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Executive Summary

While Bangladesh as a country has
commendable achievements in terms of
health-related development indicators, there
is significant scope of improvement in public
investment for healthcare. Total investment
in health (public and private combined) in
Bangladesh is equivalent to 2.34 percent of
the GDP. This ratio is lesser than half of the
average for South Asia (on an average a South
Asian country invests 5.1 percent of its GDP
for health). Per capita health expenditure
(PPP, current US dollar) in South Asia is US$
401, whereas for Bangladesh the figure
stands to be a meager US$ 110. 

All these indicate, the need for Bangladesh to
rethink public investment in health as the
country graduates to the ‘developing’ status
in a couple years and aims to become a high-
income country within the next couple of
decades. 

Need to go beyond the ‘business as usual’
approach

Expenditure by the Ministry of Health and
Family Welfare (MoHFW) has increased from
BDT 7,667 crore in FY 2011-12 to BDT 17,532
crore in FY 2019-20. The revised budget for
MoHFW in FY 2020-21 stands to be BDT
31,472 crore, and the proposed budget for
the same in FY 2021-22 stands to be BDT
32,731 crore. While the actual expenditure
and proposed/revised budget for MoHFW has
been increasing, the share of this in the total
budget has been hovering around 5 percent.
Even amid the ongoing pandemic the share of
health sector has not been changed to a
significant extent. In the budget proposed for
FY 2021-22, the share of MoHFW stands to be
5.4 percent of the total National Budget. 
Public health expenditure in Bangladesh
during recent years has clearly been
dominated by operating expenditure over
development expenditure. On an average, 61 

percent of health expenditure has been for
operating. One could infer that to improve
quality, access etc. of healthcare in
Bangladesh the Government needs to take up
more development projects for health sector
and hence increase share of development
expenditure in total public health
expenditure. 

MoHFW is more efficient in spending
allocations for operating expenditure than it
is in spending that for development
expenditure. On an average, MoHFW has
been able to spend92 percent of the
allocations for operating expenditures. The
ratio is significantly below for development
expenditures- only 76 percent. This implies
that, MoHFW on an average is unable to
spend almost one quarter of the development
allocations.

Translating political commitment to action

The currently ruling party (Bangladesh Awami
League) made an impressive and timely set of
commitments in their election manifesto of
2018 to improve health sector situation in
Bangladesh. However, review of ADP
allocations for the ongoing FY2020-21 reveals
that some of those commitments are not at
all reflected in the health sector development
budget. These commitments were about-
providing ‘free of cost’ services to children
aged below 1 year and senior citizens aged
above 65 years; creating scope of ‘treatment
of heart, cancer and kidney’ diseases in every
medical college; and modernizing facilities of
community clinics spread across the country.
As the KPIs set for the MoHFW in the
medium-term plan of the government does
not match with the manifesto commitments,
it is not possible to assess the alignment of
the GoB’s medium-term plan with the election
manifesto commitment of the currently ruling
party.
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The current government will be proposing at
least 3 more budgets at the National
Parliaments. Hence, one may expect that the
commitments not covered in the ADP of the
ongoing fiscal year, may be covered in the
upcoming budget.

Per capita allocations for District Level
Hospitals (DLHs) derived from the Medium-
Term Budget Framework (MTBF) of the
Ministry of Finance, GoB- reveals prevalence
of significant geographic disparities. For
example: Gazipur, Mymensingh, Rajshahi, and
Rangpur districts have zero per capita
allocations for DLHs. The same for Comilla,
Tangail and Sylhet districts are between
BDT25 to 40. It is much higher (over BDT 200)
for Narail, Meherpur, and Jhalokati districts. It
is most likely that because of not having
adequate allocations for DLHs in many
districts, larger hospitals located in major
urban areas are being over-burdened.
Significant geographic disparities are also
visible in terms of per capita allocations for
Upazila Health Centers (UHCs).

To what extent benefits are reaching the
citizens

Analysis of household-level data from the
Household Income and Expenditure Survey
(HIES) 2016 of Bangladesh Bureau of
Statistics (BBS) reveals that in rural areas-
benefits of public expenditure for health is
being enjoyed by citizens from different
income groups in a somewhat equitable
manner. However, in case of urban areas-
citizens from poorer households are lagging
significantly behind in terms of enjoying the
public expenditure for health. Of all the urban
health care seekers who goes to government-
run health facilities, only 15 percent are from
the poorest income quintile (i.e., from the
poorest 20percent household). Whereas the
ratio is 28percent for the richest income
quintile.

Further analysis of the HIES 2016 dataset
reveals that a significant share of the
diseased/injured in Bangladesh do not seek
any kind of formal healthcare. And this share
is higher for hard-to-reach and rural areas,
and highest for the four metropolitan cities.
Moreover, healthcare seekers in Bangladesh
have been found to be relying heavily on non-

5

How is public expenditure being distributed
across sub-sectors

While MoHFW is primarily responsible for
doing public spending for health, the Local
Government Division (LGD) under the Ministry
of Local Government, Rural Development and
Co-Operatives (MoLGRDC) is responsible for
overseeing primary healthcare in urban areas.
Hence, figure 2 here, showing distribution of
public allocation/expenditure across primary,
secondary, and tertiary healthcare takes into
account the total expenditure done by
MoHFW as well as that done by LGD for
providing urban primary healthcare (LGD
share in total primary healthcare spending is 3
percent, its share in total healthcare spending
is 1 percent). 

On an average, of the total expenditure for
health one-fourth is done for primary
healthcare. Highest share is going for
secondary healthcare (39 percent), whereas
tertiary healthcare’s share is 36 percent. It can
be safely assumed that the largest share of
healthcare seekers in Bangladesh seek
primary healthcare. And this implies that
there is need for rethinking this distribution
(increasing share for primary healthcare).
Share of Medical and Surgical supplies (which
includes medicine supplied free and/or at
subsidized prices at GoB run health facilities)
remains the third largest avenue of health
budget expenditure (behind expenditure on
Wages and Salaries and Capital Expenditure).
One could be concerned and may suggest
increasing the share of expenditure on
Medical and Surgical supplies to ease the
burden of out-of-pocket health expenses of
the health service seekers especially of those
coming from low-income households.



government healthcare providers (meaning
higher out-of-pocket health expenditure). As
per WHO data of 2018, out-of-pocket health
expenditure in Bangladesh is almost 74
percent of the total health expenditure in the
country.

6

Policy Recommendations

To adequately address the issues mapped
here, the Government of Bangladesh needs to
set both immediate and medium-term (i.e.,
within the duration of the 8th Five Year Plan)
budget allocation targets for health sector.
The next figure shows the proposed targets
(road-map).



