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The Minutes of the Meeting for Health-related Organizations

“Health Sector Coordination”
   Wednesday, 25th May 2011 

Meeting place: 
VSO meeting room, “Bolor” Business Center, Ulaanbaatar
Meeting time: 
3:00 - 5:00 pm
Discussion topic: 
“Health Sector Coordination”
Chairperson: 
Dr. Odontsetseg Brown, Coordinator for HROs’ monthly regular  

                                 meetings, Chairperson, Foundation for Health Policy Promotion
Speakers & 
“Aid Coordination and Health Sector Reform: A Conceptual Framework”
Presentations:          



Speaker: Indermohan S Narula, MD MPH MTropMed 

     Consultant: Health Sector Development and Reform

     Country Director, VSO Mongolia 
Agenda       
1 Record those attending

2 Apologies for absence
3 Minutes for the meeting in April 2011, on “Alcohol Use among Adolescents in Mongolia"
4 Matters arising from the Minutes

5 “Secretary’s report” (any correspondence or other communications)
6 Agenda items:

“Health Sector Coordination”
7 Any Other Business

8 Date and time of the next meeting
Item 1
Those present: 
	
	Name
	Position & Organization
	Email & Telephone

	1
	Dr. Odontsetseg Brown
	Coordinator, HROs monthly regular meetings
Chairperson, Foundation for Health Policy Promotion
	odnoo1220@yahoo.com
obrown@pactworld.org
99149656, 329267

	2
	Indermohan Narula, MD, MPH, MTropMed 

     
	Consultant: Health Sector Development and Reform

Country Director, VSO Mongolia 
	indermohan.narula@vsoint.org
indermohan.narula@gmail.com
99119512, 318514

	3
	Alexander Hayer
	MPH Student, Simon Fraser University
	ahayera@sfu.ca
 95833040

	4
	Dr. Frederique Eygonnet
	Project Coordinator,

Doctors without Borders
	msff-oulanbator-projectco@paris.msf.org
99905877

	5
	Dr. Jayne Martin
	Project Coordinator,

Doctors without Borders
	msff-oulanbator-projectco@paris.msf.org


	6
	Dr. Loure Sannino
	TB Doctor,

Doctors without Borders
	msff-oulanbator-projectco@paris.msf.org


	7
	Davaasuren
	Officer, Center for Health Research and Training
	mail.uugiinaa@yahoo.com
99019293

	8
	Garmaa Delgersuren
	Bayanzurkh District Health Center 
	deegii0918@yahoo.com
99132579


	9
	Khulan.O
	Officer in charge of International Relations, Bayangol District Governor’s Office
	undarga4@yahoo.com
95730107

	10
	Minjuur Tsetsegmaa
	Manager, “Deshig Olun” Family Clinic
	m_tsetsegmaa@yahoo.com
99984445

	11
	Dorjsuren Dejidmaa
	Manager, “Munkh-Ujin” Family Clinic
	munh-ujin@yahoo.com
95971033

	12
	Oddvar Adnanes


	Country Director, NLM
	nlm@nlm.mn
99096751

	13
	Erdenechimeg Dugerkhuu
	Lawyer, Foundation for Health Policy Promotion
	eenee0111@yahoo.com
99885566, 92008799

	14
	Undram.A
	Researcher, Public Health Institute
	o.undram@yahoo.com 
99172423


Item 2
Apologies for absence

Apologies for absence were received from: 
1. Oyunbileg J, Director General, Public Health Institute
2. Mandakh.Ts, Foundation for Health Promotion 
3. Zorigtbaatar.D, Health Programs, Peace Corps Mongolia 
Item 3 
Minutes for April 27th 2011 meeting, “Alcohol Use among Adolescents in Mongolia"

The minutes for April 27th 2011 meeting on “Alcohol Use among Adolescents in Mongolia" were distributed at the meeting, and were approved by the meeting participants.  
Item 4 
Matters arising from the minutes 

There were no matters arising from the April 2011 meeting minutes.

