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About Naripokkho

· A membership based activist women’s organisation established in 1983.

· Working for the advancement of women’s rights and entitlements and building resistance against violence, discrimination and injustice.

· Women’s Health and Reproductive Rights is one of the thematic areas of Naripokkho’s work.

· Issue of “claiming state accountability” has been taken up as an important aspect of women’s citizenship rights (Health services and VAW).

State Obligations regarding women’s health

· The Constitution of Bangladesh, Article 15 (a) and Article 18.1 testify to the obligation of the state to consider public health and medical care to be a primary duty.

· Bangladesh is signatory to CEDAW and other Human Rights instruments and has endorsed the Alma Ata Declaration, the ICPD Programme of Action and the Beijing Platform for Action.

Government Programmes

· Women’s advancement constituted a cross-cutting issue in the Health and Population Sector Programme (1998-2003) and this emphasis has continued in the Health, Nutrition and Population Sector Programme (2003-6).

· Although, programme targets were not fulfilled there are noticeable improvements, e.g. increase in life expectancy and elimination of gender gap in life expectancy, reduction in under 5 mortality, immunisation coverage, etc.

Programme Failures
· Women targeted FP Programme has caused  suffering and harm to women

· Unacceptably high rates of Maternal Mortality and Morbidity.

· Total Fertility Rate is constant for last ten years

· Infant Mortality Rate stagnant for last five years

· Reduction in people’s access to government health care services, especially in rural areas.

· Lack of accountability of health service providers

Key Issues

· Excess mortality of women due to high MMR & unnatural deaths resulting in a negative sex ratio (100:104)

· High morbidity of women (not only in relation to reproductive health)

· Women were not availing government health services, even though almost free

· Poor management of VAW cases – poor quality response and inaccessibility of medico-legal examinations 

Focus on violations in the FPP

· Unification of services and the provision of comprehensive care has been a long standing demand of the women’s movement.

· Attempted reunification under HPSP was half-hearted, incomplete and victim to vested interests.

· Naripokkho has been concerned that the bifurcation of health and family planning services results in: 



- lesser access for women to general health care

 
- poor management of contraceptive side effects

· Naripokkho has argued against the imposition of FP targets as it inevitably leads to the abuse of patients as well as of statistics. 

· Naripokkho’s demand has been instead:


- promotion of the small family norm    - safe MR


- countering son preference       - side effects management


- promotion of male responsibility

· This approach may not produce drastic reduction in TFR but will ensure a more sustainable shift in the long run.


MMR

Official statistics suggest that MMR has declined from 4.1 in 1998 to 3.2 per thousand in 2003(Target was 2.8).

Achievements are disproportionate to the scale and cost of the interventions.

Maternal Morbidity
· Maternal Morbidity is not even considered an indicator worth collecting national data on.

· Research findings indicate that.09 per thousand of adult  women suffer from fistula,0.1 per thousand from uterine prolapse. Many more suffer from regular white discharge and more than 50% suffer from chronic anaemia.

IMR

· In the last 5 years IMR is 62 per thousand live births, of which 2/3 are attributed to neo-natal deaths. This has to be understood in the context of


- the failing health of women as well as the failing health services for women


- the uncertainty of safe delivery

· Mother’s physical well-being and nutritional status as well as the availability of pre and post partum care are factors in the survival of new born children

· Although, GOB had succeeded in reducing TFR through special efforts and a vertical FP programme, IMR cannot be reduced without improving total health care, especially that of mothers and making maternity safe.

Violence Against Women
 - In 1999 , one in three people rated government health & family planning services as “good”, in 2003 only one in ten rated them as “good”.
- Over the last five years, there has been a shift away from government health services for treatment, towards unqualified practitioners. 
- Unqualified practitioners are the major providers of curative health care. In 2003 60% of service users chose unqualified practitioners, 27% used private qualified practitioners, and only 13% used government services.

(Ref.  Bangladesh HPSP 1998-2003 the third service delivery survey 2003 Final Report)
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Accountability of Health Services

· During 2001-2003 Naripokkho was engaged in an action research on Ensuring Accountability of Health Authority and Service Providers at the Local Level under the Gender, Citizenship and Governance programme of KIT in The Netherlands. The research involved regular monitoring of an Upazila Health Complex & activating the Upazila Health Advisory Committee. 

· Naripokkho has continued the work with support from ARROW and is now monitoring 12 UHCs in two districts. 

· Naripokkho’s prior work on ICPD Follow Up and Maternal Mortality had revealed that on average a woman suffers from 5-6 ailments at a time.

· Important factors identified were the systemic discrimination that women suffer and the gaps in the delivery of health services between provider and patient and between policy and implementation. The poor suffer from institutional and individual biases that tend to exclude them from services or subject them to maltreatment and misbehaviour. Poor women are therefore subject to greater levels of discrimination and maltreatment. 

· Naripokkho’s monitoring has shown that third party presence can improve service delivery and provider behaviour.
· In the absence of “real” decentralisation, the UHAC can play an intermediary role in establishing citizens claims on accountability of service providers and improve standards.

Activities 

· Reactivation and strengthening of Upazila Health Advisory Committee for ensuring accountability of local health authority and service providers.

· Monitoring of Upazila Health Complex and EOC centre at the Upazila level. 

· Building capacity of CBO’s & local NGO’s for systematic monitoring of their local health complex. 

· Ensuring community participation in the work of the UHAC and for the promotion of health for all.

· Liaising with the Ministry of Health and Family Welfare and Department of Health for ensuring supplies. 

· Lobbying with the policy makers 

Main strategy for achieving objectives:

· Awareness raising at various levels on issues of reproductive health, safe motherhood, male responsibility, abuse of women, VAW, gender bias, cleanliness, behavioural problems etc.

· Identification of barriers to ensuring safe motherhood and strengthening EOC services.

· Providing technical support to the UHAC, local elites and service providers in order to improve the existing hospital and EOC services. 

· Capacity building of CBOs to monitor health services and make health service providers accountable.

· Liaising with the Ministry and Department of Health.

· Networking with national and international NGO's.

Results
· Upazila Health Advisory Committee (UHAC) in 7 out of 12 Upazilas activated.

· Many more women are seeking care at Upazila hospital. At Pathorghata HC, in 2004 average number of patients was 1230 per month. In 2005 this figure rose to 1572 per month. In Amtoli HC in 2004 the average was 1547 per month which rose in 2005 to 3092 per month.

· Increased presence of doctors – since July 2005 an average of 7-8 doctors are now staying in the Upazila Health Complex. Previously this figure stood between 2 to 4. 

· Increased participation of local leaders, elected representatives and local administration in UHC oversight. 
Challenges
