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INTRODUCTION

On September 30, 2015, the United States Agency for International Development (USAID) awarded
Helen Keller International (HKI) cooperative agreement No. AID-FFP-A-15-00010 to lead the pilot
Development Food Security Activity (DFSA), Sustainable Agriculture and Production Linked to
Improved Nutrition Status, Resilience, and Gender Equity (SAPLING) which is being implemented in
collaboration with the Ministry of Chittagong Hill Tracts Affairs (MOCHTA). Under SAPLING, HKI,
Catholic Relief Services, Caritas/Bangladesh, and three local implementing partners, (GRAUS, Toymu
and Tahzingdong) are addressing food insecurity through an integrated, multi-sectoral approach that aims
to sustainably improve nutrition outcomes for vulnerable populations, including women and children, and
increase the resilience of households and communities to human-induced and natural shocks that threaten
these outcomes. SAPLING is working with 104,331 participants from poor and extreme poor households,
and those with children under two and/or adolescent girls, in all 24 unions and two pourashovas
(municipalities) of five upazilas (sub-districts) of Bandarban District. These are Thanchi, Ruma, Lama,
Rowangchari, and Bandarban Sadar, all of which have a high proportion of people living in extreme
poverty, combined with high rates of stunting and undernutrition.

There are 70 community clinics in the SAPLING working area located in five upazilas of Bandarban
District where basic health services such as antenatal care (ANC), growth monitoring, vaccination,
Vitamin A supplementation (VAS) and other care are provided. Information on staffing, supplies and
equipment, and services related to SAPLING’s program areas has not been recently documented. The
SAPLING project conducted an assessment of clinic operations in December 2019 in order to determine
gaps and challenges to service provision for SAPLING participants. Trained data collectors used tablets
to administer a pre-formatted questionnaire (see Annex 1) to visit each clinic and assess space, staffing,
staff training, availability and use of water and latrines, equipment, supply of consumables (including
medication), distance and modes of transportation for clinic catchment areas. Data consisted of both
observation and questions asked of the clinic service providers.

Data were collected on tablets by experienced data collectors trained on the administered questionnaire.
Data were synced and uploaded instantaneously to a secure online server when there was an internet
connection or at the end of the day if there was not. The survey manager reviewed each survey upon
completion to ensure accuracy in responses. Data were cleaned and analyzed descriptively using Stata
v.14. Frequencies and percentages are reported for categorical variables and means for continuous
variables.

Results are being used to inform SAPLING FY20 and proposed FY?21 maternal and child health and
nutrition (MCHN) programming. The Bandarban Civil Surgeon will also receive the report and
SAPLING staff will discuss results to encourage the Ministry of Health and Family Welfare (MOHFW)
to address identified gaps and challenges in service provision outside of SAPLING’s scope. This
assessment can be used by multiple stakeholders aside from SAPLING to fill gaps and provide a more
sustainable and effective health care system in Bandarban.



RESULTS
COMMUNITY CLINICS AND CATCHMENT POPULATIONS

All 70 community clinics in the SAPLING working area were assessed. Table 1 summarizes the number
of clinics surveyed along with their upazila (sub-districts) and union locations. Clinics have on average 13
para (villages) in their catchment areas, ranging from a mean of 17 para per catchment area in Lama, to
12 para in Thanchi, 11 para in Ruma, and 10 para per catchment area for each of the Bandarban Sadar and
Rowangchari upazilas.

Table 1. Number of community clinics assessed by upazila and union

Upazila Union n Upazila Union n
Bandarban Bandarban Sadar 3 Rowangchhari  Alikhong 2
Sadar Kuhalong 4 Nowa Patang 3
Rajbila 4 Rowangchhari 3
Suwalak 4 Taracha 2
Tankabati 4 TOTAL 10
TOTAL 19 Ruma Paindu 3
Lama Aziznagar 5 Remakri Pransa 1
Faitang 4 Ruma Sadar 4
Fasyakhali 4 TOTAL 8
Gajalia 3 Thanchi Balipara 2
Rupshipara 3 Remakri 1
Sadar 3 Thanchi 2
Sarai 4 Tindu 2
TOTAL 26 TOTAL 7

Each clinic was asked which ethnic groups are serviced in the clinic. These data were aggregated by
upazila (Figure 1). In Bandarban Sadar Upazila, 74% of clinics say they serve patients who are Marma
and Bengali, while 53% of clinics had patients who were Tanchanga, and 42% had patients who were
Chakma, followed by 37% reporting Tripura and Mro patients, and 26% had Bawm patients. Data differ
by upazila, with Lama clinics reporting 100% seeing Bengali patients, 62% with Marma patients, and
58% with Tripura patients. In Rowangchhari, 100% of clinics had Marma patients, 90% had Tanchanga,
and 60% of clinics had Bengali and Tripura patients. In Ruma, 88% of clinics saw patients who were
Marma, with 50% of clinics having patients who are Mro or Bawm. In Thanchi, 100% of clinics had Mro
patients, while 86% had Marma and Tripura patients.



Figure 1. Percentage of clinics providing services to ethnic group, by upazila
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Clinic staff were asked to report on how most patients travelled to the clinic and their transport times.
More than 98% of clinics (n=69) said they are accessed only by walking. One clinic in Lama said patients
arrive by auto rickshaw. The shortest mean travel time for all clinics was under ten minutes (data not
shown). The longest reported travel time differs considerably by upazila (Figure 2), but the majority of
clinics say the longest commute for patients is over 1 hour. In Rowangchhari and Ruma upazilas, the
mean longest transit time is 1.5 hours, followed by Bandarban Sadar with a mean of 1.8 hours, Lama with
two hours, and finally a mean of over four hours in Thanchi.

Figure 2. Longest reported transit/travel time to clinic, by upazila
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COMMUNITY GROUPS AND COMMUNTY SUPPORT GROUPS

Clinic staff were asked about the Community Groups (CGs) and Community Support Groups (CSGs) in
their area. CGs are responsible for community clinic daily operations, monitoring of clinic functions, and
fundraising for improvements in each clinic. CGs are mandated by the MOHFW and are the
responsibility of the Civil Surgeon’s Office and Upazila Health Complex. The CG should have nine to
eleven members, with at least one-third membership reserved for women members and adolescent
girls/boys and are led by the elected upazila member from the area. Other members include clinic staff,
land owners and others in the community. CGs are required to meet monthly.



The survey asked about the existence and operation of the CGs. Almost all clinics in the areas (99%,
n=69) said CGs had been formed with an average of 4.5 years since formation. Ninety-six percent of
clinics with CGs (n=66) reported having 17 members and overall the ratio of mean number of female
members to male members was six to eleven. Among all community clinics, 77% had fully operational
CGs, meaning the group met 12 times or more in the past one year (Figure 3). Fewer clinics were partially
operational, meeting less than 12 times a year, and not operational, saying they do not hold regular
meetings. While CGs at clinics in Bandarban Sadar, Lama, and Rowangchhari were operating to
expectation, 63% in Ruma were reportedly not operational and 71% in Thanchi were only partially
operational, meeting on average only five times in the last year.

Figure 3. Operational status of community groups (CG) at clinic, by upazila
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Training of CGs also differed considerably by upazila (Figure 4), with 100% of clinics with CGs in
Bandarban Sadar (n=19) and 96% in Lama (n=25) reporting that their CG received any type of training,
but only 67% in Thanchi (n=4), 60% in Rowangcchari (n=6), and 38% of CG groups in Ruma (n=3)
receiving any training. Within each upazila, percentages of those receiving a training in different content
areas did not differ; so that for the most part, if members received training, they received training in all of
the mentioned categories. The main exception were CGs in Thanchi, where only 50% (n=3) reported
receiving training in work planning or primary health care.

Figure 4. Percentage of clinics with CG who received training, by type of training and upazila
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The survey also asked about the amount of time since training took place for CGs. In Bandarban Sadar
and Thanchi upazilas, close to half or more of trainings took place within the past one year (Figure 5);
however, in Lama and Rowangchhari nearly one-third of trainings were conducted three or more years
ago. Rowangchhari and Ruma also had a sizeable proportion of clinics reporting no training of their CGs
having taken place.

