
 

 

 

 

 

 

 

 

 

 

S U M M A R Y    

 

N E E D  F O R  A  R A P I D  S I T U A T I O N A L  A S S E S S M E N T  

The spread of novel coronavirus disease (COVID-19) has posed a burden to the health system1 and 
exacerbated fear and anxiety among the general population in the country.2 In response to the pandemic, 
the GOB emphasized non-pharmaceutical interventions (NPIs) such as testing, wearing masks and 
protective equipment, isolation, quarantine, local or regional lockdown, closure of the government and 
private offices, increasing public awareness, and social distancing.3 The closure of business activities and

From initial shock to recovery 
A rapid situational assessment of essential health service provision and 

utilization in the COVID-19 context in Bangladesh - lessons learned in 2020 

T E C H N I C A L  B R I E F  

This technical brief documents the findings from a rapid situational assessment undertaken in Bangladesh 
to assess the impacts of the COVID-19 pandemic on the provision and utilization of essential health services 
and explore health financing bottlenecks at primary health care levels. Qualitative and quantitative analyses 
were conducted covering maternal and child health (MCH), family planning (FP), immunization, and 
tuberculosis (TB) services in 2020 through public and key private facilities, drawing on discussions with over 
350 stakeholders at national and sub-national levels and covering both supply-side and demand-side factors. 

The Government of Bangladesh (GOB) and its Ministry of Health and Family Welfare (MOHFW) undertook 
prompt and robust actions in 2020 in response to the COVID-19 pandemic and implemented responses in 
coordination with relevant stakeholders to enable the health system to scale capacities for the COVID-19 
response and maintain the provision of essential health services. While utilization of essential health services 
declined significantly in the early phase of the pandemic, the prompt actions by GOB and MOHFW enabled 
strong recovery by end of 2020. 

Strong leadership at national level along with rapid mobilization of human resources (which was possible due 
to concurrent availability of a prequalified national waiting list), long-standing experience in using local level 
coordination committees, community engagement to cascade interventions and resources to the front-line, 
tactical expansion and use of telemedicine approaches were some of the key identified enablers of success. 
The GOB will need to continue to maintain its leadership role in strengthening and coordinating improvements 
to essential health service provision in the pandemic context, particularly during the latest wave of increased 
COVID-19 cases in early 2021. Recommendations for future pandemic and emergency preparedness include 
formally initiating and maintaining a prequalified waiting list of human resources as standard recruitment 
process, strengthening the large network of public sector community clinics, and engaging further with the 
private sector for provision of essential health services, including through telemedicine and digital solutions.  

Note: This brief is one of a series exploring various dimensions of the health system response to COVID-19 in 
Bangladesh. Click here to access of the other briefs on the implications for health financing and public financial 
management and impacts of the pandemic on demand for family planning services. 
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the subsequent decline in mobility led to a severe contraction in economic activity.4  Low to moderate 
rate of infection, limited testing capacity,3,5 and an initial shortage of personal protective equipment 
(PPE)/infection prevention and control (IPC) materials,3,6 along with the closure of private health facilities 
disrupted essential health service delivery in the country during the initial months of the pandemic. The 
GOB prepared and adopted a National Response and Preparedness Plan (NPRP) with an estimated budget 
for COVID-19 mitigation activities7 and took fast-tracked administrative, financial, and health-related 
decisions to boost the economy and support the overall health system of the country. By the end of 2020, 
the total number of COVID-19 cases was 513,510; and as of April 30, 2021, the number of cases increased 
to 759,132 with a case fatality rate of 1.51%.8 As in other countries, it was clear in Bangladesh that there 
were disruptions in the provision and utilization of essential services. A rapid situational assessment was 
undertaken to understand the barriers and enablers and to inform future action. 

 

M E T H O D S  A N D  A P P R O A C H  

This rapid situational assessment was conducted to understand the extent of disruptions in the utilization 
of essential health services and to explore the health financing bottlenecks in the context of COVID-19. 
An iterative, five-step process was used for evidence generation including a comprehensive desk review; 
quantitative analysis of national health service utilization data; and an expansive set of qualitative 
interviews across all divisions of Bangladesh (Table 1). In consultation with MOHFW, priority tracer 
services were selected from the Essential Health Service Package, including maternal health, child health, 
family planning (FP), and tuberculosis (TB). The data from the quantitative and qualitative assessments 
were analysed and synthesized under each of the health system building blocks. The MOHFW, the user 
of this evidence, was closely involved at all stages of this assessment.  

