
STRATEGIC ASSESSMENT OF USAID BANGLADESH 

FISTULA PROGRAM 

April 2019 

This publication was produced at the request of the United States Agency for International Development. It was 

prepared independently by Karen Beattie, M.A., Steven Arrowsmith, M.D., Alexandre Delamou, M.D., Ph.D., and 

Nadira Sultana MBBS, MSc. 



 

Cover Photo: Former fistula patients who participate in Ad-din Jessore’s micro-finance program. 

From left to right: Rakha, Hosnara, Jinnatunnasa, Rathna, Farida, and Ayasha. Credit: Karen Beattie.  



 

 

 

 

STRATEGIC ASSESSMENT OF USAID 

BANGLADESH FISTULA PROGRAM 

 

 
 

April 2019 
 

USAID Contract No. AID-OAA-C-14-00067; Assessment Assignment Number: 644 

 

 

 

 

 
 

 

 
DISCLAIMER 

The authors’ views expressed in this publication do not necessarily reflect the views of the 
United States Agency for International Development or the United States Government. 

 

 



This document is available online at the GH Pro website at http://ghpro.dexisonline.com/reports-

publications. Documents are also made available through the Development Experience Clearinghouse 

(http://dec.usaid.gov). Additional information is available from: 

Global Health Program Cycle Improvement Project 

1331 Pennsylvania Avenue NW, Suite 300 

Washington, D.C. 20006 

Phone: (1-202) 625-9444 

Fax: (1-202) 517-9181 

http://ghpro.dexisonline.com/reports-publications 

This document was submitted by GH Pro to the United States Agency for International 
Development under USAID Contract No. AID-OAA-C-14-00067.  

http://ghpro.dexisonline.com/reports-publications
http://ghpro.dexisonline.com/reports-publications
http://dec.usaid.gov/
http://ghpro.dexisonline.com/reports-publications


 

STRATEGIC ASSESSMENT OF USAID BANGLADESH FISTULA PROGRAM / iii 

ABSTRACT  

The Fistula Care Plus (FC+) project is a five-year global project supported by the USAID Offices of 

Population and Reproductive Health and Maternal and Child Health and Nutrition. The project began in 

2013 and was recently extended to March 2021.1 The project is designed to prevent, detect, and treat 

obstetric fistula (OF), an abnormal connection between the genital tract and bladder, resulting in a 

continuous flow of urine and/or feces after prolonged obstructed labor during childbirth, normally 

occurring where women do not have access to emergency obstetric care. The purpose of the 

assessment is to identify and prioritize the most relevant interventions to address fistula prevention 

treatment and reintegration within USAID/Bangladesh’s future portfolio. The assessment questions 

focused on current and socio-demographic characteristics of women suffering from fistula, and the main 

drivers of the condition in Bangladesh; equity issues associated with access to fistula treatment; 

implementation approaches that have yielded good results under the project; approaches used to 

address other maternal morbidities, especially pelvic organ prolapse; and pending or programmatic gaps 

toward ending fistula in Bangladesh that USAID should prioritize for program intervention.  

 

 

                                                 
1 At the time of this assessment, January 2019, the assessment team was not aware of this extension. 
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EXECUTIVE SUMMARY 

United States Agency for International Development (USAID) has supported EngenderHealth to 

implement successive projects to address fistula since 2003. The current project, Fistula Care Plus 

(FC+), has recently been extended to March 2021. This assessment was undertaken in January 2019 to 

inform USAID/Bangladesh’s future programming to address female genital fistula a condition that can 

occur, especially after a prolonged obstructed delivery or with cesarean section (C-section) during 

childbirth, where an abnormal connection between the genital tract and bladder results in a continuous 

flow of urine and/or feces. We visited fistula centers around the country and spoke with the main 

stakeholders, including 30 women waiting for, or recovering from, repair or who had recently had a 

repair.  

While global estimates for female genital fistula are elusive because it is a relatively rare condition, in 

Bangladesh there have been two studies estimating the prevalence of fistula. The first, in 2003, resulted 

in an estimate of 70,000 women living with fistula. The second, in 2016, resulted in an estimate of just 

under 20,000 women living with fistula. Differences in study methodologies account for some of the 

reduction, with the 2003 study relying on self-reported symptoms, as well as a review of facility records, 

while the 2016 study used a demographic survey and followed up with a clinical exam. In this 

assessment, we considered two types of fistula: obstetric and iatrogenic. 

