
Health, Population and Nutrition Sector Program

(HNPSP) was the second sector-wide approach (SWAp)

program in Bangladesh. Initially scheduled to last from

2003 to 2010, it was extended and concluded in June

2011. Building on the lessons learned from the first

SWAp: Health and Population Sector Program (HPSP),

the HNPSP marked a shift from a multiple-project

approach to a single sector-wide approach . It

concentrated on the country's achievements in the health,

population and nutrition (HNP) sector, targeting

resources at the poor, and aiming to create a health care

system that is efficient and accountable to users.

The objectives of the HNPSP were to increase availability

and utilization of user-centered, effective, efficient,

equitable, affordable and accessible quality services in the

form of an Essential Services Package (ESP), improved

hospital services, and nutritional services to the entire

population.

Accelerating achievement of health-related MDGs,

Poverty Reduction Strategy Paper goals.

Meeting emerging HNP sector challenges through

development of policies and strategies for emerging

challenges such as reduction of injury, prevention

and control of non-communicable diseases, urban

health service development and improvement the

HNP response to disaster and possibly large-stage

implementation.

�

�

� Advancing HNP sector modernization by reforms

of (a) public health sector management and

stewardship; (b) health sector diversification; (c)

stimulating demand for essential services by poor

households through health advocacy and demand-

side financing options.

Components of the HNPSP

Bangladesh Health Sector Wide Programs received a

total investment of US$ 4.3 billion during the project

period. US$ 2.9 billion were national resources from

revenue and the Government’s development budget.

US$ 1.3 billion came from donor aid aligned to support

the Government’s Poverty Reduction Strategy Paper

and its Strategic Investment Plan for the sector.

Of the donor aid, US$ 684 million came from the

World Bank and the Multi-Donor Trust Fund, with

financing from the Delegation of the European

Commission, the United Kingdom Department for

International Development, the Swedish International

Development Cooperation Agency, Germany's

Kreditanstalt für Wiederaufbau, the Embassy of the

Kingdom of the Netherlands, the Canadian

International Development Agency and the United

Nations Population Fund.
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Figure 1. HNPSP Financing
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PROGRESS IN HNP SECTOR

Bangladesh on track to meet
MDG 4, a two-third reduction
in under-five mortality
between 1990 and 2015

Under-five mortality has halved since

1990, setting Bangladesh on track to

meet the MDG 4 target of no more

than 50 deaths per 1,000 live births

by 2015.

From 1993 to 2007, infant and

under-five mortality rates declined by

40% (from 87 to 52 deaths per 1,000

live births) and 51% (from 133 to 65

deaths per 1,000 live births)

respectively. However, neonatal

mortality declined by only 29% in

02

the same period, indicating that

around 71% of all infant mortality

takes place within the first month of

life.

There also exists considerable

regional disparity in childhood

mortality, indicated by an 84%

higher under-five mortality rate in

low-performing divisions (Sylhet),

compared to high-performing

divisions (Khulna).

Figure 2. Under-five mortality rate (U5MR) in Bangladesh, 1993-2007 and regional variation of U5MR, 2007
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Fertility decline resumed
after a decade-long plateau

A fertility decline in Bangladesh

resumed after a decade-long plateau

(1993-2004), and the total fertility

rate fell to 2.7 children per woman in

2007. At the current pace of decline,

the replacement rate target of 2.2

children per woman of reproductive

age is likely to be met by 2013.

Since independence, the fertility rate

in Bangladesh has been reduced by

nearly 60%. However, there has been

l i t t l e prog ress in increas ing

contraceptive prevalence, which

Maternal and child health
indicators show a positive
trend

Between 2004 and 2007, the

contraceptive prevalence rate relating

to any modern method increased by

5% among the poorest, resulting in a

20% decline in the total fertility rate

in the socioeconomic group. It

decreased slightly among people of a

higher socio-economic status.

Between 2004 and 2007, the

proportion of women receiving

antenatal care from medically trained

providers increased by 24% among

the poorest. Deliveries at medical

facilities increased by 120%, and

medically trained assistance at

delivery also increased by 41%. In

terms of child health, the skilled

management of acute respiratory

infection and diarrhea increased by

57%, with the treatment from public

health facilities having more than

tripled during this period.
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Figure 3. Total fertility rate (TFR) and contraceptive prevalence rate (CPR) in Bangladesh, 1975-2007 and
regional variation of TFR, 2007
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Increased immunization and
Vitamin A coverage

The HNPSP provided funding for
the procurement of vaccines and
vitamin A supplements for children,
which were distributed though the
vertical 'Expanded Program on
Immunizat ion' . In 2010, the
coverage of all basic childhood
vaccinations among children aged
12-23 months was 79% (CES 2010),
while 88% of children aged 09-59
months rece ived v i t amin A
supplements (BDHS 2007).