Item 5
“Secretary’s report” / Correspondence (any communications)

The Secretary had no correspondence to report.
Item 6  

Matters for discussion (such as proposals, or reports on ongoing projects)
“Health Sector Coordination”
Speakers & Presentations:          


“Aid Coordination and Health Sector Reform: A Conceptual Framework”
Speaker: 

Indermohan S Narula, MD MPH MTropMed
                     

Consultant: Health Sector Development and Reform

                     

Country Director, VSO Mongolia 
The presentation will shortly be posted on the website at www.mongolhealthnetwork.org  
See addendum at the end of these Minutes for notes on these presentation. 

Item 8
Any Other Business 
Proposed Topics for Future Meetings, considering the previous suggestions are:

October 2011 – Health Sector’s Respond to the Dzud
November 2011 – HIV/AIDS in Mongolia to commemorate 2011 World AIDS day 

December 2011 - NO MEETING (Christmas and New Year)
January 2012 - Open meeting. We welcome YOUR input!
February 2012 - NO MEETING (Tsagaan Sar)
March 2012 – Eliminate TB!  Update for World Tuberculosis Day. "Transforming the fight to eradicate TB" 

April 2012 – Cancer Prevention and Control 

May 2012 - Open meeting. We welcome YOUR input!
June 2012 - NO MEETING (Summer holiday)
July 2012 - NO MEETING (Summer holiday)
August 2012 - NO MEETING (Summer holiday)
September 2012 – Nursing Development 

October 2012 - Health Insurance System in Mongolia

November 2012 – HIV/AIDS in Mongolia 

December 2012 - NO MEETING (Christmas and New Year)
January 2013 - Open meeting. We welcome YOUR input!
February 2013 - NO MEETING (Tsagaan Sar)
March 2013 - 2012 World Tuberculosis Day 

April 2013 - Injuries

May 2013 - Cardiovascular Diseases  
Any members who had not attended this meeting could add their comments and suggestions for the proposed topics for future meetings by emailing healthnetting@yahoo.co.uk . 
Item 9
Date and Time of the next meeting: 
3:00 - 5:00pm 
                                                                 September 28, 2011, Wednesday
Meeting place: 



VSO Meeting Room
Topic of the next meeting:             
Disaster Management in Mongolia
Speaker:                                        
Mr. Boldbaatar Luvsandorj, Senior Specialist

Division of Disaster Protection Policy and Planning 

Department of Disaster Management

National Emergency Management Agency (NEMA)

Addendum to Minutes

Discussion on “Aid Coordination and Health Sector Reform: A Conceptual Framework”
THE FULL POWERPOINT PRESENTATION FROM THE MEETING will shortly be POSTED ON THE   www.mongolhealthnetwork.org  WEBSITE 

The main points raised by the speaker:

Health reform will not come easily because:
· a coordinated policy package does not take preference over a series of  a la carte items; 

· donors acting alone or at ideological odds with one another can frustrate or undermine the reform process;

· health systems can be weakened by the poor coordination of external inputs;

· since many low income countries rely heavily on support from a multiplicity of donors, these donors often make their aid conditional on some reform.
Lack of coordination and inadequate management of aid leads to:
1. inefficiencies in service delivery through duplication; 

2. geographic inequalities through the targeting of assistance to favored areas and populations; 

3. confusion through, for example, supporting conflicting and changing donor policies; 

4. exacerbation of administrative inefficiencies as ministry staff devote excessive time to coping with heterogeneous and incompatible aid administration requirements; 

5. the displacement of local priorities as the donors' preferences prevail; and 

6. abrogation of recipient sovereignty over budgetary and policy processes. 
Evidence is mounting that without effective coordination arrangements, external assistance may seriously undermine such systemic functions as policy-making and planning, which in many aid-dependent countries, ipso facto, also tend to be fragile.

