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Executive Summary .

Introduction

| Background

~The provision of basic health services in Bangladesh is a constitutional ebligation of the
. Government: Article 15 of the Const1tut1on st1pulates that it shall be a fundamental respons1b1hty

of the. State to_secure for its citizens the provision of the basic necess1t1es of l1fe 1nclud1ng food

* clothing, shelter educatmn and medlcal care. In add1t10n Art1cle 18 of the Const1tut10n assertsf.‘

-that the State shall raise the level of nutrltlon of its populatmn and i unprove pubhc health as some

of its pmmary duties.- In pr1nc1ple pubhc health. facilities “aré acce551ble to all c1tlzens of the

country 11Tespect1ve of their social posmon race or rehgmn o

In line with this broad legal framework, and considering the important declaration of the Alma

Ata Declaration (1978), The World Summit for Children (1990), International Conference on
population and Development (1994): Beijing Women’s Conference (1995) and the Government
Bangladesh has developed the Health p‘f.plicy 2011.
The Health Policy has 3 broad specific obJectwes 19 goals, 16 main principles, 18 challenges
and 39 strategies. The stated main obJectlves in the National Health Policy of 2011 are: (i)
strengthemng pnmary health and emergency care for all, (ii) expanding the availability of cl1ent—
centered, equity-focused and high quality health care services, and- (iif) mot1vat1ng people to seek

care based on rights for health A Sl T T

. t - P
A . *.

VA key aim .of the health policy of 'the Government of Bangladesh (GoB) Has been to-provide

g ﬂquahty health services to all 1ts 01t1zens In line with-the policy objective, the GoB) has adopted
-- the prlmary health care (PHC) approach as a health development strategy Insplred by the Alma.

Ata Declaratmn on PHC, the GoB health pohcy and programmers aim at ensurmg “health for

all” with special focus on rural population and the poor.

The Government of Bangladesh is committed to ensuring effective access to health services by

the people, particularly the poor. The Humble Prime Minister Sheikh Hasina in her inaugural

3
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address at the 64 world Health Assembly in may 2011 declared her commitment to universal
health coverage for all of its of its citizens. As part of its'commitment to achieving universal
health Coverage (UHC) by 2032-announced y Hobble prime Minister Sheikh Hasina at the 64th
world Health Assembly'in May 2011-the government of Bangladesh is exploring policy options
to moblhze additional financial resources for health and to expand coverage while i 1mprov1ng
service quallty and ava11ab111ty o :

Statement of the Issue T U

¢

-.~The 'main objective of the Natlonal Health policy.of" 2011 is strengthemng primary- health and

emergency-care -for all. ThlS obJeetwe of the pohcy encompasses constitutional obl1gat10ns and

1nternat10nal conventions of ensurmg health for all. Consequently achleve the target of unJversal- '
health coverage for-all including ﬁnanclal risk protectlon access.to quality essential health—care.
services and access to safe, effective, quality and affordable essential medicines and vaccines for
all.

-General Objective of the Study
Al

R [—

To review the ground reality of Health Policy’s 2011 Mandate of primary health care for all.
‘l
1S

“Specific objectives of the study

% To understand overall health system in Bangladesh;

.+ To review the-current process of primary health care at the grass root level

% To study the existing management of prlrnary health care serv1ces SHE

- % To indentify the types of health serv1ces avallable at the v1llage level
- % To find out the knowledge of primary Health Care prov1der

- - % To review the existing logistic and infrastructure faclhtre—s;

++Identify the types of patients and frequency of visits; ~ * *
¢ To measure the health system performance of existing”PHC delivery centers;
% To find out the weaknesses in existing PHC delivery system;

% To evaluate the satisfaction of clients regarding the primary health care services;

iii



“»Finally to develop a policy model of sustainable Universal Health Coverage.

~ Key Findings of the Study ,
In depth analysis of secondary data and pr1mary data suggest the follovvmg key findings
regardmg the primary health care for all in Bangladesh '

: Key ﬁndmgs fmm the Secondary Data et ,. o

- » The complexity of the rmxed health systems and poor govemance
o > Inadequacy of health resources and nnpact on qual1ty of care;

> Shortage of qual1ﬁed health-care prov1ders ‘ A

> Inadequate and d1sproport1onate health service coverage . el
> Health—care financing through catastrophlc OOPP by households | IO :-:-'
> Urban and gender Biases health system )
- » Weak Regulatory and Enforcement Capac1ty, Contr1butn1g to ngh Rates of absenteeism and
| ' Many Unqualified Health Workers;
>Bangladesh is committed to achieve umversal health converge by 2032;
» Health-care Financing Strategy (2012 -20322) has been developed to prov1de direction in
ach1ev1ng universal health coverage

o .
> Inappropriate HRH in rural areas in coniparison with urban areas.

' Key ﬁndmgs from the primary Data

i3 Educational . Qualification. of Service prov1ders is: not qulte companble Wlth the intensive,

4 prnnary health care service; .. - - LTI e .'::« S S A

SRS Commumty Clinics at the rural level are trymg to add1ess the prnnary health care W1th limited
, capacity; " R ST ST e R

> CHCPs try to address the almost all minor a1lments of the pat1ent

» CHCPs are heavily burden with the writing of register; .

“- > Female stands first position followed by children, man and adolescent to visit CC regularly;

> Survey reveals that very poor and poor people of the society visit frequently to the CC for

their treatment;

>Supply of medicine is not sufficient to address the patients properly;

o iv
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~twice in month;

> Blood sugar, urine and stool test facilities are not available but they can perform the

pregnancy test;

~» In case of emergency or in a complex ailment of patients, CHCP always refer to upazila

Health Complex;
> 85% respondents choose cC Wh11e 15% respondent chooses private doctor for their minor

treatments

. > About 57% respondent vrsrts CC When needed while 23% Walst once in a month an{16.67 %

W'

;- »ltreveals that maj orrty of the respondents visit community clinic for their common ailments;
> About 90% pregnant mother visit UHFWC of CC for theirgheck up; - . A
> Data on safe delivery by CSBA is not satisfactory. Home delivery by own relatives still on the -

side of higher magnitude; about 85%;

> It reveals that vaccination of children through CC is remarkably satisfactory;

> Satisfaction level of the respondent evident that the supply of essential medicine is not
adequate to address the need of the clients; '

» Majority of the respondent ﬂz(75%) are satisfied with the service of CC. None of the
respondents-are dissatisfied with the service of the comrnunity clinic;

> 80% of the respondents fonnd staff attitude was positive during consultation with them while
20% respondent replied that they catinot realize it; |

» Meeting of the Management Group does not occur regnl_arly;

» Government funding is the lone source;

. -> Management group, has no initiative to mobrhze the local fund in add1t10n to government fund;

o > Commumty Chmc staffs are m anxrety bath the continuation of their services.
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1. Introduction

1.1 Background _
The Provision of basic health ser}t\es in Bangladesh is a const1tut1onal obligating of ﬂv&
Government. Article 15 of the Constitution stipulates that 1t shall be a fundamental
responsibility of the state to secure for its citizens the provision of the basic necessities of
life, including food, clothing, shelter,- education and medical care. Inaddition Article 18
‘of the constrtutron asserts that state shall raise the: level of nutrition of 1ts populatlon and. .

nLomanys
improve pubhc health as somé of its’ r»laemarry dut1es In pr1n01ple Public health facilities

are- accessible 4o at c1trzens of the country 1rrespect1ve of their social p051t1on race of -

: S
- religion.

“ In'line with this broad legal framework, and- considering the important declaration of The -
" - "Alma’ Ata’ Declaration (1978), The world Sufhmit for children (1990),. International
conference on population and development-(1994) and Beijing Women’s Conference

(1995) the Government Bangladesh has developed the health policy.2011.

The Health Policy has 3 broad specific objectives, 19 goals, 16 main principles, 18.challenges
and 39 strategies. The stated mam objectives in the National Health policy of 2011 are: (i)
strengthening primary health and emergency care for all, (ii) expanding the availability of
client-centered, equity-focused and high quality health care services, and (iil)) motivation

people to seek care based on rights for health.

A key aim'of the health policy of the government of Bangladesh (GoB) has been to provide
 quality healthy services to all its citizens..In line with the policy objective, the GOB has.

- .adopted the primary health care (PHC) approachas. a health development. strategy Insprred,

by the Alma’Ata Deelaratlon on.PHC; the GoB Health policy and programmers aim at .f

ensuring “health for all” With spec1al focus on rural populatron and the poor.

The government of Bangladesh is committed to ensuring effective access to health services
by the people, partieularly the poor. The honorable Prime Minister Sheikh Hasina in her
inaugural address at the 64 World Health Assembly in May 2011 declared her commitment to
universal health coverage for all of its citizens. As part of its commitment to achieving
universal health coverage (UHC) by 2032 announced by Humble prime Minister Sheikh
Hasina at the 64™



World Health Assembly in May 2011 the government of Bangladesh is exploring policy
ontions to mobilize additional financial resources for health and to expand coverage while
improving service quality and availability.

