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KEY FINDINGS

The Health Facility Survey (HFS) is the first survey in the 4 ADOHEARTS districts of Bangladesh to
provide information on the availability of basic and essential health care services for adolescents and
the readiness of health facilities to provide quality services to adolescents. Data was collected from 56
health facilities from Gazipur, Tangail, Jamalpur and Khulna districts. Information was collected by
trained data collectors using facility inventory questionnaire and interview questionnaire of health care

providers.

The survey was designed to provide information on availability of adolescent health services, general
service readiness, equipment, and medicines related to adolescent health services. The information
gathered can be used to asses the capacity of health facilities to provide good quality services and to

identify the strength and weakness of the health services infrastructure.

The HFS provides information for the various types of facilities: this includes District Hospitals
(DHs), Mother and Child Welafare Center (MCW(Cs), Upazila Health Complex (UHCs) and Union
Health and Family Walfare Center (UHFWCs) from 4 districts. The HFS was conducted under the
authority of Department of Public Health and Informatics, Bangabandhu Sheikh Mujib Medical
University (BSMMU), with funding from The Embasssy of The Kingdom of the Netherlands.
UNICEF Bangladesh provided tehnical support.

Key findings of the HFS
Service readiness, Waiting area, Training, Communications materials and recording and
reporting
e All health facilities from 4 districts offer services for adolescents. Most of the health facilities
are providing services to adolescents 6 days in a week.
e Guideline for adolescent health services is available at one in two MCWCs and a few
UHFWCs and UHCs and there is no guideline in the DHs.
e Only one UHC and one UHFWC has staff trained on AH health in the last 24 months.
e Majority of the health facilities except DHs have five basic equipments necessary for
delivering adolescent health services.
e Most of the facilities were equipped with Iron and Folic Acid tablets except MCWC. However,

Butapen tablets were less available in DHs and MCW(Cs.
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Seventy percent of public health facilities have common waiting space for adolescents with
other patients while only 7 percent have a separate waiting space for adolescents.

Eighty-nine percent of public health facilities don’t maintain privacy during consultation. Only
7 percent facilities have separate room for adolescent health services while 2 percent maintain
auditory privacy and another 2 percent maintain visual privacy.

No BCC materials on adolescent health have been displayed in the waiting area except only
one UHC.

Signboard on AFHS was available in one MCWC and one UHFWC. Only one UHFWC also
displayed logo on AFHS.

Half of the service providers of MCW(Cs ever received training on Adolescent health but only
20 percent of providers from other type of facilities ever received this training. Status of ever
receiving training on mental health, nutrition and counseling is less than 20 percent.

UHCs don’t use separate register for adolescent health. Only 4 out of 29 UHFWCs use
separate register for adolescents.

DGFP facilities (MCWCs and UHFWCs) use separate reporting form for adolescent health
services. However, such reporting system is almost absent in DGHS facilities (District
Hospitals and UHCs).

Service provider category:

Specialist posts are filled-up in DHs. Out of 23 UHCs, 14 UHCs have Consultant Gynae &
Obs and only 8 UHCs have Consultant Pediatrics. RMO posts are filled-up in DHs. Out of 23,
11 UHCs have filled-up posts of RMO. MO clinic posts are filled-up in MCWCs. 17 UHCs
(family planning unit) out of 23 have filled-up posts of MO (MCH-FP). All DHs and UHCs
have nurses for adolescent health services. Most of the UHCs and UHFWCs have filled-up
posts of SACMO. All MCWCs have FWVs and 20 out of 23 UHCs and 27 out of 29 UHFWCs
have filled-up positions of FWVs.

Basic amenities for client services

DHs have pipe water supply while MCW(Cs have pipe water or tubewell.

Most of the UHCs (12 out of 23) have pipe water while 8 UHCs have tubewell and another
three UHCs have other arrangement including public tape or surface water. 14 % UHFWCs
have no water supply.

Equal number of UHFWCs has pipe water or tubewell (12 out of 29). However, 5 out of 29
UHFWCs have no water supply.

DHs and MCW(Cs have functioning client latrine in outdoor.

9



Out of 23 UHCs, 18 have functioning client latrine in outdoor of the health facilities. However,
five UHCs have no functioning client latrine in the outdoor.