Despite gloomy environment precipitated by
the unprecedented pandemic which has
almost forced the global economy to its
knees, Bangladesh has still been beaming
bright rays of hope. Only recently, Bangladesh
got the final recommendation to graduate
from the status of a Least Developed Country
(LDC) to a Developing Country by the relevant
UN committee (the country still has five years
for preparing for official graduation). The
country received the first round of
recommendation in 2018 when it achieved
simultaneous elevation in three indicators,
namely- Income per capita, Human Asset
Index (HAI), and Economic and Environmental
Vulnerability Index (EVI) [1] . Needless to say,
that achievement of Bangladesh in terms of
health-related indicators have significantly
contributed towards this graduation. While
the achievements of Bangladesh in health
sector have been justifiably being celebrated
both home and abroad, it must also be noted
that as the country enters into a new league, 

targets for health sector of Bangladesh and
the associated public investment trends and
plans need to be revisited and revamped.

Moreover, to attain SDGs, Bangladesh needs
to improve its performance in terms of many
of the health indicators. This also requires
significant increase in health sector public
investment. Share of public investment in
health sector of the country has been less
than 1 percent of the GDP for around a
decade, whereas international standards
suggest this ratio to be between 5 to 6
percent. Public spending for health sector by
Bangladesh is relatively meager compared to
its South Asian counterparts. 

For example, as of 2018 combined investment
by the public and private sector in healthcare
in Bangladesh comprised 2.34 percent of its
GDP, which is the lowest in South Asia (Figure
1.1). This ratio is just over 46 percent of the
average ratio for the South Asia region. 
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[1] Rahman, A. (2021, March 30). Benefits and Challenges of Bangladesh’s Graduation from LDC Status. The Financial
Express. www.thefinancialexpress.com.bd

Figure 1.1: Current health expenditure as % of GDP (as of 2018) for all countries in South Asia

Source: World Health Organization (WHO) Global Health Expenditure database 
(http://apps.who.int/nha/database).

CONTEXTCONTEXT01



Bangladesh also has the lowest per capita
health expenditure (PPP, current USD) in
South Asia. As of 2018, the value for this
indicator for Bangladesh stood to be USD 110,
whereas the average for South Asia region is
401 (Figure 1.2).

Evidently there is clear impetus present for
Bangladesh to increase public investment in
healthcare. And the ongoing COVID-19
pandemic has but only strengthened this
impetus. In this context, this report aims to
analyze health budget allocations and
expenditures of Bangladesh with the
intention of pointing out priority areas where
additional health allocations should be
directed to. 

The overarching goal here is to assess and
analyze overall allocations and spending of
national Health budget by the Government of
the People’s Republic of Bangladesh (GoB) for
the FY 2020-2021. The specific objectives of
this report are:
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Source: World Health Organization (WHO) Global Health Expenditure database 
(http://apps.who.int/nha/database).

Figure 1.2: Per capita health expenditure (PPP, current USD) 
as of 2018 for all South Asian countries

1.1 Objectives of this Report

1.2 Organization of the Report

Apart from this introductory section, this
report has five subsequent sections. In the
next section the broad trends of public health
expenditure are portrayed and analyzed. The
third section of this report is dedicated to
assessing the extent to which the ruling
party’s election manifesto commitments are
reflected in the health budget for FY2020-21.
The next section presents distribution of
health allocations/expenditures across sub-
sectors, avenues of expenditure and
geographic locations. The fifth section
portrays the impact of expenditure/allocation
trends on different groups of citizens and the
final section presents some policy
implications.

01) Assess health equity, transparency and
inclusion in healthcare through analysis of
health budget data.

02) Portraying distribution of benefits of
health budget allocations/expenditures
within urban and rural areas.

03) To map the extent to which the
election manifesto commitments
(related to health sector) of the ruling
party has been reflected in the health
budget.



Government of the People’s Republic of
Bangladesh (GoB) allocates funds for
healthcare via a vast and complex structure.
And, when it comes to allocating budget for
healthcare- no significant changes/deviations
are visible in the broad trend of allocations
during the recent fiscal years. More
importantly, significant shares of the
resources allocated to the health sector (in a
given fiscal year) usually remains unspent.
Recent newspaper reports have revealed that
even amid the COVID19 pandemic related
crisis, in the first 9 months of FY2020-21, the
Health Services Division of GoB has managed
to spend only 21 percent of its Annual
Development Program (ADP) allocations [2].

In this context, this section of the report first
presents the broad administrative structure
via which budget allocations for health sector
are spent. This is then followed by a
discussion of the broad trends of public
health expenditure in Bangladesh for the last  

Conventionally, public health expenditure is
done by two divisions under the Ministry of
Health and Family Welfare (MoHFW), namely:
a) Health Services Division and Medical
Education and Family Welfare Division.
However, the Ministry of Local Government,
Rural Development and Co-Operatives
(MoLGRDC) is also involved in public spending
for healthcare in urban areas. As per the Local
Government Act, in urban areas providing
primary healthcare services is the
responsibility of city corporations and
municipalities. Hence, the Local Government
Division (LGD) under the MoLGRDC
implements projects that provide primary
healthcare in urban areas. 
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[2] Byron, R. K. and Chandan, M. S. K. (2021, April 19). ADP Allocations for Health: Even in Pandemic, only 21pc utilized.
The Daily Star. https://www.thedailystar.net 

Figure 2.1: Broad administrative structure through which 
public health expenditure are done in Bangladesh

BROAD TRENDS OF PUBLIC HEALTHBROAD TRENDS OF PUBLIC HEALTH
EXPENDITUREEXPENDITURE02

2.1 Administrative Structure for
Undertaking Health Expenditure

10 fiscal years. Finally, budget
implementation trends (proposed and revised
allocations and actual expenditures) are
shown.  

https://www.thedailystar.net/


The Health Services Division has 58 types of
health service providing units through which
it provides services across the country. And
the Medical Education and Family Welfare
Division has 25 types of units through which it
provides services. On the other hand, LGD
provides primary healthcare services in urban
areas (city corporation and municipality areas)
across the country under multiple projects of
the Annual Development Program (ADP).

A point to be noted here is that
conventionally, when public health
expenditures and national health budget is
calculated expenditure done and allocations
for the two divisions under the MoHFW are
taken into account only. The urban healthcare
projects implemented in city corporation and
municipality areas across the country are not
usually considered when portraying health
sector expenditures and allocations. 