The Ministry of Health and Family Welfare regulates both publie and private sector health

services: As per schedule I of the Rules of Business, the Ministry has been empowered the act

- as the central body for pollcy formulatron and plannmg, regula‘non the medical profess1on .
iand standards managmg and controlhng drug supply, 'admnnstermg medical institutions, .
, .prov1d1ng health services and much more. The rmnrstry wrth 1ts tWQ wmgs of health and S

, famrly planmng, manages pubhc sector health services rangrng from pr1mary to tert1ary ca1e

(excludrng urban prlmary care),” stretchlng from the central - level to -the grassroots .and

covering both rural and ‘urban areas. It.is worth notirig"that. al_though the M1n1stry;1s ‘the L
'l-eadlng'.’.agency for institution based.health care delivers;-' at the ’national'-level.and'in’rural' -
- apneas, primary health care in urban areas is the responsibility of respective local government .- ..

institutions (municipalities and city coronations) which are under the Ministry of Local

Government Rural Development and cooperatives. Private sector infrastructure on the other
hand, is limited to medical colleges, hospitals, clinics -of various natures. and qualities
pharmacies, and untrained healers.
1
1.2Statement of the Issue
The main objective of the Natlonal Health policy of 2011 is strengthenmg primary health
and emergency care for all. This objective of the policy encompasses constitutional
obligations and international  conventions of ensuring: “health for all” Consequently

" -achieve the target of umversal health coverage for all, including financial risk pretention,

. aceess to quahty essent1al health -care services and access to safe, effective, quahty and ‘

affordable essent1al medrcmes and vaccines for all.

Y o



1.3 General Objective of the study
To review the ground reality of Health policy’; 2011 manaate of primary health care for all.
'1.4 Specific objectives of the study
% To understand overall health system in Bangladesh;
. - % To review the current process of primary health care at the grass root leel;-
. # To study the existing management of prirhary health care services;

" To indentify the types 'b_f health services available at-the village level; "

* 2% To find out the’knowledge. of p:rimary:He.glth care‘provider; oy '

- % To review the existing logistic and infrastructire facilities; = :
- % To i‘(ie_:ntify the f?pes of ’pafients and frequency of visits;’ .
-, % To measure the health system pérformancé of existing PHC delivery centers; -
% To find out the Weaknesses in existing PHC delivery system;’ '
- % To evaluate the satisfaction"of‘él'ients'regarding' the primary health c;are‘sew»ices; -

“*Finally to develop a policy model of sustainable Universal Health Coverage.'

Prace



2. Review of Literature
Review of relevant literature provides in depth knowledge and information about the issue of
the study. It helps to achieve the expected results of the study

1.1 Primary Health Care }
According to-the declaration of Alma-Ata ‘essential primary health care based on practical, -

- scientifically sound and socially. acceptable methods and 'teohnology made universally -

. accessrble to individuals and farmhes on the community through their full partlcrpa’aon andat - .

a cost that- the community and. country can - afford to .maintain . at_every stage: of their.,

- - development: in the spl,rlt of self—rehance and self determination. It is the first level of contact

*".. of individuals, the family and community with the national health system bringing health care - -

- as close ‘as possible to where people. live -and work, and constitl_ltés the- first element of a - -

B

. continuing health care process (Wbrld'Health Organization, 1978) " ... . .5." . ARSI

The Declaration of Alma-Ata was -adopted at the international conference on primary health - -

care (PHC), Almay (formerly Alma-Ata), Kazakhstan (formerly Kazakh soviet socialist .
Republic), 6-12 September-. 1978. It expressed the need for urgent action by all government,

all health and development Workers, and the world community to protect ant.promote the

healtlr of all people. It easy the first international declaration underlining the importance of

primary health care. The primary jhealth.care approach has since the been accepted b y

member countries of the World Health Organization (WHO) as the key to achieving the goal

of “Health for all” But only in developing countries at first. This applied to al other countries

five years later. S

2.1 A Commonly used definition of PHC: ,
“- Primary health care is socially -appropriate, universally accessible,.scientifically sound first . .

" level care- provided by health services.and systems with a suitable trained“ workforce level .-

‘care pr‘Ovided‘.‘tiyl health services and systems with a suitably-trained workforce Compared of LR

- mothers primary teams supported by infegjrated referral systems in a way that: gives priority -~
- to those most: in- need and addresses health inequalities; maximizes community pa,_rrnership -
.-with -other ‘sectors: to promote public. health. Comprehensive primary health care includes
" health promotion illness prevention, treatment and care of the sick, community development,

and advocacy and rehabilitation (APHCRL, 2009)



2.2 Universal Health Coverage
Universal health coverage (UHC) Means that all people receive the health services fhey need

without suffering financial hardship when paying for them. The full spectrum of essential;

' q{/aality' health services should by covered including health promotion, prevention and -

" treatment, rehabilitation and palliative care.

UHC requires coverage with key interventions the address the most important causes of

* - "disease and mortality. A main objective of UHC is for the quality of health services to be

- ‘good enough'to improve the he‘althA of those feceiving services. , @ i, ...

u

*". Universalhealth .coverage has a-direct inspect on»a'populationfs';.héalth »Access to health
" .services enables 'péo’}'ﬁle to be more productive  and active contributors totheir families and - :
- communities. . It also ensures that children can go to school and Tearn. At the same time

**financial. risk ‘protection prevents people from being pushed into poverty when they. ,hgvg.io:“ :

pay for health services out of their own pockets. Universal health coverage is thus a critical
component -of sustainable development and poverty reduction, and a key element of any -
effort to reduce social inequities. Universal coverage is the hallmark of a government’s

commitment to improve the wellbeing of all its citizens;

Universal coverage is firmly based on the WHO Constitution of 1948 declaring health a

- fundamental human right and on the health for all agenda set by the Alma-Ata declaration in .

1978 Equity is paramount. this means thetd countries need to track progress not just across

- the national population but within different group (e.g) by income lével, sex, age, place.of

residence, migrant status and ethnic origin¥.
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This definition of UC embodies three related objectives:

equity in access to health services those who need tee services should get them, not only
those who can pay for them;

that the quality of health services is good enough to. improve the health of those receiving
services; and . . | L
financial risk protectiorl-ensuring that the c'ost of using ace does not put people at risk.of

: ﬁnancral hardship.

: WHO Director General Dr Margaret Chan states that universal health coverage as the smgle .

" most powerful concept that. public.health has to offer it is mcluswe 1t unrﬁes services. and

--delivers them in a comprehensrve and 1ntegrated way, based on pr1mary health care._

2. 3Health issue in. SDG SRR 1 i .~

' The 7 goals: of the .new development agenda (SDG) integrate all three dlmens1ons of e

sustainable development (Economic, Social and environmental) arounel the themes of people,
* planet, prosperity, peace and partnership. The SDGs sack to continue to prioritize the fight
against poverty and hunger, while also focusing on human rights for all, and the
empowerment of women and girls as part of the push to achieve gender equality. They also
build upon and extend, the MDGs 1r1 order to tackle the unfinished business of the MDG etc.
The SDGs recognize that eradicating poverty and inequality, erecting inclusive economic
growth and preserving the planet aredinextricably linked, not only to each other, but also to
" population- health; and thej;a’ tHe relationships between each of these elements are dynamic

and reciprocal. For example, with regard to health, a fundamental assumption of the SDGs is

“that health is a-major contributor and beneficiary of sustainable development policies. .. .

woSE e *

. ‘2:4;1Tl1e Health‘- Goal of SDG

"' Paragraph 26:of the :2'(53'(?'agenda for sustainable development addresses health as follows: To . ...~ :

"’pr'ornote ph;ys'»iealf and mental health and wellbeing, and to extend life expectancy for all, we

“must achieve universal health coverage and access to quality health care. No one must be left

" behind. ' We commit to accelerating the progress made to date in reducing newborn, child and .

maternal mortality by ending all such preventable deaths before 2030. We'are committed to
ensuring universal access to sexual and reproductive health care services including for family
Pl&uing, information and education. We will equally accelerate the %ce of progress made in

fighting malaria, HIV/AIDS, tuberculosis, Hepatitis, Ebola and other communicable diseases



and epidemics, including by addressing growing antimicrobial resistance and the problem of
unattended diseases affecting developmg countries. We are committed to the prevention and
treatment of non-communicable diseases, including behavioral, developmental and

neurological disorders, which constitute a major challenge for sustainable development.

-.One -of the 17 goals has been devoted specifically to health, and is framed in deliberately

;- broad terms that- are relevant to all countries and all populations: Ensure healthy lives and - .

o inromote well-being-for all at-all ages the fhealt‘h.goal is associated 'with- 13 targets including

-+ . four means: of 1mplementat10n targets labeled -3. ati.3d overall, the" SDGs: have.169 targets. . -

.. Even though the. 2030 agenda refers several times to the term human-right (s)rights to -

) development; self determination, an adequate standers of living,. food; water and sanitation,

- good governance, and the rule of lawé it does not specifically mention‘that health is-a hﬁman e

- right.- :

.+~ | abuse and harmfui use of alcohol -

o |.including for- family planning, information .and education, and the integration -of Re

Health targets in SDG 3
3.1-By 2030, reduce the global maternal mortahty ration to less than 70 per 100 000

3:2 By 2030, end preventable; deaths of newborns and children under five years of age,
-with all countries aiming to reduce neonatal mortality to at least as low as 12per 1000 live

births and under-five mortality to at least as low as 25 per 1000 live births

3.3 By 2030, end the epidemics of AIDS, tuberculosis, malaria and neglected tropical

diseases and combat hepatitis, waterborne diseases and other communicable diseases

1 3.4 By 2030, reduce by one third premature mortality from non communicable diseases

- ;through’preventio‘n and treatment and promote mental health and well-being -

3.5 -Stnength.en the prevention and treatment.of substance abuse, including narcotic drug.

136 By 2020, halve the number of global deaths and injuries from road traffic. accidents

37 By 2030, ensure universal access to sexual: and reproductive health care services,

productive health into national strategies and programmers .