Table 1: Approaches used for this study 

Steps Description 

1 Co-design and priority 
setting with MOHFW 
evidence-users 

 The assessment was co-designed with MOHFW to ensure assessment 
outputs met their evidence needs. 

 MOHFW stakeholders were asked to identify priority areas in HF and PFM for 
further deep-dive assessments. 

2 Desk review  Scan of policies, strategies, reports, project documentation, and secondary 
data sets of relevance to HF and PFM.  

3 Quantitative analysis of 
service utilization 

 Service utilization data from the national MIS platforms were used to analyse 
and determine the percentage change in utilization from 2019 levels. 

4 Qualitative assessment 
of barriers and enablers 
of service utilization 

 350+ respondents were interviewed across every division in Bangladesh, 
with representation from the public and private sectors; service providers 
and service users; as well as front-line workers and health service managers. 

5 Feedback and validation 
with evidence users from 
the MOHFW 

 MOHFW provided iterative feedback throughout the assessment process, as 
well as summative feedback at the end of the activity. 

 



 

 

 

Quantitative analyses were undertaken on selected maternal health, child health, and FP service 
indicators using routine Family Planning - Management Information System (FP-MIS)i data of Directorate 
General of Family Planning (DGFP) and DHIS2ii data of Directorate General of Health Services (DGHS). 
Data for January to December for both 2019 and 2020 were utilized from the sources and subject to 
parametric analysis to identify percentage differences in service utilization across the two years. Analysis 
of primary data was supplemented by secondary analyses of other, more localized data sets, as well as 
findings from the quantitative analyses undertaken by other partners, for instance, the USAID’s MaMoni 
Maternal and Newborn Care Strengthening Project.  

The qualitative component included: focus group discussions (FGDs) with service users; and consultation 
meetings and key informant interviews (KIIs) were undertaken with a range of stakeholdersiii to 
understand key barriers and enablers of service provision. This study considered each tier of the health 
system (national, district, sub-district, and community level) in the country, and conducted a total of 17 
FGDs (with service users), 53 consultation meetings/KIIs with service providers, five consultation meeting 
with development partners (DPs), and 11 consultation meetings with the national-level stakeholders.  

 

U T I L I Z A T I O N  O F  E S S E N T I A L  S E R V I C E S  D U R I N G  T H E  P A N D E M I C  

A general overview of the patterns of service utilization across the pandemic period in 2020 is presented 
here along with associated cross-cutting enablers and barriers for changes on service utilization, followed 
by a deep-dive into the utilization dynamics across time for the selected essential health services (MNCH, 
FP, EPI, TB, and urban areas) along with how various health system building blocks supported the service 
delivery. 

Cross-Cutting Trends in Service Utilization 

While there was variation across services, our analyses revealed three broad ‘phases’ in service utilization 
from the beginning of the COVID-19 pandemic in Bangladesh through December 2020 (Figure 1).  

 

Phase 1: Initial disruption (March through May 2020) 

 
i FP-MIS system reports service statistics data from all the DGFP facilities across the country. http://dgfpmis.org/ 
ii The routine health information sent from the community clinics, upazila health complex, and district level health facilities under DGHS. 
https://dghs.gov.bd/index.php/en/home/113-english-root/dhis2 
iii MOHFW, DGHS, DGFP, HEU, COVID-19 management committees, development partners, private and urban health actors, NGO/INGO were 
considered at the national level. Health service providers (GOB, private, and NGO), district and upazila level health managers and COVID-19 
management committees, community-level health workers, and the clients both male and female were considered at the sub-national level. 

Figure 1: Trend in service utilization in Bangladesh 

https://dghs.gov.bd/index.php/en/home/113-english-root/dhis


 

 

 

Service utilization declined rapidly in March-May 2020 compared to 2019 levels, with some services 
affected more severely than others. With a year-on-year decline, April and May were the months of 
highest decline for services observed  under this study.  Urban areas were hit harder given larger 
populations and higher COVID-19 rates, however, the extent of disruptions in the utilization of services 
could not be measured due to the lack of a uniform compile data source. 