Obstetric fistula (OF) results from prolonged, obstructed labor when there is limited access to 

emergency obstetric care. Access may be limited by geography, cost, cultural reasons, or concerns of 

quality of care. For the woman who survives obstructed labor, without access to emergency care, the 

outcome may be that the baby dies, and the woman is left with a fistula. The Government of Bangladesh 

passionately pursued a reduction in maternal deaths by increasing access to maternal and neonatal care, 

including emergency obstetric care. The improvement in socioeconomic conditions in Bangladesh, and in 

access to emergency obstetric care, resulted in decreases in untreated obstructed labor, maternal 

deaths, and, most likely, OF. The results are reflected in a reported decline in the maternal mortality 

ratio (MMR) from 574 in 1990 to 196 in 2016. By 2016, 50 percent of all births were attended by 

trained providers. Between 2010 and 2016, the number of deliveries taking place in a facility rose from 

23 percent to 47 percent. Most surprising is that within those figures the number of deliveries in the 

private sector rose from 11 percent to 29 percent in just six years.  

However, this success may have resulted in an unforeseen sequela: an increase in iatrogenic fistula (IF), a 

fistula caused by medical intervention.2 In its efforts to improve maternal health, Bangladesh has seen a 

significant increase in the national C-section rate, from 9 percent in 2007 to more than 30 percent of 

total deliveries in 2016. With three million births annually, this suggests that approximately one million 

births in Bangladesh are through C-section. In the most recent survey, 84 percent of births in the private 

sector are through C-section. This, along with other pelvic surgeries (hysterectomies), has resulted in a 

perceived increase in IF. Although we lack national data to support this, a record review of cases 

reported to the FC+ project between 2012 and 2014 found that 27 percent of fistula cases were 

                                                 
2 It is true that some IF is caused by delays in seeking care for obstructed labor, resulting in the need for a C-section, and 

therefore it is difficult to assess the cause. However, the fact that the private sector has a C-section rate of 84 percent suggests 

that medical intervention may be a primary cause in many cases.  
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iatrogenic. Between 2016 and 2018, the number rose from 35.8 percent to 42.7 percent. Providers 

were alarmed by this trend. It was also borne out when speaking with women affected by fistula: Almost 

two thirds of those we spoke with had experienced an IF.  

The main drivers of fistula in Bangladesh include: 48 percent of home deliveries, without skilled birth 

attendance; high total fertility rate (TFR) and low contraceptive use in some areas; insufficient access to 

delivery and emergency obstetric care at the peripheral level; early marriage and childbearing; and more 

recently, high rates of C-sections in all sectors, as well as high rates of hysterectomy. The assessment 

team concluded that Bangladesh is experiencing a trend of decreasing numbers of fistula and a low 

caseload, and that the characteristics of the women affected by fistula is changing. The traditional 

narrative is that fistula occurs after prolonged, obstructed labor, at a young age during the delivery of a 

first child, usually stillborn. The woman is typically young, poor, rural, and uneducated, abandoned by 

family members, and stigmatized by her community. With the changing etiology, we add to this narrative 

a growing number of women in their thirties or older, married with one or two children, not necessarily 

poor or uneducated. Their fistulae result from abdomino-pelvic procedures performed by unskilled or 

unqualified surgeons.  

The rights of women with fistula is a critical consideration in fistula programming and the continuum of 

care: prevention, treatment, and reintegration. Prevention touches upon knowledge and action, and free 

and timely access to quality, safe, and skilled emergency obstetric care. Treatment centers around 

access to quality, safe, and skilled surgical repair. Reintegration focuses on women’s ability to partake of 

a life that others in her community would normally expect to live, without stigmatization.  