Figure 5. Time since last CG training, by upazila
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Clinic staff were also asked about their CSGs, which promote the use of community clinic services and
are charged with increasing community awareness about health issues. There are typically three CSGs per
clinic catchment area with membership consisting of 13-17 community members who are at least one-
third female. CSGs help the CG with clinic management along with making the community aware of
services available at clinics and common health messages. CSG maintain quarterly meetings.

A wide range of responses were provided about the operationality of the CSGs in each upazila (Figure 6).
No upazila had all of their CSGs operating fully, defined as meeting four or more times in the past year.
Lama had the greatest number, with 23 of 26 fully functioning (89%), contrasting with Thanchi, where all
groups were either partially operational (meeting three times or less in the past one year) or nonexistent.
Ruma’s CSGs were also predominately underperforming, with only two of seven existing groups fully
operating to expectations.

Figure 6. Operational status of community support groups (CSG), by upazila
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In the clinics with CSGs, the mean number of members was 16-17 in four of the five upazilas; notably,
Ruma reported an average of 49 members per CSG. The membership of CSGs in Ruma were only one-
quarter female on average, while the other four upazilas maintained a mean ratio of one-third women.
When asked about the training of these CSG members, the receipt of required training varied considerably
by upazila (Figure 7). As with the CGs, if a group received any type of training, they tended to have
received all types; however, levels of training for the CSGs were lower overall, with the exception of
Ruma where CSGs had received all training except for workplan training. Similarly, in Bandarban Sadar,
only 13 of 19 clinics (67%) said their CSGs received training in work planning. In contrast, Thanchi
CSGs had received no training and only a third of Rowangchhari’s CSGs had received any kind of
training.

Figure 7. Percentage of clinics with CSG who received training, by type of training and upazila
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Time since training for CSGs differed from what was reported by CG groups (Figure 8); in contrast, more
than 50% of CSG groups received training more than three years ago or had had no training. Bandarban
Sadar, Lama, and Ruma were the only upazilas where any CSGs reported training in the last year.

Figure 8. Time since last CSG training, by upazila
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STAFFING AT COMMUNITY CLINICS

The survey asked about the availability and training of three types of staff at the community clinics:
Community Health Care Provider (CHCP), Family Welfare Assistant (FWA) and Family Welfare Visitor
(FWV), and Health Assistant (HA). All 70 clinics (100%) reported having CHCPs, who are trained
medical professionals and the person in charge of the overall clinic operations. The majority of clinics
reported the availability of FWA/FWYV (n=59, 84%) who are part time assistants for the CHCP who work
on alternate days and are responsible for Family Planning counselling and services, household visits, and
satellite clinic visits. HA, who are responsible for conducting the expanded program on immunization
(EPI), counselling, assisting Government of Bangladesh (GOB) health campaigns, and household visits
also appear to be available (n=59, 84%). Figure 9 summarizes the availability of the staff across the five
upazilas along with the sex of the staff. All clinics in Ruma reported not having FWV/FWA and HA staff.

Figure 9. Number of clinics staffed with CHCP, FWV/FWA, and HA, and sex of staff, by upazila
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Note: CHCP, Community Health Care Provider; FWV, Family Welfare Visitor; FWA, Family Welfare Assistant; HA, Health
Assistant

Given the diversity of ethnic groups living in the five upazilas, the clinic assessment asked about the
ethnic group of the staff working at the clinics and Figure 10 summarizes the ethnicity by type of staff. In
Lama upazila all three types of staff were overwhelmingly Bengali and one-third of FWV/FWA and HA
were also Bengali in Bandarban Sadar. The CHCPs in Bandarban Sadar were primarily Marma, as were
the CHCPs in Thanchi and Ruma. Marma also represented a good proportion of FWV/FWA and HA in
Rowangchhari and Thanchi. A number of Tanchanga staff were seen in Bandarban Sadar and
Rowangchhari, and Tripura staff worked in Lama, Ruma, and Thanchi.
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Figure 10. Ethnic group of clinic staff, by upazila
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By in large, the ethnicity of the clinic staff represented the ethnic groups living in the catchment areas of
the clinics. Bandarban Sadar clinics had the most discrepancies, with three CHCP, three FWV/FWA, and
four HA having ethnic groups not found in the catchment areas of their respective clinics (data not
shown). One clinic of the 19 had all three of the staff discordant with their clients’ ethnic groups. In the
other four upazilas, each had one clinic with a CHCP that was discordant with the catchment area, while
FWV/FWA were discordant in only two clinics of Thanchi. HAs did not match their populations in two
Lama clinics, one Rowangchhari clinic, and one Thanchi clinic. Annex 2, Figures A-1 to A-5 show a
detailed comparison of the ethnicity of the catchment population and the respective types of staff in each
upazila.

The survey asked about refresher training provided to clinic health providers. Figure 11 shows recent
training for the first designation CHCP, where all CHCP in Bandarban Sadar, Lama, and Thanchi have
had some kind of refresher training. Seventy percent of CHCPs (n=7) have not had any refresher training
in Rowangchhari and 67% in Ruma (n=5). The type of refresher training also differed by upazila with
almost 90% of providers in Bandarban Sadar receiving training in various disease treatments, nutrition,
and mass casualty treatment, while in Ruma and Thanchi few providers had received training in this, but
most had received training in community mobilization, work planning, rules and responsibilities, and
primary health care. Lama and Rowangchhari CHCPs most commonly reported refresher training was
also disease specific training.
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Figure 11. Type of refresher training for CHCP staff, by upazila
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Figure 12 details the most recent refresher training for FWV or FWA staff, although there is no mandated
course content for FWV/FWA refresher training. Ruma upazila clinics reported no FWV/FWA staff and
therefore are not shown in the figure. In three of the four upazilas shown, 100% of FWV/FWA staff
received some type of refresher training, although this training differed considerably by content. In
Bandarban Sadar, most training focused on maternal and child health services including community
skilled birth attendants (CSBA), rules and responsibility, and work planning, while in Lama, staff were
more likely to be trained on adolescent health and family planning. Thanchi clinics with FWV/FWA all
had them receiving community mobilization, work planning, rules and responsibilities, and primary
health care training.

Figure 12. Type of refresher training for FWV or FWA staff, by upazila
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Similar to training for FWV/FWA, all clinics with HAs in Bandarban Sadar, Lama, and Thanchi reported
any type of refresher training for HAs, again with variation in content (Figure 13). Disease specific
training was common in Lama and Bandarban Sadar, but not for HAs in Thanchi. Across the four
upazilas, 60-89% of HAs also had EPI and vaccination training. In Rowangchhari and Thanchi,
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orientation on community mobilization and primary health care were frequently reported. Again, no
clinics in Ruma upazila reported having HAs.

Figure 13. Type of refresher training for HA staff, by upazila
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Time since last refresher training was relatively similar for the three types of staff within an upazila,
though training patterns differed from upazila to upazila (Figure 14). The vast majority of the community
clinic staff in Bandarban Sadar and Lama upazilas participated in their most recent training within the last
six months. In Thanchi, two years or more have passed since most staff were trained, and in
Rowangchhari there was considerable variation in time across the clinics. Approximately 50-60% of
CHCP and HA had their training refreshed within the last 12 months, but in some clinics CHCP and
FWV/FWA staff said they never received refresher training. Similarly in Ruma upazila, half of CHCP
had recent training and the other half had none. Across all upazilas and clinics, CHCP had the most recent
refresher training—mean of 11 months since last training—compared to 16 months for both FWV/FWA
and HA.