26 UHFW(Cs have functioning client latrine and only 3 have no client latrine.

DHs and MCWCs are connected with national electricity grid and there is no interruption of
power supply.

All UHCs are connected with national electricity grid but 12 out of 23 UHCs have regular
electricity.

Out of 29 UHFWCs, 24 are connected with national electricity grid and none of them have

regular electricity.

Supportive Management Practices for Providers:

All facilities have supportive management practices for providers.

Recommendations

The survey documented the following recommendations for immediate action:

Service providers need to have regular (once in every 2 years) training on Adolescent health.
Maintainence of privacy during consultation should be emphasized.
Health facilities should be equipped with guideline and communication materials.

Proper recording and reporting system need to be installed.
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OVERVIEW OF THE HEALTH STATUS AND ADOLESCENT 1
HEALTH IN BANGLADESH

1.1 Health status of Bangladesh

Over the past decade Bangladesh has showed considerable improvement in the health status of
country’s population. Life expectancy at birth increased by 6 years from 2000-2012 (BBS 2014). This
was due to the sturdy decline in childhood and maternal mortality. Between 1999-2003 and 2010-
2014, under-5 mortality declined from 88 to 46 deaths per 1,000 live births (NIPORT et al. 2015).
Bangladesh has achieved its MillenniumDevelopment Goal (MDG) 4 target for under-5 mortality (48
deaths per 1,000 live births).

1.2 Adolescence

Adolescent is defined as a period of human growth and development that occurs after childhood and
before adulthood and according to the UN, includes those persons between 10 to 19 years of age
(WHO 2014). Adolescence is a period of transitional changes involving biological, psychological,
mental and social changes (UNICEF, 2006). Biologically, adolescents are experiencing pubertal
changes and changes in the brain structure. They have developed critical thinking skills
psychologically and cognitive capacities grown-up mentally. Due to social changes they are expected
to play multiple roles in the family, community and at school. These changes occur simultaneously but
at a different pace for each adolescent depending on her/his gender, socio-economic background,
education and exposure to various other structural and environmental factors (UNICEF, 2006).
Adolescence is further divided into early adolescence (10-14 years) and late adolescent (15-19 years)
during their developmental phase. These sub stage of development during adolescent is essential for
understanding the perspective and planning as well as designing. Furthermore, implementing in
adolescent health related programmes.

1.3 Adolescents in Bangladesh

Bangladesh has significant adolescent population. Adolescents constitute more than one-fifth of the
total population of Bangladesh distributed almost equally between boys and girls (BBS 2017). The
significant adolescent population presents a demographic window of opportunity, which if well
harnessed and invested in, will contribute to the development of the country. The sustainable
development especially goal 3, 4, 5 and 8 reveals that, ensure healthy lives and promote well-being for
all at all ages, ensure inclusive and equitable quality education and promote lifelong learning

opportunities for all, achieve gender equality and empower all women and girls and promote
11



sustained, inclusive and sustainable economic growth, full and productive employment and decent
work for all. Investments in adolescent health will help to achieve Bangladesh’s health goal and on the

achievement of SDGs.

1.4 The Health System Response to Adolescent Health
Interventions of the Government Sector
The Ministry of Health and Family Welfare (MoHFW) has the principal responsibility for addressing

the health needs of adolescents and providing quality services for them. To address the adolescent
health, The Directorate general of health Services and Directorate General of Family planning both
has an Operational Plan. Under the purview of MoHFW there are many programmes related to
adolescent health including the provision of Adolescent Friendly Health Services (AFHS), school
health programmes, counseling and raising awareness among adolescents on reproductive health
issues and preventing STIs and HIV/AIDS through education and treatment services and many others
programmes. Overall goal is to improving the in general health of adolescents. Not only MoHFW but
also a number of other ministries are also directly responsible for addressing adolescent health issues.
Role of Development Partners

Bangladesh has a long working history in the area of adolescent health, including UN agencies and
other bilateral and multilateral donors. Among UN agencies, UNFPA, WHO, UNICEF and UNAIDS
particularly have played a key role in working together with the MoHFW to address adolescent health
issues. Though the focus of these agencies differs, but together they cover all facets of adolescent
health, including education, nutrition, rights, empowerment as well as systemic issues such as
monitoring progress and promoting adolescent participation. The primary role of bilateral donors has
to provide technical support as well as financial support through their partners. Also they have played
a valuable role in highlighting the importance of adolescent health issues and ensuring the availability

of services to meet the health needs of adolescents.
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METHODOLOGY 2