As shown in the chart below (Figure 2.2)
public expenditure for health sector as a
whole in Bangladesh has increased from BDT
7,667 crore [3]  in FY2011-12 to BDT 29,247
crore in FY 2020-21. Actual health sector
public expenditures are shown for FY2011-12
to FY2018-19. The figure for FY2019-20 is the
revised budget allocation, and that for
FY2020-21 is the proposed allocation.
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2.2 Growth of Public Health
Expenditure During Recent Fiscal Years

In the next sub-section of the report (sub-
section 2.2) when portraying growth of public
health expenditure in Bangladesh the
expenditures done by the two MoHFW
divisions are shown only. However, in the
fourth section of this report, the expenditures
done by LGD (under MoLGRDC) are also taken
into account along with the MoHFW
expenditures. 

[3] One crore = 10 million

Figure 2.2: Public health expenditure in Bangladesh (in crore BDT) 
from FY 2011-12 to FY 2020-21

Source: Budget documents of various years published by the Finance Division of the Ministry
of Finance of GoB (available from the ministry website www.mof.gov.bd

http://www.mof.gov.bd/


As shown here, on an average, health
expenditure has been increasing (over the last
decade) by BDT 2,398 crore annually.Except
for FY2016-17, every year the health
expenditure by public sector has increased
over the previous fiscal year. Responsible
sources from the Ministry of Health and
Family Welfare (MoHFW) have revealed that
in FY2016-17 the total expenditure deviated
from the broad trend due to complications
arising from ending of the period of 3rd
Health Sector Program which (lasted from
2011 to 2016) and starting of the plan period
of the 4th Health Sector Program (from 2017
to 2022) [4].

However, as Bangladesh economy has been
growing during this period so has been the
size of total public expenditure. And
comparison of the growth of health
expenditure with that of total public
expenditure has revealed that share of health 
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in total public expenditure has remained
somewhat stagnant over the last 10 fiscal
years (Figure 2.3). The chart  shows that other
than FY2016-17, the share of health in total
public expenditure in Bangladesh has been
between 4.7 to 5.1 percent [5]. This implies
that GoB has not been inclined to increase the
share of health in total public expenditure.
Even amid the ongoing pandemic (during the
last quarter of FY2019-20 and the first three
quarters of FY2020-21) the share of health
sector has not been changes to a significant
extent. 

The health expenditure, as expected, is
broadly segregated in two components,
namely- operational expenditure and
development expenditure. Analysis reveals
that composition of the total health
expenditure (operational and development)
has also remained somewhat unchanged over
the recent decade (Figure 2.4)

[4] The 3rd Health Sector Program is known as ‘Health Population and Nutrition Sector Development Program (3rd
HPNSDP), July 2011-June 2016’; and the 4th Health Sector Program is known as ‘Health Population and Nutrition Sector
Program (4th HPNSP), January 2017-June 2022)’. 
[5] The ratios for FY2011-12 to FY2018-19 are based on actual expenditure. That for FY2019-20 is based on revised
budget and that for FY2020-21 is based on proposed budget.

Figure 2.3: Share (%) of public health expenditure in total public expenditure in Bangladesh
from FY2011-12 to FY2020-21

Source: Calculated from Budget documents of various years published by the Finance Division of the
Ministry of Finance of GoB (available from the ministry website www.mof.gov.bd)

http://www.mof.gov.bd/


The chart above (Figure 2.4) shows that public
health expenditure in Bangladesh during
recent years has clearly been dominated by
operating expenditure over development
expenditure. Like before (and for reasons
mentioned already) FY2016-17 is an
exception. Other than that, on an average, 61
percent of health expenditure has been for
operating. One could infer that to improve
quality, access etc. of healthcare in
Bangladesh GoB needs to take up more
development projects for health sector and
hence increase share of development
expenditure in total public health
expenditure.
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the ratio of actual expenditure done to the
amount originally allocated in the budget
proposal (Figure 2.5). The exercise is done for
the last 10 fiscal years for which the actual
expenditure data of MoHFW are available (i.e.,
up to FY 2018-19).

The next chart (Figure 2.5) shows that a
significant share of the budget allocated to
MoHFW usually remains unspent. For FY2018-
19, the proposed allocation for this ministry
was BDT 23,383 crore, and it managed to
spend BDT 18,677 crore in that fiscal year.
This implies that the ministry managed to
spend 80 percent of the proposed allocation.
On an average, this ministry is unable to
spend 15 percent of the budget allocated to
it. More importantly, as a whole- a declining
trend of budget implementation efficiency is
visible from the data shown here. Budget
implementation efficiency of MoHFW was 90
percent in FY2009-10 and it came down to 80
percent in FY2018-19.

Figure 2.4: Shares (%) of operating expenditure and that of development expenditure in
total public health expenditure from FY2011-12 to FY2020-21

Source: Calculated from Budget documents of various years published by the Finance Division of the
Ministry of Finance of GoB (available from the ministry website www.mof.gov.bd)

2.3 Budget Implementation Efficiency
of Health Sector

As has already been mentioned- ensuring
expenditure of the budget allocated to the
MoHFW has been a key concern. To portray
this challenge the budget implementation
efficiency of the said ministry is calculated as

http://www.mof.gov.bd/


Source: Calculated from Budget documents of various years published by the Finance Division of the
Ministry of Finance of GoB (available from the ministry website www.mof.gov.bd)

The chart above (Figure 2.5) also shows that
MoHFW is more efficient in spending
allocations for operating expenditure than it
is in spending that for development
expenditure. On an average, MoHFW has
been able to spend 92 percent of the
allocations for operating expenditures. The
ratio is significantly below for development
expenditures- only 72 percent. This implies
that, MoHFW on an average does not manage
to spend over one quarter of the
development allocations. 

Discussions in this section of the report have
revealed that Bangladesh has a relatively
complex administrative structure of public
expenditure for health involving two
ministries.
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It has also shown that the share of health
sector in the total national
budget/expenditure has remained somewhat
stagnant over the last decade (hovering
around 5 percent), implying significant scope
of increase in this ratio. Finally, it has also
been shown that not only development
expenditure has a relatively smaller share in
the total allocations for health sector, but
also budget implementation efficiency for
development expenditure is significantly
lower compared to operating expenditure. 

Figure 2.5: MoHFW budget implementation efficiency (actual expenditure as % of proposed
allocations) from FY2009-10 to FY2018-19

http://www.mof.gov.bd/


Bangladesh Awami League (the currently
ruling political party) got into power for the
third consecutive term (of five years) after the
National Elections of 2018. Before the
election they publicized their election
manifesto [6] titled “Bangladesh on the march
towards Prosperity”. In this political
document, Bangladesh Awami League clearly
delineated their commitments regarding how
they intended to improve healthcare services
for the citizens had they been elected to
power. This section of the report will discuss
those commitments and their relevance as
well as attempt to portray to what extent
those commitments have been reflected so
far (especially in the Budget for FY2020-21). 

