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Abstract:  The health sector in Bangladesh has shown significant progress especially in child, maternal health and family planning. However the country is still far behind in providing required health care services to its citizen that are of adequate quality at an affordable price, and thus achieving the goal of Universal Health Coverage (UHC). It urgently needs to develop and implement a comprehensive agenda for UHC with an appropriate monitoring and evaluation (M&E) framework to track the progress towards UHC. The UHC M&E framework should be based on the country’s disease burden profile, health system capacity and level of economic development. The current health sector program’s results framework could be the basis for the UHC M&E framework, however indicators that effectively measure the coverage of all essential interventions for non-communicable diseases, injuries and different dimensions of health financing need to be included. It is also imperative that UHC M&E framework is embedded in the country’s overall strategic plan for the health sector. The country needs to strengthen its routine health information system as well as its civil vital registration system. It also must strengthen the Ministry of Health’s stewardship capacity so that information from the private sector can be made available routinely for more effective tracking of progress towards UHC.
Summary Points:
1. Bangladesh faces a daunting challenge in achieving the goals of UHC, because of its underperforming health care system, an absence of effective prepayment schemes, and the double burden of communicable and non-communicable diseases 
2. The country must develop and implement a comprehensive agenda for UHC with an appropriate M&E framework covering all levels of health system performance
3. The M&E framework must cover health financing inputs, and coverage of prepayment schemes to provide adequate financial protection to its citizens 
4. Bangladesh has done remarkably well in maternal and child health; however coverage of essential services for non-communicable diseases, nutrition, and diseases that require higher levels of intervention is still low
5. For more effective tracking of progress towards UHC, it must strengthen its routine health information system, civil vital registration and government stewardship in ensuring availability of data from the private sector 
6. A strong appreciation of what is needed to achieve UHC and political commitment from the highest levels in the country is an absolute prerequisite.

1. Background   
Universal health coverage (UHC) is defined as a situation where all people who need health services receive them without the financial hardship associated with payment [1]. The concept of UHC was first endorsed by the World Health Assembly in 2005, followed by the unanimous adoption of the UHC resolution by UN General Assembly in 2012[2]. Since then, many countries have adopted the UHC agenda and are considering major health system reform towards that goal. Governments are increasingly recognizing the importance of good health in achieving their development goals, and have implemented initiatives to provide affordable and quality health services to their citizens.
In the 42 years since independence, Bangladesh has made some significant progress in the health sector. The recent Lancet series on Bangladesh has affirmed the country’s exceptional achievements in a number of areas of health, which are all the more remarkable when compared with other countries in the region [3-7]. However, this achievement is not uniform across all health indicators. One particular example is in child and maternal health. Despite steep reductions in the mortality rates and staying on track to achieve the MDG 4 and 5 goals, the coverage of several critical child and maternal health services is still quite low, and is compounded by persistent high prevalence of malnutrition among both mothers and children[3, 8-10]. With the limited data available, it appears that Bangladesh doing poorly in providing services directed towards non-communicable diseases, injuries, diseases that require clinical diagnosis, surgical interventions and conditions mostly suffered by the elderly.
In Bangladesh the Ministry of Health and Family Welfare (MOHFW) is the major health care service provider for all kinds of health services. Currently the public health delivery infrastructure consists of about 12,000 community clinics, approximately 7,000 health and family welfare centres including Maternal, Neonatal and Child Health and Family Planning (MNCH&FP) clinics, 459 upazilla (sub-district) hospitals, and 124 secondary and tertiary hospitals[4]. National and International NGOs, along with the private sector in the form of fee-for-service physicians, pharmacies, hospitals, clinics and diagnostic centres also have a critical role in providing health care to the citizens of Bangladesh. Currently there are around 3,000 registered private hospitals/clinics and about 5,100 registered diagnostic laboratories. In addition, around 50,000 traditional medicine practitioners, 90,000 homoeopathic practitioners, 170,000 drug shop attendants, and another 185,000 village doctors are providing health services to a large majority of the people of Bangladesh [4]. However, the lack of adequate regulations and oversight has undermined the full potential of the private sector and contributed to the usual provision of poor quality services[11].
The country’s health system is struggling to meet basic standards of care because of a shortage of skilled health workers, the disproportionate numbers of physicians and nurses, the large number of unregulated private service providers, and a large number of informal providers [4]. Further complicating the situation is the irregular supplies of drugs, inadequate public financing, high out of pocket expenses and an absence of proper monitoring and supervision mechanisms. Adding to Bangladesh’s already daunting challenge in achieving the goal of UHC is the increasing burden of non-communicable diseases, and the absence of any pre-payment risk pooling mechanisms. It is absolutely necessary that the country urgently address this critical situation through a comprehensive UHC agenda that ensures care for all citizens at an affordable price. Effective design and implementation of UHC is also conditional on an appropriate and well-defined M&E framework to measure and monitor the progress towards UHC. 
This paper is part of a series of country case studies that aim to synthesize lessons learned from measuring and monitoring UHC in different contexts and to develop global guidance for the monitoring and measurement of UHC, including a set of core indicators and measurement approaches. This paper reviews the national health sector program’s result framework and provides an overview of the current status of Bangladesh in terms of UHC. The paper also makes specific recommendations for more effective tracking of the progress towards UHC.

