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EXECUTIVE SUMVIARY
BRAC has impiemented the Reproductive Health and Cisease Contrei Programms
(RHDC) in the northern and central regiors of Bangiadesh to improve heaith stamms of the
peovle. Among the varicus components of the programme, BRAC heaith cente (S5HC) s
an important acoviry to reach basic and secondary health care to the commumity. Tous
sy assessed quaiity of the 3HCs particuiary with regards to structurai eiements :nd
utilization of services. Nine of the 24 B1C3 were purposively selected based on the
duration of BEC eswablishment, cost recovery of 2HCs and artendance of the patients.
Data were ceilected in Cczoper 1997 through review of programme records, ovservation of
the BHC3 and interview cf the BHC staff.

Findings rsvealed thar among the patents who attended the BECs, 74% were
membess of SRAC's village orzanizatons (VCs). Attendance of the patents at the BHCs
was affecied by the leagth of health st s nresence at the BHCs, number of principal
faciiities availabie. scucatcn of paramedics, location of docior’s residence and
involvement of spastho sicbikss in patient referral. In the BHC3 whers medical decters
were oresent Sor 10-12 months, arendance of the pzrems was higher than ot %or 3-6
months. Sirzzr Srdings were alsc observed in the zresencs of paramecdics. When (wo
types of services were defivered, average attendancs per momth at the BECs was 464
(outpagient and delivery) and 535 {owgatient and laboraiory), whereas it wes 283 i only
one type of zervice was avaiiabie. In the 2HCs whers paramedics were xighly 22ucated.
attendance of me patients was alse mgh. Morsover, averags attendance ser monil it the

BHCs was 350 whea the Joctors’ residencs was atached 1o the 3HCs comparsd o0 210
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when it was cutside. Higher attendancs was also observed wien more than haif of &e
patents were ~eferred to the BHCs by the shastho shebikas.

Each BEC was located by the side of the paved road and not loss than 10 k= avay
from some viilages. Out-patient services were offered to all 3ECs, however, delivery
services began in oniy two. Of the three laboratories availabie 'n the BHCs, oniy one 2ad
facilities to perorm routine pathoiogical tests for blood, stool and urine, and scutum test
for wberculosis. n the nine BHCs, sanctioned positions were observed to be cccupied v
the aopropriaie personnel. The medical officers (MO) in the observed BHC s obtained
MERS degres smudying Sve vears in the medical colleges ; six female paramecics had
completed wo years education ai the university level obtained BA/B.Sc. degree whereas
stx maie had =SC degree after comrletion of 12 years of schcoling. Only one MO
recefved Taining 'n clinic management and two in development mmanagement. None had
ever recerved ‘Tammg in maternity care either during their internship in the hospital or in
BRAC. All fzmaie and seven male paramedics received paramedic training n 3RAC. Mest
family weifars “isitors had training | pregnamcy related cars. Morcover, out of four iap
technicians, oniy cne recsived taining ‘n pathological tests and techniques.

Surpey oY :quirment though Sound to be lower than the aporoved levei it seemac
adequat: fcr the surrent out-panient activities of the BHCs. Unfortunately, smergency
medical suopiies w=re found oniv in ‘wo BFECs, one in the censuitation rocm and the other
in the stors rcom. n the labour rcom, oxygen was available, but 1o nasogastric sucker was
seen m the !acour room. Only consuitation rooms are separately available in the observed
BHCs. Aithough space and ventilation were adequate in the consuitation rooms of most

BHCs, adequzate Yight was availabie in oniv Tfour., Of the two delivery rooms surveyed

190



adequate light and ventilation was observed in one. Only one labour room had attached
toilet which was also being used by the out-patients. Moreover, BHC waste was found to
be disposed of into open ground cverywhere.

Concerning supervision, the regional managers were found to visit eight BHCs and
sector specialists six BHCs in the previous month before data collection. In each BHC the
MOs mentioned supervising the activities of the BHC staff through review of prescriptions
and through informal discussion. Six male paramedics, two female paramedics and two
female welfare visitors were found to mairtamn action plan for their monthly activities.
While checking consistency between patient registers and prescription notes, diagnosis of
the diseases was found to be similar in 84% of the cases. Of the patients who fulfilled the
criteria for follow-up at home, only 48% were recorded in the follow-up registers. Of the
patients who were recorded in the follow-up registers, about 79% were physically followed
up at home. While reviewing prescriptions, very little information was written in the
prescription notes. In most centres non-physicians were found to prescribe antibiotics.

Based on the findings, following recommendations were made to improve quality
of the BHCs:

1. Supervisory system should be strengthened at the BHCs. The supervisors should be
techmically skilled to supervise the activities of their subordinates. Use of supervisory
checklists would help supervisors give immediate feedback so the staff can amend their act
accordingly.

2. Necessary training should be arranged for the staff to improve their performance, for

example, arranging training for the medical doctors in clinic management and labour
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management. Refreshers’ training should be organized sericdicaily. Post-raiving Tdow-i1o
of the BRC staif needs to be emphasized.

3. Adcquate notc writng in prescriptons ncluding rwitrral note must be axnhasizsd ©
improve opportumiies for commurication between Jeaith providers. A ciear-cut

instruction shcuic be given both to medical doclors and paramedics as o hew 0 write a
useful prescripuon.

