assert,
paradoxically, that enthusiasm and initiative do not correlate with success. This raises a
number of questions which have yet to receive adequate consideration: what, for
example, is successful aid coordination?; what can be learned from past experience?;
what constrains and facilitates aid coordination?; and what are the prospects for improved

practice? This research aims to provide answers to such questions.

This Chapter begins with why aid coordination is on the health sector agenda, what is
meant by coordination, and what forms it has taken in the health sector. The Chapter then
turns to the study itself: setting down the research questions and aims; mapping out its
parameters; proposing a framework to assess aid coordination efforts as a hypothesis for
testing; and elucidating and justifying the research design and strategy adopted. In order
to understand the context in which aid management has taken place in the case study
country, Chapter Two provides some basic information on Bangladesh, particularly to
explain foreign control of the aid management process. Chapter Three explores the
manner in which the Government of Bangladesh has managed foreign assistance,
particularly in the health and population sector, from the country’s independence in 1971
to 1997 — with emphasis placed on the manner in which donors have prevented the
system from reaching its potential. The succeeding three chapters - 4, 5 and 6 - describe
the evolution and functioning of three distinct donor-driven coordination arrangements,
before presenting competing views and assessing their effectiveness. Chapter Four looks
at how efforts to improve the operational assistance in the United Nations system have

played themselves out in the health sector in Bangladesh. The long-standing ‘Consortium
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of donors’ is the focus of Chapter Five. Chapter Six focuses attention on the most recent
development in aid management, namely the sector-wide approach. The final Chapter
returns to whether there are too many lollies; where the sweet and sticky interact.
Drawing on a summary of the study’s findings, Chapter Seven refines the conceptual
framework ex hypothesis, enumerates the determinants of health sector aid coordination
in Bangladesh and assesses the prospects for improved practice. The thesis concludes
with a set of guidelines for aid coordination and identifies a central research question for

further investigation.

1.2 What gave rise to interest in aid coordination in the health sector?

Barry dates the inception of donor coordination with the first ad hoc meeting of creditors
to India which met in 1958 to resolve the country’s foreign exchange crisis.* Over the
decades, as the volume of aid to developing countries escalated, so increasingly was the
need for coordination recognised. Interest in coordination of external resources in the
health sector can be traced to several factors both within and outside the sector.’ Five
sector specific trends can be identified: the expanding number and increasing
heterogeneity among external agencies; the growing proportion of assistance in many
health budgets; the proliferation of aid projects; the gradual transition in the forms,

channels and systems of aid; and the nature and goals of health sector reform.

1.2.1 Increasing number and diversity of external agencies

The 1980s saw a growth in the number and type of agencies involved in the health sectors
of developing countries. This growth may have contributed to increased interest in the
area of coordination. In Ghana, for example, in 1992, Smithson found 199 donors
"stumbling over each other".® That situation was not atypical. At the same time in
Zimbabwe, in addition to approximately twenty multilateral and bilateral agencies, Green
and Matthias identified 254 non-governmental organisations (NGOs) with activities to
improve health.” The present study found that in Bangladesh, 18 bilateral agencies and 13
multilateral agencies committed funds to the Ministry of Health and Family Welfare
between 1992 and 1996, while more than 400 NGOs were active in the sector. The
absolute growth in number of external actors in the sector coincided with the emergence
of new players. Whereas the World Bank did not provide health sector loans before
1980, by the early 1990s it had become the most important external financier in countries

of low and lower-middle income.® Other significant multilateral agencies to emerge

during the 1990s included the European Union and regional development banks.”
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A further development concerns the composition of the aid community. A marked shift
was witnessed during the late 1980s and 1990s when an increasing proportion of aid was
channelled through NGOs." By 1990, an estimated 23% of external assistance was
provided to the health sector through NGOs, up from 13% in 1982.'"'2 There are,
however, great variations among agencies and countries. In Bangladesh, for example,
USAID now provides 100% of its health sector assistance directly to NGOs' and in some
sub-Saharan African countries, NGOs account for up to 50% of health service delivery.'*
A common view holds that these agencies “resist coordination.”' Although the
multilateral institutions, such as WHO, are obliged to work through the apparatus of the
government, such is not always the case for NGOs; although they may have to be

licensed or registered to work with government, they do not have operate through it.

The proliferation of actors provides strong justification for enhanced efforts at
coordination. According to LaFond, “increased involvement of donors may bring more

,’1

confusion to the development process. % In some countries, the situation is exacerbated
by the rapid succession of agencies. In Mozambique, for example, the end of the 1980s
saw dramatic reductions in Soviet and Italian aid and the arrival of the World Bank, the
European Commuﬁity and Danish aid. With the new donors came new agendas and
consequent confusion for ministry officials.'” In such turbulent environments,

coordination is urged as a means of continuity.

1.2.2 Increasing volume and importance of aid

Related to the increased number of donors is the growing importance of aid in terms of
public health expenditure in many countries. Whereas, in 1977, external resources
accounted for only 0.5 per cent of health sector expenditure in developing countries, this
figure had increased to roughly 3% by 1990. Growth in external finance was particularly
marked after 1986.'%" Although marginal in global terms, aid plays a crucial réle in
many low-income countries. For example, according to 1990 data, in twenty three sub-
Saharan countries, as well as in Guyana, Bhutan and Nepal, external assistance, as a
proportion of total health expenditure, exceeded 25 percent; in eight countries it exceeded
50 percent.20 These figures may, however, underestimate the true extent of aid in public
health expenditure. In Nepal, for example, where the official figure is 30 per cent, an
estimated 40 per cent of external aid is not reported to government, hence Nepal's actual
reliance on aid is significantly higher.' Chad represents an extreme case of dependency.
While public per capita expenditure on health barely changed between 1985 and 1990,
external assistance tripled in that period, to about five times the amount apportioned by

the Government. >
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In those countries where aid has assumed prominence in the health budget, the need for
coordination between expenditures of domestic resources and aid arises ipso facto. Yet
poorly coordinated external assistance in the context of aid dependence carries an
additional risk. In particular, when donors make forceful but divergent demands on policy
and planning machinery, which are often already weak and overextended, there is a great
likelihood of inconsistency and incoherence in government response. Aid, it has been

argued, is influential in shaping recipient policies and programmes.n’24

A five country
study found that the main investment strategy pursued by health ministries was
“maximising resource flows into the health system at any cost” and one cost is often
coherence.” The study cites the case of Nepal, where “the Government regularly accepts
donor projects which conflict with national policy goals.” Justice also found that “in
exchanges between donor agencies and recipients countries, the donors' priorities
predominate.”26 Such findings were confirmed by an analysis of the formulation of two
health policies in Uganda.27 Many health sector reviews suggest that donors often
promote different policies, distinct administrative systems and even disparate therapeutic
regimes. Increasing aid dependency in the health sector underlines the urgency to

establish coordination arrangements which promote greater consistency in donor

behaviour.

1.2.3 Project proliferation and recipient institutional weakening

The swelling ranks of donors has tended to result in a proliferation of projects. As many
governments do not maintain a comprehensive and up-to-date system for collecting
information on externally funded activities, the exact number of projects is rarely known.
Morss coined the phrase 'institutional destruction' to describe the negative cumulative
outcome of projects on ministerial institutional capacity. % These effects relate to the time
and other resources devoted to administering aid (particularly the burden of maintaining
multiple and duplicative management systems), the displacement of national priorities
resulting from the salience placed on donor goals, competition for scarce local skills
which inflates salaries and result in perverse incentives, and the blurring of lines of

authority and accountability.

Clift maintains that “it is the multiplicity of projects, however worthy in their own right”
which presents the greatest impediment to development.29 Multitudinous, donor-driven
projects may not only undermine administrative capacity, but also have an erosive effect

on the government’s capacity for coherent strategic planning, leading to fragmentation
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and inconsistency. Because project funds do not pass through the government budget,

project proliferation reduces the scope for preparing comprehensive sectoral budgets.

A World Bank Director summarised the situation as follows:

The most obvious dimension where existing investment assistance is not as
effective as it could be, lies in the fragmented nature of the assistance: the
multiplicity of donors, the multiplicity of objectives, the multiplicity of
management systems, the multiplicity of procurement, disbursement, accounting
and auditing procedures. In such a context, even if each individual piece of
project assistance was well designed, it is difficult to see how any government,
whatever its so-called absorptive capacity, could effectively manage such a
mosaic of aid.*

The deleterious effects of project proliferation have been noted in numerous ministries of
health. In Mozambique, health officials were found to be spending “most of their working
hours entertaining visiting delegations, meeting donors, and preparing project

3! Foster describes international health agencies as competing for ‘clients'.*?

documents.
WHO calculated that a project director in West Africa was out of post for 120 days in one
year to attend different donor-sponsored events.” The proliferation of projects, and
demands associated with them, is one of the major concerns prompting attention to

coordination.

Paradoxically, interest in aid coordination may also relate to its potential to enhance the
capacity of recipients to execute projects more successfully. LaFond echoes the
sentiments of others when she writes that “donors' experience investing in health in the

1980s was often disappointing.”34

Fund disbursement was too often sluggish and slippage
in project implementation was widespread. This gave cause for concern as the agencies
faced increasing pressures from their governing bodies and other constituencies to
demonstrate results, preferably quick and measurable ones.”> Donor staff, in turn, were
often evaluated within their agencies on their ability to 'empty the pipeline’ of funds.
Their capacity to do so hinged to a great extent on the ability of health ministries to
approve and implement projects. Ironically, analysts such as Cassen’’ and Van Arkadie®®
pointed out that the ability of the recipient administration to absorb funds and undertake
project related tasks was contingent, among other things, on reducing and rationalising
donor demands. Improved inter-agency coordination may, therefore, have been seen by

donors as a vehicle to enable recipients to improve upon the rates of project

implementation and, thereby, meet exigencies which donors faced.
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1.2.4 Changes in the forms, channels and systems of aid

Demands for enhanced donor coordination in the health sector have coincided with the
shift in the forms, channels and systems of aid, particularly the experience with
programme support and nascent moves toward sector-wide approaches.>’ During the late
1970s and 1980s it became increasingly apparent that project effectiveness depended, not
only on project design, but also, and often significantly, on the wider policy environment.
Consequently, aid disbursements became increasingly tied to institutional and policy

4041 One instrument which

changes agreed to and implemented by national authorities.
was introduced to support this change in aid policy was programme aid, also known as
budget support. These are generic terms which denote the provision of a variety of
material goods which are sold by the recipient to the private sector, thus generating local
currency which is available to the treasury or specific ministries. Two characteristics of
this form of assistance were germane to aid coordination: (1) as the funds generated were
disbursed through the budget, in theory, they obviated the need for parallel systems for
aid management; and (2) as donors usually demanded some say in how the funds were
allocated or the reforms enacted, they presaged greater external involvement in the policy
and budgeting processes. In practice, a review of programme aid in the health sectors of
Nigeria and Mali found it to be as labour intensive as project assistance for both donor
and recipient, since funds were tightly ear-marked and accounting procedures

cumbersome.* Nevertheless, experience with this form of health sector aid, although

limited, drew attention to the effects of uncoordinated and contradictory donor support.