The said election manifesto claimed that
these ‘objectives and plans’ had been set in
alignment with the policy of Bangladesh
Awami League to “ensure health and nutrition
service to all”. Considering the then prevailing
realities of Bangladesh health sector (low-
income families suffering due to high out-of-
pocket health expenditure, people seeking
tertiary healthcare being forced to seek that
away from their peripheral locations to major
urban centers, large number of healthcare-
seekers going abroad for quality healthcare
etc.) the goals set in the manifesto appears to
be timely. More importantly, taking into
account the growing size of National Budget,
achieving these goals seems economically
viable as well. 
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[6] Bangladesh on the march towards Prosperity. Election Manifesto 2018. Bangladesh Awami League. Retrieved from:
https://www.sdg.gov.bd/public/files/upload/5c324288063ba_2_Manifesto-2018en.pdf

TRANSLATING POLITICAL COMMITMENTTRANSLATING POLITICAL COMMITMENT
TO ACTIONTO ACTION03

3.1 Election Manifesto 2018
Commitments of The Ruling Party

In their election manifesto of 2018,
Bangladesh Awami League (the currently
ruling political party) put forward their health
sector related objectives and plans for the
next five years. Under section 3.19 of the said
document, it stated 9 objectives and plans for
‘Healthcare and Family Welfare’. These were
as below:

I) Making the health and nutrition services
available to every citizen of the country
will be ensured.

II) Every person below one year and above
65 will be given health services free of
cost.

III) Medical universities will be established
in each divisional city.

IV) The treatment of heart, cancer and
kidney will start in every medical college
hospital.

V) At least one 100-bed self-contained
cancer and kidney treatment system will
be set up in each divisional city.

VI) Health service systems will be made
friendlier and fault-free by introducing
modern technologies in the health service
centers and hospitals. Services of the
specialized medical practitioners from
home and abroad will be made available
online.

VII) The facilities of the community clinics
including the building will be modernized.

VIII) The improvement and modernization
of ayurvedic, unani, indigenous and
homeopathic treatments and education
will continue

XI) Increasing the number of doctors,
improving the quality of services and the
availability of medical persons in the rural
health centers will be ensured.

https://www.sdg.gov.bd/public/files/upload/5c324288063ba_2_Manifesto-2018en.pdf


This necessitates measuring the extent to
which the current government has fulfilled
those commitments during its first two years.
A reasonable way to do so is analyzing the
allocations in the Annual Development
Program (ADP) allocations for health sector.
Because ADP allocations reflects new
development initiatives undertaken by the
government.

15

A total of 28 health sector development
projects have been identified in the ADP of
FY2020-21. Allocations of projects that are
related to any of the 9 election manifesto
commitments (mentioned in the previous sub-
section) are shown as allocations going for
fulfillment of the respective commitment.
The outcome of this exercise is shown in the
table below (Table 3.1). 

Table 3.1 shows that in the health sector ADP
allocations for FY2020-21 have covered 6 out
of the 9 election manifesto commitments. In
the health sector development allocations for
this ongoing fiscal year 3 election manifesto
commitments have not been reflected. Those
are: providing ‘free of cost’ services to
children aged below 1 year and senior citizens
aged above 65 years; creating scope of
‘treatment of heart, cancer and kidney’
diseases in every medical college; and

Table 3.1: Health sector ADP allocations against election manifesto commitments of
Bangladesh Awami League

Source: Derived from the Bangladesh Awami League election manifesto 2018 and the ADP for FY2020-
21 by Finance Division of the Ministry of Finance, GoB

3.2 Linking ADP Allocations to
Manifesto Commitments
As said before, ADP allocations reflect
development initiatives undertaken by the
government in a given fiscal year to improve
quality, access etc. of healthcare services. For
this report health sector ADP allocations (for
different projects) of the ongoing FY2020-21
have been analyzed against the political
commitments reflected in the election
manifesto of the currently ruling party. 

 
 
 

Commitment in the Election Manifesto 2018

ADP Allocations
FY2020-21 

(BDT in crore)

01)
 

Making the health and nutrition services available to every citizen of the
country will be ensured.

4,563.38
 

02) Every person below one year and above 65 will be given health services
free of cost.

0.00
 

03) Medical universities will be established in each divisional city. 4.05

04) The treatment of heart, cancer and kidney will start in every medical
college hospital.

0.00
 

05) At least one 100-bed self-contained cancer and kidney treatment system
will be set up in each divisional city.

34.83
 

06)
 

Health service systems will be made friendlier and fault-free by introducing
modern technologies in the health service centers and hospitals.

132.83
 

07) Making the health and nutrition services available to every citizen of the
country will be ensured.

0.00
 

08) Every person below one year and above 65 will be given health services
free of cost.

83.00
 

09)
 

Every person below one year and above 65 will be given health services
free of cost.

374.62
 



modernizing facilities of community clinics
spread across the country. The current
government will be proposing at least 3 more
budgets at the National Parliaments. Hence,
one may expect that the commitments not
covered in the ADP of the ongoing fiscal year,
may be covered in the upcoming budget. This
necessitates investigation into the medium-
term health sector plan of the government.

A point to be noted here is that apart from
the 28 ADP projects considered here, there
are 3 more health sector ADP projects. These
were left out as they could not be linked with
the election manifesto commitments. Among
these 3, there is one titled “COVID-19
Emergency Response and Pandemic
Preparedness”, for which BDT 408.85 crore is
allocated in the ADP. The two other projects
are about- electronic data tracking for cancer
screening and construction of a “super-
specialized” hospital under Bangabandhu
Sheikh Mujib Medical University (BSMMU).
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The Medium-Term Budget Framework (MTBF)
[7] document that came along with the
budget proposal of FY2020-21 shows the
allocations and achievements of the two
MoHFW divisions (Health Services Division
and Medical Education and Family Welfare
Division) from FY2018-19 to FY2022-23. The
figures for FY2018-19 are actual, those for
FY2019-20 are revised, those for ongoing
FY2020-21 are proposed, and those for the
remaining two fiscal years are projected.

In the MTBF, the performances of the said
divisions are measured against Key
Performance Indicators (KPIs). This implies
that the KPIs reflect the main objectives of
the said divisions. The next table shows the
KPI values for the said two divisions under the
MoHFW.