4. Record-kesping svstemn needs to be imoroved as there exists inconsistencies in regjsters.
5. Emphasis must de piaced on rational drug use to minimize urnecsssary usc of aniibiotics
and other medicine as practiced by medical doctors and paramedics. However, clinical
guideiines should be made available to each staff and effective supervision must be
ensured. Location of doctors’ residence attached to BHC shoulg aiso be considered for
close supervisicn and 2nhanced mteraction with staff,

§. As shasthe shebikas' involvement in patient referrai to the BHCs is crucial mcreasing
their incentives ana ~ecogniticn of work should be considersd. Simultaneousiy, Seid
superviscrs chionid stengthen their Haison with shastho shebikos through formai

7. Reparsng = cisezse wroiiie snorid carsfuily oe mamtained. Cecasicnaily coiy one
diagnosis was recordad for each peqent sven tough the patient was focund o have
muitipie diseases,

8. Each staf™ sixenid have orientaticn o EfZC cbjecdves and guicslines befere staring their
jeb.

9. Service ficiiities shouid be made svaiable az each BHC as szrly as sossiole. Zich local

initative, some lirmtancns can easiiy oe cverceme, for Sxampic, 2OWer sugpies can e
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made available through the use of generators; available houses can be rearranged for
further service provision. Supply of emergency medicine and provision of services should
be ensured at cach BHC from the start of its operation.

10. Provision of hygiemnic toilet services and waste disposal should also be considered.
Pertinent training should be arranged following a curricula that must contain details of
environmental hazards of improper waste disposal and hygienic practices. More
importantly, effective supervision must be concurrently ensured at the same field.

11. Emphasis should be placed on organizing subcentres to inaccessible population.
However, if BHCs were inaccessible to VO members, they should be mobilized to accept
services from the nearest health centres not always from the BHCs. Moreover,
transportation between the BHCs and the referral centres (government hospital),

particularly for the emergency cases must be considered.
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QUALITY ASSISSMENT OF BRAC HEALTH CINTRES

f-

ABSTRACT
This study assessed the quality of the 3RAC Zealth Cenwres (3EC3) primariy with regard
to structural eiements and uniizaton of services. Nine of the 24 BHCs wers purposiveiy
selected for the study based on the duration of its estabiisnment, cost recovery and
attendance of the patients. Data were collecied in Cctoeer 1997 through review of
programme records, observation of the BECs, and interview of the 3IIC starf. Findings
reveaied that serdce facilides were not vet availabie in <ach BHC. Even with te sXisdng
strengths of the program, lack of quaiity has been cbserved in various aspect of the BHC
activitics. Morcover, attendance of the patients ar the 3ECs was affecied by the lengrh of
heaith staff’s presence at the 3HCa, number of principal Zaciiities availabie. scucation of
paramedics, locaticn or doctor’s residence and involvement of shastho shebikas :n panent
referral. In soite of reguiar visit of the supervisors to 2HCs.  supervisory negiect wvers
evident in registers. records and prescpuons. T s stucy conciudes thar thers s aaesd io

imorcve quaiity of the 3XCs and thersov s service utiizaton by taiing further measures.
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INTRODUCTION

Quality of care had been neglected for vears m the health policies of developing countries.
However, m Bangladesh along with changes in the government health policies in the fourth
five year plan, BRAC has addressed issues of quality in its health programme (1,2).
BRAC, the largest national non-governmental development orgamization, established
BRAC Health Centres (BHCs) in the northern and central part of Bangladesh to extend
basic and secondary health care to the community (1). Services provided through these
health centres are relatively new and so is the introduction of user fees to the community.
While the government services are free of charge, most challenging for BRAC is the
mtroduction of user fees. As the donor assistance has gradually been withdrawn from the
developing countries, achieving financial sustainability has been impossible without
charging user fees. (Quality of care, therefore, has been a serious issue of concern for the
programme to enhance patient satisfaction which leads to increased utilization of health
care and improved health status (3). As a consequence of better health, improved quality of
health care ultimately reduces overall expenditures in health care(3,4). )

Applying Donabedian and Bruce's approach as widely used in other studies, the
quality assessment has been addressed in the BHCs (5,6). The study on BHCs’ quality
assessment is a large one being conducted in two phases. Despite the structural elements
having recognized as poor indicator of the quality, the first phase of the study assessed

structural elements of the BHCs, because it is easier, faster and more objective oriented
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(5,7)". Implying structural assessmext criteria, a study ' rural ciinics of P3pua New Cuinea
revealed managerial weakness artributable to »cor quaiity of care (3). Lack of Jancdcnal
capacity was cvident m another stucy in cutvadent ciimics of the Pliifippines witich in Zact
raised issues for correcting procsss defects (9).

A literature survey reveaied raucity of infermation in e BiECs partucularty with
regard to quality of care. The present study, thersfore. assessed quaiity of the 3ECs related
to structural elements, and unlizaticn of services. Like other studies, this study aiso used
various methods ranging from observation to review of programme records (10,11).
Moreover, quaiity has been judged in the BECs by using explicit criteria. Lsssons iearned
from the study wiil be used to improve quaiity of the BHCs to enhance its acceptabiiity to
the commumnity.

