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EXECUTIVE SUMMARY

Thisisthe report of the second cycle of the Service Ddivery Survey (SDS)
monitoring process for HPSP, part of the recurrent monitoring during the five yeer
period of the programme. The fiddwork for the main household survey was
completed on 15 October 2000, with data entry and cleaning completed by 30

October. Following preliminary data andyss, the presentation and discussion of
findings from the household survey in gender-specific focus groups in the sample of
218 rurd communities, and with upezila hedth management teamsin a sub-sample of
24 upazilas, took place between 21 November and 10 December. A preiminary report
of key findings was prepared in November 2000 to provide an input into the HPSP
Annua Performance Review and Mid Term Review.

M ethods

The methodologica gpproach was the same asin the basdine SDS, based on CIET
methods (see Annex 1). The gpproach combines quantitative and quditetive deta
from households, service users and sarvice providers. Anayss includes examination
of areas where interventions might produce useful benefits.

Household survey sample (Annex 2)

The sample for the basdine SDS (a multi-stage, stratified, random, duster sample to
give representation of divisons and in 44 sample upazilag was again used, but with
25% of the origind Stesin each divison randomly resdected. The sample includes
218 rurd dtes and a separate Sratum of 30 Stesin the Satigtica Metropolitan Aress.

Survey ingruments (Annex 3)

Theindruments are: household questionnaire; hedlth service providers questionnaire;
key informant interview schedules for the UHFPO in each sample upazila, the
Chairman of the Union Parishad, and the Community Clinic Group chairman (or other
knowledgesable person in the community); inditutiond review schedules for the UHC,
the UHFWC, and with the HA or FWA covering the Site; and guidesfor the
community focus groups and the upazila hedth management team mestings.

Training, data collection, data entry, and analyss

FHdd coordinators, supervisors and interviewers were trained in Dhakaand in
divisond centres. Fifteen data collection teems worked smultaneoudy, each
covering three upazilas and additiond metropolitan sites. Coding and data entry took
place in Dhaka with a separate trained group. All data were entered twice and
vaidated. Smaller teams of trained facilitators revisted the communities to undertake
the focus groups and upazila meatings. Trandaed reports of focus groups and upazila
meetingswere coded to draw out key themes and entered. Analys's has made use of
Epi Info and SPSS software and has combined household information with deta from
other instruments, such asinditutiona reviews and focus group reports.
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Findings

The evidence base

The sources of information in the
survey process are shown inthe
box.

Two indicators of household
poverty were used: type of house
condruction and annua household
income. One categorization for
poverty was house congruction of
kutcha2 type. Another was an
amud household income of less
than Tk23, 899. A third of houses
have kutcha2 congruction and
28% of households are defined as
very poor on the bads of annua
income.

Information was collected from:
25,473 households
124,852 people
19,593 health services users
24,529 married women aged 10 — 49
(24,446 married women aged 15 —49)
1,962 service providers
43 UHFPOs
215 UP Chairmen (or deputy)
215 Community Group Chairmen or
other community representative
41 UHCs
172 UHFWCs
195 local health workers (HA/FWA)
436 gender segregated focus groups
24 upazila health service providers
meetings

Household opinions of health and family planning services
Onein ten households think government health and family planning services are
‘good’, around hdlf think they are ‘ neither good nor bad', and 41% think they are
‘bad’. Some 37% of households rated the government services as‘good’ in the 1999
basdine SDS. The main change from 1999 is a shift from rating the services as
‘good’ to rating them as ‘ neither good nor bad'. This could be agood thing if it
reflects that the public is becoming more demanding of a qudity service.
- Asin 1999, the most commonly cited problem with governmert servicesislack of
medicines (58%), with 25% complaining about bed staff attitude.
A quarter of householdsthink private and NGO services (induding those from
unqudified practitioners) are ‘good’, two thirds think they are ‘ neither good nor

bad’ and 10% think they are ‘bad'.

The most commonly cited problem with privateNGO servicesis expense,

especidly having to pay for medicines.

Three quarters of households say they are willing to pay for an improved
government service (mean Tk 5 for the ticket and Tk 15 for admisson). This has
increased snce the 1999 basdine SDS, when the proportion willing to pay was

55%.

Household use of health and family planning services

- Lessthan one in ten households had a home vigt from at least one government
hedth and family planning service provider in the last month. Some 60% of the
home vists were for family planning and 23% for immunizations.
Some 14% of households have a member who has used government hedth
sarvices for any purpose in the last month. Just 11% used the services for
treatment (the figure in 1999 was 13%).
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Very poor households are less likdly to use government health services Focus
groups suggest that poor people fed government hedlth services discriminate
agang them and treet them badly.

Some 43% of households have amember who has used private or NGO services
for trestment in the last month.. The figure was 32% in 1999.

Very poor households are d o less likdly to vist private and NGO sarvices.
Some 22% of households reported an ill member who did not seek care in the last
month. Thefigure in 1999 was 5%; the reason for theincrease is not clear.
About atenth of households had someoneill in the last month but did not have
contact with any hedth service; thisis more common in very poor households
(14%).

Experience of health serviceusers

Service contacts

- Atotd of 19,670 household contacts with hedth services in the last month were
reported in more detall: 2268 home vists and 17, 402 vigts to service providers.
Just 10% of visitsto hedth servicesin the last month were for preventive
purposes. Among adult users, 97% are women. Government services are used
especidly for immunisations (55%), private services for antenatd care (41%), and
unqudified practitioners for family planning (71%).
Most users (76%) of government services for preventive purposes got the required
trestment (mainly vaccine or contraceptives), and nearly al (89%) were satisfied
with the providers and the service.
Conddering vistsfor treetment (15,565), 32% were to the village doctor, 27% to
a private doctor, 12% to a drug shop, and 11% to the UHC.
Of vigtsfor trestment, 20% were to government health service providers, 30% to
private doctors or private dinics (including just 67, 0.4% to an NGO fadility), and
50% were to an unqudified practitioner (village doctor, drug shop or traditiona
practitioner (5%)).
Thereis addficit of very poor people among those who visted private services
(15%) compared with government (24%) or unqudified practitioners (26%).
71% of dl viststo government services were for trestment, compared with over
90% for vigtsto private and unqudified practitioners.

Choice of service

- Prominent reasons for choosing government health services were that it was free
or chegp and that access was good.
For private services, the reasons for the choice were a good service provider, or a
well known, recommended doctor.
For unqudified practitioners, the main reason for choosing them was easy access,

Waiting time

Average waiting times arelonger in government hedth facilities and petients are
more likdy to wait for more than 30 minutes to see the service provider.
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Explananonsfrom service providers
Overdl, two thirds of patients reported a full explanation of their problem or
illnessfrom the sarvice provider. This means an explanation the patient felt
satisfied with, not necessarily one that was objectively adequate, or even correct.
Haf of patients vigting government services reported a full explanation of ther
illness, compared with 71% for private services and 68% for unqudified
practitioners.
Overdl, three quarters of petients consdered they were given afull explanation of
thelr treatment: 54% for government services, 78% for private services, and 78%
for unqudified prectitioners.

Paymentsfor viststo health services
About a quarter of people using government hedth services said they paid for a
ticket. Thisis nearly dways an unofficid payment a upazilalevel and below in
the upazilas in our sample (which includes very few TFIPP thanas). Very poor
people are lesslikely to pay for aticket.
Nearly two thirds of people who use government helth services pay for
medicines 55% pay outsde the facility and 8% pay indde the fadility. Very poor
people pay for medicines as frequently ingde the facility, but alower mean
amount.
Over afifth of people using government hedlth services pay a service or
prescription charge— an unofficid payment. Very poor people pay this charge as
frequently asless poor people but pay alower anount. Men are more likely than
women to pay this charge.
Onein five people usng government hedth fadilities reported making a persond,
unexplained payment to a service worker — usudly to the doctor (19%). The
average amount paid (Tk 53.5) is ébout half the amount paid to service providers
in private facilities. These payments are as frequently made by very poor people
and women but they amount they pay is less than less poor people or men.
Participants in community focus groups fed these unofficia payments are wrong
and resent paying them but fed they have no choiceif they want to get treatment.
Service providersin upazilameetings agreed thet unofficid payments sometimes
do happen.

Prescription of medicines
Therae of prescribing medicinesis 88% for government services, 93% for
private services, and 80% for unqudified practitioners.
For government hedlth services, very poor people and women are lesslikely to be
prescribed medicines.

Avallablllty of prescribed medicines

Some 20% of people using government hedlth services received dl the prescribed
medicines. The equivaent figure in the 1999 SDS was 33%. The differenceis
probably because the 2000 survey reflected alow point in the cyde of supply of
medicines to government fadilities.

About a quarter of patients in government hedth facilities who received medicines
did not receive the full amount prescribed; 19% of patients received dl prescribed
medicinesin the full amount.
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Sarvice usars visting UHCs with ardatively good meddnes supply index
(supply / patient load in the same period) are more likely to get the prescribed
medicinesin the fadility, but thisis dearly not the only factor involved.

Petients who pay an unofficid service charge or pay the service provider are less
likely to get dl prescribed medicinesin the fadlity; this could reflect more
sophigticated prescribing for such patients.

People from households with anilliterate head and very poor people aremore
likdly to get dl the prescribed medicines in the facility —for these patients the
sarvice provider may prescribe Smple medicines that are in ock in the fedility.
Community focus groups think lack of medicinesis due to pilferage and diverson
of medicines from the government facilities; service poviders in upazila meetings
think it is due to poor supply and too many petients.

Satisfaction of service users

- Ovedl, 88% of sarvice users are satisfied with the behaviour of the service
provider towards them. The proportion satisfied is lower among users of
government services (66%) than among those using private services (93%) or
unqudified practitioners (92%).
Mogt service users are satisfied with the overd| service they receive. The
proportion satisfied is lower for government services (62%) than for private
services (88%) and unqudified practitioners (88%).
The proportion of users of government services stisfied with the overd| service
has increased from 53% in the 1999 SDS to 62% in the 2000 SDS.
Savice usars are less likdly to be satisfie d with viststo government hedlth
sarvicesif: they come from an illiterate household, they are very poor, they have
to wait for more than 30 minutes, they have to pay for aticket, they do not get the
prescribed medicines from the facility, or they do not fed they have had afull
explanation about their illness or about the trestment.
Anaysing the combined effects of these factors alows amodd to be condructed
to show the potentid gainsin patient satisfaction for different interventions. There
could be avery useful gain from smply explaining to patients about their
condition and the necessary trestment.

Injuries and violence against women

Among married women aged 1049 years, 4% reported an injury requiring
treatment in the last year.

Therate of injuries varies from 12% in Sylhet to 1% in Rgshahi.

Some 11% of women who had an injury in the last year said (in answer to an open
question) thet it was due to violence. Thisislikely to be an underestimate because
of the difficulty for women to dscuss such issuesin ahousehold interview.

About a quarter of women with an injury requiring trestment did not seek
trestment. Literate women are more likely than illiterate women to seek trestment
for injuries

Focus groups discussed the problem of violence againgt women more openly,
revedling a serious continuing problem
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Reviews of hedth facilities reved variable recording of cases of injury and
assault, dmost no specid arrangements for dealing with such cases and little or no
geff training on theissue.

Careduring ddivery

Place of ddlivery

- Nine out of ten women who delivered ababy in the lagt year ddivered & home.
Women in metropolitan areas are much more likely to ddliver in afadility (41%)
and women who are not very poor are more likely to ddiver in afadility than very
ppoor wormen.
Inrurd areas, women are more likely to ddiver in afadility if they are not from a
remote upazila, if they are literate, if they arelessthan 30 years old, and if they
livein a house of better congtruction then kutcha2.
Community focus groups reved people are nat in favour of ddivery in fadilities
because of expense, perceptions of bad treatment from staff, and concerns about
unnecessary interventions.

Attendant for delivery
Only 15% of ddiveriesin thelast year were attended by atrained person (al dais
were treated as untrained in this case).
The ddivery ismore likely to be attended by atrained person if thewoman is
below 30 years old, in metropolitan aress, if the womean lives a better house, if she
isnat very poor, if sheisnot from aremote upazila, and if sheisliterate.
The most common person to decide about who will atend the delivery isthe
hushand (60%). The woman takes or shares the decision in 22% of cases. The
mother in law decidesin 11%.
When the decision is shared between the woman and someone e, the ddivery is
more likely to be attended by atrained person than for other decison
combingations, or if the woman decides on her own.

Problems during ddlivery

- Some 7% of women who ddlivered in the lagt year reported a problem during
odivery.
Literate women and women from metropolitan areas are more likely to report
problems during delivery: this may reflect a difference in perception of what
condtitutes a problem during ddlivery.
Women ddivering in fadlities have five times more problems during ddlivery,
reflecting that many deliveriesin facilities are emergency admissions because of
problems during ddivery.
A woman with a hedth problem during delivery ismore likdly to betekento a
hedth fadility if sheisfrom a metropolitan ares, if sheisnot very poor, and if she
is literate.
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Views and knowledge of government health and family planning
serviceproviders

Some 1962 sarvice providers a upazilalevd and bdow completed asdf-
adminigtered questionnaire. Nearly haf have worked in the same upazilafor more
than 10 years.

Views about work and the service they provide

- About hdf the service workers report some difficulty fulfilling their duties.
Commonly cited problems areinadequate supplies, difficult accessto the areq,
bad behaviour of patients, in adequate human resources, and in adequate facilities.
Suggestions for improvement indlude more supplies, more training, more human
resources, more persond incentives, and improved infrasiructure.
Some 40% of service workers congder they are treated unfairly as employeesin
some way; especidly problems with sdary and benefits, lack of incentives for
good work, and lack of recognition according to qudifications.
Nearly hdf the service providers report problems with the way patients behave
towards them. Problems cited are: complaints about lack of medicines, bad
atitude of patients and visitors, patients asking for illegd benfits, lack of
awareness or ignorance of patierts, and complaints about poor qudity of service.
Nearly dl (91%) service providers atribute lack of medicines available for
patients to inadequate supply to the facilities. 4% cite corruption as a cause.
Three quarters of service providers say that it is rare or non-existent for service
providers to demand extra payments from patients, 7% say it isacommon
practice. A quarter of service workers attributed the practice to corruption, 18%
citefinancia reasons and frugtration, and 9% say “it happens everywhere’ .
Asked for suggestions to improve government hedlth and family planning
sarvices, hdf the service providers suggested educating and raising avareness of
the masses.

Knovvledge about HPSP and ESP
Almog dl (95%) the service providers have heard of HPSP from some source.
90% of those who have heard of HPSP know something about it — mainly thet it is
about unification of hedlth and family planning services.
Four out of ten sarvice providers say they do not know anything about ESP
components.
Less than afifth of service providers report having any training about ESP.

Health education activities

Of service providers designated to undertake hedlth education, athird report
having had some training about the conduct of hedth education sessons.

Nearly al these service providers report at least one hedlth education during the
lagt month.
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Community clinicsand community clinic groups

(Note that data collection was in September and October 2000)

Information from community based health workers

- Some 195 community based hedth workers were interviewed, mainly HA and
FWA. Only one reported working in afunctioning community dinic.
53% report acommunity dinic group has been formed and 44% thet it is
functioning. Some 63% say Sites sdlection for the community dinic hasbeen
finalized, 22% that congruction has started, and 8% (15) that condruction is
completed.
In some communities, the Ste for the community dinic has been findized even
though there is no functioning community clinic group.
Almog athird of community based hedth workers say they don't know about
community dinic groups and how they should function. And 15% say they don't
know about community dinics and how they will work.

Information from Union Parishad Chairmen
Some 121 UP Charmenwho gave information that: 51% of the survey sSites have
acommunity clinic group covering their area, 44% of them have agroup that has
held meetings, and 57% have alocation sdected for the community dlinic.

Knowledge of households
Only onein ten household respondents knows about a community dinic group
active in their community.
Among those who know of a group’s exisence, 85% do nat know anything about
its activities, and 10% believe it does nothing.
In communities with afunctioning community dinic group (as reported by the
community based hedth worker), 13% of the households say they know of a
group, while 7% of households in Steswithout a functioning group say they know
of one.
Communities with a functioning community dinic group have alower proportion
of very poor households compared with Stes that do not have a functioning group.
Thismay suggest groups are less likdly to be formed in poorer communities.

Commentary

Comparison of 1999 SDS and 2000 SDS

Asyet, thereis not much evidence thet the HPSP reforms are feeding through into

an improved experience for the public and service users. It isredly not to be
expected that the big reforms of the services will have had a noticegble beneficid
effect on their experience after only two years (there is less than two years between
the two surveys). There are encouraging Signs in the increased proportion of
households willing to pay for an improved government hedlth service and the
increased proportion of service users satisfied with the overal servicefrom
government facilities

- New areasin the 2000 SDS have been useful, especidly the inclusion of adirect
indicator of poverty.
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Areas of focusfor the 2000 SDS

The second SDS has thrown some light on the complex issue of medicines
availability in government fascilities and shown some rdlation with supply to the
fadilities. Thereis an important difference in perception about thisissue between the
public and service providers.

The survey has confirmed peopl€ s generdly positive view of privae hedth
sarvices, and shown the high use of unqudified practitioners and the very low use of
NGO providers

Thelack of arrangementsin hedth facilities for degling with violence againgt
women is aconcern.

The findings about the positive effects of joint decison making about ddivery
attendance echo the findings from SDS 1999 about antenata care.

This second SDS has given service providers much more opportunity to voice
their views and mention their concerns.

Community participation is supported by the SDS processitsdlf and we have dso
as=s3d the leve of community involvement in community dinic planning.

The survey provided an opportunity to get a basdine for the further development
of community dinics

Moving forward

The HPSP reforms Hill have some way to go in improving the public experience of
government hedlth services from the reforms of the HPSP. However, even to be
asking ordinary people about their experiences and opinions of services and using this
processto help monitor service reforms reflects an important change in atitude.
There are dready encouraging Sgnsin the increased proportion of households willing
to pay for improved government hedlth and family planning services, the generdly
positive experience of people using senices for preventive and planning purposes,
and the increased proportion of users satisfied overdl with their vist to a government
hedth facility for treatment.

There remains abig gap between service providers and intended service users. They
interpret the same information quite differently, as for example the differences
reported here between the community focus groups and the service providersin the
upazilamestings in the 2000 SDS. Bridging this communication gap and helping the
public to know mor e about the way the services work and their limitations could
remove some negaive perceptions about the sarvices. This may be mogt effective if
done  locd levd, increasing public involvement in the way government hedth and
family planning services are ddivered and monitored.

The dtitudes of service providers and how they treat patients are very important to the
patients. Inthis SDS, thereis evidence that satisfaction of service users could be
greetly improved if providerswould just give them smple explanations about their
illness and trestment. This sounds like a chegp option but it will be abig chdlengeto
change atitudes of service providersat dl levels. A programme of support and BCC
is needed for hedth service providers.
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ABBREVIATIONSAND GLOSSARY OF TERMS

Abbreviations

ANC Antenatd care

BBS Bangladesh Bureau of Statistics

CCG Community dinic group

FPI Family planning ingpector

FWA Family welfare assstant

VYV Family wefare vigtor

HA Hedlth assgtant

HI Hed th ingpector

HPSP Hedth and Population Sector Programme
MA Medicd assstant

MO Medica officer

MOHFW Minigtry of Hedth and Family Wdfare
RMO Resident medica officer

SACMO Sub-assstant community medica officer
SDS Sarvice ddivery survey

SMA Satigica Metropolitan Area(main cities)
UFPO Upeazilafamily planning officer

UHC Upazila hedth complex (formely THC — Thana hedth complex)

UHFPO Upazila hedth and family planning officer (formerly THFPO)
UHFWC Union hedlth and family welfare centre
UP Union Parishad

Statistical and epidemiological terms

This report is ddiberately written avoiding too many specidised Satistica and
epidemiologicd terms. However, some are unavoideble. A brief explanation of the
main terms used in the report is given here; reeders who are interested in more
detailed explanations could refer to a textbook on modern epidemiologica methods.

RelativeRisk:

Therisk or likelihood in one group compared with another group (for example the
likdihood of usng government hedlth services among very poor households
compared with the likelihood in less poor households). When the actud ratesin each
group are known (for example, the tota number of households and the number using
government hedth services), the rdative risk can be estimated either by the Odds
Ratio or by the Rate Ratio (the rate in one group divided by the rate in the ather
group). In acasereferent sudy, only the Odds Ratio can be cdculated. For relatively
rare conditions, the two estimates of Relative Risk give asmilar answer. Thereis
discusson about which esimate of Relative RisK it is better to use. For further
details, atextbook of modern epidemiology should be consulted. In CIET
methodology, the Odds Ratio is used as the estimate of Rdaive Risk. Information is
given that alows reeders who wish to caculate Rete Retios.
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Odds Ratio:
One way of esimating the Rdative Rik. In a 2X2 table, with cdls ab,c,d, the Odds

Rétio is calculated by ad/be.

Adjusted Odds Ratio:

When the effects of a number of variables are examined together (for examplein a
multiple logidtic regresson analyss), the Odds Ratio for eech variable, taking the
effects of the other variables into account, is the adjusted Odds Rétio.

Risk Difference:

Therisk difference isthe rate in one group minus the rate in ancther group. For
example, if the rate of usng government hedth servicesis 14% in one group of
households and 9% in ancther group, the risk differenceis5%. Therisk differenceis
useful for planners, asit forms part of the calculation of the potentid benefits, a a
population leve, of different interventions. To usethe risk differencein thisway, itis
necessary to take into account other varigbles that aso affect the outcome in question.

Proportion Requiring Intervention (PRI):

When deciding how much population benefit could be achieved by a particular
intervention, it is important to know what proportion of the population could be
expected to benefit — that is, those that have an unfavourable leve of the factor to be
modified. For example, when estimating the likely improved satisfaction among
hedth service usars that could be achieved by making medicines more available, it is
necessary to know how many sarvice users presently do not receive medicines from
the hedlth service.

95% confidenceinterval:

A measure of the accuracy of an estimate, based on the normd digtribution curve.
Thetrue vaue has a 95% chance of lying between the upper and lower vaues of the
95% confidence interva. The confidence interva indicates what how much bigger or
gmdler thetrue value could be. It isaso anindicator of Satistical sgnificance. If the
95% confidence interval of an Odds Ratio does not include 1.M0 (that is, itisentirdy
above or below 1.00), then the association represented by the Odds Ratio is
datigticdly sgnificant at the 5% level.
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INTRODUCTION

Thisisthe second cycdle of the Service Delivery Survey (SDS) monitoring process for
HPSP, part of the recurrent monitoring planned during the five year period of the
programme. Thefirg cycle of the SDS - the basdine survey - was carried out at the
beginning of 1999 (Cockeroft et d 1999).

The survey provides updated informetion on the utilisation, experience and
perceptions of hedth services by the population of Bangladesh. 1t generates dataon a
number of key indicators that are being tracked as part of the HPSP programme. This
will dlow monitoring of the programme effectiveness, particularly its effectivenessin
making health and populaion services more responsive to users and more locally
accountable.

A number of indicators dready covered by the basdline survey are again measured.
Some of those estimated in the basdine SDS do not require re-measurement o soon,
and others are recently available from other sources (such asthe recent DHS). Inthis

second cycle of the SDS process, there is a specid focus on severd aress. These
specid focus isaues have been identified, on the one hand, from the findings of the
basdine survey and, on the other hand, from discusson with key playersfollowing
the basdline survey and taking into account priorities in the HPSP.