3.8 Achieve universal health coverage, including financial risk protection, access to quality
essential health-care services and access to safe, effective, quality and affordablé essential-

medicines and vaccines for all.

3.9 By 2030, substantially reduce the number of deaths and illnesses from hazardous




Chemicals and all, water and soil pollution and communication.

3.a Strengthen the implementation *of the World Health Organization Framework

convention on Tobacco control in all countries, as appropriate.

="+, [.countries-and-small island developing states *

3.b Support the research and development of vaccines and medicines for the A
comrﬁunicable and no communicable diseases that primarﬂy affect developing .countries,-
-provide access to affordable essential medicines and vaccines, in accordance with the- Doha
‘Declaration 0}1 the TRIPS Agreement and Public Health, which afﬁnhs* the -right of
‘ ’de\}eloping countries to use to the full the p'rOVi_sions in the Agreement on TradeORelated: | :.
.| Aspects. of infellectugl property Rights regarding flexibilities to pr,dt‘éct public-health, -and |

. . . . ~ g e . .
.~|-in particular; provide access to medicines for all. e T e Ce

3.c. Substantially- increase health financing and the recruitment ‘development, training and

w++ - retention of the health workforce in developing countries, especially*.in-least developed L

3.d Strengthen the capacity of all countries, in particular developing countries, for early

warning, risk reduction and management of national and global health risks.:

2.4.2Monitoring and equity in §DG

, Equity.', 1is at the heart of the SDG;, which are founded in the concept of leaving: no one
behind. The overall health SDG calls for healthy lives for all at all ages, positioning equity as
a.core, cross-cutting theme, while SQ 10 calls for the reduction of inequality within and
among’ countries, and Target 3.8 calls for the establishment of "UHC, founded on the
principle of equal access to healfh without risk of financial hardship. A movement towards
* equity in health depends, at-least in part, on'sfrong health and health finaricing information
‘systems that-collect disaggregated data about all health ‘areas and-health expenditures. This-

;- fact/is recoghized in:Target 17.8, which calls for efforts. to build’ ‘éapéfcitj/ to’ énable-data

- -‘d'isﬁggregation by a-number of strafifyiﬁg ‘factors, including * incomie,: g‘eﬁdéf;‘ age, race, *

. ~ethnicity, etc. Disaggregated data enable policy-makers: to identify .vulnerable -populations

.. and direct résources accordingly. MDGs were-focused ‘on national.progress. and on specific .
populations, notably 'mothers and children and: p'eOp'le affected by HIV, TB and malaria. In
© cotitrast, the health SDGs address health and well-being at all ages, including’in newborns
and children, adolescents, adult women and men, and older persons. Not only is the goal to be

monitored much broader, but it is also extended over time, and will thus require a



"comprehensive, life course approach. Needless to say, such an approach will also be relevant
in monitoring progress towards UHC.
2.5 An over view of the Health system of Bangladesh.
Over 45 years after independence in 1971 the health system of Baﬁgladesh has gone through
‘a-number of reforms and established an extensive health infrastructure in the ‘public’ and
. private sectors. Bangladesh has achieved imp‘ressive improvements in population health
' statiss by -achieving MDG 4 by reducing child death before the 2015 “target, and-rapidly
' 'irriproving" on otherkeéy indicators including matefhal death, irﬁmuniZainn coverage, and’
“s'urV',ival from some infectious’ -diseases “ in'cludi‘ng - malaria, tlrlberculoéis; ‘and diarrhea.-
. However, some Cﬁafienges for the health system remiain- critical: First, Lack of coordination ‘-
-across two diffefent ministries fot itapletenting primary Vheailth‘ care séryicé'de'lii/ery in rural = -
- ‘and ‘urban afeas; second- critical shortage of trained health brov‘iders with appropriate skill
mix in the publié sector and-widespread increase’ in"unregulated informal providers for an !
alternative source of care; third low annual éll@'cation to health in the government budget and
high out of pocket payments by households; and finally, inequitable access to health services. -
between urban and rural areas including Variable health financing mechanisms, which have
slowed achieving universal health coverage. Mobilizing the private sector to increase the
mainstream health system may facﬂltate reducing the gap in human resources in a relatively
shorter time period. There is an urgent need for more investment of public funds and stronger
local accountability to improve th.quality of public services, and monitoring the quality of
care provided by the private and informal sector (Bangladesh Health System Review, 2015)
The Ministry of 'I.-Iealth and Family Welfare‘.régula'tes both public and private sector health '

" getvices: As per Schedule I'of the' Rules of Biisiness, the Ministry has been étiipowered to act

- ds.the central body for:policy formulation and plahring, regulating the medical profession

* and -standards, managing and’ controllmg drug supply, ‘administering medical mst1tut10ns o

i providing health services and much more. The' Mlmstry, with its two ngs of Health 'and -
* . Family planning, manages public-sector health services ranging from primary to tertiary care -

- {excludinig urban primary care), stretching from the central level to the ‘grassroots and
covering both. rural and urban areas. It is worth noting that although the Ministry is the
leading agency for institution based health care delivery at the national level and in rural
areas, remarry health care in urban areas is the responsiBiIity of respective local government

institutions (municipalities and city corporations) which are under the Ministry of local



Government, Rural development and cooperation’s . Private sector infrastructure, on the
other hand, is limited to medical colleges, hospitals, clinics of various natures and qualities,
pharmacies, and untrained healers. Service coverage by the private sector is wider than the
public sector. '

. The Bangladesh Health system review envisages that the health system of Béngladesh isa

pluralistic system with four key actors that define the structure and function. of the system; ..

~." ;government, private sector, nongovernmental organizations (NGQs) and.dorior-agencies.. The. . : :

- ... Government or public: sector is the first key ‘actor. which by comprehensive health services,

including financing and-employment of health staff.-The Ministry. of. Health .and Family.
" -Welfare, -through the. two: Directorates: General ,of Health. Services (DGHS) and.Family . ..

. Planning (DGFP), manages a dual system of general.health and.family planning services

- through-district hospitals, Upazila Health complexes (with 10 t965._0;be‘d_s)'at sub-district level,. .*

Union Health-and Family Welfare centers at-union level, and.community- clinics at.ward ;. -

level. In addition, the Ministry of Local Government, -Rural Develep_ment and Cooperatives'.
manage the provision of urban primary care services. Quality of services at these facilities,
however, is quite low due to insufficient allocation of resources, institutional limitations and
absenteeism or negligence of prov1ders ' ;

The Bangladesh public health system remains hlghly centralized, with planning undertaken
by the ministry of Health and Family Welfare and little authority delegated to local levels.
The Health Information system suffers from the bifurcation of the Ministry into DGHS and
DGFP, with separate and distinct repo;'\ting systems for each Directorate General. While there

exist a number of acts and ordinances to regulate the health systern, including regulation of

.., differenttypes of -providers, practice. facilities -and NGOs, many of-these-legal instruments. - ..

~ -date from:several decades ago. ISeparate’ councils.- for the :registration:. and heensmg of -

_..medwal .practitioners, . dentists . and nurses_have..been estabhshed but their: authorlty to .-

investigate-of discipline providers js-weak. A number of- 1mt1at1,ves have been undertaken

- through :the | joint. GoVernment—.do‘no’r pooled pr‘ogrammer§ to encourage and _support.. ...~

© community empowerment and accountability,- with limited success. However a. number of.

: NGOS remain active in public reporting on government handling of the heath sector

.2.5.1 Health System Organization in Bangladesh
Administrative Structure of the Statutofy Health System
The Ministry of Health and Family Welfare implements its programmes and provides

services through different executing and regulatory authorities. The executing authorities

10
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include five Directorates of the Ministry and some other Organizations. The Directorates are;
the Directorate general of Health Services (DGHS); Directorate General of Family planning
(DGFP); Directorate General of Drug Administration (DGDA); Directorate of Nursing

Services . (DNSP; and the Health- Engineering Department (Formerly) known as the.
.construction Management and Maintenance Unit). The DNS and the DGDA are attached to . -

the health wing of the Ministry of Health and Family Welfare..The DNS is responsible for

. nursing education and nursing services, while the DGDA implements drug regulations. Other

.and."-Equipment . Mamtenance orgamzatmn National Electro-medlcal and- Engineering, .
..workshop, and the €ssential drugs company. limited. The regulatory bodres of the health
. sector are-the Bangladesh Medical and Dental Council (BMDC) Bangladesh Nursrng :
: Council (BNC), State Medical Faculty (SMF), the Ayurvedrc, Homeopathy and Unani Board,
-and the Bang'lad'esh pharmacy council. 'fo facilitate research and training in medical soienee, o

- different puhlic sector institutions under the control of the ministry of Health and Farnily

Welfare operate at the National level. There are 21 Government medical colleges, six

postgraduate institutes ,three specialized institutes, two institutes of health technology and’

" five medical assistant training schools in Bangladesh (DGHS 2013). For research there are

two institutions, the Bangladesh Medical Research council (BMRC) and the National
Institute of Population Research and Training (NIPORT). In addition there are a few public
health researeh and training instjtutions, including the institute of Epidemiology, Disease
control and.Research (IEDCR), institute of Public Health (IPH), Institute of Public Health
and Nutrition (IPHN) and National Institute of preventive and social medicine (NIPSOM).