COrzanization of the BRAC Heaith Centres

Since 1972 BRAC has been working in Bargiadesh, partictiarly in rurai areas io improve
the quaiity of life oy ‘mpiementing varicus deveiopmens acivities. Using ois diverse
experiencs from Jeaith ‘mterventcns. in 1995 BRAC inifiared 3HC3 I (e nordtiern and
centzai part of Sangiadesh. To datz, of the 24 BECs, 21 have bema establisned n the
Reprodixzve = 1ith and Disease Centrel Pregramme (RIETC) areas and thres  the

Rurzl Ceveicpment 2regramme-=sseneal Zeaith Cars ROP-ZXCY. Althougn heaith

! In the second phase, quaiity or servica deiivery and iccevtabilicy % the community have beea sdcreased wnica
reveal holistic pictars or the hemth Jciites, Jow=ver, mnract assssmen: J2s deen Ivoided das 0 Xr=me
cofts.

% [n 1991 comprexnensive heaith care had been nddressed ‘n the "Vaorren’s Hezith ind Ceveicumen® 2+cgramme
(WHDP). in 1993 "WHIP :nanged its croeramme acpreaca anu everyad 49 RETC. [t comariy concentrates

on BRAC’: target 5rouD 2na 10ms 20 imaTove leaith smms of die sogularca IV TTOVIGING $eTVIces Mot
commumity-naseq =are and through 3HCa.

3 The Rural Deveiopmerr: >rogramme-Essential Heaithh Cars (RCP-EHC), a packags of heaith curs concemed
pnmaniy #ith preventive eaith services is 2xzended to He ommrmuly tarough REP > BRAC. Tmng
admmstrative and financial resources of the REDC programme, 35Ca have ceen esmbhunea :n RCP-ZHC
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services of the BHCs are available to the whole community, families of the members of
BRAC credit programme. particularty women and children receive much more benefits
from the BHCs.

The BHC is equipped with multiple services (12). However, duc to various reasons,
services are vet to start in each BHC. Services provided in the BHCs are: i) Out-patient
services include treatment of common ailments, family planning, antenatal care service,
immunization. etc.: ii) Obstetric care comprises of antenatal care, delivery services for
normal labour and postnatal care; and iii) Laboratory services include routine tests for
blood. urine and stool and sputum test for tuberculosis (TB). If patients are non-treatable
in the BHCs, they are referred to government heaith centres for further care.

Medical and non-medical personnel are employed in the BHCs with particular
responsibilities (12). A medical officer (MO) is accounted for the overall activities of a
BHC. Two paramedics, a male and a female are assigned to work in the BHCs: they assist
the MO, and also consult the patients. A week-long paramedic training is offered by the
training unit of the Health and Population Division of BRAC to build the capacity of the
paramedics. One family welfare visitor (FWV), posted in cach BHC, is responsible for the
obstetric care and occasionally help in out-patient services. Each FWV has training m
obstetric care which they obtain during their diploma course. One lab technician is
emploved in each laboratory. One-month training in pathological tests is arranged for the

lab technicians. A female attendant. posted m each BHC, is selected from among the

areas 1 which bamic and secondary services are given to the commumty. However, the shastho shebikas of RDP
actively participatz m social mobilization and service delivery at the commumty level
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community health workers; she weiccmes patients ard makes them frel cornicradie mn 3
new environment.

Supervision of BHC actvitics is carricd out partcuiariy by the rogicnal manage:s,
secter-speciaiists and MCs. In the community, sccial mobiiization and foflow-uo of the
patients are carried out by BRAC stai¥ and the community heaith workers. The commumnity
health workers refer patients to the 3HCs and receive little remuneraton instead. The
BECs provide subsidized services to members of BRAC's village organizaton (VO)' and
some poor non-VO mempers, but non-VO members recerve services at reiagveiv nigner
costs.

Conceptual framework

The study attempted to detine quality by looking into a concepmal modei that includes the
structure-crocass~outcome ‘Tilogy. This modei has been based cn the Tamework
formuiated by Donabedian and Brucs. Such modei was wicely used in the stcies of other
deveioping countwes. As the activities of BECs are uniike others. quality of 3FECs has
been assessed DV changing some siements of the Tamework. The frameworX s presemed

below.

"Vil}a.ge UIZANISCAON 9 4 TTUNATY CTTAMRSAron Of muri deveicoment arogrmm of SRAC whiea consists A7 20
mempers seleciea Som ihe 2raet Jopulancin. Target DOpnianon Icinaes jousencics 1avhs .ess ‘tag 10
decimaus of'lanu and and a4 housenc.id memoer (1Z+ vears oid) who seils manual !abour ror 3t .east 200 daysa
wear 1or survival
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Fig 1. Conceptual framework for BHCs

Structure Process Immediate outcome
Human resources Information given Knowledge
Matenal resources Competence % Acceptability
Infrastructare Interpersonal relations
Mmg_ement and Contimuty of care
supervision

This paper emphasized on the structural elements in terms of human and material
resources, infrastructure and management., and acceptability in terms of service utilization.
Human resources included the number of personnel employed for providing services, their
educational background and the number of traming received. Material resources are the
number of service facilities provided to the patients and the physical facilities. Programme
management primarily focused on the supervisory system which includes visit to BHCs by
regional managers and sectors specialists, supervision of BHC staff by medical officers,
maintenance of record-keeping system, etc. The process and outcome elements are

presenied in the box but not discusscd in this paper.
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METHODS AND MATERIALS
This study was part of a larger studv on the quality assessment of the BHCs pianned to e
carried out in two phases. The dara were coilected in the first phase of the smudv in 3ECs
located in Bogra. Dinajpur and Mymensingh region in Cctober 1997, Nine or 24 BECs
wers purposively seleciec assuming that an overall picture oi the BHCs woulid be reveaied.
Eight BECs were selected in the RECC programme areas. Thae length of BHC
estabiishment. cost-cecovery of the 3HCs and attendance at the BHCs were considersd for
sampling ‘o have an equai dismribution of the characteristics among the seiected BECs. In
RDP areas. from amoengst thres BHCs, Lakmipur was seiected based on its hign cost-
recovery and patient artendance.