A working definition of country-level, health sector coordination:

“Any activity or set of activities, formal or non-formal, at any level, undertaken by the recipient in conjunction with donors, individually or collectively, which ensures that foreign inputs to the health sector enable the health system to function more effectively, and in accordance with local priorities, over time.” (Ken Buse & Gill Walt) 
This definition draws attention to: 
· who is involved; 
· recognizes that the arrangements are processes for moving toward some mutually held end, namely a more effective “health system”.
Five trends can be identified which have converged to raise the relative importance of aid coordination and relates to:
1. an increase in the number and diversity of external agencies. 
2. that increase in numbers is compounded by the emergence of new varieties of actors. 
3. the proportion of external resources in health sector expenditure in low income countries increased by a factor of six between 1977 and 1990, from 0.5 to 3.0% [14,15]. 
4. an increased involvement of donors escalates complexity, confusion and the potential for conflict within the sector, thereby increasing the rationale for coordination. 
5. a shift from project to sector assistance, which both demands and benefits from improved coordination [19]. 
All of these trends have played a role in drawing attention to the need for improved aid management.
Three factors external to the sector have further exacerbated the situation:
1. Beginning in the early 1980s, aid came under ever greater scrutiny. 
2. 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 purposes.
3. Mounting confusion and concern over UN agency mandates such as WHO, UNDP, UNCEF, WB. 
The central position of coordination reinforced by a close relationship between coordination and health sector reform:
· its central goals are generally held to include 
· the pursuit of greater efficiency, 
· effectiveness, 
· equity and sustainability gains from investments . 
· improved coordination has been found to contribute to the attainment of reform goals and 
· however, when aid lacks adequate coordination, it may actually serve to undermine the reform process. 
Aid coordination and efficiency
· Efficiency is defined as an input-output measure. Two types of efficiency are commonly distinguished:  Allocative and Technical
· 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. This type of efficiency may be thwarted for three reasons. 
1. Political considerations override efficiency: aid may be given as part of political leverage, and be impossible to measure in efficiency terms. 
2. Donors do 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.
3. 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 giving due consideration to local preferences. 
· Failure to meet allocative efficiency criteria for any reason can subvert the optimal use of the aid itself and also divert local matching resources (human, administrative, financial-including foreign and re-current investment) from investments made according to economic criteria.
· Technical (or operational) efficiency relates to the extent to which choice and utilization of input resources produce a specific health output or service at the lowest cost.
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
Aid coordination and effectiveness

· Effectiveness is commonly understood as a measure of the extent to which a project, programme or sector attains its set objectives;
· 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 criticized for inducing fragmentation, as opposed to coherence, as a function of the competing, shifting, and sometimes conflicting goals, policies and programmes which are advocated and funded:
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.
Aid coordination and equity:
The concept is broadly concerned with the distribution of burdens and benefits of the health care system. 
At the level of the user, equity is about who pays for and who benefits from services. 
· From the point of view of benefits, coordination may, for example, reduce geographical inequities. 
· There have been reports of donor supported islands of excellence in seas of under-provision.
· 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. 
Coordination can be misused for advancing specific health agendas:

· Donors often approach health sector reform with differing and sometimes conflicting agendas, which can be at odds with recipient priorities 
· This may lead to recipients manipulating aid to their own ends. 
· Coordination may be viewed by stakeholders as a vehicle for the advancement of certain reform programmes or policies over those favoured by others
· Donor led Coordination can be used as a tool to further these specific donor agendas.
When acceptance of the policy and institutional reforms has proven difficult, implementation of reforms has encountered significant delays:

· Coordination can be used for ensuring ministerial compliance with conditionalities stipulated in the sector programme. 
· Compliance may be facilitated by a common donor voice backed-up with its combined political clout. 
· Coordination has been promoted as a mechanism for blocks of donors to increase their leverage over recipient ministries. 
· Coordination is perceived as a power-base for development agencies in sub-Saharan Africa at least (et al Nolke) 
· Some actors, such as the European Union (EU), have been explicit in this regard: according to a EU council resolution, coordination would  maximize the ability of the Community and its Member States to exercise an influence on the area of development'.
· While coordination may serve to increase sector efficiency and equity, so too it may serve as a forceful tool to increase one agency's leverage over another and similarly over the recipient administration. 
· To date, with few exceptions, donors have taken the lead on aid coordination and have thereby gained the upper hand in the articulation of the policy reform agenda.
Five principles guiding aid coordination as agreed by the Development Assistance Committee of the OECD, World Bank, International Monetary Fund and UNDP:

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.
5. Donors should attempt to subvert their administrative requirements, commercial and other interests in pursuit of the objectives of the plan.
These principles, the working definition of coordination & goals of health sector reform suggest a conceptual framework of 13 criteria for evaluating effectiveness of various aid coordination arrangements:

1. The institutional leadership and ownership of the coordination arrangement is of fundamental concern. Does the mechanism belong to one donor, or a group of interested donors?  Is there joint donor-recipient ownership, or has the mechanism been institutionalized in the recipient administration?
2. Related to the first issue is that of the scope and quality of participation in the arrangements. 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?
3. The periodicity of the instrument: Is it, for example, a one-off meeting on a particular subject? Is it sporadic, periodic or continuous?
4. To what extent are the mechanism and its products integrated with the ministerial policy and planning process?
5. Realm of coordination: Is the mechanism concerned with the development of common donor-recipient policy platforms, with operational actions such as project co-financing, or does it simply involve information sharing?
6. The breadth of coordination provides another criterion for evaluation. For example, does the coordination mechanism attempt to take a sector-wide approach or is it geographically- or issue-specific?
7. The authority of, and adherence to, the decisions taken are also of interest. Are the actors involved such that there is strong adherence by all parties, by some, or do decisions have no binding authority?
8. The impact of coordination on sectoral efficiency is of central concern. As proxy indicators one would look for a reduction in duplication of services, harmonization of procedures, appraisal, supervision etc., and the extent to which investments are based on cost-effectiveness considerations.
9. The influence of coordination on sectoral effectiveness is of similar interest. To what extent, for example, can coordination diminish donor-induced fragmentation? Or alternatively, to what extent is aid marshalled through coordination mechanisms in support of a sector-wide policy framework?
10. 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?
11. Does the mechanism promote or detract from the goal of sustainability? That is, does it ensure that resources are used to enhance the functioning of the system over time?
12. What are the opportunity costs associated with the mechanism? Does the arrangement consume a great deal of limited recipient time and achieve little in the way of the goals elaborated above?
13. Finally, and of critical importance, rests the issue of the extent to which the procedures laid down under the mechanism are by-passed by the actors involved.
*************************************************
The discussion by the meeting participants:
As we all know, and as the speaker noted in his talk, there are many donor funded or donor assisted health-related projects and programs that have been and are being implemented In Mongolia. Unfortunately, as some of those projects lack coordination, and do not talk to each other, there is a lot of either overlapping or gaps.
I work in the family clinic, which is situated in the outskirt ger area of UB. A few years ago, it happened that there were five donor-assisted projects being implemented in the next khoroo’s family clinic, but none at our clinic. Both of the family group practices had very similar conditions (our reference area’s population live in gers, with many internal, non-registered migrants from the countryside, with overloaded government services including school, police and primary health facilities).
 What I presume happened at that time is that when those projects conducted the needs assessment to choose their target area or population, they did not inform or communicate with each other. There are so many examples similar to this.
Donor assisted projects are discussed at the Ministerial level, but they do not sufficiently involve and engage grass roots level professionals and recipients. The MoH and other health authorities order us to implement the projects, without proper discussions and consultations on how it can be done more effectively, or even asking us as grass root health facilities and communities, whether we need those projects at all.

When donor-assisted projects are implemented, they add to the already overloaded paperwork of the primary health care providers. Even the basic needs, such as paper and stationery or personnel time do not seem to have been allowed for in the planning.

Question 
What happens when donor judgment or perceptions differ from those of recipients?
From the past experience, we know that the donors talk and lobby the high positioned officials, who generally do not actually know what challenges we face and what we need to address those challenges at the community level, and yet they give their blessing without due regard for local knowledge.  So, some of the donors do not get to talk and consult those health professionals who will actually and physically be implementing their proposed activities.

Answer

We recommend that all relevant stakeholders’ participation, engagement and consultation to be mandatory in discussions about the needs for and feasibility of any donor-assisted projects before they start operating or commencing their activities in the community, or the country as whole. 

***********************************************

Thank you Dr.Indermohan Narula for your very informative and interesting presentation, which provided well-organized structured theoretical information with relevant examples from elsewhere in the World. 
If possible, for the next meeting on aid coordination (maybe next year), we suggest discussing the possible practical solutions on how the donor aid can effectively and efficiently be coordinated in Mongolia, bearing in mind the country’s specific features, people’s mentality, and ministerial and cultural contexts and cultural behaviours. 

End of recorded discussion.
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