Figure 14. Time since last refresher training for clinic staff, by upazila
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Note: No clinics in Ruma reported having FWA/FWYV and HA staff; CHCP, Community Clinic Health Provider; FWV, Family
Welfare Visitor; FWA, Family Welfare Assistant; HA, Health Assistant
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SERVICES PROVIDED BY CLINICS

The survey asked the clinics what services related to MCHN they offer to their catchment populations,
including the hours of services. All 70 clinics reported their working hours to be Saturday to Thursday;
each work day they are open for six hours and service providers are available every day. Only one clinic
in Thanchi upazila said that providers are unavailable on Sundays. During these service hours, nearly all
clinics in all upazilas provide antenatal, delivery, and postnatal services (Figure 15), as well as growth
monitoring and vaccinations. While the majority of clinics (n=68) provide iron-folic acid (IFA)
supplementation during antenatal (ANC) and postnatal (PNC) check-ups, only 16 clinics across three
upazilas provide IFA and Vitamin A supplementation (VAS) during delivery services. All eight clinics in
Ruma said they do not offer IFA and VVAS at delivery nor general vaccinations.

Figure 15. Percentage of clinics providing maternal and child health services, by upazila
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Note: ANC, antenatal care; PNC, postnatal care, IFA, iron-folic-acid; VAS, Vitamin A supplementation; GMP, growth
monitoring & promotion

The clinics also widely provide basic curative care services, especially for fever, respiratory infections,
diarrhea, skin diseases, and acid peptic disease (Figure 16). Sixty one of the 70 clinics (87%) also refer
patients for curative care they are unable to provide. Clinics in Ruma are the exception, providing limited
curative care services for fever and diarrhea (7 and 2 clinics, respectively), and offering no extra curative
care or referrals to patients who need additional treatment.

Figure 16. Percentage of clinics providing curative care services, by upazila
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Note: ARI, acute respiratory infection

All clinics in Rowangchhari, Ruma, and Thanchi said they offer cleaning and other minor surgical
services, and most in the other two upazilas (Figure 17). The ability to provide stiches for wounds was
only mentioned by one-third of clinics in Bandarban Sadar (n=7), Lama (n=10), and Rowangchhari (n=3).

Figure 17. Percentage of clinics providing surgical services, by upazila
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MEDICINE SUPPLIES IN CLINIC

All 70 of the clinics reported that they dispense medicines and the survey assessed the availability of 27
essential medicines in each clinic. Overall, only 44% of all clinics (n=31) had any amount of the 27
medicines in stock, and another 16% (n=11) had 26 of 27 in supply. Figure 18 summarizes the availability
of the essential medicines across all upazilas. All clinics had any stocks of IFA tablets, the antihistamine
chlorpheniramine, and albendazole for anti-helminth treatment. More than 20% of clinics had stock-outs
of gentian violet topical solution, amoxicillin capsules, and compound benzoic acid ointment. The
majority of clinics had paracetamol to help treat fevers and oral rehydration salt for diarrhea. Notably,
90% of clinics had Vitamin A capsules available but only 16% said they provide this service at delivery
or within 42 days after birth (GOB mandated times of receipt for post-partum mothers).
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Figure 18. Number of clinics with any stock and no stock of 27 essential medicines
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In addition to assessing the availability of medicines, the quantity of stock on hand was documented
during the survey. Clinics were asked the quantity they were required to have on hand and enumerators
counted and recorded the quantity that was available the day of survey. With these data, clinics were
categorized as having ‘sufficient quantity’ of the medicine (76-100% of reported required quantity was
counted in-stock), ‘moderate quantity’ (51-75% of required quantity in-stock), ‘insufficient quantity” (less
than 50% of required quantity in-stock), or no stocks available. Figure 19 summarizes the quantity of
stocks on hand for the 27 medicines in all clinics. Less than a quarter of all clinics had sufficient
guantities of any of the medicines the day of assessment. Only three medicines—albendazole tablets,
antacids, Vitamin A capsules—were found in moderate to sufficient quantities in half of the clinics. For
most drugs, 60-80% of clinics had insufficient or no quantity of the medicines.
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Figure 19. Quantity of required medicine stocks on-hand in all clinics on day of assessment
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The quantity and availability of medicine stocks varied considerably by upazila. Table 2 shows the
percentage of clinics with sufficient quantity of medicines and Annex 2, Figures A-6 to A-10 detail the
data for each upazila. Rowangchhari upazila had the most clinics with sufficient quantities of the 27
medicines, although, only two drugs had sufficient numbers in more than half of the clinics: IFA tablets
and benzyl benzoate application. Seven medicines were stocked-out in at least one clinic in
Rowangchhari and 19 had insufficient quantities in half or more of the 10 clinics. In Thanchi, 21 drugs
were not found in sufficient quantity in any clinic, and 19 medicines had insufficient quantity in 50% or
more of the clinics. Four medicines—Vitamin A capsules, Gentian violet topical solution, Neomycyn &
bacitracin ointment, and amoxicillin pediatric drops—were stocked-out in at least one clinic. Vitamin A
capsules were absent from all seven Thanchi clinics, which may explain why all the clinics said they did
not provide VAS at delivery. Few clinics in Lama also had medicines in sufficient quantities and Lama
clinics had the most stock-outs of drugs across all upazilas: 23 of 27 medicines were missing from at least
one clinic. Half of clinics had no stocks of compound benzoic acid ointment, amoxicillin capsules, and
chlorpheniramine maleate syrup. One-quarter to one-third were missing 12 additional medicines the day
of survey.

Table 2. Percentage of clinics with ‘sufficient quantity’ of required medicines, by upazila

Bandarban Lama Rowang- Ruma Thanchi
Sadar chhari
(n=19) (n=26) (n=10) (n=8) (n=7)

% % % % %
Albendazole tablet 400mg 11 12 30 50 0
Antacid 650mg 32 4 40 38 0
Calcium lactate tablet 300mg 5 0 10 38
Chlorpheniramine tablet 4mg 11 8 40 13 14
Co-trimoxazole tablet 120mg 32 4 40 13 14
Co-trimoxazole tablet 960mg 16 4 10 0 0
Ferrous fumarate & folic acid tablet 200.40mg 16 12 60 25 0
Hyoscine butyl bromide tablet 10mg 11 12 0 38 0
Metronidazole tablet 400mg 0 8 20 13 0
Paracetamol 60ml suspension 5 4 10 13 0
Paracetamol tablet 500mg 5 8 30 25 0
Penicillin V tablet 250mg 21 4 20 25 0
Salbutamol 2mg 16 8 40 25 0
Vitamin-A capsule 200,000 1U 32 23 20 38 0
Vitamin B complex tablet 42 8 40 38 0
Zinc dispersible tablet 20mg 26 8 40 25 0
Amoxicillin dry syrup 100ml 16 4 20 0 0
Amoxicillin pediatric drop 15ml 26 4 40 25 0
Benzyl Benzoate application 100ml 26 8 60 38 0
Chlorpheniramine maleate syrup 60ml 16 4 10 0 0
Salbutamol syrup 60ml 11 4 20 25 14
Amoxicillin capsule 11 4 40 13 0
Chlormphenicol eye drop 0.5% 10ml 21 12 40 13 0
Compound benzoic acid ointment 1kg 5 15 40 0 100
Gentian violet topical solution 2% 11 12 0 13 71
Neomycyn & bacitracin ointment 10g 5 8 0 25 14
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Enumerators also reviewed the expiration dates on the medicines in stock, recording the soonest
expiration date. Across all 70 clinics and 27 essential medicines, only two instances of expired
medications were found.

EQUIPMENT IN CLINICS

In addition to assessing the availability of medicine stocks, the clinic assessment examined the
availability of equipment in the clinics, along with the operational status of the equipment. This included
equipment for growth monitoring, delivery kits, and basic equipment such as stethoscopes and blood
pressure (BP) machines. Delivery kits were missing from 70% of the clinics even though 97% of clinics
said they offer delivery services (Figure 20). One-third of the clinics lacked EPI cards compared to 86%
providing vaccinations. Length boards, salter scales, and 1000-day social behavior change communication
(SBCC) materials were absent from approximately 20% of clinics. Overall, the majority of equipment
present in clinics was operational.