2. Universal health coverage: the policy context
In recent years, there has been a general increase in media coverage about UHC and efforts to learn from neighboring countries, which has contributed to a policy-level dialogue on UHC. Despite this apparent momentum, there has been remarkably little implementation of any UHC initiative in the ground [11]. The first ever health financing strategy of the country was developed and approved in 2012 with a roadmap to achieve universal health coverage by 2032[12]. The strategy emphasizes an expansion of the coverage of prepayment schemes and increased public expenditure on health. Following the development of the strategy, the government is now planning for a subsidized health insurance scheme for about 31% of the population who are below the poverty line covering a range of services from outpatient consultations to common surgical interventions. Apart from this government-led initiative, several NGOs are piloting their own micro-health insurance schemes targeting low-income households. However the scale of these programmes and the products are not very encouraging. There is no evidence of any large-scale implementation with reasonable coverage and risk sharing. The benefit packages for most of the NGO schemes only cover basic curative services. The schemes neither focus on preventive care for emerging chronic diseases or expensive inpatient care, and in most cases the NGOs remain both insurer and provider[11].

3. Monitoring and evaluation for UHC 
Results Framework for the HPNSDP and Source of data
The Health, Population and Nutrition Sector Development Programme (HPNSDP) 2011-2016 is the country’s third five-year health programme since it adopted the sector-wide approach (SWAp) in 1998. The country has established an annual process to assess progress of the sector program. The Planning Wing of the Ministry of Health and Family Welfare (MoHFW) is responsible for the annual program review based on a results framework (RF) with a set of well -defined and agreed upon indicators. Appropriate benchmarks and targets were set before the start of the programme[13].  A programme management and monitoring unit (PMMU) has also been established as a special unit to provide technical support to the Planning Wing[13]
In line with the overall priorities of HPNSDP, its result framework (Table S1 – end of file) mostly focused on indicators that measure access and utilization of essential health, population and nutrition services related to the health MDG for women and children. Our assessment of the results framework reveals that there is a gap in monitoring the critical health financing input although data to measure such indicators are readily available. At the output level, indicators measuring service access for non-communicable diseases and injuries are missing. At the outcome level, the present set of indicators suggests a strong preference for measuring intervention coverage provided at the primary level (e.g., rate of skilled birth attendance, ANC, PNC). There is no indicator related to the measurement of coverage of secondary or tertiary level health care services, or risk factors for non-communicable diseases. Most importantly, indicators that measure coverage of financial risk protection, a key UHC component, are totally absent. In terms of measuring equity, we found very few indicators at the outcome level having an equity dimension (geographical equity and income equity). At the goal level, there is no indicator that measures the health status of the general adult population or financial wellbeing of the households.
A majority of the indicators in the results framework, including almost all of the goal and outcome-level indicators, are measured with the data from periodic surveys carried by different government and non-government agencies. This huge dependence on surveys is because, the quality of the routine information has always been of questionable standard and also the routine system provides data from the public sector only. Moreover in the absence of a reliable civil registration system for measuring denominators of many standard indicators (births, deaths etc) programmes are forced to rely on surveys. Several programmes in the country use intercensal projections to estimate denominators for many indicators, e.g., for the immunization programme. However these projections may not be a very reliable estimate for the smaller units (district, sub-district) and thus do not help in regular monitoring.
So far, both the government and development partners have been very willing to invest in population-based surveys, even though they are generally expensive.  A DHS has been conducted every 3-4 years since 1993. In the years between the DHSs, MoHFW also conducts Utilization of Essential Service Delivery (UESD) surveys, which largely follows DHS sampling procedure, albeit with a smaller sample, to provide comparable updates on coverage indicators[14]. The first Non-Communicable Disease Risk Factor Survey was carried out in 2010 [15]. There also have been two large surveys to measure maternal mortality, with the last one in 2010 covering 170,000 households[16]. UNICEF has also been doing its Multiple Indicators Coverage Surveys (MICS), with the latest in 2012-13[17].  Additional data is available from Urban Health Survey, Bangladesh Health Facility Surveys and EPI Coverage Evaluation Surveys[8, 9, 18, 19]. For monitoring expenditures on health, Bangladesh National Health Accounts[20] is currently the most common and reliable source of information. In addition, information is available from a number of research studies on healthcare expenditures and coping mechanisms as well as economic consequences[21-23]. The Household Income and Expenditure Survey (HIES) of Bangladesh, carried out once every five years by Bangladesh Bureau of Statistics (BBS), is the source of national data for OOPE[24]. 