Qualitative interviews with stakeholders revealed a wide range of barriers on both the demand and 
supply side which precipitated the decline in service utilization in this initial period (Figure 2). Many of 
these barriers arose due to the emergent and unexpected nature of the COVID-19 pandemic in 
Bangladesh (e.g., initial shortages in PPE), or were unavoidable consequences of public health measures 
to control the spread of COVID-19 (e.g., mobility restrictions related to lockdown), as well as human 
resource shortages.  

Phase 2: Rapid recovery (May to October 2020) 

From May to October, a rapid, substantial rebound in service 
utilization was seen, with the greatest recovery in those 
services that saw the most marked initial declines. During this 
period, the number of antenatal care (from 141,954 to 191,138) 
increased by 1.3 times and post-natal care (from 103,557 to 
202,620) consultations increased by 2 times following the DHIS2 
data. In both antenatal and post-natal care, service utilization at 
the community level increased significantly than at the facility level. The monthly administration of 
implants, for instance, increased almost 17 times over the period of May to October, rising from 1,851 to 
33,061 and tubectomies increasing by 4 times (from 1,822 to 7,393) over the same period following the 
FP-MIS data.  

Qualitative interviews revealed that the early intervention of the GOB at all levels of the health system 
help to enable the transition from initial disruption to rapid recovery. A strategic expansion in the 
procurement of IPC and PPE materials helped to rapidly overcome initial shortages of these equipment 
items, and rapid deployment of doctors and nurses from pre-qualified waiting lists helped to alleviate HR 
shortages facing service provision. 

Phase 3: Slow-paced trend (October to December 2020) 

In phase 3, the period from October to December 2020, service utilization was within 20% of the 
previous year’s level and continued to recover more gradually than before. The utilization of most 
services remained slightly below 2019 levels with some exceptions. In immunization, for example, service 
utilization in phase 3 exceeded 2019 levels, evidence that the National Expanded Programme on 
Immunization on Immunization (the EPI Programme) was catching up on those children who had missed 
doses during earlier periods of the pandemic. Similarly, service utilization for antenatal and post-natal 
care (DHIS2 data) exceeded 2019 levels (> 5% level) during September and October 2020, and then drop 
again in November and December 2020 due to the second wave of COVID-19 infection in the country. 

 

Cross-cutting barriers and enablers of service provision 

Barriers and enablers impacting the provision and utilization of all services were identified on 
qualitative assessment and desk review (Figure 2). Some services had specific barriers which are 
discussed in the “service-level” overview in the following section of the brief. 

“Between May and October 
2020 […] the monthly 
administration of implants (a 
long-acting family planning 
method) increased almost 17  
times over.” 



 

 

 

Several digital platforms were used to support essential health service delivery during the pandemic. 
DGHS initiated COVID-19 dedicated hotline numbers, as well as continued services through both DGHS’s 
and DGFP’s regular hotline numbers. The clients reported using voice calls, SMS, and social media to 
consult with the service providers, while the providers used Zoom and other teleconferencing solutions 
to consult with supervisors and/or colleagues. All of these platforms were used mostly on an ad-hoc basis 
and primarily consisted of phone calls. One study reported that although there was high initial demand 
for telemedicine services, only 6% of households utilized it and the most common barrier mentioned was 
that clients were not able to explain their symptoms properly.9 

 

Figure 2: Demand and supply-side barriers and enablers of service utilization 



 

 

 

G O V E R N M E N T  A N D  P A R T N E R  S U P P O R T  I N  E S S E N T I A L  S E R V I C E  P R O V I S I O N  

The GOB mounted early and expansive responses to the COVID-19 pandemic to mitigate and overcome 
the initial disruptions of the pandemic on service provision. The GOB acted at policy, program, and 
service levels to protect service delivery and to strengthen the provision of essential health services in 
light of socio-economic disruption associated with the pandemic (Figure 3). 