Figure 20. Status of equipment in all clinics
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Note: BP, Blood pressure; ANC, antenatal care; GMP, growth monitoring & promotion; EPI, expanded program on
immunization; SBCC, social behavior change communication

Figures 21 to 25 show the status of the six equipment most frequently missing or non-operational by
upazila. In Bandarban Sadar, 13 of the clinics (68%) are missing delivery kits and another two (11%) are
non-operational (Figure 21). Nearly 40% (n=7) of clinics are missing EPI cards. For the equipment not
shown in the figure—weighing scale, stethoscope, BP machine, register books, ANC cards, Growth
monitoring and promotion (GMP) cards—all were present and functioning on the day of survey.
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Figure 21. Status of select equipment in Bandarban Sadar upazila clinics
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Similar to Bandarban Sadar clinics, many clinics in Lama were missing delivery kits and EPI cards, along
with 1000-day SBCC materials and salter scales (Figure 22). A few clinics noted that they have height
and length boards and EPI cards, but they are non-operational. Additionally, 2 clinics in Lama (8%)
reported non-operational weighing scales.

Figure 22. Status of select equipment in Lama upazila clinics
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In Rowangchhari, the only equipment not found in clinics was delivery kits and EPI cards. Missing from
one clinic was also a BP machine.
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Figure 23. Status of select equipment in Rowangchhari upazila clinics
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In the eight Ruma clinics, missing equipment was commonplace (Figure 24). All clinics had no stocks of
delivery kits and EPI cards, which may either be the result of or the cause of all clinics not providing
delivery and vaccination services. The other equipment not illustrated in the figure were found and in
good operation in all Ruma clinics.

Figure 24. Status of select equipment in Ruma upazila clinics
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In Thanchi, equipment needed for growth monitoring was missing in a number of the seven clinics
(Figure 25), even though 100% reported that they provide GMP services. All seven also said they offer
delivery services, while six (86%) have no delivery kits in stock.
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Figure 25. Status of select equipment in Thanchi upazila clinics
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WATER AND SANITATION FACILITIES AT CLINIC

The assessment of clinic equipment and operational status extended to the toilet and water facilities at the
clinics. Enumerators examined the presence of pit latrines (PL) and offset pit latrines (OPL), with their
observations summarized in Figure 26. OPLs were found in 80% (n=63) of clinics, with the majority in
good operation. Three clinics each in Thanchi and Rowangchhari did not have OPLs, along with one in
Lama. Overall, five of the 70 clinics (7%) had neither PLs nor OPLs: three in Rowangchhari, one in
Thanchi, and one in Lama. Among the clinics with operational OPLs, all allow clients to use them except
for three in Bandarban Sadar. Staff also use these toilet facilities in Lama, Rowangchhari, and Thanchi,
while five clinics in Bandarban Sadar and five in Ruma say staff do not use them.

Figure 26. Toilet facilities and operational status in clinics, by upazila
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Across the 70 clinics, six types of water facilities were observed. These included deep wells and protected
ring wells, which were frequently observed in Bandarban Sadar, Lama, and Rowangchhari clinics (Figure
27). Gravity flow systems were seen in about half of Thanchi clinics, with the other half using running
water from rivers, canals, or springs. Ruma clinics relied heavily on portable water, which is collected
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outside or away from the clinic via water tanker, public taps, unprotected dug wells, or surface water like
ponds or haors.

Figure 27. Water facilities in clinics, by upazila
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The water facilities in eight clinics were observed to be non-operational by survey enumerators. This
includes five of the six portable water in Ruma, one of the observed deep wells in Bandarban Sadar, and
two of the eight running water in Bandarban Sadar. Regardless of operational status, all clinics reported
that their staff use these water facilities for handwashing. Three clinics said their water facilities are not
used by clients for handwashing, including two in Rowangchhari and one in Bandarban Sadar.

CONCLUSION

This assessment of 70 community clinics in the SAPLING program area identified gaps in staffing,
service delivery, and availability of equipment and medicine commaodities that (likely) impact the quality
of services provided to communities living in their catchment areas.

Nearly all clinics are fully staffed with CHCP, FWV/FWA, and HA, except for the eight clinics in Ruma
upazila that reported no FWV/FWA and HA. By in large, staff ethnicity reflected the reported ethnicities
of the clinics’ respective catchment populations. Bandarban Sadar upazila had the most discrepancies,
including one clinic where the ethnicity of all three staff types did not match their clients. While there is a
provision for a quota of ethnic minority hiring in the Ministry of Family Planning, guidance is not
provided for ensuring that staff ethnicity and language match the patient population. Finding qualified
candidates in Bandarban is also a challenge. Training of these staff varied considerably by staff type,
training content, and upazila. Nearly all staff had received any type of refresher training: 91% of CHCP,
97% of FWV/FWA, and 97% of HAs. However, there was no consistency in what these staff were trained
on, whether related to clinic operations (work planning, roles and responsibilities, etc) or service
provision (maternal and child health, disease specific, etc), or commonality across staff types or clinic
location. For most staff, the refresher training was relatively recent, within the past 6-12 months.

The Family Planning Department at the District level is responsible for training after recruitment and
refresher training. Refresher training is conducted in batches, so it is possible that staff who have not

26



received selected topics are in the queue; however, the length of time some staff have gone without
training indicates that this process needs to be reviewed. Given the variation in refresher training,
prioritization over what training is rolled out first is not clear.

CGs and CSGs that support the operation and community outreach of the clinics are present in all or most
clinics, respectively. All areas have CGs, with sufficient numbers of members and meeting the expected
male to female ratio. Three-quarters of CGs are fully operational, with most in Bandarban Sadar, Lama,
and Rowangchhari upazilas. In Ruma, the majority are non-operational and in Thanchi most are partially
operational, meeting less than the required frequency. Only 84% of clinics reported the formation of a
CSG; most of their membership numbers met the quotas (though Ruma’s had three times more members
than expected), but female membership was lower than the mandated one-third. Overall, fewer CSG were
operating fully compared to CG, but there were also fewer non-operational CSG. Similar to CGs, CSGs
were operating best in Bandarban Sadar, Lama, and Rowangchhari. The pattern of reported refresher
training was similar for CGs and CSGs in Bandarban Sadar and Lama, where staff were more likely to
report any refresher training, but received a number of years ago. Refresher training was more variable in
the other three upazilas. For example, in Ruma only one-third of CGs had any training, but 100% of
CSGs had their training refreshed. Thanchi reported no training of their CSGs. Overall, refresher training
was better for clinic staff compared to the CG and CSG. The Health and Family Planning Department is
responsible for training CGs and CSGs, although the required timeframe, content or consistent plan for
rolling out these trainings is not clear. It is unknown from the survey conducted how the three training
categories relate to the respective group responsibilities.

All of the 70 community clinics serve a diversity of para and ethnic groups living in the catchment areas.
However, with service providers who are not the same ethnicity as the catchment population,
communication can be a major barrier to receiving health care. This may also mean even greater
discrepancies as selected ethnic groups do not seek out care. Nearly all clinics are accessed by walking,
often for long periods of time. All clinics reported they are open six days a week, six hour per day, with
staff available every day. Despite this result, anecdotal information suggests that staff availability is not as
prevalent as reported due to living outside of clinic areas in district or upazila towns. Clinics are almost
universally reporting that they provide maternal and child health services like ANC and PNC check-ups,
delivery care, IFA supplementation, growth monitoring, and vaccinations; however, anecdotally it does
not appear that most community clinics have childbirth facilities. Curative care services are widely
offered, as is wound cleaning. Notable gaps in clinic services include VAS and IFA supplementation at
delivery and wound stitching. Ruma clinics were found to only be offering limited services; in addition to
the gaps seen across all clinics, they also offered no vaccinations, no curative care for a wide variety of
basic illnesses, and no referrals for the curative care they did not provide. It is unclear why services in
Ruma are so limited.