The impetus for sector-wide approaches (SWAps) took firm root in the mid-1990s, when
the World Bank threw its intellectual weight behind the concept with the wide circulation
of three policy papers‘”’M’45 and made the sector approach the centre piece of its new
health lending strategy.46 Although consensus is emerging around the notion that a SWAp
does not represent a single aid instrument but an approach to health developme:nt,‘”’48
there is general agreement that the idealised SWAp is underpinned by six principles, four
of which are: (1) the key stakeholders agree to a broad, medium-term sector policy or
strategic framework; (2) the strategy is reflected in a prioritised, public expenditure
programme which is sector-wide in scope and, therefore, inclusive of all planned
spending by both government and donors; (3) all major donors endorse the strategy and
expenditure programme and agree to phasing out assistance which is inconsistent with the
approach; and (4) donors use and strengthen common implementation and administrative
arrangements which are integral to, and do not duplicate systems already in place in the

recipient’s public administration.
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The sector-wide approach has fuelled interest in aid and donor coordination for a number
of related reasons. A successful SWAp would behove all major donors to agree on the
content and direction of a broad policy framework, set priorities with respect to resource
allocation, and ensure that all expenditure be coordinated through an agreed public
expenditure programme. This, in turn, demands a degree of consistency among actors
whose views might be informed by a range of values and ideologies. Yet disagreements
must be overcome, for it has been recognised that offers of aid for activities which do not
conform with aims of the sectoral strategy, or fall outside of the agreed investment
programme, could dilute the aims of sector reform if accepted by the recipient. For
example, the World Bank has complained that by prioritising hospital construction, both
Japan and France subverted the Bank's reform package which gave priority to public
health and essential clinical services. It argued that these 'gifts' resulted in greater
allocations of subsequent recurrent budgets from primary to tertiary health services,
thereby subverting the policy aims of its proposed reforms.* In their review of practice in
sub-Saharan Africa, Gilson and Mills conclude that “the critical lesson of past experience
is that health sector reform requires a policy package rather than a series of independent

50 . . 51,52 .
reforms;””" others concur by calling for a ‘comprehensive approach’.”>“ Donors acting

alone or at ideological odds with the reforms will frustrate the process.53

Not surprisingly, it is often difficult for donors and recipients to arrive at an agreement
over the sector strategy and even more so for recipients to comply with conditions
stipulated in accompanying loan and/or grant agreements. Compliance may require the
combined political clout of the entire aid community. As such, coordination has been
promoted as a mechanism for blocks of donors to increase their leverage over recipient
administrations, through, for example, agreements on common sanctions. Nolke
speculates that, in sub-Saharan Africa at least, coordination is perceived as a power-base
for development agencies.54 Some actors have been explicit in this regard: according to
an European Union council resolution, coordination would “maximise the ability of the
Community and its Member States to exercise an influence on the area of

devclopment.”55

Proponents of the sector-wide approach aspire to systems for appraisal, disbursement,
procurement, reporting, accounting, and auditing of external resources which dispense
with multiple, distinct, bilateral arrangements between individual donors and recipients in

favour of common systems embedded in the recipient’s public administration upon which
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all donors can rely. Therefore, the debate moved on from the unresolved problem of
‘harmonising’ donor procedures and requirements to getting donors to make greater use
of national systems for financial management, performance monitoring and procurement.
Designing such systems, which meet the needs of all parties, will require an
unprecedented level of coordination among donors and between donors and government,
and raises concerns about accountability and attribution. Nevertheless, the feasibility has
been discussed at the global level,”® with recipient governments’’ and within particular
countries, and some progress has been recorded (e.g., Ghana®® and Zambia’s ‘basket
account’sg). Effective sector-wide investment is predicated upon concerted action and

will require strong mechanisms for coordination.

1.2.5 Coordination and the goals of health sector reform

While new approaches to assistance have drawn attention to the desirability of enhanced
donor coordination, so too has support for what has been loosely called ‘health sector
reform.’® Greater efficiency, effectiveness and equity are central, although at times
conflicting, objectives of health sector reform.®%Aid coordination is germane to sector

reform for its potential to contribute to the attainment of each of these goals.

Although definitions of efficiency abound, for the purpose of this discussion, efficiency is
defined as an input-output measure. Two types of efficiency are commonly
distinguished. Allocative efficiency relates to the extent of optimality in the distribution
of resources among competing uses; in other words, whether an activity is worth doing in
reference to its social benefits and costs. Aid may thwart allocative efficiency for two
reasons. First, donors may not select the project that gives the greatest health benefit for
a given cost (assuming there is an objective way to value benefits). This happens most
frequently with ‘tied aid” when economic criteria are relegated to secondary consideration
in deference to donor commercial interests. Bollini and Reich report that all but one of
Italy's bilateral health sector assistance projects during the 1980s consisted of capital
intensive infrastructure investments of primary benefit to Italian construction firms.*
Political and diplomatic motives may equally over-ride economic criteria in decisions
regarding aid allocations. Inappropriate capital investments, whatever their motivations,
may carry deleterious long-term recurrent cost implications which run counter to
allocative efficiency (hence the World Bank’s discomfort over aid financed teaching
hospitals). Second, failure to meet allocative efficiency may arise because donor
judgement of benefits differs from recipient judgement (i.e., a matter of values). This
occurs when donors fund predetermined activities without due consideration of local

preferences. Failure to meet allocative efficiency criteria for either reason may not only
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subvert the optimal use of the aid itself but may also divert local matching resources
(human, administrative, financial) from investments made according to economic criteria.
Coordination may therefore serve the interests of efficiency to the extent to which it
facilitates greater consistency (and transparency) in matching external investment with
priorities determined through evidence-based approaches (e.g., burden of disease and cost

effectiveness studies).

Technical (or operational) efficiency relates to the extent to which choice and utilisation
of input resources produce a specific health output or service at lowest cost. LaFond
notes that "health facilities in Pakistan, Nepal and Ghana were frequently over-staffed
reflecting the priorities of donors’ vertical programmes" as opposed to efficiency
considerations. In some cases, the number of staff exceeded the average number of
patients seen in a day.64 Examples of technical inefficiency are legion: services overlap;
ministry officials are often obliged to meet a succession of missions when one gathering
would suffice; non-complementary technologies are employed; programmes often have
multiple information, accounting and reporting systems and are subject to repetitive
evaluations.”’ These are familiar characteristics of health sector aid which, if checked
through improvements in donor coordination, would provide significant gains in technical

efficiency.

Effectiveness is commonly understood as a measure of the extent to which a project,
programme or sector attains its set objectives. In this regard, external resources ought to
be evaluated on the basis of their contribution to a coherent sector-wide strategy and
policy framework. Health assistance has often been criticised for inducing fragmentation,
as opposed to coherence, as a function of the competing, shifting, and sometimes
conflicting policies, programmes and activities which are advocated and funded.®*67-68
For example, in Uganda, five national health plans were found to co-exist, each funded
by a different donor.” Coordination can provide the means to enhance the use of external
resources to reinforce the effectiveness of the sector as a whole.

Although the definition of equity is much debated,”*”!

the concept is broadly concerned
with the distribution of burdens and benefits of the health care system. From the
perspective of the user, equity is about who pays for and who benefits from services.
With respect to benefits, coordination may, for example, reduce geographical inequities.
In the absence of aid coordination, there have been reports of donor supported islands of
excellence in seas of under-provision. According to Green and Matthias “there is

certainly enough evidence of the wasteful duplication of facilities provided by different
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NGOs in specific locations, coupled with an absence in other areas.””> As for the
distribution of burdens, the ad hoc or uncoordinated application of payment systems may
lead to some patients paying while others do not. A World Bank review found, for
example, in one West African country “three different cost-recovery policies, each

sponsored by a different donor agency” in different parts of the country.”

The equity implications of aid may also be considered from the perspective of service
providers and administrators. For example, in Lesotho, the ministry of health reported on
the effect of aid on staff morale as follows: “Donor input into one area can cause
resentment in another; better working conditions and transport facilities in donor funded

74 o -
»™ Similar

projects appear in stark contrast to conditions other staff are working under.
effects related to inconsistencies among donor practices have been reported in Kenya and
in Ghana.” Differences in per diem payments is particularly divisive. The Joint
Consultative Group on Policy (JCGP) of the United Nations is forming a common
approach among member agencies for payment to government staff,”® and ad hoc efforts
have been recorded in numerous countries to harmonise compensation to civil servants

for their participation in donor-funded projects.

1.2.6 Factors exogenous to the health sector

In addition to sector-specific issues, at least three factors external to the sector have
played a role in placing aid coordination on the agenda. First, beginning in the early
1980s, aid has come under ever greater scrutiny.77 A number of studies of aid
management found aid coordination wanting and recommended improvements,

787980 The second trend relates to the

particularly at the country and sectoral levels.
increasing instability and insecurity in large parts of the developing world and the
concomitant increase in the diversion of aid from development to relief and rehabilitation
activities.®' The need for improved coordination under these circumstances is heightened
by the fact that there are usually questions surrounding the adequacy or perceived
legitimacy of the recipient state.® Consequently, funds tend to be disbursed through a
variety of non-governmental channels,® in some instances in the context of an
institutional void,* in others without the consent of government and frequently without
regard to any coherent or comprehensive plan.85 Substantial uncertainty within agencies
over mandates under complex emergency situations further frustrates attempts at
coordination. Green, in assessing the role of the UN in emergency responses, asserts that
the ability of the various UN agencies to speak in a “harmonious chorus” will, to a crucial
extent, condition its success in contributing constructively in these complex situations.

Given the drift toward instability and the major réle of outside institutions in periods of
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instability, the relevance of improved systems of coordination cannot be overstated. The
third factor, relates to the previous point, namely the mounting confusion over UN
agency mandates.®” This concern is echoed in the health sector where there is not only
significant overlap in functions and mandates®® but, in many instances, open competition
over leadership and coordination.*” While both WHO and UNDP have formal mandates
to coordinate UN operational and technical cooperation at the country level, this

responsibility has been increasingly usurped by the World Bank.”