Table 3.2: KPIs for two divisions under MoHFW for the medium-term

Source: Medium-Term Budget Framework 2020-21. Finance Division, Ministry of Finance, GoB

3.3 Medium-Term Plan for the Health
Sector

01) Child Mortality Rate (below 5
years, per 1,000 live births)

02) Maternal Mortality Rate (per 1,000
live births)

03) Delivery by skilled birth attendant
(per 100)

04) Total Fertility Rate (per women)

05) Child Malnutrition (below 5 years,
per 100)

06) Extending vaccination (%)

2018-19
(Actual)

2019-20
(Revised)

2020-21
(Proposed)

2021-22
(Projected)

2022-23
(Projected)

30.330.530.730.530

1.75

71

2.06

33 31

2.03

74

1.65 1.55

75

2.01

28

1.05

76

2.00

25

1.00

78

1.90

24

87 90 93 95 96

[7] Medium-Term Budget Framework 2020-21. Finance Division. Ministry of Finance. Government of the People’s
Republic of Bangladesh.



Table 3.2 shows that in terms of all 6 KPIs for
health sector, GoB is planning to improve its
performance to a commendable extent.
However, the point to be noted here is that
none of these KPIs can be directly linked with
the election manifesto commitments
mentioned earlier. These KPIs are mostly
related to mother and childcare. Bangladesh
already has commendable achievements
regarding these indicators. One could
consider this set of KPIs appropriate for
Bangladesh a decade ago. However, as
Bangladesh now has come a long way
regarding mother and childcare, the list of
KPIs need to be further extended reflecting
the election manifesto commitments (e.g.,
improved access to tertiary healthcare
facilities such as medical college hospitals;
availability of further modernized community
clinics etc.). Having the health sector KPIs
limited to mother and childcare may have the
implication of the MoHFW remaining overtly
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focused on this area and less inclined to
venture into new areas of further improved
healthcare. 

Discussions in this section of the report has
revealed that the currently ruling party
(Bangladesh Awami League) made an
impressive and timely set of commitments in
their election manifesto of 2018 to improve
health sector situation in Bangladesh.
However, review of ADP allocations for the
ongoing FY2020-21 reveals that some of
those commitments are not at all reflected in
the health sector development budget. And
as the KPIs set for the MoHFW in the medium-
term plan of the government does not match
with the manifesto commitments, it is not
possible to assess the alignment of the GoB’s
medium-term plan with the election
manifesto commitment of the currently ruling
party.



This section of the report further delves into
the public health expenditure in Bangladesh
with the hope of pointing out areas with
scope of improvement. First, the health
expenditure/allocations are disaggregated
across the different sub-sectors (primary,
secondary, and tertiary healthcare). This is
then followed by disaggregation of the
allocation for the two MoHFW divisions across
different avenues of expenditure. Finally,
geographical distribution of allocations for
district level general hospitals and upazila
health centers have been estimated using
MTBF data.  

and Family Welfare Division under the same
Ministry provides that through 25 different
types of service providing units. And finally,
the Local Government Division under the
MoLGRDC provides primary healthcare
services in urban areas only via development
projects.

The said service providing units have been
segregated as primary, secondary and tertiary
healthcare providing units in accordance with
‘Bangladesh Health Systems Review (2015)’ by
the Asia Pacific on Health Systems and
Policies [8]. Upon this segregation, the MTBF
2020-21 data have been utilized to determine
what amounts have been allocated to each of
these sub-sectors (i.e., primary, secondary,
and tertiary). The outcome is shown in the
figure below (Figure 4.1):
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[8] Asia Pacific Observatory on Health Systems and Policies. Health Systems in Transition Vol. 5 No. 3. 2015. Bangladesh
Health System Review. World Health Organization (WHO).
[9] Primary healthcare allocations shown in Figure 4.1 includes expenditure/allocations of LGD along with Health
Services Division and Medical Education and Family Welfare Division.

DISTRIBUTION OF PUBLIC HEALTHDISTRIBUTION OF PUBLIC HEALTH
EXPENDITUREEXPENDITURE04

4.1 Spread across Sub-sectors

It has already been mentioned that the Health
Services Division under the MoHFW provides
services through 58 different types of service
providing units. And the Medical Education 

Figure 4.1: Primary [9], secondary and tertiary sub-sector wise health expenditure/allocations 
(in crore BDT)

Source: Derived using the classification of health service providing units presented in ‘Bangladesh
Health System Review’ by WHO and MTBF data.



Figure 4.1 shows that allocations are
expected to increase from FY2018-19 steadily
and proportionally to FY2022-23 (these
include actual, revised, proposed and
projected budget). It is also evident that while
the budget of all three sub-sectors are
expected to be significantly increased during
the medium-term, the shares of each of the
sub-sectors in the total health expenditure
remain almost same. This is further
prominently shown in the figure below
(Figure 4.2):
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The MTBF also presents the total health
budget breakdown against different avenues
of expenditure, e.g., expenditure for wages,
expenditure for construction, expenditure for
medicine etc. In the next table (Table 4.1),
breakdown of the health budget of the
ongoing FY2020-21 is shown. It shows that of 

Source: Derived using the classification of health service providing units presented in ‘Bangladesh
Health System Review’ by WHO and MTBF data.

4.2 Avenues of Expenditure

Figure 4.2 shows that in the medium-term,
share of primary healthcare in the total health
budget is expected (by GoB) to be hovering
around 25 percent. Secondary healthcare
share in the total health budget, on an
average, is going to be just below 40 percent
during this period. And this implies that the
share of tertiary will also remain somewhat
constant (between 35 to 37 percent). It can be
safely assumed that the majority of
healthcare seekers in Bangladesh (like any
other country) will be seeking primary health-

care. In that case one could be concerned with
the primary sub-sector receiving the smallest
share of health budget.

the BDT 29,246 crore health budget of the
ongoing fiscal year- the largest share goes to
‘wages and salaries’ (BDT 10,602 crore). The
second largest share goes to ‘Capital
Expenditure’ (BDT 7,799 crore). The capital
expenditure includes expenditure on
buildings and structures, that on machinery
and equipment etc. The next largest share,
which is less than one-fifth of the total health
budget, goes for ‘Medical and Surgical
supplies’ (BDT 5,494 crore). The remaining
portion goes for other recurrent expenses.

Figure 4.2: Share of different sub-sectors (primary, secondary and tertiary) in the total health
budget of Bangladesh in the medium term.



Wages and Salaries in Cash

Medical and surgical supplies

Other Recurrent Expenditure

Capital Expenditure

Total Expenditure

MoHFW allocations for
FY2020-21 (in crore BDT)

Share (%) in total
allocation

36%10,602

5,351

7,799 27%

18%

5,494 19%

29,246 100%
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Source: Derived using the classification of health service providing units presented in ‘Bangladesh
Health System Review’ by WHO and MTBF data.