Development partners’ rapid engagement enabled GOB in strengthening the health systems in 
response to the COVID-19 pandemic. DPs provided technical, financial, and logistical support to the 
government for planning and smooth implementation of the planned activities to uphold the health 
service delivery in the country. This included a few partners mobilized resources to generate evidence 
for decision-making, and provide community support through local implementers. 

The focus of the study was on essential health service delivery and health financing, interrelated findings 
were identified with the other health system building blocks and presented in Table 3. 

Table 2: Key findings by health system building blocks 

Building 
Blocks 

Topics covered Key Findings 

Se
rv

ic
e 

De
liv

er
y 

ANC, PNC, Facility 
Delivery, EPI, FP 
Services, and TB 

 GOB announcement to keep all health facilities open during the pandemic. 
 April 2020 saw the greatest decline for all services assessed – largely driven 

by early uncertainty, fear, lack of sufficient PPEs/masks, limited mobility, etc. 
 Services recovered from May 2020 onwards; special service-level initiatives 

were taken such as FP National Service Week in November 2020 and EPI’s 
efforts to reach children missed during the early pandemic phase. 

 Urban areas were hit harder given larger populations and higher COVID-19 
rates.  

COMMITTES AND GUIDELINES
Prepared and 
adopted NPRP
Establishment of 
national and local 
level COVID-19 
Management 
Committees to 
support the overall 
health system 
Development of 
guidelines to support 
service delivery 
during the COVID-19 
pandemic

MONITORING AND LEADERSHIP
Strong monitoring 
from central 
(including PM 
office) to peripheral 
level
Assigned topmost 
bureaucrats of 
different ministries 
to each district
Strengthen inter-
ministerial, regional 
and local-level 
coordination

FISCAL RESPONSE

Insurance schemes 
and honorarium for 
front-line workers
Stimulus packages, 
cash support for 
different levels of 
industries, 
businesses, and poor
Central bank 
announced a series 
of measures to 
support recovery

OFFICE ORDERS
Leave cancellation 
and stay order at 
the duty station
Keep health facility 
open and continue 
services
Deployment of 
additional 2,000 
doctors, 5,054 
nurses, and 3,000 
medical 
technologists (under 
process)

BUDGET ALLOCATION

Allocated and re-
allocated funds for 
COVID-19 related 
expenses 
Arrangement of  
accommodation for 
the doctors
Establishment of 
COVID-19 dedicated 
hospitals, isolation 
centers, and the 
testing facilities 

Figure 3: GOB initiatives during the COVID-19 outbreak 



 

 

 

Building 
Blocks 

Topics covered Key Findings 
Le

ad
er

sh
ip

 a
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go

ve
rn

an
ce

 
National and local 
level planning for 
COVID-19 
mitigation, 
monitoring, and 
supervision of 
services delivery 

 National level leadership, rapid decision-making, guidance, monitoring, 
involvement of local level administrations, and budget allocation helped to 
restore/maintain essential health services, particularly after the initial 
decline. 

 Relevant COVID-19 guidelines were developed, including the early release of 
the National Preparedness and Response Plan (NPRP). 

 COVID-19 control room was established, as well as management committees 
at the different sub-national levels for overall coordination. 

He
al

th
 F

in
an

ci
ng

 Financing and 
related challenges 
in services 
delivery during 
the COVID-19 
period 

 GOB proactively mobilized financing early – (1) MOHFW internal budget 
reallocations; (2) COVID-19 stimulus package; and (3) health budget 
increases. 

 MOHFW issued early order in April 2020 to reallocate unused MSR 
allocation, particularly targeting district and upazila facilities. 

 Process of budget approval, execution, fixed line items, and capacity of the 
health managers at the field level (district and upazila) was a challenge to 
utilize the budget reallocations. 

Hu
m

an
 

Re
so

ur
ce

s f
or

 
He

al
th

 

Challenges and 
GOB initiatives to 
mitigate HR 
shortages  

 Shortage of human resources for health (HRH) in the country became more 
prominent during the COVID-19 pandemic. 

 GOB was able to rapidly mobilize 2,000 doctors, 5,054 nurses from 
prequalified waiting lists and outsourced 2,654 staff as lab attendants, 
cleaners, ward boys, and attendants at the different tiers of health facilities. 

 The recruitment of 3,000 medical technologists is currently under process. 