M&E Framework for Universal Health Coverage: 
In order to make Universal Health Coverage a reality it is very important that we monitor progress through a well-defined M&E framework. The indicators in the framework should address all levels of the health system performance and must be comparable with other countries while being adapted to the Bangladesh context. The current HPNSDP RF could be a basis for the UHC framework, which was developed through a vigorous national stakeholder consultation process and was cited as one of the best examples for monitoring results [26]. However as mentioned earlier the current RF does not address some of key aspects of UHC, hence we suggest including a few additional indicators (Table S1, end of file). A national stakeholder consultation process would be needed to reach agreement on a final set of indicators. 
The country needs to essentially monitor key programme inputs and processes, as it will need to continue investing substantially in strengthening the capacity of its weak health system in order to make UHC a reality. Thus tracking health-financing inputs, density of health workforce, supplies of essential medicines, availability and functionality of key instruments, and use of the health information system would be critical. With introduction of prepayment schemes we expect service utilization to increase at all levels and it is also desirable and expected that the quality of service will improve in the context of increased competition to participate in the prepayment schemes. Thus it is important we measure utilization and quality of services provided at different levels of heath care facilities. We should continue measuring coverage of priority public-health interventions especially those for non-communicable diseases for all ages and gender.  The service coverage indicators should be linked with the proposed service package to be covered by the national health insurance scheme, which, in turn, should be based on the country’s disease burden. It would also be necessary to measure effective coverage (i.e., affordable good quality care) rather than nominal coverage. The country will also need continuous feedback whether their efforts in achieving UHC are also contributing to progressive realization of the equity goals. Thus the framework must allow disaggregation of data. Another important area is to measure and monitor the financial risk protection coverage as an assessment of the direct effect of pre-payment financing mechanisms. At the impact level, it would be important to include indicators on chronic diseases and injury and on financial well-being[13].

4. Progress towards UHC in Bangladesh
We now describe the current situation of UHC in Bangladesh based on priority indicators from the suggested UHC framework. At the input level, health financing indicator data shows total healthcare expenditure of Bangladesh steadily increased from 1997 to 2007. This is natural as Bangladesh is experiencing strong economic growth in the last 10 years with GDP growth averaging 5.8% per annum [25]. The total health expenditure as a percentage of GDP grew from 2.7% in 1997 to 3.7% in 2011. The per capita health care expenditure in PPP-adjusted US$ increased from 20 in 1997 to 67 in 2011(Table S2). However, the growth of public health care financing is not encouraging. The public expenditure (actual) as a percentage of GDP remained at 1% throughout this period (Table S2) and currently constitutes only 26% of the total health care expenditures[20]. The growth in total health expenditures is thus mostly because of the accelerated growth in out of pocket expenditure (OOPE). In 1997, private health expenditure (more than 96% of which is borne by households’ out of pocket expenditure) constituted 57% of total health expenditure, which increased to 64% in 2007. In contrast, public expenditure declined from 36% of the total health care expenditure in 1997 to 26% in 2007[20]. An estimation from the latest Household Income and Expenditure Survey[24] of Bangladesh shows that out of pocket expenditure per capita is US$22.0 (unpublished), implying that 89% of the total health expenditure is directly made by households as out of pocket expenditure. During this period the share of total government budget in health decreased from 6.18% in 2009-10 to 4.26% in 2013-14. In sharp contrast there has been a significant increase in out-of-pocket expenditure, which however explains the increase in total health expenditure over the years (Figure S3).  Such reliance on out of pocket expenditure poses a significant barrier to a large number of low-income people for accessing healthcare. 
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	1997
	2000
	2003
	2005
	2007
	2008
	2009
	2010
	2011