The assessment of medicine stocks found that sufficient quantities of essential drugs are not being
maintained at clinics. Less than half of all 70 clinics had any amount of the 27 medicines assessed, and
less than a quarter of clinics had ‘sufficient’ quantities of any of the medicines. The vast majority of
clinics had ‘insufficient’ quantities—50% or less of their required amount—in their clinics. Even
basic/key medicines were in limited supply which creates challenges for clinics to fully provide the
services offered. Thanchi and Lama clinics were found to have the most limited availability and quantity.
In Thanchi, 21 of 27 drugs were not found in sufficient quantity in any clinic. Lama had the most stock-
outs, with 23 of the 27 medications missing from at least one clinic. Of the stocks available, expired
medicines were not a problem. Drug requisition is conducted based on demand and not on a regular
schedule, so it could be that some of the low supply was due to waiting for there to be sufficiently low
levels to initiate new procurement, but stock-outs would imply that there is still a problem with supply.
The survey structure did not account for reasons why stocks are low or out.
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Clinics also struggled with deficiencies in some basic equipment for providing care. Equipment for
growth monitoring, like salter scales and height and length boards, were missing, especially in Ruma and
Thanchi. EPI cards were missing or not useable in 37% of clinics, while useable delivery kits were
unavailable in 74% of clinics, whereas 97% of clinics said they offer delivery services. This absence of
kits was seen across all upazilas, including all eight of Ruma’s clinics. Overall, if clinics possessed
equipment, it was likely in good working order. Additionally, 69 of 70 clinics reported having operational
stethoscopes, BP machines, register books, and ANC and GMP cards.

Toilet and water facilities were mostly available and in operational order, however any loss of toilet and
water makes it impossible to maintain safe and hygienic health service provision. Five clinics were not
observed to have PLs or OPLs, though it is unknown if they had other types of toilet facilities. In total,
90% (n=63) of all clinics had an OPL and four of those were non-operational: two each in Ruma and
Thanchi. Water facilities, while available in all clinics, varied by type. Most upazilas relied on a
combination of deep wells, running surface water, and protected ring wells. Ruma clinics mostly relied on
portable water that has to be collected and brought to the clinic. These clinics, along with those relying on
rainwater and running water, may be more susceptible to shortages of water for basic hygiene.
Additionally, eight clinics had non-operational water facilities.

RECOMMENDATIONS

Recommendations culminating from the data collection and analysis will be provided to the Civil
Surgeon in Bandarban District and the MOHFW, ranging from policy and guidelines to logistics and
training issues.

e To enhance the overall oversight and functioning of clinics, revitalization of the CGs and CSGs to
make them fully operational in all clinic areas is a priority. These groups are designed to support
and monitor clinic functionality and are needed to increase both supply and demand for services.

e Standards for refresher training requirements and content should be established to maintain
quality of provider care and ensure consistency of treatment and clinic management. Training
content, frequency, staff to be trained and ensuring all training is relevant to responsibilities
should be assured.

e Availability and sufficient supplies of stocks, including medicine and delivery Kits should be assured
in all areas. Supply chain management improvements require support.

e Faulty or missing equipment ensures that important health services are not performed. Equipment
needs should be filled and non-operational equipment fixed or replaced.

o Health facilities require potable water and sanitation facilities for both staff and patients to provide
services and reduce the spread of infectious diseases. All non-operational water and toilet facilities
should be fixed and access to both for staff and clients is essential.

e Provision of equipment, staffing, training, and supplies should be consistent across all clinics in the
district. Sizeable gaps and barriers to service provision were identified, particularly in more remote
areas and clinics in Ruma upazila seemed particularly disadvantaged.

o Greater attempts to match the ethnicity of the service provider with the ethnic groups in the catchment
area would enhance service provision and potentially increase the number of people seeking health
services.

e Provision of equipped, trained, and available birth services at the community clinic are needed for
safe pregnancy outcomes.

STUDY LIMITATIONS

There were several limitations to the study design and implementation that may have impacted results
obtained. The survey was a cross-sectional design, taking place one time in each clinic at the end of
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2019, so may not represent the actual situation across the year. Given the impact of COVID-19 on the
area in recent months, conditions may also have changed. Operationality of CG and CSGs may be over-
stated as the definition for functionality was only how often the groups meet, not the activities they are
undertaking or the quality of those activities. Finally, transportation times for patients were asked of the
providers, not of actual patients and asked only the shortest and longest commute times as it was not
expected that providers would be able to estimate average transport for their patients.
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ANNEX 1. QUESTIONNAIRE

Informed consent form
Introduction and purpose of the group discussion:

* Hello! My name is and I am currently working in the SAPLING project,
and in order to do our job better we would like to ask you some questions.

* We have selected you to discuss about Community Clinic (CC) and its activities. The purpose of
this interview is to obtain information about the activities, services, facilities and related other
issues of community clinic. It will help us to understand the status of the CC in this area and to
better design the work SAPLING will do.

* Participation in this interview is voluntary and confidential. We will use the information to
prepare reports. SAPLING will use this report to assess the progress and achievement of the
project activities.

* This interview will take about.................... minutes. Could you please spare some time for the
discussion?

Please let me know if you have any question on the discussion.

QUESTIONS CODING

CATEGORIES

YES i 1 |—>Complete the sample identification table and continue
May | begin the discussion.

interview now? . e
—Complete the sample identification table and go to END

e

SPPAIETY SeTI2 ™/ S/ TTH I3
© SR AT oo | ST SPreifere SR AR NI IR A ST

o I AL G ST A3 FHCHE [F7E @ A7 FIG FTF A FARA A3 SNCEABAR Sy 267 43 IS (FiNea
fifeT siw, R, @92 g Y TR [{feT o 7ea® T4 97 T IR @3 (Fe [y s o wiNce TRiwe! $9E
Fefere SFE T ST 0T TTST FAE|

* 93 SCEGAIR SLHZ F=(HCo SR T5F G (WSFAGA| QLI AN (TSN =Y I Coff=fe 14T 2031 SR F1g (P
2 o2 Rl 31 ST (oRTe J92R F1 2T 992 U3 2AOIAD 2% IHFICST TS @ TG AR oy JIZF FA

o O AT FACS AT ... G T A SAR [ 93 AFFIRFIER Gy o7 7 TS e SNces| AN 5 93 whio FAE
(P 2 SICR? (T & AR SACF fErCeest FhCo #A1Cs| @3 2ifeszt e 3 S @i (i % A0 012 S e=iq
CRICET (R9- ST, TR0 9@ Folejrzm-«3 e (+8801713036797) (SIS FCS “ATCa|

1.1 wifs & @2 UG 4-C I 1 —sample identification table == <t APFIRIE &2 SfeTC T+
AFFOF A GF FACS S
0 ELLE L S 2 —ssample identification table %7 T AT 21get (43 F+11
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Sample Identification (75 #f@fpT®)

FINANCIAL YEAR:
(o ) (2019-2020)

Upazila
( TAteET )

Union
(3oE)

Ward
(eG)

Name of Interviewer

(Forfetam =)

Name of community clinic
(R Rfces )

Catchment population and Ethnicity
CHRIF TEYE TCaS @32 A

No Questions

Coding categories

g2_1 How many para of Catchment Area?
(FIPCTE T (NG Fowl oo SiR?)

g2_1la Name of Catchment Area's paras
(FIBCFG afais ~MGPRLes =)

g2 2 How many ethnic communities receive services from this CC?
(a2 FFehh e o FowEm i FHCRE FReRT gz

)

g2_3 Please ethnic communities
T FF G FEGAD T S FF

1= Bengali
2= Chakma
3= Marma
4= Tripura
5= Tanchanga
6= Mro

7= Lusai
8=Bawm

9= pangkhoya
10= Khumi
11=Chak
12= khyang
13= Rakhain
77= Others
>= qp5Afer

3= BIFA

0= A

8= fa=at

@= AP

b= (a1

9= 3pAIR

b= (¥
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5= FARA
So=%fy
9= Bl
53= I
SO= FIZY
9= SPFY

g2_3ot

Please specify
7 CF WWE P

g2 4

Mode of transportation to clinic
PNCFT TSI IORT JRBE 499

1=Rickshaw
2=Bi-cycle
3=Motor bike
4=Auto rickshaw
5=Motor car
6=Walk by foot
77= Others
1=F=

2=313 A3
3=CA63 AZCFA
A=s151 fa
5=5039 e
6=1TT (TG

T7= Yy

g2_4ot

Please specify
W I e P

g2 5

What is the shortest transit time?
GG FAE o 1w Fo KNG Ty wica?

Minutes-----

g2_6

What is the longest transit time?