Prevention: Bangladesh has had significant success in the past 20 years implementing policies and 

programs to reduce untreated obstructed labor, and therefore, maternal deaths and OF. Despite these 

achievements, knowledge about fistula remains low within communities and among providers not 

specifically involved in fistula service delivery. It is not yet integrated into government community health 

programming or behavior change programs, although the FC+ project and its supported sites have 

worked to integrate fistula from the community clinic level and upward. Hope Foundation has also 

established its own outreach services and collaborates with government facilities in its area of 

operations. At the service delivery level, catheterization is a significant tool in the prevention and 

conservative treatment of fistula. While it was reported that these procedures were being followed, at 

some government and private facilities visited, there were no catheters available and women were 

referred for services. The changing etiology of fistula suggests a need to add a focus of prevention 

efforts on those promoting and performing abdomino-pelvic surgeries, which the FC+ project and the 

Obstetrics and Gynecology Society of Bangladesh (OGSB) have recently begun to do.  

Treatment: The assessment team visited the 10 busiest fistula centers in Bangladesh. While there are 

challenges with the consistency of the data, which are explored in the report, in 2018 the total number 

of repairs reported to the team by these 10 institutions was 559. Data show that between 2003 and 

2018, the average number of repairs per year was 523, a small number that is insufficient to address the 

problem if fistula is to be eradicated by 2030 as the government intends. Stakeholders perceived that the 

overall number of repairs appeared to be gradually decreasing while the number of IF cases was 

markedly increasing. Only one facility reported a stable waiting list of approximately 60 women. This 

low caseload poses several challenges. The World Health Organization (WHO) recommends that the 

minimum number of cases required to acquire a full set of skills in fistula for each surgeon is 300, and to 
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maintain these skills requires ongoing practice of about 150 repairs per year. By this standard, 

Bangladesh has a caseload sufficient for four fistula surgeons. A low caseload also poses a challenge to 

advancing the skills of recently trained ob/gyns to address the more complex cases. The distribution of 

difficulty among repairs does not follow a classic “bell-shaped curve.” Difficult cases are over-

represented, especially with the addition of IF cases. A woman’s best hope for a successful outcome is 

with the first repair attempt, and it is a compromise to patient quality of life if that first attempt is with a 

surgeon who does not have the requisite skills. The assessment team found that the menu of repair 

capabilities for complex cases that a full-service center might be expected to offer is available at MAMMS 

Institute of Fistula and Women’s Health. The Dhaka Medical College and Hospital (DMC) National 

Fistula Center (NFC) and the Bangabandhu Sheikh Mujib Medical University (BSMMU) University Fistula 

Center (UFC) receive referrals for complex care and, as reported during interviews, refer patients with 

those complex cases to their urology departments or to MAMMS Institute. Other centers delay repair 

until visiting experts can participate. At one facility, a medical college, all repairs, simple to complex, are 

done by a urologist. Last, although FC+ has rolled out information on new evidence and WHO guidance 

to support catheterization for seven days post-repair of simple fistula, only one facility was implementing 

this approach.  

Reintegration: Reintegration is the least-developed component of fistula care. Internationally, 

reintegration programs range from little or nothing to support for economic activity to the 

establishment of havens for women whose fistula is deemed inoperable. These programs have not been 

rigorously evaluated. It is now generally accepted that tailoring support to individual needs, rather than a 

one-size-fits-all approach, is necessary. The assessment team found little current evidence of 

reintegration programs in Bangladesh, and stakeholders attributed this to a lack of funding. Some women 

have been trained as fistula advocates, hired to help out in a facility, or participate in a micro-finance 

program. The good news is that Bangladesh has many social safety net programs and community 

development organizations that can have an impact on women’s opportunities for post-repair economic 

and educational opportunities, and support for women whose fistula is deemed inoperable.  