Es
se

nt
ia

l 
m

ed
ic

al
 

su
pp

lie
s 

Immediate supply 
of medicines; PPE, 
IPC materials to 
the health facility 
level 

 GOB promptly decided to source the PPE/IPC commodities locally through 
local RMG/pharmaceuticals. 

 Local-level resource mobilization and alternative sources were used for the 
arrangement of PPE and masks for the service providers. 

 The supply chain for essential commodities (FP, vaccines) was reported not 
to have been disrupted. 

He
al

th
 

In
fo

rm
at

io
n 

Use of national 
MIS platform data 
to identify service 
disruption  

 Existing DHIS2-DGHS and MIS-DGFP were used for identifying the extent of 
service disruptions. 

 New online tracking of COVID-19 testing and cases enabled identifying hot 
spots. 

 DGHS, DGFP as well as private sector service providers quickly moved to 
telemedicine solutions to overcome COVID-19 related service delivery 
barriers  

 

 

S E R V I C E - L E V E L  T R E N D S  I N  U T I L I Z A T I O N  A N D  E N A B L E R S  O F  R E C O V E R Y  

Antenatal care, facility births, and post-natal care 

In common with other service types, the utilization of maternal health services showed marked 
declines across April and May followed by a rapid trend toward recovery. Recovery was enabled by 
robust government response to early service barriers.  



 

 

 

In 2020, the utilization of antenatal care 
services declined 5% (DHIS2) and 17% 
(FP-MIS) compared to the year 2019. 
Service disruptions were greatest in April 
and May, with a year-on-year decline in 
service utilization of 23% (DHIS2) and 37% 
(FP-MIS) respectively. There is some 
evidence that utilization declined more 
markedly in urban areas, with a 21% 
decline in Urban Primary Health Care 
Services Delivery Project (UPHCSDP) 
clinics and a 36% decline in Surjer Hashi 
Network (SHN) clinics.  

The total number of facility-based births 
in 2020 declined 18% (DHIS2) and 7% (FP-
MIS) from 2019 levels, with utilization 
declines greatest in May at 43% (DHIS2) 
and in April at 17% (FP-MIS). The 
proportion of ‘cesarean section’ delivery 
at the health facilities has not been 
declined – which is 47% in both years as 
per FP-MIS (and 2% declined as per 
DHIS2).   
 
The utilization of post-natal care services 
declined 9% (DHIS2) and 17% (FP-MIS) in 
2020 compared to the year 2019, 
mirroring the annualized decline shown 
for antenatal care services. Declines may 
have been more pronounced in urban 
areas, with UPHCSDP facilities reporting 
reductions in post-natal care utilization of 
up to 52% from April to June 2020.  
 

Despite early disruptions to service 
provision, rapid recovery was demonstrated across all maternal health services. In the six months from 
April, the number of monthly consultations for antenatal care, post-natal care, and facility-based births 
increased by 35%, 96%, and 88% as per DHIS2 data and 45%, 37%, and 25% as per FP-MIS data.   



 

 

 

Robust and proactive support by the GOB 
helped to enable a rapid rebound toward 
recovery in these priority services areas. 
DGHS formed committees at district and 
upazila levels to ensure, follow-up, 
supervision, and continuation of maternal 
and child health care during COVID-19 as 
well as alternative approaches to 
providing these services. Initiatives such 
as the development of a national 
guideline10 and training, assigned doctors 
for Obs-Gyn departments, the 
establishment of separate delivery care 
units at all the hospitals above 250 beds11 

positively influenced the service 
utilization trend over time. 

 

 

Family Planning Services 

The utilization of all forms of family planning was disrupted in the early pandemic period, though 
reductions were greatest for long-acting 
and permanent methods. Family planning 
services were more severely disrupted in 
the early phase of the pandemic due to the 
use of “satellite sessions” for service 
delivery, which were vulnerable to the 
disruption of lockdown measures. Service 
utilization showed rapid recovery from 
May onwards, facilitated by several early 

and expansive support interventions 
mounted by the DGFP. Selected 
interventions responsible for the rebound 
in FP service delivery include “Service Week,” IPC training for service providers, and the distribution of 
targeted demand-creation materials to clients. “Service week” is the special effort throughout the 
country to generate demand and organizing special camps for services which increase the service uptake 
quite much. However, service delivery usually reduces again in the following month.  