The above inconclusive discussion points to a wide range of factors which have
converged to place the coordination of external inputs firmly on the health policy agenda.
It suggests that donors have been the principal driving force behind coordination. Yet, in
light of recent enthusiasm expressed in sector-wide approaches, it appears that
governments may also be seeking mechanisms through which aid management can
support the implementation of agreed national policies, through national systems.
Although particularly evident in the well documented cases of Ghana’' and Zambia,”
interest in SWAps has been recorded in at least ten additional low-income countries.”
Perhaps the very notion of aid and donor coordination may be undergoing a
transformation, with the focus less on aid and donors and more on recipients and their
policy making, management and administrative capacity. To focus the discussion, the

next section will explore the concept of coordination.
1.3 The concept of coordination

Heading the list of confusing concepts is the term ‘coordination,’ which many see
as one of the key goals of UN reform.94
K. Lee, 1998

1.3.1 What is meant by aid coordination?

In spite of agreement among donors on the need for improved aid coordination, even
those taking a leading part in advocating or practising it have failed to define what they
mean by the term. For example, the Development Assistance Committee of the OECD
has undertaken a series of reviews on the subject, yet its published guidelines and
principles do not set out a concise meaning.%’%’97 The World Bank has made repeated
calls for greater donor coordination in the health sector, but has proposed no clarification
of the term. Both UNDP and WHO claim some authority for coordination of UN
activities in the health sector, yet neither has proposed a formal or working definition of

the concept.

Chapter 1: Problem statement and research design 24



The existing literature, both conceptual and empirical, is also of limited utility in defining
coordination. Where definitions have been proposed, they tend to range from

100,101 .
Some have noted its process nature'®

minimalist,98 to descriptive,” to normative.
while others have pointed to its numerous dimensions, covering different objectives and
activities. Barry, for example, suggests that it can involve any one of three clusters of
activities: consultation (the exchange of information or perspectives); concertation (the
development of consensus, for example, around policy, programme objectives and
priorities); and operational coordination (for example, sponsoring joint activities or

103 <5/ .
Weiss makes a useful distinction

relying on common management arrangements).
between ‘coordination by command,” ‘coordination by consensus’ and ‘coordination by
default.”'™ Yet, none of these approaches is satisfactory if one is concerned with who is
coordinating whom, what and to which ends. A more encompassing definition of health
sector aid coordination at the country level was developed as a starting point for this

study:

any set of formal or non-formal activities, relating to health sector development,
at any level, led by the recipient or a donor agency, which aims to ensure that
external inputs to the health sector strengthen and enable the health system to
function more effectively, and in accordance with local priorities, over time
(adapted from Buse and Waltlos).

This definition recognises that aid coordination may take a number of forms. Implicit is
the notion that coordination is not a static quality, but an input-output oriented process
and a means to an end. Here the emphasis is on improving the effectiveness of the health
system. Although there may hopefully be links between good aid coordination, sectoral
effectiveness and health outcomes, there are a host of intervening variables as well. On
the one hand, there is scepticism about the contribution of aid to development]06 and, on
the other, convincing evidence that much health gain is produced outside of the health
sector.'”” Our concern is that through coordination, aid contributes to making the health
sector more effective and efficient rather than further undermining it. While both donors
and recipients are involved, and may act independently of one another to seek
improvements in the working relationship, this definition puts the recipient in the driver’s
seat in so far as the direction of development is concerned. The definition purposefully
leaves ambiguity between donor coordination and aid coordination and does not touch on
the related issue of integrating external resources within the framework of domestic

resource management, two points to which I will return throughout the discussion.
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1.3.2 Health sector aid coordination mechanisms

A range of activities can be construed as aid coordination, provided they aim to ensure
that aid strengthens and makes health systems more effective. It is useful to distinguish
between those activities which are led or initiated by government from those
predominantly donor instigated, while recognising that, in practice, many will be jointly
executed. Recipient led strategies fall into three categories, although overlap occurs: (1)
those which develop and/or strengthen capacity, institutions or systems to coordinate
external resources; (2) the development of plans around which donors can coordinate;

and (3) the establishment of fora which permit greater information exchange.

1.3.2.1 Capacity strengthening and institution building for improved aid coordination
It has been argued that the key to donor coordination lies with the recipient government

“willing the end and instituting the means to achieve it.”1%®

The ability of the recipient to
undertake the latter is severely constrained, particularly in highly aid-dependent
countries, by the weakness of existing institutions. WHO states that developing capacity
for aid management has been identified as a priority by most countries in greatest need.'”
Apparently, expertise in financial management and budgetary analysis, health
information systems, systems development, institutional and policy analysis, and
planning are required. There is also the difficult task of developing the talent to handle

the politics of coordination; confronting large external agencies demands considerable

political acumen.

Of equal importance to skills acquisition is the development of institutional structures
which facilitate productive skill deployment. Some ministries of health have established
formal structures for managing donor resources (e.g., aid coordination units). There are,
however, few examples in the literature of effective management of external resources by
such structures. Ghana provides one possible exception, where a ministry restructuring in

1993 enhanced the power of the external aid coordination unit,'

thereby enabling it to
“pro-actively control donor activities.”' ' There is evidence that some donors appreciate
the value of aid management departments. For example, one division within WHO has a
mandate to strengthen such units.'”? In Sierra Leone and Guinea-Bissau, the African

. Development Bank offered to allocate those resources it had earmarked for autonomous
project implementation units to indigenous aid management units if they could be
effectively established by the minis'(ry.1 ' There are, however, problems associated with
these units. First, there may be conflict over control of the departments, perhaps as a

function of the resources involved. In Zambia, for example, the Planning and

Management Unit and the Health Reform Implementation Team each has a mandate,
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although ambiguous, in managing donors.'"* In Nepal, within the ministry of health,
there co-exist two planning divisions, each with a perceived rdle in donor coordination.
Second, the establishment of dedicated units for aid management begs the question of the
desirability of separating the management of external from domestic resources; it could
be argued that a better alternative would involve general strengthening all departments
which have a mandate for resource management (e.g., budgeting, procurement, etc.).

More needs to be learned about the effectiveness and costs of aid coordination units.

Associated with the development of recipient skills and institutions for aid management is
the issue of systems. One of the problems of poor donor coordination is the profusion of
aid management systems, each developed to meet the needs of an individual donor.
Strengthening national systems for aid delivery and monitoring, such as procurement,
accounting, auditing and performance monitoring which meet the requirements of the

majority of donors, would represent a large step toward improved aid coordination.

1.3.2.2 Planning as a coordination tool

The planning process provides a powerful vehicle for aid coordination. Through the
process, common government-donor policy direction can be articulated, priorities
established, the principal strategies and programmes outlined, institutional responsibilities
(both local and foreign) assigned, and the costs of programmes explicitly set down
against contributions provided by the ministry and the donors involved. A national health
plan has, therefore, been described as an essential tool through which to negotiate with

donors'" and may enable the recipient to be proactive in negotiations.''®

The basis of good planning is an accurate analysis of the situation. Donor-ministry
collaboration in the preparation of a situation analysis can strengthen coordination. In the
foreword of a situation analysis in Lesotho, the minister of health affirms, perhaps merely
as a rhetorical gesture, that “the information compiled is expected to allow our traditional
partners in health - like international and bilateral agencies - to identify areas of common

. . 117
interest for future joint ventures.”

The preparation of the document itself was a joint
undertaking of the ministry and the EC, World Bank and WHO. It has been stressed
elsewhere, that a plan's success rests primarily on its ownership. Two countries (Zambia
and Ghana) provide indications of the potential of coordination as a by-product of

120.121 11 should be noted that both countries have avoided voluminous and

planning.
detailed plans, opting instead for quite loosely defined strategy documents and annual

spending plans around which to unite donors.
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1.3.2.3 Recipient-led consultations

The third cluster of recipient-led aid coordination strategies comprise consultations or
other exchanges between the government and donors pertaining to policy directions,
priorities and/or activities. These may be organised nationally, sectorally, thematically or
sub-sectorally and include a range of the players from either side. To be effective they
need to reduce the number of repetitive and redundant bilateral interactions between
donors and the recipient administration and provide information which leads to more
successful coordination. These range from the annual, formal, rather structured Round
Table Process,'? often co-chaired by the ministry and UNDP, to monthly meetings
convened by the secretary of health where donor agency representatives share coffee,
information, views and intentions which may lead to improved coordination. Whereas the
formal processes often rely on informal discussions, the latter may be insufficient for
coordination. The advantage of the formal consultations is their proclivity to force the

preparation of concrete plans and the articulation of commitment to these.

One can also distinguish four clusters of donor-led coordination strategies: (1) lead donor
arrangements; (2) changes to the forms, channels and systems of assistance; (3)
organisational changes in the donor institutions; and (4) enhanced information
management. In reality, these do not form discrete categories as components of one
strategy may also be involved in others, yet they are helpful in thinking about what

constitutes donor-driven coordination.

1.3.2.4 Lead-donor coordination arrangements

Three distinct forms of coordination through lead-donor arrangements can be discerned.
In geographical zoning, or 'area-based programming,' assistance is directed to a particular
province or district for health system development under the aegis of a lead agency.
Zoning may allow the recipient to meet primarily or exclusively with the lead agency
instead of the usual range of donors for the area in question. In addition, it should
decrease the number of external actors, reduce donor competition for popular projects
and scarce resources, encourage greater policy coherence and decrease activity

duplication in any one zone.

From the existing literature, it is not possible to ascertain if the purported benefits of area-
based programming obtain in practice. However, studies suggest some negative impacts.
In Ghana, a review found that central officials were reluctant to accept zoned support

because it led to differential systems development while local officials commented upon
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the dissatisfaction staff feel when posted to a ‘neglected’ district.'? Zoning may also
impact negatively on geographical equity. By choosing to work in some areas rather than
others, donors may neglect poorer or less accessible populations. In Mozambique, for
example, Colombo found that 18 districts had up to 6 NGOs providing services and
assistance, 85 districts had one or two NGOs, and 25 districts were left uncovered.'** At
times, zoning may undermine local ownership of health systems development through a
process of balkanisation. Cliff writes, “in just one example of many possible, an NGO

125
”"“" The most

project leader banned a MOH nutritionist from entering ‘'his' district.
important down side of zoning may rest in the loss of policy coherence from a national
perspective. With these types of arrangements, donors may lose sight of, or actually

undermine, the implementation of national policies and plans.