Additionally.the Government of Bangladesh delivers health are services in partnership with

" NGOs. -The .urban primary Health-care, services Delivery project (UPHCSDP) covers .all.

seven- city corporations and -five rnunicipalities -(Bogr'a,u..Co'milla, Madhabdi, Savar and- : -

~.. Sirajgonj) - in -Bangladesh IUPHCSDP, 2014). The Ministry of Local GoVemment, Rural - .-
. Development .and cooperatives is. responsible ofr managing the project though a:project

- - Management unit established in the six city corporations and the five selectetl_l municipalities.
‘Bangladesh has an extensive PHC infrastructure in the public sector but faculties are not

. adequately provided with human and other resources such as drugs, instruments and supplies.

During 2007-2013, the number of both hospitals and total number of beds in the public sector
has steadily increased. the number of beds in PHC facilities at upazila level and below
reached 18 880across 472 facilities in 2013, and 27 053 in 126 facilities at secondary and

tertiary level. In the private sector, there were 2983 registered hospital and clinics, which is

11
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* where more advanced and specialty care is provided. .

'2.52.1 PHC Levél Health Facilities ~ -~~~ ° o . . - "ol

2.5.2 Physical and Human Resourees
Infrastructure

)

. Bangladesh has .an’ extensive public sector health infrastructure.spanning‘ the counfy and .
" consisting of primary secondary and tertiary health care facilities. PHC facilities are the first

. level of care at the community level while.the secondary and tertiary facilities -are those

" t

) ~The core of.the PHC facilities is thé commumty clinics, a ﬂagshxp programmed of the cutrent
i‘government W1th one for:every 6000 people, a communityclinic brings ‘family plannmg,
" preventive, and limited curative services closer to the populatlon usually w1th1n 30 minutes - - ,

. Walkmg -distance.” They ‘are staffed by one health. assistant (DGHS) one family -welfare - -
. a551§tant‘_(DG_FP), and one community health care provider (CHCP) from. the project..all ..

. provide similar services. when one is preoccupied with domiciliary services, the other staff

take responsibility for providing services at the facility, which include health, family planning
and nutrition services. .- _ \

Besides community clinics, thg primary infrastructure includes 467 hospitals at upazila-level
and below with a 'bed' capacitér of 18 880 (MOHFW 2013). There are also 125 union sub
centers and 87 union Health and Family welfare Centers (UHFWC) which provide'olutpatient
services oﬁly. Besides these, thegg, there are live 10bed (in Number) and 18 20-bed hospital

at he union level number the DGHS. DGFP runs. 3827 Union Health and Family. Welfare

~ Centers, of which 1500 have been upgrades to provide primary and outdoor care (Bangladesh

.~ Health sector:profile 2010). at the union level, 24 mother and child.welfare centers (MCWC)-
;s . mainly : offer- outdoor . services, with-a few :providing.efnergepcy’ obstetrical care. (EmOC). ... -

o wn.. services,(MOHFW.2012). .

I A
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Table 2.1 Distribution of beds in the public sector at upazila (sub-district) level and

below
Types of Facility T 2007 2010 2013
Upazila Health Complex | 413 | 15741 | 424 15877 | 436 | 18290
50 bed hospial . 153 [7650 | 156 7800 | 268 | 13400
30/31 bed hospital | 11 o - |11 |10
Union Hospiial - |17 | 340 |27 . |40 - |31  -|490 -
" [20bedbospital- -+ . |35 _ 700 |14 286, |18 "1 360
[0bed hospital - .-+ | T3 (30 B - [130
Co[Toml 1w S 430° | 16781 [451 | 17287 467 | 18789
.'*TraumaCenter 0bedy - [ [ - |5 1o |5~ "-]100- -

' Source: Bangladesh Health Bulletlns 2007, 2010 2013.
- 2.5.2.2 Secondary and Tertiary level Facilities -~ S

This category .of hospitals comprises general hospitals, district hospitals, medical college
hospitals, specialty hospitals, and other hospital. At the district level, DGHS operates 53
 district hospitals nine general hospitals, three leprosy hospitals, there communicable disease
hospitals, 13 chest disease/TB hospltals 43 chest/TB clinics and 23 school health clinics
(MOHFW, 2012) The district and inpatient services) and emergencies. Leprosy,
communicable diseases and chest disease/Tb hospitals provide specialized services thrush
outdoors and indoors. services (MOHFW, 2012)

At the national level, DGHS has 17 rnedioal college hospitals under its jurisdiction; these

hospitals -also offer dental“Covering chest diseases, rheurnatology, CVDs, ophthalmology,

Dhaka with ‘the exoeptlon ‘of the mental The Bangabandhu shelkh Mujib Medical U"nlversfcy;. SR

‘.\-(BSM]\/IU) Has.been: the leading’ postgraduafe.-medloal institution in Bangladesh-smce 1998; ¢

o “ahd ‘National institufe?fof' Kidney Diseases and Urolo 2y (NIKD) also reoeived'ahfonomy' -

- *The. dlstrlbunon f beds in the perspective secondary and ternary ‘Tevel hospltals by ‘year is
" shiowri in Table 4:2'As cari be trauma’ centers at the upazﬂa legal and soolalrzed centers for

COPD/bronchial asthma and burn the secondary/ tertiary level. -
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Table 2.2 Distribution of beds in the secondary and Tertiary Hospitals by year

Types of Facility 2007 2010 2013
, | Hos Béd Hos Bed Hos Bed
| District hospital " 49 4950 53 . 7650 53 7850
General Hospital . 13 2950 |9 1250 T~ - {1350
Infectious disease hospital |5 . 180 5 . ‘ 180 15 . 1180
' «Med1cal/dental/alternatwe . 16 .. | 8280 - 117 10005 - [22-  [-11960
.- [Specialized &+ hospital |7 o4 7. 2014 {7. . | 2300 |+
affiliated W1th post graduate - ~
.| institutes g o ) -
i |'Specializeéd hospital (Other) 1 _1"500- - 4207 *| 500 - 2 1750
"o -|.Chest disease/ TB hospital. | 11 .. [550 .. |13-. _ [546 - |13 - | 816
“Leprosy hospital 13 180 . {3 180 3o 130
e ‘Specialized centers {31150 T3 | 200
Other hospital 3 525 6 305 .- |6 305
BSMMU (medical U) 1 1212
Total . ‘ Y1108 19979 |117 22830 126 27 053

So'urce":‘Bangladesh Health Bulletins 2007, 2010,2013.

2.5.2.3 Private sector hospitals and Beds
There has been rapid increase in'“for profit private sector health care facilities in the country

commensurate with successive government open door economic policy sinker the 1990s.

... -Thereare also hospitals and clinics and diagnostic which are of modest standard and costly.
curréntly fhere are 2983 registered private hospitals and clinics in"the ¢ountry proi/iding
" abound 45 485 beds (MOHFW 2013) Only.a few among these have free beds for the poor .
.. -and dlsadvantaged Bes1des the register once, :

- Insufficient and unsatisfactory services in the public sector,  private initiatives have been .
= * taken since the 1980s. The cost of services in private health facilities is unaffordable to many
X poor people. Bangladesh, therefore, still needs to travel a long way to reach universal health
coverage. ‘The first ever health-care ﬁnancmg_strategy has addressed how to generate new

- resource for health, how to ensure efficient and equitable utilization of resources, and how to

utilize financial risk protection to achieve universal health coverage (MOHFW, 2012). In its
20-year implementation period (2012-2032), the strategy aims at a reduction of OOPP from
64% to 32% of total health expenditure, an increase in government expenditure from 26% to
30%, an increase in social protection social protection from less than 1% to 32%, and reduced
dependence on external funds from 8% to 5%.
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2.8 Community Clinic (Community Based Health Care)

The core of the PHC facilities is the community clinics, a flagship programme of the current
government. With one for-—eVery 6000 people, a community clinic brings family planning,
preventive, and limited curative services closer to the population, usually within 30 minutes’
walking distance. -Each clinic consists of two rooms with drinking water and lavatory

s famhtres and a covered waltlng area. Funds for bulldmg the clinics were prov1ded centrally, '

D but commun1t1es ‘were requlred to donate land so that there was a sense of ownershlp, To

.

T boost this. sensé, eaeh commumty was requ1red to set up a, group to support and assrst withh

"thelr management, although the staff and supphes are provrded by the Government As of

‘ '2012 there were 12527 funetlonal communrty ‘clinies in the country (Mlnrstry 5F Health and

- Family Welfare 2013). They are: staffed by one Health Assrstant (DGHS) 1n famrly Welfare

3"AsSrstant (DGFP) and one: Communlty Health -care Prov1der (CHCP) from the prOJect All

‘-‘:'provrde similar services. When one is preoccupled with domiciliary servtces the other staff
" take responsibility for providing serv1ces at the facility, which include health, family planning

and nutrition services.

Pl

)

2.8.1 General Objective of the cc

To improve the general health status of the rural community by providing health, family
planning and national services with sp¢cial emphasis to the poor.

.
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2.8.1.1 Specific Objectives:

To provide quality primary'Health care services to the community people particularly
to the poor, marginalized and vulnerable group.

. To institutionalize All community clinics under and integrated Upazila Health System

(UHS) and District Health System (DHS) and channelizing effective referral linkage
from Community Chmc to Union and Upazila facility for proper management of the

. cases. .

To improve Maternal, newborn and child care.

* To providé health care services to the senior cfuzens adolescents, dlsabled and the

v

under privileged people of:the’ comrnumty S

"To estabhsh and maintain effective functional cooperat1on and coordmatron among all

health, famrly planning and nutrition service prov1ders :

- To contribute in improving the FP'acceptance rate. . - SRR
To provide muitritional services to the communlty ' -

To establish community clinic as a focal service dehvery pomt of HPN

To strengthen BCC activities through Cornrnumty Clinie.