Considering the approaches that the FC+ project has implemented, the assessment team highlighted its 

work in establishing partnerships to increase awareness and advocacy on prevention and treatment, with 

government departments, professional associations, non-governmental organizations (NGOs), and other 

donor-supported institutions. At the policy level, they contributed to the development of two national 

strategies to address fistula, the development of statements regarding C-sections and IF, and the needs 

of women with persistent fistula related disorders (PFRD). The project developed and implemented the 

four question (4Q) checklist, designed to identify women with continuous leakage of urine or feces, to 

be followed by a confirmatory clinical exam. Most importantly, EngenderHealth was responsible for 

establishing fistula treatment services at four Bangladeshi institutions and expanding services at three 

other institutions, resulting in more than 2,000 surgeries. They promoted standardized training using the 

2011 Global Competency-based Fistula Surgery Training Manual and trained seven surgeons and many 

ancillary personnel, including doctors, nurses, trainers, and community health workers in fistula 

prevention and treatment. FC+ promoted safer surgery initiatives, developing a safe surgery toolkit, 

specifically designed to address fistula, and called global attention to the challenge posed by increasing 

numbers of C-sections and consequent IF. Last, but by no means least, the project advocated for the 

inclusion of seven standardized indicators in the national District Health Information System Software 2 

(DHIS2) data system and provided training to hospital partners and representatives from the 
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Directorate General of Health Services (DGHS). This is not an exhaustive list of accomplishments but 

highlights significant achievements in prevention and treatment.  

The team considered approaches used by the FC+ project in treating other maternal morbidities, 

especially pelvic organ prolapse (POP). The FC+ project successfully advocated for the inclusion of POP 

in the Bangladesh Maternal Mortality and Health Care Survey (BMMS) and the Maternal Mortality 

Validation Study (MMVS), resulting in a finding in the latter of an estimated prevalence of half a million 

women living with third- or fourth-stage POP. The MMVS noted that the country has no strategic health 

plan or intervention program for screening and management of POP. An FC+-supported global research 

paper indicated that 24 of 26 fistula treatment sites across five countries, including Bangladesh, reported 

a demand for POP services that is not fully met. The assessment team found only 12 POP cases in the 

FC+ DHIS2 data. The assumption is that POP is addressed through ob/gyn departments at hospitals, 

although the estimate of half a million cases suggests that this assumption may be erroneous. With 

concurrence from USAID/Washington, D.C., the project did address third- and fourth-degree perineal 

tears, which has similar symptoms to fistula, and treated 483 cases between 2014 and 2018 in 

Bangladesh.  

Pending issues and gaps in fistula services found by the assessment team included leadership, 

accountability, IF, and evidence-based services.  

Leadership: Stakeholders interviewed repeatedly referenced the need for government leadership as it 

relates to the continuum of fistula care. Many stakeholders identified fistula as a development partners’ 

initiative rather than an integral component of the Ministry of Health and Family Welfare’s (MOHFW’s) 

programs. The second National Strategy for Obstetric Fistula (NSOF), prepared in 2016, remained a 

draft under review at the time of the assessment in January 2019, and until this is approved and a costed 

implementation plan prepared, there is no national roadmap to achieve the goal that the government has 

set to end fistula by 2030.  

Accountability: There is a major imbalance between vaginal and C-section deliveries, exacerbated by a 

lack of skilled staff to manage vaginal delivery in facilities set up to support labor and delivery, a lack of 

attention to medical indications for C-sections, and a burgeoning, but unregulated, role of the private 

sector in deliveries. While regulations exist for private institutions, we were frequently told that there is 

no monitoring or accountability for these institutions. A common refrain from all stakeholders was 

about the increase in IF caused by, from their perspective, surgeries performed by unskilled and 

unqualified individuals.  

Iatrogenic Fistula: We noted above the apparent increase in IF, which was attributed to the explosion 

of C-section deliveries, especially in the private sector.3 It is clear that the very high rate of C-sections in 

the private sector is not related to medical indications. An elective C-section can increase the risk of 

death by 60 percent. WHO indicates that rates above 10 percent do not contribute significantly to a 

reduction in maternal deaths. The objective should be to ensure that whoever needs a C-section based 

on medical indications should have access to one. The FC+ global project promoted a “call to action,” 

described in the report, which should be followed up. 

                                                 
3 Hysterectomies are also a concern, but the majority of stakeholders focused our attention on the burgeoning C-section rate 

and the practice of surgery by unskilled or unqualified individuals.  
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Evidence-based Services: Catheterization plays an important role in addressing prolonged or 

obstructed labor, and in conservative treatment for small fresh fistula. Stakeholders reported that the 

practices were followed, but minimal data were available, and catheters were not available at some 

service sites (not fistula centers). Post-fistula repair catheterization was reportedly between 14 and 21 

days, instead of the new WHO-recommended guideline of bladder catheterization seven days after 

surgical repair of simple obstetric urinary fistula. Institutionalizing these procedures can significantly 

improve the quality of care for women, contribute to improved outcomes, and reduce the costs of 

fistula care.  

