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INTRODUCTION

1.1. GENERAL
Improper sanitation pollutes environment (including soil, water and air) and affects health.
Thus to conserve environment addressing sanitation is a pre-requisite. Also effective
conservation contributes to people’s health and conservation requires healthy people
(health being the state of complete physical, mental and social well-being).Health-care
activities protect and restore health and save lives. But what about the waste and byproducts they generate? Health-care waste contains potentially harmful microorganisms,
which can infect hospital patients, health workers and the general public. Every year an
estimated 16 billion injections are administered worldwide, but not all of the needles and
syringes are properly disposed of afterwards. In 2010, unsafe injections were still
responsible for as many as 33,800 new HIV infections, 1.7 million hepatitis B infections and
315,000 hepatitis C infections.
Links between health and development have long been acknowledged. It is generally
recognized that securing a certain level of health-related development is a prerequisite for
the overall economic development of a country. Health plays a critical role in achieving
particular development outcomes; conversely, development strategies can also have
significant positive and negative impacts on the health of populations. There is also a very
large pay off from investing in health. Health improvements have accounted for about 11
percent of economic growth in low-income and middle-income countries. These returns
become even larger when full income approaches are used, in which national income
accounts are augmented to represent the economic value of the additional life-years (Dean
T Jamison et al., 2013). Sanitation (together with water) is vital for health, generate economic
benefits, contribute to dignity and social development, and help the environment.
Appropriate hygiene practices also can greatly improve health, ultimately helping to reduce
morbidities and mortalities. Since development is influenced by health, which in turn is
dependent on sanitation and that also impacts environment, health and sanitation is
important in National Conservation Strategy.
Though Bangladesh’s success in health and sanitation is recognized globally, it’s struggling
with the demographic transition (more younger population with increasing elderly),
epidemiological transition (diseases burden shifting from communicable to noncommunicable) and nutrition transition (along with prevailing under-nutrition, over-nutrition
is also emerging).In sanitation (together with water and hygiene) control/elimination of
water-borne diseases still a long journey.

1.2 IMPORTANCE OF THE SECTOR
Disease can destabilize economies and entire political systems. The stability of the global
system hinges on an international effort to fight disease and on the health of the
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poorest, most vulnerable people. The HIV/AIDS pandemic is a distinct and unparalleled
catastrophe in its human dimension and its implications for economic development.
Disease can cross borders as easily as capital flows. For example, no country has escaped
the HIV/AIDS pandemic. HIV has spread in rich and poor countries and, within countries,
among both rich and poor within a single generation. Reducing infant mortality results in
lower birth rates and higher economic growth. Societies with high rates of child and
infant mortality tend to have high rates of fertility, in part to compensate for frequent
deaths of children. Large numbers of children, in turn, reduce the ability of poor families
to adequately invest in health, education and the future of each child. The Commission
on Macroeconomics and Health (of WHO) suggests that each 10 percent improved life
expectancy is associated with an increase of economic growth of about 0.3 to 0.4 percent
per year other factors being equal.