2.1 Overview

The government of Bangladesh (GOB) is committed to strengthening health system and improving the
quality of care for providing basic health services to the population through an extensive network of
public, private and nongovernmental organization (NGO) facilities. In the past 15 years, access to
quality care has improved and health facilities have also expanded their health services due to much
investment. Consequently, Bangladesh has achieved enormous success in increasing health service

coverage and utilization.

The HFS of ADOHEARTS is an assessment of health care facilities in the public sector of 4 districts
of Bangladesh. The survey provides information on the availability of basic and essential health care
services for adolescents and the readiness of health facilities to provide quality services to
adolescents. The HFS focused primarily on the service readiness indicators that were jointly developed
and proposed by World Health Organization (WHO), the U.S. Agency for International Development
(USAID), the World Bank, the International Health Facility Assessment Network (IHFAN), and other
stakeholders (WHO 2012). The HFS assessed whether components considered essential for
adolescents for quality service delivery were present and functioning or not. In general, the
components that were assessed are those that are commonly considered important to various

adolescent health programs supported by the government and development partners.

2.2 Objective of the 2017 HFS:
The main objective of the 2017 HFS was to:

e Assess adolescent health service provision in government health facilities
2.3 Data collection methods:

The HFS used two types of data collection tools:

e Facility Inventory questionnaire
e Health Services Provider Interview questionnaire

The Facility Inventory questionnaire obtained information on the availability and preparedness of the
facilities to provide adolescent health services. The questionnaire collected information on the
availability of specific items, components of support systems (e.g., logistics, maintenance, and

management), and facility infrastructure, including the service delivery environment. The data
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collectors interviewed the health service manager of the facility and/or the most knowledgeable
provider of each service. If another person or provider needed to provide some specific information,
the data collectors consulted that person or provider to obtain the information. However, the data
collectors considered only observed items as available in the facility.

The Facility Inventory questionnaire was organized into two modules:

Module 1 collected information on adolescent health service availability.

Module 2 collected information on general facility readiness. This module included twelve sections
that covered topics such as facility infrastructure (i.e., sources of water, electricity and toilet), staffing,
health management information systems, External supervision, quality assurance, health statistics, and

availability of basic equipment, medicines and general cleanliness.

The Health Service Provider questionnaires collect information from a sample of health service

providers. The data included qualifications, training, experience and supportive policies.

2.4 Survey Implementation

2.4.1Questionnaire Adaptation

The 2017 HFS questionnaires are based on generic questionnaires developed by the DHS Program.
After being prepared in English, both the Inventory and Health Service Provider questionnaires were

translated into Bangla.

2.4.2 Pre-test

The pretest was conducted on 7 August at Raipura Upazila Health Complex (UHC) in Narshindi
district.

2.4.3 Main Training

Training of HFS was conducted on 2" to 3" August, and 8" to 9th August, 2017. Four data collectors
were recruited who had previous experienced on conducting health facility survey and trained them.
The training included classroom lectures and discussions, practical demonstrations, mock interviews,
role-plays, and field practices. The trainees were also given daily homework to conduct mock

interviews among themselves with the survey tools.

2.4.4 Data Collection
After the training, two teams were formed with two interviewers in each team. According to the field

plan each teams were assigned in each survey district. The survey strictly followed research ethics
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including ethical approval of Institutional Review Board (IRB) of BSMMU, informed consent was
taken before interview and confidentiality during interview. Data collection was conducted in the
month of August and September. Field supervision teams from BSMMU periodically visited and

monitored the data collection activities.

2.4.5 Data Management
After completing data collection in each facility, the team checked thoroughly the filled-in inventory
and health service provider questionnaires for any inconsistency. The survey team kept these
questionnaires with care. After completion of field work they submitted all questionnaires to the
project office at BSMMU.