Sub-sector specialisation is a variant of the lead-agency coordination strategy. As in
geographical zoning, an agency is designated a lead réle, in this instance not for a region,
but rather for a sub-component of the health sector. Sectoral sub-components may
comprise areas such as financing, reproductive health, management support, essential
drugs, etc., depending on the structure of programmes within the ministry. Sub-sector
specialisation is appealing in that it provides the opportunity to realise the comparative
advantages of individual donors. This form of coordination is intended to reduce the
number of actors in a sub-sector area, decrease the number of contradictory policies
signalled to the ministry in a certain field, and reduce the number of interactions the
ministry has with external actors in regard to a particular issue or programme
intervention. The benefits of issue-specific coordination may lie in its potential to
engender a culture of coordination in the health sector. In that the focus is narrower than
the entire health service structure, a greater degree of coordination may be possible than
where more ambitious goals are set. Where positive results are achieved, issue-specific

coordination may act as a model encouraging wider coordination

An example of sub-sector specialisation is provided by initiatives in Zambia in the early
1990s. While the overall management of donors was said to remain the prerogative of the
ministry of health, donors were assigned lead réles in specific areas. For example, in the
field of manpower planning and policy, ODA took the lead with WHO and JICA in
subordinate positions; in quality assurance, DANIDA provided leadership with WHO as a
co-partner. In a number of domains, however, it remained unclear which agency was in
fact responsible for coordination. For example, under the category labelled

HIV AIDS/STDs/TB, no fewer than eight major agencies had a ‘lead’ role at the national

12
level.'?
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In practice, thematic leadership may evolve in an ad hoc manner in response to concerns
common to a number of donors instead of according to an overarching plan to designate
lead agencies in a comprehensive manner for all facets of the health system. Whether or
not such initiatives will enhance or undermine sector-wide coordination remains open to
question. Issue-specific emphasis may have deleterious effects on the wider system
similar to those caused by vertical intervention programmes: sapping resources and
competing with sector-wide mechanisms. Moreover, it is not clear whether thematic
coordination instruments have been effective. For example, a WHO assessment of
country-level HIV/AIDS coordination found few success stories'>’ and one study in
Zambia suggested that less than a third of all external resources for HIV/AIDS were
coordinated through the National AIDS Programme, which was intended to coordinate

action in this field.'?®

Sectoral consortia provide the third variant of the lead donor model. The consortia differ
from other lead agency arrangements in two crucial respects. First, in the other models,
most of the key agencies would be assigned or assume leadership in one area or another.
In the case of consortia, one donor leads the entire process and pack of donors. Second,
in the consortium model, the scope of coordination entrusted to the leader is much greater

than in the other models, often encompassing the sector as whole.

Consortia often exhibit a number of features which facilitate coordination. Typically they
involve the most important actors and provide a mechanism through which to pool
knowledge, negotiate a division of labour based on comparative advantages, and reduce
duplication. Consortia respond to a need for formal leadership and encourage donors to
work within a set framework of priorities. To the extent that donors pool resources and
utilise common implementation arrangements, efficiency savings can be realised. From
the perspective of the recipient, the demands and conflicting signals from the donor
community are reduced as they are channelled, mediated and filtered through the voice of

the lead agency.

Yet the consortia carry disadvantages as well. These relate primarily to the power and
influence which the leader of the consortium, once ensconced, may exert over other
donors, the recipient administration and the policy process in general. The pros and cons
associated with the World Bank-led Bangladesh Consortium are addressed in Chapter

Five.
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1.3.2.5 Reforming the forms, channels and systems of aid to facilitate coordination

As noted above, changes in the forms, channels and approaches to assistance have
motivated interest in coordination, but also constitute strategies through which to attain
improved coordination. Channelling funds through multi-donor consortia provides one
such mechanism. A less ambitious strategy is project cofinancing, which involves pooling
donor resources into one discrete project. Smaller donors often find it attractive to buy
into a project designed and executed by a development bank or multilateral agency.
Cofinancing may improve coordination if it diminishes project proliferation and donor-
induced policy or service fragmentation. Cofinancing has additionally been toted as an
aid management, resource saving device. Recipients, in particular, are likely to benefit
from not having to meet several donors consecutively nor report on activities in multiple

formats.

Two types of cofinancing are distinguished. In joint cofinancing, donors designate a lead
agency for project execution and management. Nolke argues that this type of
coordination is most likely to occur where an agency with a high level of analytical
resources and meagre financial assets interacts with a financially flush but analytically-
poor institution. 129 Cofinancing between the World Bank and the African Development
Bank (AfDB) during the 1980s has been explained in these terms.”® In parallel
cofinancing, donors maintain responsibility for a discrete area of a project, and control
their own funds. This type of coordination does not have the advantage of reducing the
burden on the recipient (separate accounting and supervisory missions may still be
demanded), but it does offer opportunities for greater coherence between participating

donors in terms of policy content.

Cofinancing has mixed potential as a coordination tool. The extent to which it has
become the norm is not clear, and certainly the proliferation of single-donor projects
persists. Perhaps donors cannot or will not face the potential loss of control and visibility
inevitably involved with cofinancing. The utility of cofinancing when it is undertaken as
a one-off venture may be limited. Finally, where cofinanced projects have been
undertaken, there is little evidence of the extent to which they actually reduced recipient
workload. There is certainly limited understanding of recipient's perspectives on

cofinancing.

The use of programme assistance and sector-wide approaches (SWAps) to achieve

greater coordination of external inputs has been discussed above (section 1.2.4). Both
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hold significant potential for aid coordination, particularly the SWAp because it provides
a process through which donors and recipients work together to resolve the inevitable
tensions related to policy, planning and resource deployment in the aid relationship. Yet,
it should be recognised that both are ambitious strategies requiring substantive changes
on the part of donor agencies, and are most likely to succeed where there is strong
institutional capacity in the recipient country, precisely those aid-dependent states which

need donor coordination most urgently.

1.3.2.6 Reforms to the way donor agencies do business

Given the constraints to coordination identified in the preceding discussion, it is apparent
that a number of institutional changes affected by donors would facilitate the
management of aid by recipient ministries of health. These include the harmonisation of
procedures as well as changes in organisational values, structures, and programming

Pprocesses.

Donors' administrative procedures can divert scarce recipient skills from regular
functions of govemment.131 If each external agency sets unique requirements (relating to
project identification, appraisal, formulation, execution, monitoring and evaluation,
accounting and auditing, equipment procurement, hiring and benefits for local staff and
consultants, project and programme cycles, etc.), the result is heavily inflated transaction
costs for both parties. The benefits of subordinating such differences in procedures for
administrative simplicity would be immense for recipients. In the health sector there have
been reports of tinkering at the margins with harmonisation. In some countries, for
example, donors have agreed on common per diem rates and payment of salaries in local
currencies. An ambitious experiment is being tested in Zambia to produce a single set of
planning, budgeting, disbursal, accounting and auditing procedures for donor funds
channelled to the districts."** In Bangladesh, this is already the case for that portion of
donors’ funds channelled through the World Bank’s Trust Funds."” Cofinancing,
programme aid and consortia achieve harmonisation to varying degrees, yet the greatest

potential lies with the sector-wide approach.

Van Arkadie suggests that a number of donor procedures “reflect little more than
administrative convenience” and “inertia” which should prove amenable to change.l34
Yet, harmonisation of procedures at the sectoral or national level produces a dilemma for
donor agencies. While it may improve aid efficiency for the recipient, how will numerous
national initiatives be reconciled at the headquarters level? Donor agencies naturally

prefer to operate with the same procedures in all countries they assist. These ways of
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doing business have evolved organically over time in response to requirements
established by the institutions to which they are accountable. According to Cassen et al.
“harmonisation of procedures is one of the oldest problems on the aid coordination

agenda, and one of the most intractable.”'*®

Nevertheless, there is merit to Van Arkadie’s assertion that there is scope for change,
particularly in institutions which place positive connotations on the concept of
coordination. Engendering organisational values supportive of coordination has proven
influential in the behaviour of front line agency staff. Donors can demonstrate
commitment to coordination through, for example, the inclusion of coordination in their
mission statement, the creation of incentives rewarding coordination, training field staff
in skills conducive to coordination (i.e., negotiation, communication, etc.), and including
aid coordination as a criterion of project approval. Nolke's analysis of eight major donors
suggests that, in setting coordination as a corporate goal and institutionalising staff
instructions, incentives and procedures in support of this goal, the World Bank has
developed a culture which encourages coordination, albeit not always apparent in the
field."*® Nolke acknowledges that attaching organisational value on coordination may be

necessary, but insufficient and suggests that structural changes may also be necessary.

Clift argues that the main organisational change relevant to coordination is
decentralisation."”’ Broadly speaking, decentralisation may entail devolving some
decision-making, shifting personnel to the country-level, and increasing staff analytical
capacity at that level. Decentralisation involves a variety of costs. CIDA, for example,
aborted its experiment with decentralisation, partially because it found it three times as
expensive to maintain an officer in the field as in Ottawa."® Other structural changes
which would increase the viability of coordination include, among others, extending the

duration of postings and reducing the number of bilateral relationships with countries.

Coordination of inputs will be further served as donors switch from top-down, globally
inspired programming approaches to those which are more country and sector-specific
(e.g., World Bank Country Assistance Strategy). Other reforms which would facilitate
coordination include: longer time-horizons; developing alternative criteria of employee
effectiveness to fund disbursement and implementation rates; and recognition of aid
coordination as a discrete activity requiring adequate resources reflected in a separate
budget line and programme of work. Notwithstanding the apparent success of the World
Bank in affecting structural and value changes which have made the organisation and its

staff more amenable to aid coordination, case studies of CIDA and WHO suggest that
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these agencies found it difficult to implement the types of reforms outlined above which
would enable them to work in greater harmony with other donors at the national

139,140
level.

1.3.2.7 Donor information management

Communication is both a strategy and a necessary but insufficient condition for aid
coordination. The gathering and exchange of data is at once a preliminary and an integral
step to all preceding strategies of aid coordination. It can range from formal, chaired,
minuted meetings of all key donors in the sector along a spectrum to informal exchanges
between two representatives over drinks. It can take the form of joint needs assessments,
situation analyses or policy-studies which can serve as the basis for developing a
common donor or ministry-donor platform on issues in the sector. A data base of ongoing
and planned donor interventions and support can provide donors and the ministry with a
fast and easy way of finding out what others are doing, where the gaps lie and whether or

not donor inputs match ministerial priorities.

In the health sector there have been some moves toward joint information management
but there remains considerable scope for improvement. The limitations of joint data
gathering are essentially twofold. First, there are the problems related to making the
mechanism work. One experiment in Sudan failed when the majority of donors did not
report on their activities. While a number of reasons for this failure were proposed by the
project executors, it was principally a function of the low priority placed in practice on
coordination.'*! Second, a more fundamental question relates to whether or not such
expensive, time-consuming exercises yield useful information and lead to improvements

in coordination. This is an area which deserves future study.