Over the last decades, particularly since the Millennium Declaration and formulation of
Millennium Development Goals (MDGs), development and health have increasingly
converged. Nearly half of the MDGs addressed health related issues and the other MDGs
addressed its underlying determinants. With the adaptation of Sustainable Development
Goals (SDGs) in September 2015, the global leaderships envisage a world free from poverty,
hunger, disease and want, where all life can thrive. They also envisage a world with
equitable and universal access to quality education at all levels, to health care and social
protection, where physical, mental and social well-being is assured. They also reaffirmed
their commitments regarding the human right to safe drinking water and sanitation and
where there is improved hygiene. Also out of 17 SDGs, number 3 is dedicated to health as to
ensure healthy lives and promote well-being for all at all ages; and number 6 is dedicated to
water and sanitation as to ensure availability and sustainable management of water and
sanitation for all. However health and sanitation is also linked with other goals, like number
2 – end hunger, achieve food security and improved nutrition and promote sustainable
agriculture, number 4 – ensure inclusive and equitable quality education and promote
lifelong learning opportunities for all, number 5 – achieve gender equality and empower all
women and girls, number 12 – ensure sustainable consumption and production patterns.
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1.3 RELATIONSHIP OF SECTOR WITH OTHERS
As the development is holistic and not isolated, so none of the sectors are independent,
rather rely upon others, degree of which may vary! Health and sanitation also rely upon
others and also influence those sectors. If sanitation is inadequate, it will pollute soil, water
and air resulting water/food-borne sickness and may be death and thus affecting health and
development. Health care prevent, cure and rehabilitate ill health. But is also generates
wastes which not only pollute environment but also spread diseases. Health effects of
climate changes are well documented. Both health and sanitation influence human
development efforts. If people are sick they can’t attend class, so suffers human
development. Research has found absence of girl students and female teachers during
menstrual period in academic institutions lacking proper sanitation facilities. If human
resources are properly developed they will be better health conscious and suffer from less
sickness. Relationship between education and health outcomes has been well established.
Similarly rural development may be influenced by health and sanitation. Better health and
sanitation results with healthy people capable of contributing effectively in rural
development. On the other hand in rural development people may be more health and
sanitation conscious and they may seek early health care as health care providers are easily
accessible. Transportation and communication influence health both positively and
negatively. Better transportation and communication brings health services close to the
communities or communities access to health care facilities improved due to better
transportation and communication. However better transportation and communication
often invites more accidents resulting injury, morbidity and mortality. Better transportation
and communication influence people’s movement which may facilitate disease
transmissions. Gender issue is also linked with health and sanitation. Health and sanitation
may be entry point for ensuring gender equity. Sanitation may open the special need of
women of privacy, dignity and ensuring sanitation may lead to better understanding of
special need of women and ensuring those. Similarly health of women may be entry point to
take special care of women particularly making decision to conceive – when, how many and
at what interval, care during pregnancy, care during delivery etc. Through this family and
community may start valuing women and response to their special need.
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1.4 ANALYTICAL CONTEXT WITHIN THE FRAMEWORK OF SDGs
The SDGs are plan of action for people, planet and prosperity. For the people determination
to end poverty and hunger, in all forms and dimensions and to ensure that all human
beings can fulfill their potential in dignity and equality and in a healthy environment is
pledged. Health and sanitation fall under this aspect of determination. For the planet
determination to protect the planet from degradation, including through sustainable
consumption and production, sustainably managing its natural resources and taking urgent
action on climate change, so that it can support the needs of the present and future
generations is committed. Conservation is thus included under the planet efforts. All
countries and all stakeholders are expected to act in collaborative partnership for the 17
SDGs and 169 targets, which are integrated and indivisible and balance the three
dimensions of sustainable development: the economic, social and environmental. However
inter-sectoral action has always proved difficult to achieve and sustain. Thus new ways of
working for inter-sectoral collaboration need to explore to achieve SDGs.
Out of 17 goals of SDGs, Goal-3 is dedicated for health and is to ensure healthy lives and
promote well-being for all at all ages. Its targets includes unfinished and expanded agendas
of MDGs, which are reduce maternal mortality (3.1), end preventable newborn and child
deaths (3.2), end the epidemics of AIDS, TB, malaria and neglected tropical diseases and
combat hepatitis, waterborne and other communicable diseases (3.3) and ensure universal
access to sexual and reproductive care services (3.7) and new SDG targets, which are reduce
mortality from non-communicable diseases and promote mental health (3.4), strengthen
prevention and treatment of substance abuse (3.5), reduce global deaths and injuries from
road-traffic accidents (3.6), achieve universal health coverage, including financial risk
protection, access to quality essential health-care services, medicines and vaccines for all
(3.8) and reduce deaths and illnesses from hazardous chemicals and air, water and soil
pollution and contamination (3.9). There are also SDG 3 means of implementation targets
and those are strengthen implementation of framework convention on tobacco control
(3.a), provide access to medicines and vaccines for all, support research and development of
vaccines and medicines for all (3.b), increase health financing and health workforce in
developing countries (3.c) and strengthen capacity for early warning, risk reduction and
management of health risks (3.d). SDG 6 is to ensure availability and sustainable
management of water and sanitation for all. Its targets are achieve universal and equitable
access to safe and affordable drinking water for all (6.1), achieve access to adequate and
equitable sanitation and hygiene for all and end open defecation, paying special attention to
the needs of women and girls and those in vulnerable situations (6.2), improve water quality
by reducing pollution, eliminating dumping and minimizing release of hazardous chemicals
and materials, reducing the proportion of untreated wastewater and substantially
increasing recycling and safe reuse globally (6.3), substantially increase water-use efficiency
across all sectors and ensure sustainable withdrawals and supply of freshwater to address
water scarcity and substantially reduce the number of people suffering from water
scarcity (6.4), implement integrated water resources management at all levels, including
through transboundary cooperation as appropriate (6.5), protect and restore water-related
ecosystems, including mountains, forests, wetlands, rivers, aquifers and lakes (6.6), expand
international cooperation and capacity-building support to developing countries in waterand sanitation-related activities and programmes, including water harvesting, desalination,
water efficiency, wastewater treatment, recycling and reuse technologies (6.a), support and
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strengthen the participation of local communities in improving water and sanitation
management (6.b).

1.5 SCOPE OF THE REPORT
The report covers health and sanitation within the National Conservation Strategy. In the
Introductory chapter it introduce health and sanitation sector, put forward importance of
health and sanitation, analyses relationship of health and sanitation with others, narrate
analytical context within the framework of SDGs and mention scope and limitations of the
scope of the report. In the Status chapter situation of health and nutrition together with
water supply, sanitation and hygiene is mentioned. In Issues chapter different issues of
health
and
sanitation
sector
are
mentioned.
Chapter
Four
is
on
polices/strategies/institutions/coordination regarding health and sanitation. Policy
statements regarding health and sanitation also narrated. Action Plan is described in
chapter five.