2.4.6 Data Analysis
Statistical data analysis was done using SPSS software version 21.0. After initial editing data entry
was done. Then data cleaning and data analysis was performed. Data analysis was summarized in form

of percentage and frequency tables for categorical variables.

2.4.7 Sampling
It was a census of public health facilities from district to union level identified for implementation of
ADOHEARTS programme. Altogether 61 public health facilities plan to have an adolescent health

programme in the next one year.

2.4.8 Sample Design

The sample for the 2017 HFS was designed to include facilities in all four districts (Gazipur, Tangail,
Jamalpur and Khulna) of the country. All four types of public health facilities—district hospitals
(DHSs), maternal and child welfare centers (MCWCs), upazila health complexes (UHCs), and union

health and family welfare centers (UHFWCs) were included in the survey.
2.4.9 Sample of Health Facilities for Inventory

Out of 61 facilities selected for facility inventory 56 has been successfully surveyed. It was not

possible to complete the survey in 5 UHFWCs due to flood.
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Table 1 Result of facility survey

Distribution of sampled facilities according to result of visit of the survey team to the facility, HFS 2017

DH MCWC UHC UHFWC
Gazipur 3 5 8
Tangail 1 1 7 12 21
Jamlapur 1 1 5 4 11
Khulna 8 8 16
Total 56

2.4.10 Sample of Health Service Providers

The sample of health service providers was selected from providers who were present in the facility on
the day of the assessment and who provided services to the adolescents. In the HFS, the health service
provider was defined as a person who provides health services, consultation services, counseling and

health education to adolescents.

Table 2 shows the distribution of health service providers who were interviewed with the Health

Service Provider questionnaire. A total of 134 providers were interviewed.

Table 2 Distribution of interviewed service providers

Number of interviewed providers, by background characteristics and provider qualification, HFS 2017

Consultant Gynae 2 7 9
& Obs
Consultant 1 2 3
Pediatrics
RMO 2 2
MO 2 24 26
MO Clinic 1 1
MOMCH-FP 1 3 4
Nurse 1 13 14
SACMO 1 17 8 26
FWV 2 5 20 22 49
Total 134
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RESULTS 3

3.1 Facilities Providing Adolescent Health Services

Service providers of all facilities (100 percent) reported that they provide services to the adolescents.

Most of the health facilities (46 out of 56) are providing services to adolescents 6 days a week.

3.2 Service Readiness

The HFS assessed the availability of four basic components (guidelines, trained staff, equipment and
medicine) in compliance with the service readiness indicator proposed by WHO (WHO 2012).Table 2
shows that a guideline for adolescent health services is available at one in two MCWCs and a few
UHFWCs and UHCs. There is no guideline in the DHs.The survey assessed whether the facility has
staff trained on adolescent health in the last 24 months. Since the training on adolescent heath has not
been started, it was found that only one UHC and one UHFWC has staff trained on AH health in the
last 24 months.The basic equipment for adolescent health was assessed through examining whether the
facility has weight machine, height scale, thermometer, stethoscope and blood pressure machine in
functional condition. Majority of the health facilities except DHs have five basic equipments necessary
for delivering adolescent health services. Unavailability of height scale is a problem in substantial
number of all types of facilities. None of the DHs have weight machine for adolescent health services.
About one-third of UHFWCs also don’t have thermometer.Consistent availability of essential
medicines is crucial to the delivery of quality health services. The HFS assessed the availability of two
essential medicines for adolescents: Iron and folic acid tablet, and Butapen tablet. Most of the facilities
were equipped with Iron and folic acid tablets except MCWC. However, Butapen tablets were less
available in DHs and MCW(Cs.

Table 3: Number of facilities by service readiness components

[ Componems | BH | Mowe | U [ UHAwe |

Guideline 0 1 1 3
Trained staff 0 0 1 1
Equipment

Weight machine 0 2 21 24
Height scale 1 1 15 11
Thermometer 2 2 23 18
Stethoscope 2 2 23 28
BP machine 2 2 23 27
Medicine

Iron folic acid tablet 2 1 19 26
Tablet Butapen 1 1 16 26
Number of facilities 2 2 23 29
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3.3 Waiting Arrangement

Figure 1 shows that only 7 percent of public health facilities have a separate waiting space for
adolescents while 70 percent of facilities have common waiting space for adolescents with other

patients.