1.4 The aims and scope of this enquiry

While enthusiasm for, and experience with, health sector aid coordination apparently
abounds, very little has been documented, either conceptually or empirically, about the
process. At the time when this research was conceived, there existed no case studies on
the subject in the published literature and a search for grey material identified only one
desk review, an MSc report,142 and one cursory review undertaken by a consulting
firm.'* The review provided a limited description of the intention of the Government of
Zambia to use its Strategic Health Plan as a “framework for all donor contributions to the
sector.” When the present study was in its initial stages, a proposal for a four country

study on health sector aid management in southern Africa was being prepared. Its results
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became available earlier this year,xm as did those from a study of five countries in
French West Africa.'*® The former concluded that “while difficult, coordination is
attainable, even in the most fragmented settings.” Such rather optimistic conclusions were
drawn by researchers who themselves were intimately involved in coordination processes
in the countries under consideration. Based on their experience they proposed a number
of “essential steps in improving aid management.” These included the need for the
ministry of health to develop a vision, to devote substantial resources, and to focus early
efforts on a problem on which there is some agreement between donors and the recipient
ministry. The work from West Africa revealed a pattern of weak government capacity to
control external funds, mechanisms which did exist being donor-driven, but “signs of a
growing recognition of the benefits of donor coordination.”'* In addition to these studies
devoted wholly to the issue of health sector aid coordination, other descriptions and
analyses of health sector aid coordination may be found in reports on related issues, such
as that described in a recent study on the role of aid in rehabilitation in Cambodia.'*’
However, due to the lack of health-sector specific analyses of aid coordination, this
research began with a review of analyses of aid coordination more generally, to

determine how they approached the problem and what they had learned.

1.4.1 Theoretical contributions

Theoretical contributions to the study of aid coordination have been largely provided by
organisational analysts. Mingst, for example, used a resource dependency approach (i.e.,
organisations interact to exchange resources which are scarce) to examine coordination
between the World Bank and the African Development Bank across a number of African
countries.'®' She argues that the organisations were predisposed towards cooperation by
the fact that they shared largely similar objectives and institutional practices, but that the
actual impetus to coordinate through project cofinancing resulted from their inter-
dependence on each other’s resources. Cofinancing could provide the AfDB with
technical knowledge and well-appraised projects to fund, whereas the World Bank would
gain the AfDB’s coveted legitimacy among African states as well as attracting financial
resources to its projects. As the realm of coordination between the two agencies was
confined to project cofinancing, the study could reveal little about the mechanics of

coordination, about multi-party coordination, nor about the place of the recipient therein.

¥ The southern Africa study, once commissioned, made use of the conceptual framework
developed for the present study which is presented in the next section.
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Nolke, another organisational theorist, conducted cross-sectional, network analyses of
inter-agency coordination at the global level."”? He argued for the need to move beyond
resource dependency approaches because they do not give sufficient attention to the
context of inter-organisational relationships.]53 Instead, he used the notion of network
structure (i.e., “the pattern of interactions between organisations”) to explain whether or
not donors coordinate, with whom and why. Nolke suggested that these patterns are
governed by variables such as the origin of the agency’s resources as well as its
governing structures. Thus, for example, Nolke contrasted multilateral with bilateral
organisations and hypothesised that the multilaterals will seek more interactions as a
function of their systems of governance based on a large number of member states. His
empirical work involved tracing the degree of interaction among desk officers at
headquarters (as indicated by phone calls, correspondence, etc.), mapping the position of
the agency on the network structure, and relating this position to specific characteristics
of the agency. He assumed that a high level of interaction, coupled with the perception
among operational staff that these linkages are effective, constitutes effective
coordination. While Nolke’s work is useful in high-lighting the organisational factors
which theoretically facilitate and constrain coordination, the static, cross-sectional
approach not only fails to capture relationships as they evolve over time, but does not
accommodate a consideration of the recipient in the analysis. Nolke supplemented his
work with one country level case study of donor perceptions of the effectiveness of their

efforts to coordinate among themselves in Mali."**

Here, donors considered themselves
to have been doing a good job, facilitated by the relatively small number of donors and
the fact that the needs were so great that donors did not have to compete for good projects
and local personnel. Network analysis has also been used to explore and attempt to

explain leadership and its central function in coordination.'”

1.4.2 Empirical contributions

Empirical work was found to include two early and substantive over-views of
coordination; one as a part of a broader, multi-country study addressing the question of
whether and how aid actually works to achieve its stated objectives (published in
1986),"*® and one commissioned by the OECD and published in 1988."” The first of
these studies found that “in several countries the donors not only fail to coordinate, but
actually compete.” These studies concluded that the constraints to aid coordination
include: (1) the commercial and political interests of donors (i.e., donors want to keep
options open so as to pursue domestic interests); (2) the fact that donors are aware that
their ideological and technical differences will be made explicit if substantive

coordination is attempted; and (3) that coordination is resource consumptive. Recipients
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were found to be apprehensive about donor coordination due the perception that: (1)
unified donors would be in a better position to leverage economic and institutional
reforms; (2) it would reduce the ability of the recipient government to play donors off
against one another; and (3) it would make conflicts between ministries of finance and
line ministries more explicit. Based on the background studies provided for the first of
these publications, Lipton argued that, although coordination is a ‘good thing,’ the
barriers to improvement in practice are fundamental.'® This is the case because both
donors and recipients are trapped in a ‘prisoners’ dilemma.’ For their part, although
donors largely recognise the benefits of coordination and the overall costs of poor
coordination, they are constrained from taking the actions which would result in
improved coordination (such as untying procurement, using common management
arrangements, etc.) by the assumption that the effect of such actions would be cancelled
out by ‘less scrupulous donors’ not doing likewise. A similar logic guides the pattern of
perverse competition among recipient line ministries. Lipton concludes that ‘trust or

enforcement’ are the necessary but elusive preconditions for effective coordination.

Another paper which approached the topic of coordination through the prism of aid
effectiveness was written by Van Arkadie based on experience in Bangladesh and
Tanzania." Like Lipton, Van Arkadie argued that the standardisation of donor
procedures was a worthy objective, but that there exist strong incentives on the part of
both donors and recipients to by-pass or pre-empt what are in effect formal structures of
control. In terms of the homogenisation of policy among donors, Van Arkadie warned of
the dangers to the recipients in terms of the loss of legitimate differences of opinion and

strategies.

Whittington and Calhoun published a short paper outlining the factors responsible for
non-compliance of donors with a project monitoring system which they had assisted the
Government of Sudan to establish as a first step to improved donor coordination.'® These
authors pointed first to the role of agency staff who, on the one hand, lack incentives to
engage in cooperation and, on the other, have little room to engage in cooperation at the
country-level because of the centralised nature of decision-making. Whittington and
Calhoun also suggested that perceptions of the likely futility of attempts to coordinate
reinforced the bureaucratic resistance to initiatives in this area. Ross, a senior analyst with
the Canadian International Development Agency (CIDA), contributed to understanding
the constraints to coordination from the perspective of his agency.'® He argued that four
factors impaired CIDA staff from effectively coordinating with other agencies: (1) while

technical experts will often agree to cooperate in a specific area, that the political level
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often overrides them (i.e., non-developmental objectives prevail); (2) bureaucratic
priorities for fund disbursement and accountability militate against use of common
systems; (3) high-level managers think that coordination will take care of itself (i.e. they
do not perceive a problem); and (4) many managers give priority to successful delivery of

assistance, irrespective of the opportunity costs of poorly coordinated aid.

UNDP sponsored two evaluations of aid coordination in the early 1990s. The first
examined how UNDP might better support capacity building for aid coordination in the
least developed countries.'® It concluded that “aid coordination cannot be set apart from
the LDC’s capacity for managing the mobilisation and use of development resources.”
The evaluation viewed the development of self-sustaining capacity within recipient
administrations as a “challenging and unavoidable task;” one which should form UNDP’s
“guiding mandate” but in which UNDP’s contribution had been lamentably “modest.” In
effect, the report argued that UNDP, as a neutral agency, should focus its limited
resources on playing a key role in supporting LDCs efforts to develop sustainable
capacity for resource management. The second UNDP review sought to establish a niche
for UNDP in aid coordination and management by recipient govemments.164 The report
argued that UNDP had the mandate, presence and tools to provide aid coordination
services to the donors and to ensure their transfer to national institutions in developing
countries. The study concluded that UNDP was constrained, however, from fulfilling its
mandate primarily by limited in-house capacity and resources at the country level. In the
mid-1990s, a consulting firm was commissioned by the Sida to carry-out four country
case studies to assess operational coordination among UN organisations at the country

165
level.

This review found that while inter-UN coordination was seemingly improving,
because the UN was becoming increasingly marginalised in the field of development
assistance, whether or not its assistance was well coordinated was of increasingly limited

relevance.

A short article was published in 1986 on the need for and obstacles to better aid
coordination in Togo.166 Its title suggested that the analysis was from the recipient’s
perspective yet, curiously, its authors were staff of the IMF and the World Bank. They
argued that the public sector investment programme was the keystone of coordination in

Togo. In 1988, Clift published an account of aid coordination in Kenya.'®®

His analysis
provides a useful addition to the literature, for he makes the connection between
coordination and control. In particular, he exposes the manner in which the World Bank

sought to ‘discipline’ other donors (and the Government) to adhere to agreed frameworks
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which were largely inspired and imposed by the Bank’s coordination instruments (e.g.,

public expenditure programmes or Consultative Group plans).

Other publications relating to aid coordination do exist, such as the proceedings of a
workshop convened to discuss aid management issues as well as possible coordination

arrangements in newly independent Namibia.'®

Yet, these do not contribute a great deal
to understanding the dynamics of coordination. Collectively, the literature described
above, although high-lighting constraints and opportunities to improved aid coordination,
is non-cumulative and contributes only limited understanding of aid coordination

dynamics in the health sector.

1.4.3 Bangladeshi literature

There has been a significant treatment of the aid regime of Bangladesh in the literature. A
number of studies of aid dependence and the role of aid in the political and economic
development of the country have been published. These include, for example, early work
by Just Faaland and his colleagues at the Christopher Michelson Institute in Norway on
the relationship between donors and the government, particularly with the IMF and the
World Bank (see Chapter 2 for an analysis of these relationships).170 Two members of
Bangladesh’s first Planning Commission, Professors Rehman Sobhan and Nurul Islam,
wrote a great deal on the political economy of Bangladesh’s dependence on foreign

. 1 171,172,173,174 . 175,176
aid,'’"""17>17% 35 have other foreign analysts.