	Total Health Expenditure in PPP$ per capita
	20
	24
	30
	37
	46
	52
	58
	61
	67

	Total Health Expenditure in US$ per capita
	9.2
	10.1
	11.5
	13.7
	16.2
	19.4
	22.4
	24.8
	26.5

	Total Health Expenditure as % of GDP
	2.7%
	2.8%
	3.0%
	3.2%
	3.4%
	3.5%
	3.7%
	3.7%
	3.7%

	Mean annual growth rate in total health expenditure
	
	10%
	8%
	15%
	16%
	-
	-
	-
	-

	Mean annual growth rate in GDP
	
	8%
	10%
	11%
	14%
	-
	-
	-
	-

	Public expenditure on health as % of  total health expenditure
	36%
	31%
	28%
	26%
	26%
	36%
	37%
	37%
	37%

	Public expenditure on health as % of GDP
	1%
	1%
	1%
	1%
	1%
	1%
	1%
	1%
	1%

	OOPP as % of total health expenditure
	57%
	59%
	61%
	64%
	64%
	62%
	61%
	61%
	61%

	NGO expenditure as % of  total health expenditure
	1%
	2%
	2%
	2%
	1%
	-
	-
	-
	-

	External assistance to NGOs as % of  total health expenditure
	5%
	7%
	9%
	8%
	8%
	-
	-
	-
	-

	Other private expenditure as % of  total health expenditure
	1%
	1%
	1%
	1%
	1%
	-
	-
	-
	-


Table S2: Trends in health expenditure in Bangladesh, 1997-2011
Data Source: Bangladesh National Health Accounts 1997-2007, World Bank 2012


Figure S3: Trend in public expenditure and private expenditure in health as a percentage of total health expenditure in Bangladesh, 1997-2007
Data source: MoHFW, 2010

The density of doctors, nurses and midwives currently stands at 6 per 1000 population which is a fourth of the WHO recommended threshold level of 23 per 1000 population [23]. The country is also at the bottom of the list showing bed per 1000 population of different countries with 0.6 beds per 1000 population[26]. The 2011 health facility survey estimated that only 27% of hospitals had at least 75% of the essential medicines. About 7% of district hospitals (DH) and 16% of sub district hospitals (UHC) did not have any X-ray machines. Out of them 65% of x-rays in DHs and 52% of x-rays in UHCs are functional[27]
For several priority public-health interventions the country has reached fairly high levels of coverage with greater equity. For example, the country has achieved high vaccine coverage while reducing disparities significantly between different wealth quintiles. In 2011, 86% of children ages 12-23 months were immunized with all basic vaccines, which was 79% in the lowest wealth quintile and 94% in the highest wealth quintile (Figure S4 and S5).  The primary treatment coverage for diarrhoea and acute respiratory infections (ARI) has also improved. In 2011 81% of under-five children with diarrhoea were treated with ORS. Among children with ARI, 35% were taken to a health facility or a health care provider and 71% received an antibiotic (Figure S6).

Figure S4: Percentage of children 12-23 months vaccinated within 12 months
Data source: BDHS 2011


Figure S5: Percentage of children 12-23 months vaccinated within 12 months by wealth quintiles
Data source: BDHS 2011


Figure S6: Percentage of children with illness who received care
Data source: BDHS 2011
Bangladesh’s progress with interventions to combat malnutrition has been mixed. According to the latest DHS, 90% of children are breastfed until the age two years and 64% of children less than age 6 months are exclusively breastfed. However, a mere 21% of children age 6-23 months are appropriately fed based on recommended infant and young child feeding practices[19].  The country has done less well with certain interventions that require relatively higher clinical care, For example, the rate of delivery assisted by skilled birth attendants is only 32%(Figure S7). 