Availability of medicines
In the basdine survey, the non-availahility of drugs from government hedith facilities
was amgor complaint of patients and was strongly related to the satisfaction of
sarvice users, when other factors were aso taken into account.

Experience and perceptions of private and NGO health services
Feedback on the basdline survey findings indicated an interest to assess the experience
and saiisfaction with private and NGO hedth services as well as government services.

Violence against women
Severd commentators on the basdline survey expressed an interest in examining the
issue of violence againgt women in some way.

Delivery and accessto EOC
A suggedtion after the basdline survey was to incdude something about women's
accessto EOC and the decisiorrmaker in the household about ddivery care.

Views of service providers
In the basdline survey, only afew service providers were interviewed. 1t was pointed
out in discussion of the findings of the basdline survey that it would be ussful to hear
the views of alarger number of service providers.

Behaviour change communication (BCC)

One of the indicators for monitoring of the HPSP concerns the process of BCC.

Community participation
Many commentators on the basdline survey findings stressed the importance of
continuing to assess community participation in hedth and family planning services.

Community Clinic Groups and Community Clinics
Thereis consderable interest in assessing the progress of thisinitiativein the 218
rurd communities thet are part of the SDS sample.

Thefieldwork for this second cyde of the SDS was completed by 15 October, with
data entry and cleaning completed by 30 October. A preliminary report covering key
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findings was submitted on 13 November in time to provide an input into the HPSP
Annud Performance Review and Mid Term Review. The preiminary report
described the frequencies of important variables, examined in terms of poverty status
and gender. Some important relationships between outcomes and possible
contributing factors were aso presented in this report, but more detailed andlys's of
these relationships to exdude confounding and investigate effect modification by
other variables has since been undertaken. Most of the findings presented in the
preliminary report were from the household questionnaire and the questionnaire to
government hedlth service workers.

A further piece of the work in the survey process has been undertaken since the
preiminary report: the presentation and discussion of some important findings from
the household survey in gender-specific focus groups in the sample of 218 rurd
communities, and the presentation and discussion of key findingsto upazilahedth
management teams in a sub-sample of 24 upazilas. Thistook place between 21
November and 10 December 2000. Quditative information from these community
and service-management Sources gives ingghts into the quantitetive findings.

This report indudes findings from interviews with key informants, inditutional
reviews, focus groups and upazilamestings, which are not covered in the preiminary
report. It dso indudes the findings of the more detailed andlysis of rdationships
between important outcomes and possible contributing factors.

Dhaka
February 2001
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METHODS

The second cyde of the SDS follows the same methodologicd gpproach asthe
basdine survey. This gpproach - the CIET methodology — goes beyond asurvey to
produce indicators, important as these may be for monitoring a programme or
intervention. It dso amsto produce information revant to planners and programme
managers, andysed in away that suggests what programme interventions might help
to improve a Stuation; it is a support for evidence based planning (Andersson 1996).
Annex 1 summarises the CIET methodologica gpproach.

The survey sample

The survey sample for the basdine SDS was drawn in collaboration with the
Bangladesh Bureau of Statigtics (BBS). It is a multi-stage, sratified, random, cluster
sample. It isintended to give representation of the Sx divisons and of sample
upazilas within the divisons, for rurd stes. Since the HPSP has afocus on rurd
aressthe main focus of data collection isdso rurd Stes. Of the 248 sample Sites 30
(12%) are urban Stes, from the Statistica Metropolitan Aress of Dhaka, Rgshahi,
Khulnaand Chittagong. This gives enough datato dlow rdigble estimetes for the
metropolitan urban stes. An important reason for including some urban stesisthat,
with appropriate weighting, it allows comparison of certain indicators a nationd leve
from this survey with the same indicator from other sources. It could otherwise be
confusing as readers of the report may not recognise that the figures were derived
from an entirdy rurd ssample.

For the main rurd sample upazila representation was chosen, rather than attempting to
represent al 64 didricts, or even to represent the  greater didtricts , because the
upazlaleve isafunctiond unit under the HPSP (for examplein the Locdl Leve
Panning initiative). This sample design dlows results to be declared & nationd

leve, & divisond level and a upezilaleve for the sample upazilas representing each
divison. A further advantage of this design isthat it can dlow upazilaleved findings
to be disseminated and discussed with rlevant stakeholder groups a upazilaleve.
This can make a meaningful contribution to stakeholder participation at locd leve

and to Locd Leve Planning (LLP), both aspects of the HPSP.

The sample size is about 25,500 households in 248 Sites (each Ste of around 100
households): 218 rurd Stesin 44 upzilas and 30 metropolitan urban Stes. For this
second cycle of the Service Delivery Survey, 25% of the whole origind sample was
randomly resdected in collaboration with the Bangladesh Bureau of Statigtics. This
dlows assessment of any possible Hawthorne effect (due to repest visitsto the same
sites). If such an effect is denondrated it can be taken into account.

The sdlected upazilas and unions and villages within each upazila for the rurd sample

and the metropolitan sample wards in this second service ddivery survey are shown
in Annex 2.
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Data collection instruments

In the cross-design gpproach used in the CIET methodology, severa data collection
ingtruments are required. Suitable instruments were developed for the basdine SDS,
drawing on those used in Smilar surveysin other countries, and basad on strong locd
input from people knowledgesble about the Stuation of hedth and family planning
savicesin Bangladesh, aswell asthe process and ams of the HPSP. In this second
cycle, the ingruments built on those of the basdline survey, omitting some areas not to
be covered in this cycle because they are aready covered elsewhere or because they
do not need to be remeasured so soon.  The ingruments were modified and enhanced
to take into account the specia focus areas defined for this second cycle and
comments an the basdine survey. The ingtruments ddiberatdly retain a common core
with the basdine survey in order to dlow tracking of certain indicators over time.

The insruments are shown in Annex 3.

Thislig of indicators for the second cycle of the SDS, deveoped in conjunction with
the review of the overdl lig of indicators for monitoring of the HPSP, isshown in
Annex 4. In some aspects, such as dient satisfaction and experience of services, the
indicators collected in the SDS go beyond the minimum summary set of indicators for

the HPSP monitoring.

Household questionnaire

Thisisthe main insrument for quantitetive data collection. It isintended to be
administered in about 20 minutes to each household. Part of the interview iswith a
respondent (mae or femae) on behdf of the whole household. Another part iswith
each married woman (aged 10-49 years) in the household; and afurther part is about
eech vist to public or private hedth servicesin the last month by any member of the
household, to be administered to the person who used the service whenever possible,

or to aproxy if necessary.
Quedtionnaire for service providers

Thisisasdf adminigered indrument completed by hedth service providers a upazila
level (Medicd Officers, Resdent Medicd Officers, Nurses, Family Welfare Vistors,
Hedlth Inspectors, Pharmacists and Storekeepers), a union leve (Medicd Assgants,
Family Wefare Vistorsand SACMO's) and a community level (Hedth Assstants
and Family Wdfare Assgtants). It consists of a series of questionsrelated to the
experience, training, problems and opinions of service providers. The questionnaire
was entirdy saf -administered by workers a upezilalevd, but interviewers hd ped
with the completion by workers at union and community leves.

Ingtitutional review schedule

Theinditutiond reviews congs of an interview with the service provider in charge of
the facility as well as observation of the facility according to the schedule. In the case
of the UHC and the UHFWC, the main areas covered in the indtitutiona reviews were
medicines supply, arrangements for dedling with injuries to women possibly dueto
violence, EOC arrangements, and charges made at the facility. In the case of

MOHFW & CIET 4



Community Clinics, the community service worker (HA or FWA) was interviewed
about the progress with the dinic covering the survey site.

Key informant interview schedules

Severd key informants were interviewed:

a) A community key informant (the Chairman or a member of the Commurity Clinic
Group if available or another knowledgeable person in the village, such as ateacher
or ardigious leader) for eech gte. This person were interviewed to give information
about the Ste in generd, including information about the type of hedth care providers
available, aswell as specific information about the Community Clinic Group if there
isone.

b) A member of the Union Parishad that covers each Ste. Thisinterview includes
information about the functioning of the UP as well as about progress with the
Community Clinic.

¢) The Upazila Hedth and Family Planning Officer (UHFPO) in each of the 44
sample upazilas. The UHFPO was asked about rlevant palicies in the upazila, about
opinions on agpects of the HPSP and about progress with the Cammunity Clinicsin
the upazla

Focus group discussion guides

In each of the 218 rurd survey stes of about 100 households, two focus groups were
held: one of women and one of men. The focus group discusson guides are used to
fecilitate the discusson in the groups, not necessarily in the order written but ensuring
thet al agpects are covered in the group. The discusson guides include summaries of
the key findings from the household interviews, as found in the rdlevant upazila

Each group discussion includes 810 participants, afacilitator and arecorder. The
facilitator moderates the discussion, ensuring that dl participants give their views,
seeking group consensus or noting areas of disagreement. The recorder notes down
the views expressed, induding rdevant verbaiim quotes, as wel as important non-
verba issues (for example, if the participants are angry about any issues).
Immediately after the group discussion, the facilitator and recorder together complete
afar copy of the discusson record, using the notes made during the discussion.

Training
Main household survey

For the main household survey, severd leves of training took place, for fidd
coordinators, for supervisors, and for interviewers. More supervisors and
interviewerswere trained than were actualy needed, so that any who did not do well
enough in the training were not used in the data collection teeams. Training manuas
were developed for the different survey insruments to be used in the training courses
retained by the teams for reference while in the fidd.
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Traning in Dhakatook place between 10 and 14 September 2000. Training for
interviewersin other centrestook place from 17-19 September 2000.

Field coordinators

These four people had two days of initid traning and orientation, then participated in
the five daystraining for supervisers and interviewersin Dhaka. Thefidd
coordinators then led the training for interviewersin Rgjshahi, Khulnaand

Chittagong.

Team supervisers

These 30 people (two per team) were all trained in Dhaka. They had three days
training with the interviewers for Dhaka teams, followed by an additiond two days
training specificaly for supervisers.

Maleinterviewers

These 15 interviewers (one per team) had specific responsbility for collecting data
from upazilaand union leves to go with the information collected from householdsin
the sample Stes They were dl trained in Dhaka, with three days training with the
other interviewers and an additiond day to cover the other instruments to be used to
collect data from upazilaand union levels

Main interviewers

Theinterviewersfor the teams covering Dhaka divison were trained in Dhaka - a
totd of 36 from Sx teams. Their training took place dongdde the supervisars. The
training was over three days, including practisng the household questionnare in non-
sample stes outsde Dhaka. The interviewers for teamsin other areas weretrained in
Rgshahi (4 teams), Khulna (3 teams) and Chittagong/Sylhet (3 teams). Thistraining
took place the week after the Dhakatraining and the superviserstrained in Dhakatook
part in thetraining of the interviewersfor their areas. Each of these divisond training
courses was led by the rdevant fidd coordinator. Aswith the Dhakatraining for
interviewers, the three day training included a day for fidd practice with the
household quedtionnaire.

Codersand data entry clerks

Seven coders for data entry of the quantitative instruments were trained for one day.
Two data entry supervisors were dso trained at the sametime: each onewas
subsequently in charge of supervising one of the two shifts (onein the morning and
onein the afternoon) of dataentry. A tota of 24 data entry clerks were trained for
one day. They al had previous data entry experience and severd had worked on the
basdine service ddivery survey. CIET personne conducted dl training for coders
and data entry derks, ensuring acommon high standard.

Focus groups and upazila mesetings
Training for this part of the suney took place after the main quantitetive data

collection and prdiminary andyss. Separate training for the focus group field
coordinators, facilitators and recorders took place in Dhakain November 2000.
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Field coordinators
FHve fidd coordinators had three days of training (13-15 November 2000), to

familiarize them with the key findings of the household survey and train them in the
techniques of fadilitating and recording focus group discussions, induding fidd
traning. Mog of the field coordinators hed been involved with the household survey.
They were d0 given training in moderation of the meatings of upazila hedth

management teams.

Facilitators

Teams of four facilitators were trained for three days in Dhaka (17-19 November), by
the fidd coordinators and CIET personndl. Each team comprised two women and two
men. The fadilitators were drawn from the team supervisers and in the household
survey. Training included familiarization with the findings of the household survey

and practicein fadlitation and recording of focus groups, induding afield practice.

All weretrained in both fadilitation and recording of focus group discussons.

Data collection

Main household survey

There were four field coordinators, each responsible for 3 to 4data collection teams
covering Rgshahi divison, Khulnaand Barisdl divisons, Sylhet and Chittagong
divisons, and Dhaka divison. Thar responghilitiesinduded training, logigic

agpects and technica support for the teams. The field coordinators functioned asthe
key points of contact between the centrd team and the data collection teams.

Therewere atotd of
15 data collection
teams, congsting of 2
upervisors (1 mae, 1
femde), 6 household
interviewers (dl
except 2 of the 90
interviewerswere
femde), and one mde
interviewer. Most of
the supervisorsand
over hdf of the
interviewersinthis
second SDSwere
members of the data
collectionteamsin Figure 1. Interviewers and supervisers for the survey
thebasdine SDS.

New team members were sdlected on the basis of previous field data collection
experience.

Each team covered three upazilas (15 rurd stes) and some additiona urban Stes.
The 15 teams worked smultaneoudy in different parts of the country, organised into
groupsof 3-4 teams for each field coordinator. In eaech Ste, the teamof interviewers
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covered approximately 100 households in one day, accompanied and checked by at
least one of the supervisers. The mde interviewers were responsible for the
inditutiona reviews, the key informant interviews and digtributing questionnairesto
hedth service providers. Data collection took place between 17 September and 15
October 2000.

Focus groups and upazila mesetings

This second phase
took placefrom 21
November to 13
December 2000.
Nine teams of four
facilitators (two per
coordinator except
in Sylhet, with only
oneteam)

undertook two focus
group discussionsin
each community
induded in the
household survey
(one group of
women, one of men). It was not possible to hold focus groupsin two communitiesin
Keakhdi upazilain Chittagong, for security reasons. So atota of 432 focus group
discussons were hed. Femae focus groups were facilitated by femae facilitators and
ma e focus groups by mde fadilitators. In 24 upazilas the fidd coordinators

facilitated a meeting of the upazila hedlth management team.

Figure 2. A community focus group of men

Data coding, entry and deaning

The team of coders processed the completed household questionnaires. The responses
to openrended questions were coded using codes derived from codes used for the
1999 basdine SDS survey and from responses from thefirst Stes. Data entry was
programmed using Epi Info verson 6 (Centers for disease control and surveillance,
1994). Daafrom the household questionnaire, Service Provider Questionnaire, Key
Informants Interviews, and Inditutional Reviews were dl entered twice and vaidated
using the Epi Info Vdidate programme. Further logica checks on the dataset were
undertaken, with cross-checking againgt the completed questionnaires and correction
as necessary. Data entry started soon after the fieldwork and took place in tandem
with the data collection, so that data entry was completed by the 25" of October.
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Analyss

Andysswas being undertaken using Epi Info and SPSS satisticd packages. The
main andyss employed Epi Info, for smple frequencies, univariate associdions, and
dratification to examine confounding and effect modification. The Epi Info
programme CSAMPLE was used to caculate the weighted percentages of indicators
a nationd level. Nationd percentages given in the report are shown weighted, unless
dated otherwise. In practice, there was very little difference between the weighted and
unweighted percentages, since the sample digtribution was close to the population
digtribution. The SPSS package (SPSS Inc) was used for andysing multiple responses
questions, combining the responses to give overdl percentages. The SPSS package
was dso used to perform multiple logigtic regression to look a combined effects of
severd variables on outcome variables of interest.

Asociaions are expressed in terms of Odds Retios with their 95% confidence
intervas. In addition, Risk Differenceis used to caculate the potentid population
benefits of interventions on outcomes of interest. (See section on Abbreviations and
Glossary of Terms above).

MOHFW & CIET 9



FINDINGS

The evidence base

As described in the Methods, Information was collected from:
information was collected from . 25473 households

anumber of different sources - 124852 people

in the survey process: from - 19,593 health services users
households in rq)rmajve - 24,529 married women aged 10 - 49
communities, from people - (24,446 married women aged 15 —49)
within the households who hed - 1,962 service providers

used hedlth servicesin the last - 43 UHFPOs

month; from married women - 215 UP Chairmen (or deputy)

aged 10-49 yearsin the . 215 Community Group Chairmen or
households; from service other community representative
providersin the 44 upazilasin . 41 UHCs

the rurd sample; and from key . 172 UHFWCs

individuals and ingtitutions a . 195 local health workers (HA/FWA)
upazila, union and community

levels.

Households in the sasmple

The shape of the population

pyramid of this second 7579

cycle sample population is 60-64

smilar to that of the 1999 =

basdine SDS sample. Both £ 45-49

are very smilar to the o

shape of the population © 30-34

pyramid in the Bangladesh 15-19

Demographic and Hedth

Survey (DHS) 1996-1997. 0-4 : .
A fifth (20%, -12000 -8000  -4000 0 4000 8000
24,446/124,8|35) of the Emale Ofemale

sample aionare

rna’ll’:l)ledp\)l?lgunel’l aged 1549 years. Figure 3. Age and gender distribution of the
Theproportion of children under 5in samnle hotisehaold nantilation

the sample is 12% (15,139/124,835), which is dso smilar to the 1999 SDS basdine
survey (11%), and the Bangladesh DHS 1996-1997 (13%) .

The digribution of the sample populaion by age and gender is shown in Figure 3.
The sampleindudes atotd of 25,473 households covering dl six divisonsin the

country. The digtribution of the sample by divison and metropolitan areesisshownin
Taole 1.
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Table 1 Distribution of households and mean household size by division and metropolitan

area

Division/Metropolitan areas No. of households Mean household size
Barisal 2068 5.02
Chittagong 4014 561
Sylhet 1539 5.68
Dhaka 6173 4.89
Khulna 3094 4.67
Rajshahi 5513 4.33
Chittagong SMA 719 5.21
Dhaka SMA 1838 4.65
Khulna SMA 311 4.84
Rajshahi SMA 204 4.53

Household size

The mean household Sze is 4.90 people. The variaion in mean household Sze by
divison and metropolitan areaisshown in Table 1. The highest household Szeisin

Sylhet and Chittagong.
Household heads

Some 92% (23310/25473) of the household heads in the sample are mde, with a
mean age of 42.9 yearsold. Some 46% (11989/25457) of the household heads are
reported to be literate. Household heeds of very poor households (annud income
below Tk 23,899) are more likely to be illiterate compared with heads of less poor
households®. Male household heads are more than twice aslikely to be literate,
compared with femae household heads?

Household respondents

The mgority (86%, 21891/25469) of the household respondents are femaes.
Interviews for the household information were conducted with an avallable adult
(over 15 years old) household member & the time of the vigt, whether mae or
femde. Thetime of theday of the vist and the fact that dmost dl of the household
interviewers were femae may have lead to more femae household members
answering the questions for the household.

About 70% (17754/25451) of the respondents were the wives of the household heads.
Thisis followed by the household head himsdf/hersdlf (18%, 4506), the daughter or
the daughter-in-law (5%, 1332), and the mother of the household head (3%, 664).

1 5017/7111 (719%) vs 8362/18173 (46%) Odds Ratio 2.81 (95% Cl 2.65-2.99).
2 11367/23297 (49%) vs 622/2160 (29%). Odds Ratio 2.38 (95% Cl 2.13-2.63)

MOHFW & CIET 1



Economic status of the households
B Pucca ESemi-pucca OKutcha-1 OKutcha-2
Type of house construction 9%
The condruction of the housesin the 8%
survey was divided into four types— 33%
pucca, semi-pucca, kutcha-1, and kutcha
2. (Fgure 4). Pucca houses have atin or
other solid roof, brick or concretewals,
and aconcrete floor. Semi-pucca have
one of thesedementsmissing. Kutcha-1

houses have athatched roof and solid 50%
brick walls. Kutcha-2 houses have

thatched roof and bamboo or jute-stick Figure 4. Economic status by house
walls. The type of house has been taken as consinetion

an index of economic gatus of the household. A third (33%, 8229/25449) of the
houses in the sample are the poorest, Kucha-2 houses.

Annual household income

The median annua household income of the sampleis Tk 35,000. Households with
an annud income of Tk 23,898 or less were defined as extremedy poor. Thisis based
on the 1994 leve for extreme poverty of Tk 18,785 from BIDS (Rahman & d 1998),
adjusted for inflation. By this definition, 28% (7116/25300) of the householdsin this
survey are categorised as very poor. The household income was estimated on the
basis of aresponse to asingle question on tota annud income. It is possible that

households may have underestimated SMAS

their income, so inflaing the

proportion in the very poor category. Rajshahi

But there is no reason to expect any Khulna

egimation error to be biased. The Ohaka

households classified as very poor by

this method do show some important Sylhet

differences from less poor households Chittagong

in relation to their accessto and Barisal

experience of hedth care (see later

sections). Households with avery low 0%  10% 20% 30% 40% 50%
household income are much more Figure 5. Proportion of very poor households
likey to live in kutcha-2 houses than by division

those with a higher income®,

There are high proportions of very poor households in Khulna (46%o, 1406/3066) and
Rgdhahi (44%, 2414/5485), while the lowest proportion in the rurd aressisin Sylhet
(17%, 258/1539). (Figure 5). The proportion of very poor households in metropolitan
gtes (7%; 204/3028) is much lower than the proportion in rurd Stes (31%;
6912/22272). Households with afemae head are more likely to be very poor then
those with amale head".

% 3667/7112 (529%) vs 4514/18164 (25%). Odds Ratio 3.22 (95% Cl 3.04-3.41)
4 755/2144 (35%) Vs 6361/23156 (28%). Odds Ratio 1.43 (95% Cl 1.30-1.59)
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Household opinions of health and family planning services

Opinion of government health and family planning services
All the households Were asked their opinion Bgood Bneither nor Obad Odon’t know
about the government health and family 1% 10%

planning services, whether or not any
household members had used the services
provided by the government in the last month.
These ratings therefore include non-users of
the government services as well as users.

48%

A tenth (10%; 2467/25429) of the household

respondents think thet the qudlity of Figure 6. Household opinion about the
government hedth and family planning quality of government health and family
savices is good (Figure 6). About half planning services

(48%) sad it is neither good nor bed, and

41% (10164) think that the hedth and family planning services provided by the
government are bad. There was no difference in opinion of the service between mae
and femde respondents. Respondents from  households who used government hedth
savicesin the last month are somewhat more likely to rate government hedlth and
family planning services as *good’, compared with respondents from households that
did not use the sarvices in the last monti.

B Good EINeither good nor bad OBad ODon't know

Compared with the 1999

basdine SDS, the proportion of

households who think that the 1999
government hedlth and family

planning services are good has

decreased from 37% to 10%

(Figure 7). The proportion of 2000
those who think that | : : : : :
government hedlth and family 0% 20% 40% 60% 80% 100%
planning services are bad has

only increesed from 37% in early
1999 to 41% in this survey but
the proportion thinking they are
“neither good nor bad” hasincreased from 23% to 48%. Thus there seemsto have
been ashift in public opinion about government hedth and family planning services
from “good” in the 1999 survey to “neither good nor bad” in the present survey. This
could be agood thing if it reflects that the public is becoming more demanding of a
quality service.