To introduce e-health in community clinics and introduce structured effectrve and
functional MIS and establish linkage with central MIS. .

To establish functional linkage among the public facilities at union and Upazila level
for improving health family planning and nutrition servrces through community

participation. N n
\ .

2.8.1.2 Services provided from Community Clinic

It is a one stop centre for PHC services at the rural area & the major ones are as follows:

~

: 4.
Maternal and neonatal health care services;
Integrated Management of Childhood illness )
Reproductlve Health and Famrly Plannlng Servrces
EPI, ARL, CDD

- Registration of newly married couple pregnant women, brrth & death preservatron of -
-~ EDD : .. Lo

Health and F amily Plannlng Educatron & counseling
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® fdentiﬁcatiohs of other severe illnesses like TB, Mataria, Pneumonia, Life threatening
influenza obstetric emergencies and prefer to higher facilities

o [dentification of emerging & reemerging diseases & refer to higher facilities.

e Other services as 1dent1ﬁed by GOB under HPNSDP to be prov1ded

o Treatment of minor ailments

e Establishing effective referral linkage with higher facilities

2 8'1‘3" Srructu:re of Coﬁmniuniffy Group.

. ;Management of Communlty Clmlc is the respons1b1hty of Commumfy Group The structure
of the commumty Group 1s a follows : : '

Pre51dent Concerned elected people S. representatlve (member of Umon Parishad) w111 be
...elected/nornmated as pre51dent of community group by holdmg hls/her de31gnat10n If more ~

*.than one, people s representatives remain in ‘the area under community-¢linic; in “this case

"president should be elected. based on discussion between: Chdirman of. Union Rarlshad ‘and
- Other members of community group.

Vice-President: Two members from community group should be nominated/ elected as Vice-
president. Land donor him/herself or his/her representative and other from group members
will be nominated/elected based on discussion among group members. At least one female
among President and Vlce-presrdents should be there.

Treasurer: In member should be elected/nommated as Treasure except President and vice

presidents.
4
Member Secretary: Community Health Care Provider carry out this responsibilities of

member secretary. Member secretary will provide official assistance to- community group in
all aspects. but he/she will have no voting rights. Mentionable. here that except member

. secretary other service prov1d1ng staffs W111 be 1neluded as. observatron members w1th0ut o

‘ B Votmg rrghts )

PR SR

18



Community group members: Proposed community group will be formed with 9-13 members
as described hereunder (among them at least 4 female members are necessary). It is required
to bear in mind during nomination of member the members are not from a special area rather
they may in fact represent theé whole area. The issue of including representation of female,
poor, landless and low earning people of the area in this committee should be treated as
special cons1derat10n

Ward members (elected members of present Parrshad/councﬂ) of related Union

‘.. ~Parishad under" communlty clinic aréa will be included as member of community

group by holdmg their posmons Generally a member of Union Parishad will be the.

member of a commumty group_ but one Union Parishad member may hold,_‘

. membershlp of maxunum 2 number of community groups.

Land donor orhis nommee w111 be included as representatlve member -

.A freedom fighter wrll be mcluded in community group as amember.
“Two. of teachers (A teacher of educatlonal institution of the area, expenenced and .
. interested in social serv1ces) of local social and cultural or religious representatwes
- should be included as members of community group. One of them should be a

female. ‘

Two persons as representatives of poor/landless or of low earning group should be
included as community. group members. Among then one should be a
female/adolescent/disabled.

Community Health Care Provider (subject to employment), Health Assistant and
Family Welfare Assistant (working under community clinic area) will be included
as member excluding voter rights.

At least four women dwelling in the area will be included in this group-as members.
The female member of .Union parishad if the resident under related community
clinic obviously will be'included as member of this group by her designation. In
case of inclusion as a member the women should get priority those are voluntarily,

‘ dlrectly or 1nd1rect1y engaged with the nnprovement of health care in the area.

Llfe-tlme member .

* Only land. d’onor or his/her representative will be treated as life-time member of community

group.
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3.

Study Design and Sm'vey Methodology

Methodology of the Study designed with a view to understand the real situation of primary
health care services. To achieve the objectives set for the study, data/information on
following issues were collected
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: ,satlsfactlon of chents regardmg the prlmary health care serv1ces

Overall health system in Bangladesh
Process of primary health care at the grass rot level;
existing management of prlmary health care services;

_types of health services avallable at the village level;

knowledge of | prunary Health Care Prov1der ' R

. emstmg log1st1c and’ mfrastructure fac1ht1es : o L

types of patxents apd frequency of v181ts . o
health system performance of e‘ustmg PHC dehvery centers; .- R - -
weaknesses in existing PHC: dehvery system ' o

s

I

3.1 Types, Sources and Metho'dsl of Date Collection

The information and data require for this study collected from various sources as describe

below.

f\

3.1.1 Primary Sources of Data Collection

Following methods was adopted for prilmary data collect1on

0‘0

00

Observatlons
Questionnaire survey

% D1scu551on R T T R s e
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3.1.2 Secondary Sources of Data Collection

Secondary data involves official statistics and surveys carried out by the governments and
different research institutes. Secondary information collected from relevant books, journals,
reports and family ‘Welfare, Directorate of Health Services, Directorate of Family Planning,
web site of ‘World Bank, and Asian Development Bank, United Nations Development
Program (UNDP) and USAID

32 Select1on of the- study Area

"“The Upalela selected for thls study was Smgalr under Mamkgong dlstrlst

. o
bl r f “ L
‘ -

g 'Flgure 2 Map of Smgalr Upazlla

90"1 5

SINGATR UPAZILA -

BTN N

Mamkgang
Sa&ai'

21



Singair Upazila is bounded by Dhamrai and Manikganj Sadar Upazilas on the north,
Nawabganj (Dhaka) upazila on the south, Savar and Keraniganj Upazila on the east
Manikganj Sadar Upazila on the west . The area of this upazila is 217.56sq.k having
populatlon 287451 male 140834 and female 146617

. Singair has 1 Mumcrpalrty, 11 Umons 138 Maugzas, and 245 village. There aro 3 colleges in.
- . Singair: Singair University College, Baira College and Golaidanga Muktrjoddha College
' Number of hig- School 23, Govemment Prlmary School 69 and 6 Madrashs -

' 'Healthc facﬂrtres of S1nga1r Upaz1la comprise of UHC one mother and- Chrld Welfare Centre '
' "30 Commumty Chmc ’7 Unlon Health and Farruly Welfare Center

. 32 1 Selectron Crlrerla of Commumty Clinic (CC) and Umon Health and - Famlly '
Welfare Center (U'HFWC) . S

We did not select earlier any Community Clinic and Union Health and Family welfare Centre
a (UHF‘WC) with a-view to observe the real situation of health services of CC and UHFWC.
Without prior information we visited and collected desire data from. Fortnagar CC of Dhallah
Union, and Khanbaniara CC of Jo,\y Mantap Union 'and also visited Joy Mantap Union Health

and Family welfare Centre. -

- Fortnagr Cemr'nunity Clinic: Fortnagar Community clinic is under the Union of Dhallah. It~

is situated alobut lkm away frem the Dhallah bazaar and Sin.gair Manikgonj, Dhaka_main -

road Fortnagar Primary School also very near to the Community clinic. It provides the

rmmarv health servmes of aro.md 6000 people. It has a 9 members management: committee.

‘ _:-,MaanWer consists of one Community.Clinic service provider. (CCSP) .one Health Assistant

' and one Famlly Welfare Assrstant from Departrnent of Fannly Planmng

" -We reached there on lO AM Mr Emran Hossam Commumty Health Care Servrce Provider

" was présent but Health Assrstant and Family Welfare Assistant.-was on leave as mformed

i Knawiasisia cemmunity Clinic: XKhanbaniara community. Clinic is under .Joy Mantop
* Union of Singair Upazila. It is situated about 2km away from the Joy Mantaap bazaar and -
- Singair, Manikgonj, Dhaka main road. It provides the prima.ry_‘health care services of around
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9000 people. It has also management committee. Manpower consists of one Commuriity
Clinic service provider (CHCP), one Health Assistant and one Family Welfare Assistant from
. Department oﬁaﬁwﬁmmWMemmmWQE%m

Jay Mantap Uni.on HFWC: It is situated about 1.5 km away from the Jéy Mantaap bazaar- ‘

... and Singair; Manikgonj, Dhaka main road. It provides-the primary health care services of

.around 27 O{OO people. I
. Table 3.1 Methods Used with Number of Respondents_ . ,.’
) P ¢ .. o - .
: Method o Number T
.- |Questionnaire Survey with the service recipients/clients | 15
. [Discussions and Questionnaire Survey with the CHCP ' . 2
. [Observation and in-depth interview with the memberof | . 5 - T b
" Imanagement committee of CC_ .~ . o R 3
.Discussion with FWv.~~ 77 - ' B 1

- On the basis of structured questionnaire, necessary data was collected from the service
."provider and service recipients. Discussion and .face. to face method was also applied to
understand the management situation, perception and attitude of the people regarding the

service of the Community Clinic.