Malaria deaths New HIV cases

Figure 5. Malaria deaths, new HIV cases detected, and Tuberculosis case detection rate in Bangladesh,
2004-2008
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Spread of major
communicable diseases
slowed

HIV prevalence remained less than
0.1% in the general population.

Still the prevalence of HIV/AIDS in
specific at-risk populations was
much higher (HSS 2007). Among
injecting drug users, HIV prevalence
was 1.6%.

The tuberculosis case detection rate
increased from 46% in 2004 to 74%
in 2009, surpassing the global target
of 70%, and the treatment of TB by
the Directly Observed Treatment
Short-course progressed from 84%

in 2002 to more than 90% in 2009
(NTP Report).

Polio has been virtually eliminated,
and the number of deaths from

Figure 6. Equity and coverage of all basic childhood vaccination and vitamin A supplementation for
under-five children, 2004-2007
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HNP SECTOR CHALLENGES

Will Bangladesh achieve MDG5,
a three-quarter reduction in
maternal mortality between
1990 and 2015?

Although maternal mortality has
declined in recent decades, from 574
deaths per 100,000 live births in 1990
to 194 deaths per 100,000 live births in
2010, the MDG target of no more than
143 maternal deaths per 100,000 live
births by 2015 will be a challenge if
other indicators (births attended by
skilled personnel and at facilities by
poor quintiles, etc.) are considered.

Over the past decade, the Government
of Bangladesh has emphasized
improving access to public sector

Figure 7. Maternal mortality ratio (MMR) in Bangladesh from different sources, 1990-2010
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malaria decreased from 535 in 2004
to 158 in 2008 in the country's 13
malaria-endemic districts.

Distribution of vaccination coverage
also improved substantially between
2004 and 2007. Coverage of vitamin
A supplementation among children

also increased. Vaccines and vitamin
A supplements have a substantial
impact on the reduction of child
mortality.

health facilities for maternal care and
e s t ab l i s h i ng Comprehen s ive
Eme r g e n c y Ob s t e t r i c C a r e
(CEmOC) services at district and
sub-district levels. Basic obstetric

care services were also available in
most of the Upazila Health
Complexes.

The HNPSP enabled the MOHFW

Source: CDC, NASP, NTP

Source: BDHS
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Use of permanent and long-
lasting family planning methods
remains low

T h e M O H F W p r i o r i t i z e d t h e

development and implementation of

district-specific work plans, including

behavior change and communication, to

increase permanent and long-term

contraceptive use in Chittagong and

Sylhet divisions in 2010. The timely and

adequate supply of family planning

methods, and the adoption of a regional

focus on family planning service delivery

under the HNPSP would enable

Bangladesh to reach a contraceptive

prevalence rate of 70% and attain

replacement fertility levels by 2015.
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Figure 8. Unmet need for family planning and contraceptive method mix for P&LLM in Bangladesh,
1993-2007 and regional variation of unmet need of FP, 2007
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Issue of underweight children
remains pervasive across all
socioeconomic strata

The percentage and overall numbers

of undernourished children in

Bangladesh remain among the

highest in the world. Studies show

that 'wasting levels'-an indicator of

acute malnutrition-have increased

steadily since 2000. In 2007, it was

reported that the prevalence of

wasting was over 16%, a level higher

than the internat ional cr is is

threshold of 15%, and one that

characterizes a nutrition emergency,

according to WHO classification.

Underweight rates for children 0-60

months, an indicator used for target

2 of MDG 1, have stagnated after

having declined significantly from

about 66% in 1990 to 51% in 2000.

Between 2000 and 2007, the

prevalence of underweight has

declined by only 5% to 46%. At this

current rate of decline, it is unlikely

that Bangladesh will achieve the

MDG1.

Moreover, the continued high rates

of under-nutrition among children

and mothers are likely to impede

further reductions in child and

maternal mortality.

The Government's response to

malnutrition has focused on Area

B a s e d C o m mu n i t y N u t r i t i o n

interventions in 35% of the upazilas

(sub-distr icts) that have been

contracted out to several NGOs.