Sohban provided a particularly
radical critique of the aid system which argued, among other things, that aid had placed
undue influence in the hands of the donors and thereby abridged national sovereignty and

thwarted egalitarian development in the country.

A variety of surveys of aid flows to Bangladesh and their influence in economic
development have been reported upon.177 In addition, a number of reviews of the aims
and achievements of individual donors such as Sida,m’ 1 CIDA'® and ODA'®"'® have
been undertaken. Some of these have been commissioned by donors and others are
written by academics and critics - yet they do not deal with donor coordination.'® One
study on coordination arrangements in the education sector was undertaken by UNESCO,
but it’s approach consisted simply of identifying donor-supported projects. The health

sector had not even received such a cursory treatment.

1.4.4 Framework of this study
In light of the limited academic treatment of the topic, this study aims to make a
contribution to knowledge by identifying and exploring what is known about the efforts
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which have been made to coordinate external resources in one particular country setting.
On one level, the study attempts to describe the various arrangements and their
characteristics. Given access to the pertinent documents, this represents a relatively
straight forward task of tracing and recording the history of the processes employed, the
actors involved and the context within which they occurred. The study will, therefore,
make a contribution through synthesis and interpretation. To the extent the research
moves beyond documentary sources and combs the ideas and perspectives of those

involved, it may also ‘down-load’ some history which has not been recorded.

At another level, the study aims to make a conceptual contribution to both the study and
practice of aid coordination. It proposes to do so by testing and refining a method of
assessing aid coordination arrangements. In so doing, it forces a rigorous examination of
the aims and characteristics of coordination and raises the question as to whether or not

an analysis of coordination is not, in fact, inherently subjective in nature.

The greatest strength of the research may lie in its potential to transcend the narrow self-
interests of the parties to coordination and provide a third party account of the pros and
cons of the processes at stake, and particularly of the politics of aid coordination. It is
acknowledged that enquiry into “questions concerning the nature of facts and values, of
perceptions and observations, of reason and cognition, of science and objective
knowledge” have sparked a lively debate over the nature of policy analysis and lies at the
root of competing policy-analytic approaches (positivist/empiricist, Popperian critical-

. . o L .\ 184
rationalist, pre-suppositionist, normativist, inter alia).

Without wishing to become
embroiled in the debate, it is felt that the non-aligned, doctoral student can provide a
unique and objective perspective — not in the value-neutral sense — but in the tradition of
the honest-broker; the disinterested outside observer of interest parties. If the research is
not wholly successful in achieving objective neutrality, it may, at the very least, provide
the forum to counter-pose prevailing and opposing views of stakeholders. It could,
thereby, make a particularly valuable addition to aid management literature in that very

little is known about the views of recipients concerning the processes generally, and of

aid coordination specifically.
Having elucidated the forms, achievements, motivations and stakeholder perspectives

concerning aid coordination in Bangladesh, the study concludes by advancing a set of

principles which could govern and guide the nature of future external investment in
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health sector development, in Bangladesh and in other low- and lower-middle income

countries.

To summarise, the objectives of the study are: (1) to design and test a conceptual
framework for assessing the effectiveness of aid coordination and management
mechanisms; (2) to analyse the effectiveness of aid coordination found in the health
sector in Bangladesh; (3) to determine the factors which facilitate and constrain effective
coordination and management of aid; (4) to elucidate stakeholders’ interests and
expectations of aid coordination; (5) to assess the prospects for improvements in aid
coordination practice; and (6) to arrive at a set of principles which ought to govern aid

coordination.

1.5 What should coordination achieve and, therefore, how can we evaluate it?
While the evaluation of coordination arrangements may be inherently subjective (e.g.,
certain parties may equate effective coordination with hegemony over the development
agenda and the compliance of other actors to it, whereas others may view coordination as
a means to improve sectoral functioning), a variety of criteria suggest themselves as a
starting point for this study. First, there are the goals of health sector reform, discussed
above in relation to their coincidence with the broad goals of aid coordination. Second,
one can consider arrangements in light of the principles governing aid coordination which
donors have established, rhetorically or otherwise. A set of principles guiding aid
coordination was agreed by the Development Assistance Committee (DAC) of the OECD
along with the World Bank, IMF and UNDP.'® When extrapolated to the health sector,
the following five principles emerge: (1) the ministry of health should take the lead in
managing and coordinating external resources; (2) donors should provide technical
assistance to enable the ministry to assume the leadership function; (3) external resources
should be coordinated, managed and deployed as part of a national health plan; (4) the
government should encourage multilateral and bilateral agency involvement in the
formation of the national plan and attempt to achieve genuine consensus on the final
product; and (5) donors should attempt to subvert their administrative requirements,
commercial and other interests in pursuit of the objectives of the plan. It should be noted
that the DAC principles are embedded in the principles upon which the sector-wide

approach is predicated.

These principles, coupled with my working definition of coordination and the goals of

health sector reform, suggest a conceptual framework for evaluating the effectiveness of
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various aid coordination arrangements which has been elaborated in greater detail

186
elsewhere.

While built on foundations established and accepted by the aid community,
the conceptual framework underlying this study remains unique to itself. Such a
personalised approach was necessitated by the conceptual underdevelopment of the
theme of aid coordination. The framework (see Table 1) proposes that aid coordination

strategies should be assessed according to the following twelve criteria.

* The institutional leadership and ownership of the coordination arrangement. Does the
mechanism belong to one donor, a group of interested donors, is there joint donor-
recipient ownership? Has the mechanism been institutionalised in the recipient’s
administration?

* The scope and quality of participation in the arrangement. Is it an exclusive club of two
or three dominant actors, is the recipient administration fully involved and does civil
society have a voice? What procedures are in place to ensure that the weaker participants
are listened to?

* The periodicity of the instrument. Is it, for example, a one-off meeting on a particular
subject? Is coordination sporadic, periodic or continuous?

* Integration. To what extent is the mechanism and its products embedded in the recipient
policy, planning and resource management processes?

* The realm of coordination. Is the mechanism concerned with consultation, concertation
or operational coordination?

* The breadth of coordination. Does the coordination mechanism attempt to take a sector-
wide approach or is it geographically- or issue-specific?

* The authority of, and adherence to, the decisions taken. Is there strong adherence to the
rules and decisions by all parties, by only some actors, or do decisions have no binding
authority?

* Costs. What are the opportunity costs associated with the mechanism? Does the
arrangement consume a great deal of limited recipient time and other resources and
achieve few of its goals?

* The impact of coordination on sectoral efficiency. Does the mechanism reduce service
duplication and harmonise aid delivery and management procedures, etc.?

* The influence of coordination on sectoral effectiveness. To what extent, for example,
does the coordination mechanism diminish donor-induced fragmentation? To what extent
is aid marshalled through coordination mechanisms in support of a sector-wide policy

framework?
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* The effect of the mechanism on equity. Does the mechanism correct some of the

geographic and other inequities exacerbated by current aid practices, or does it have

minimal or no effect?

* Sustainability. Does the mechanism promote or detract from the goal of sustainability?

Does it ensure that resources are used to enhance the functioning of the system over time?

Table 1: Characteristics & criteria for assessing the effectiveness of aid coordination

arrangements

Process criteria

Process indicators & questions

= — — |
Ownership 0 Does the mechanism belong to one donor or a group of donors?
0 Is there joint donor-recipient ownership?
0 Is the mechanism institutionalised in the recipient administration and, if not, what
steps are being taken toward this end?

Participation 0 What proportion of the key stakeholders are involved?

0 Are the recipient administration and civil society involved?
¢ Do all members participate regularly?
0  How are the views of less influential members considered?

Periodicity & ¢ Is the process a one-off event, sporadic, periodic or continuous?

continuity

Integration ¢ Is the mechanism integrated with the policy and budgeting processes?

Realm ¢ Are the purposes of the instrument consultation, concertation, or operational
coordination?

Breadth 0 Does the mechanism focus on one aspect of the health sector or is it
comprehensive and sector-wide?

Authority & 0 Do stakeholders adhere fully, partially or not all to decisions taken in the

adherence coordination forum?

Costs ¢  What are the human, institutional, and other costs involved in maintaining the
mechanism?

Outcome Outcome indicators & questions

Criteria

Efficiency ¢ Does the mechanism serve to: (1) reduce duplication; (2) enhance harmonisation
of procedures; (3) increase use of evidence-based decision tools?

Effectiveness 0 To what extent does the mechanism: (1) diminish sector fragmentation; (2)
decrease conflicting policy signals; (3) allow donors to support a coherent sector-
wide plan?

Equity ¢ Does the mechanism: (1) correct inequities in targeting of assistance; (2) correct
inequities in payment for services; (3) increase parity of benefits and perks for
aid-supported staff?

Sustainability 0 Are the costs of the mechanism sustainable?

¢ Are institutional arrangements and national skills developed?
0 Are incentives for participation and sanctions for non-participation established?

This framework provides broad-brush criteria against which aid management

arrangements may be evaluated. It is not suggested that there is a single, best model for

aid coordination, for this would depend on the context, among other things, but rather

proposes a number of questions which may help to measure the effectiveness of

particular arrangements found in the field. While such a ‘technocratic approach’ has
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value as a comparative tool, it is limited in that it leaves implicit the power balance
between the players and does not reveal their aspirations. Consequently, the research tests
the utility of the framework using a political- economy approach and makes reference to

additional dimensions to coordination which the framework fails to capture.

1.6 Research strategy and methods of enquiry

1.6.1 Comparative historical policy analysis

This research employed a case study approach. Case studies are thought to be well suited
for the exploration of complex questions in which the problem is ill-defined and there
exist competing and contradictory interpretations.137 A case study permits an
impressionistic analysis of a situation and allows for the identification of variables which
might not have been expected to be related to the problem. It is particularly valuable to
policy analysis because it provides an opportunity to examine process issues. The logic of
the case study method, and its qualitative selection of cases (non-probabilistic sampling),
lies in its power to explain particular relationships of which it is representative. In other
words, it can demonstrate the operation of some identified theoretical principle.
Generalisability, in the case study context, refers to the ability of the study to expand and

refine existing theory.

In light of the complexity and poorly understood nature of aid coordination, an empirico-
inductive approach was followed. Adopting, a priori, one particular explanatory theory
for the research was rejected on the grounds that it might unduly limit the investigation.
Smith warned “adherence to particular theoretical biases can lead to investigative
ethnocentrism.”'*® Anderson concurs, arguing that “the main purpose of political enquiry
and analysis [should be] the explanation of political behaviour, rather than the validation
of a given theoretical approach.” Analysis began, therefore, with a broad historical policy
framework and data collection, which was later followed with further development of the

conceptual and explanatory frameworks in an iterative process.