3.3 Scope and Limita%ions of the Study

)
’4

<. The study has provided the scope of analyzing existing.health services of Bahgladesh ;

- This study has provfﬁcd the opportunity to know the overall management system of

+
. o

" primary health care services;

¢

+,
-

Respondents were less interested to provide time for interview;

R )

F or’thg' limitat_ion of ti}he smallzsgmp_.l)e sizé of quéstionnaire, {éunv'e_yﬁ}néy not be

* epresentative;
Limited time also created serious problems for’ data“’compilation,l‘ér}‘zf.jysis and proper

- - -report writing. S - N e :
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3.4 Analysis of Primary Data C

4] .Edzzcaﬁonal Quaixf ication of Scrvice Provider

Mr Imran Hossain,- CHCP of Fortnagar Community Clinic is HSC pass having a short
training on primary health care. Mrs China Akter, CHCP of Khanbaniara is also HSC pass
having a training on CSBA. . :

- 3.4.2 Identification ‘'of health care services pé'ovided by the CHCP

' x

Table 3.2 Identificafion of health care services provided by the CHCP -

.~ Name of theTreatment = offSafe [Childhood ~ f.., [Referring

- JCCT “minor ailments  |delivery Jillness R : <

- [Formagar |10 (1) 1001 [100 (D) 00, foom - | -
- Khanbamiara  J100() _F . [100()) __ Jloo() 100 ()
“Total T OO0 50 (2) 100 (1) 100 (1) - 100(1) ~

|
~ Source: Field Visit 2016

'CHCP of Fortnagar and Khanbaniara correctly identified the services that are resembles with

the services of primary health care. -
3.4.3. Identifications of types ailments CHCP treat regularly

Table 3.3 Identifications of types ailments CHCP treat regularly |
. L2 '
Name of the‘ Fever ysentery Cough [Asthma |’

cC '
“ Formagar floon foor oo poocy [0 hooqny [P0 0 I

10— 160—J100

irrhoea |Allergy Pain [Skin [Eye

< feats hoo@ floo@ 0@ oo @ PP oo ) (120)0'“(120)0:_: 120)0 1

Source: Field visit 2016
” :Note Fzgures in the parenthesis mdzcate numben

Crie ﬁf Formagar axd Khambianiara address almostall mmar.aﬂments of the patl ent.
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3.4.4 Ranking the kind of person visit CC regularly

Table 3.4 Ranking of persons identity visit CC regularly

7 ' . M , ; d 1
Name of theFemaIe Children an olescent
CC . :
Fortnagar |l 2 3 14
[Khanbaniara|l 12 3 o

Source: Fi.ld visit 2016 - -
R "S'urvéy denicts that female -stand‘s-ﬁrst vpcgs';t1011 followed by chil'dren, man and. adolescent to .. -
 visit CC regularly,- L

© 3. 4 5 R:ml\ma the ireq uency of wsnﬁ of pzmenre acuordmc to social status co

IR Iable 3.5 Rankmo of the frequency of visit of patlence accordmo to socxal stams

Name of taeVery Qiddle ich . [Others
Poor ,
Clce poor class.
Fortnagar |1 2 v 3 a i
Khanbaniara|l 2 3 - N

Source; Field visit 2016

Survey rweals that very poor ang poor people of the society visit frequently to the CC for their

treatm ent. AN

3.4.6 Informatmn on Supplv of medicine

Table 3.6 Information on Supply of medxcme

 Namear me T e - —
L SufﬁClent . - [Insufficient .. C R
CG”‘- : - . . .A » e R , /‘ “\":.:” ~‘ . ..
'fforfnagar - o : 1 - R R
[Khanbaniaral- 1

Source: Field visit 2016
CHCP of Fortnagar and Khanbamara rephed that the: supply of medicine i is not “sufficient to”

, address-the *pa‘uems pmped‘y
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347 Inforrnation on test facility of CC

Table3.7 Information on test facility of cC

>

Stocl

Name of CC_ | Blood Lung test Blood Urine Pregnancy
S Pressure Sugar
Fortnagar 1 I - - - 1
Khanbaniara | 1 1 - - 1
. Source: Field Visit 2016 - .

. _Blood sugar, urine and stool test facilities. are not avallable but they can perform the -

pregnancy test.

3.4, 8 Actron of. CHCP in-case of emergency or. drfﬁcultres to detect the arlment

- Table 3 8 Actlon of CHCP in case of emergency or drfﬁcultres to; detect the allment C

.\(ﬁ' -

3

- Name of the CC Refer to UHC Refer to Spemahst
Fortnagar 1 -
‘| Khanbaniara 1 -

Source: Field visit 2016

P

“ In case of emergency or in a comi:)lex of patients, CHCP always refer _'to, Upazila Health

Complex.

4.

A}

3.4.9 Respondent choice of place or person for minor ailments

Name of the

Upazila UHFWC . | CC ‘Private | Others
CC . .|Health ‘ e
7 | Complex N TR B
Fortnagar - | - - 90 - i@ 0 |-
Khanbaniara | - - - 180@ 120, z
‘Total e ’ oo T

Source F1e1d Vlsrt 2016

The visit of respondent to cc during then ailments is. qurte satrsfactory 85% respondent
-choose CC while 15% respondent chooses private doctor for their minor treatments.
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3.4.10 Frequently of Visit of Community Clinic by respondents

Table 3.11 Causes of Vls1t of Commumty Chmc by respondents

-. Source:.Field visit 2016

116.67(3)

o Note F1gures in the parenthe51s 1nd1cate numbers

Name of the | Onceina month | Twice a month More than twice | As and when
CC - : a month needed
Fortnagar 26.67 (4y 113.33 (2) 6.67 (1) 53.33 (8)

‘| Khanbaniara 20(1) 20 (1) . - 60.00 (3)
Total 23.33 (5) 3.33 (1) 56.67-(11)

\
w

o About 57% respondent v151ts CC when needed while 23% visit once ina month and 16 67%.‘ '
. twice in month: ‘ " : :

- 3.4. 11 Causes of Vlslt of Communlty Chmc by respondents s

Allergy

Name of | Fever Dysentery | Cough Asthma Dlarrhea pain .| Skin | Others
the CC ‘

Fortnagar | 100 (10) | 100 (10) 80(8) | 100(10) | 60 (6) 60 (6) | 60(6) | 60 (4) | 40 (4)
Khandanijara | 100 (5)‘ 100 (5) - 80 (4) 60 (3) 100 (5) 80 (4) 60(3) [80(4) [40(2)

Source: Field visit 2016

T

It reveals that majority of the respondents visit Community Clinic for their common ailments.

3.4.12 Place of Checkup of ejrPr‘egnant mothers

Table 3.12 Place of Checkup of pregnant mothers

~ Source: Field-visited_2016 R

Name. of -the | UHC -~ | UHFWC -~ - [ CC " Clinic No Check up-
o | SRR ,

| Fortnagar | - 40 (@) 0@  [10W 10 (1) -
' Khanbaniara | - s 140 () 60 (3) - - B

Respondents answer regarding the_ cheéku‘p of pregnant mother is quite encouraging, about
90% mother visit UHFWC or CC for. their checkup. :
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3.4.13 Respondent reply about the place of delivery

Name of the CC

\ UHC UHFWC CC "| Clinic Home
Fortnagar . 40 (4) 40 (4) 10 (1) 90 (9)
Khanbaniara - - 20 (1) - 30 (4)

Source Fleld visit 2016

h Data on safe’ dellvery by CSBA is not satlsfactory

‘the side of hlgher magnltude about 85% =

i 3.4.14 Respondent response about the place of Vaccmatnon of chﬂdn‘en

-

‘ Table 3 14 Respondent response about the place of Vaccmatlon of chlldren

-

Home delivery by oyvn relatives still on

LT

Narne of the CC

UHC

UHFWC

CC

~ thc

Home

Fortnagar

100(10)

Khanbaniara

- 100 (5) -

Source: Filed visit 2016 A
It reveals that vaccination of children;through CC is remarkably satisfactory.

3.4.14.1 EPI SCHEDULE IN BANGLADESH:
e Atthe 6th week of age: BCG, Penta 1, OPV 1, PCV 1:
At the 10th week of age: Penta 2,.0PV 2, PCV 2;
. At the 14th week of age: Penta 3, OPV 3, IPV;
At the 18th week of age: PCV 3;
At 9th competed month: MMR (Measles, Mumps and Rubella);
At 15th completed month: MMR (Measles, Mumps and Rubella)

‘ 3'4 15 RespOndent- reply about the sﬁpply'of medieine‘ f.;,"': S

Table: 3.15 Respondent reply about the supply of medlcme Lol

Nelther Satlsﬁed Dlssatlsﬁed
nor dissatisfied
No. .

Supply Sa’nsﬁed Can’t say

| Fortnagar ' - E 40 (4) 60 (6) N D

Khanbaniara - 20 (1) 80 (4) -

Total 30 (5) 70 (10) -
Source: Field visit 2016 ’

Satisfaction level of the respondent evident that the supply of essential medicine is not
adequate to address the need of the clients.
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3.4.16 Level of Satisfaction with Service of CC

Table 3.16 Level of Satisfaction with Service of CC

s .

Supply Satisfied Neither satisfied | Dissatisfied Can’t say
nor dissatisfied |
_ No
Fortnagar 70 (7) 30 (4). - -
| Khanbaniara 80 (4) 120 (D) - -
Total |-75 (1) 125 (5) - -

- Source: Fleld v151‘c 2016

i

~,

Pt

: Majorlty of the respondents (75%) are satlsﬁed with of CC. None of the respondems are . .
‘ dlssatlsﬁed w1th theserv1ce of the commumty clinic.’

3. 4 17 Level of Satlsfactlon Wlﬂl the behavmr of the CHCP

Table 3.17 Level of Sat1sfact10n With the behav10r of the CHC‘P

Commumty Clinic | Positive -~ Negatlve Cant’s say
Fortnagar 80 (8) - « 20 (2)
Khanbaniara 80 (4) - 20 (1)
Total 80 (12) - 20 (2)

Source: Field visit 2016

80% per cent of the respondents found staff attitude was positive while consulting with them
while 20% respondent replied that they cannot realize it.