Method Change in Utilization 2020 
vs. 2019 

Short-term -14% 

Long-acting -32% 

Permanent -33% 



 

 

 

EPI Service  

After the initial supply-side pauseiv in April 
2020, immunizations of children exceeded 
2019 levels (from July to November 2020).  
Strict monitoring and supervision at all 
levels combined with coordination meetings 
emphasized the identification and 
vaccination of missed children. Following 
the initial drop in EPI coverage, a guideline 
for health workers on ensuring 
immunization services during COVID-1912 was developed and the Prime Minister issued instructions to 
continue the EPI program,13 which boosted the recovery efforts of the EPI program in the country.  

TB Services 

Analysis of quarterly TB case detection data from 
the National TB Program (NTP) showed that case 
detection declined in 2020, with the sharpest 
decline in Quarter 2. Case detection rates trended 
up over Quarter 3 but remained slightly below 
2019 levels (Figure 4). The GOB and TB treatment 
providers proactively took measures to minimize 
the impact of COVID-19 related disruptions on 
service delivery, including switching to multi-
month prescriptions for TB therapy and adopting 
telemedicine approaches for monitoring of 
treatment adherence.  

Development partners also mobilized resources 
and technical assistance to augment the government’s response. The Global Fund provided USD 10 
million in financing to strengthen TB service delivery, including through the development of a guideline 
for program management in the pandemic context, and the provision of PPE and IPC materials to service 
providers. 

 

Services in Urban Areas 

Health services in urban areas are mostly 
delivered by the private sector including 
the non-profit sector (NGOs). Services 
from the UPHCSDP project under the 
Ministry of Local Government and Rural 
Development and Cooperation 
(MOLGRD&C) are also delivered through 
NGO clinics. MNCH and FP service utilization data from UPHCSDP and SHN were used to analyse the 
percentage change in utilization from 2019 levels. The private sector hospitals and clinics were mostly 
closed during the early months of the COVID-19 pandemic (March to June 2020). However, many NGOs 

 
iv Satellite sessions could not be organized at the community level from late March to the end of April 2020. 



 

 

 

remained functional during this period, like, the clinics under the UPHCSDP project and SHN network. For 
UPHCSDP clinics, utilization of all MNCH and FP services, declined more drastically than GOB health 
facilities (more than 50% decline) in Quarter 2 (April-June) of 2020 followed by a slow recovery in Quarter 
3 (July-September) of 2020v. Clinics under SHN also showed similar results. MNCH service utilization 
decreased in SHN clinics during the early months of the COVID-19 pandemic with the highest decline in 
April 2020 and the service utilization started to recover from July 2020. 

 

HF issues for provision of essential health services   

The GOB has mobilized significant amount of resources (budget, PPE/IPC commodities, guidelines, and 
virtual training) and implemented various measures to protect the community from COVID-19 infection 
and to ensure the continuation of essential health services. Support to its economy included continuous 
public health directives, stimulus packages, and expanded social protection programs. National level 
rapid decision making, new budget allocation, and reallocation of existing budgets (e.g., reallocation of 
unspent MSR budget of DGHS, several stimulus packages for front-line health workers, etc.) with 
necessary instructions supported the health managers to maintain the functionality of the facility in 
providing essential health services (e.g., the establishment of triage system) in addition to treatment and 
management of COVID-19 patients. Local and community-level resource mobilization (cash and in-kind) 
helped both the providers and clients during the early pandemic period. Qualitative exploration revealed 
that the complex processes to comply with PFM rules acted as a significant barrier to the agile utilization 
of allocated budgets in the pandemic context as well as during normal condition. Health managers and 
administrative staff had a limited capacity to follow the process requirements for procurement and item-
wise budget utilization.vi  

 

S U M M A R Y  A N D  R E C O M M E N D A T I O N S  O N  E S S E N T I A L  S E R V I C E  P R O V I S I O N  

Finding 1:  A holistic approach (leadership, commitment, and collaboration) was the key to the 
rapid recovery of the provision of essential health services in 2020. 
Bangladesh's health systems rapidly responded and mostly recovered from the initial shock of the 
COVID-19 pandemic. Essential health services utilization has been increasing across all types, though 
is still below 2019 levels for most services. Both supply and demand-side factors played a vital role in 
the recovery process. A widespread health services network, rapid decision making from central 
policymakers, a dedicated health workforce, local level collaboration and community engagements, 
and reduced fear and stigma of COVID-19 have played a crucial role in the recovery process. 