The fistula demographic and epidemiological transition in Bangladesh requires a new programming 

paradigm. The lower caseload speaks to the need for consolidation of services to ensure quality care, 

and the ability to address complex cases on the first try without waiting for an expert to visit. There is 

also a need to consider changes in where and how prevention, treatment, and reintegration services are 

provided, and by whom. The growing importance of IF demands new prevention, treatment, and 

monitoring approaches in public and private sectors in Bangladesh. A renewed focus is needed to ensure 

that data are gathered, analyzed, and used effectively to address the imbalance in labor and delivery care 

and C-sections, and to assess and address the role of IF in this last mile to end fistula in Bangladesh.  

The report concludes with three overarching recommendations that summarize these issues: to 

revitalize and reorient fistula programming and services; to revitalize and reorient training to support 

fistula programming; and finally, advocacy for a national strategy to highlight life-saving aspects of safe 

surgery.  

In past decades, as fistula programs were being ramped up to address the needs of the many women left 

without hope, not knowing if anything could be done for them, or not finding help when they asked for 

it, we did not envision the changing etiology, lower caseload, and characteristics of women affected that 

now face Bangladesh. With development partner support, the government should build on its impressive 

forward movement in maternal and child health. It needs to move quickly to approve the second 

National Strategy for Obstetric Fistula (NSOF) and to develop, share, and implement a costed plan to 

serve as a roadmap for all to achieve the goal of ending fistula in Bangladesh by 2030. If it could be done 

anywhere, it could be done in Bangladesh.  
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I. INTRODUCTION 

ASSESSMENT PURPOSE 

United States Agency for International Development’s (USAID’s) Global Fistula Care Plus (FC+) project, 

slated to end in September 2019, has recently been extended to March 2021. The purpose of this 

assessment was to identify and prioritize the most relevant interventions to address fistula prevention, 

treatment, and reintegration within the USAID/Bangladesh future portfolio. 

ASSESSMENT QUESTIONS 

1. What are the current social and demographic characteristics of Bangladeshi women suffering 

from fistula? What are the main drivers of the condition? What impact does fistula have on 

affected women and their families? 

2. What are the equity issues associated with access to fistula treatment services in Bangladesh?  

3. Which implementation approaches have yielded the best results under the USAID-funded Fistula 

Care Plus program? 

4. What approaches are being used by USAID fistula implementing partners in treating other 

maternal morbidities, especially pelvic organ prolapse? How effective have they been?  

5. What pending issues and/or programmatic gaps exist toward ending fistula in Bangladesh, and 

which of these gaps and issues should USAID prioritize for program intervention? 

ASSESSMENT TEAM 

The assessment team consisted of four members:  

Name Role Responsibilities 

Karen J. Beattie, MA Team Lead Team leadership and management of activities; 

ensuring deliverables were met in a timely manner; 

served as liaison between USAID and the 

assessment team, and between GH Pro and the 

assessment team; led planning, assessment design, 

data collection and analysis processes; led briefings 

and presentations; coordination of, and first author 

on, final report 

Alex Delamou, MD, PhD Fistula Assessment 

Specialist 

Provided quality assurance on analytic issues, 

including methods, development of instruments, 

protocols for data collection, data management, 

and analysis. Oversaw training of all engaged in data 

collection. Provided input on policy, programming, 

and community-based fistula care, including 

development of presentations and writing of final 

report. 

Steven Arrowsmith, MD Obstetric Fistula 

(OF) Specialist 

Team’s fistula surgeon (and author of the 

Bangladesh draft National Strategy for Obstetric 

Fistula (NSOF)), provided expertise on the 

continuum of care for women with genital fistula, 
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Name Role Responsibilities 

with particular attention to treatment. Provided 

input on strategy, health systems strengthening, 

policy, and programming. Participated in planning, 

data collection, data analysis, development of 

presentations, and writing of evaluation report. 