Other nutr i t ion inter vent ions

implemented by various units in the

MOHFW include biannual Vitamin A

supplementation (one with National

Immunization Day); iron/folic acid

supplementation of adolescents,

pregnant, and lactating women;

universal salt iodization; and zinc

supplementation during treatment of

childhood diarrhea. The HNPSP

supported the MOHFW to facilitate

and supervise the implementation of

Area Based Community Nutrition

interventions, as well as other vertical

interventions, such as vitamin A

supplementation and deworming.

Lack of political will to strengthen

nutrition, fragmented institutional

arrangements for implementation of

nutrition within the health sector,

weak multi-sectoral response to

nutrition, and weak technical

capacity to design, manage and

effectively supervise the nutrition

prog rams rema in the ma jor

c h a l l e n g e s t o n u t r i t i o n i n

Bangladesh. A strengthening of the

Institutional Home for Nutrition in

the MOHFW and a scaling-up of

the implementation of nutrition

inter vent ions with suff ic ient

ev idence o f impac t shou ld

effectively lower the malnutrition

rates in the coming years.

Child underweight

Figure 9. Proportion of under-five children underweight in Bangladesh, 1990-2007
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to strengthen programs for deliveries

in health facilities, the single-most

important determinant for the

reduction of maternal mortality. It

funded procurement of medical

equipments and drugs, construction

and upgrading of health facilities, and

capacity building of health service

providers.
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Non-communicable diseases
progression

In terms of non-communicable and

chronic diseases, hypertension

prevalence was higher among the

adult non-slum population (38% of

women and 25% of men) than the

slum population (25% of women

and 18% of men). The prevalence

of diabetes was also higher among

adult women and men in non-slum

areas (17% and 14% respectively)

than their counterparts in slums (6%

of women and 8% of men).

Though national data on disease

progression is not available, studies

in Matlab upazila near Dhaka

indicated that Bangladesh is going

through a massive epidemiologic

transition from acute, communicable

diseases to non-communicable,

chronic, and degenerative diseases.

Apart from a number of specialized

hospitals at the central level, the

health system of Bangladesh is

c u r r e n t l y f o c u s e d o n t h e

management of communicable

diseases. In view of the ongoing

epidemiologic transition, the health

sector should be preparing itself for

the health needs of the growing

number of patients suffering from

non-communicable diseases.

Demand Side Financing

The Maternal Health Voucher

Program, a Demand Side Financing

(DSF) pilot, has been implemented

since 2006 in 33 upazilas (10.4

million people). Women in the DSF

upazilas were significantly more

likely to undertake an antenatal care

Health financing remains
underutilized

For the 2006/07 financial year, the

revised budgetary allocation for the

MOHFW increased in real terms by

7% compared to 2005/06. Although

the actual MOHFW spending

increased by 6% in 2006/07revenue

spending increased by 8%, while

development spending decreased by

10%.

The Government accounts for

nearly one-third of total health

expenditure, with out-of-pocket

spending on pharmacies and on a

diverse range of private practitioners

accounting for most of the rest.

Limited public spending remains the

sector's most immediate challenge,

with low expenditures on health, at

3.4% of GDP in the year 2007.

Over the years, the Government's

expenditure on health as a percent

of GDP has not increased. During

the late 1990s, households' health

expenditure was around 1.6% of

GDP, compared to a little over 2%

in 1997-2000 Although Upazila or

below level public facilities continue

to be a large provider of health

services, their relative share has

declined from 33.1% in 1997 to

23.7% in 2007.

Annually, 12-28% of the MOHFW's

development budget remains

unspent. Weak budget planning and

b u d g e t e x e c u t i o n o f t h e

Government remains a crucial issue,

as under-spending of both revenue

and development budgets are not

unique to the MOHFW. In 2006/07,

unspent revised revenue budget was

over 8% for MOHFW and nearly

7 % p e r c e n t f o r t h e e n t i r e

government.
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Figure 10. Proportion of GOB revised budget allocation for health, 2004-2007 and MOHFW per capita
spending in taka by division, 2006/07

visit during their pregnancy.

The DSF program is also strongly

associated with increased rates of

delivery with qualified providers. In

DSF areas, 64% of births were

attended by a qualified provider, and

38% of births took place in health

facilities, which is substantially

higher than the national average of

18%. Of the women who delivered

at home, skilled assistance in DSF

areas is significantly higher than in

the control areas. The average cost

of the DSF program per voucher

distributed is estimated to be Taka

2,836 (US $ 41).

HEALTH FINANCING
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