Figure 7. Household ratings of government health
and family planning services in 1999 and 2000

5 451/3771 (12%) vs 2015/21276 (10%). Odds Ratio 1.30 (95% Cl 1.16-1.45)
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Per ceived problems with the gover nment health and family planning
SErvices

Househol ds were asked about problems they perceive in government hedth and

family planning services. Thiswas an opertended question, and up to three answers

were recorded per household. The problems identified are summarised in Table 2.

Table 2 Commonly identified problems in Government Health and Family Planning Services

Issues No. (%) of respondents

Lack of/poor quality of medicines 14621 (58)
Bad service 10098 (40)
Bad staff attitude 6276 (25)
Difficult to reach 4785 (19)
Have to pay for meds/expensive 4263 (17)
Lack of docs/nurses/specialists 3561 (14)
Lack of different services 3478 (14)
Dirty, poor equipment/facility 3399 (13)
Doctors not available 3178 (13)
Extra payments to doctors/workers 3091 (12)
Too few beds/lack of facilities 1886 (7)

Lack and poor qudity of medicines is the most commonly identified problem with the
government heglth and family planning services. Thiswas dso the most commonly
cited problem in the basdine SDS survey in early 1999. There was no differencein

the pattern of problemsidentified by gender of the respondent or by poverty status.

I mprovements suggested for government health and family planning
services

This was adso an open-ended, multiple response question. Asin the 1999 basdine
survey, more medicines and better quaity medicines are the most common

suggestions from the households (Tade 3). Again, there were no apparent differences
in suggestions by gender or poverty satus.

Table 3 Improvements suggested for government Health and Family Planning Services

Issues No. (%) of respondents
More/better quality medicines 11260 (44)
Better service 7803 (31)
More docs/nurses/specialists 7088 (28)
Freeffixed /price medicines 5571 (22)
Better staff attitude 4932 (20)
Clean facilities, better equipment 4201 (17)
More beds and facilities 4188 (17)
More different services 3745 (15)
More accessible facilities 2118 (8)
Better availability of doctors 1839 (7)
More female doctors 1348 (5)
Stop extra payment to doctors/workers 1187 (5)
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Opinions about private and NGO health care services

As shown in Figure 8, a quarter (25%;
6173/24997) of the housahold I'ESJOHdGﬂS Bgood Hneithernor [Obad Odon’t know
consider private/NGO hedith care fadilities 0% 8
as good, about two thirds (63%; 15711)
sad that they are neither good nor bad,
and atenth (10%; 2479) consder they are
bad. Some 3% (634) did not know about
the qudity of privatle/NGO hedth care
fecilities. No difference in responses was
found by gender of the respondent. Very
poor households are dightly more likdy 62%
231 IeSplc,])g; h : dsto rggd%rivae Figure 8. Household opinion about
NGO thsavicesas g ’ private and NGO health services
The definition of private and NGO hedlth care services was left up to the household
respondents for this question. Therefore, this category of private hedlth care services
indudes dl private hedth care providers, both qudified and unqudified, aswel asdl
NGO providers.

25%

Per ceived problemswith private and NGO health care services

An opentended question was asked about perceived problems with private and NGO
hedlth services available to the households. Up to three answers were recorded per

household.

Problemsidentified are summarised in Table 4. There were no differencesin patterns
of response to this question by gender of the respondent or poverty satus of the
househald.

Table 4. Commonly identified problems of private and NGO health care services

Issues No. (%) of respondents
Have to pay for meds/expensive 10146 (41)
Bad service 8202 (33)
Lack of docs/nurses/specialists 7920 (32)
Lack of different services 5881 (24)
Lack of/poor quality medicines 4405 (18)
Extra payments to doctors/workers 2689 (11)
Difficult to reach 1898 (8)
Dirty, poor equipment/facility 1862 (8)
Too few beds/lack of facilities 1759 (7)
Bad staff attitude 1500 (6)

6 1876/6745 (28%) Vs 4269/17452 (25%). Odds Ratio 1.19 (95% Cl 1.11-1.27)
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I mprovements suggested for private and NGO health care services

Improvements suggested by households for privaete and NGO health care servicesare
summarised in Table 5. Thisisamirror image of the problems raised about private
and NGO hedth care services by the households. There were no differencesin
patterns of response to this question by gender of the respondent or poverty status of

the household.

Table 5. Improvements suggested for private and NGO health care services

Issues No. (%) of respondents
More doctors/nurses/specialists 11309 (46)
Freeffixed price medicines 9884 (40)
Better service 5813 (24)
More different services 4312 (18)
More/better quality medicines 4095 (17)
Clean facilities, better equipment 2242 (9)
Don’t know 2030 (8)
More female doctors 1718 (7)
Better staff attitude 1628 (7)

Willingness to pay for improved government health services

Three quarters of the household respondents (75%; 19133/25410) sad they are
willing to pay (or pay moreif dready paying) for improved government health and
family planning services. Mae household respondents are somewhat more likely than
female respondents to say they are willing to pay’. Respondents from very poor
households are less likdly to say they are willing to pay, compared with respondents
from less poor households®. Among very poor households, two thirds are willing to
pay.

Compared with the 1999 basdine
DS survey, the proportion of the
households who say they are willing

The proportion of households willing to pay for
improved government health services has
increased from 55% in 1999 to 75% in 2000.

to pay for improved government
health services has increased from 55% to 75%. There was aminor differencein the
wording of the question in the second survey, to make it clear that the issue was about

paying moreofficially.

Amount willing to pay for theticket

Among those who are willing to pay, the median amount respondents are willing to
pay for theticket isTk 5. Thisisthe same amount asin the 1999 basdine SDS
survey, and it does not differ by gender or poverty gatus.

Amount willing to pay for admission

Among those who are willing to pay, the median amount respondents are willing to
pay for admisson is Tk 15 (vs Tk 20 in the 1999 survey). Very poor householdsare
willing to pay less (Tk 10 vs Tk 15) and women are willing to pay less than men (Tk
15vs Tk 20).

7 2785/3567 (78%) Vs 16347/21839 (75%). Odds Ratio 1.19 (1.10-1.30)
8 4742/7095 (67%) vs 14300/18142 (79%). Odds Ratio 0.54 (0.51-0.57)
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Household accessto and use of health and family planning
Services

Home visits by government and NGO health workers

About atenth (9%,; 2275/25459) of households in the survey had at least one
government hedlth or family planning worker vigt their homesto provide sarvicesin
the last month. These home vidits do not include hedth workers visits to houses
smply to inform them about EPI centresand satdllite dinics. Thereis no difference
between very poor and less poor households in their likdihood of being visited by a
government hedth worker in the last month.

In addition, asmdl number of home visitsin the last month from NGO fiddwor kers
(102) or privete hedth providers (38) were reported by households.

This proportion of households reporting a home vist in the last month is lower then
expected, given the intended frequency of visits from government hedth and family
planning service providers. Thereis variation between upazilas across the country,
with up to athird of households having a home vigt from a government hedth or
family planning worker in the last month in afew upazilas. The low frequency of
home vigits found here merits further investigation.

Purpose of thehomevisits

More detalls of the home vigts
were reported for some 2259
home vigtsin the lag month.

OFP
O Immunisation

O Treatment Nearlv all of th ;
ealy dl of these werefrom

[ Health ed

EANC government health workers (94%;

B Check up 2120/2257), with afew from

NGO workers (4%, 94), private
doctors (0.5%,13), or traditiona
prectitioners, mainly dais
(19,30). The purpose of the
home vigtsisillusrated in Figure
9. The most common purpose of

Figure 9. Purpose of reported home visits the home visit was family planning
(60%; 1321/2191), followed by

immunization (23%) and treatment (8%).

In the great mgority of these reported home visits, the person in the household using
the service was femde (88%; 1978/2257). Nearly afifth of the vists werefor
children under five years old (19%; 433/2259) and virtudly (99%) dl were for people
in the household below 50 yearsold.  For femades aged 15 years and over, more than
three-quarters of the vists were for family planning (77%; 1297/1682).
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Use of government health facilities

Some 14% (3800/25467) of the househdds hed at |east one member who had visted a
government facility, for any purpose, in the last month.

Modt of thevisitsto government fedilities Around one in ten households has a
were for trestment of illness. For treatment member who has visited government
of illness, 11% (2768/25467) of the health services for treatment in the last
households had at least one member who month.

hed visted a government hedth fadility in

the last month. This figure compares with 13% of households that had at least one
member who visited government hedth facilities for treatment of ilinessesin the last
month in the basdine SDS in early 1999. Thusthereis no evidence o far of any
increase in the number of households using government health services for trestment
of illness

Which households use gover nment health and family planning facilities?
Households with afemde head are dightly less likely to have visited a government
fadility in the last month than households with amale head®. But thereisno
difference between mde and fema e headed households when only visits for trestment
are consdered. Thereisno reationship between literacy of the household heed and
the use of government hedth facilities in the last month.

Very poor households are less likdly to use government hedith fadilities compared
with less poor households. When vists for dl purposes are consdered, some 16% of
less poor households visited government hedth fadilities, compared with only 12% of
very poor households'®. When only visits specifically for treatment of illness are
congdered, thereisa amilar difference between less poor and very poor
houschalds™.

How does poverty affect accessto services?

In community focus groups (See Annex 7), p .

L I you go to the doctor wearing a
Lh;ft'mg%m? Ue Ofr gOVI eml mlds lungi, the doctor will not give you

e.y oo treatment.”

Was_pr&aented and discussed, aswell as Male focus group, Boalmari
possible ways to help very poor people
meke more use of government hedth _ _
fadilities The most common theme raised “There is a lot of difference between
was not directly economic, but rather the the rich and the poor. For being poor
way they fed that poor peE)pI eae we have committed a sin. Allah gives us
discriminated against and treated badly in diseases and Allah will cure us.”
the government fadilities (mentioned by
83% of mdegroupsand 79% of femde Male focus group, Austagram

groups).

® 276/2161 (13%) vs 3524/23306 (15%). Odds Ratio 0.82 (95% CI 0.72-0.94)
102910/18178 (16%) vs 872/7116 (12%). Odds Ratio 1.36 (95% Cl 1.26-1.48)
12085/18173 (12%) vs 665/7116 (9%) . Odds Ratio 1.26 (95%Cl 1.14— 1.38)
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Another common theme was the
fact that at the government hedlth
facilities they do not get trestment
and/or medicines without money
(58% of male groups and 65% of
femde groups). Some groups o
mentioned that people who arerich
and influentia are ableto spend
money in the facilities and get
good trestment and medicinesasa
result. About haf the groups
uggested that poor people do not
go to government hedth facilities
because medicines are not
available a not in adequate

“1 went to the hospital to get medicines for
stomach pain. They did not give me any
medicines. They wanted money from me but 1
did not have money, so they did not give me
medicine. If we have to buy medicines from

the hospital then it is better to go directly to

the pharmacy.”
Female focus group, Islampur

“The hospital is far away and it costs a lot to
travel there. We can easily buy medicines
from the village doctors with this money. We
spend money to go to the hospital but we
don*t even get medicines there, so why should

amount or because no free
medicines are given. Morethana

we go to the hospital.”
Female focus aroun. Tazmuddin

quarter of the groups mentioned

that the hedlth facility was too far from their village with poor roads and transport to
the facility. Poor people cannot bear the trangport codts or loss of earnings.

The sameissue (low use of government hedlth facilities by the very poor) was
discussed with the hedth managers and staff in 24 of the sample upazilas (see Annex

“People who are very poor are usually illiterate
and lack knowledge; they are ignorant about
government hospitals.”

Upazila meeting, Nawabganj

“Actually in the hospitals they should get good
behaviour and get medicines - there's a lack

of these things so they don"t come.”
Upazila meeting, Chhatak

8). A common perception of why
poor people do not use government
hedlth facilities was lack of
awarenessand hedth
CONSCiOUSNESS among poor people;
thiswas mentioned in dl 24
mestings. Some of the same
themes raised in the community
focus groups were dso raised in the
upazilamedtings. problemswith
medicines avalabiity and qudlity;

distance from villages and problems with transport expenses, and bad gtaff attitudes
and behaviour towards poor people (this was mentioned in haf the meetings).

Improving access for the very poor

When asked for ther ideas about how very poor people could be helped to attend
government hedth fadilities, community focus groups (see Annex 7) predictably
cdled for better behaviour and attitudes of service providers, more availability of

medicines and more doctors and nurses, as well
as fadilities nearer to ther villages. Nearly haf
the groups (48% mde groups, 40% femde
groups) cdled for better monitoring and
supervision of the service providersto ensure
they gave good qudity serviceto dl.
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monitor the service workers.”
Male focus group, Paikgachha




“We health service providers should change our
mentality. Our behaviour should be a health care

Therewaslivey discusson in
upazlamestings about how to
increase the access of very poor

service, it should not be commercial.” - -
Upazila meeting, Barura people, in particular, to

Annex 8). Common themes were about informing the public what to expect, and
improving the behaviour and attitudes of service providers, largdy through additiona
training. 1N some upazilas the idea of specid treetment for people identified as being
particularly needy was mentioned, for example usng ID cards.

Use of private and NGO health services

Some 43% (10879/25470) of the housgholds had at least one member who visited a
private or NGO hedlth fadility for any purpose in the last month. These private hedith
fadilities and providers incdlude both qudified and unqudified hedlth care providers

In this question about household use d services, the different private and NGO
providers were not considered separately. The experience of these different providers

government hedlth services (see

separaey wes SDUght n qu'esnons _ Four out of ten households have used private
about spedific vidtsto sarvicesand is or NGO health services for treatment in the
described in alater section. last month.

Whileaproportion of vidtsto government facilities were for matters other than
trestment, such asimmunization, family planning etc (see above), dmogt dl viststo
private and NGO hedth sarvices in the last month were for treatment. Some 42%
(10564/25470) of househalds in the sample hed at least one member who vidted a
privaete or NGO hedth service for treetment of illnessin the last month. Inthe 1999
basdine SDS survey, 32% of the households had & least one member who visted a
privete or NGO hedlth service in the last month for treatment of illness. Thus, if
anything, there seems be some trend for increasing use of private and NGO services,
while there is no evidence of increase in use of government health services.

Less poor households are more likely to have amember who visited private or NGO
hedth services for treetment of illnessin the last month compared with very poor
houssholds™®  Households with a literate heed are dso more likely to have used a
private or NGO facility for trestment in the last month, compared with households
with an illiterate heed”. The relationship with poverty persstswhenilliteracy is

taken into account by dratification. The use of these private and NGO hedth services
does nat differ between households with mae and femade heads. Thus poverty is
negatively reated to use of other hedth services aswell as government services, but
the overdl use of these other servicesis some four times higher than use of
government services.

12 8100/18181 (45%) vs 2379/7116 (33%). Odds Ratio 1.60 (95% Cl 1.51 — 1.70)
13 5307/11989 (44%) Vs 5249/13465 (39%). Odds Ratio 1.24 (95% Cl 1.18-1.31)
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Unmet need for health care

Nearly aquarter (22%; 5671/25459)
of households reported &t least one
member who wasill in the last
month but did not seek care from any
source. Some 18% (4723) of the
households had one person who was
ill but did not seek care and 3%
(948) had more than one person
The digribution of age and sex of
those who wereill but did not seek
careis shown in Fgure 10.

age group

-700 -500 -300 -100 100 300 500 700
I Male OFemale

Figure 10. Distribution of age and sex of those
The proportion of households who wereill but did not seek care
with at least one Sck person who did not seek care was 5% in the basdine SDSin
early 1999. Thereason for the higher figure in this second SDSisnot clear. It may
be related, a least in part, to seasond variation in morbidity patterns. The 1999
basdline SDS, conducted in February to March, reflected use of hedth servicesin
January and February; whereas this second DS reflects use of hedth servicesin
August and September.

As ameesure of unmet need for hedth care in households, some 11% (2892/25468)
of households hed at |east one Sick person but did not have any contact with any
hedth care provider (government or private) in the last month. Using this measure,
very poor households are more likely to have unmet need for hedth care compared
with less poor households®. Similarly, households with anilliterate head are more
likely to have unmet need for hedth care, compared with households with aliterate
head®. The rlationship between poverty and unmet need for hedlth careis not
changed when illiteracy (associated with poverty) is taken into account by
drtification.

141001/7115 (14%) vs1868/18180 (10%). Odds Ratio 1.43 (95% Cl 1.31-1.55)
15 1705/13466 (13%) vs 1185/11986 (10%). Odds Ratio 1.32 (95% Cl 1.22-1.43)
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Typesof health and family planning servicesused in thelast
month

Some 19,670 contacts with hedth and family planning services in the last month were
reported in detail from the households. Asfar as possible, informetion about these
contacts was sought from the person concerned, or from the parent if the user was a
child. In cases where the user was not available, the information was sought from
ancther family member on their behdf. Of dl the reported contacts, 2268 (12%) were
home vigits (see section above on home visits) and are not further congdered in the
following sections. Detailed information about experience of the service was sought
for 17,402 vigtsto fadilities and providers.

It is often difficult for household respondents to be sure of the type of hedlth service
fadlity or provider they visted. For example, they may not eesily be ableto
diginguish between a private and NGO provider and may not know if an individud
provider they have seen isa qudified doctor or not. Indeed, thereislittle regtriction
on the use of thetitle ‘doctor’ in Bangladesh and many locd practitioners are not
formaly medicaly qudified. In order to distinguish correctly what type of
practitioner each respondent had visited, we used informetion from knowledgesble
individuas (key informants) in each Ste about the locd hedlth fadilitiesand
practitioners. The interviewers recorded the name of theindividud or facility visted

and the key informant information was then used to categorise whet type of service or
individua hed been visted.

The service provider used among the reported visits to hedth facilities or individua
hedth care providersis shown in Table 6.

Table 6. Service provider for contacts with health services in the last month (excluding home
Visits)

Service provider Number (%) of visits

All purposes For treatment
EPI/Satellite clinic 448 (3) 103 (1)
UHFWC 654 (4) 464 (3)
UHC 2127 (12) 1736 (11)
Government hospital 786 (4) 729 (5)
Urban government facility 20 (0.1) 15(0.1)
Government health worker 474 (3) 124 (1)
Private doctor 4391 (25) 4272 (27)
Private clinic 443 (2) 399 (3)
NGO facility 126 (1) 67 (0.4)
Village doctor 5073 (30) 5012 (32)
Drug shop 2045 (12) 1905 (12)
Dai/traditional practitioner/spiritual healer 749 (4) 739 (5)
Total 17336 (100) 15565 (100)

Asshown in Table 6, the mogt frequent provider visted is the village doctor, whether
al vists are conddered or only those 15565 where the purpose was to seek trestmernt.

Congdering vistsfor treetment, athird were to the village doctor. The second most
frequent provider is the private doctor. Notethat in nearly dl casesin the rurd aress,
these doctors are doctors working in the government service who aso do private
practice, rather than exclusvely private practitioners. Around onein ten vistsareto
the UHC and about the same proportion to the drug shop. Note thet this only includes
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vigts to the drug shop where the drug shop was congdered by the household to have
been the hedlth service provider; it does not indude viststo fill a prescription from
another fadility and probably excludes many visits Smply to purchase medicines the
customer has dready decided he or she needs.

NGO sarvices comprise avery low proportion of reported vigts, whether consdering
al vists (1%) a only vistsfor trestment (0.4%). Thislow proportion is perhaps
aurprising, asthereisabelief that NGOs are very active in the hedlth sector in
Bangladesh. However, many have activities mainly in nutrition and hedth education,

rather than in providing dinica services.

The service providersfdl into three categories, indicated by shading in Table 6:
government (public) hedlth facilities and providers, private and NGO providers, and

W Government OPrivate/NGO OUnqualified

100% -
80% - 46
60% A
40% - 28
20% -

0%

All visits

49

30

For treatment

Figure 11. Service providers visited

providerswith less
formd training. The
proportions of vists
to each of these
categories of service
provider, for dl
purposes and for
treatment
specificdly, are
shown in Fgure 11.
The proportion of the
vidtsthat wereto
government fadilities
is somewhat lower
when only vists for
treatment are
conddered, whie the

proportion to village doctors and drug shopsis alitile higher. This reflects the
somewhat higher proportion of vigts to government fadilities that were for purposes
other than trestment of illness, such asimmunizations and family planning.
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Servicesused for preventive purposes

Only aminority of reported vigts to hedth and family planning sarvicesin the last
month were for preventive purposes such asimmunization, family planning and
antenatd care. Overdl, just 10% (1753/17344) of the visits were not for treatment of
illnessor injury.

Among reported vigits to government hedth services, 71% (3171/4499) were for
trestment, 16% (728) were for immunizetion or vitamin A, 9% (386) were for family
planning, 4% (168) for antenata care, and 1% (41) for delivery. In contragt, the
proportion of reported vidts that were for trestment is 96% (4738/4958) for privete
and NGO providers and 97% (7656/7859) for unqudified providers.

Most of the service users for preventive and family planning services are femde
(81%; 1424/1750). When service users under 15 years old are excluded, nearly dl the
adult users are women (97%; 1081/1114).

Among people who used preventive and family planning servicesin the last month,
only 20% come from very poor households (annud household income lessthan Tk

23,899). Thisis notebly

lower than the 28% of W Very poor [OLess poor

dl houssholdsin the . 100%-

survey categorized as 5

very poor, and reflects g 8%

the lower use of O 60% - 79 84

preventive services by £ i

the very poor (see E A0%

above). The proportions o 2%

of very poor people 0% : :

g?ig:ga‘;[tht(;sepeforf]g the Government Private/NGO Unqualified
. . Figure 12. Poverty status and type of service used

sawoeprmdqsfor fo? preventive an(}nll family pIann)i/r?g purposes

preventive services are shown

in FHgure 12. Thereisahigher proportion of very poor people anong those who used
government services. Thismay partly reflect the different purposes of using the
services (see Table 7 below).

Type of service and pur pose of

VigtS (eXCIUdlng treatmmt) BGovernment O Private/NGO OUnqualified

Thetype of service used for these visits
for preventive sarvicesis shownin
Figure 13. Three quarters (76%,
1328/1751) are vidtsto government
fadilities, 220 are vidtsto privae/NGO
providers, and 203 are to unqudified
providers.

Figure 13. Type of provider for
preventive services
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The purpose of use of the services varied between service providers, as shownin
Table 7. The main purposein vigtsto government fadilities was immunization
(55%). On the other hand, for private and NGO services, the main purpose was
antenatd care (41%) and for unqudified practitioners, the main purpose was family
planning (71%).

Table 7. Reason for using different types of health and FP services, excluding treatment of
illness

Purpose of visit Number (%) of visits

Government Private/NGO Unqualified
Immunisation and Vitamin A 728 (55) 41(19) 21 (10)
Family planning 386 (29) 63 (29) 144 (71)
Antenatal care 168 (13) 91 (41) 23 (11)
Delivery 41 (3) 22 (10) 10(5)
Check-up 3(0.2) 3(1.4) 5(3)
Health education 2(0.2) 0 0
Total 1328 (100) 220 (100) 203 (100)

Experience of servicein vigtsfor preventive purposes

Prescription and availability of medicines (for non-treatment visits)

The mgority of service users (76%; 1225/1620) were prescribed or advised some
form of medicine or trestment: 76% (938/1232) among those who visited a
government facility; 87% (167/192) of those who used a private or NGO fadility; and
61% (119/195) of those who visited an unqudified practitioner.