Projected health budget for the coming two
fiscal years and breakdowns of those
projected budgets can also be derived from
the MTBF 2020-21. Doing so reveals that
share of allocations going to the broad
avenues of expenditure shown in Table 4‑1
remain almost same for the coming two fiscal
years [10]. This was shown in Figure 2.1.

Figure 4.3 shows that share of Medical and
Surgical supplies (which includes medicine

supplied at free and/or subsidized prices at
GoB run health facilities) remains the third
largest avenue of health budget expenditure
(behind expenditure on Wages and Salaries
and Capital Expenditure). One could be
concerned and may suggest increase share of
expenditure on Medical and Surgical supplies
to ease the burden of out-of-pocket health
expenses of the health service seekers
(especially those coming from low-income
households). 

Figure 4.3: Share (%) of health budget allocated against different avenues of expenditure for
FY2020-21 (proposed), FY2021-22(projected) and FY2022-23(projected) 

[10] A comprehensive breakdown of estimated and projected expenditures of the two divisions under the MoHFW is
presented (showing specific expenditures for trainings, repairs & maintenance, machinery & equipment, and buildings &
structures) in Annex 01 and Annex 02 respectively.

Table 4.1: Breakdown of health budget allocations for FY2020-21 

Source: Medium-Term Budget Framework 2020-21. Finance Division, Ministry of Finance, GoB



District or upazila wise distribution of health
budget allocation data is not available at the
moment. The office of the Comptroller and
Auditor General (CAG) of Bangladesh has
claimed to be working with an international
development partner to disaggregate health
sector expenditure up to upazila levels.
However, using the healthcare providing unit
wise budget allocations derived from the
MTBF 2020-21, and the number of certain
types of healthcare facilities (District Level
Hospitals and Upazila Healthcare Centers)
spread across the country one could have
some idea (a proxy) about the geographic
distribution of health sector allocations in
Bangladesh.
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Source: Density map generated using MTBF 2020-21 data and number of District Level Hospitals (DLHs) in
all the districts of Bangladesh

4.3 Geographic Distribution of Health
Sector Allocation (Estimation Exercise)

The density map shown in Figure 4.4 shows
the per capita allocation (in BDT) for District
Level Hospitals (DLHs) for all 64 districts of
Bangladesh. The per DLH allocation is derived
from the MTBF. This unit allocation is then
multiplied by the number of DLHs in a given
district and then divided by the population of
the respective district to derive the per capita
DLH allocation for that district. The figure
shows that even if it is assumed that all DLHs
in all districts get equal allocations- there
prevails significant disparities across the
country. Following the same process per
capita allocations for Upazila Healthcare
Centers (UHCs) is calculated for all upazilas of
Bangladesh. And the outcome is shown in
Figure 4.5.

Figure 4.4: Per capita allocations for District Level Hospitals (DLHs) for all districts of
Bangladesh (figures are in BDT)



Like before, Figure 4.5 also shows that even
with the assumption of equal distribution of
allocations across all UHCs, there prevails
significant disparities in terms of per capita
UHC allocations across the upazilas of
Bangladesh. The two maps shown in Figure
4.4 and Figure 4.5 shows significant
disparities. However, further investigation is
required to determine the reasons behind
these disparities (or to infer these to be
random).

Discussions in this section of the report has
revealed that primary healthcare in 
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Source: Density map generated using MTBF 2020-21 data and number of Upazila Level Healthcare
Centers (UHCs) in all the districts of Bangladesh

Bangladesh is getting the lowest share of
health budget (although it is most likely that
the majority of the service seekers look for
primary healthcare). It has also revealed that
largest share of the health budget is likely to
be spent (in the medium-term) for wages and
salaries, whereas expenditure for medicine
and surgical supplies constitute around one-
fifth of the health budget. Finally, it has been
shown (using proxies) that even if the health
budget is distributed equally across two types
of healthcare providing units (DLHs and
UHCs)- significant geographic disparities will
still exist.

Figure 4.5: Per capita allocations for Upazila Healthcare Centers (UHCs) for all districts of
Bangladesh (figures are in BDT)



In the previous sections of this report, public
expenditure for health sector in Bangladesh
has been analyzed in terms of broad trends in
Budget allocation over the last decade or so,
and in terms of distribution of those
allocations across sub-sectors and avenues of
expenditure. The outcome of those public
sector expenditure can be visible through
access to healthcare and health services
utilization by the citizens coming from
different socio-economic strata and different
locations (e.g., rural-urban, central-
peripheral).

In this context, this section of the report first
presents access to healthcare expenditure or
healthcare services utilization by households
belonging to different income groups. This is
then followed by an analysis of healthcare
services utilization by Bangladesh households

coming from different locations (rural-urban
and central-peripheral).
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[11] Income quintile is a measure that divides the entire population into 5 income groups (from richest to poorest). Each
quintile is comprised of 20 percent of the population. Conventionally, the poorest 20 percent of the population are said
to be in quintile 01, and the richest 20 percent are said to be in quintile 05.
[12] Data set of the Household Income and Expenditure Survey 2016, by Bangladesh Bureau of Statistics, Statistics and
Informatics Division, Ministry of Planning, Government of the People’s Republic of Bangladesh. 
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5.1 Utilization by Different Income
Groups

Figure 5.1 shows that in rural Bangladesh, of
all the healthcare seekers going to GoB run
healthcare facilities 22 percent are from the
poorest income quintile [11]. This ratio
remains somewhat close for the following
income groups (i.e., healthcare seekers
coming from quintiles 2, 3 and 4). However, it
shows that in rural Bangladesh of all those
seeking healthcare from GoB run facilities
only 17 percent are from the richest income
group household (i.e., those belonging to
quintile 5). Still, it may be inferred that GoB
healthcare facilities are somewhat equitably
accessed in rural Bangladesh.

Figure 5.1: Share (%) of rural healthcare seekers from different income quintiles in the total
rural healthcare seekers who go to GoB healthcare facilities.

Source: Derived from the data set of the Household Income and Expenditure Survey (HIES)-2016 [12]  by
Bangladesh Bureau of Statistics (BBS)



However, GoB healthcare facilities in urban
areas are not as equitably accessed/utilized in
urban areas of Bangladesh. Figure 5.2 shows
that in urban Bangladesh, of all the healthcare
seekers going to GoB run healthcare facilities
only 15 percent are from the poorest income
quintile. And this ratio is higher for higher
income groups. It is highest for the richest
income quintile. 28 percent of the total urban
healthcare seekers (who seek care at GoB
facilities) are from the richest income quintile
(i.e., quintile 05). This implies that benefits
from public health expenditure in urban areas
are enjoyed more by higher income group
healthcare seekers in comparison to their
lower income group counterparts.
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Source: Derived from the data set of the Household Income and Expenditure Survey (HIES) 2016 by
Bangladesh Bureau of Statistics (BBS)

Another point to be noted in this regard is
that a significant share of healthcare seekers
does not go to any kind of healthcare facilities
at all, and the most significant reason for
them not seeking formal healthcare has been
found (from HIES 2016 data set) to be
perceived high cost of healthcare services (in
both rural and urban areas). In rural areas, 21
percent of the diseased/injured individuals do
not seek formal healthcare due to high
treatment costs. For urban areas, the ratio is
15 percent. 