Nadira Sultana, MBBS, MSc Local Research 

Assistant 

Provided guidance on the country’s health sector 

and policies; participated in data collection, 

including focus group discussions; assisted with 

translation of data collection tools and transcripts 

as needed; participated in development of 

presentations and writing of report. 

 

The assessment took place during the month of January 2019, shortly after the national elections in 

Bangladesh. The team was able to visit all the major providers of fistula services in the country, ably 

supported logistically by the EngenderHealth office. We met with 30 women who had experienced 

fistula or were recovering from fistula surgery, policymakers, and facility staff, including surgeons, nurses, 

project and facility managers, fistula coordinators, paramedics, and community health workers.  
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II. PROJECT BACKGROUND 

OF results from prolonged, obstructed labor in conditions where there is limited access to emergency 

obstetric care. In addition to geography, access may be limited because it is too costly, because it is not 

considered acceptable for cultural reasons, or for concerns of quality of care. Obstructed labor 

accounts for 4 percent of maternal deaths worldwide (Lozano et al. 2012). For the woman who survives 

obstructed labor, without access to emergency care, the outcome may be that the baby dies, and she is 

left with an “abnormal connection between the female genital tract and the bladder” and/or rectum 

(Abrams et al. 2012), which results in a continuous flow of urine and/or feces — a fistula.  

USAID has supported fistula prevention, treatment, and rehabilitation activities in Bangladesh 

continuously since 2003 through the ACQUIRE (Access, Quality, and Use in Reproductive Health), 

Fistula Care, and Fistula Care Plus (FC+) global projects. The focus of the FC+ project (2013–2021) is to 

strengthen health system capacity for a continuum of care: fistula prevention, treatment, and 

reintegration. It was designed to prevent, detect, and treat OF and other debilitating maternal 

morbidities (e.g., POP), assist countries to strengthen policy and the enabling environment to 

institutionalize fistula care, and strengthen maternal health and family planning services in the public and 

private sectors. Specific objectives included: 

1. Strengthened enabling environment to institutionalize fistula prevention, treatment, and 

reintegration in the public and private sectors. 

2. Enhanced community understanding and practices to prevent fistula, improve access to fistula 

treatment, reduce stigma, and support reintegration of women and girls with fistula. 

3. Reduced transportation, communications, and financial barriers to accessing preventive care, 

detection, treatment, and reintegration support. 

4. Strengthened provider and health facility capacity to provide and sustain quality services for 

fistula prevention, detection, and treatment. 

5. Strengthened evidence base for approaches to improve fistula care and scaled up application of 

standard monitoring and evaluation indicators for prevention and treatment.  
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III. ASSESSMENT METHODS AND 

LIMITATIONS 

METHODOLOGY  

This was an assessment using a mixed methods approach, not an evaluation. FC+ is a global project that 

will end in 2021. The USAID mission has supported activities in Bangladesh with field support. The 

mission specifically requested this assessment to help determine which activities and interventions 

should be integrated into the mission’s programming for the future.  

The primary methods included literature review, program data and document review, site visits, 

stakeholder interviews, and discussion groups. The observations in this document represent the 

opinions and perspectives of the assessment team based on these methods.  

Literature Review: The assessment team reviewed published and unpublished documents from the 

past five years at national and international levels on fistula in Bangladesh. This included policies, plans, 

programs, and surveys on fistula, maternal and child health, family planning, and other health topics. 

Sources for these documents included, but were not limited to, the Government of Bangladesh through 

the Ministry of Health and Family Welfare (MOHFW), National Institute of Population Research and 

Training (NIPORT), the Directorate General of Health Services (DGHS), the Directorate General of 

Family Planning (DGFP), International Centre for Diarrhoeal Disease Research, Bangladesh (icddr,b), 

MEASURE Evaluation, and FC+. We also conducted a rapid literature appraisal using PubMed to review 

the current evidence on fistula programming, as well as searches for global data and documentation on 

C-sections and safe surgery. 

Program Data Reviews: The assessment team was given access to the FC+ Demographic and Health 

Information System District Health Information System Software 2 (FC+ DHIS2) database and reviewed 

records at sites where feasible. The national DHIS2 data from the DGHS relating to fistula surgery were 

not accessible to the assessment team. 