Table 1. Seiected BIECs in REDC areas

3EC selecea Adtendance at BHCs  Age of 3HCs  Cost ecover
Baodcr. Dupiagari >300 >Z vears >40%
Fashmaia, Faikanél = >2G0 <1 vear >4(0%
Lazpara, Cosmigeny <200 >2 vears <30%
2aroonour. “aecaua <500 <1 vear <3{()%n

The invesugators :vent 2 day or iwo n 2ach BHCs to garher data. Usmg a souctured
checkiist (eroiic:” ~mreria) data wers ceilected through mrerview of BEC stas. review of
the pregramme records :mé regisiers. and observation or the BECs. Inmtiaily Tequency
tabie was made. Sinee no ncucezble difersnce was observed Yetween the centes daa
were merged togemer for further anaiysis.

Quality assessment 1 fact mequures standards of care. Sincs the programme d&id nct

have any written standarss of care, we judged the quaiity v :cmrarng the v i
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programme's targeted achievement and far more was assessed by looking at the level of
care expected in the health centres as determined by literature review and discussion among
the investigators. For instance, the programme is expected to provide all service facilitics,
such as out-patient services, obstetric care and laboratory facilities to each BHC. A
consultation room would be expected to have adequate ventilation and light and a labour

room emergency medical supplies.
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1. EUMAN RESOURCES

A. Staffing

Even with regular tum-over of the medical doctors in the BHECs. the sancdoned pesitons
wers observed to be occupied by the appropriate perconnel. Positions of paramedics and
famiiy weifars visitcrs were aiso neartv filled in (Tabie 1).

B. Education

All the VIOs in the observed BHCs were medical graduates: six female paramedics
obtained 3A/B.Sc. degree compieted two years education at the university levei whereas
six male had TSC degres after completon of 12 years schooiing. Eight FWV's obtained
HSC/SEC degrees: six of them had dipioma in nursing while twe had FIVV Taining (18-
month dipioma). Three lab technicians had B.3c. degree. Most female attendznrs had no
formal educarion (T abie 2.

B. Training of the 3HC stalT

We were abie ¢ ‘nieriiew seven our of aine MCs. Criy one MO recerved trammg m cimic
management and wo N develcoment management rem ameng the signt Taimng
mentioned by e 22C starf. Thae majoriy had had ‘Taiming in T3 and lecrosy conmrol
managemsnt (6, Sut a very few had ramming in cimical conracepdcn (1) and menstruai
regulation (1. In e 3HCs the aumber of aining varied ameng %ie¢ MCs dne o reguior
drop-out of Tained dociors, recruinment Of new Jociors and orgamizaton of I3mng at 2

articuiar dme whicl mav a0t aiwavs oe avalied 0 ail. It ‘s werth-mentdemne “hat nene of
- - =
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the MOs had ever received training in matemnity care either during their internship in the
medical hospital or m BRAC (Table 3).

Paramedic training was given both to malc and female paramedics. Two male
paramedics not received paramedic training in the BHCs, were trained in the same field in
Sulla and Manikgonj. Few of them had training in syndromic management of sexually
transmitted diseases/Reproductive tract infections (STD/RTI) (2), clinic management (3),
delivery case management (2) and menstrual regulation (2). Most family welfare visitors
were tramned nurse and likely to have knowledge about simple treatment; seven of them
recerved training in pregnancy related care from BRAC. Unfortunately, out of four lab
technicians, only one recetved training in pathological tests/techniques; the rest were trained
earlier in techniques of sputum test for tuberculosis (TB). The BHC staff mentioned need
for providing orientation to BHC guidelines at the beginning of their job.

IL. MATERIAL RESOURCES

A. Service provision

In the nine BHCs, out-patient services were offered to all. However, delivery services were
begun in two BHCs. Although laboratory facilities were likely to begin in all the BHCs,

virtually only three BHCs were equipped with it.

203



Fig 1. Principai service *aciiinies avatiabie at the BHCs

:
;