Figure 1: Waiting arrangement for adolescents

23% 7%

W Separate
m With others

No wating space

70%

3.4 Privacy during Consultation

The HFS assessed privacy during consultation based on three criteria: separate room, no separate room
but maintains auditory privacy and no separate room but maintains visual privacy. Each of the health
facilities should have at least one of three criterions for privacy. Figure 2 shows 89 percent of public
health facilities do not maintain this criterion that is they don’t maintain privacy during consultation.
Only 7 percent facilities have separate room for adolescent health services while 2 percent maintain

auditory privacy and another 2 percent maintain visual privacy.

Figure 2: Privacy during consultation

m Separate room
m No separate room,
maintains auditory privacy

No separate room,
maintains visual privacy

m No privacy
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3.5 Communication Materials

Availability of communication materials for Adolescent Friendly Health Services (AFHS) is poor in
public health facilities. Table 4 reveals no BCC materials on adolescent health have been displayed in
the waiting area except only one UHC.Signboard on AFHS was available in one MCWC and one
UHFWC.Only one UHFWC also displayed logo on AFHS.

Table 4: Number of facilities by availability of communication materials

| Components |  bH | Mewc | = UHC |
Displays BCC materials in the 0 0 1 0
waiting area
Have signboard on AFHS 0 1 0 1
Displays logo on AFHS 0 0 0 1
Number of facilities 2 2 23 29

3.6 Capacity of Service Providers

The mean year of experience of the service providers on adolescent health (AH) is more than 10 years.
Overall, status of receiving any training on adolescent health including mental health, nutrition and
counseling is poor. Half of the service providers of MCWCs ever attendedtraining on adolescent
health but only 20 percent of providers from other type of facilities ever received this training. Status

of ever receiving training on mental health, nutrition and counseling is less than 20 percent. (Table 5)

Table 5: Service providers’ capacity on adolescent health issues

Components DH MCWC UHC UHFWC
Mean years of services 14.4 19.7 125 16.3
on AH
Ever received training on (%)

AH 20 50 23 20
Mental health 0 17 13 13
Nutrition 10 17 17 20
Counselling 20 17 13 10

3.7 Recording and Reporting

In general, there is no separate registration system for adolescents. One out of 2 DHs and 2 MCWCs
and only 4 out of 29 UHFWCs useseparate register for adolescents. None of the UHCs has separate
register for adolescents. MCWCs and UHFWCs use separate reporting form for adolescent health

services. However, such reporting system is almost absent in DHs and UHCs.

Table 6: Number of facilities having register for adolescents and providing monthly report

Maintains separate register 1 1 0 4
Shows monthly reporting form 0 2 2 25
N 2 2 23 29
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3.8 Availability of Human Resources for Health:

The HFS obtained information on filled posts of physicians and other service providers who are
providing services to adolescent. Among public facilities, specialist (consultant) were expected and
only found in DHs and UHCs. All specialist posts are filled in DHs.Out of 23 UHCs, 14 UHCs have
Consultant Gynae & Obs and only 8 UHCs have Consultant Pediatrics. RMO posts are filled up in
DHs while 11 out of 23 UHCs have RMOs.The positions of MO clinic in MCW(Cs were filled-up. Out
of 23 UHCs (family planning unit) 17 positions of MO (MCH-FP) have filled-up. The positions of
Nurses are filled up in DHs and UHCs. Most of the UHCs and UHFWCs have filled-up positions of
SACMO. The positions of FWVs are filled-up in MCWCs and 20 out of 23 UHCs and 27 out of 29
UHFWCs.

Table 7: Number of facilities with fiiled-up posts

 Serviceprovidertypes | Numberof facilities with filled-upposts |
%é%%é

Consultant Gynae & Obs 2

Consultant Pediatrics 2 8

RMO 2 11

MO 2 23

MO Clinic 2

MOMCH-FP 1 17

Nurse 2 23

SACMO 22 25
FWV 2 20 27
Counselor 0 0 0 0
Total number of facilities 2 2 23 29
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3.9 Basic Amenities for Client Services

Source of water in the health facility: Figure 3 shows that all DHs have pipe water inside the
facility. In case of MCWCs, there is pipe water supply inside one MCWC and another has tubewell.
Out of 23 UHCs, 12 UHCs have pipe water supply inside the facility, 8 UHCs have tubewell and
another 3 UHCs use pipe water inside the corridor, public tape or surface water. Out of 29 UHFWCs,
12 have pipe water inside the facility and another 12 have tubewell. However, 5 UHFWCs have no

source of water supply.