Minutes-----

CG : Community group (FfREfR6 assi/wer)

No Questions Coding categories
g3_1 Does a community group form? 1=Yes >=13f
I PCHE o=/ 7et 513 T4 20R? 0=NO o=
g3_la | If yes, date of formation? Date.....
(FICHD as=if vet ot ©ifs4?) SR — — — —
g3_1b | Total number of members Total number-----
(=3 x5 swop 7=4l) (G A0y ARLf----
g3_1c | Total Male members Male......ooovvviiiniinin, Number
(GG 7T ] Foe?) ET AT B
g3_1d | Total female members Female...................... Number
(G IR >Iop Foe=?) AT Sl
g3_1le | how many ethnic groups represent in the group? many ethnic groups----
(93 7eeT FOGTE QT Gl sfoffiy Tea?) OGN G GCBl--
g3_1f | Whether members of the committee hold monthly meeting 1=Yes >=zf
regularly 0=No o=+t
(FflBs gt e e e ot $e3?)
g3_1g | How many meeting held in last 12 months?( How many meeting....
S I WY FoeTE e SR 2eg? FouE Abe----
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g3 2

Did this group receive any training
(93 =i/t 5 (I aAffrset Co1taeR?)

1= Yes >= 3t
0=NoO o=+t

g3 3

What types of training? (&= <903 2if# el (ACR?)

1=Community Mobilization
2=Workplan

3=Rules and responsibility
4=Primary health care

5=0thers

1=GCE Sy

2=1Ced ~lfaFgai

3=mifig @ IO T 4=lfF T2y
R

S=Srgly

g3 4

When did they receive this training?
(2 @3 e corcafee? )

Date —
oiff-- -

CSG: Community Support Group

No Questions Coding categories
g4 1 Does a community support group form? 1=Yes >=zf
I PTG ACAG 2F1/wet o5 F1 TCACR? 0=No o==
g4_2 Date of formation? Date —
(@3 FFTRBG ACADG a1 sfot7 SifFd? Siffd- - -
q4_3 Does this group functional? 1=Yes >=f
(@3 FTRBG ATAD aFt F Fier FCa? 0=No o=
g3_3b | Total number of members Total number.....
(: =flbs ciG swop 122) AP AL
g4 4 Total Male members Male........ooooviiiiiin, Number
(35 =4 o>p Foew?) 5 AR Sil
g4 5 Total female members Female...................... Number
(XI5 SR 57op Foe?) EIEG I Sl
g4_6 how many ethnic groups represent in the group? many ethnic groups----
(93 7TeT FOGTE QAT G fsiey FCH?) FOGTE QT G-
g4 7 How many meeting held in last 12 months? How many meeting....
((oT I AT FowTE Rk SPe 2R? IO fbe----
g4_8 Did this group receive any training? 1=Yes >=2f
(9% sp=ifaet 5 (e fRFer (otR?) 0=No o=7
g4 9 What types of training? (&= @3 2 oitx0z?) 1=Community Mobilization
2=Workplan
3=Rules and responsibility
4=Primary health care
5=0thers
1=GCE Sy
2=1Ced ~lfaFgai
3=nifirg 8 FEF FAE A=A FFUy
R
S=Sr gy
g4_10 | When did they receive this training? Date —
(T4 @3 efffrme CoftarRer? ) Siffg-- -
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g5: Human Resources/Manpower

(FefAE FRcea M1 s7>m)
Name of Sex 1= Bengali Received Date Received Date Name of
designation 2= Chakma basic iy refresher training
AT ™ 1=male 3= Marma training? training? o I
2=Female | 4= Tripura
3= Third 5= Tanchanga | 1=Yes 1= Yes 1=Community
gender 6= Mro 0= No 0= No Mobilization
femt 7= Lusai et efférse A et 2=Workplan
S= T 8=Bawm CorTR? CoTCZA? 3=Rules and
= T Slag_p?(nt?uknﬁ?ya s= it v= ot Zesgqnsibility
: = _ _ =Primary
0= QM B | 11- Chak o= o= health care
12= khyang 5=0thers
13= Rakhain 1=galmce
77= Others Ty
>= e 2=FCed
3= bieAl Qﬁw
o= 3=y @ FSg
8= fampt FAE 4=
@= e Kiicifazti]
b= 5=l
9= PR
b= I
S= FARYAT
so= ¢
3= B
NERIRIN
S0= FABT
99= TP
first designation
(CHCP)
(2R FAFST T
CR)|
second
designation
(FWV/FWA)
ST TSI EFG
<Y
third designation
(HA)
(TS FHFE AT
%)

CHCP-Community Health Care Provider, FWV-Family welfare visitor, FWA-Family Welfare
Assistant, HA- Health Assistant
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Services provided from the CC (3fegs &: 38l FAe Atz qniage CRAPTR)

No Questions Coding categories
6.1 Does this CC provide dispense medicine services? 1=Yes s=13f
(@3 AT fFl & @fiom @9y a2 337) 0=NoO o=H
6.2 Does this CC provide GMP service? 1=Yes >=12ff
(@3 ARG e 5 fGraaf orr 2w 337) 0=No o=q
6.3 Does this CC provide ANC and PNC service? 1=Yes >=13f
(92 ST e /5 oS 998! (FF1ot @R oS RIS (5315 ORI 2w 0=No o=71
FE7)
6.3a | what type of ANC and PNC service 1= Antenatal Check up
( (T AT oS 2T (517 932 oS RRS] (517! ORI 2 e |) 2= Post Natal Check up
3= Pregnancy Counseling
4= Iron Folic Acid
Supplementation
5= oS St (ppist
3= oS 2RRS! (HPIof
0= FETSIFIA AT A &=
8= TRFH 932 Flerp TG M
6.4 Does this CC provide vaccination service? 1=Yes >=13ff
(@3 FFSAE e & bt eme sea? 0=No o=+
6.5 Does this CC provide child delivery service? 1=Yes >=13f
(@3 FMCRG i@l & 36! (eferei 7R4t =ig?) 0=No o=l
6.5a If yes, what type of service related to child birth? 1= Child birth
(O AV G TS (T {HCAT G &I FCF AT?) 2= Birth counseling
3= IFA supplementation
4= VAS supplementation
3= BN G
3= TG GEMI IS A 2wl
= 39FQ ARACICE*H
8= feaas AfRcacoe=
6.6 Does this CC provide limited curative care service? 1=Yes >=13jt
a3 ARG e & =2b-215 Q@R o[l eme 30a? 0=No o=t
6.6a What type of limited curative care service? 1= Fever
9% FREHD A W R (26 215 @R CRI & IR? 2= ARI
3= Diarrhea
4= Skin diseases
5= Acid Peptic Diseases
6= Patient Referral
77= Others
=9
3= ITREZ
=TIt
8= b (H1f
=P/
b= IR SR AT
9= SPY
g6_6aot | If other, please specify.

I Sy 2T, T I WU E T
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6.7 Does this CC provide minor surgical facility service? 1=Yes s=13f
93 FERG e [ (2f5-416 AR F3? 0=No o=t
6.7a If yes, what type of minor surgical facility services? 1= Cleaning the wounds
(X 4T (RIG ST FCF ACP? 2= Stitching the wounds
77= Others
S= F© AAREF F71
3= S (IS FI
0= Sy
g6_7ot | If other, please specify.