Figure S7: Skilled attendance at Delivery
Data source: BDHS 2004, 2007, 2011
Bangladesh has started to track the prevalence of major non-communicable diseases (NCD) as well as of risk factors that have the greatest impact on NCDs. BDHS 2011 survey reported that 32% of women and 19% of men older than 35 years of age are hypertensive. For diabetes these figures are 11.2 % and 10.7% respectively[19]. The country is also measuring effective coverage of interventions defined as the proportion of the population who needed a service that received it with sufficient quality to be effective [28] for certain chronic conditions. The same survey reported 20% of women with hypertension and 15% of women with diabetes had their conditions under control with medication (Figure S1). For men these figures are 16% and 10%[19].

Figure S1: Effective treatment coverage for Diabetes and Hypertension in women age 35 years and older
Data source: BDHS 2011

For risk factors, the Bangladesh NCD Risk Factor Survey 2010 reports that 75% of rural males 25 years and older used tobacco compared with 65% of urban males; for women, the proportions are 39% and 30%, respectively[15]. In terms of improved household financial wellbeing a study reported that in 2005 15.6% of households in Bangladesh faced catastrophic health expenditures[21, 22]. Every year catastrophic health expenses push around 3.8% of the population or 5.7 million people into impoverishment[23]. 
At the level of population impact, Bangladesh is well on its way to achieve the main targets of both MDG4 and 5, with plummeting rates of under-five and maternal mortality (Figure S2). Fertility is a third of what it was when Bangladesh gained its independence in 1971. However the rate of stunting is still high, though slowly declining. BDHS 2011 reported 41% of children under age 5 are stunted.