1.6 LIMITATION OF THE REPORT
The report is prepared in very short time and by one consultant. Shortage of time limits
elaborate consultations. Limited literatures could only be reviewed.
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2

STATUS

Good progress has been made in improving health outcomes for the people of Bangladesh.
The country had made good progress in almost all of the health-related MDGs. Some are
attained and others on track. In addition, Bangladesh has achieved international recognition
for its remarkable progress in several key health-related outcomes. It is one of a select
group of countries included in a high-profile “Good Health at Low Cost” study published in
the respected medical journal Lancet in 2014. As that study notes, Bangladesh “now has the
longest life expectancy, the lowest total fertility rate, and the lowest infant and under-5
mortality rates in South Asia, despite spending less on health care than several
neighbouring countries (Anderson, 2015)".
Over 40 percent decline in Maternal Mortality Rate (MMR) between 2001 and 2010 and
further projected decline to 170/100,000 live births (UN interagency estimate) indicates
remarkable progress. The reduction in neonatal mortality is still less than the desired level
and stands at around 24 per 1000 live birth. Bangladesh has been able to reduce the underfive mortality below the MDG 4 target, and the rate stands at 41, against the target of 48 per
1000 live births by the year 2015. Bangladesh has reduced the under-five mortality by 72
percent since 1990 with an annual rate of reduction of over 5.4 percent, which stands
highest in the SAARC countries. The infant mortality rate is 38 deaths per 1,000 live births,
and the child mortality rate is 8 per 1,000 children.
Bangladesh has achieved significant success in preventing and controlling communicable
diseases, and as these are linked to poverty, it is envisaged that improvement in overall
living conditions and an increase in household income will help in further reducing the
burden of communicable diseases, especially HIV/AIDS, malaria and tuberculosis, and a
range of Neglected Tropical Diseases (NTDs). During the last years the country has scaled up
the interventions for prevention and control of communicable diseases. The country is ontrack to achieving its HIV-AIDS, TB and Malaria targets. Action taken on diseases targeted for
elimination (Filaria, Kala-azar) has achieved the desired results. The leprosy elimination
target has been achieved and the programme is in its post elimination phase.
The burden of ill health in Bangladesh is changing with a very clear rise in the prevalence of
non-communicable diseases (NCD).The WHO NCD Country Profile 2014 reported that NCDs
account for 59 percent of total death in Bangladesh (17 percent cardiovascular diseases, 11
percent chronic respiratory diseases, 10 percent cancers, 9 percent injuries, 3 percent
diabetes and 10percen other NCDs).
Bangladesh has also significantly reduced undernutrition in the last two decades, driven
partly by sustained income growth and partly by greater coverage of health and nutrition
services. For example, its progress in reducing childhood stunting rates by nearly half
between 1986 and 2013 (Unicef Bangladesh et al. 2015) stands as a global success story.
Despite these achievements, the pace of the decline in undernutrition as a whole does not
match the rapid improvements in other development indicators such as child and maternal
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mortality, education, poverty reduction and rice/food production. Overall undernutrition
rates among children and women remain serious (Unicef Bangladesh et al. 2014).
Bangladesh has emerged as a
leader in Asia in experimenting
with and implementing innovative
approaches to rural sanitation in
particular, with the result that
there has been a dramatic
reduction in open defecation, from
34 to 3 percent (Unicef Bangladesh,
2014). Unlike many other countries
in South Asia, Bangladesh is
reported to have relatively high
rates of access to improved water
sources, at 97.9 percent. Since
1990, there has been strong
improvement in the promotion of
households collecting water from improved sources (MTR, op. cit.). However, these figures
mask stark variations in coverage and quality within districts and within unions,
communities, schools and even households. Arsenic contamination of ground water further
aggravated the situation. Key challenges in the water, sanitation and hygiene (WASH) include
water quality and year-round access, inadequate sanitation facilities and poor hand washing
practices, all of which severely affect health and development. Other factors including rapid
urbanization, declining water levels and vulnerability to climate change/natural hazards
compounding to the challenging situation. Health facilities and programmes waste
management is another environmental issue in which limited progress has made.
During 2007 to 2011, the government invested US$ 259.30 million (in constant 2010 US$) on
average per year on water-related infrastructure and programmes. During the same period,
official development assistance (ODA) gross disbursements amounted to US$ 177.69 million
on average per year. Throughout this period, the government’s total water-related
investments accounted for an estimated 5.1 percent of the government's total expenditures.
Over half of government expenditure was channeled into water resources protection (25.1
percent) and disaster prevention and preparedness and flood prevention and control (23.9
percent). The disasters category received over half (52.3 percent) of the ODA disbursements
during this period.
While there is not a long historical trend available on water-related investments data in
Bangladesh, during the period 2007 to 2011, government investments have been allocated
mainly to water resource protection, disaster prevention and preparedness and flood
prevention and control water resources policy and administrative management, and river
development. Agricultural water resources received the lowest priority in government
expenditures and ODA alike. Government budget and expenditure data is not available for
certain water-related investment categories, namely basic drinking water supply and basic
sanitation as well as hydroelectric power plants.
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3