Module-3: Supplies and equipment
ACTH ©: TolFa 932 TG

7.8 Does this CC have ANC cards? 1=Yes
a2 FEGHE e agw 16 wice 2 0= No

(%
1

No Questions Coding categories
7.1 Does this CC have weighing scale? 1=Yes >=3f
2 FEERD T eom Wi (et @ity (67 0=No o==1
7.1a Does this operational? 1=Yes >=zf
b1 fF e FE? 0=NoO o=+t
7.2 Does this CC have salter scale? 1=Yes >=13f
93 FGHD fpfcea e cFet wieg 6?2 0=No o=
7.2a Does this operational? 1=Yes >=12f
9Bl & e FCa? 0=No o=
7.3 Does this CC have height board? 1=Yes >=13f
\ﬂ?ﬁs i@ai 23;—:1?15? @55\') WWCWWW 0: NO o=dI
7.3a Does this operational? 1=Yes >=13f
3 25t 27, O BT & e FE? 0=No o=l
7.4 Does this CC have length board? 1=Yes >=12f
7.4a Does this operational? 1=Yes >=13f
(QET%WW) 0=No o=+t
75 Does this CC have stethoscope? 1=Yes >=3af
93 IASHG ffces CcRfRice 39 ity [F? 0=NoO o=
7.5a Does this operational? 1=Yes >=13f
QBT ﬁT W W 0: NO o= HT
7.6 Does this CC have blood pressure machine? 1=Yes >=2f
2 FRERG e a@sret AfRicem it e (&2 0=No o==1
7.6a Does this operational? 1=Yes >=12f
(\QBT%WW) 0=No o=l
7.7 Does this CC have register books? 1=Yes >=13f
QEWWW@WW 0=No o=4t
7.7a Does this operational? 1=Yes >=2f
951 i T F? 0=No o=t
Ell
1

o
1




7.8a Does this operational? 1=Yes >=1zf
9Bt & e 2 0=No o=t
7.9 Does this CC have GMP cards? 1=Yes >=12f
93 IASHG e e 16 @iy 62 0=No o=t
7.9a Does this operational? 1=Yes >=13f
QBT ﬁT W WI) 0: NO o= Q-T
7.10 Does this CC have EPI cards? 1=Yes >=13t
a3 SR fpfce g 16 s [5? 0=No o=
7.10a Does this operational? 1=Yes >=13f
(QW%WW) 0=No o=+t
7.11 Does this CC have delivery kits? 1=Yes >=3f
9z FCHE e & ! coferelfy gt sie? 0=No o=
7.11a If yes, does this operational? 1=Yes >=zf
951 & Fe Fea? 0=No o=a1
7.12 Does this CC have 1000-day oriented SBCC materials? 1=Yes >=13f
93 ISHG fefce 0=No o=t
7.12a | Does this operational? 1=Yes >=3f
BT & Fe Fea? 0=No o=a1

sec8: Facility Service Time

o5- 1V FI57 1A AWITAT AT

Days Working hours g8_2: Availability of service providers (R 2R T#if%S)
Sl FABT 1= Yes =3

0=No o=+t

Saturday
LK

Sunday
EIESIED

Monday
[&ZIRSIs)

Tuesday
T

Wednesday
QA

Thursday

O]I<

q10: medicine stock (S¥4a Tg© N2 HIE ©)

Generic Name Unit In stock

ceAfa® J aFE 1=Yes Supplied In-Stock Earliest Expiration
0=No TARAR g date
gn v S&icea fRebe
s= o Sifga
=t




Albendazole Tablet Tablet
400mg BIIRCETD
SRS GIRGEs 800

fr.ar

Antacid 650mg Tablet
IGIRTG weo 3.4 BIRICTo
Calcium Lactate Tablet Tablet
300mg BIRICTo
FIFIT SPCET BIRCED Woo

fr.ar

Chlorpheniramine Tablet | Tablet
4mg BIRCTs
CRICARFIN DIKCETD 8 ﬁfiﬁ
Co-trimoxazole Tablet Tablet
120mg BIRCeTs
l- ECN IS BIIKCETD S0

fr.ar

Co-trimoxazole Tablet Tablet
960mg BIRCeTs
l- ECN IS BIIKICETD Hvo

fr.ar

Ferrous Fumarate and Tablet
Folic Acid Tablet 200.40 | ByRe=5
mg

(T FEED S Tl

TG BIRTETs R00.80 .41

Hyoscine Butyl Bromide | Tablet
Tablet 10 mg BIRCeTs
RUEIAMINRA oI (JINRY

BIRCEs So fi af

Metronidazole Tablet Tablet
400mg BIRCTE
CTGiReEE BiReEe 400

fi.af

Paracetamol 60ml Bottle
Suspension Gyiacets
PRIBGEA 60 GaeT

AT

Paracetamol Tablet Tablet
500mg FRIBGeT BFRCes BIRICETD
@oo fi.at

Penicillin V Tablet Tablet
250mg Gyiacets
CoffBifem & BriRees 2eo fir. aff
Salbutamol 2mg Tablet
SRR 5% fir. off BIIRCETo
Vitamin-A Capsule Capsule
200000 IU
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OB @ I 200000

Vitamin B complex Tablet
Tablet BIRCETD
fSbism R e BIReEn

Zinc Dispersible Tablet | Tablet
20 mg BIIRTETE
feres fooRiReT BIIRTAb S0

f.ar

Amoxicillin Dry Syrup Bottle
100ml SISE
SRR weeE Gt

soo fiifer

Amoxicillin Pediatric Bottle
Drop 15 ml (o
SR ool gt

se fiffer

Benzyl Benzoate Bottle
Application 100ml (o
REGIZ  (FACEIG

A= oo fiffer
Chlorpheniramine Bottle
Maleate Syrup 60 ml SISQ
(FRCEFRAE e PR

vo fifer

Salbutamol Syrup 60 ml | Bottle
SO BRI wo ffer oe
Amoxicillin Capsule Capsule
ST et Ralitigl
Chloramphenicol Eye Vial
Drop 0.5% 10 ml SIS
(FRINCTF AT =13 ot 0.¢%

so faffer

Compound Benzoic Jar
Acid Ointment 1 kg i
TOCE (IG3T APTG T S

e

Gention Violet Topical Vial
Solution2% i
(& SIS B

HATT*H 2%

Neomycyn and Tube
Bacitracin Ointment 10 g | 5%
fRemERe SITe JTERE o

&~

Oral Rehydration Salt Sachet
(ORS) S FIZ
T ST AT ok e

g9: Community Clinic Observation (FfeRi ffas “=icamse)
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No. Questions Coding categories
9.1 Number of rooms in the CC Number of rooms---
FRICRG ffces o= 1y FOA HLI—— ——
Does this CC have pit latrine? 1=Yes >=1zf
9.2 (42 FfEMG e & B i~ omee?_ 0=No o=t
9.3 q9: If yes, Does this pit latrine with water seal? 1=Yes >=73j
(3 2 2%, o@ & @b eqBR Nt w4t PG F1H?) 0=No o=t
9.3a Ave toilets operational? 1=Yes >=13f
(BHeeTh & b1 wiice?) 0=No o=
09_3a_1 | Does this toilet used by patients? 1=Yes >=13j
(93 5T R o IR FCE?) 0=No o=dt
09 _3a 2 | does this toilet used by only staff? 1=Yes >=13f
(93 5T 6 wyig SN 2R FE? ) 0=No o=
q9 4 Does this CC have offset pit latrine? 1=Yes >=13j
a3 FEAGHD ffee & SReeT &5 g wiez? 0=No o=at
g9 5 Are toilets operational? 1=Yes >=13j
(Baeeth @ bie] Siic?) 0=No o=
g9 _5a Does this toilet used by patients? 1=Yes >=13f
(ﬂ?ﬁmﬁ%ﬂ%WW) 0=No o=4r
g9_5b Does this toilet used by only staff? 1=Yes >=13j
(93 BICT F WG ST IR FE? ) 0=No o=al
g9 6 What type of water facility is available in this CC? 1= Portable
(93 SFERE e e @ #1if 92 393 SR?) 2= Deep well
3= Running water
4= Protected Ring well
5= GFS
77= Other (Please specify)
5= FRE 7AW
3= SR P
0= g i
8= o 2 8T
¢= e
99= iy A8 T
q9_6a Others (3317)
g9 _6b Does the water facility operational?
(st % <l 8 BT wic?)
q9_6¢ who use this for handwashing?
(T C4RIR &g (F 93 M I2R FCE?)

note: Thank you so much for your valuable time and effort.