Recommendation 1: The health system in Bangladesh requires further strengthening to mitigate 
the remaining effect of the COVID-19 pandemic as well as to prepare for future emergencies, with 
a particular emphasis on building system resilience.  

Finding 2: The availability of a pre-qualified HR pool provided the opportunity for rapid recruitment 
of doctors/nurses to tackle the situation. 
Rapid deployment of 2,000 doctors and 5,054 nurses from a concurrently available pre-qualified list 
(which is not a common situation or practice) during the initial COVID-19 period supported sustaining 

 
v The quarter 4 report was not published during the preparation of this brief. 
vi Akhter, S. et al. 2021. Importance of health financing and public financial management during the COVID-19 pandemic: A rapid situational 
assessment for essential health services in Bangladesh. 



 

 

 

the essential health service delivery. This signifies the importance of maintaining a pre-qualified panel 
to enable rapid deployment during any such future shocks.  

Recommendation 2: A mechanism to establish and maintain a regular panel of pre-qualified 
candidates for each cadre (doctors, nurses, and other cadres) as part of the standard recruitment 
process, should be explored for any future emergency preparedness. The inclusion of other cadres 
(e.g., laboratory technologists and support staff) should be considered as currently these are not 
included in the pre-qualified panel of health workers. 

Finding 3: Budget reallocations were extended to facilities to support COVID-related activities, 
though administrative and technical barriers meant these were largely unutilized. 
Pre-existing challenges in PFM prevented some mobilized resources from being used as intended at 
the front-line at the onset of the COVID-19 crisis. 

Recommendation 3: Revisit the “delegation of financial authority of MOHFW” to reduce 
administrative and technical barriers in the system (for further details, please see the “health 
financing and public financial management” brief). 

Finding 4: Care seeking from community-level health centers (CCs and UHFWCs) increased at the 
community level as many people could not go to distant upazila or district facilities.   
Strengthening community clinics and their commodity supplies can serve basic primary health care 
needs during emergency periods. During the early COVID-19 period, due to mobility restriction, people 
were able to access the community health workers, many living within their vicinity, for essential 
health services. However, limited capacity and stock of supplies affected the extent of service 
provision.  

Recommendation 4: Efforts to increase the capacity of community groups regarding management 
of the community clinics and explore the feasibility of deploying a skilled providers could play 
important roles in providing quality services at community level.  

Finding 5: Digital platforms (e.g., telemedicine) provided a useful platform that facilitated the 
provision of essential health services during the pandemic. 
DGHS and DGFP service providers, as well as others in the private sector, moved quickly to 
telemedicine solutions for providing essential health services, which inhibited the clients to visit health 
facilities (and thus reduced the risk of COVID-19 infection) and ensured continuity of care during 
transport restrictions. Cell phones have been used widely for patient follow-up, COVID-19 contract 
tracing, general service to pregnant mothers, diabetic patients, and to ensure treatment adherence of 
TB patients. 

Recommendation 5: The opportunity of using digital platforms including telemedicine services 
created capacity and lessons, for both service providers and clients, to provide essential health 
services both at GOB and private sector levels. The utility of this new platform can be improved 
going forward through further exploration and testing.  

Finding 6: The disruption in the utilization of essential health services was much worse in urban 
areas, with higher dependency on private and non-profit facilities.    

The utilization of essential services declined by more than 50% in April 2020 compared to 2019 at both 
UPHCSDP and SHN clinics. Dependency on private and non-profit facilities and the absence of MOHFW 
facilities in urban areas was the primary factor of this much worse situation. The recovery of the service 
utilization was also much slower in urban areas.   

Recommendation 6: For health services in urban areas, the role and participation of MOHFW and 
city corporations need to be increased to ensure equitable access to essential health services for all 
people and improve the quality of health care. 
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