B. Equipment, IEC materials and laboratory tests
Supply of equipment thcugh found to be lower than the aporoved level, it seemed
adequate for the current our-patient activities of the BHCs. However, madequste suppiv
sometimes created srodiems. It has besn found in a 3EC that thermometer was ot
available as ‘t had been taken away to a sub-centre: as a resuit, 2 patient with acute
respiralery insecion (ART) came 10 the 35C was deprived of Javing her temperarurs
corded. Zraergency medical supplies ars invariabiy expecied m the labcur zcom. Cn
shysical veriZcatncn. smergency medical supplies wers Zouné n the consuitaticen rcom of
cne 2r2C and in the stors room of ancther 3EC. Cf the two dsitver? rcoms observed
oniy one had funcdcring sieciiizer and no nasogasic sucker was avatisbie. Pathclogical
1esis. such as routine plocd, steol and urine tests wers siariec n one SHC. Informadcn,
education ang semrmunication (IEC) maieriais, sucd as zosters. diccaart bookice,

pamphiets, were feund in the BHC: but adecuarely” in Sve 2ECs ( Taoie 5

* Adequate means avasiainiity of TEC matenals on ‘mmumztnon. actIzon. hvgene Imences, disrmcea, Ty
planming, Yregnancy <are, acoiescent ;amily dr# 2duCanUil. JCULS TeSUIMGIOTY TAC MI2Ca0NS, UDEITLoas, ~ic.
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[II. INFRASTRUCTURE

A. Location of BHCs

The BHCs were located by the side of the paved road and five were situated adjacent to
bazaar. However. some villages in the programme areas were located at least 10 km away
from the BHC which put a barrier to BHC accessibility. In the observed centres, distance
between BHC and thana health complex was maintained at more than 6 km as per policy,
but due to shift in policy distance would not be considered further. The distance of six
BHCs was more than 16 km from the district or medical college hospital. Having no
support for the transport, such a distance causes problem particularty to emergency cases.
About half of the BHCs were located more than 2 km away from other government health
facilities, such as family welfare centres and rural dispensaries (Table 6).

B. Status of the BHCs

Only consultation rooms are separately available in the observed BHCs. Although space
and ventilation were adequate in the consultation rooms of most BHCs, adequate light was
available in only four rooms (fig 2). However, registration, waiting and counseling rooms
were not separate in all observed BHCs. Adequate light and ventilation was quite variable
in those rooms. Two BHCs also lacked power supply even with locally available clectricity

(Table 7).
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Fig 2. Facilities available in consuitation rocm

Emergency medicine

8P machne
Adeguate ignt
Adequate ventilaticn

Adequate space

Separataly avalkaple

No. of BHCs
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Deliverv services were started in two BHCs. Of the two deliverv rooms surveyed,
adequate light and ventilaton was observed in one. One has got attached toilet which was

also being used by the out-patients (Table 7).

Fig 3. Facilities available in labour room

Atached tovet |

Scresned window s
w th net

Adequate ignt

Adequate ventilation

Adequate space

Separately available '

No. of BHCs

Of the 18 sanctioned dumping holes, 10 were available but four of them were
found to be functional. Unfortunately, BHC waste was found to be disposed into open
ground in all BHCs and the BHC staff seemed to be quite unaware of the environmental
hazards. Eight toilets were seen in the BHCs, however, soap was available in only one

(Table 7).
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IV. SUPERVISION

The MOs did not maintain any monthly action plan for their activities. Although the others
in the BHCs were liable 10 keep action plan, only 6 male paramedics and 4 FWVs were
found to have action plan. The regional managers were found to visit 8 BHCs and the
sector-specialists 6 BHCs in the preceding month. The MOs supervised the activities of the
BHC staff through informal discussion. It has been observed only in one BHC that the MO
actually checked prescriptions written by the paramedics and FWVs and allowed the staff
to prescribe drugs in his presence.

While checking consistency between patient registers and prescription notes,
diagnosis of the diseases were found to be smmilar in 84% of the cases. Among the patients
who tulfiiled the criteria for recording in the foilow-up registers, only 48% were recorded.
Of the patients who were recorded in the follow-up registers, about 79% were physically
followed up at home. Moreover, variation between monthly performance report and
disease profile had still been observed in some BHCs even after the feedback in the last
review meeting.

Besides, we looked at the prescriptions written by the MOs and other health staff.
Very little information was written in the prescription, in most cases duration of symptoms
was not even mentioned. Clinical diagnosis was made with little and sometimes with no
¢clinical information in the prescription notes. Some errors were also observed in
prescribing medicine. In most centres non-medical personnel were found to prescribe
antibiotics. Misuse of antibiotics and other medicines was also observed. For example, an
FWYV prescribed both amoxycillin and cotrimoxazole for a simple respiratory tract

infection. In certam cases, no consistency existed between the complaints and the
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treatment, for example, a patient was treated with antihelminthics while diagnosis was
secondary sterility and referral note was ignored in that prescription. Referral note was
hardly found in any registers though it was noted in some prescriptions and referral ships.
More than half of the patients were referred to the BHCs by the community heaith
workers, particularly shastho shebikas (Fig 4). On the contrary, about one-fourth of the

patients attended the BHCs through self-motivation and patient-to-patient motivation.

Fig 4. Patient referral to the BHCs by sources

V. UTILIZATION OF SERVICES

In all the observed BHCs, 74% of the patients were VO members (Fig 5). However, in one

centre, almost half of the attendants were VO members.
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Fig 5. Antendance of the patients at the BHCs by membership to VO

Non-V O

74%

Presence of professionals in the BHC in terms of their length of stay affects
attendance of the patients (Fig 6). In the BHCs where medical doctors stayed for 10-12
months. attendance of the patients was higher than that for 3-6 months. Similar findings
were also observed in the presence of paramedics. However, the data failed to show an

association berween attendance of the patients and mere presence of MOs and paramedics

at the BHCs,
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Fig 6. Attendance of the patents at the BHCs by the length of stay of health providers
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Attendance of patients at the BHCs was also influenced by the number of principal
facilities available, education of the paramedics, location of doctor’s residence and
involvement of the shastho shebikas in patient referral. In two BHCs, attendance was 464

and 585 where number of services available were two, however, it was 293 where only
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Attendance of the patients and the availability of the service facilities

s85

Average patient attendance
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one service was available(Fig 7). Besides in the BHCs where paramedics had higher

education, attendance of the patients was also high (Fig 8). Attendance of the patients at