All the required drugs or treetments were available from the facilitiesin over two-
thirds of vists (70%; 851/1217). This differs between types of service provider. For
government facilities, dl the prescribed medicines or treetments were availablein
82% (760/932) vists; for private and NGO fadilities, dl were avallable from the
fadility in 38% (62/165) of visits, and for unqudified practitioners, dl were avalable
from the fadility in 24% (28/119) of vists.

Congdering vigts to government facilities for purposes other than trestment of
iliness, the availability of al prescribed medicines and trestments was highest for

immunisations (92%; 472/516). For

family planning vists, dl prescribed Al prescribed treatments are available in
trestments were available from the fecility 76% of visits to government health
in 76% of vidts (226/296); and for facilities for family planning purposes.

antenatal carevigts, al prescribed
trestments were available in 51% or visits (56/110).

Explanations from service providers (non-treatment visits)

For these non-trestment visits, the explanation of the problem means an explanation
of the gtuation, but thisis difficult to interpret when the vist was for immunisation.
Mogt service users (75%; 1206/1613) fdt they received afull explanation of the
problem. This means an explanation they fet stisfied with, and does not imply thet
the explanation was objectively good. The proportion of users satisfied with the
explanation of the problem was highest among users of government services (79%;
972/1232), followed by users of private and NGO services (71%; 135/189), and
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lowest among users of unqudified practitioners (51%; 98/191). The lower rate of
‘explanation of the problem’ among users of unqudified practitioners may partly
reflect the different purposes for using the different service providers (see Table 7).

Thereisavery amilar picture for reported explanations from service providers about
the trestment or remedy required. Overdl, 76% (1236/1618) of service usersfdt they

received a full explanation of the trestment.
The figure is 80% (982/1231) for 80% of people who use government
government fadilities, 76% (147/193) for services for preventive and family

. . 0 planning purposes feel they received a
pnvateand NGO prowders and 55% full explanation of the treatment.

(106/193) for unqudified practitioners.

Paymentsfor preventive services

Very few users of government facilities (less than 5%) reported making payments for
aticket, for the service, or directly to the service providers. This contrasts with
payments made by the much larger group of people using government services for
trestment of illness or injury (see bdow).

Satisfaction with visitsfor preventive services
The satisfaction of service usersis generdly high and does not vary much between
different service providers. For stisfaction with the behaviour of the service

providers, the proportions are:

89% (1095/1233) for government Nine out of ten people who use visit government

sIvices, 87% (167/193) for health aqd famllx planning services fpr .preve.ntlve
. . and family planning reasons are satisfied with the

private and NGO sarvi |ces_, _md behaviour of staff and the overall service.

84% (165/197) for unqudified

practitioners. The figures for overd| satisfaction with the service received are Smilar:
89% (110/1234) for government services, 83% (160/193) for private and NGO
sarvices, and 86% (170/187) for unqudified prectitioners.
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Servicesused for treatment of illnessor injury

Characterigics of the serviceusers

Nearly aquarter (23%; 3558/15564) of reported service users seeking trestment are

aged lessthan five
90+ years, and athird (35%;
5384/156564) are aged
75-79 less than ten years.
o 60-64 Only 15% are aged 50
3 EMale years or above.
o 45-49 OFemale
(0]
& 30-34 The age digribution is
1516 smilar for thosevidting
government, privateand
0-4 : 1 unqudified providers.
3000 -2000 -1000 0 1000 2000 3000 Note thet the population
number of people pyramid in Figure 14 is
very smilar to thet for
Figure 14. Age and sex of people visiting services for people in housaholds
treatment I‘q)OFta'J $SCk but not

atending anywhere for hedth care, shown in Figure 10.

More than haf of those reporting vists to hedth services for trestment in the last
month are femde (54%; 8434/15560). The proportion of femalesis about the same
for reported visits to government, private and unqudified providers. Among adult
sarvice users (over 14 years old), some 61% (5439/8876) are women. Thisisin
contragt to the 97% of women among adult users of preventive and family planning
savices (see above).

Among peoplewho
visted privete
W Very poor [Less poor .
_. 100% 1 P P services for treatment
§ 0% - thereisardative
5 deficit of peoplefrom
& 60% 1 4 very poor households
> 0% (annud income less
5 then Tk 23,899),
s % compared with people
0% . . who visted
Government Private/NGO Unaualified government services
Figure 15. Poverty status of users of different services for or Unq_Udlfled _
treatment purposes practitioners (Figure

15). Thisistruein
both rurd and metropolitan Sites, dthough in metropalitan sites there are generdly
fewer very poor households than in rurd sites. The overal proportion of people from
very poor households among those who visited a heslth fadility in the last month is
22% (3394/15464). Thisislessthan the proportion of very poor householdsin the
whole sample, reflecting less use of any hedlth services by the very poor.

MOHFW & CIET 27



Reasons for choice of service

Recent service users (for trestment in the last month) were asked, in an open question,
why they chose that particular service. Respondents were dlowed to give more than
one response and up to three reasons per respondent were recorded and subsequently
coded. Table 8 shows the main reasons giving for choosing the particular service, by
type of service actudly visited. The top three reasons for each service are highlighted.

Table 8. Reasons for choosing a particular service, among people who visited a health
service for treatment in the last month

Reason for choosing the particular service Number (%) of those who used service
Government Private Unqualified
Good treatment, good service, good advice 1184 (38) 2184 (46) 2197 (29)
Free or cheap service, ‘pay later’ arrangements 1046 (33) 480 (10) 1647 (22)
Easy access to service, cheap transport 779 (25) 976 (21) 3225 (42)
Good doctor/specialist/service provider 728 (23) 1730 (37) 1457 (19)
Good behaviour or attitude of service provider 475 (15) 757 (16) 1484 (20)
No other choice 302 (10) 203 (4) 390 (5)
Medicines available, good medicines 296 (9) 314 (7) 1026 (14)
Well known doctor, family doctor, recommended 280 (9) 1188 (25) 1765 (23)
Confidence in service, reliable, good place 230 (7) 351 (8) 547 (7)
Free or cheap medicines, ‘pay later’ medicines 151 (5) 65 (1) 400 (5)
Available doctor or service provider 62 (2) 63 (1) 262 (3)

The reasons for choosing the particular service clearly vary by type of service used.
The perception of a‘good’ service was an important reason for dl three types of
service. For government service users, other important consderations were the fact
that the service was free or chegp, and ease of access and less transport costs. For
those who vidted a private doctor or dinic (including the few who used NGO
providers), the second and third reasons given for their choice were that the doctor,
Specidigt or sarvice provider was good, and that the doctor or practitioner was known
to them or recommended. For the large group who visted an unqudified practitioner
(village doctor, drug shop, dai or traditiona practitioner), ease of accesswasthe
primary condderation, followed by perception of good trestment, the fact that the
practitioner was known or recommended, and the fact that the service was free or

cheap.
Sarvice usersfrom very poor households (annud income less than Tk 23899) gave a

gmilar pattern of reasons for choosing different services compared with service users
from less poor households.
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Experience of health servicesused for treatment of iliness

Most of the reported visits to hedlth services for treatment in the last month were as
outpatients. There were afew (6%; 955/15591) admissons. In these cases, no further
details of the experience of the service were collected. The following andysis of
experience of hedth services for treetment is thus based on 14636 visits for trestment
in the last month, excdluding admissons. Of these, 17% (2424/14614) wereto
government services, 31% (4557) wereto private or NGO services and 2% (7633)
were to unqudified practitioners (village doctors, drug shops and traditiond
practitioners).

Waiting time

Waiting times tend to be longer in government hedth facilities, compared with private
savices or with unqudified practitioners (village doctors, drug shops), as shown in
Table9. The actud waiting time is probably underestimated for dl service providers.
Petients may count waiting time from when the doctor arrived, rather than from when
they arrived themsalves, irrespective of officid dinic times. However the comparison
between types of service provider isvdid.

Table 9. Waiting times for different health service providers

Measures of waiting time Number (%) of those who used service
Government Private Unqualified
Waiting more than 30 minutes 811(34) 1050 (23) 542 (7)
Waiting 20 minutes or more 1522 (63) 2395 (53) 1828 (24)
Mean waiting time (minutes) 415 30.0 13.0
Median waiting time (minutes) 30 20 5

A pdient atending a government hedlth fadility for treetment is sgnificantly more
likdy to wait for more than 30 minutes, compared with a patient atending a privaie
doctor or dinic®® or with a patient attending a village doctor or drug shop®”.

Poverty status and gender

Congdering government hedth services, the very or did not wait longer than the

lesspoor. Overdl, waiting time was not longer for female than mae sarvice usars,

When only adult users (over 14 years old) are congdered, women are sJi%htIy more
likely to reported waiting for longer than 30 minutes compared with mert™.

Explanations given by service providers

Explanation about illness

Congdering dl service providers together, two thirds of service users (66%;
9574/14543) reported recaiving afull explanation of their problems or illness from the
sarvice provider. A quarter (25%; 3642) reported receiving apartid explanaion and
only 9% (1327) reported no explanation & al. Note that afull explanation of the

16 811/2415 (34%) vs 1050/4539 (23%). Odds Ratio 1.68 (95% Cl 1.50-1.88)
17 811/2415 (34%) vs 542/7578 (7%). Odds Ratio 6.56 (95% Cl 5.79-7.43)
18 330/963 (35%) vs 130/421 (31%). Odds Ratio 1.22 (95% Cl 0.94-1.56)
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problem means an explanation that the service user felt satisfied with; it does not
imply that the explanation was objectively adequate or even correct.

Thelevd of explanaion OFull OPartial WNone

about the problem or

illness was reported as 100% - E E

lower among patients 0 I'—I
o 80% A 23

who attended government 2 50% .

hedlth services than 877

among patientswho 2 40% 7

vidted private services or \‘g 20% -

unqualified practitioners 0% . .

(Fgure 16). Government Private/NGO Unqualified

Patients who attended a Figure 16. Explanation of illness from service providers

private service or a service from an unqudified practitioner are more than twice as
likely to have recaived a full explantion of their problem or illness from the service
provider, compared with patients who attended government hedlth services for
trestment™.

Poverty status and gender

Congdering government helth services, very poor petients are as likely as less poor
people to report being given afull explanation of thar problem. Overdl, therewasno
difference in satisfaction with the explanation of the problem between made and
female sarvice users. When only adult service users are considered (aged over 14
years), men are more likely than women to be satisfied with the service worker’s
explanation of the problent®.

Explanation about treatment or remedy

For explanation from service providers about the remedy, a Smilar pictureis seen.
Overdl, three quarters of patients (74%; 10794/14544) reported they received afull
explanation about the remedy from the service provider, 21% (3085) reported a partid
explanation and only 5% (665) daimed they received no explandtion a dl. Agan,
patients who attended government health services for trestment reported alower leve
of explanation about the remedy than patients attending private services or services
from unqudified practitioners. The proportion reporting a full explanation is 54%
(1301/2411) for government hedth service usars, 78% (3555/4563) for users of
private services, and 78% (5924/7559) for users of services from unqudified
practitioners.

Poverty status and gender

Again, thereis no difference in the proportion of patients who report being given a
full explanation about the treetment by poverty status or by gender congdering al
sarvice usars. When only adults are considered (aged over 14 years), men again are
dightly more likely than women to fed they have had afull explanation of the
remedy”’.

19 8364/12110 (69%) Vs 1196/2411 (50%). Odds Ratio 2.27 (95% Cl 2.08-2.50)
20 234/419 (56%) Vs 473/961 (49%). Odds Ratio 1.30 (95% Cl 1.031.67)
21 246/419 (59%) vs 513/961 (53%). Odds Ratio 1.23 (95% Cl 0.98-1.59)
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Paymentsfor viststo health services

Service users were asked about whether they paid and how much for trangport, for the
ticket, for medicines from the service or service provider, for medicines they bought
outsde the fadility, for investigations in the fadility, for investigations outsde the
fecility, and for the prescription/service. In addition, they were asked about payments
direct to service providers or to other peoplein relaion to the service. The proportion
paying for the different items and the average amounts paid (among those who paid
anything) for the different types of services are shown in Table 10.

Trangoort

Less people who vidted unqudified practitioners (village doctors, drug shops,

traditiond practitioners) paid for trangport and the amounts they did pay were lower,
compared with those people who visted government or private services. This accords
with easy access and low trangport costs being an important deciding factor for those
who used the services of unqudlified practitioners. Transport cogts are highest for
those who visited private doctors or clinics, reflecting their need to trave further.

Table 10. Payments to different service providers

ltem Government Private Unqualified
n (%) Mean n (%) pay Mean n (%) pay Mean
pay (Tk) (Tk) (Tk)
Aspects of service
Transport 1370 45.9 3101 60.9 2075 225
(57) (68) (27)
Ticket 564 (23) 7.0 138 (3) 19.0 38(0.5) 253
Medicines (facility) 181 (8) 85.2 897 (21) 122.8 4548 825
(61)
Medicines (outside) 1338 212.8 3476 277.1 2887 128.5
(55) (76) (38)
Medicines (overall) 1499 200.2 4320 248.5 7337 101.7
(62) (99) (96)
Investigation 82 (3) 204.8 65 (1) 270.9 71(1) 96.1
(facility)
Investigatn (outside) 134 (6) 270.1 714 (16) 327.4 237 (3) 818
Service/prescription 542 (22) 54.6 3317 100.9 1832 28.1
(73) (23)
All service items 1928 232.8 4485 410.8 7463 116.4
(80) (99) (98)
Service providers
To doctor 447 (18) 52.7 3134 99.8 2052 435
(69) (27)
To nurse 12 (0.5) 67.6 7(0.2) 116.0 6(0.1) 427
To aya 14 (0.6) 23.2 14 (0.3) 85.3 8(0.1) 14.9
Other service worker 6(0.2) 63.3 9(0.2) 2679 7(0.1) 62.9
To other person 2(0.1) 125 2(0) 20.0 8(0.1) 525
All service workers 469 (20) 53.5 3137 100.8 2068 43.6
(69) (27)
Service & providers 1929 4493 7472
(80) (99) (98)
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Ticket

Theticket isthe officia payment for EP/Sat [ 27
government hedth sarvices at hospital UHFWe T 20

level and in some urban fedilities Teble4 T

shows that around aquarter of people who 1

visited government health services paid for Hospital |

aticket, with amean payment of Tk 7. Urban | 42
The proportion of service userswho paid o 0 o

for aticket in diffaent government hedth % visits
fadilitiesis shown in Figure 17.

Figure 17. Payment for ticket in
ngﬂcgnt propor[ionsof vice urs ae government health facilities
paying for aticket in facilitieswhere thereisno
officid policy for charging such afee, a upazilaleved and bdow. (Our sample
includes very few TFIPP thanas). Asin the 1999 SDS, the median amount paid for a
ticket (among thase who paid anything) was Tk 5. For most fadilities in the present
survey, the median was Tk 2, and higher in urban hedith fadilities. The numbers
vigting individud types of government hedth fadilities are relaively smdl, so the
edimates of proportions paying and average amounts paid in different types of facility
have wide margins of error.

Poverty status and gender

Very poor people visiting government hedth services are only haf aslikely to pay for
aticket, compared with less poor people®. There s no difference between mae and
femde sarvice usersin the proportion paying for aticket in government hedlth
sarvices, even when only adult service users are consdered.

Medicines

It is notable that nearly two thirds of people visiting government hedth fadilities are
paying for medicines, with some 8% paying within the facility and 55% paying for
medicines outsde the fecility (see Table 10). The amounts paid for medicinesin
government facilities are fairly low, but the amounts paid by government service
users for medicines outsde are Smilar to the amounts paid by people visiting private
doctors or clinics.

Poverty status and gender

In government hedith fadilities, very poor people are no less likdly to pay for
medicinesin the fadility than less poor people. But for people who do pay the mean
amount they pay islessif they are very poor (mean Tk 44.5 for very poor people vs
Tk 93.0 for less poor people, p<0.02). Mde sarvice users are more likely than femae
service usersto pay for medicines outside the government hedlth facility™. This
difference between men and women is more marked when only adult service users are
considerect”,

Investigations
Rdatively few service users to any type of service pad for investigations, clearly this
depends on the type of hedth problem they present with. Table 10 shows that people

22 87/571 (15%) vs 472/1827 (26%). Odds Ratio 0.52 (0.40-0.67)
%3 590/982 (60%) Vs 747/1434 (529%). Odds Ratio 1.38 (95% Cl 1.17-1.64)
24 2771422 (66%) vs 516/964 (54%). Odds Ratio 1.66 (1.30-2.12)
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using government hedlth services who pay for investigations are paying a around the
same levels as people who use private doctors or dinics, while people using
unqudified practitioners are paying significantly less. This comparison should be
made with caution, however, snce the type of investigations may be different
between service providers and we do not have details of what investigations were
undertaken.

Poverty status and gender

Very poor people visting government hedth facilities are lesslikely to report paying
for investigations in the fadility than less poor people®. They are dso lesslikely to
report paying for investigations undertaken outside the facility?®. Thiscould be
because very poor people are less often referred for investigations or are lesslikdy
actudly to have the investigations even if referred. They may fail to havethe
investigation because they cannot afford the cost.

Made users of government hedth services are more likely than femae users to pay for
investigations outside the fadility””. This difference is more marked when only adult
service users (aged more than 14 years) are considered®® Sincedl investigations
outsde the facility have to be paid for, this probably means that more men than
women have investigations outside the facility. We cannot be sure how often patients
are referred for investigations but do not actudly have them.

Service/prescription charges

Thisitem was intended to seek information about other payments patients make,
including in government hedth facilities It may or may not be directly to the doctor
but it covers a charge for the prescription. About afifth (22%) of people attending
government hedlth facilities paid such a charge, and the average amount among those
who paid (Tk 54) was about hdf the average amount for this charge among private
service users (see Table 10).

Poverty status and gender

Consdering government hedth services, very poor people pay for the service or
prescription about as frequently as less poor people, but the mean amount paid isless
for very poor people (mean Tk 41.1 for very poor people vs Tk 58.9 for less poor
people, P=0.005).

Made patients vigiting government heelth facilities are more likely than femde
patients to make a payment as a prescription or service charge®. Thisdifferenceis
similar when only adult service users are considered®®. Among those patients who
make a payment for the prescription, men pay more than women (mean Tk 65.0 for
men vs Tk 46.1 for women, P=0.0007).

 8/571 (1%) vs 72/1827 (4%). Odds Retio 0.35 (95% Cl 0.15-0.75)

% 20/571 (4%) vs 11011826 (6%). Odds Ratio 0.57 (95% Cl 0.34-0.95)

%7 69/982 (7%) vs 65/1434 (5%). Odds Ratio 1.59 (95% Cl 1.10-2.30)

% 421422 (10%) vs 51/964 (5%). Odds Ratio 1.98 (95% CI 1.26-3.10)

2 2431983 (25%) Vs 299/1433 (21%). Odds Ratio 1.25 (95% Cl 1.02-1.52)
%0 118/422 (28%) vs 216/963 (22%). Odds Ratio 1.34 (95% Cl 1.02-1.76)
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Paymentsto service workers
Sarvice users were asked if they made payments directly to service workers. Most

service usrsin government hedlth fadilities did not pay the service workers and,
indeed, such payments in government hedth facilities are never officid. However, as
shown in Table 10, afifth (20%) of people visting government hedlth fadilities did
report making apersond or unexplained payment to one or more service workers,
most commonly the doctor (19%). The average amount they pay (Tk 53.5) is about
haf the average paid to service workersin private services.

Poverty status and gender

Congdering government hedth services, there is no difference in the proportion of
patients making payments to service workers between very poor and less poor people.
However, the amounts paid by very poor people are lower. The mean amount paid to
the doctor by very poor people is Tk 41.3, compared with Tk 55.5 paid by less poor

people (p=0.039).

There is no difference between mae and femde service users in the proportion who
make a payment to the doctor or to other service workers. Thisis dill truewhen only
adult service users are conddered. However, among those people who report making
a payment to the doctor, men pay more than women (meen Tk 594 for mae patients
vs Tk 47.6 for femde patients, p=0.042).

Views about paying government health service providers

Most community focus groups “This system is very bad for us poor people.
_(80%’ see Annex 7)agreed thet it We suffer a lot to give money for treatment
is bed to meke unofficia payments in government hospitals. We are forced to pay
to gc_)vernment heelth service to stay alive, even though it is difficult.”
providers, but they fed they have Male focus group, Kashiani

no dternative (74% of mae

groups, 69% of femde groups). About haf the groups (53% made, 47% femade)
mentioned they have to pay to save the lives of ther rddives

Mmy people believe thﬁydcm Only “The sweetness depends on the quality and

'ﬁ:ﬁ;t if thz;/ggive ?nor:;y/ tothe quantity of the molasses. 1T we give money we
get good treatment.”

hedtl; Wo;ker (86%)mde groups, Female focus group, Khaliajuri

87% femde groups).

Theredity isthat it is chegper to

pay the providersin the “When we go the doctor, he asks whether we

government facility then to pay the will see him the government way or specially?”

same pI’OVi dersin ther private Male focus group, Paikgachha

chambers.

Theissue of payments from patients to government doctors and other government
hedth service providers was discussed in the 24 upazila health management team
mestings, after giving them information about the proportion of patientsin their
upazilareporting such payments. Participants in two thirds of the meetings (16/24)
agreed that such payments to the government hedth service providers are corruption.
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In Sx upazilas the participants denied any corruption of this sort to the best of their
knowledge, and in nine they commented that thisis not true for al service providers

In haf of the upazilas (12/24) mesting
participants sad thet it is patients who
pressurise hedlth providers to take money in

doctors to take the money. “ . .
Upazila meeting, Barura order to secure extra, quick or better quality

“Sometimes patients want the health
service quickly so they force the

savice.
“Considering our job, our salary is A numper of groups also mentioned that
low. For that reason 'we resort to econo_mlc p_reSSJl’es such aslow Sday and
corruption. To maintain his status a Othq IanK'VES_ (10/24) leed sarvice
doctor has to follow this path.” providersinto CI_raJmstmceswhere they take
' money from patients.

Upazila meeting,Kawkhali,

Inathird of upazila meetings the participants were of view that peoplefed proud
when they get a sarvice dfter giving money (8/24). People dso give money if they fed
heppy with the treatment and service that they receive and the service providers do
not want to make them fed unhappy.

Figure 18. Meeting of health service providers at upazila level
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Prescription of medicines

Most people (86%; 12552/14562)
atending any type of hedth service
for treetment were prescribed or
advised medcines. No informetion
was collected about the number of
different medicines prescribed, but it
is known from other sources that
multiple prescribing is commonplace
in Bangladesh. Therate of
prescribing or advisng medicines
varies between service providers,
being highest for private doctors and
dinics (Figure 19).

Poverty status and gender
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Figure 19. Proportion of service users
prescribed or advised medicines

Congdering government heelth services, very poor people arelesslikdly to be
prescribed medicines, compared with people from less poor households®.. Male users
of government hedth services are dightly more likely than femae usersto be
prescribed medicines, but the difference is not satigticaly significant.