A significant share of the rural healthcare
seekers also has to travel to urban healthcare
facilities as adequate services are not

Figure 5.2: Share (%) of urban healthcare seekers from different income quintiles in the total
urban healthcare seekers who go to GoB healthcare facilities.

When interpreting Figure 5.1 and Figure 5.2,
few points must be taken into account. It
must be noted that a significant share of
healthcare seekers (from both urban and rural
areas) go to non-GoB (i.e. private or NGO
operated) healthcare facilities. What share of
the inpatients and outpatients actually go to
GoB run healthcare facilities will be discussed
in further details in the next sub-section.

available in their respective rural areas. As per
HIES 2016 data- 25 percent of the rural
healthcare seekers has to travel to urban
areas to get adequate/quality services.



As has been mentioned already, HIES 2016
data reveals that a significant share of
diseased/injured individuals do not seek
formal healthcare at all. Figure 5.3 shows that
on an average 12 percent of the
diseased/injured individuals do not seek any
kind of formal healthcare. This ratio, on an
aggregate level, is similar for rural and urban
areas (both 12 percent). However, the ratio
increases significantly for hard-to-reach rural
areas (i.e., char, haor, coastal areas and CHT)
to 17 percent. This may imply that in case of
hard-to-reach areas additional number of
diseased/injured individuals do not seek
formal healthcare due to lack of 
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Source: Derived from the data set of the Household Income and Expenditure Survey (HIES) 2016 by
Bangladesh Bureau of Statistics (BBS)

5.2 Utilization by Location communication/transportation facilities
and/or due to unavailability of suitable
healthcare facilities.

Figure 5.3 also shows that higher share of
diseased/injured individuals do not seek any
kind of formal healthcare in the four
metropolitan cities than an average urban
center. The ratio for the four metropolitan
city is 23 percent (almost double of the
average for all urban areas combined). This
may imply that in case of metropolitan areas
additional number of diseased/injured
individuals may not be able to access suitable
healthcare due to high cost of services and/or
due to challenges regarding accessibility.

Figure 5.3: Share (%) of diseased/injured individuals not seeking any kind of formal
healthcare (by location)

Figure 5.4: Share (%) of outpatients seeking healthcare from GoB facilities (by location)
 



Figure 5.4 shows that in rural areas in general,
only 14 percent of the outpatients seek
healthcare at GoB facilities. However, the
ratio is more than 5 percentage points higher
for hard-to-reach rural areas. This may be
because other service providers (NGOs and
private healthcare providers) have lesser
coverage in hard-to-reach areas compared to
GoB. But still, less than one-fifth of the rural
outpatients going to GoB facilities (meaning
over 80 percent of them going to non-GoB
facilities) imply there is a huge scope of
improvement in terms of enhancing GoB
healthcare outreach in rural areas. The figure
also shows that less than 18 percent of urban
outpatients rely on GoB healthcare facilities,
implying significant scope of improvement in
terms of enhancing GoB outpatient
healthcare coverage in urban areas as well.
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Source: Derived from the data set of the Household Income and Expenditure Survey (HIES) 2016 by
Bangladesh Bureau of Statistics (BBS)

inpatients seek healthcare at GoB healthcare
facilities. This is lower for the four
metropolitan cities (53.9 percent) most
probably because of higher availability of
suitable private healthcare facilities in these
mega cities. Similar to the case of outpatients,
for inpatients as well- there is significant
scope of improvement in terms of enhancing
GoB coverage.

Discussions in this section of the report has
revealed that GoB health expenditures in
rural areas are somewhat equitably enjoyed
by different income groups. But those in
urban areas ae being enjoyed more by the
richer segment of the population. However,
this distribution of public expenditure across
different income groups (in rural as well as in
urban areas) do not portray the full picture. 

Figure 5.5: Share (%) of inpatients seeking healthcare from GoB facilities (by location)

The situation slightly improves when
inpatients are considered. Figure 5.5 shows
that as a whole in Bangladesh- over 40
percent of the inpatients are getting
admitted to non-GoB facilities. 56.8 percent
of the rural inpatients are seeking healthcare
in GoB healthcare facilities. The ratio is not
much higher for hard-to-reach rural areas
(59.1 percent). 57.5 percent of urban

Further analysis of the HIES 2016 dataset has
revealed significant scope of improvement in
terms of enhancing GoB healthcare coverage
(as significant shares of both inpatients and
outpatients are relying on non-GoB facilities
for healthcare. It has also revealed that in
certain cases, there disparities within the rural
areas and within the urban areas.



It is needless to reiterate the urgency of
increasing the share of health budget in total
national budget of Bangladesh (as has been
discussed at the very beginning of this
report). However, data and analyses
presented in the previous chapter has pointed
our priority areas/programs/projects within
the health sector. The additional allocations
should go to these areas/programs/projects
on a priority basis. In this final section of the
report, firstly certain policy implications
(priority issues) are discussed which need to
be immediately addressed (most preferably in
the budget of coming FY2021-22). Secondly,
other longer term policy implications are
discussed which should preferably be
addressed in the medium-term (preferably
within the period of the 8th Five Year Plan of
GoB, and these needs to be incorporated into
the 5th Health Sector Program of the
MoHFW).
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[13] Public expenditure experts and health sector stakeholders suggest doubling the share of health in the total National
Budget. However, taking the resource constraints as well as implementation efficiency related concerns into account- it
is recommended that the immediate target should be set to 7 to 8 percent of the total National Budget. And in the
medium-term this needs to go up (10 to 12 percent). Based on this sub-sector wise allocations have also been
recommended here.
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6.1 Immediate Policy Implications

Share of health budget in the total national
budget should be increased to 7 to 8 percent
[13] as soon as possible (most preferably in
the budget proposal of the coming FY2021-
22). And when allocating this additional
budget following areas/projects/programs
(identified through analyses done in the
previous chapters) should receive priorities:

a) When increasing health sector
allocations, more resource should go to
the development budget. And that budget
ought to be spent for piloting new
projects (for replication and/or scaling-up
in future). These pilot projects should aim 

to cover the gaps (geographic disparity,
socio-economic disparity, disparities in
terms of access etc.) identified in the
discussions so far. Within the short-term
the target should be to ensure that 45
percent of the MoHFW allocations goes to
development projects.