3.5 Discussion with the Chair Person of Management éommittee

3.6 Discussion Wlth the FWV

b .
Meeting of the Management Committee does not occur regularly. There is no local fund to
operate the Community Clinic. Government funding is the lone source. They are not trying to

‘mobilize the local fund in addition to government fund.

. UHFWC has data of pregnant rnothers and prov1des the necessary adv1ce along with the |

regular checkup Arrangement of safe delivery at the center is not good enough. Usually male -
patients do not come to this center.
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Findings Conclusion and Recommendations

4.1 Key Fmdnngs of the Study

In depth analysis of secondary data and primary data suggest the followrng key findings
regarding the primary health care for all in Bangladesh

4.1.1 Key findings frqm the Secondary Data

e The complexrty of the rmxed health systems and poor governance
- . Inadequacy of health resources and 1mpact on quallty of care 3 .
. o Shortage of quah;'led health care prov1ders
° Inadequate and d1sproport1onate health service coverage » . e
e Health-care ﬁnancmg through catastroph1c OOPP by households )
‘ . . Inequ1table access to health servrces hlndermg un1versal health coverage '
e Skill-Mix Imbalances;
e Urban and Gender Biases health system; -
e Weak Regulatory and Enforcement Capacity, Contrrbutmg to Hrgh Rates of
absenteeism and Many Unqualified Health Works;
e Bangladesh is committed to achieve universal health converge by 2032;
e Health-care Financing Strategy (2012-2032) has been developed to provide direction
in achieving universal health coverage

° Inapproprlate HRH in rural areas in comparison with urban areas.

ey BT
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4.1.2 Key findings from the primary Data

Educational qualification of Service Providers is not compatible with the intensive
primary health care service;

Commumty Clinics at the rural level are try1ng to address the pr1mary health care

' with limited capacity;
‘ CHCPS try to address the almost all m1nor a1lments of the pat1ent
" CHCPs are heav1ly burden wrth the Wr1t1ng of reglster -
I‘Fernale stands ﬁrst posrtlon followed by chlldren _man and adolescent to V1s1t CC v‘ |
: regularly, S
: Survey reveals that very poor and poor people of the socrety visit- frequently to the":-
i CC for their treatment; :

'Supply of medlcme is not sufﬁcrent to address the patrents properly,

Blood sugar, urine and stool test facrhtles are not available but they can perform the
pregnancy test.

In case of emergency or in a oornplex a1lment of patients, CHCP always refer to
Upazila Health Complex. '

85% respondents choolse CC while 156% respondent chooses private doctor for their
minor treatments. About 57% respondent visit once in a month and 16.67% twice in
ntonth; &.
It reveals that majority of the respondents visit Community Clinic for their common
ailments; ;

About 90% pregnant mother visit UHFWC or CC for their check up:

Date on safe delivery by CSBA is not satisfactory. Home delivery by own relatives
still on the side of higher magnitude; about 85%;
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. government fund;:!

It reveals that vaccination of children through CC is remarkably satisfactory
Satisfaction Level of the respondent --- that she supply of essential medicine is not
adequate to address the need of the clients;

Majority of the respondents (75%) are satisfied with the behavior and dealing of the

- service provider.-None of the respondents are dissatisfied with the service of the

commumty clinic; ‘
80 per cent. of the respondents found staff attitude was posmve whlle consultmg with
them while 20% respondent replied that they cannot realize it; . o ' 4

Meetmg of the Management Group doés not occur regularly, o

Government fundmg is- the lone source; R : oL

- 'Managemment Group has no initiati've" to ‘mobilize the local ‘fund in addition to . ..

o coe .
R A T .o

- Community Clinic staffs are in anxiéty with the continuation of their services;

e "
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4.2 Conclusion

The health system has been facing enormous challenges in catering to the health needs of

.more than 1§0 million people and this challenge will be even greater in future, with the

cb'untry on the verge of rapid population g‘rowth,‘parti-cularly due to faster growth in urban

‘argas and slow progress in implementing current strategies for achieving universal health

: covérag’e. '

: -'Fmdmgs -of "the study suggests that for. achlevmg the. target of . unwersal health coverage .
: 'greater pohcy 1ntervent10n in the area of HRH pragmatic ﬁnanc1al mechanism, engagement, .

' of locil people reducmg the rural-urban gap, regulatory and enforcement and pubhc prlvate

partnersh1p are crucial.- -

' "Rap1d capac1ty bulldmg to promote preventlon particularly to halt the epldermc of NCDs will ™

be essent1a1 Deployment of the large health cadre following regulat1on and improving the - S

quahty of care, may help reduce the gap of trained community based health work force, stich
as COmmﬁnity Health care providers who have been assigned to community clinics. However .
it will require the Ministry of Health and Family Welfare to bring informal sector providers
undér the mainstream health éystems and monitor their services under a national policy,
which will need stroﬁg political will and support from the recognized health-care authorities

in the country. Bangladesh need a realistic plan for an affordable payment mechanism from

[
health in order to reduce catastfophic out-of-pocket payments for health and to develop

parallel strategies for investing more in health.

“ete oy
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4.3 Recommendations of the Study

The analysis of survey data and secondary information suggest that primary health care for
along with the. universal health care demand an mtegrated and coordinated approach by the
related  ministries/departments - and  public pr1vate partnership. The policy -
guidelines/récommendations ‘are fofmulated on the ha31s of findings and conclusions of this

- study are outlined below_, "

e Urgent actlon is: needed to remove the d1chotomy and strict Jurlsd1ct10n aSSIgnment of
"health serv1ces at the prunary level; o

e -:‘Strong and effectlve coordmatlon Wlth the Local Government d1v1510n is necessary '
'for prov1d1ng prunary health care serv1ces 1n the urban areas; - . -

‘. ~‘Effectlve and efﬁment regula’cory mechamsm and pubhc prlvate coordlnatlon is the'

o demand for fac111tat1ng prlvate sector health services in rural and urban for sustamable

* primary health care.
. e Recruitment of trained and skilled manpower along with mobilizing of the private
| sector to produce more health works and bring informal health care providers within |
the mainstream health systems may facilitate reducing the gap in human resources
more quickly. o '

o There is an urgent need for mere investment of public funds and stronger local
accountability to improve the\- quality of public services, as well as improved
regulation and monitoring of services provided by the private sector.

¢ Mobilizing the huge informal health cadres outside the official allopathic system

© .would-be a useful strategy for sfrengthening human resources in health‘ especially in’

:“thé" remmote and’ hard-to~reaoh areas of the countryf and achieving umversal health -

coverage. ' o _ B

- "e . Réducing the urban rural HRM gap by involving traditional health workers of rural
areas through training Programmed,; ' ' '

e “Creation of training institutions in rural areas and use .careﬁllv .examination

- requirements for rural trainees to maximize the lilelihood of their staying in these

areas once they complete training;‘
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Making health service in the rural areas fnore attraetive by providing incentives;
Accelerating the recruitment of nurses and community health workers (CHWSs) and
introduction of comprehensive HRH master plan to guide the recruitment if new
HCPs; |

- Introduction of health insurance in primary and secondary level of health services;

'« The MOHFW needs to take steps.to regulate and enforce dual practice. norms;
Ensurmg the part101pat10n of the adult Wwage earners, partlcularly Wealthy, 1nto the .

)
\

UHC programme by prov1d1ng recogmtlon like HCIP ¥ !
; Strengthenmg and expansmn of e-health to the Community Clinic and a551gn1ng of |
--.rspec1ﬁc doctors for of UHC for certaln Commumty clinics for prov1d1ng necessary-.
medical adv1ce to the CHCP i in case of emergency and for crltlcal patients;

Expansion of tel"erﬁedicine' service through ﬁigh-quality Video:eonferencing devices to
. several ‘thousariclls"of commﬁnity elinics for providin'g medicel consultation te‘rurai
areas where there is no access to specialist doctors;

Building a unified electronic information system to register all vital statistics and
improve coverage of kprior‘ity'maternal and child health services;

To achieve UHC, the government will have to pursue policy reforms in line with the

above mentioned recommendations.
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Proposed Policy Model for sustainable Universal Health Coverage

Forthagar Model of Universal Health Coverage

r‘—'—_l — .

Institutions

[ )cTD&A2 |, 4 . MOHFW. . LGD J
| NGOBureau |7 .| DGH . - | | - MOF

Local Elite

[ T.Med./V. Con.

. Assign Doctor Businesgman
><_ &ICT > A :
. ‘/ e
' \\ ] - B Political Leaders f
¥ Fund & Skilled (\7///
>, Staff .. T CC Groups
i ]
H. Insurance
cc |
&

Sustainable Unjversal Health Coverage
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4.4 Lessons Learnt

The issues that emerge from the study leave more to do with skill HRH, adequate funding,
and sufficient supply of medicine, accountability and broad institutional policies. Following
themes surfaced in the study; - ‘ '

Primary health care service policy of the government is on the right tract but for achieving the
target of universal health coverage needs holistic policy approach under the mandate of
regulatory and economic control through publlc pr1vate partnershlp model ‘

Worthy mentronable very posrtrve note 1s the cl1ent satrsfactron wrth the behavror of the. '

service provrder of CC S ' oo e

]
P
g

- Vulnerable section of the soc1ety mamly rural Women and chlldren are gettmg benefit of the
.. primary health.care facrhtles through the CC;

Very poor and poor now at least have the access to the health sérvices for their minor
ailments;

The inadequate supply of medicine often sparked bad feeling and suspicion among clients,
who believed that staff were withholding and illegally selling drugs;

Management group of the CC;is less vibrant in terms of raising local fund and organization of
meetings regularly; ! '

~ CC serves as the center of excellence for the EPI programme;

b

\

An insecure feeling regarding the service is prevailing in the Service providers of the CC.
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A ‘Addr{e'ss‘

Appendix-A

* Questionnaire for CHCP

Researcher: Md. Anwar Hossain
Joint secretary - “

: A. Respondents Information.’