Fig 8. Artendance of the patients and education of the paramedics

SEHUEBEEY

the BHCs was 390 when doctors’ residence was attached to BHC but was 310

212



Fig 9. Attendance of the patients and location of the doctor’s residence
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when located outside (Fig 9). Moreover, attendance of the patients at the BHCs was found
to be high when more than 50% of the patients were referred by the shastho shebikas (Fig
10).

Fig 10. Role of shastho shebikas in patient attendance

438

450

m &Lt

m -

300 4
| 250 L
| 200+
| 180 +
| 100 $-
| m 1
. 0
' Patient Patient
I ref. by ref. by i
| ss ss !
. >50% <S0%

213



Discussion

Structure of the BHCs may not reveal the actual status because even with high quality
structural elements, provision of services may not be of good quality. This study on the
quality of the BHCs highlighted some strengths and problems of health centre set-up. The
findings revealed association between service utilization and availability of service facilities,
length of stay of the BHC staff, educational background of paramedics, location of
doctor’s residence and referral pattern of the patients.

Providing services through BHCs is an attempt to reach basic and secondary health
care to rural community, particularty VO members. Service facilities planned to be
provided were not yet available in all BHCs. Availability of more service facilities enhanced
patent attendance at BHCs. Inadequate service facilities seemingly discourage patients to
avail services. and therefore, enforce patients to seek health care elsewhere. Though
services were likely to begin in each BHC by this time, physical constraints, such as
scarcity of appropriate houses in the localities, inadequacy of health professionals, lack of
power supplies, may limit its initiation in due time. Yet some limitations can easily be
overcome with local initiatives, for example, power supplies can be made available through
the generators or available houses can be rearranged for further service provision.
However, one must think over alternatives to increase service facilities.

The sanctioned positions for health personnel in BHCs were nearly occupied even
with regular turn-over of the medical doctors. However, length of stay of health staff in
BHC:s is far more important than their mere presence. More the length of stay of the

MOs and paramedics at the BHCs, more were their influence on the increasing attendance

214



of the patients. Moreover, increased education of health staff causing enhanced attendance
of the patients is likelv 1o be due to the fact that education raises one’s capacity of
understanding the training courses more cffectively and thus build up ability to offer quality
services. Given that, educational background must be emphasized in recruiting BHC staff.
Even though training of BHC staff did not seem to improve attendance of patients, it
should also be considered. However, our experience showed that one-shot training did not
improve performance of the health personnel (13). Therefore, apart from one-shot
training we must emphasize on refresher’s, and post-training follow-up.

Location of the BHCs near the paved road is an indication of convenient access.
But some villages within the defined areas of the programme were located at least 10 km
away from the respective BHC which put a barrier to its accessibility. Under such
circumstances, it is unethical to mobilize VO members to attend the BHC in their
respective territories. Therefore, either subcentres or mobile clinics should regularty be
organized at the villages to make services more convenient and accessible. If not possible,
from moral point of view, we at least mobilize the VO members to accept services from
the nearest health centres but not to enforce them to avail inconvenient and inaccessible
services of BHCs. Since distance is an issue between BHCs and referral centres, providing
supports for transportation, particularty for emergency cases must also be considered.

In all the BHCs, rooms were available either separate or shared. Making separate
room for each service may not be practical due to lack of appropriate building n rural
areas. Considering environmental condition, consultation room was judged to be the best
among all, though light was adequate only in four BHCs. Since patient examination

requires sufficient light, its adequacy needs to be considered particularly in the consultation
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and defliverv room. Environment of other rooms did not receive equal importance. More
than half of the counseling rooms did not have proper ventilation and light where neither
the counsclor would happily work with the clients nor the clients fecl attentive to the
advice of the counselors. Further the counscling room suffered from lack of adequate IEC
materials. Even though supply of equipments was lower than what was approved, it did not
seem to be nadequate for the present activities of the out-patient services, but inadequate
for the obstetric care. Absence of emergency medical supplies and equipment is indicative
of poorly equipped BHCs and essentially raises question whether it can deal with
emergency situation. These issues should be carefully highlighted to improve the quality of
BHCs.

The assessment also revealed some deficiency in waste disposal and hygienic
practices. BHC wastes were still being dumped into the open grounds even after
dissemination of the recent study findings on waste disposal (14). To cope with such a
crisis, only training will not bring a solution to such problems. We must further ensure
whether the trainers and the managers are convinced with the importance of training and
contents of the curricula. The curricula must contain details of wastes including its effect
on environment and more importantly, effective supervision must be concurrentty ensured.