ISSUES

Challenge in maternal health is to continue to push the maternal mortality rate lower with
careful consideration of the existing strategies as the proportional causes for mortality
change and indirect causes become more apparent. Emerging issues relate to the need to
make progress on ensuring skilled attendance at delivery and defining the most appropriate
approach to provide this service close to community with access to emergency care when
needed. Improving access and utilization of preventive and curative services of maternal
morbidities like fistula is another area that demands attention.
As with maternal mortality, there is still much to be done to push the different child
mortality rates even lower. Between the periods 1989-1993 and 2007-2011, infant mortality
declined by half, from 87 to 43. Even more impressive are the 71 percent decline in postneonatal mortality and the 60 percent decline in under-5 mortality over the same period.
The corresponding decline in neonatal mortality was 38 percent only. Comparison of
mortality rates over the last two BDHS surveys show that infant, child and under-5 mortality
have declined by about 20 percent. As a consequence of this rapid rate of decline,
Bangladesh was on track to achieve the MDG4 target of an under-5 mortality rate of 48
deaths per 1,000 live births by 2015. An examination of neonatal, infant and under 5
mortality rates in Bangladesh over the last 18 years reveals that neonatal mortality declined
at a slower pace than infant and child mortality, with the result that neonatal deaths have
increased from 60 percent of all infants deaths in 1989-93 to 74 percent in 2007-11, and
from 39 percent of under-5 deaths in 1989-93 to 59 percent in 2007-11. The area where
progress has been slower is in neonatal mortality that is proving harder to reduce. This will
now need to be given more attention not least because of the high percentage of women
who are delivering at home often without any skilled birth attendant present.
Bangladesh is considered as a country with high TB/high multi-drug resistant (MDR) TB
burden and WHO estimates suggest about 1.4 percent of the TB patients become MDR,
which would put the total number of MDR cases in Bangladesh above 8,500. Malaria
continues to remain as endemic in hilly border and Hill Tracts areas and resurgence of 2014
is an alarm. Further consolidation of leprosy elimination, particularly in pockets and
reduction in disability Grade 2 rate among newly detected cases are issues. New HIV
positive cases continue to increase in Bangladesh and the country is among the few
countries of the world where the infection is not arrested.
Considerable work still to be done both to maintain and consolidate the progress made in
family planning (FP). This includes tackling regional variations (3 out of 7 divisions achieved
replacement level fertility, fertility in Sylhet and Chittagong is 1 child more than Khulna),
rich-poor differentials in fertility (poor woman has 1 child more than woman of three upper
quintiles), inappropriate method mix with much dependency on temporary and short acting
methods over long acting and permanent methods, high discontinuation rate, high levels of
menstrual regulation (MR) uptake and high number of induced abortions which reflect the
need to reduce the number of unintended and unwanted pregnancies, post partum, post
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MR and post abortion FP services are not widely provided. Many of these issues are due to
vertical nature of FP programme, which is not integrated with health services.

Undernutrition continues as important issue. Progress on reduction of stunting is slow and
at around 41 percent and thus more intensive efforts is needed to drive this downwards.
Wasting is another area that needs attention as the rate has been unchanged over time and
remains above WHO threshold for emergency. Fluctuation in seasonal wasting of up to 15
percent was reported and problems of severe malnutrition are evident. There are problems
with micro-nutrient deficiencies and more attention is needed on nutrition of pregnant
women and adolescent girls. On the other side of nutrition there is also growing concern
about the rise in overweight in some section of adult women and children which need to be
tackled early to prevent the rise in obesity related health problems like type-2 diabetes. Also
food safety is a great public health concern now. After limited success in vertical nutrition
interventions (through Bangladesh Integrated Nutrition Project (BINP) and National
Nutrition Programme - NNP), Bangladesh choose to mainstream nutrition interventions
within existing health and family planning service delivery networks. However institutional
limitation and undertaking of too many interventions (both direct or nutrition specific
interventions and indirect or nutrition sensitive interventions) altogether limited the
achievements. Mainstreaming nutrition together with required multisectoral collaboration
remains challenge as altogether 15 ministries (13 directly) involved with the improvement of
nutrition in Bangladesh.
Epidemiological transition from mainly communicable disease to an increasing problem of
non-communicable disease (NCD) is posing another issue. The health system will need to
consider its response to this changing epidemiology but at the same time ensure it does not
reduce its efforts to tackle important communicable disease prevention and treatment
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interventions. The role of the private sector in the treatment of NCDs is growing rapidly but
still lacks effective regulation. The response from the government needs to take into
account how to increase efforts on prevention of NCDs and how to ensure a well regulated
service delivery system for their treatment.
Data on arsenicosis, violence (especially against women), accident, genetic and blood
disorders like thalasaemia, drowning, poisoning, suicide amongst specific sections of the
population is presenting as important mortality and morbidity. Proper emphasis needs to
place for tackling these problems.