Availability of prescribed medicines
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Figure 20. Proportion of service users who

received all prescribed medicines from

service provider

Unqualified

Respondents were asked about
whether they received the presaibed
or advisad medicines from the hedth
fadlity. Taking dl types of hedth
provider together, about afifth of
patients received dl prescribed
medicines (21%; 2565/12490), 9%
(2059) received some of the
medicines, and mogt (71%; 8866) did
not receive any of the medicines.
The proportion of patientsreceiving
al the prescribed medicines from the
facility or service provider varies
between different service providers

(Figure 20). Itisnot surprising that only 14% of patients attending private doctors or
clinicsreceived dl prescribed medicines from the service provider, Snce most of
these facilities do not have dispensaries. The proportion receiving al prescribed
medicines from government hedth fadilitiesis 20% (419/2128). Thisislower than
the figure of 33% from the basdline sarvice ddivery survey (SDS) in early 1999, but
this may be due to supply cycle differences (see below).

3L 474/571 (83%) vs 1647/1825 (90%). Odds Ratio 0.53 (95% CI 0.40-0.70)
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Medicines availability in SDS 1999 and SDS 2000

In the basdline SDS patients were asked if *al required medicines were available
from the government hedth facility, rather than specificaly prescribed medicines.
Thefinding in the present survey of even lower availability of specificaly prescribed
medicines indicates that the low availability of medicines cannot be explained by
patients thinking they need medicines that the doctor does not think they need. Inthe
basdine SDS, afew of the contacts with government health services would have been
for inpatient care, whereas inpatient contacts were excluded in this survey. A recent
survey of patients using digtrict hospitasin Sylhet (Cockeroft, Omer 2000) found
hospital indoor patients reported lower availability of al medicines than outdoor
patients (probably because of more complex drug regimes for indoor petients).

Theavallability of dl medicinesby
type of government hedlth fadility in

Urban ————31

Hospital 27 o the 1999 basdine SDS and the present
UHC 28 Diggg DSisshownin figure 21. For dl
UHEWC fedilities, the proportion of petients
35 . . .
_ who received dl medicines from the
EPVsatellite 161 fadility islower in 2000 then in 1999.

0O 20 40 60 80 This might be related to the timing of
the survey in rdation to the cyde of
supply of medicinesto fadilities The
Figure 21. Patient reports of medicines 1999 survey was carried out in
availability in government health services February/March, collecting
information about vigtsto fadilitiesin
January/February. One supply of medicines reaches fadilitiesin December. The 2000
survey was carried out from mid September to mid October, reflecting viststo
fadilitiesin August and September. Thisis just before a supply of medicinesin late
September. Thus the goparently lower availability of medicinesin 2000 may well
reflect fluctuations of supply over the yearly supply cyde rather than any year on year
trend. Thiswill need to be checked in future cydes.

% visits with all medicines

Amount of prescribed medicinesreceived

Those sarvice users who reported getting at least some prescribed medicines from the
hedth facility were asked if they received the full amount prescribed. Nearly three
quarters (72%; 2528/3511) of those who received any medicines sad they received
thefull presaribed amount. The remaining patients were given less tablets or liquid
and then supplemented this from another source or took alower dose or shorter course
of medication. Combining the information about medicines received with that about
the amount recaved revedsthat 19% (2391/12442) of patients received the full dose
of dl prescribed medicines from the service provider. This proportion is 19%
(392/2118) for government hedlth services, 14% (586/4237) for private/NGO
providers, and 23% (1412/6069) fa village doctors and drug shops.
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Factorsreated to availability of prescribed medicines

Lack of medicines from government hedlth fadilities was identified in the 1999
basdine SDS as a particular problem and concern by both the public and providers of
government hedlth services. Therefore, thisissueis examined in some detall here.
Individua characterigtics of service users and servicerelated factors have been
examined for ther rdaionship, if any, with the availability of prescribed medicines
experienced by sarvice users.  Interpretation is complicated because we do not know
what type of medicines were prescribed to different patients: we may not be
comparing likewith like. The range of medicines available in government hedth
fadilitiesis limited. A quick prescription for a chegp medicine that happens to be
avalablein the fadility (irrespective of whether it islikely to help the patient’s
condition) does not represent better care than a careful history and examination and
then prescription of the necessary, effective medicine that is not avalable in the
facility. It isadifferent case if two patients are both prescribed the same medicine and
one receivesit from the facility while the other does not.

Gender

The proportion who received al the prescribed medicines from government hedlth
fadilities does not differ between mae and femae service users. When only adult
service users are consdered (aged over 14 years) there is il no difference between
men and women.

Poverty status

Very poor patients are goparently dightly morelikely to report receiving all
prescribed medicines, compared with less poor patients, dthough the difference is not
sgnificant at the 5% levef®. Note, however, that very poor patients are less likdly to
be prescribed medicinesin the firat place (see dove). When they are prescribed

medicines, they may be ‘fobbed off’ with

whatever happensto bein stock. Indeed, “I had a disease of my skin. I went to
one complaint of poor patientsisthat they the doctor and he gave me tablets.
are given poor medicines, and often find The neighbour had a cut on her hand:
that people with different conditions all she was also given the same medicine.”
get the same medicines. Male focus group, Nabigani

Literacy of household head

Service users from households where the heed is illiterate are dightly morelikdly to
report receiving dl the prescribed medicines from government hedth fadilities™. This
may be because these patients are prescribed whatever happens to be avallable in the
fadility, and not because they redly have more chance of getting the same medicine
from the facility, compared with a someone from a maore educated family.

Remoteness of upazila

Upazilas more than one hour’ s travel from the district town were classed as ‘remote’.
In non-remote upazilas, patients are more likely to get dl prescribed medicines from
government helth facilities, compared with remote upazilas™. Note that in this

% 107/473 (23%) vs 309/1635 (19%). Odds Ratio 1.25 (95% Cl 0.97-1.61)
%3 236/1101 (21%) vs 183/1027 (18%). Odds Ratio 1.27 (95% Cl 1.01-1.56)
34 265/1198 (229%) vs 103/635 (16%). Odds Ratio 1.47 (95% Cl 1.13-1.91)
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andyss only rurd stesareincuded. Service providersin facilities near to the
digrict supply store may be more able to obtain adequate supplies of medicines for
thar facilities.

Explanations given by service providers

Sarvice users who condder thet they received afull explanation of their illness are
twice as likely to report receiving dl the prescribed medicines from the government
hedth fadility, compared with those who do not consder they received afull
explanation®. Those who consider they received a full explanation about trestment
are more than three times as likely to report recaiving al prescribed medicines,
compared with those who do not consider they received afull explanation about
trestment™. Thisiscomplex to tease out. The association remains when the effects
of other factors associated with getting the prescribed medicines are taken into
account by gdratification. However, not only is the type of medicine prescribed very
vaiable, but dso people will vary in how much explanation they need to fed happy
that they had a‘full explanation’. Some patients may be easy to please, satisfied with
afew words of explanation and a prescription for asmple medicine availablein the
fadility.

Paymentsin the facility

In generd, patients who make ) - :
! Patients who make unofficial payments in
paymentsin government heelth government health facilities are less likely to

f&”ities_a'eless ”_qu to re?dve receive all prescribed medicines from the facility.
dl prescribed medicines, while

thase who do not pay are more likely to receive the prescribed medicines.

Sarvice usarswho did not pay for aticket are more likely to report receiving dl
prescribed medicines from government hedlth fadilities, compared with those who
paid for aticket®.

- Pdientswho did not make a payment for the service (see above) are four times
moare likdy to report recaving allggmibed medicines, compared with those who
made a payment for the service™.

- Pdientswho did not pay the doctor are four times more likely to report receiving

al prescribed medicines, compared with those who paid the doctor™.

A possible explanation is that people who make one of these unofficid payments
expect amore detalled interaction with the doctor. Thismay dlow the doctor to
decide on which medicine they redlly need and prescribe it, even though it may not be
avalable in the government fadility. Petients who do not make any extra payment are
seen very quickly and may smply be prescribed whet isin sock. They may be
getting dl their prescribed medicines from the facility but the medicines may not be
useful for thelr condition. The Stuation is different when patients report paymentsin
the facilities directly for medicines. Such payments are not commonly reported (less
than 10% of patients), but the service users who make them are nearly twice aslikely

% 284/1082 (26%) vs 134/1040 (13%). Odds Ratio 2.41 (95% Cl 1.90-3.04)
% 328/1182 (28%) Vs 89/940 (10%). Odds Ratio 3.67 (95% Cl 2.82-4.78)

%7 356/1612 (229%) Vs 63/516 (12%). Odds Ratio 2.04 (95% Cl 1.51-2.76)

%8 388/1624 (24%) vs 31/503 (6%). Odds Ratio 4.78 (95% Cl 3.21-7.16)

%9 391/1710 (23%) vs 27/410 (7%). Odds Ratio 4.21 (95% Cl 2.75-6.48)
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to receive dl the prescribed medicines from the facility, compared with the maority
who do not pay for medicines in the facility™.

Reative supply of medicinesto the health facility

For most UHCs in the sample, it was possible to cdculate an index that reflects the
relative supply d medicinesto thet facility. Thisis described in detail in Annex 6. It
involves dividing the amount of supply of severd common medicines from January to
August 2000 by the number of patients atending the facility over the same period
(indoor patients were weighted as they are likely to use more medicines than outdoor
patients). The index is combined across the medicinesto give an overdl ‘adequacy of
supply index’. High vauesindicate good levels of supply of medicines rddive to the
number of patients using the facility and low values mean ardatively worse supply in
relation to the number of patients.

Service usersin the survey can be linked to the particular hedlth fecility they visted.
Thereforeit is possible to examine whether patients receive dl prescribed medicines
in relation to the medicines supply index for the fecility. When thisis donefor

patients visting UHCs, it shows that those

who visit aUHC with ahigh medidnessupply Patients who visit a UHC with a high
index are about 50% more likely to recive dl medicines supply index are 50%
the prescribed medicines from the faility more likely to get all prescribed

’ medicines from the UHC.
compared with those who vist aUHC with a

low medicines supply inded. Nevertheless, even in those UHCs with ahigh
medicines supply index, only 19% of patients received dl the prescribed medicines.
This may meanthat the supply of medicinesis not adeguate to any UHC, but it dso
uggests that other factors other than supply to the facility are involved in determining
whether patients receive dl the prescribed medicines from the facility. This
relaionship between medicines supply index of the UHC and receipt of medicines by
patients visiting the UHC remains when other factors reated to receipt of medicines
(see @ove) are taken into account by draification.

The number of reported viststo UHFWCsistoo samdl to make asmilar andyss
comparing relative supply to the UHFWC with whether the petients received dl the
prescribed medicines from the UHFWC.

0 48/157 (31%) vs 371/1971 (19%). Odds Ratio 1.89 (95% Cl 1.30-2.78)
41 102/540 (19%) vs 72/529 (14%). Odds Ratio 1.48 (95% Cl 1.05-2.09)
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Per ceptions about why medicines are not available

Community per ceptions

It is notable that most of the community focus groups did not express an
understanding or bdlief that the supply of medicines to government hedlth fadilitiesis
limited. Lessthan athird of community focus groups (30% mae, 27% femae)
conddered that inadequate supply of medicine by the government is areason for
prescribed medicines not being available in hedth fadilities

Inamog dl the groups (94% mae, 93% femde) participants expressed the view that
the there is pilferage and diverson of medicines from government hedth fecilities,
and thisis the main reason why the patients do not get medicines.

“At first they do not give us the
medicines because they want to take
our money; after that if we give money

then they give us the medicine.”
Female focus group, Islampur

Participants aso expressed the belief that
government heelth sarvice providers ask

for money for medicines. In many groups
(57% mde, 61% femde) participants were

of the view that dthough the government
supplies the medicines the gaff do not provide them to the patients saying thet they do

not get a supply.

“If a man wearing a shirt and trousers goes
They dso submitted that only there they certainly give him medicine. 1T
those who arerich and influentia someone has a relationship with the doctor then
get medicines a government he will be given medicine. Even one who needs no
hedth fadilities (57% mae, 59% medicine, they give him costly medicines and say,
femde). ‘Keep it. You may require it later'”

Female focus group, Niamatpur

Per ceptions of service providersin upazila meetings

The views expressed by hedth service providersin upazila meetings about the
avalability of medicines in government hedth facilities are markedly different from
the views expressad in the community focus groups.

In most of the medtings the
participants atributed lack of

“Many unwanted patients come and crowd

into the hospital. So the number of i .
patients is very high and it is not possible anestol LiEeor

) . o ingppropriate supply of medicinesto
e e T Pacients the hesith fadility in relation to the
patient load (20/24 upazilas). They sad
that the medicines are not only supplied in less quantity than is needed, but they are
dso of low qudity. The medicines supplied do not match with the disease petternin
thearea. In some upazilas (5/24) the doctors dso mentioned that patients may ask for

medicines by name which they do not need.

“People believe that doctors sell medicine Rq;gdir]g the opinion of the public
outside instead of giving it to the patients. about |ed<age0f medicinesfrom
They may say it about us because they are the hedth facility or medicines not
illiterate and they have no idea about supply.” being supplied to patients despite
Upazila meeting, Tajumuddin aval ability, indmos dl upazilas

(22/24) the service providersingsted that this was a wrong impression.
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They said that the public are not aware of the red Stuaion. They do not how much
medicine facilities get or whet patient loads they have ded with. In few upazilas
(5/24) the medting participants blamed palitica leaders for soreading false rumours
about the availability of medicinesin the hedth fadility, mideading the people.

They admitted that the communication

people directly about the facilities and our 9 between servu_:e provi ders and the
- . public playsarolein people' s

problems and how much medicine we get. . . ..

Upazila meeting, Niamatpur misconceptions ebout the medicines

Stuation (5/24 upazilas).

“There is no communication with the local

How to increase availability of medicinesin government health
facilities

Viewsof thepublic
Some community focus groups asked for an improvement in the qudity and quantity
of medicines supplied to hedth facilities by the government (46% mae groups, 48%
femae groups). However, groups dso

emphaszed the need for drict monitori'_“g and “As well as giving medicines to the
Supervison by government sac f_ to achieve hospitals, the government should
better mmege'm and d's_tr_' l?UtIOﬂ of also monitor them regularly.”
medicines a the hedth facilities (57% mdle, Male focus group, Islampur

61% femae). They asked for achangein the

atitude and behaviour of the saff towards poor people (37% maes, 38% femaes) so
that they would treet rich and poor people equdly. A few groups (14% mde, 8%
femae) suggested involving community representativesin monitoring hedth service
providers and medicines distribution.

Some people fdt that punishing “A team must came from the top and throw
service providers found guilty of out the doctors who have been stealing. If
misconduct and publicising this one or two are given punishment like this the
could help to change the attitudes of others will become careful.”

service providers. Male focus aroup, Nawabaani

Fixed price pharmacies in government health facilities

Focus groups specificaly discussed the possibility of setting up fixed price
pharmacies in government hedth facilities: Most groups liked the idea overal (78%
mae groups, 77% femde groups). In ther opinion it would be agood system asthey
would be able to buy medicines a cheaper rates (31% mae, 37% femae), and
wouldn't have to buy them from outside drug shops which are more expensve (13%
mae, 17% femde). In athird of the groups (29% mde, 33% femae) people
suggested that the price of medicinesin these pharmacies should be lower than the
mearket price with specid lower prices for the very poor.
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In one out of five groups (21% mae, 19% femae), participants felt the new
pharmacies could even worsen the Situation as they may offer more opportunity for
pilferage and diverson of medicines from the government hedlth facilities

Some groups (12% mde, 19% femde)
were againg the pharmacy ideaon the
grounds that medicines should be
available free from government hedith
fecilities asisthe current policy, a

least in theory.

“But it is a problem for those who are too
poor to eat. Arrangements should be made
by the government to give free medicines

to those who are very poor.”
Male focus group, Mehendigani

Pointer s from the epidemiological evidence

Usudly isit possible to consider the combined effects of varigbles on an outcome and
predict the possble effects on the outcome of interventions to change these variables.
When thisis donein terms of risk difference, it isa useful way of determining the
potentia population benefits of different possble interventions. In this case, the
relationships do not support this sort of andysis— the outcome of ‘al prescribed
medicines available can occur in severd different ways. Without knowing the actud
prescriptions, and comparing availability of smilar prescriptions it isdifficult to

tease this out further.
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Satisfaction of users of government health services

Satisfaction with behaviour of service providers

OSatisfied O Neither/nor B Dissatisfied Among dl thosewho
0 reported on visitsto
100% 5 hedth ser\./lcesfor
ggzjo trestment in the last
o
B0% month, 88%
(12776/14551) were
603/0 1 stisfied with the way
Zg 0;2 the service provider(s)
0o treeted them, 5%
0% ] (803) were neither
10% | satisfied nor
0% . . . dissatisfied and 7%
Government Private/NGO Unqualified Sj?gtlvs\ll‘iﬁ There
Figure 22. Satisfaction with behaviour of service was vaidation in the
providers degree of satisfaction
depending on the type

of sarvice provider (Figure 22). Those who used government hedth services are less
satisfied with the behaviour of the service providers, dthough two thirds are stisfied,
aquarter are not satisfied. People who usad private or unqudlified practitioners are
sx times more likely to be stisfied with the wa}/ they were treated compared with
people who used the governmert hedlth service™.

Poverty status and gender

Consdering government hedlth services, there is no difference in reported satisfaction
with the behaviour of the service provider between mae and femae patients. When
only adult service users (aged over 14 years) are consdered, men are more likely than
women to be satisfied with the behaviour of the service provider®. Very poor
patients are more likely to report not being fully satisfied with the way the service
provider(s) behaved towards thenr*,

“2 11166/12115 (92%) vs 1591/2415 (66%). Odds Ratio 6.09 (95% Cl 5.46-6.80)
2 301/420 (72%) vs 626/963 (65%). Odds Ratio 1.37 (95% Cl 1.051.75)
“ 224/571 (39%) vs 597/1823 (33%). Odds Ratio 1.33 (95% Cl 1.08-1.62)
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Satisfaction with overall service

O Satisfied ONeither/nor B Dissatisfied

6

Mogt service users were so

stisfied with the overdl service

thw recaived. Some 84% 100% -
(12158/14538) were satidfied, 7% 90% |
(1087) were neither satisfied nor 80% +
disstidfied, and 9% (1293) were 2832 i
disstified. Once @a n, 50% -
satisfaction was lower among those 40%
who used government hedlth 283" ]
sarvices (Figure 23). Users of 10%
private or unquaified practitioners 0%

are four imes more likely to be
satisfied with the overdl service,
compared with users of government
hedlth services™.

Poverty status and gender

Government Private/NGO Unqualified

Figure 23. Satisfaction with overall service

Consdering government hedth services, very poor people who used the services are
more likdy to raoort being less than satisfied with the overdl service, compared with
less poor people™.  Thereis no difference between mae and femae patientsin the
proportion reporting satisfaction with the overdl sarvice from government hedth
facilities. When only adult service users are conddered (aged over 14 years), men are
more likely than women to be satisfied with the overall service"’.

Comparison with 1999 DS

The same question about satisfaction with the
overd| service received from government
fecilitieswas asked in the 1999 SDS. Compared
with the 1999 SDS, there has been an increase in
the proportion of service users stisfied with the

The proportion of users satisfied
overall with government health
services has increased from
53% in 1999 to 62% in 2000.

overd| service received, from 53% in 1999 to 62% in 2000. Thisisan encouraging

sgn.

Views of service providers about satisfaction of service users

In meetingsin 24 upazilas in the sample, the hedlth management teams were given
information from the hausehold survey in their upazila about the satisfaction of
households and service users with government health services and asked for their

views (See Annex 8 for adetailed description).

In more than half of the meetings (13/24),
participants agreed with the findings. In four
mestings their own impression of the Stuation

was even worse than the survey results suggested.

“We thought that even more

people would have said our health

service facilities are not good.”
Upazila meeting, Kashiani

% 10644/12104 (88%) vs 1495/2413 (62%). Odds Ratio 4.48 (95% Cl 4.05-4.95)
% 236/570 (41%) vs 678/1822 (37%). Odds Ratio 1.19 (95% Cl 0.98-1.45)
47 2871420 (68%) vs 581/962 (60%). Odds Ratio 1.41 (95% Cl 1.10-1.82)
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A quarter of the upazila teams (6/24) did not agree with the survey findings,
conddering the bad opinion of services to be exclusively the opinion of people who
are not vigting the hedth facilities

When the upaznateans were asked “In a nonth I get 1000 paracetamol but

tQ Comment dJOUt why peopleare there are 3000 patients. So even simple
d|$’_:tls‘la:i with government hedlth paracetamol finishes within 15 days. For the
SAIVICES t.he most frequent reason rest of the 15 days if we cannot provide
they, mentl oned was lack of . them the patients become angry.”
medicines (19/24). The behaviour of Upazila meeting, Kawkhali

sarvice providers was identified asa
reason in some upazilas (10/24). In haf the upazilas (12/24) the atitudes and
ignorance of the public were cited as areason for their being not satisfied with the
services. |n some meetings participants mentioned shortege of staff (10/24) asa
reason that leads to overcrowding and long waiting time (9/24).

In aquarter of the medings “It took a lot of to build thi s health
;o ; ook a lot of money to bui i shea

m?epmmlﬁ%?x uﬁeﬁiﬁc complex and people think that all sorts of

e(pectations of the government hedth treatments will be done here. They feel

fecilities (7/24). Being unaware of the bad when they don’t get all the

limited resources of the service, they treatments.”

become di sappoint ed and disstidfied Upazila meeting, Khaliajuri

when their expectations are not fulfilled.

Participants in the upazila meetings had many suggestions for actions thet could be
taken at different levels to improve satisfaction with government health services,
paticularly in their upazila (see Annex 8).

uggested local level actions

The most popular suggestion (17/24) was better communication between service
providers and the public with srering of information about the services available and
the limitations of government hedth services.

Other suggestions included: cregting

awareness among people about appropriate “We have to behave well with the
use of hedth fadilities at different leves patients: check them well, examine
(13/24); improving the behaviour of service them and give them good treatment.
providers (10/24); and discussons a We have to get their trust.”
community level about the services on offer Upaziia meefing, Chhatak

(7124).

uggested national level actions

Common suggestionswere: to increase the number and qudity of services available
a the hedth fadilities (14/24); to have amedicine supply better in quantity and qudity
(14/24); to have more sarvice providers in the upazila (9/24); to train service
providers about dedling with petients (6/24); to improve sdary and terms and
conditions for gaff (9/24); and to intraduce an officid ticket/service charge (8/24).
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Factorsreated to satisfaction of users of gover nment health services

Thefactorsthat are individudly rdaed to satisfaction of users with the overdl

sarvice from government hedlth facilities are:

Poverty gatus. Service users from very poor households are more likdly to be
dissatisfied with the overdl service (see above).

Gender. For adults, women are more likely to be dissatisfied (See above).

Illiteracy of household head. Service users from househdds with an illiterate head
are more likely to be disstisfied, compared with those from households with a
literate head™.

Type of fadility. Satisfaction is highest for vigits to urban facilities (83%; 10/12)
and individua government service providers (85%; 97/114). It islowest for vigtsto
the UHC (59%; 753/1287) and UHFWC (51%; 225/438). Satifaction after visitsto
sadlite dinics (75%; 76/102) and government hospitas (73%; 334/460) is
intermediate.