Figure 3: Source of water

35 +
30 - 29
25 - 23
20 -
1s H DH
12 12 12 = MCWe
10 - 8 UHC
5
5 B UHFWC
2 1 1 1 1 22
0 i T T T T T
Pipe water Pipe water  Govt. tap Tubewell Surface No water Total
inside the  inside the water/ water facility
health facility coridoor of parmanent
the health pipe water
facility
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Client toilet: Figure 4shows DHs and MCWCs have functioning client latrine in outdoor. Out of 23
UHCs, 18 have functioning client latrine in outdoor of the health facilities. However, five UHCs have
no functioning client latrine in the outdoor. Regarding 29 UHFW(Cs, 26 have functioning client latrine
and another 3 have no client latrine.

Figure 4: Toilet facility

35 +
30 - 29
25 23
20 HDH
mMCWC
15
UHC
10 ® UHFWC
5
5
3 2 2
: | _
Removal through  Flash and hold into the No latrine Total
pipes through flash tank

The facility has a functioning flush or pour-flush toilet

Source of electricity:

Electricity: The HFS collected information on the connectivity of the facilities with the national
electricity grid line and the availability of regular electricity. Three criteria are considered for the
regular source of electricity at a facility: facility is connected to a central power grid and power supply
was not interrupted for more than two hours at a time during normal working hours in the seven days
before the survey or the facility has back-up solar power. Figure 5 shows that DHs and MCW(Cs are
connected with national electricity grid and there is no interruption of power supply. All UHCs are
connected with national electricity grid and 12 have regular electricity. Out of 29 UHFWCs, 24 are

connected with national electricity grid and no of them have regular electricity.
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Figure 5: Source of electricity

30 +

m DH

B MCWC
mUHC

m UHFWC

National electricity grid Regular electricity

1Facility is connected to a central power grid and there is no interruption in power supply lasting for more than two hours at a time during normal working

hours in the seven days before the survey, or facility has a functioning generator with fuel available on the day of the survey, or else facility has back-up
solar power.

3.10 Supportive Management Practices for Providers:

Criteria’s are used to review if a facility has supportive management practices. The facility had an
external supervisory visit during six months and used of checklist for quality standard. Table 8 shows

all facilities have supportive management practices for providers.

Table 8: Supportive management and policies

Number of facilities

DH 2 2 2
MCWC 2 2 2
UHC 23 23 23
UH&FWC 29 29 29
Total 56 56 56
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Discussion 4

The provision of adolescent health services is adequate. Service providers from all level provide
services to adolescents 6 days in a week. Guideline is essential for providing quality health services to
adolescents. Therefore, it is found less in the health facilities. Adolescent specific training such as
training on nutrition, adolescent mental health, counseling is poor among health service
providers.Specialist (Gynae & Obs and pediatrics) are less available in UHCs. On the other hand, most
of the health facilities are filled-up with service providers. Most of the health facilities are equipped
with five basic types of equipment and essential medicine. Most of the health facilities do not have
waiting space for adolescent; they share general waiting space with others. Privacy during consultation
is essential for delivering quality services. Most of the health facilities do not maintain privacy during
consultation. Availability of BCC materials is poor in public health facilities. Signboard and logos is
less displayed. Recording and reporting system for adolescent health is not in place. Most of the health
facilities do not have separate register. Reporting of adolescent health services information is absent in

DHs and UHCs.Overall supportive management and policies are good in all health facilities.
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Conclusion& Recommendation 5

The Survey found huge opportunity for better health for adolescents, the readiness of public health
facilities for delivering adolescent health services is poor mainly due to absence of routine training
provision on adolescent health for service providers. Furthermore,

e Service providers need to have regular (once in every 2 years) training on Adolescent health

e Maintainence of privacy during consultation should be emphasized.

e Health facilities should be equipped with guideline and communication materials.

e Proper recording and reporting system need to be installed.
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