As Bangladesh makes progress, we are expected to experience a lower incidence of
impairments. However, the gains due to improved health care is likely to be outweighed by
the triple effects of increased numbers of impaired children surviving; increased numbers of
people incurring impairments due to old age (e.g. cataracts and arthritis) and widespread
malnutrition. A lack of consistent oxygen supply at the hospitals beyond the district level
means that, a newly born child, especially suffering a prolonged labour, not necessarily gets
the required oxygen soon after birth. This alone starves the brain of the required oxygen
supply, resulting in conditions like cerebral palsy, or intellectual disabilities. These are,
compounded with the natural calamities and a constant occurrence of road traffic accidents
and violence implies that the prevalence of impairments in Bangladesh is likely to
continually rise over-time, although the nature and distribution of impairments are also
likely to change considerably. Addressing disabled – both physically and mentally through
appropriate services remains major issue.
Though health implies both physical and mental health, yet psychological aspect of health
is yet to address with proper attention. People are less aware, services are limited and social
stigma is attached with it. However due to various socio-economic reasons increasing
amount of people are in desperate need of such essential service. Recent attention and
activities relating to autism has unearthed the problem and related requirement.
Developing and delivering a comprehensive mental health service is an important issue to
address.
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Providing correct and appropriate information to the adolescents whether in or out of
academic institutions together with provisions of adolescent-friendly health services
remain another issues. Bangladesh has one of the highest rates of child marriage in the
world with over a third of marriages amongst females before the age of 15 years. About a
third of girls begin childbearing before the age of 15 years.
Despite commendable success in health education (HE)/behavior change
communication (BCC) in family planning and immunization, there still seems to be a lack of
information to women and families at service delivery points and a general lack of
coordination of unified health messaging is occurring. An overall strategy across Bureau of
Health Education and others in DGHS and Information, Education and Motivation Unit and
others in DGFP is lacking. This needs to take care urgently for increasing HE/BCC work
covering promotion of health lifestyle choices, such as hygiene promotion including hand
washing, good nutrition, importance of exercise, sexual health, substance misuse etc.,
environmental issues such as transport (road/railway/water) safety, pollution, food safety
etc.
Climate change is affecting health in Bangladesh. Coastal belt people being affected by
salinity are in danger of non-communicable diseases like hypertension and women are in
danger of pregnancy complications like eclampsia. Extremes of weather like heat stroke and
cold wave are affecting people health. Vector-borne disease like kala-azar and dengue are
re-emerging.
Health is influenced by many sectors, which are beyond the health sector; yet health
sector face the consequences. Water and sanitation, education, transportation, electricity,
environment, violence (especially against women), age at marriage – are few to name.
Working closely with all these determinants of health to bring positive effects and prevent or
minimize adverse effect is an issue that is challenging to materialize.
Environmental health hasn’t got due attention. Little engagement is apparent by the
concerned in general on environmental health issues. There appears to be growing concern
about environmental pollution (land, water, air). Dhaka’s urban environment is a classical
example of highly polluted environment and poses hazards to the city inhabitants,
especially in slums. Rapid urbanization is expected to get the situation worse and thus
demands urgent attention to mitigate the situation. Health care (both facility and
programme) waste management is another important environmental health issue in which
limited progress has made. Best practice should be used to expand waste management
systems across all public and non-public health facilities throughout the country.
Though Bangladesh has one of the best public health services network covering fieldbased domiciliary services (visiting house to house) and facilities at different levels like
village (community clinics), union (union sub-centers, union health and family welfare
centers etc.), upazila (31-50 bed upazila health complexes with dedicated maternal and child
health units etc.), district (100-250 bed district hospitals, chest hospitals, chest clinics, school
health clinics, maternal and child welfare centers etc.), division (250-500+ bed medical
college hospitals) and several specialized hospitals (all most all at Dhaka), yet it failed to
materialize full potential of such huge network. Making fully functional of the network is a
challenge. Community Clinics (CC) for each of 6,000 rural population, introduced during
1998-2001 and again revitalized since 2009 has been able to deliver health services at the
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door step of rural people.
Involvement of communities
through Community Group
and
Community
Support
Groups
is
another
praiseworthy
initiative.
However full functioning of
community clinics through
regular attendance of all the
designated providers; efficient
use of more than 30 types of
medicines including antibiotics
being prescribed by nonaccredited providers remains
issues to take care. Thorough review need to undertake to explore possibility of a move
towards more facility-based services and away from the field-based domiciliary approach as
communications and access to services improves. Establishing a functional referral system
across facilities at different levels to improve the continuity of care is another area of
urgency. Progress found to be very slow in respect of improving the efficiency and quality of
hospital services. Total Quality Management (TQM) has been introduced for improving
quality of care in 50 hospitals only (Independent Review Team, 2014).
Besides Ministry of Health and Family Welfare (MOHFW), many other government
ministries/departments are engaged in various forms of health services delivery.
Combined Military Hospitals, Border Guard Bangladesh Hospitals, Police Hospitals, Railway
Hospitals are few to name. Making functional collaboration among all the public sector
facilities be belongs to MOHFW (DGHS and DGFP) or other ministries for an effective,
coordinated and synergistic public sector health care delivery system is an issue to consider.
In developing countries the dominant form of provision is often a network of formal and
informal private facilities and practitioners. It has been estimated that in developing
countries private physicians constitute 55 percent of the total number while across Asia the
figure rises to 60 percent (Hanson & Berman, 1998) Bangladesh has a pluralistic (along with
allopathy homeopathy, ayurvedic and unani as alternate medical care, along with public
sector, presence of vibrant and expanding NGO and private sectors, along with big 250+ bed
hospitals, presence of small health facilities with outdoor services only, along with qualified
specialized service providers quacks, informal providers also exist etc.) health system that
has been credited for the country’s impressive health outcomes by the Lancet series.
However an issue of particular concern is the role of the non-public or private health work
force. This includes both qualified and informal (often known as village doctors or
unqualified/semi- qualified providers or quacks and traditional birth attendants – both
trained and untrained) service providers. Over 80 percent of people in Bangladesh turn to
non-public providers, with informal providers a frequent first resort often for poor and
remote villagers (Bangladesh Health Watch, 2007). Development of an effective beneficial
private sector requires a strong and effective regulatory structure that makes use of a
combination of tools including government rule setting, strong and responsible professional
bodies, availability of information on provider quality and a transparent system of patient
rights. It also requires support for consumer groups that are empowered to act on behalf of
patients including statutory access to information on the functioning of private providers.
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National Health Policy 2011 (NHP 2011) mentioned that the quality and extent of current
health services provided by public and private sectors in the country needs to be improved.
High fees and excessive diagnostic tests in private sector are considered to be the main
reasons for expensive treatment. People are also not happy with the management and
quality of almost all of private medical services. 12th main goal of the NHP 2011 mentioned
that to ensure quality service by private hospitals, clinics and diagnostic centers and keep
the services cost affordable to all people. Under challenges the NHP 2011 mentioned that
quality control is necessary for private health care facilities. The existing government
regulatory system needs to be strengthened for this purpose. 16th strategy of NHP 2011
mentioned that measures will be taken to develop and apply necessary rules and
regulations in order to ensure availability of proper and quality medical care for the patients
of private sector. Steps will be taken to keep treatment costs including diagnostic tests at
bearable level (Government of Bangladesh, 2012).
Hard to reach areas
require different strategies
for health service delivery.
Health work force issues
plague service delivery in
the hard to reach areas
and failure to achieve
DAAR (Disbursement for
Accelerated Achievement
of Results) by DGHS (during
HPNSDP) suggests that this
remains a challenging area
(MTR, 2014). On the other
hand NGOs are working
with donor support in hard
to reach areas with the aim of ensuring delivery of quality health care services at affordable
prices (MTR, 2014). Increasing access and providing equitable and quality services are likely
to significantly improve health outcomes by reaching out to poor, marginalized and
underserved populations. Therefore exploration of diversification of service provisions
including public-private partnership particularly for hard to reach areas is another issue.
Respective local government institutions (city corporations and municipalities) are
responsible to provide primary health care and they belong to Local Government Division
(LGD) of the Ministry of Local Government, Rural Development and Cooperatives
(MOLGRD&C). Urban Primary Health Care Project (UPHCP), which is in its third phase of
implementation had been able to cover limited geographical locations (10 city corporations
and 4 municipalities currently) and though some city corporations have some facilities, yet
coverage, particularly for slum and street dwellers are limited so also for family planning
and nutrition services. Absence or paucity of public sector service facilities in urban areas
means that the disadvantaged are the worst sufferer which is evident from the health status
of the urban people living in slums. Inter-ministerial and UPHCP steering committees exist
with representation from MOHFW and LGD, MOLGRD&C, however coordination between
the two ministries for developing an effective urban health service delivery with functional
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referral between PHC providers (of LGD) and secondary/tertiary health care facilities (of
MOHFW) still remains a challenges.
Access and utilization of public sector health services by tribal population remain
another issue. Tribal population lives in plain land as well as in three hill districts, collectively
known as Chittagong Hill Tracts (CHT). As per laws, health and family planning departments
(along with many other departments) are transferred (by MOHFW) to respective hill district
councils (HDCs). However DGHS and DGFP continue to administer its field and facility-based
network in the three hill districts like rest of the country. This dual administration pose
problem for effective health service delivery in the three hill districts. As CHT is different
than rest of Bangladesh in many aspects like rugged terrain, hilly environment, scattered
population, frequent shift of homesteads, jhum cultivation that requires residing in
temporary residence for cultivation period, inadequacy of communications, multiplicity of
ethnicities and languages used, post-conflict environment etc ., MOHFW’s ‘one size fit for all’
approach has serious limitation in CHT which is aggravated by chronic vacancy and