Waiting time. Service users who had to wait more than 30 minutes to be seen are
more likely to be dissatisfied, compared with those who were seen more quickly .

Avallahility of prescribed medicines. Sarvice users who did not receive dl
prescribed medicines from the fecility are nearly 4 times as likely to be dissatisfied
with the service, compared with users who did recaive dl the medicines™.

- Explanation of their illness. Service users who fdt they did not have afull
explanaion are very much more likdly to be dissatisfied, compared with those who
felt they did have afull explanation™.

Explanation about the treetment. Service users who felt they did not have afull
explanation about trestment are very much more likely to be disstisfied, compared
with those who felt they did have a full explanation®

- Payment for ticket. Service users who paid for aticket (an unofficid payment) are
somewhat more likely to be dissatisfied, compared with those who did not pay™.

But there is no satidticaly sgnificant relaionship between paying a service charge
or paying the doctor and dissatisfaction with the service.

These varigbles, individualy related to the risk of being disstisfied with the service
received from a government hedth facility, have subsequently been examined
smultaneoudy by means of logidtic regresson. This alows the effects of each
variable on the outcome to be examined while the effects of dl the others are taken
into account.

Thefind modd from the logigtic regression has been used to congruct Table 11 in
the following section.

“8 571/1253 (46%) vs 347/1160 (30%). Odd Ratio 1.96 (95% Cl 1.65-2.33)

“9 381/807 (47%) vs 534/1600 (33%). Odds Ratio 1.79 (95% Cl 1.49-2.13)

%0 713/1706 (42%) vs 66/418 (16%). Odds Ratio 3.83 (95% Cl 2.865.13)

51 768/1213 (63%) Vs 149/1196 (13%). Odds Ratio 12.13 (95% Cl 9.78-15.04)
5274411109 (67%) vs 174/1301 (13%). Odds Ratio 13.20 (95% Cl 10.70-16.29)
53 255/562 (45%) vs 663/1850 (36%). Odds Ratio 1.49 (95% Cl 1.22-1.81)
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Potential interventions to increase satisfaction of service userswith
government health services.

Table 11 isfrom the logigtic regression andyds of different variables related to the
risk of service users being dissatisfied with their experience of government hedth
sarvices. It showsthe potentia gains, in terms of proportion of service users satisfied
with government health service contects, from different interventions.

Table 11. Potential gains in satisfaction of users of government health services.

Intervention Individual Risk PRI Gain per 1000
benefit Difference service users

Eliminate illiteracy of 1.23 4.02% 51% 20

household heads

Reduce waiting time to under 1.20 3.43% 34% 12

30 minutes

Ensure all prescribed 1.60 8.42% 80% 67

medicines available

Explain iliness to patient 1.86 10.64% 50% 53

Explain treatment to patient 1.98 11.48% 46% 53

Notes:

1.The individual benefit is the adjusted Odds Ratio. For example, an individual given a
satisfactory explanation about the illness is 1.86 times more likely to be satisfied with the
service, compared with someone not given this explanation.

2. The PRI (proportion requiring intervention) is the proportion of service users who currently
do not have the favourable value of the variable. For example, the proportion who currently do
not get all the prescribed medicines is 80%.

3. The gain per 1000 is calculated by multiplying the PRI by the risk difference. This is the
proportion who could potentially become satisfied with the service as a result of each
intervention.

Some of theinterventions in Table 11 would be difficult and codtly to achieve. But
the ones concerned with reducing waiting time and giving explanations to the patients
about thelr iliness and the required trestment should be much morefeasible. The
important gains thet could be achieved from smply talking to the patients and giving

them explandtions arein line

with the commonly voiced The proportion of service users satisfied with
pleafrom the public for government health services could be usefully increased
government hedlth service if all service providers simply explained the iliness and
workers to behave better the required treatment to their patients.

towards them and to treat

them with respect.
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Injuriesand violence towar dswomen

Characterigtics of women in the sample

Age

The sample of currently married women between 10 and 49 years old indludes 24529
women. The average age of women in the sampleis 30 yearsold. Nearly half (49%;
11958/24529) are below 30 years of age. There are 24446 currently married women
aged 15-49 years, with an average age of 30 years.

Only 83 women in the sample (0.3%) are aged from 10 to 14 years, 8% from 15t0 19
(1904/24529), 41% (9971) from 20 to 29, 34% (8232) from 30 to 39 and 18% (4339)
from 40 to 49 years.

Literacy of women aged 15to 49 years
Out of dl currently married women from 15 to 49years of age in the sample, 40%

(9985/24427) are literate.

In metropolitan areas, awoman is 4 times as likely to be literate compared with a
woman in rurd areas™. In rurd aress, the division with the highest literacy rate of
currently married women is Khulna (44%, 1371/3121), while the lowest is Sylhet
(27%, 358/1353).

Women who live in houses better than kutcha2 are three times aslikdly to be literate
compared with women who live in kutcha2 houses™. Similarly, women from
households not classified as very poor (thet is, with an annua income of more than Tk
23,899) are three times as likely to be literate as women from very poor households™.

If the head of the household is literate, awoman isdmogt 13 times aslikely to be

literate hersdlf, compared with awoman from a household with an illiterate head®”.
Women below 30 years old are nearly twice as likely to be literate as older womert®.

Injuries to women

Of currently married women from 10 to 49 years, 4% (875/24506) reported they had
suffered from an injury needing trestment in the last year.

Women over 30 years old are somewhat more likdly to suffer injuries than younger
womert®.

Inrurd aress, the division with the highest proportion of women suffering from injury
in the last year is Sylhet (12%, 163/1354), while the one with the lowest is Rgjshahi
(1%, 58/5108).(Table 12)

54 2123/2993 (71%) Vs 7862/21434 (37%). Odds Ratio 4.21 (95% Cl 3.87-4.59)

%5 8140/16773 (49%) vs 1834/7630 (24%). Odds Ratio 2.98 (95% Cl 2.80-3.17)

% 8525/18198 (47%) Vs 1402/6091 (23%). Odds Ratio 2.95 (95% Cl 2.75-3.15)

%" 8203/12016 (68%) Vs 1777/12402 (14%). Odds Ratio 12.86 (95% Cl 12.0613.72)
%8 5672/11868 (48%) Vs 4313/12559 (34%). Odds Ratio 1.75 (95% Cl 1.67-1.85)

%9 508/12557 (4%) Vs 5671/11984 (3%). Odds Ratio 1.33 (95% Cl 1.16-1.54)
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Table 12. No. (%) of women who suffered an injury needing treatment in the last year

Women Barisal Chittagong Dhaka  Khulna  Rajshahi Sylhet Metro
10-49 yrs

Injured 62 (3) 140 (4) 239 (4) 124 (4) 58 (1) 163 (12) 89(3)
Total 1986 3847 6071 3144 5108 1354 2996

Injuries dueto violence

Olnjured @ Violence

Of the 863 women who reported (in an 1

open question) on how theq?ci):ltj ury( Metro [——

happened, the commonest cause Sylhet | ]
mentioned was unspecified accidents Rajshahi [

(37%, 318), followed by accidents while |

cooking (28%, 244), home accidents Knuina, fe———

(20%, 172) and road accidents (4%, 33). Dhaka l——"7

Some 9% (73) of women said their injury Chittagong l——

was caused by violence from the husband, Barisal _?

and 1% (7) said they wereinjured by . . 1
violence of other family members. 0% 4% 8% 12%

Figure 24. % women injured and suffering
violence hv division

Overdl, 11% (96/863) of women who
reported they had an injury requiring
trestment in the lagt year said it was due to violence (by the husband, family
members, unknown person, or road assault). It may well bethat thisis an
underestimate of the proportion of injuries that are dueto violence. In the Stuation of
the household interview, it is difficult to ensure privacy for the respondent and women
may not wish to admit they have suffered from violence, especialy when other family
members may be able to overhear the conversation.

In dl divisons and in metropolitan areas, less than 0.3% (63/23141) of women
suffered violence, except in Sylhet where it is 2% (33/1353). (Figure 24).

Although the numbers are smdll, in rura aress, awoman who isfrom aremote
upazilaistwice as likely to suffer from violence requiring trestment as awoman from
anon remote upazila®. An illiterate woman is more likely to suffer from violence
than a literate womarf*, asis awoman from a household with an illiterate head®.

Focus group discussions about violence against women

In community focus groups, of men and women separately, participants were given
the findings about the proportion of women in the divison who said they had an
injury and how often they said it was due to violence.

Most of the groups, both mae (92%6) and femae (87%), agr eed with the presented
findings from the household survey in their divison. In about 5% of groups

%0 42/6294 (6 per 1000) vs48/14804 (3 per 1000). Odds Ratio 1.92 (95% Cl 1.25-3.01)
61 70/14473 (5 per 1000) vs 17/10017 (2 per 1000). Odds Ratio 3.23 (95% Cl 1.86-5.69)
62 63/12459 (5 per 1000) vs 33/12037 (3 per 1000). Odds Ratio 1.85 (95% Cl 1.19-2.89)
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participants denied that such incidences occurred in their communities. In another 5%
of groups, people sad that violence againgt women was more common thanthe
household survey results suggested. Women's groups were no more likely to say this
than men’s groups.

When asked specificdly about violence againgt women in their own community, two
thirds of groups (69% mde, 65%

female) consdered that these cases “It happens very often for the dowry.

occur rarey in their community. Another reason is poverty. With hunger,
they get angry and become mad. That is

One out of five groups (18% mae, 19% why they beat up their wives.”

female) reported that such cases occur Male focus group, Saidpur

frequently in their community.

Onein ten groups (10% mde, 14%

female) ssid violence aga'nst women “Here arbitration always takes place. So
does not happen a dl inthdr no one beats his wife. And if someone does
oorTmmity beat his wife then others ask him why he

is behaving with his wife like that.”
Male focus aroup, Pakgachha

Although the mgority of groups (both
mae and femde) say that violence againgt women israre in their community, many

of these groups are nevertheless able to describe a least one locd incidence of such
violence. Commonly the violence is domegtic, perpetrated by the hushand, mother-in-
law, or some other relative. Land digputes are acommonly described reason for other
episodes of violence involving women.

In many cases of wife-beating, the
offence of the wife ssemstrivid —
the med is not ready when the
husband returns home, the plants are
not watered, the curry is not good,
thereistoo much st in the curry —
but often theinjuriesare not. Dowry
disputes remain an important cause
of domedtic violence againgt young
wives. A number of cases of serious

“Our neighbour came home from work and
saw his wife had not finished moking, so in
anger he beat her badly and cracked her
head. Finally he took her to the hospital. The
doctor gave her a few paracetamols, dettol,
made a bandage and sent her off. Now she

is afraid to go to the doctor because of his
bad comments, although it's obvious she

needs to.”
Male focus group, Nabiganj

injury, torture and murder were
recounted in the focus groups, both mae and femde.

Seeking treatment for injury

Of the women who suffered from injury needing trestment in the last year, 26%
(226/858) did not seek trestment.

In rurd aress, in Chittagong, 93% of injured women sought trestment (127/136),

whilein Barisa only 58% sought care (35/60). In metropolitan aress, 78% of women
sought trestment (68/87). (Figure 25)
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A literate woman who suffered from
an injury needing trestment is more
likely to seek treatment than an
illiterate womarf>.

Of those women who sought trestment

for injuries, 47% (277/588) went to
unqudified practitioners (village
doctor, drug shop, traditiond
practitioner), 32% (192/588) sought

care & government facilities and 20%
(119/588) sought care at private or NGO

fedilities.

Metro [
Sylhet |
Rajshahi -:l
Khulna [
Dhaka 1

Chittagong [

Barisal ]

0% 10% 2% 30% 40% 50%

Figure 25. Women with injuries needing
treatmentwho did not seek treatment

In rurd aress, 49% (257/520) of women who sought trestment for injury went
unqudified practitioners, 34% (176) went to a government fadility, and 17% (87)
went to a private fadility. In metropolitan areas, 29% (20/68) went to unqudified
practitioners, only 24% (16/68) went to government hedlth facilities, and 27% (32/68)

went to private fadilities.

Experiences of seeking treatment for injuriesdueto violence

Focus groups described the
experiences of women who sought
trestment from government hedth
fadilities for injuries due to violence.
In most of the cases reported, the
experience of the service was not
good. The hedth care worker usudly
had to be paid for tregting theinjury,
sometimes quite large amounts.

Sometimes the person causing the
injury isreluctant to take the injured
person to a hedth care facility for
fear of involvement of the police.

“After my sister-in-law's husband died,
her elder brothers-in-law turned her out
and beat her. 1 took her to the hospital at
once. At first the doctor would not touch

her. After we gave him money he gave her
two stitches like a cow.”
Female focus group, Pakundia

“Husbands do beat their wives. They bring
the doctor to their home. They don"t take
them [the wives] to the hospital. The

doctors provide good treatment for money.”
Female focus group, Shibalaya

Arrangementsin health care facilitiesfor injuriesand violence

against women

Casesseen in UHCs

Information about cases of injury trested in the lagt three months was sought during
theinditutiond review of 41 UHCs (see Annex 6). Forty UHCs hed information
about injury cases and reported atota of 3620 women coming to the fadility for
treatment of any injury during last three months. The number of cases per UHC

63 255/317 (80%) vs 375/539 (70%). Odds Ratio 1.80 (1.27-2.55)
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ranged from 0 to 280. Some 14360 of these injuries were documented by the fadilities
as assault cases. Some 39 UHCs had information available on the rumber of assault
cases seen in the last three months. The proportion of injuries recorded as due to
assault varied between UHCs, ranging from 0% to 100% (mean 52%). Table IR1-2
categorizes the UHCs by number of women reporting for trestment of injury and
assault cases.

Thus, there is very marked variation between UHCs both in the number of cases of
injuries to women they see, and in the proportion of these injuries that are recorded as
assault.

Cases seen in UHFWCs

Information was aso sought about injury and assault cases presenting to the
UHFW(Csreviewed as part of the survey (see Annex 6). Among the UHFWCs that
provided the information on women reporting for trestment of injury (n=171), 45
(26%) reported that they did not seeany woman in the centre for trestment of injury
during the last year. For those who reported receiving some cases (n=126) atota of
7881 cases were reported, with an average of 63 cases per facility (range 1 382).
Among these fadilities 46 (36%) did not record any of the injury cases as being dueto
violence. A totd of 920 cases (12%) among dl the injury cases (n=7881) were
reported asinjuries due to violence.

There is ds0 gpparently greet variation between UHFWCsin the number of injuries
to women they see annudly. Only asmdl proportion of the injuries seen was
recorded as being due to assaullt (violence).

Special support and saff training

Only eight (19%) of the UHFPOs or deputies interviewed (n=42) said they had a
policy to give ecific support for women who have suffered injuries due to violence,

Of these seven were able to specify the type of support offered to women seeking care
for injuries due to violence: thisinduded giving them priority over other patients (3),

and informing higher authorities about the incident (3). Only in two upazilas the
UHFPOs reported that their staff had received any specific training about how to desl
with women suffering from injuries due to violence.

Thusthereis presently not much done in UHCs to encourage women to come for help

when they have suffered violence. This adds to the other reasons women have (see
above) for not seeking help for injuries due to violence.
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Careduring ddivery

Out of dl currently married women in the sample, from 15 to 49 years of age, 14%
(3398/24442) gave birth in the lagt one year.

Place of ddivery

Of those who gave birth, 89% (3007/3393) of them
ddivered a their own home or someone ds='shome,
while 7% (241) ddivered a agovernment hedth

Nine out of ten women
deliver their baby at home.

facility, and 4% (145) delivered a a private fadility.

In metropolitan aress, the proportion of women ddlivering at a hedth fadility is41%
(149/363). A woman from ametropolitan areais 8 times as likely to ddliver a a
health facility compared with awoman from arura ared.

Inrurd gtes, the divison with the highest proportion of women who ddlivered a a
hedlth facility in the lest year is Khulna (16%), while the divison with the lowest
proportion is Barisa (3%). (Table 13).

Table 13. No. (%) of deliveries in health facilities out of all deliveries in the last year

Deliveries Barisal Chittagong Dhaka  Khulna Rajshahi  Sylhet Metro

Health Facility 8(3) 33(5) 80 (9) 51 (16) 47 (9) 18(7) 149 (41)
Gov facility* 7(3) 19 (3) 56 (6) 44 (14) 39 (8) 12 (5) 64 (18)
Total 270 730 938 326 523 243 363

* Deliveries in government facilities are a sub-set of the deliveries in any health facility.

Women from households with an annud income more than Tk 23,899 are twice as
likely to ddliver in afadility .

Place of ddivery in rural areas
As canbe seen from Table 13, nearly dl ddiveriesin fadilitiesin rurd areasarein
government hedlth fadilities.

Congdering only rurd areas, awoman is more likely to ddiver in a hedth fadility if:
Sheis not from a remote upazila®®
Srelivesin ahouse with better than kutcha2 congtruction’”
Sheisliterae™
Sheisyounger than 30 yearsold™

Table 14 shows the number and proportions of women in rurd aress ddivering a
hedth facilities in relation to remoteness of the upazila, household condruction,
household income, literacy, and age.

%4 149/363 (41%) vs 237/3030 (8%). Odds Ratio 8.21 (95% Cl 6.3410.62)
6 331/2606 (13%) Vs 52/770 (7%). Odds Ratio 201 (95% Cl 1.46-2.77)
% 198/2100 (9%) vs 39/930 (4%). Odds Ratio 2.38 (95% Cl 1.64-3.45)

67 1741925 (9%) vs 63/1103 (6%). Odds Retio 1.64 (95% Cl 1.20-2.24)
%8 151/1187 (13%) vs 86/1843 (5%). Odds Ratio 2.98 (95% Cl 2.233.97)
69 187/2139 (9%) vs 50/891 (6%). Odds Ratio 1.61 (95% Cl 1.15-2.27)
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Table 14. Rural areas: no. (%) of deliveries in health facilities by remote, poor house, literacy
and age of the woman

Remote Poor house Literacy of woman Age of woman
Deliveries Remote Non Woman Literate Poor Non 15-29 30-49
Remote lliterate  woman house poor years years
kutcha2  house old old
Health Facility 39 (4) 198 (9) 86 (5) 151 63 (6) 174 (9) 187 (9) 50 (6)
13)
Total 930 2100 1843 1187 1103 1925 2139 891

Among women who delivered a a hedlth facility, very poor women are more likely to
ddiver a agovernment hedth facility (rather than a private facility) compared with
less poor women”®.

Advantages and disadvantages of delivery in facilities

Focus groups discussed thisissue. In nearly haf of the groups (50% mae, 43%
femde) participants considered thet there is no advantage in delivering a ahedth
fadility. They cited disadvantages Smilar to the problems of using government hedth
sarvice for other purposes, induding expense, having to pay senice providers, lack of
medicines, bad behaviour of service providers. They aso had concerns about
unnecessary interventions such as caesarian sections.

Focus groups in some communities could see @ least potentia advantages of
ddivering in hedth faclities, such asthe availability of good doctors and rapid hep
in case of an emergency during labour.

Assgtance at the delivery

Of dl the reported ddiveries, only 15% (508/3390) were assisted by trained personnd
(doctor, nurse or FWV). It was nat possible to determine accurately if the dai who
atended a ddivery was trained or not, so ddiveries
atended by ada are not counted as being attended
by atrained worker. Almaost none (4%; 131/3004)
of the ddiveries & home were atended by atrained worker.

Only 15% of deliveries are
attended by a trained worker.

The proportions of ddiveries attended by
different people, trained or untrained, are
shown in Fgure 26. Over hdf of the
deliveries were atended by the dai.

ENobody ORelative ODai/TBA
ENurse/Fwv @ Doctor

Figure 26. Person attending delivery

70 41/52 (79%) vs 198/331 (60%). Odds Ratio 2.50 (95% Cl 1.18-5.56)
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Thedellvely ismore likely to be atended by atrained worker if:
Thewoman is below 30 years old™
The woman is from ametropolitan area
The woman livesin ahouse of better than kutcha construction”
Thewomanis not very poor (annua household income more than Tk
23,898)74
The woman is from a non-remote upazila (rura aress anly)™
Thewoman isliterate™
The woman is from a household with a femae household heed”

Inrurd aress, the division with the highest proportion of ddiveriesassisted by a
doctor , anurse, or aPWV isin Khulna (23%, 74/326), whilethe lowest isin Baisa

(5%, 14/270).

Deliberaing on the reasons why few

ddiveries occur with trained “It takes Tk 1200 to make a delivery by a
assistance, focus group participants trained woman . We have to bring her from
(see Annex 7) cited nonavailaaility the next village. Often we do not find her
of atrained person in or near the and the situation of the patient may become
community as the prime reason (61% serious.”

mae, 58% femde)_ In Stuations Male focus group, Nabiganj

where trained women are available
they may ether ask for money or refuse to help the poor (45% mde groups, 43%
femaegroups).

Focus groups a o discussed what could help more women to deliver with trained
assstance (see Annex 7). Many groups (78% male, 77% fema€) recommended
training women in the communities to conduct ddiveries, expecidly exising dais

The groups aso suggested communication about the benefits of trained assistance for
woman and baby, coming from respected members of the community aswell as
hedlth workers.

"1 382/2412 (16%) vs 126/978 (13%). Odds Ratio 1.26 (95% Cl 1.02-1.59)
72 175/364 (48%) vs 333/3026 (11%). Odds Ratio 7.49 (95% Cl 5.86-9.56)
"3 41212254 (18%) vs 96/1133 (9%). Odds Ratio 2.42 (95% Cl 1.89-3.08)
" 433/2603 (17%) vs 71/769 (9%). Odds Ratio 1.96 (95% Cl 1.49-2.59)
7 267/2098 (13%) Vs 66/928 (7%). Odds Ratio 1.90 (95% Cl 1.42-2.56)
70 366/1442 (25%) Vs 142/1948 (7%). Odds Ratio 4.33 (95% Cl 3.49-5.37)
77 31/145 (21%) vs 477/3245 (15%). Odds Ratio 1.58 (95% Cl 1.02:2.43)
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Decisons about who would assist the delivery

For ddiveriesin the lagt year, the most -
common person to decide who would 11%

atend the ddivery isthe husband, done or
with the mother in law (60%; 2027/3367).

In 22% (745) the woman makesthe

decison hersdlf or sharesthe decision. The

moather in law decides donein 11% (361). 60%
(Figure 27)' B Self OHusband

. . EMother in law OOther relative
Inrurd aregs, the divison with the

lowest proportion of women who had a Figure 27. Decision maker about who
sy in the decison about who would would attend delivery

atend the ddlivery isin Sylhet (15%,

35/236), while the highest isin Barisd (29%, 79/269). In metropolitan aress, the
proportion of women who had a say in the decison is 25% (89/364).

Overdl, 18% (590/3367) of women decided by themsdves who would assist them
during the ddlivery and 5% (155/3367) decided together with another person (husband
or mother inlaw). For the remaining 78% (2622/3367), other people made the
decigon for the womean.