A comparative approach, in the sense of contrasting experience in different countries,
was considered and rejected after a reconnaissance trip to a selection of possible
comparison countries identified overwhelming constraints (mainly relating to the time
and financial resources required for adequate analysis). In its place, an in-depth study in
one country, Bangladesh, was chosen. The criteria for country selection included the: (1)
relatively high level of aid dependency in the health sector; (2) large number and
heterogeneity of donors; (3) relative political stability; (4) availability of an historical

record (i.e., documentation related to aid coordination); (5) presence of a long-standing
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and concerted effort among a number of key donors to maintain an aid coordination
instrument in the health sector - one which has been frequently cited by its proponents as
a success story189 and a possible model for social sector support in other countries'*® and
would, therefore, likely provide lessons; and (6) interest among some Government and
donor agency officials in facilitating a study of aid coordination so as to improve its

practice.

The logic of comparison, however, which allows for the exploration of diversity, held
considerable appeal. Consequently, the original study design intended to compare aid
coordination in a small number of policies or programmes (tracer policies) within
Bangladesh’s health sector so as to avail itself of some of the features of a comparative
study. During initial stages of the field work, this approach was abandoned as it became
apparent that studying individual policies and programmes would not yield insights into
the overarching challenges faced by the Ministry of Health and Family Welfare
(MOHFW) in managing the donors in toto and of integration of all external resources in
the sector. Instead, it was decided to examine and compare the various approaches and

instruments which have been utilised to coordinate aid in the sector over time.

The study is informed by policy analysis, a field of enquiry concerned with both
prescription and descrip'don.191 While there exists considerable debate on the meaning
and methods of policy analysis, the present study adapts, for its simplicity, a framework

proposed by Walt and Gilson.'”?

In drawing eclectically upon a number of theoretical
disciplines, the authors propose that policy analysis focus on four dimensions: content;
context; process; and actors. Policy content can be thought of as the substance of policy
(i.e., the details of the mechanisms of coordination). The context surrounding policy
making and implementation is the second dimension of policy analysis. For the purpose
of this study, two distinct contexts as well as their interface required consideration:
namely, the Bangladeshi political, economic and social context; and the context
governing the operation of the aid agencies (e.g., the introduction of internal policies
which encourage staff to cooperate with partner agencies, etc.). In keeping with
Leichter’s'”> work on context, the study considered the influence of situational factors
(e.g., the transfer of a particular official who had acted as a lynch-pin for coordination),
structural factors (such as extent of decentralisation in the development agencies, the
effect of the bifurcation of the ministry of health), cultural factors (such as acceptability
of rent-seeking, views on cooperation, or even whether languages posed barriers to

coordination) and exogenous factors (such as changes in the impact of the end of the cold

war on aid volume, or the changing mandates of UN agencies subsequent to global
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agreements) on aid management and coordination. The process by which policy is
formulated and implemented forms the third dimension. Process is typically concerned
with agenda setting and decision-making in relation to particular policies. This study
focused on processes involved in aid management and coordination. In particular, the
manner in which disparate donor ideologies, values, ideas and priorities were reconciled
and coordinated with those of other donors and the GOB. Two sets of actors were of
particular interest to the study; personnel from donor institutions (working at the
headquarters or country-based offices of multilateral and bilateral agencies) and
bureaucrats working in the Bangladesh civil service (mainly at the national level in the
MOHFW and the oversight ministries). The analysis, therefore, followed those who view
policy as a product of the environment from which it evolves, the mechanisms of
decision-making, the actors making and affected by it and, particularly, the inter-

. . : 194,195,196
relationships between these variables.

An historical perspective was adopted. The policy process demands such an approach
because, as Gorden et al. point out, policies do not crystallise at a particular point in the
decision process but evolve, over time, through complex interactions among various
interest groups.197 The historical context is crucial since we are not only interested in
policy decisions, but also want to understand their genesis and long-term ramifications. A
cross-sectional approach would not provide that understanding. If the research is not
merely to inform but to improve practice in aid management, then the sequential model of
"historical prediction" should be utilised. Tosh asserts that efforts to manage social and
political change can be informed by this model.'”® He sees it as a systematic analysis of
trends which attempts to separate those features which are ephemeral from those which
are enduring so as to help understand how feasible certain reforms may be. As Maines
states, “studies...that do not take into account fundamental differences in temporality will
always produce misrepresentative conclusions.”"’ The study covers the period from the
independence of Bangladesh in 1971 to developments at the end of 1997 when data

collection was completed.

1.6.2 Methods
It has been asserted that “no comprehensive methodology for policy research exists.”%
According to Jenkins “the nature of the policy problem is such that a variety of

approaches are required to deal with the complexity of the process.”zm

The potential loss
of data and misinterpretation arising from the adoption of a singular approach can be
great when dealing with a multidimensional problem such as coordination. Others have

observed that “policy researchers frequently find themselves at the fringes of existing
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social science methodology - adapting, combining and improvising as they go.”zo2

Moreover, because the empirico-inductive approach did not lend itself to rigorous
advanced planning of methods, nor did the challenging environment from which data was
to be extracted, the methods were exploratory, innovative and iterative. Quantitative and
qualitative methods were used to complement one another, to corroborate results and to
provide insights that either approach on its own would not have yielded. The following
methods were employed: (1) network and stakeholder analyses; (2) document review; (3)
semi-structured interviews; (4) observation; and (5) administration of semi-structured

questionnaires.

1.6.2.1 Mapping stakeholders and networks

The research began with a stakeholder analysis. Such analysis has been traditionally
employed by project designers so as to identify primary and secondary stakeholders and
to assess their resources, interests and influence with respect to the viability of the

) } . . 203,204
intervention under consideration.

In this research, the intervention was the process
of coordination. Here, the stakeholder analysis was overlaid with a network analysis.
Networks have been defined as “a patterned set of relationships among actors or groups

. . 205
in a social space.”

It is assumed that networks of organisations (and individuals
therein) are formed so as to trade in scarce resources, such as financial, analytical or local
knowledge.206 In this study I was mainly interested in why networks, such as the
Consortium, are formed, who and why agencies seek participation in networks, as well as
the influence of networks on policy process issues, for example, how networks function
to promote coordination and how networks are used to influence decision-making. The
research aimed to map the principal networks established to coordinate external resources
in the health sector, identify the participation and location of actors in various networks,
gauge the level and intensity of interactions. In addition, it sought to assess the influence
of particular networks on policy process and examine the relationship between the nature
of networks and the coordination outcomes they produce. In effect, the use of these tools
was not dissimilar to the process of political mapping,208 except that the units of analysis

were not “the political dimensions associated with changing health policy”zw but those

associated with coordination.

As the study was primarily designed to address the question of how the MOHFW
manages and coordinates external resources, it was limited to an analysis of the networks
involving Government, bilateral and multilateral agency stakeholders. NGOs were

explicitly excluded. Although NGOs greatly complicate the picture of external resource
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management and coordination in Bangladesh, their resources are small relative to bi- and

multilateral and not channelled through government budgets.

1.6.2.2 Document review

An extensive review, synthesis and interpretation of primary and secondary sources,
published and unpublished, relating to health sector planning and aid management in
Bangladesh was undertaken. Documents were obtained from a variety of sources, the
most prominent being the archives of the World Bank in Washington, where particular
use was made of the correspondence files relating to five consecutive Bangladesh
population and health credits. An effort was made to determine the original purpose of
the documents so as to facilitate their interpretation. The major types of documentation

reviewed included the following:

e Government policy, planning and project documentation, particularly MOHFW
generated documents (e.g., health chapters of Five Year and Annual Plans, policy
statements, etc.) and project documents (e.g., Project Proformas, project status
reports, etc.);

¢ Minutes of most meetings of the donor Consortium held between 1992 and 1997 as
well as ad hoc meetings of donors concerning the health sector between 1973 and
1997; and various inter-agency meetings held in Dhaka including meetings of the
United Nations ‘Heads of Agencies,’ the Joint Consultative Group on Policy;

e Correspondence, primarily between the Government of Bangladesh (GOB) and the
World Bank, but also between the GOB and other donors and among donors;

e Memoranda, primarily World Bank intra-agency memos regarding its projects in the
health sector in Bangladesh;

¢ Mission aide-memoires, mainly pre-appraisal, appraisal, supervision and mid-term
review missions for World Bank-led health projects, as well as most World Bank
Back-to-Office reports on these missions;

e Donor project documents, such as, World Bank Staff Appraisal Reports, UNICEF
Master Plans of Operations, UNFPA Programme Review and Strategy Development

Reports, etc., as well as consultancy reports.

1.6.2.3 Semi-structured interviews
Due to the fact that processes of policy-making presented in formal structures and public
documents often differ from how decisions are made in practice, coupled with the truism

that much decision-making remains unrecorded, this study employed semi-structured
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interviews with key ministerial and donor personnel to substantiate and complement data
collected through other means. The sample was primarily of serving personnel involved
in aid management selected on the basis of organisational position, but proceeded with
‘chain’ sampling (i.e., the initial sample provided further contacts). Some informants
were identified through historical records. Government officials (past and present) were
interviewed from the MOHFW, the Economic Relations Division (ERD) of the Ministry
of Finance, and the Planning Commission, Ministry of Planning. Officials from
headquarters and field offices of numerous bilateral and multilateral agencies as well a

number of their consultants were interviewed. A list of those consulted forms Annex 1.

1.6.2.4 Semi-structured questionnaire survey

Well into the process of field research, after preliminary meetings had been held with key
stakeholders and consultations had been held on the nature and intent of the research, a
semi-structured questionnaire was administered under the auspices of a Government-led
Task Force on Sector-wide Management. A questionnaire-type survey instrument was
drafted and shared for comment with the Task Force and donors not represented on the
Task Force. Based on feedback from the stakeholders, three separate questionnaires were
drafted for officials of: (1) Government; (2) donor agencies located in Dhaka; and (3)
donor headquarters. Attempts were made to pilot-test the questionnaires on the three

target groups, but only the Government responded positively.