absenteeism by public sector providers. On the other side, though the HDCs have been
entrusted to deliver health services through the transfer of functions, they are not yet
supported with allocation of adequate funds and functionaries. Therefore they suffer from
financial and other capacity problems to deliver on the entrusted responsibilities, a situation
that ultimately affects the people of the CHT, whose rightful access to health services
remain limited. With the support from UNDP HDCs operated tailor-made parallel health
system in little more than half of the CHT. Bringing these two health systems together to
develop a CHT specific health system that caters the special need of CHT population and
development of institutional arrangement to support (financially and technically) HDCs to
operate that system is the urgent need. Orientation of the existing health and family
planning service delivery network in plain land areas of tribal population for providing
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appropriate tribal-friendly services with proper follow-up and supervision remain another
challenge to ensure equity in access and utilization.
Managing emerging and re-emerging diseases like dengue, rabies, avian, anthrax, nipah,
chikunguniya,MERS-CoV, novel Influenza, ebola, zika etc. together with preparedness and
response in emergencies particularly due to natural and human made disasters remain as
issue. Following natural disasters like flood or cyclone, people are usually uprooted from
their residence and take shelter in temporary places, often besides roads or in academic
institutions or even in open space. They lack food (both quantity and quality), water (both
quantity and quality) and sanitation – all leading to deteriorating health conditions and in
many times suffer from access to medical care also. Mental health in these situations is
often a forgotten issue.
Health services provided by public or private sectors including NGOs are in general not
gender-friendly. Physical structures usually don’t take care of dedicated toilets facilities or
waiting spaces for women or facilities like breastfeeding corners. Toilets are often in
unusable condition. Majority of the facilities operating time of 8:00 am to 2:30 pm don’t
match with women’s requirement as they had other competing household priorities in the
early morning hours. Non-availability of female service providers particularly in rural areas
also restricts acceptability of services by women. Non-respect of privacy and confidentiality,
particularly in outdoor consultation also discourages many women in seeking services.
Promoting gender sensitivity in structural design to every steps of service delivery like
considering operating timing, female service providers, respecting privacy and
confidentiality etc. in the health service delivery are important issues.
Inequity found to exists in health services which are evidenced in several health indicators.
Inequity also found geographically (urban-rural, slum and non-slum in urban, division-wise,
district wise etc.), sex-wise, education level, wealth quintile etc. Socio-economic differentials
in prevalence of diseases indicate that in poorer household women are likely to be worse off
compared to better off household. It is necessary to improve and revise existing indicators
through disaggregated data to get better picture on inequity of access and utilization of
health services. Scoring of each districts and creation of district equity profile will greatly
enrich overall programme management. Discriminatory norms of household resource
allocation in health care seeking are also responsible factor. Ensuring equity is the demand
of universal health coverage, an important target in SDG.
Though provision of participation of various stakeholders including clients/patients are
there in the name of different committees at different facilities levels like Community Group
and Community Support Group in Community Clinic, Union Health and Family Welfare
Centre Management Committee, Health Services Improvement Committees at Upazila
Health Complex, District Hospital and Medical College Hospital, in majority places these
committees are non-functional. Issue is to make these committees functional and then
gradually real representation of all sections of the society and with participation and voice,
particularly of women, poor and marginalized.
Considering the criteria set by the UN Committee on Economic, Social and Cultural Rights (in
May 2000) to evaluate the right to health (availability, accessibility – physical, economic,
non-discrimination, information, acceptability and quality), Bangladesh faces many
challenges and much to work out.
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In absence of adequate decentralization, governing the huge and complex network of
health personnel and facilities is a great challenge. Strengthening of the health system in
filling up of vacant posts, supervision and monitoring, record keeping and reporting,
accountability and attitudes of service providers are key areas for improvement. Capacities
of district and sub-district health managers in planning and budgeting, efficient
management of human resources to retain them, appropriate supply chain management,
timely distribution of supplies especially in hard to reach areas, counseling and default
tracking by service providers are the key bottlenecks in ensuring effective coverage of
services. With very rapid growth of non-public sector stewardship and regulatory roles of
public sector whose structure was mainly to cater service delivery pose another important
challenge. Most of the regulatory bodies under MOHFW require new or updated legislation
with their effective implementation demand reorganization of existing structures with
proper capacity development.
WASH issue include scarcity of adequate safe water in certain places and certain time,
inadequate hygiene particularly hand washing practices in all segments of life. Though open
defecation has reduced substantially, however railway and water transport continue with
open defecation practice and sanitation as a whole is in deteriorating condition.
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4