A woman ismore likely to make a decision together with her husband or the mother is
law if:

Sheisliterate™
Shelivesin an metropolitan aregl®
She does nat live in akutcha2 house™

On the other hand, awoman is more likely to make adecision by hersdf, but done, if:

Shelivesin arurd areg*

Shelivesin akutcha2 houss™

She has a family income below the poverty line®
Seisilliterae®

Sheisover 30 years of age®

A woman who meade the decision with someone se or who did not take part in the
decison istwice aslikely to be assgted by trained personnd compared withawoman
that mede the decision one®.

78 87/1435 (6%) vs 68/1932 (4%). Odds Ratio 1.77 (95% Cl 1.26-2.48)

™ 217364 (11%) vs 114/3003 (4%). Odds Ratio 3.22 (95% Cl 2.17-4.75)

80 126/2241 (6%) vs 29/1123 (3%). Odds Ratio 2.25 (95% Cl 1.47-3.46)

81 542/3003 (18%) Vs 48/364 (13%). Odds Ratio 1.45 (95% Cl 1.04-2.02)

82 22911123 (20%) vs 361/2241 (16%). Odds Ratio 1.33 (95% Cl 1.10-1.61)
88 1721767 (22%) vs 417/2582 (16%) . Odds Ratio 1.50 (95% Cl 1.22-1.84)
84 373/1932 (19%) vs 217/1435 (15%). Odds Retio 1.34 (95% Cl 1.11-1.62)
8 221/969 (23%) vs 369/2398 (15%). Odds Retio 1.62 (95% Cl 1.34-1.97)
8 455/2774 (16%) vs 52/590 (9%). Odds Ratio 2.03 (95% Cl 1.48-2.79)
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However, the best Stuation seemsto beif the woman takes part in a shared decison.
Women who made the decision together with someone dse are dmogt three times
more likely to be asssted by trained personnd, compared with women who did not
teke part in the decision or who decided by themselves®’.

Table 15. No. (%) of deliveries by who assisted them and by who made the decision

Woman alone Woman shared Someone else

Nobody 18 (3%) 0(0%) 20 (1%)
Relative 179 (30%) 43 (28%) 641 (25%)
Dai/TBA 341 (58%) 62 (40%) 1553 (59%)
PW 8(1%) 1(1%) 35 (1%)
Nurse 15 (2%) 15 (10%) 136 (5%)
Doctor 29 (5%) 34 (22%) 234 (9%)
Total 590 (100%) 155 (100%) 2619 (100%)

Asit can be seen from Table 15, in the group of women who made a shared decison,
the percentages of ddiveries asssted by anurse or adoctor are higher than in the
other two groups.

Problems during ddivery

Of dl the women who ddivered in the last year, some 7% (250/3372) reported they
hed problems during ddivery.

Literate women are more likely to report they had problems during delivery compared
with illiterate womerf®. This could be related to different perceptions of what counts
asaproblem during ddivery between literate and illiterate women.

Smilarly, women from metropolitan aress are more likdly to report they had

problems during delivery compared with women from rurd aree®. Thismay dso be
due to different percgptions of whet condtitutes a problem during ddlivery, dthough
the difference between metropolitan and rura aress perssts when literacy of the
woman is taken into account.

As expected, women who ddivered in a hedth facility are five times aslikdy to
report they had a heglth problem during delivery™. This reflects the fact that many
ddiveriesin hedth facilities are emergencies rather than planned admissions for
adlivery.

Inrurd aress, the divison with the highest proportion of women who hed problems
during ddivery is Sylhet with 12% (30/242). Thedivison with thelowest proportion
is Barisd with 3% (9/270).

87 50/155 (329%) vs 457/3209 (14%). Odds Ratio 2.87 (95% Cl 1.99-4.13)
88 13011432 (9%) vs 120/1940 (6%). Odds Ratio 1.51 (95% Cl 1.162.00)
8 37/364 (10%) vs 213/3008 (7%). Odds Ratio 1.49 (95% Cl 1.01-2.17)
% 89/250 (36%) Vs 297/3120 (10%). Odds Ratio 5.26 (95% Cl 3.857.14)
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Help for problemsduring delivery
Table 16 shows where women with hedlth problems during delivery were taken for
help. About a quarter (26%) were not taken anywhere for help.

Table 16. Place where women with health problems during delivery were taken for help

Place No. (%)

Nowhere 64 (26)
Government Hospital 51 (21)
UHC 34 (14)
UHFWC/Sat Clinic/MA,FWV,HA 13 ©)]
Private Doctor / Clinic / Hospital 52 (21)
Village Doctor 24 (20)
Other 7 3)
Total 245 (100)

A woman with ahedth problem during ddlivery ismore likely to be taken to ahedth
fadility if:
Sheis from ametropolitan area™
She not very poor (household annual income more than Tk 23,898) %
Sheisliterate™

%1 34/36 (94%) vs 147/209 (70%). Odds Ratio 7.17 (95% Cl 1.59-45.16)
%2 154/199 (77%) vs 26/44 (59%). Odds Ratio 2.37 (95% Cl 1.12-5.00)
%3 105/129 (81%) vs 76/116 (66%). Odds Ratio 2.30 (95% Cl 1.23-4.34)
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Views and knowledgeof gover nment health and FP service

providers
Characterigtics of the service providers

Altogether 1962 sarvice providers were interviewed. The proportion in each job

category and the proportion of women within these categories are shown in Table 17.

Table 17. Job categories and proportion of female workers in each category

Total (n=1960) Female

UHFPO 30 (2%) 1 (3%)
UFPO 28 (1%) 6 (21%)
Medical Officer / RMO 133 (%) 14 (11%)
Dental Surgeon 10 (1%) 3 (30%)
Nurse 255 (13%) 225 (88%)
Medical Assistant 94  (5%) 17 (18%)
Pharmacist 66  (3%) 8 (12%)
Storekeeper 37 (2%) 0 (0%)
Sub-Assistant Community Medical Officer (SACMO) 101 (5%) 12 (12%)
Health Inspector 188 (10%) 1 (1%)
Family Planning Inspector 24 (1%) 3 (13%)
Family Welfare Visitor 314 (16%) 201 (64%)
Health Assistant 294  (15%) 46 (16%)
Family Welfare Assistant 386 (20%) 373 (97%)
Total 1960 (100%) 910 (46%)
The mean age of
the service EMale OFemale
prowderswag 50% -
40 yearsranging
from22t0 58 40% A
years. Figure 28
showsthe age 30% +
digribution of

. 20% A
the service
providers 10% 4
covered in the
survey. Mogt of 0% - . . . .
both mde and 21-30yrs 31-40yrs 41-50yrs 51-60 yrs
femae providers
are between 31 and 50

Figure 28. Age distribution of service providers

years old, though there
isrelaively alarger
proportion of femae workersin the young age group (21-30 years).

Three quarters of the service providers (74%; 1435/1924) reported working in the
government hedth and family planning services for more than 10 years. Sightly less
than haf (44%; 856/1931) reported that they had worked in the same upazila for more
than 10 years. This suggests ardaively stable workforce a upazilalevd, for these
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grades of gaff. Table 18 shows the work experience of service providersin their

present upazilaand in the government health and family planning service assawhole.

Table 18. Work experience of service providers

Govt. H & FP service (n=1924) In the Upazila (n=1931)
Less than five years 183 (10%) 541 (28%)
5-10 years 306 (16%) 534 (28%)
11-20 years 764 (40%) 522 (27%)
21-30 years 529 (27%) 317 (16%)
More than thirty ye ars 142 (7%) 17 (1%)

Difficultiesfaced in doing thejob and suggestionsfor improvement

About hdf of the sarvice providers interviewed (48%, 947/1958) reported they did not

face any difficulty in fulfilling their duties. An equd proportion (48%, BY/1958)
found it somewheat difficult while only 4% (72/1958) reported they found it very
difficult. (Table 19)

Table 19: Difficulties in fulfilling their duties by gender and level at which staff work

Total Male Female Upazila Below
(n=1958) (n=1048) (n=909) level upazila
(n=677) (n=1279)
Difficult 1011(52%)  511(49%)  500(55%)  356(53%)  655(51%)
Not difficult 947(48%) 537(51%)  409(45%)  321(47%)  624(49%)

Femde workers are somewhat more likely to report facing some difficultiesin
fulfilling their duties as compared to males™.

The main difficulties reported in fulfilling the duties of the post (in reponseto an
open question) are summarised in Table 20.

Table 20. Main difficulties faced by gender and level at which staff work (n=1570)

Male Female Upazila level Below upazila Total
(n=858) (n=712) (n=551) (n=1019) (n=1570)
Lack of incentives/ personal 104(12%) 72(10%) 77(14%) 109(11%) 186(12%)
benefits
Administrative problems 116(14%)  55(8%) 107(19%) 64(6%) 171(11%
Inadequate human 235(27%)  139(20%)  169(31%) 195(19%) 374(24%)
resources/trained persons
Inadequate 324(38%)  272(38%)  170(31%) 426(42%) 606(39%)
supplies/logistics
Inadequate infrastructure 157(18%) 159(22%) 141(26%) 175(17%) 316(20%)
Iphysical facilities
Corruption/behaviour of 37(4%) 10(1%) 26(5%) 21(2%) 47(3%)
colleagues
Difficult access to area 272(32%) 168(24%) 104(19%) 336(33%) 440(28%)
Unawareness/bad 175(20%)  112(16%)  171(31%) 266(26%) 437(28%)
behaviour of people
The most commonly cited problem was inadeguate supply of medicines, materids and

other logidics. Thisties in with the common complaint from sarvice users of
inadequate medicines (see above).

% 500/909 (55%) Vs 511/1048 (49%). Odds Ratio 1.28 (95% Cl 1.07-1.54)
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Sarvice providers were asked to make suggestions (in an open ended question) about
what would help them to work better (Table 21). The suggested improvements largdy
reflect the problems noted in Table 20. The most common request isfor more

supplies of medicines and other materids.

Table 21. Suggestions from service workers for what would help them to work better, by

gender and level at which staff work

Male Female Upazila Below Total
(n=960) (n=839) level upazila (n=1799)
(n=636) (n=1162)
More personal incentives 295(31%) 137(16%) 138(22%) 293(25%) 432(24%)
Solve administrative issues 123(13%) 80(10%) 109(17%) 94(8%) 203(11%)
Increase human resources 272(28%) 176(21%) 160(25%) 288(25%) 448(25%)
More supplies/material 349(36%) 394(47%) 224(35%) 519(45%) 743(41%)
Improved infrastructure/ 185(19%) 197(23%) 150(24%) 232(20%) 382(21%)
equipment /communication
More/better training 233(24%) 231(28%) 123(19%) 331(28%) 464(26%)
Less corruption/more 61(6%) 69(8%) 77(12%) 53(5%) 130(7%)
cooperation from colleagues
Improve knowledge/ behaviour 75(8%) 92(11%) 83(13%) 92(8%) 167(9%)

[participation from people

Views about treatment as gover nment employees

More than haf (60%, 1175/1954) the service providers reported they were trested

fairly as employees of the Government Hedlth and Family Planning services. Femde

sarvice providers are more likely than mae service workers to report being treated
farly™. A service provider working a the upazilalevel islesslikely to report being

treated fairly, compared with a service provider working below upazila levef®,

Of those who considered they had not been treated fairly, the mgority identified

persond incentives and bendfits as the mgior problem. The main problems of unfair
trestment reported are summarized in Table 22.

Table 22: Main problems of treatment as government employee by gender and level at which

staff work
Male Female Upazila Below Total
(n=368) (n=245) level upazila (n=613)
(n=211) (n=402)
No incentives for good work 144(39%) 69(28%) 96(45%) 117(29%) 213(35%)
Recognition not according to 101(27%) 43(18%) 56(27%) 98(24%) 144(23%)
qualification
Corruption/political pressure 7(2%) 3(1%) 5(2%) 5(1%) 10(2%)
Problems with 213(58%) 174(71%) 96(45%) 285(71%) 391(64%)
salary/allowance/service benefits
Inadequate human resources/ 44(12%) 37(15%) 39(18%) 38(9%) 77(13%)
training
Bad behaviour of people/ security 25(7%) 22(9%) 16(8%) 32(8%) 48(8%)
problem

% 595/907 (66%) Vs 579/1046 (55%). Odds Ratio 1.54 (95% Cl 1.27-1.86)
9 3821673 (579%) vs 791/1279 (62%). Odds Ratio: 0.81 (95% Cl 0.67-0.99)
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Problems with behaviour of patients

Nearly haf the service providers (45%, 866/1941) reported they had problemswith
the way patients behaved towards them (Table 23).

Table 23: Problems with the behaviour of patients

Male Female Upazila level Below upazila Total

(n=1032) (n=908) (n=667) (n=1272) (n=1941)
Faced problem 465(45%) 401(44%) 304(46%) 562(44%) 866(45%)
No problem 567(55%) 507(56%0) 363(54%) 710(56%0) 1075(55%)

The problems noted (in anopen ended question) are summarized in Table 24. Bad
attitude of the patients and their visitors was identified as the most common problem.
Almog hdf of the respondents (46%o, 386/845) attributed this to the inadequate
supply of medicine and patients perception that the medicines are sold outsde. An
8% (64/8445) acknowledged that this was due to poor quality of service provided.
Some 13% (112/845) attributed the bad behaviour to the lack of awarenessand
ignorance on part of the patients. Service providers (14%, 115/845) dso reported that
patients asked for illegd benefits (such as certificates they were not entitled to), which
resulted in behaviourd conflicts between the provider and the patients.

Table 24: Nature of problems with the behaviour of patients by gender and level at which staff
work

Male Female Upazila Below upazila Total
(n=451) (n=394) level (n=549) (n=845)
(n=296)
Inadequate supply of 227(50%) 159(40%) 132(45%) 254(46%) 386(46%)
medicines/ accused of selling
of drugs
Bad quality of service 26(6%) 38(10%) 37(13%) 27(5%) 64(8%)
Patients asking for illegal 78(17%) 37(9%) 57(19%) 57(10%) 115(14%)
benefits
Bad attitude of 184(41%) 193(49%) 136(46%) 240(44%) 377(45%)
patients/visitors
Lack of awareness/ignorance 59(13%) 53(13%) 250(84%) 87(16%) 112(13%)
among people

Views about availability of medicines

In the service workers questionnaire (see Annex 3) it was noted that patients
frequently complain about non-availability of medicines and the service worker was
acked to give their opinions about why medicines are not available in government
hedth facilities. Only 2% (30/1908) responded that they did not agree there was a
lack of medicines available to patientsin government hedlth facilities.

Of those who accepted lack of medicines as a problem, nine out of ten (91%,

1682/1847) mentioned inadequete or irregular supply of medicines asacause. The
reasons given by respondents to the open-ended question are shown in Table 25.
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Table 25: Reasons from service providers for non-availability of medicines

Male Female Upazila level Below Total
(n=991) (n=856) (n=640) upazila (n=1847)
(n=1206)
Inadequate supply in due 899(91%) 783(91%) 580(91%) 1101(91%) 1682(91%)
time
Low budget/bad planning/ 103(10%) 47(5%) 76(12%) 74(6%) 150(8%)
cannot take payment from
people
Supply of inappropriate 66(7%) 85(10%) 68(11%) 83(7%) 151(8%)
medicines
Corruption 46(46%) 34(4%) 16(3%) 64(5%) 80(4%)

Asked what could improve the availability of medicinesfor patients, 8%%

(1680/1897) of service providers suggested improving the supply of medicinesto
hedth facilities and asked for more medicines. The suggestions from service workers
about improving the availability of medicinesto patients in government hedth

fedilities are shown in Table 26. Only afew service providers (4%, 77/1897)
suggested charging patients for medicines.

Table 26: Suggestions from service providers to ensure availability of medicines

Male Female Upazila level Below upazila Total
(n=1016) (n=881) (n=649) (n=1247) (n=1897)
More supply of 872(86%) 808(92%) 571(88%) 1108(89%) 1680(89%)
medicine
Regular supply/better 133(13%) 112(13%) 64(10%) 181(15%) 245(13%)
distribution system
Patients’ Participation 85(8%) 20(2%) 59(9%) 46(4%) 105(6%)
/subsidized charges
More staff/availability/ 103(10%) 94(11%) 57(9%)) 140(11%) 197(10%)
regular timings
Better monitoring and 100(10%) 81(9%) 66(10%) 115(9%) 181(10%)
administration

Views about extra payments from patients to service providers

Service providers were asked about the common complaint of patients thet they have
to pay the doctors and hedlth workers to get the service a government hedlth
fecilities. When asked how common they think this practice is around three quarters
sad it did not happen or was very rare, and lessthan 10% agreed it was acommon
practice in government hedth facilities. (Table 27).

Table 27: Opinion about extra payments by gender and level at which staff work

Male Female Upazila level Below upazila Total

(n=959) (n=821) (n=629) (n=1150) (n=1781)
Very rare 722(75%) 633(77%) 486(77%) 868(75%) 1356(76%)
Not so common 169(18%) 126(15%) 93(15%) 202(18%) 295(17%)
Common 68(7%) 62(8%) 50(8%) 80(7%) 130(7%)

Asked to comment about why service workers might demand payments from patients,
30% (463/1522) of the sarvice providers Smply responded thet it did not happen.
(Table 28). However, a quarter agreed that it was due to corruption dishonesty or
power play (24%, 368/1522). Others gave reasons suggesting judtification for the
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practice on various grounds, or felt it was somewhere judtified because it happened
everywhere (Table 28)

Table 28: Reasons for taking extra payments (by gender and level at which staff work)

Male Female Upazila level Below upazila Total
(n=835) (n=687) (n=554) (n=967) (n=1522)
Do not agree 222(27%) 241(35%) 139(25%) 323(33%) 463(30%)
Confusion/lack of 73(9%) 29(4%) 23(4%) 71(7%) 82(5%)
guidelines/supervision
Corruption/dishonesty/ 216(26%) 168(24%) 158(29%) 196(20%) 368(24%)
power play
It's common/everywhere/ 82(10%) 51(7%) 45(8%) 86(9%) 131(9%)
not bad
Financial reasons 163(20%) 122(18%) 133(24%) 148(15%) 281(18%)
Doctor's ask for extra 61(7%) 58(8%) 34(6%) 85(9%) 119(8%)
service/equipment
Patients pay to get better 28(3%) 28(4%) 21(4%) 33(3%) 54(4%)
service
Ignorance/lack of 48(6%) 35(5%) 32(6%) 48(5%) 80(5%)
motivation in service
providers

Suggestions from service workersfor improving the services

Asked for ther suggestions for improving government hedth and family planning
sarvices, more than haf (56%, 937/1792) the sarvice providers returned the question
to the patients, saying that cregting awareness about health among the masses and
hedth education were the key improvement needed (Table 29). Other suggestions
were more atuned to improving the actual provison of sarvice.

Table 29: Suggestions from service providers for improving the services

Male Female Upazila level Below upazila Total
(n=970) (n=822) (n=611) (n=1180) (n=1792)
Better administration/ 287(30%) 128(16%) 247(40%) 168(14%) 415(23%)
planning /supervision
Incentives/benefits 66(7%) 31(4%) 51(8%) 46(4%) 97(5%)
Better 201(21%) 133(16%) 94(15%) 239(20%) 334(19%)
facilities/infrastructure
Health 444(46%) 493(60%) 265(43%) 672(57%) 937(52%)
education/awareness
Better supply of 188(19%) 149(18%) 107(18%) 230(19%) 337(19%)
medicine/equipment
Provide specific health 209(22%) 269(33%) 117(19%) 361(31%) 478(27%)
services
More/better human 262(27%) 147(18%) 161(26%) 247(21%) 409(23%)

resources

MOHFW & CIET 65



Knowledge of service providersabout HPSP

Almog dl the service providers (95%;
1858/1951) had heard about HPSP
from one or the other source with no
sgnificant gender difference. The
proportion of those who have not
heard about HPSP was lower in saff
working below upazilalevd thanin
those working a upazila leve®.

The sources of their information about
HPSP are shown in Figure 29 and
Table 30. The most common source of
information was through their
workplace at the Upazilalevd or
below, followed by media, newsand

70% 1

60% 1

50% 1

40% 1

30% 1

20% 1

10% 1

0%

O Workplace
M Training/seminars

O News/media
E District/central

Figure 29. Source of information about HPSP

bulletins. A few people mentioned that they heard about HPSP from authorities a the
digrict or centrd level, or from trainings and seminars.

Table 30: Source of Information about HPSP by gender and level at which staff work

Male Female Upazila level Below upazila Total
(n=1009)  (n=818) (n=601) (n=1225) (n=1828)
Upazila & below 575(57%)  536(66%)  274(46%) 636(52%) 1112(61%)
News and media 430(43%)  309(38%)  307(51%) 432(35%) 739(40%)
Training/seminars 78(8%) 38(5%) 62(10%) 54(4%) 116(6%)
District/central 166(16%)  64(8%) 113(19%) 117(10%) 230(13%)
60% - Nine out of ten people who hed heard
0% about HPSP knew &t least something
60% about it (Figure 30 and Table 31).
50% - Mogt commonly they knew it was
40% 1 concerned with unification of hedth
igz’ ] and family planning services. A few
0% mentioned strengthening community
oo 4 —2 —fd_| | leve services or specificaly
W DK/not clear O Unification i i ini
DComm Clics BESP comp. mentioned community dinicsand ESP

EComm. Level service

Figure 30. Knowledge about HPSP

components.

Table 31: Knowledge about HPSP by gender and level at which staff work

Male Female Upazila level Below Total
(n=983) (n=802) (n=590) upazila (n=1786)
(n=1194)
Service at community level 93(9%) 80(10%) 71(12%) 102(9%) 173(10%)
Unified Health and Family 764(78%)  577(72%)  416(71%) RATTY%)  1341(75%)
Planning
Community Clinics 75(8%) 38(5%) 34(6%) 79(7%) 113(6%)
Components of ESP 54(5%) 57(7%) 62(11%) 49(4%) 111(6%)
Don't know/not clear 81(8%) 105(13%) 66(11%) 120(10%) 187(10%)

%7 38/1275 (3%) vs 53/674 (8%). Odds Ratio 0.35 (95 % Cl 0.22:0.54)
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The main changes observed by service providers as aresult of HPSP are shown in
Table 32. The most common response was an improvement in the qudity of their

own work experience, followed by unification and coordinetion of sarvices, and
improved qudity of the service they provided.

Table 32: Changes as a result of HPSP noted by service providers by gender and level of

work
Male Female Upazila Below Total
(n=926) (n=743) level upazila (n=1670)
(n=548) (n=1120)
No change 155(17%)  106(14%)  109(20%)  152(14%)  262(16%)
Quiality of Service improved 162(17%)  145(20%)  97(18%) 210(19%)  307(18%)
Quality of Work improved 299(32%) 214(29%) 143(26%) 369(33%) 513(31%)
Increase work load 40(4%) 28(4%) 20(4%) 48(4%) 68(4%)
/complicated
Change in process and 24(3%) 27(4%) 24(4%) 27(2%) 51(4%)
management
MIS related 25(3%) 20(3%) 21(4%) 24(2%) 45(4%)
Provide service at Grassroot 48(5%) 40(5%) 29(5%) 59(5%) 88(5%)
level
Unification and Coordination 245(26%) 204(27%) 132(24%) 317(28%) 449(27%)
Don't know/Can't say 32(3%) 45(6%) 27(5%) 50(4%) 77(5%)

Knowledge of service providersabout components of ESP

Four out of ten service providers (40%, 757/1898) responded thet they did not know
anything about ESP components. Table 33 shows the knowledge of those sarvice
providers who considered they knew at least one component of ESP.