Lack of proper supervision was evident in record-keeping and prescription notes in
spite of regular visits by the regional managers and sector-specialists to the BHCs.
Paramedics deviating from standard medical practice is an indication of inadequate
supervision and such practice could be harmful to patients and BRAC's reputation. Regular

and close supervision should be emphasized to refrain from such practices.
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Inadequate information in the prescription notes reduces opportunities for
communication between health providers, and unnecessarily overburdens the health
providers and the patients as well by repeating the same procedure. In such circumstances,
cffective supervision would help not only to improve in quality but also better in
accountability to work. Doctors’ residence attached to BHCs was also found to be
important for patient attendance and is suggestive of close supervision of BHC activities.
Hence in-house residence of the doctors should also be considered to have better
supervision if feasible.

Shastho shebikas who are nucleus of BRAC’s programme were quite intricately
involved in mobilizing patient to BHCs. Involvement of the shastho shebikas in patient
referral to BHCs reflects community involvement in social mobilization, close interaction
with BRAC workers and effective supervision by BRAC management at the community
level. The finding is quite optimistic; more the patients were referred by shastho shebikas,
far better was the attendance of patients at BHCs. Vast network of BRAC participating in
social mobilization is crucial to the success of BHCs. Therefore, inmvolvement of the
shastho shebikas by increasing their incentives and recognition might enhance utilization of

BHC services.

PROGRAMME IMPLICATIONS

To enhance quality of the BHCs some suggestions are made in the light of the study
findings:
1. Supervisory system should be strengthened at the BHCs. The supervisors should be

technically skilled to supervise the activities of their subordinates. Use of supervisory
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checklists would help supervisors give immediate feedback so the staff can amend their act
accordingly.

2. Necessary training should be arranged for the staff to improve their performance, for
example, arranging training for the medical doctors in clinic management and labour
management. Refreshers’ training should be organized periodically. Post-training follow-up
of the BHC staff nceds to be emphasized.

3. Adequate note writing in prescriptions including referral note must be emphasized to
improve opportunities for communication between health providers. A clear-cut
instruction should be given both to medical doctors and paramedics as to how to write a
useful prescription.

4. Record-keepimng system needs to be improved as there exists inconsistencies in registers.
5. Emphasis must be placed on rational drug use to minimize unnecessary use of antibiotics
and other medicine as practiced by medical doctors and paramedics. However, clinical
guidelines should be made available to each staff and effective supervision must be
ensured. Location of doctors’ residence attached to BHC should also be considered for
close supervision and enhanced interaction with staff.

6. As shastho shebikas’ involvement in patient referral to the BHCs is crucial, increasing
thetr incentives and recognition of work should be considered. Simultaneously, field
supervisors should strengthen their liaison with shastho shebikas through informal
discussion.

7. Reporting in disease profile should carefully be maintained. Occasionally only one
diagnosis was recorded for each patient even though the patent was found to have

muitiple diseases.
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8. Each staff should have orientation to BHC objectives and guidelines before starting their
job.

9. Service facilitics should be made available at cach BHC as carly as possible. With local
imitiative, some limitations can casily be overcome, for example, power supplics can be
made available through the use of generators; available houses can be rearranged for
further service provision. Supply of emergency medicine and provision of services should
be ensured at each BHC from the start of its operation.

10. Provision of hygienic toilet services and waste disposal should also be considered.
Pertinent training should be arranged following a curricula that must contain details of
environmental hazards of improper waste disposal and hygienic practices. More
importantly, effective supervision must be concurrently ensured at the same field.

11. Emphasis should be placed on organizing subcentres to inaccessible population.
However. if BHCs were inaccessible to VO members, they should be mobilized to accept
services from the nearest health centres not alwavs from the BHCs. Moreover.
transportation between the BHCs and the referral centres (government hospital),

particularly for the emergency cascs must be considered.
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Table 1. Staffing of the BHCs

APPENDIX

Sanctioned

NO. of BHCs

Posted

Medical Officer
Paramedics male
Paramedics female
FWV

Lab technician
PO/PA

Female attendant

\O \0 \0 O O O 'O

O W W~ oo oWw

O WwROg VY

Table 2. Education of BHC staff

Medical Doctors (9)
-MBBS

Male paramedic (9)
-BA/B.Sc.

-HSC/SSC

Female paramedic (10)
-BA/B.Sc.

-HSC/SSC

Family welfare visitor (9)
-BA/B.Sc.

-HSC/SSC

-Diploma in nursing
-Diploma in FWV training
Lab technician (3)
-BA/B.Sc.

-HSC/SS8C

Female attendant (9)

-No formal education
-Primary

L¥5]

= O

b Oh 00 —

w
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Table 3. Traimng of BHC staff

| No. of staff

Medical officer (7)

-Clinic management

-Development management

-Clinical contraception

-Menstrual regulation

-Counseling

-Syndromic management of STD/RTI
-ARI management

-TB and leprosv control management

O L B = = e b

Paramedic Male (%)
- Paramedic training
- TB and leprosy control management
- Syndromic management of STD/RTI

el |

Paramedic female (10)

- Paramedic traming

- Syndromic management of STD/RTI
-Clinic management
-Pregnancy-related care

-Delivery case management
-Menstrual regulation

-ARI management

-Injectable contraceptive

-Emergency obstetric care

-
-—--—c-—-MMMWNQ

Famuly welfare visitor (9)

-Pregnancy related care

-

Lab technician (4)
-Pathological tests/ techniques
-TB tests/techmques

F o
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Table 4. Services provided mn the BHCs