STRATEGIES/POLICIES/INSTITUTIONS

4.1 MANDATES AND POLICIES/STRATEGIES EXISTING
Within the broader context of MDGs/SDGs, the Government’s vision for health, nutrition and
population (HNP) sector is as follows: “The Government seeks to create conditions whereby
the people of Bangladesh have the opportunity to reach and maintain the highest attainable
level of health. It is a vision that recognizes health as a fundamental human right and,
therefore, the need to promote health and to alleviate ill health and suffering in the spirit of
social justice. This vision derives from a value framework that is based on the core values of
access, equity, gender equality and ethical conduct (General Economic Division, Planning
Commission, 2015).
Vision 2021 of the Government envisions a country where all citizens enjoy a quality of life
assured with basic health care and adequate nutrition. The Perspective Plan 2010 – 2021
stipulates necessary actions to increase coverage of all types of health care and family
planning services, to strengthen health administration and to increase the number of skilled
professionals in the HNP sector. The goal of the HNP sector is to achieve sustainable
improvement in health, nutrition, and reproductive health, including family
planning, for the poor, particularly of vulnerable groups – women, children, the elderly and
the poor. Conditions will be created in the HNP sector whereby the people of Bangladesh
have the opportunity to reach and maintain the highest attainable level of health. The goals
of Vision 2021 and the Perspective Plan have been reflected in subsequent policy initiatives.
National Health Policy 2011 views health as a recognized human right. Bangladesh
Population Policy 2012 aims to build a healthy, happy and prosperous Bangladesh by
planned development and control of population. Bangladesh National Nutrition Policy 2015
plans Bangladeshi population to achieve healthy and productive lives through desired
nutrition.
Health sector is guided by the overarching government policy documents and international
commitments together with sector specific policies. Similarly sanitation sector is also guided
by sector specific policies and strategies together with overarching government policies and
international commitments.

International Commitments

 Sustainable Development Goals: 17 Goals with 169 Targets

Overarching Government Policies







Constitution of the People’s Republic of Bangladesh
Vision 2021
Perspective Plan of Bangladesh 2010-2021: Making Vision 2021 A Reality
6th Five Year Plan FY 2011 – FY 2015: Accelerating Growth and Reducing Poverty
Seventh Five Year Plan FY 2016 – FY 2020: Accelerating Growth, Empowering Citizens
National Social Security Strategy (NSSS) of Bangladesh
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Health Sector Policies/Strategies

National Health Policy 2011
National Population Policy 2012
National Nutrition Policy 2015
Health, Population and Nutrition Sector Development Programme (HPNSDP) 2011-2016
Health, Nutrition and Population Strategic Investment Plan (HNP SIP) July 2016 – June 2021
Health Care Financing Strategy 2012 - 2032: Expanding Social Protection for Health
Towards Universal Coverage
 Bangladesh Health Workforce Strategy 2016 – 2021