(A SEPRI T (RS AT Goff ST e |)
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ANNEX 2. ADDITIONAL DATA FIGURES

Figure A-1. Ethnic groups served by clinics and of clinic staff in Bandarban Sadar Upazila

m Groups served by clinic = Ethnic group CHCP = Ethnic group FWV/FWA = Ethnic group HA
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Figure A-2. Ethnic groups served by clinics and of clinic staff in Lama Upazila

m Groups served by clinic = Ethnic group CHCP = Ethnic group FWV/FWA = Ethnic group HA
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Figure A-3. Ethnic groups served by clinics and of clinic staff in Rowangchhari Upazila
m Groups served by clinic = Ethnic group CHCP = Ethnic group FWV/FWA = Ethnic group HA
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Figure A-4. Ethnic groups served by clinics and of clinic staff in Ruma Upazila
m Groups served by clinic = Ethnic group CHCP = Ethnic group FWV/FWA = Ethnic group HA
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Note: No clinics in Ruma reported having FWA/FWYV and HA staff
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Figure A-5. Ethnic groups served by clinics and of clinic staff in Thanchi Upazila

B Groups served by clinic  m Ethnic group CHCP  m Ethnic group FWV/FWA Ethnic group HA
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Figure A-6. Quantity of required medicine stocks in Bandarban Sadar clinics on day of assessment

m No stock Insufficient quantity =~ m Moderate quantity ~ m Sufficient quantity

Amoxicillin capsule SN

Gentian violet topical solution 2% SN

Amoxicillin dry syrup 100m| [N
Neomycyn & bacitracin ointment 10g 28
Penicillin V tablet 250mg 2%
Chlormphenicol eye drop 0.5% 10ml 2l

Salbutamol 2mg

Metronidazole tablet 400mg

Compound benzoic acid ointment 1kg

Hyoscine butyl bromide tablet 10mg

Chlorpheniramine maleate syrup 60ml

Oral rehydration salt (ORS)

Amoxicillin pediatric drop 15ml
Paracetamol tablet 500mg
Salbutamol syrup 60ml
Calcium lactate tablet 300mg
Paracetamol 60ml suspension
Albendazole tablet 400mg

Ferrous fumarate & folic acid tablet...
Benzyl Benzoate application 100ml
Chlorpheniramine tablet 4mg
Co-trimoxazole tablet 960mg
Zinc dispersible tablet 20mg

Co-trimoxazole tablet 120mg

Vitamin-A capsule 200,000 U 10

Vitamin B complex tablet 10

Antacid 650mg 9
0% 20%

13
13

14
12
11
14
13
13
13
12
10
10
14
14
13

(=Y
(<]
(0]
£ H
N B
S~ N
N1 [N
N B = = =

12
12
12
12
11
11
11

11

40% 60% 80% 100%

Number of clinics (n=19)
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Figure A-7. Quantity of required medicine stocks in Lama clinics on day of assessment

= No stock

Compound benzoic acid ointment 1kg
Amoxicillin capsule
Chlorpheniramine maleate syrup 60ml
Co-trimoxazole tablet 960mg
Salbutamol syrup 60ml

Penicillin V tablet 250mg

Benzyl Benzoate application 100ml
Gentian violet topical solution 2%
Amoxicillin dry syrup 100ml
Calcium lactate tablet 300mg
Co-trimoxazole tablet 120mg
Neomycyn & bacitracin ointment 10g
Paracetamol 60ml suspension
Amoxicillin pediatric drop 15ml
Salbutamol 2mg

Paracetamol tablet 500mg
Metronidazole tablet 400mg

Zinc dispersible tablet 20mg

Vitamin B complex tablet

Oral rehydration salt (ORS)

Antacid 650mg

Chlormphenicol eye drop 0.5% 10ml
Hyoscine butyl bromide tablet 10mg

Insufficient quantity

Ferrous fumarate & folic acid tablet...

Chlorpheniramine tablet 4mg
Albendazole tablet 400mg
Vitamin-A capsule 200,000 U

I (A R 4 |
& 12
12 1
10 13
10 13
- T 16
8 15
8 15 [ 3 |
7 18
7 17 [ 2 |
7 16
7 16
7 15
I A 15
6 16 12 2 |
4 19
a4 18 1 2 2|
3 20
2 18 | 4 2]
kY 21
1 20
1 19 | 3 3 |
a 17 | 5 3 |
20 | 3 3 |
19 [ 5 2|
14 9 3 |
10

20% 40% 60% 80% 100%

0%

m Moderate quantity

Number of clinics (n=26)

m Sufficient quantity
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Figure A-8. Quantity of required medicine stocks in Rowangchhari clinics on day of assessment

m No stock Insufficient quantity =~ m Moderate quantity ~ m Sufficient quantity

Neomycyn & bacitracin ointment 10g 20
Gentian violet topical solution 2% 2N 7
Calcium lactate tablet 300mg [ 7
Metronidazole tablet 400mg [ 7
Penicillin V tablet 250mg [ 7
Hyoscine butyl bromide tablet 10mg [
Salbutamol syrup 60ml| W 3

-}

)]
[
HH

Co-trimoxazole tablet 960mg

©o

(4]
(=Y
D
(=Y
w
N

©o

Chlorpheniramine maleate syrup 60ml
Amoxicillin dry syrup 100ml 7
Paracetamol tablet 500mg 7

Oral rehydration salt (ORS) 6

Zinc dispersible tablet 20mg

Amoxicillin capsule

a o

Compound benzoic acid ointment 1kg

Paracetamol 60ml suspension 5

Salbutamol 2mg 5

Vitamin B complex tablet 5

Amoxicillin pediatric drop 15ml 5
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Albendazole tablet 400mg

Antacid 650mg
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Figure A-9. Quantity of required medicine stocks in Ruma clinics on day of assessment

m No stock Insufficient quantity =~ m Moderate quantity ~ m Sufficient quantity
Amoxicillin dry syrup 100ml [ 5 2|
Salbutamol 2mg RN 4 1 2]

Co-trimoxazole tablet 960mg 8
Compound benzoic acid ointment 1kg 7
Chlorpheniramine maleate syrup 60ml 6 2]
Amoxicillin capsule 6
Chlormphenicol eye drop 0.5% 10ml 6
Neomycyn & bacitracin ointment 10g 6 2]
Chlorpheniramine tablet 4mg 5
Co-trimoxazole tablet 120mg 5
Metronidazole tablet 400mg 5
Paracetamol 60ml suspension 5
Gentian violet topical solution 2% 5
Ferrous fumarate & folic acid tablet. .. 5 1 2 |
Amoxicillin pediatric drop 15ml 5 1 2]
Salbutamol syrup 60ml 5 1 2]
Benzyl Benzoate application 100ml 5 3 ]
Paracetamol tablet 500mg 4 2 2 ]
Penicillin V tablet 250mg 4 2 2 ]
Zinc dispersible tablet 20mg 4 2 2 |
Calcium lactate tablet 300mg 4
Vitamin B complex tablet 4
Albendazole tablet 400mg 4 a4 ]
Hyoscine butyl bromide tablet 10mg 3 2 3 |
Oral rehydration salt (ORS) 3 L a4
Antacid 650mg 2 3 3 |
Vitamin-A capsule 200,000 IU 2 3 3 |
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Figure A-10. Quantity of required medicine stocks in Thanchi clinics on day of assessment

= No stock

Insufficient quantity

m Moderate quantity

Vitamin-A capsule 200,000 U N —

Gentian violet topical solution 2%
Neomycyn & bacitracin ointment 10g

Amoxicillin pediatric drop 15ml

Ferrous fumarate & folic acid tablet...

Co-trimoxazole tablet 960mg
Hyoscine butyl bromide tablet 10mg
Vitamin B complex tablet
Amoxicillin dry syrup 100ml
Chlorpheniramine maleate syrup 60ml
Amoxicillin capsule

Calcium lactate tablet 300mg
Metronidazole tablet 400mg
Paracetamol 60ml suspension
Salbutamol 2mg

Chlormphenicol eye drop 0.5% 10ml
Oral rehydration salt (ORS)
Albendazole tablet 400mg
Paracetamol tablet 500mg

Benzyl Benzoate application 100ml
Chlorpheniramine tablet 4mg
Salbutamol syrup 60ml

Penicillin V tablet 250mg

Zinc dispersible tablet 20mg
Co-trimoxazole tablet 120mg
Antacid 650mg

Compound benzoic acid ointment 1kg
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