Type of services Sanctioned Available
Ourparient 9 9
Delivery 9 2
Laboratory 9 3

Table 5. Location of the BHCs

Distance No. of BHCs
Close to paved road 9
THC

26km 9
<6km 0
FWC

22 km 4
<2km 4
RD

22km 5
<2km 3
Drstnet hosprtal/Medical college hospital

>16km 6
< 16km 3
Bazaar

Within 5
> 1 km 4
Village

z10km 9

Table 6. Status of the BHC

Consultation room
-Sanctioned
-Available
-Separately available
-Adequate space
-Adequate ventilation
-Adequate light
-Screened windows
-Adequate seats

OO £~ ® 00 p
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Registration/ dispensing room

-Sanctioned
-Available
-Separately available
-Adequate space
-Adequate ventilation
-Adequate light
-Screened windows

-Adequate seats

O =] L n W OO

Waiting room
-Sanctioned
-Available
-Separately available
-Adequate space
-Adequate ventilation
-Adequate light
-Screened windows
-Adequate seats

I OhOnOW Oy Lh OO

Counseling room
-Sanctioned
-Available
-Separately available
-Adequate space
-Adequate ventilation
- Adequate light
-Screened windows
-Adequate seats

[ S S Sl @

Laboratory
-Sanctioned
-Available
-Separately available
-Adequate space
-Adequate ventilation
-Adequate light

MWW WO

Delivery room
-Sanctioned
-Available
-Separately available
-Adequate space
-Adequate ventilation
-Adequate light

-Screened windows with net

-Attached toilet

— ) = = )0
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Store room
-Sanctioned
-Available 4
-Separate

Toilets

-Sanctioned

-Available

-Separate for male patient
-Separate for female patient
-Joint male and femnale patient
-Shared with staff

-Soap available

Dumping hole for waste disposal
-Sanctioned 18
-Available 10
-Functional :
Power supplv available 7

~ O

— L B = B 00 oo

Table 7. Equuipment, IEC materials and laboratory tests

No. of BHCs

QOut-patient department  (9)

-Inadequate supply of equipment as per approval
-BP machine available

-Thermometer available

-Aural speculum available

-Tongue depressor

-Torch light available

-Emergency medical box available

O o0 WY w0 O

Delivery room (2)

-Inadequate supply of equipment as per approval
-Sterilize- “*sailable

-Oxvgen available

-Nasogastric sucker available

o -

[EC matenials (9)
-IEC matenals available and adequate
-[EC materials available but inadequate

B

Laboratory (3)

-Sputum for ATB 3
-Blood for Hb, TC, DC and ESR 1
-Unne arnd stool for RME 1
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Table 8. Supervision of the BHCs

No. of BHCs

Action plan available in the observed month
-Medical officer (8)

-Paramedic male (9)

-Paramedic female (10)

FWV (9)

Supervision by RM

-Visit in last | month

-Discussion with BHC staff

-Records and registers check

-Patient interview

Supervision by sector specialist

-Visit in last 1 month

-Discussion with BHC staff

-Records and registers check

Supervision of staff by MOs

-Discussion with BHC staff 9
-Close supervision of BHC staff

OO

2 12 o0 o

(35 e e )

—

Table 9a. Maintenance of record-keeping system

| No. of cases observed |  Similar
Consistency in diagnosis between
| registers and prescriptions 225 83.6 (188)
Follow-up patienis recorded in the
follow-up registers 225 47.6 (107
Patients followed up at home who are
recorded in the follow-up registers 107 79.4(85)

Table 9b. Maintenance of record-keeping system

No. of BHCs
n=9

Number of patients in disease profile
exceed the monthiy performance report 333(3)
(MPR)
Number of patients similar in the disease
profile and monthly performance report 66.7 (6)
(MPR)
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Table 11. Attendance of the patients at the BHCs by their status of VO and non-VO t

Attendance at the BHCs

VO members 73.9
Non-VO members 26.1
Total 38785

Table 12. Attendance of the patients at the BHCs by the education status of paramedics

Education No of BHCs (9) Attendance of patients
(avg. per month)

Male paramedics

BA/B.Sc. 5 402

<BA/B.Sc. 4 314

Female paramedics

BA/B.Sc. 3 473

<BA/B.Sc. 6 308

Table 13. Attendance of the patients at the BHCs by the presence of health personnel

No. of centres (9) Attendance of patients
(avg. per month)
Presence of MOs
3-6 months 1 290
7-9 months 3 282
10-12 months 5 419
Presence of paramedic male
3-6 months 1 229
7-9 months 1 347
10-12 months 7 385
Presence of paramedic female
3-6 months 0
7-9 months 2 313
10-12 months 7 372
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Table 14. Attendance of the patients at the BHCs by the principal facilities available and the
location of doctor’s residence

No. of centres (9) | Attendance of patients
(avg. per month)

Principal facilities available

OPD and Delivery 2 464

OPD and Lab 1 585

OPD 6 293
Location of doctor’s residence ‘

Attached to BHC 6 390

Outside BHC 3 l 310

Table 15. Patient referral to the BHCs

|
BRAC staff ; 13.8
SS/SK/TBA ! 51.2
Patient to patient ' 5.4
Self | 17.0
Not mentioned | 12.6
Total | 3521

Table 16. Attendance of the patients at the BHCs by the referral pattem

Referred No of BHCs Attendance of patients
® (avg per month)

Patient referred by SS>50% 6 438

Patient referred by SS<50% 3 299
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