Sanitation Sector Policies/Strategies

National Policy for Safe Water Supply and Sanitation 1998
National Water Policy 1999
National Water Management Plan 2004
National Policy for Arsenic Mitigation 2004
National Sanitation Strategy 2005
Sector Development Plan for Water Supply and Sanitation Sector in Bangladesh (FY 2011 –
2025)
 National Cost Sharing Strategy for Water Supply and Sanitation in Bangladesh 2012
 National Hygiene Promotion Strategy for Water Supply and Sanitation in Bangladesh 2012







4.2 INSTITUTIONAL ISSUES
Health sector

MOHFW is the lead ministry for health sector. However responsibilities of providing primary
health care to the urban population lie with the respective local government institutions
(LGI) – City Corporation and Municipalities. Lead ministry for LGI is the Local Government
Division under Ministry of Local Government, Rural Development and Cooperatives.
Similarly three hill district councils (HDC) are responsible for providing health services in
their respective districts, which together comprise Chittagong Hill Tracts (CHT). Lead ministry
for the HDCs is Ministry of Chittagong Hill Tracts Affairs. Besides these three ministries, all
most all ministries/departments have some type of health service delivery. Examples
include Combined Military Hospitals under Ministry of Defense, Border Guards Bangladesh
Hospitals, Police Hospitals, Jail Hospitals, Central Drug Addiction Treatment Centre – all
belong to Ministry of Home, Railway Hospitals and Dispensaries under Ministry of Railway,
Hospital for Government Employees under Ministry of Public Administration etc. MOHFW
has several implementers like Directorate General of Health Services (DGHS), Directorate
General of Family Planning (DGFP), Directorate General of Drug Administration (DGDA),
Directorate of Nursing Services (DNS). It also has several regulatory bodies like Bangladesh
Medical and Dental Council (BMDC), Bangladesh Nursing Council (BNC), State Medical
Faculty, Pharmacy Council of Bangladesh (PCB), Bangladesh Homeopathy Board,
Bangladesh Board of Ayurvedic and Unani System of Medicines. It has extensive service
delivery facilities implemented by DGHS and DGFP at all different tiers – Community Clinic at
village level, Union Sub Centre/Rural Dispensary (DGHS) and Union Health and Family
Welfare Center (DGFP) at union level, 31-50 bed Upazila Health Complex (DGHS), Maternal
and Child Health Unit (DGFP), District Hospital/ Sadar Hospital, Medical College Hospital,
School Health Clinic, Chest Clinic, Chest Hospital, Leprosy Hospital, Infectious Disease
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Hospital (all from DGHS) and Maternal and Child Welfare Center (from DGFP) at district and
several specialized hospitals (National Institute of Cardiovascular Diseases, National
Institute of Opthalmology, National ENT Center and Hospital, National Mental Institute,
National Kidney and Urology Institute, National Institute for Neuroscience, National Institute
Diseases of Chest and Hospital –all are from DGHS) and mostly at Dhaka. Similarly DGFP
have Maternal and Child Health Training Institute at Azimpur (Dhaka) and Fertility Services
and Training Center at Mohammodpur (Dhaka). DGHS and DGFP officials are at different
tiers of administration – upazila, district, division and national. Coordination with DGHS and
DGFP and other government service delivery institutions is posed as great challenge.

Sanitation sector

Numerous ministries in Bangladesh have responsibilities relating to water and sanitation
services. The Ministry of Local Government, Rural Development and Cooperatives has
overall responsibility for monitoring and governing the sector, including policy formulation
through its Local Government Division. Within the Division, the Department of Public Health
Engineering (DPHE) assists municipalities and communities in building water supply
infrastructure in all parts of the country, except for the larger urban areas like Dhaka,
Khulna, Chittagong, where separate semi-autonomous authorities known as Water and
Sanitation Authority (WASA) has the responsibilities to provide water for domestic,
industrial, and commercial consumption as well as sewerage and stormwater drainage.
Other ministries with competencies in the areas of water and sanitation include those of
education, health and family welfare; water resources; environment and forests; finance;
and the Planning Commission. The National Water Management Plan (NWMP) lists not less
than 13 ministries involved in the sector.
HEALTH AND SANITATION

20

3

ACTION PLAN

Issue

Action

Policy

Update National Health Policy 2011 in light of

Implementing Agency
MOHFW

SDGs, Universal Health Coverage
Legislation

Formulate new law for enforcement of

MOHFW with MOEF to initiate

medical waste management

proposal to MO Law, Justice and
Parliamentary Affairs

Educational

Development of educational curricula

MOHFW in collaboration with

motivation

incorporating medical waste management

BMDC, BNC, PCB, SMF

and conservation in the medical, nursing,
para-professional courses
Awareness





Fund



Allocation




Mass awareness creation about proper
medical waste management and
sanitation with conservation of water
using educational institutes, social
organizations, print and electronic media
BHE/DGHS and IEM/DGFP to develop
appropriate awareness materials in
collaboration with MOEF and other
relevant

MOHFW in collaboration with

MOHFW to allocate proper fund to its
facilities and programmes for proper
medical waste management
LGD/MOLGRD&C to ensure proper
medical waste management by the
respective LGIs
MOF to ensure that respective ministries
allocate proper fund to its health facilities
for appropriate medical waste
management

MOHFW, MOLGRD&C, MOF,
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MO Information, Social Welfare,
Education

BHE/DGHS and IEM/DGFP

LGIs
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