b) Budget implementation efficiency
needs to be increased. This is especially
true for development budget. To do so,
digital technology based monitoring and
live-tracking should be introduced at all
levels of health administration. For the
short-term the target should be to ensure
80 to 85 percent development budget
implementation efficiency (for FY 2018-
19, the ratio is 72 percent).

c) The list of Key Performance Indicators
(KPIs) for the Health Services Division and
the Medical Education and Family Welfare
Division need to be further extended to
accommodate KPIs that reflect the
election manifesto commitments of the
ruling party. This will create additional
impetus upon the administration to align
activities with the said commitments.

d) Share of total health budget going to
primary health care needs to be increased.
Because majority of the healthcare
seekers seek primary healthcare. For the
short-term the target should be to
increase this share to 30 percent of the
total health budget.
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6.2 Medium-term Policy Implications

e) Share of health budget allocated
against the economic group titled
“medical and surgical supplies” needs to
be significantly increased. This will allow
additional spending for providing free-of-
cost or low-cost medicine to the citizens
and hence decrease out-of-pocket health
expenditure of the households. For the
short-term the target should be to
increase this share to 25 percent of the
total budget of MoHFW.

f) Geographic disparities in terms of
accessibility to GoB healthcare needs to
be addressed. To do so, in the short-term
nation-wide comprehensive needs
assessment surveys may be undertaken.
These surveys should also focus on
mapping the existing infrastructural,
financial and social barriers.

g) Utilization of GoB healthcare facilities
by rural and urban poor needs to be
increased. In the budgets of the
immediate fiscal years pilot programs may
be undertaken to enhance utilization of
GoB facilities in specific areas. These pilots
may later be scaled up and/or replicated
all over the country.

h) Initiative to introduce universal health
insurance needs to be undertaken. For the
immediate couple of fiscal years, GoB may
consider implementing pilot projects in
different settings. The Health Economics
Unit (HEU) of MoHFW has confirmed that
GoB has already piloted one such project
in three upazilas of Tangail district and
intends to start another similar pilot
program in a metropolitan city. 

locally) to vaccinate at least 50 percent of the
population by the end of FY2021-22. This,
without any doubt, is a huge undertaking. But
at the same time is one that has to be
undertaken to ensure protection of lives and
livelihoods of the broader mass of the
country. Hence, if required GoB may consider
significantly cutting down expenditure for
other sectors or sub-sectors and channel
those resources for COVID-19 vaccines.

Apart from the aforementioned priority areas,
the topmost priority for the coming FY2021-
22 should be to ensure adequate allocation
for health sector so that enough COVID-19
vaccines can be procured (or even produced 

In the medium-term (i.e., by June 2025 which
is the end line for the 8th FYP of GoB) share
of health budget in the total national budget
should be increased to 10 to 12 percent. And
the increased allocations should go, on a
priority basis, to continuation of the short-
term policy initiatives discussed in the
previous sub-section. And these must be part
and parcel to the 5th Health Sector Program
of MoHFW. The priority
area/projects/programs for the medium-term
should be:

a) Share of development budget in the
total budget for MoHFW should reach 50
percent (provided the ratio reaches 45
percent in the short-term). As mentioned
in the previous sub-section the newly
added development projects of MoHFW
should primarily focus on filling the gaps
identified here.

b) Development budget implementation
efficiency of MoHFW should be increased
to 90-95 percent (provided the 85 percent
mark reached in the short-term). This will
require further enhanced utilization of
digital technology for monitoring and live
tracking.

c) Share of primary healthcare
expenditure in the total health
expenditure should reach 35-40 percent
(provided the said ratio is increased to 30
percent in the short-term).
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6.3 Remarks

d) Share of expenditure for ‘medical and
surgical supplies’ need to be increased to
30-35 percent (provided the ratio can be
increased to 25 percent within the short-
term). If the 35 percent mark is reached
then it is most likely that overwhelming
majority of the households below the
national poverty line will be able to avail
free-of-cost or low-cost medicine from
GoB healthcare facilities.

e) Based on the findings from the needs
assessment surveys conducted in the
short-term to map geographic disparities
in terms of access to healthcare- in the
longer term GoB may initiated region-
specific ADP projects to address those
disparities. 

f) Once the pilot projects to enhance
utilization of GoB healthcare facilities (in
both rural and urban areas) are completed
within the short-term, in the longer term
GoB may replicate or scale up those
projects (incorporate them in the Health
Sector Program) across the country.

g) Similarly, upon investigating the
outcomes of the pilot health insurance
programs, GoB in the longer-term may opt
to scale up or replicate successful pilots
across the country. 

This is firstly because the actual expenditure
data for FY2021-22 is yet to be available
(hence, only the proposed ADP allocation of
BDT 408.85 crore for the “COVID-19
Emergency Response and Pandemic
Preparedness” project has been mentioned).
Secondly GoB, to cope with the
unprecedented pandemic, has allocated
public resources via numerous unusual
channels (government agencies/bodies
outside the MoHFW and private
bodies/entities). Hence analysis of the budget
allocations for MoHFW alone would not be
sufficient to portray GoB response to the
pandemic. The Health Economics Unit of the
MoHFW itself is in the process of estimating
the total expenditure done (or proposed to
be done) by GoB specially to cope with the
pandemic in the ongoing FY2020-21. It is most
likely that during a second round of analysis
(conducted after the budget of coming
FY2021-22 is proposed) further information
regarding budgetary response to the
pandemic will be available. 

This report was also expected to assess the
scope of accommodating citizen’s voice in the
health budget formulation and monitoring
process. But because of the ongoing
nationwide ‘lockdown’ it has not been
possible collect the primary data required to
attain this particular objective of the report.

Despite, these obvious challenges, this report
has aptly delineated critical gaps regarding
equity, access and inclusion in health sector of
Bangladesh and has also put forward key
policy implications for the short- and medium-
term. 

While this report has presented health budget
allocation and expenditure trends and
implications as vividly as possible, it has not
been able to adequately portray budgetary
response of GoB to the COVID19 health crisis.
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Estimated and projected expenditure (economic group code-wise) of Health Services
Division, GoB as per the MTBF 2020-21 of the Finance Division, Ministry of Finance, GoB
(figures in thousand BDT)
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Estimated and projected expenditure (economic group code-wise) of Medical Education &
Family Welfare Division, GoB as per the MTBF 2020-21 of the Finance Division, Ministry of
Finance, GoB (figures in thousand BDT)
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