Nam.e. df the Res]@ond'e".ﬁt.

Q.1. Gender

g.2.  Education

'

~ Secondary

Higher Secondary

Graduate

Post Graduate -

" Others(Specify

B P

Q.3i- Pileaéefi.d_'e‘ri_t_ifyi-t"h-e Services you are providing.

Male Female.

“ltems Yes

“No:i- |

'| Treatmeént of minor ailments

Safe delivery

| childhood illness
EPL

Refereing

Others



——

Q.4. Please identify the types ailments you treat regularly

Others

Name of | Fever Dysentefy

Cough

Asthmal Diarrhea | Allergy

Pain| Skin

the.cc °

© Q5. Please mark the‘kjﬁ(’j} qif person v'isit.yovu regularly.

-no

source,

" yes

Female -

Chidren

Man
'| Adolescent

Others

Q.6. Please rank the social status of patients visit you regularly.

1

Types

v}k‘.

yes

no

Very Poor

Poor

Middle class

" | Rich

|Others

Q. ITel,l_ about the supply of medicine

yes

no

Supply

| Sufficient ~

Sufficient




Q.8. Please identify the types of test you provide

Source

yes

no

Blood pressure
Lung test

Blood sugar

| Urine

Stool

Others

T I

S

Q.9. In case’of emergency or difficulties to detect the ailment tell your action

y)

' Action yes no-
Refer to UHC '
| Refer to Specialist
. Others(if)
}




Appendix-B

~Questionnaire for General Réspondent

Researcher: Md.Anwar Hossain .

Joint Secretary
S / L oo

~~'-.. ‘B. Respondents Information~=--

Name of the Respondent
Address--
y
Q.1. Gender L. Male Female
Q2 V\_/\((h.e‘re do you go normally for:your treatment
- .—P-lace/persbn L '- yes ",nQ'

-|-Upazila Health complex

CUHFWE - -

‘| Community Clini¢

-1 Private-Clinic - -

Private Doctor

‘Medicine Shep - - -

Homeopathy

Herbal

Others




Q.3. How Frequently you visit Community Clinic -

frequen,cilﬂ o ; _ yes

Once in a month

. Twice in a month

" More than twice a month

More than twice a month

(SRS

_—__*.

'S

R '=Q.4.'«Please ’meh‘tion,th.é causes of visit

Cause

yes

no

| Fever.

Dysentefy _

- | Dirrhoea

Cold Cough

Throat sore - \

Skin Disease

e B

Allergy

' Gastric(Acidity)

Diabetics

Jaundice 4

Asthma

Joint pain

.| Eye problem-

| Accident

[ Appendicitis

Hypertension

| Pregnancy’

| Child disease

L




Q.5. Identify Place of checkup for pregnant mother

Place/person ‘

yes

no

Upazila Health complex
CUHFWC '

| Community Clinic

-Private Clini¢

.| Private Doctor -

L ‘I\/Iedicihe'Sh'.op."

‘| No Checkup =~ .~

Q.6. Identify place of delivery’ |

Place/person

yes .

" 'no

Upazila Health complex
CUHFWC |

Community Clinic

"Private Clinic

oue &

Home

[}

Q.7. Identify the place of vaccination of children

Place/person

yes

no

‘Upazila Health complex

CUHFWC ™"~

.| Comrhunity Clinic

Private Clinic

"I No vaccination




e

Q.8 Tell about the supply of medicine

Nor dissatisfied .
no

Supply Satisfied WNéii*’ﬁHer satisfied | Dissatisfied Can’ t say
Nor dissatisfied ' '
no '
. Q.9 l‘?leasellev_egl'\of your satisfaction abb‘,‘ut‘Ser‘vicé of CC’
Satisfied- | Neither satisfied | Dissatisfied - | Can’ tsay -
Nor dissatisfied ~ | =~ =~ B IS
no. o0
\
Q.10 Please level of your satisfaction about behavior of CHCPs
Satisfied , | Neither satisfied | Dissatisfied Can’t say

g




MEDICINE FOR COMMUNITY CLINIC

Purchased by CMSD for LD (CBHC) Program
(For Community Clinics)

CONSIGNEE: Community Based Health Care (CBHC)

CORE

ESSENTIAL DRUGS COMPANY LIMITED

395-397, Tejgacn Industrial Area, Dhaka- 1208.

g"/; gf’

i e e

CARTON NG j (7} § GROSS WEIGHT: 30 4 Kg DATEPACKED: |\ @, O G V&
. Iji o Name of Item Unit Pack §i%e : ﬁthK; eincl?::l? :hize » ,B,.atcl.l No.
01" | Amoxicillin Capsule 250, mg.’ -|Capsule | 105X 50 Blisters 500 1box J& e Cg%
02. | AmoxicillinDry Syrup (125 mg/ 5 ml)-100ml Boﬁﬂeﬂ | 12 Bottles / carton. 12 "1 carton D5 S0
03." | Amoxicillin Paediatric Drop (125 mg/ 1.25 ml) 15 ml| Bottle | 10Bottles/carton| 10 - ~ | 1 carton 4= 00 32,
04. | Antacid TaBlet 650 mg (.Chewable) ’fab@et. 10X 100 Blisters &| 2,000 | 2 cartons [ é O 5 )6 }
T S . -~ | 106X 50Blisters. | © 500 - 1 carton /é _@y 72 l
05 Chlmphemramme Tablet P mg " | Tablet | 105X 100 Blisters | 1,000 | 1box g€ 02D ?
06. Ferrous Fumarate and Folic Acid Tablet (200. Eﬁ) mg) Tiblet | 105X 100 Blisters 2,000 | . 2 boxes i & e 3(,4' »(‘; 57 ;
' 07 Paracetamol Tablet 500 mg . - Tablet IO’SX 50 Blisters 2,5.0_0 |- 5 boxes: / tf\ 7 é ALY 7
08. | Penicillin V Tablet 250 mg - Tablet {105 X [0Alu Al Blistes| 100" [ - 1 box 7 007 )
09. | Salbutdmol Tablet 2 mg Tablet. | 105X 50 Blisters | 500 - 1box FE &5 &5
10.” | Albendazole Tablet 400 mg (Chewable) Tablet- | 105X 10 Blisters 100 Ibox i iﬁ}»/ -Of pri
11. | Compound Benzoic Acid Qintment 1.0 kg ar | L ; A 3 . V' A'
. ( Benzoic Acid and Salicylic Acid Ointment ) _ / { 3 é 65?__
| 12. | Chloramphenicol Eye Drop 0.5%, 10 ml Vial 10 Vials / box 20 | 2boxes /5 - /&
13. | Chloramphenicol Eye Ointment 1%, 3 Tube 10 Tubes / box 2 2boxes YT 1€
* 14. | Hyoscine Butylbromide Tablet 10 mg Tablet | 105X SStrips |~ 50 1box M4 €% e 2]
15. | Metronidazole Tablet 400 mg Tablet | 10'sX 50Blisters | 1,000 | 2boxes /-£3&- 20‘)
.} -16. {Oral Rehydration Salt (ORS) . ‘ Sachet |200's Sachets/carton _400 2 cartons } {, Z, §
| 17. | Salbutamol Syrup (2 mg/ 5 ml) 60 l & Bottle | 24 Bottles / carton 24 1 carton A AG £ B
18. | Benzyl Benzoate Application (25% w/v) 100 ml "Bottle |' 12 Bottles / carton 12 | lcarton /X ¢ 4 77 R ,
19. | Chlorpheniramine Syrup (2 mg/ 5 ml) 60 ml Bottle | 24 Boitles / carton | 24 "1 carton l'(( f‘ ; Ly o if .
"} 20." | Co-trimoxazole Tablet 120.mg Tablet | 105X.50Blisters | 500 * | lbox A4 0D D
| 21. .| Co-trimoxazole Tablet 960 mg . “Tablet | 55X 20Blisters | 1000 | 1box ASden 2%
22. Neomyciil'and Bécitra’cin Ointment 10g . Tube 1 10 Tubes / box 10, 1 box- ,uﬂ[l i / ;4 N
| 23. | Paracetarhol Suspensmn (120'mg /5 ml) 60, ml ‘Bottle . .24 Bottles./ carton | . 48 "2 cartons / ' @7@ %«
24, Vitamin B-Corplex Tablet | Tablet { °10%s X 50 Strips | 1,500 3 boxes i ¥ O F(‘ﬁ
25. | Zine Dispersible Tablet 20 mg . | Tablet’ [i0sX 50AnARBligess| 500 | 1box AEO4 €3
26. | Doxycycline Capsule 100 mg . Capsule 105X ISAJuAlule fs|. 150 1box / 4 f“;’ e ; :
PREPARED BY: NAME: SIGNATURE: / DATE: | g 0 ( ‘ é
DAeclaration: The carton contains all the above components and net weight of the components: . {7) (’l " 'Kg
;ZII%A%KED & CONFIRMED BY : m-l %} b SI GNATURE: DATE:
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