The finalised questionnaire prepared for Government officials was sent to the Secretaries
of the following departments: (1) ERD, Ministry of Finance; (2) Finance Division,
Ministry of Finance; (3) Planning Commission, Ministry of Planning; and (4) MOHFW.
Each Secretary was asked to nominate two officials who could meet with the researcher
independently and respond to the questions in the survey instrument. The same
questionnaire was also sent directly to another six Government officials who were
identified as being particularly knowledgeable on aid coordination. Meetings were
arranged with these officials so as to complete the questionnaire. It was repeatedly
stressed that the Task Force was not seeking definitive positions nor commitments from
the officials, but was interested in support for and/or concerns relating to health sector aid
coordination. Separate questionnaires were sent to officials in 19 donor headquarters
agencies and to officials of local offices of the donors (21 agencies) for self-completion
(the Task Force targeted the most influential donors in the sector; 21 out of 31).
Questionnaires for local donor officials were sent to two officials who had recently
transferred out of Dhaka to WHO’s SEARO and Sida’s Stockholm office. Annex 2

contains the questionnaire sent to local donor agencies.
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Completed questionnaires were received from eight Government officials, mainly senior-
middle management staff of the MOHFW. Responses were received from 14 donor
officials/agencies, mostly single respondents, and usually the most senior, field-based,

health professional in the agency with input from headquarters.

1.6.2.5 Participant observation

It has been suggested that participant observation is less a method than a strategy for data
collection.”'® It was envisioned as a useful approach because it might reduce problems of
reactivity and provide the opportunity to gain an intuitive understanding of the ‘aid
culture,’ thereby allowing for the collection of more reliable data and for improved
insights into the data collected. In particular, it offered a chance to gain an appreciation of
the informal mechanisms of coordination. Three strategies were used to take advantage of
participant observation. First, to inject myself into the social circuit where much informal
coordination takes place. Second, opportunities were sought to participate in various
donor management and coordination fora (for example, aid negotiations, Consortium
meetings, etc.). Here, I was more of an observer than a participant, with an overt presence
and the aims of my research widely known. Third, to undertake studies commissioned by
the stakeholders relating to the coordination machinery which would provide first hand

knowledge of the processes and issues at stake.?"!

1.6.3 Validation techniques

The quantitative information obtained was not always reliable and the qualitative aspect
of the study drew heavily on the interpretation of events by both key-informants and the
researcher; it is, thus, subject to significant bias. Examining points of complementarity
and diversity of opinion, and interpreting their meaning, presented an integral yet
challenging component of the study. The reliability of the findings were validated in two
principle ways. Triangulation was used to counterbalance the merits and demerits of a
particular method, to corroborate evidence and develop a more clear picture of the issue
at hand. Triangulation refers to seeking data from a wide range of independent sources

212

and the use of a variety of research methods.” ~ The second method, peer checking,

provided a further means to validate the findings. Preliminary results were shared with

key stakeholders, in the form of two draft reports,m’zl4

to check for factual accuracy and
to probe for alternative interpretations. In addition, views and preliminary conclusions

were shared in seminars for feedback, further refinement and verification of validity.215
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1.6.4 Caveats, limitations and biﬁses

An in-depth, single country case study can make an important contribution to knowledge,
particularly given the significance of context in uniquely distinct policy environments.
However, a multiple country study may have allowed for comparisons and for the testing
of hypotheses beyond what is capable here. Moreover, even within the single case, what
may have been desirable in terms of application of methodology and collection of data
was not feasible. A note setting out the process, barriers and milestones involved in the
field research forms Annex 3. One constraint related to the fact that not all agencies and
officials were equally willing to share information on their programme or their
perspectives and knowledge. As a result, data sets remain incomplete and patchy. It also
introduces a potential selection bias in that, perhaps, conclusions were largely drawn from
information provided by those agencies which were amenable or most active in
coordination. Another issue was that officials were, on occasion, unwilling to participate
in various proposed methods in which their participation was essential for success.
Encouraging officials, for example, to maintain telephone diaries to provide proxy
indicators of network position and intensity failed. These failings of application of
intended methodology may have partly related to the tendency prevalent among many
officials to show great interest in the concept of improved coordination, but be averse to
any scrutiny of their current practice, particularly where this was undertaken by an
outsider. It may also have been a reflection of the low priority placed on health sector aid
coordination by many officials or, alternatively, an indication that they were too busy.
Attempts to become an insider (through participant observation) meant, inevitably, to be
perceived as affiliated with one or another agency and, thereby, losing ones status as
‘neutral observer,” thus introducing further bias (due to the need for sponsorship). There
was also the problem of dealing with revisionism and dishonesty. Documentation often
revealed discrepancies between what was put forward to different audiences, thereby
suggesting that all documentation be treated with caution. Likewise, there was a
proclivity for respondents to voice views which they wanted to have others hear,
irrespective of whether or not these represented their actual views or intentions. With
reference to the limitations of the survey, described above in section 1.6.2.4, the findings
are derived from a very small sample of officials. It is, therefore, difficult to draw hard
and fast conclusions. In addition, it should be noted that the sample also suffers from a
particular selection bias. As was to be expected, donors more ‘committed’ to coordination
responded to the questionnaire and were, by and large, also members of the present
Consortium. On the Government side, most of the respondents are officials of the

MOHFW as opposed to other relevant Government departments.
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Finally, it may be necessary to state that it is beyond the scope of this research to consider
whether or not the Government and donors, to the extent that they do coordinate and
manage external resources, are pursuing rational and effective policies in the health
sector. Here, I am, concerned with the “how and why’ of coordination not with the

appropriateness of policy content.
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CHAPTER TWO

The context of aid coordination in Bangladesh: the anatomy of aid

dependency

2.1 Introduction

The objectives of this Chapter are two-fold: (1) to situate the analysis of attempts to
coordinate aid in place and time; and, more specifically, (2) to draw attention to those
contextual factors that are likely to have had some influence on coordination
arrangements. The Chapter focuses on those factors that help to explain why aid
coordination was placed on the health policy agenda and why its practice remained
externally-driven for so long. As such, it explores donors’ perceptions of Government
integrity and capacity, ownership of the policy agenda, and the interests sought by

stakeholders through their participation in coordination processes.

2.2 Politics in Bangladesh

Ever since its inception in 1971, Bangladesh’s urban-based, political,
bureaucratic and military élites have dominated the political process and have
been accountable to no one but themselves. '

S. Kochanek, 1996

2.2.1 Pre-independent Bangladesh

The political history of Bangladesh is characterised by governance which is neither
representative of, nor accountable to, the people. In 1947, after nearly two centuries of
British colonial rule, the present day territory of Bangladesh became East Pakistan. It has
been asserted that, during the period of Pakistani rule, Bangladeshis were by,
constitutional design and political practice, effectively excluded from national power.2
Those who exercised political and administrative power in East Pakistan were regarded as
accountable to President of Pakistan and unresponsive to the interests and needs of the
people of East Pakistan. In the 1970 elections, the Awami League (a Bangladesh
nationalist political party) won a landslide victory in the provincial election and a
majority in the Pakistani national assembly. When the Awami League was blocked from
forming the Government, a civil war erupted which was to last nine months and claim

approximately one million lives — mainly Bengali.

Chapter 2: Context 61



2.2.2 The "honey-moon’ days of post-independence (1971-1975)

On 16 December 1971 Bangladesh gained its independence. The Awami League, which
had acquired a pre-eminent role as the vanguard of the nationalist movement in the 1950s
and 60s, assumed power. At its helm was Sheikh Mujibur Rahman, who rode on a wave
of populist sentiment unleashed by the success of the war. The socialist-oriented
Government” set to work rebuilding a country immobilised by war, de-linked from the
central institutions which had dominated its development for decades, bereft of its
entrepreneurial class, faced with the necessity of repatriating ten million refugees from
India and Pakistan, beset with 20 million internally displaced persons, and a heavily

armed, factious population with heightened expectations following emancipation.3

The new regime was to face a number of set-backs to its dirigiste programme. The global
economic crisis and world-wide inflation of 1973 drove down Bangladesh’s terms of
trade and resulted in high domestic inflation, which precipitated a series of economic
problems. A succession of bad harvests, two droughts in 1972/73 and severe flooding in
1974, contributed to wide-spread famine and appreciable loss of human life (250,000).
The protracted show-down between the Government and the World Bank over the
assumption of Pakistan’s external debt led to a deceleration of aid commitments and
disbursements.** This was exacerbated by the American administration’s decision to
withhold food aid shipments in 1974.° The action was ostensibly taken on account of the
GOB’s decision to enter into a trading relationship with Cuba; yet this rationale provided
a subterfuge for US hostility toward the new Government in general (Pakistan was a close
ally of the US), and particularly to Bangladesh’s stated programme of nationalisation,
socialism and international non-alignment. The Government’s problems were
compounded by severe internal dissension and infighting within the Awami League,
which led Sheikh Mujibur to purge the leadership of the party and later his cabinet.
Allegations of corruption and incompetence were increasingly levelled at both the Awami

League and the bureaucracy.7

Collectively, these events prompted a climate of political and social destabilisation, which
Sheikh Mujibur attempted to counter through an increasing centralisation of power and
by taking an ideological volte-face. On the economic front, his commitment to socialism

was wholly reversed as he was eventually forced, by the near collapse of the economy, to

“ The Awami League stated its commitment to a socialist economy. In practice, this was limited to
nationalisation of most of the large manufacturing industries (particularly jute) and banking. Most
of these assets had been abandoned by Pakistanis and fell into Government hands de facto. The
very unequal distribution of land was left unreformed.
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turn to the Americans, the IMF and the World Bank for financial help in the autumn of
1974.% In October 1974, after two years of resisting a World Bank-styled aid consortium
and IMF advice, the Government acquiesced to both in exchange for renewed aid
pledges. A precedent was, thereby, set by which donors sought to influence domestic
policy through the aid regime. In January 1975, the constitution was radically amended to
establish a presidential form of government under one-party rule. Having done so, Sheikh
Mujibur removed any vestige of democratic governance. As the first of many political
leaders to use proclamations to supersede the authority of the constitution, Sheikh

Mujibur also set the stage for a continued pattern of compromised state accountability.

2.2.3 The ‘bureaucratic-military democracies’ (1975-1990)

In August 1975, Sheikh Mujibur was assassinated and a tumultuous period of
authoritarian rule was ushered in.” A series of coups d’etat began in November at the end
of which General Ziaur Rahman (Zia) emerged as defacto leader of Bangladesh. Zia
assumed the de jure title of President in April 1977. Thereafter, he established the
Bangladesh National Party (BNP) through which he contested elections in June 1978
(presidential) and in January 1979 (parliamentary). It has been alleged that these were
held to satisfy the requirements of western donors, particularly the US." It was reported
in the Far Eastern Economic Review that “A senior Bangladesh army officer recently told
a visiting foreign journalist in Dacca: ‘The West, especially the US Congress, likes it if
we can be called a democracy. It will make it easy for us to get aid. That is the main
importance for the election.””!! The victories of the BNP in these elections, which were
judged neither free nor fair, enabled Zia to boast of civilianising his administration.'?
When this failed to