Site and Sample Selection: The assessment used a purposive sampling approach. An initial list of 

sites for field visits in Dhaka and other divisions was established in collaboration with USAID/Bangladesh, 

Global Health Program Cycle Improvement Project (GH Pro), and EngenderHealth/Bangladesh, and was 

adjusted during the field visit depending on availability of stakeholders and logistics (see Figure 1). 

Assessment sites were selected based on knowledge of the activities under the FC+ project, and the 

need to consider both the government’s public sector program of fistula treatment, primarily through 

medical colleges, and private health sector (non-profit and for-profit sub-sectors). This included visits to 

some sites providing outreach and referral services. During site visits, the assessment team conducted 

interviews and informal observations. Sites visited included: 

• Dhaka city:  

◦ Ad-din Hospital 

◦ Bangabandu Sheikh Mujib Medical University (BSMMU) Fistula Center 

◦ Dhaka Medical College and Hospital (DMC) National Fistula Center (NFC) 

◦ DGFP  

◦ DGHS  



Rangpur
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LAMB Hospital

Gaibandha:
Gaibandha District 

Hospital

Tangail: Mirzapur 

Kumudini Hospital

Jessore: Ad-din Micro-credit 
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•

•

•
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MAMM's Institute
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EngenderHealth

Surjer Hashi
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Community Hospital

Coxs Bazaar

•

•

•

HOPE Hospital

Garjonia Union Health

Sub-center Ramu

Ramu Upazila Health

Complex, Ramu
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◦ EngenderHealth

◦ Dr. Muttalib’s Communit Hospital

◦ MAMM’s Institute of Fistula and Women’s Health

◦ MaMoni

◦ Surjer Hashi

• Outside Dhaka:

◦ Ad-din Hospital, Khulna

◦ Ad-din Microcredit Program, Jessore

◦ Gaibandha District Hospital, Gaibandha

◦ Garjonia Union Health Sub-center, Ramu

◦ HOPE Foundation and Hospital, Cox’s Bazar

◦ Khulna Medical College, Khulna

◦ Kumudini Women’s Medical College and Hospital, Mirzapur, Tangail

◦ Lamb Hospital, Dinazpur

◦ Ramu Upazila Health Complex, Ramu

◦ Rangpur Medical College, Rangpur

Figure 1. Sites and Sample for the Assessment, January 2019 
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Stakeholder Interviews and Discussion Groups: The list of stakeholders interviewed and 

participants in discussion groups in Dhaka and countryside is available in Annex III. The selection of 

stakeholders participating in interviews and group discussions was conducted in a way to ensure 

diversity of participants’ background.  

Data Collection: Using the initial assessment questions, the assessment team developed data 

collection instruments, including interview and group discussion guides for each target stakeholder. The 

tools were reviewed by GH Pro and USAID/Bangladesh, pretested in the field, and finalized by the 

assessment team (see Annex II).  

Input was collected from participants from different entities, including government officials and policy 

makers in charge of women’s health, clinical care, fistula prevention and reintegration; service providers 

who manage fistula cases; implementing partners, including FC+ staff; development partners engaged in 

fistula care; civil society organizations engaged in fistula care; and professional groups, academics, and 

researchers engaged in fistula care. Group discussions (in small groups of similar respondents) were 

conducted when all participants agreed to express their own opinions and included women living with 

fistula, repaired women, women on admission for fistula repairs, hospital staff, and fistula advocates. Due 

to time constraints, we could not interview husbands/partners and family members of women with 

fistula, community leaders, or women’s groups. Observations were conducted at various levels of the 

Bangladesh health care delivery system where fistula prevention, counselling, identification, and repairs 

take place. Notetaking was performed during interviews and group discussions after seeking verbal 

consent from participants; interviews and discussions lasted between 30 minutes to 1 hour each. 

Data Analysis: All analyses were geared to answer the assessment questions. To this end, the 

assessment team reviewed both qualitative and quantitative data related to the project’s achievements 

against its objectives and/or targets. Thematic review of qualitative data was concurrent with data 

collection through assessment team meetings to connect the data to the assessment questions, seek 

relationships, and identify areas that need clarification or additional inquiry.  