Figure S2: Trends in Under-5 Child Mortality
Data source: BDHS

5. Conclusions and recommendations 
Universal Health Coverage (UHC) is considered by many as the next development goal for post 2015. Bangladesh faces enormous challenges in achieving UHC.  It needs to reduce the huge gap between need and utilization, vastly improve the overall quality of health services and most importantly improve financial protection so that use of health services does not expose the user to financial hardship. It needs improvement both in access to effective preventive and curative interventions, particularly for the highest burden conditions and interventions most likely to result in financial hardship and impoverishment. 
The country requires major reforms in the way health is currently financed. The Health Financing Strategy 2012-32[12] and Call for Action paper in the recently published Lancet Bangladesh series[6]both called for an increased budget allocation for health. The previous health-sector plan aimed to set the total health budget at 10% of the overall national budget, but that target was never realized.  In reality, the proportion of the health budget as part of the national budget has been decreasing and stands at 4.9% in 2013-14 compared with 6.3% in 2009-10[12]. The Government needs to invest heavily in health to strengthen the capacity of its weak health system. It also urgently needs to introduce mandatory prepayment schemes for the formal sector employees and subsidized schemes for the poor as planned in the health financing strategy. 
In terms of monitoring the progress of UHC, It is important that it identify achievable and measurable milestones adapted to its own context. The UHC M&E framework must be established through inclusive policy dialogue, and with support and alignment of the country and development partners and embedded in the national sector strategic plan. The framework should effectively reflect the country’s disease burden profile, health system capacity and level of economic development. Our review of the results framework suggests indicators currently being measured do not adequately span the range of preventive, curative and rehabilitative care needed for UHC. With the currently available information sources we are unable to measure the burden of many non-communicable conditions and the coverage of interventions provided at the secondary and tertiary level. 
The Country needs to strengthen its information sources. Of the major information sources the routine health information system represents perhaps the most pressing area for improvement as it is likely to be the most crucial to the successful monitoring and evaluation of both the health sector programme and UHC.  A key priority of the current health program is aimed at strengthening and improving the routine health information system (RHIS) so that information collected is complete and of good quality. 
Recently, we have seen some consolidated efforts to strengthen RHIS, particularly with increasing use of technology for capturing, transmitting and processing data. The government has made substantial investments in expanding the infrastructure for RHIS. The Management Information System units of MoHFW are working with different national and international partners in strengthening the routine information system. A major modification has been made in the recording and reporting formats and also an electronic data capturing system has been introduced to more rapidly process information. However, efforts to build capacity of the workforce and to create an organizational culture that uses information for decision making has remained inadequate. There are also certain indicators such as those measuring risk behaviors that cannot be measured through RHIS. We will therefore, see a continued dependence on household and facility surveys for measurement of such indicators. Necessary steps need to be taken to strengthen the capacity of relevant government agencies so that they can conduct high quality surveys at regular frequencies. It is also important that we reconcile data from household surveys with other routine data sources to ensure the quality of the surveyed data. Strengthening civil vital registration system is almost as urgent as the need to strengthen the RHMIS. It is important that the country adopt legislation establishing continuous, permanent and compulsory civil registration systems.
Bangladesh also needs to strengthen the information sources for health financing data. Bangladesh National Health Accounts and Bangladesh Household Income and Expenditure Survey are being the two most important source of information for health financing. However the publication of Bangladesh National Health Accounts has been quite irregular.  The last Bangladesh National health Accounts report was published in 2010 after a gap of 7 years. We need this information at regular interval. Bangladesh Household Income and Expenditure Survey should also look at the distribution of out-of-pocket expenditure across socioeconomic groups, in relation to care for specific diseases (diabetes, cancer, and cardiovascular disease.). Further analysis can be done to assess what share of poverty in Bangladesh can be explained by catastrophic health expenditures associated with out of pocket expenditure. 
All current efforts for strengthening the routine health information sources  are targeted towards public sector service delivery only and thus information on private sector services, which actually constitutes the bulk of the health services in the country, is mostly missing. It would be important to strengthen the MOHFW’s stewardship capacity so that information from the private sector is collected through routine health information system in the future. The country also needs to start monitoring the social and environmental determinants of health and sustainable development. There is an important role for a well-defined monitoring and evaluation framework to make UHC a reality. It is expected that the country will put the highest priority for effectively and reliably tracking the progress with UHC. A strong appreciation of what is needed to achieve UHC and political commitment from the highest levels in the country is an absolute prerequisite.
	Box S1: Recommendations
1. The country urgently needs to develop a monitoring framework for UHC that is based on the health sector’s result framework and embedded in the national health sector strategic plan.
2. The M&E framework for UHC must be established through inclusive policy dialogue, and with support and alignment of country and development partners.
3. The framework should effectively reflect country’s disease burden profile, health system capacity and level of economic development.
4. It should focus on measuring effective coverage rather than nominal coverage 
5. All coverage indicators to be disaggregated by socioeconomic, demographic, region stratifiers.
6. National Health Accounts should be carried out regularly and must be institutionalized.
7. Must strengthen the MoHFW’s technical capacity stewardship role to oversee all surveys and ensure data from the private sector.
8. Country should intensify the current efforts in strengthening the RHIS and build an interoperable electronic health information system to be used in all level of health facilities.
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	Input and Processes
	Output
	Outcome
	Impact

	Health Financing
1. Percent of MOHFW budget allocated to Upazilla level or below 
· Per capita total on health (PPP in int $)
· Out of Pocket Expenditure as % of total expenditure on health 
· General government expenditure on health as a percentage of total expenditure on health
· General government expenditure for health as a percentage of total government expenditure

Health workforce 
2. # of additional providers trained in midwifery at Upazila health facilities
3. Proportion of service provider positions functionally vacant at District, Upazila and below levels, by category
· Density of nursing and midwifery personnel by districts (per 10 000 population)

Procurement and Supplies
4. % of health facilities, by type, without stock-outs of essential medicines at a given point in time 
5. % of facilities without stock-outs of contraceptives at a given point in time
· Percent of facilities, by type, with 75% or more basic equipment functional 

Infrastructure and Health Information 
6. Percent of health facilities (excluding CCs) having separate, improved toilets for female clients 
7. MIS reports on service delivery published and disseminated annually
· Psychiatric beds (per 10,000 population)
· Density of radiotherapy units (per 1 000 000 population)
· Percent of health facilities, by type reporting to national health information system 
· Civil registration coverage of births and deaths (%)

	Service Access and readiness
8. Number of Community Clinics with increasing number of service contacts over time
9. Number of comprehensive emergency obstetric care facilities with functional 24/7 services covering all districts
10. Percent of upgraded* union-level facilities able to provide basic EmOC services 
11. Number of Upazillas with women targeted by improved voucher scheme for having institutional deliveries
· Percent of facilities, by type, screening for a) hypertension and b) diabetes for adult clients