Table 33: Staff's knowledge about components of ESP by gender and level at which they

work
Male Female Upazila level Below upazila  Total
(n=635) (n=506) (n=430) (n=711) (n=1141)
Child care 420(66%) 334(66%) 278(65%) 276(39%) 754(66%)
Communicable disease 338(53%) 281(56%) 361(84%) 358(50%) 619(54%)
control
Reproductive health, FP 495(78%) 375(71%) 330(77%) 540(76%) 870(46%)
and HIV/STDs
Health education 179(28%) 85(17%) 101(23%) 154(22%) 245(21%)
Limited curative care 69(11%) 30(6%0) 50(12%) 49(7%) 99(9%)
PHC/public health 114(18%) 102(20%) 70(16%) 146(21%) 216(19%)
Improved availability/ 52(8%) 13(3%) 29(7%) 36(5%) 65(6%)

access to services

Training about ESP

Lessthan afifth (18%, 343/1885) of the sarvice providers reported they had received
some training about ESP. As one would hope,
service providers who reported they hed received

training were much more likely to know & leest one

component of ESP compared with those who hed

not received any training™.

% 327/343 (95%) Vs 812/1542 (53%). Odds Retio 18.37 (95% Cl 10.73-31.95)

MOHFW & CIET

67

Less than one in five service
workers reports having had
training about ESP.




Health education activities of service providers

Information about hedlth education activities was collected from the 959 service
providers who have respongibility for conducting community level hedlth education
attivities. The providers with hedlth education respongbility indude Medica

Assgants (MA), Hedth Assgtants (HA), Sub-Assisant Community Medicd Officers
(SACMO), Family Wdfare Vigtors (FWV), and Family Wefare Assgtants (FWA).
Onethird of these hedth workers (33%, 279/844) reported they had received training
on the conduct of hedlth education sessons.

Table 34 shows the mean number of hedth education sessons reportedly conducted
by each type of service provider in the last month.  Except for Medicd Assgants,
virtudly dl the service providers report conducting  least one hedth education
sesson in the last month.

Table 34. Health education sessions conducted by different service providers

Service provider Number (%) who conducted Average no. of sessions
any HE sessions per provider

MA 36 (59) 5

W 208 (95) 8

SACMO 86 (95) 7

HA 259 (97) 8

FWA 303 (95) 6

The number of sessonsin the last month for thosewho conducted &t leest oneis 7
(range 1-50). Sightly lessthan haf (45%, 399/891) of the providers conducted oneto
five sessons during last month. Almost an equd proportion (43%, 381) conducted
fiveto ten sessons. One out of ten providers (13%, 111) reported conducting more
than ten sessions during the last month.

Table 35 shows the range of topics reportedly covered by the service providersin
hedlth education sessons during the last month.

Table 35. Topics covered during health education sessions, as reported by service providers
(n=863)

Topic Number (%)

Diarrhea/ARI 557 (65%)
Health education 507 (59%)
EPl/immunization 322 (37%)
Family planning 252 (29%)
Mother and child care 174 (20%)
Reproductive health 153 (18%)
Communicable diseases 164 (16%)
Parasites/worms 87 (10%)
Treatment for iliness/injury 4 (0%)
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Community dinicsand community dinic groups
(Note thet data collection was in September and October 2000)
I nformation from community based health workers

Hedth Assgtants and Family Welfare Ass stants were asked about the progress with
establishing community dinic groups and community dinicsin their communities
Some 195 of these hedth workers responded to the questionnaire. Among these, 53%
(104/195) are Family Wdfare Assstants (FWA), 44% (85) are Hedlth Assistants
(HA), and the remaining 3% (6) are Assstant Hedlth Inspectors (AHI), Family
Widfare Vigtors (FWV), Medicd Assgants (MA), and Sub-Assstant Community
Medica Officers (SACMO).

Among the 195 community level hedlth workers only one, in Gazngpur, Upazila
Nabiganj, Sylhet reported that she is presently working in acommunity clinic. The
remaining 194 respondents are not presently working in community dinics

Of thel94 hedth workerswho e formed | 539,
reported that the community dinicin | ’
the community covering the survey cce | 44%
steisnot yet functioning (Figure funetioning
31); site selected | 63%
- 53% (102/193) sad thet the construction | .
community dinic group has been started _:l 22%
forrna'j, construction l:l 9%
44% (85) reported that the complete . . : .
community dinic group is 0% 20% 40% 60% 80%
functioning,
63% (122) sad that the site has Figure 31. Proportion of sites at each stage of
gg?? F(){gmﬂaj that the Site community clinics establishment
(}
sdection has been finalised,

46% (89) reported that the congtruction plan has been included thisyear,
22% (43) reported the congtruction has sarted, and
8% (15) said the congtruction has been completed.

These figuresindicate that in Some communities Ste sdlection for the community
clinic has been findised without an active community dinic group. This may suggest
that the community dinic establishment manua has not been followed in some
communities.

Asked what have been the main difficultiesin reeching this stage (whatever stage they
ae at), 39% (74/191) of the hedth workers responded that nothing has been done yet.
Thiswasfollowed by “no difficulties’ (22%, 42), “no dltable Ste for community
cinic avalable’ (21%, 40), and “conflict among stakeholders on Ste selection” (14%,
26).

Some 43% (74/172) of the hedth workers consder that the co-operation of the people
in generd has been the main factor that has worked well to reach this tage. The co-
operaion by the community leedersis dso raised by athird of the respondents (33%,
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56), followed by co-operation from the land owner (20%, 34), efforts of the
Community Clinic Group (16%, 28), and co-operation by the government officids
(12%, 20). A quarter (25%, 43) responded that nothing has been done yet.

Asked what they know about the Community Clinic Group and how they should
function, athird (31%, 54/174) of the hedth workers answered thet it is agroup
condtituted by “the community dite, hedlth and family planning officids and public
representatives’. Almos the same proportion of the hedth workers (29%, 50) said
that they didn’t know about the community dinic group and how it should function.
This was followed by “to supervise and monitor the community dinic/ ensure service
ddivery” (20%, 34), “to have the hedlth assstant and the family welfare assstant

work together” (10%, 18), “to have

meaingS’ (100 %, 18), “to combine hedlth Almost a third of com,munity based health
. L “ workers say they don’t know about

ad fa_n”y planr_llng’ (8%, 13), and “to community clinic groups and how they

supervise esteblishment of the should function.

community dinic/monitor the
congtruction of the community clinic” (6%, 10).

Some 45% (81/182) of the hedth workers said that “ comprehensive services’ should
be provided from the community dinic. This seemsto mean arange of family

planning, preventive and trestment services. Over a quarter (27%, 49) mentioned that
the community clinic should function as*“the

place where the hedth assstant and the family 15% of community based health
welfare assistant will work together”, 5% (9) workers say they don't know -
think that community participation isimportant anything at all about community
for the function of the community dinic. Some clinics and how they will work.

15% (27) of the hedth workers did not know about the community dinic and how it
should function at dl. The ideas among the remaining 85% were often quite vegue
and non-specific.

Union Parishad Chairmen’s views

Of the 140 Union Parishad Chairmen (or deputy chairmen) and 75 Union Parishad
members interviewed, 90% (203/208) reported that the Union Parishad has discussed
about the community dinic groups a least once. The median number of timesthey
have discussad about the community dinic groups s four, ranging from none to 36
times. Only Union Parishad Chairmen were asked about the progress about the
community dinic groups and the establishment of thedinicsin ther union.

The median number of community dinic groups congtituted per union (among the
unions covered by the UP Chairmen interviewed) isthree. Thefigure rangesfrom
none to ten community dinic groups. Of these community dinic groups, 83%
(100/120) have hedd meetings at least once. The median times met isthree times,
ranging from noneto 30 meetings. The median number of Stes selected for
community dinics per union isthree, ranging from none to ten. Haf the Chairmen
reported that no the community dinics are under condruction in their unions. Of
those who reported at leest one community dinic being congructed in the union, the
median number of clinics under condruction was 2. This figure ranges from oneto
Sx community dinics
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Some questions about the progress

with establishing community dinics,
spedifically the one covering the CCG formed | 519
urvey ste, wereasked. According to
the 121 Union Parished Chairmen who
responded (Figure 32); CCG met | 4496
- 51% (61/120) of the survey 1
sites have a community dinic _ .
group coverlng thdr area site selected |57 %
44% (53/120) of the survey . . . . . .
sites have a community dlinic 0% 10% 20% 30% 40% 50% 60%
group which has hed mestings, Figure 32. Proportion of survey sites at each
ad stage of community clinic establishment,
57% (69/121) of the survey according to the UP chairman

Stes have alocation sdected for the community dlinic.

Note that the number of Union Parisred Chairmen interviewed is less than the number
of hedth workers interviewed, so that they gave information only on a subset of the
Stes.

UP Chairmen were asked about the problems they foresee in the functioning of the
community dinicsinther union. About half (48%, 59/120) of them responded thet
there would no problems. Thiswas followed by “no or few medicines available’

(17%, 20), “community dinicswill be dirty” (15%, 18), “no doctors in community
cinics’ (11%, 13), and “gppointment of the saff” (7%, 8). It may be that those who
say they foresee no problems are being overly optimistic and may experience
problems when they actualy come to ded with the issues.

Household knowledge about Community Clinic Groups

Oneinten (10%; 2254/22344) of dl household respondents knew about a community
clinic group active in their community. However, of those who knew about the

exigence of acommunity clinic
group, 85% (1537/1817) did not

. L Ono Oyes
know anything about the activities of ]
the group, and a further 10% (164) CCG formed [y ——1
think that the group does nothing. O
Less than 1% (15) said that the group CCG functioning (e —
SHectsthe ste for the community site selected f——————1
mﬁﬁg&&z Il:“i.lpe'w%the construction started -_I ]

construction complete I

AS mvn In Figure 331 the 0% 5:1/0 l(l)% 15I% 2(;% 25I% 3(;% 35I%
household knowledge about a
community dinic group was reviewed Figure 33. Proportion of households who
in light of the information from the know of a community clinic group by stage
community based hedlth worker of CCG and CC establishment.
covering the site about the progress
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with establishing the community dinic group and community dinic (see above).

More households know about the existence of a CCG with more advanced progress of
establishment of a community dinic group and community dinic (as per the
information from the community based hedth worker). Nonethdess, evenin aste
where the congdruction of the community dinic has been completed, only 29%
(447/1529) of the households know the existence of a community dinic group active

inthelr area.

In gtes where the community dinic
group has been formed according to
the hedlth worker, 13%
(1332/20472) of the households
know about a community dinic

In communities with a community clinic group
in existence, only 13% of households know
of it.

group active in their area. However, in sites where there are no community clinic
group formed, 7% (677/9313) of the households Htill responded thet they knew about
acommunity dinic group activein their area. The low proportion of the households
who know about the community dinic group thet is established in their area suggests
much more needs to be doneif these groups are redly to represent the views of dl
community members and not just alocd dite

Communities with an established community dinic group (according to the
community based hedth worker) have alower proportion of very poor households
than communities without an established group (279% vs 3296)°. This suggests that
there could be a bias towards establishing community dinic groups preferentidly in

reldively less poor communities.

9 2354/8721 (27%) vs 3550/1100 (32%). Odds Retio 0.78 (95% Cl 0.73-0.83)
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COMMENTARY

Comparison with 1999 basdine service ddivery survey

As intended, it is possble to compare directly severd indicators between the 1999
basdine survey and the present survey that took place in late 2000. Table 36

summarises some compari sons between the two surveys.

Table 36. Comparison between the 1999 baseline SDS and the 2000 SDS

Indicator

% households rating government
health services as ‘good’

% households using gov service for
treatment in last month

% households using other private
services for treatment in last month
% households with someone ill and
no use of any service

% households willing to pay for
improved government health service
% visits to gov health services for
treatment with all needed medicines
available

% visits with unofficial payment of
‘ticket’

% visits with unofficial payment to
service provider(s)

% users satisfied with service on last
visit

1999 SDS

37%

13%

32%

5%

55%

33%

27%

22%

53%

2000 SDS

10%

11%

42%

22%

75%

20%

23%

20%

62%

Notes

Most change is from
‘good’ to ‘neutral’

Very poor households
use less (2000 SDS)
Very poor households
use less (2000 SDS)
May be related to
seasonal differences
Word ‘officially’ added in
2000 survey

Apparent decrease may
be explained by different
point in supply cycle
Probably comparable

2000 SDS allowed other
categories of payment
2000 SDS also has 66%
satisfied with behaviour
of service provider

The 2000 SDS did not revigit issues concerned with contraception and antenata care—
thisis dreedy wel-documented from other sources and large change since the 1999
basdine SDSisnat likdy. However, the 2000 SDS did collect data about ddlivery
care. Itisof interest that the decison making pattern about who should assigt the
ddivery and the influences the decision-makes has on the actua assistance during
ddivery mirror the findings of the 1999 SDS in regard to decison mking about
antenata care. Some issues were covered in more detail in the 2000 survey and new
aress were d0 included (see beow), while il retaining a core of common questions
to dlow direct comparisons between the two surveys (and indeed with subsequent

cycles of the SDS).

So far, thereis not much evidence of improvement in access of the public to and
experience of government hedlth services, dthough thisis an important am of the
overdl five year HPSP. Itisredly not to be expectedthat the big reforms of the
services will have had anoticegble beneficid effect on their experience after only two
years (there is less than two years between the two surveys). Thereis dready
encouraging information in two areas: public willingnessto pay for improved
government heglth and family planning services and increased overd| satisfaction of
sarvice users after vigts to government hedlth facilities. And people (mainly women)
who usad government hedlth and family planning services for preventive and family
planning purposes report a favourable experience, even though the number using the
savicesin thisway isrdativey smdl. However, many people continue to hald quite
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negative views of government health services and difficulties pergst in the areas of
avalability of medicines, unofficid payments, and reported poor behaviour of service
providerstowardstheir patients.

Additiond data on household income were collected in the 2000 SDS, dlowing usto
demondrate the many waysin which the very poor continue to be serioudy
disadvantaged in their access to hedlth care and their experience of hedlth care when
they do accessthe sarvice. Thereis evidence of discrimination againgt very poor
people in government hedth services. The 2000 SDS has produced informetion thet
not only documents the situation but aso offers some pointers towards what could
help to changeit. Hopefully these can be used as an input into the ongoing HPSP
planning and revison.

Special focusareasin the 2000 DS

After the 1999 basdine SDS, it was agreed to retain a core sat of questions, remove
others that did not need to be repeated S0 soon, and focus on certain key aress. Data
about edditiond indicators, not collected in the 1999 survey, are shown in Table 37.

Table 37. Summary of additional indicators in the 2000 SDS

Indicator 2000 SDS  Notes

% households rating private health 25% Includes private, NGO and unqualified
services as ‘good’ providers

% service visits for treatment in last 21% 11% UHC, 5% government hospital
month to government facility

% service visits for treatment in last 30% 27% private doctor — govt doctor doing
month to private/NGO providers private practice

% service visits for treatment in last 49% 32% village doctor, 12% drug shop, 5%
month to unqualified providers traditional

% users of private providers satisfied 88%

with service on last visit

% users of unqualified providers 88%

satisfied with service on last visit

% women married women aged 10- 4% Ranges from 1% in Rajshahi to 12% in
49 years with injury requiring Sylhet

treatment in last year

% women delivering at home 89%

% women delivering with trained 15% Includes doctor, nurse or FWV
attendant

% households knowing about 13% In communities with a group existing

community clinic group

Availability of medicinesin gover nment health facilities

Thelow avallability of medicinesin the 1999 SDS was a key concern of service users
and household respondents and was strongly related to peopl€' s perception of the
government sarvices. The Stuation has not improved since the 1999 SDS. The
goparent deterioration may be explained by the fact that the 2000 SDS took place
reflecting the low point of the medicines supply cyde. Neverthdess, low availability
of medicinesin govemment hedlth facilities remains a cause for concern. Lack of
medicines and poor medicines in government fadilities remain key complaints of
sarvice users.

MOHFW & CIET 75



The 2000 SDS has thrown some light on the issues involved in supply of medicines
reaching patients but thisis avery complex area, and it can be hard to be sure of
comparing like with like. For example when comparing availability of prescribed
medicines it depends on what was prescribed and whether it was done with reference
to the available sock in the facility or not. Accessto medicinesis one of the aress
where the very poor and women have problems. The use of the CIET mesoandlys's
technique to combine deta from the UHC indtitutiond reviews with deta collected
from households about vists to these fadilities has alowed us to confirm that there is
indeed some effect of the adequacy of medicines supply (rdative to patient load) on
prescribed medicines avalability in the UHCs. However, the lack of medicinesis
aso related to other factors, induding leskage of medicines from the sysem. The
public and service users remain convinced thet thisis the maor reason for lack of
medicines. Service providers describe other reasons for the lack of medicines. Thisis
one of the areas where thereis a big gap in perceptions and bdliefs between
government health service providers and their patients and potentid patients.

Experience of privateand NGO services

In the 1999 SDS, information about the experience of using the service was confined
to vigitsto government services but this time the same information was a o collected
about the private and other services. A chdlenge in doing this was to ensure that we
knew, religbly, which service was actudly used. Households may have difficulty
categorizing service providers. We successfully overcame this through the use of key
informants in the survey stes who could confirm the nature of services visited and
recorded by name by the household interviewers.

The frequent use of unqudified village doctors was of interest, aswell asthe
relatively high levels of satisfaction of people who vigt them. Hdf of adl reported
vigtsfor trestment in the last month were to unqudified practitioners— athird to
village doctors done. Thisthrows up a chalenge. Government services could clearly
not copeif dl the people who use unqudified practitioners trandferred to the
government services 0 these practitioners are fulfilling a vauable role. Some people
make an argument for trying to regularize the sector and introduce some form of
registration and minimum standards, but others are againgt embarking on this route.

A rather surprising finding was the very low rate of contacts with NGO services
reported in the 2000 SDS.  Although NGOsin the hedlth sector are high-profile, many
ather operate only in defined geographicd aress, or are mainly concerned with hedth
education and nutrition rather than actua provison of care.

Violence against women

Thisis dearly an important concern in a South Asan country. Many of theissues
about prevention are outside the scope of the SDS process, which is concerned with
monitoring reforms of the hedth services. However, there are rlevant issues about
how hedlth services encourage, or do not encourage, women to comeforward and
report violence and how the services ded with women who do atend having suffered
violence. The picture that emerges from the 2000 SDSis that government hedth
savices have little or no specid provison for deding with women who report
violence and even ther recording of cases of injuries and assault is very variable
between fadilities. Little wonder then that many women do not attend with injuries,
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whether causad by violence or not. There are disincentives to report when people do
not want to involve the police and the hedlth services do not seem to be taking active

steps to address this.

As expected, the information from women during the household interviews about
injuries and violence is difficult to dicit; these are not redly private interviews. The
discussion of the issue in focus groups was more enlightening.  Although many
groups (of men and woman separately) initidly said that violence was rarein their
area, nearly dl of them had tdesto tell of episodes of violence againgt women, some
of them harrowing. It is particularly sad to hear of the difficulties women describe
with getting care for their injuries in government hedlth services.

Ddivery and access to emergency obstetric care

Thisarea of focus was a useful counterpoint to the focus on antenatd carein the 1999
SDS. The reasons why women do not deliver with the assstance of atrained person,
and the decison making arrangements in the family are redly quite Smilar to the
issues around antenatd care. As dways, the difference thet literacy makes to women
ishighlighted. In this case the effect of being very poor was dso notable. Aswith
meking changes to antenatd care, it is dearly not going to be enough to run BCC
programmes for women. Men need to be convinced too as they areimportant in
making the crucia decision and service providers need to be sengtive to the concerns
and requirements of women; they cannot smply * educate them about the importance
of delivery by atrained person’ and wait for their behaviour to change.

Views of health service providers

In the 1999 SDSthe views of some service providers were sought, but the numbers
were smdl and there was no attempt to cover the range of different service providers.
Thiswas redressed in the 2000 SDS. Nearly 2000 service providersworking a
upazilaleve and bedow completed questionnaires. This has provided vauable ingght
into the problems faced by these workers and their viewpoint on important issues.
Hopefully thisis going to be a useful input into future work and communication with
these workers. In addition, key findings from the household survey were discussed
with the service providers team, led by the UHFPO, in 24 of the 44 upazilasin the
sample. These upazila meetings happened a about the same time as the community
focus group discussons and much the same materia was covered, highlighting the
contragting views of the service providers and community groups on a number of
issues, despite both discussing the same findings.

Behaviour change communication (BCC)

Thisis notorioudy difficult to measure. In the 2000 SDS we smply collected
information about the amount of hedlth education work that service providersin the
communities are undertaking and the amount of training they have received.

Community participation

Severd pointsin the 2000 SDS touched thisimportant area. The very methodology
of seeking both quantitative and quditative information from ordinary householders
and then processing some of that through community focus groupsisaway of giving
voice to the concerns and aspirations of these people, of building the community
voiceinto planning. Thisis being further srengthened by ddliberate links between
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the SDS process and the Local Leve Planning (LLP) initiative. Where possible, local
findings of the SDS are being put forward as an input into locd plans. Sometimes
community participation is cdlamed through when dite people from an areatake part
in management and other processes. But this may fail to show the concerns of the

mogt disadvantaged people, induding the very poor.

The 2000 SDS induded some points about community participation. We asked about
community participation in the planning and condruction of community dinics Itis
clear that in some places the dinic planning and congtruction has happened with little
Or N0 community participation.

Community clinics

It was recognised a the outset the findings of the 2000 SDS about community clincs
would redlly be serving as a zero basdline for future comparison. Thisindeed proved
to bethe case. It was noteworthy that in some communities there had been virtudly
no consultation about Sting of the dinic. Clearly ordinary households know little if
anything about the dinics or the community dinic groups, even if there was actudly
one nearby. There is some suggestion from the data that these groups may be less
likely to be established in communities with a high proportion of very poor
households.

Moving forward

The HPSP reforms sill have some way to go in improving the public experience of
government hedlth services from the reforms of the HPSP. However, evento be
asking ordinary people about their experiences and opinions of sarvices and using this
process to help monitor service reforms reflects an important change in attitude.
There are dready encouraging Sgnsin the increased proportion of households willing
to pay for improved government headlth and family planning services, the generaly
positive experience of people using sarvices for preventive and planning purposes,
and theincreased proportion of users satisfied overdl with their vist to a government
hedth facility for trestment.

There remains a big gep between service providers and intended service users. They
interpret the same information quite differently, asfor example the differences
reported here between the community focus groups and the service providersin the
upazilamestings in the 2000 SDS. Bridging this communication gap and helping the
public to know more about the way the services work and their limitations could
remove some negetive perceptions about the services. This may be mogt effective if
done a locd leve, increasing public involvement in the way government hedlth and
family planning services are ddivered and monitored.

The dtitudes of service providers and how they treat patients are very important to the
patients. Inthis SDS, thereis evidence that satisfaction of service users could be
greatly improved if providers would just give them smple explanations about their
iliness and trestment. This sounds like a chegp option but it will be abig chdlengeto
change attitudes of service providersat dl levels. A programme of support and BCC
is needed for hedth service providers.
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