Service quality and safety 
12. Case fatality rate among admitted children 0-5 years with pneumonia who attended inpatient and emergency departments of IMCI facilities 
· Percent of deliveries ending in perinatal death





	Health Service Coverage
13. Percent of delivery by SBA
14. Antenatal care coverage (at least 4 visits) 
15. Postnatal care within 48 hours of delivery by a medically trained provider
16. Contraceptive prevalence rate 
17. Unmet need for Family planning 
18. TB case detection rate 
19. Proportion of births in health facilities by wealth quintiles
20. Use of modern contraceptives in low performing areas 
21. Measles immunization coverage by 12 months 
22. Percent of children (0-59 months) with pneumonia receiving antibiotics 
23. Percent of children (6-59 months) receiving Vitamin A supplementation in the last 6 months 

Risk factors 
24. Rate of exclusive breastfeeding in infants up to 6 months 
25. Percent of children 6-23 months fed with appropriate Infant and Young Child Feeding (IYCF) practices 
· Prevalence of raised blood pressure among adults aged>15 years
· Prevalence of raised blood glucose among adults aged>15 years
· Prevalence of current tobacco use among adults ages >15 years

Coverage of financial risk protection 
· Percent of population under any prepayment scheme


	Improved health status 
26. Infant mortality rate 
27. Under 5 mortality rate
28. Neonatal mortality rate 
29. Maternal mortality ratio 
30. Total fertility rate
31. Prevalence of stunting among children <5yr
32. Prevalence of underweight among children <5yr
33. Prevalence of HIV in MARP

Improved household financial wellbeing 
· Percent of household facing impoverishment due to out of pocket expenditures on health 

Other Indicators in the RF
34. Percent of annual work plans with budgets submitted by Line directos by defined time period (July/Aug)
35. Performance report of Operational plan reviewed with policy makers, MOHFW, Directorates and Development partners, six monthly and annually
36. # of non-pool development partners submitting quarterly expenditure reports
37. % of project aid fund (e.g. development budget) disbursed annually and quarterly
38. % of Operational Plans  with spending >80% of Annual Development Program  allocation (annually)
39. % of serious audit objections settled within the last 12 months
40. Regulatory framework for accreditation of health facilities including hospitals (both in the public and private sectors) reviewed, updated and implemented
41. Number of Districts/Upazilla having functional Local Level Planning procedure






Note: Additional indicators (presented in bullet points and italics) have been suggested to monitor the country’s progress towards universal health coverage 
[bookmark: _GoBack]Table S1: Result framework of current health sector program with additional suggested indicators
Data Source: Government of Bangladesh. Strategic Plan for Health, Population and Nutrition Sector Development Program (HPNSDP) July 2011 - June 2016
Public expenditure	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	36	34	32	31	31	30	28	29	26	28	26	OOPE	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	57	58	59	59	59	59	61	60	64	62	64	
BCG	Penta 1	Penta 2	Penta 3	Polio 1	Polio 2	Polio 3	Measles	All	None	98	98	96	93	98	96	93	84	83	2	Percentage of children
Highest	Fourth	Middle	Second	Lowest	94	90	88	88	79	Wealth quintiles
Percentage of children
ARI	Sought treatment from provider/facility	Received antibiotics	Given ORT	35	71	Fever	Sought treatment from provider/facility	Received antibiotics	Given ORT	27	Diarrhoea	Sought treatment from provider/facility	Received antibiotics	Given ORT	25	81	Percentage of children
Facility	2004	2007	2011	12	17	29	Non facility	2004	2007	2011	4	4	3	Percentage of deliveries 
Diabetes	Not aware	Aware, Not taking medicine	Aware, taking medicine and not controlled	Aware, taking medicine and controlled	45	11	25	20	Hypertension	Not aware	Aware, Not taking medicine	Aware, taking medicine and not controlled	Aware, taking medicine and controlled	59	5	22	15	Percentage of women  
Neonatal Deaths/1,000 LB	1989-93	1992-6	1995-9	1999-2003	2002-6	2007-11	52	48	42	41	37	32	1-11 Month Deaths/1,000 LB	1989-93	1992-6	1995-9	1999-2003	2002-6	2007-11	35	34	24	24	15	10	12-59 Month Deaths/1,000 LB	1989-93	1992-6	1995-9	1999-2003	2002-6	2007-11	46	34	28	23	13	11	Deaths per 1,000 live births
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