The analysis also considered the context, local interpretations, nuances, and homogeneity and outliers 

to better explain what is happening with fistula more generally in Bangladesh and understand the 

perception of those involved. Qualitative data were used to substantiate quantitative findings, provide 

more insights than quantitative data can provide, and answer questions where other data do not exist. 

Preliminary findings were presented to USAID/Bangladesh and discussed during two debrief meetings, 

while the assessment team was in the field. This provided room for improvement and additional 

discussion with some stakeholders to clarify or complete the collected data. The assessment report was 

developed according to USAID’s criteria to ensure the quality of the evaluation report. 

ETHICAL CONSIDERATIONS 

During data collection, verbal consent was sought from all stakeholders participating in the stakeholder 

interviews or group discussions. No electronic recording was made during interviews. Prior to 

conducting stakeholder interviews and group discussions, the following steps were respected: 

• Introduction of the persons conducting the interview and notetaker 

• Statement of the purpose of the assessment and that of the interview or group discussion 

• Information on the anticipated length of the interview or group discussion 
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• Statement that all information provided is confidential and information provided will not be 

connected to the individual 

• Information on the right to refuse to answer questions or participate in the interview or group 

discussion without effect on access to services 

• Request for consent prior to initiating data collection 

• Request for permission to take notes prior to the start of the interview 

• Information and request for consent to take photographs (information included how 

photographs will be used) 

• Refreshment and some travel compensation (for women, and in some cases for paramedics) 

provided to some participants 

LIMITATIONS 

As the assessment used a purposive sampling, the findings are not generalizable. In addition, because the 

assessment gathered opinions in addition to data and documentation to provide recommendations to 

USAID for future programming, it was primarily a qualitative, fact-finding assessment. It was not an 

evaluation.  

The recent elections in Bangladesh may result in some changes in government positions. It was 

challenging to gain access to government officials so soon after the national election, at the central-, 

division-, and district levels. The people in those positions we spoke with during the assessment may not 

be in those positions in the future.  

Finally, the recent Bangladesh Maternal Mortality and Health Care Survey or BMMS (BMMS 2016-

NIPORT 2017), the Bangladesh Health Facilities Survey or BHFS (BHFS-NIPORT 2017), the Bangladesh 

Demographic and Health Survey or BDHS (BDHS 2017–2018-NIPORT 2018a), and the draft second 

NSOF (NSOF-DGHS 2017) have not yet been formally approved or released. We relied on the 

preliminary reports and data from these studies and documents to inform the assessment, since they 

contain the most recent data. 
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IV. FINDINGS 

ASSESSMENT QUESTION 1. WHAT ARE THE CURRENT SOCIAL AND 

DEMOGRAPHIC CHARACTERISTICS OF BANGLADESHI WOMEN SUFFERING FROM 

FISTULA? WHAT ARE THE MAIN DRIVERS OF THE CONDITION? WHAT IMPACT 

DOES FISTULA HAVE ON AFFECTED WOMEN AND THEIR FAMILIES? 

Current Social and Demographic Characteristics 

Changing trend in fistula etiology 

Estimates for OF in Bangladesh and globally are elusive because the condition is relatively rare, and the 

cost and sample size for prevalence surveys would be prohibitive. In addition, self-reported symptoms 

provide a distortion of the true prevalence of the condition toward overestimation. Many datasets are 

institution-based and therefore flawed as a basis for population-based estimates. Despite these facts, 

findings from this assessment suggest that the prevalence and etiology of female genital fistula are 

changing in Bangladesh. 

Perceived reduction of fistula prevalence and incidence 

While prolonged/obstructed labor remains the leading cause of fistula in most developing countries 

(Delamou et al. 2015; Landry et al. 2013; Muleta 2004), in Bangladesh, there is a perception that this 

situation is changing.  

Under the ACQUIRE project in 2003, EngenderHealth conducted the first situation analysis of OF in 

Bangladesh. This survey relied on in-depth interviews with surgeons, a rapid survey of six randomly 

selected unions, self-reported symptoms from women, and observations of service delivery at six 

medical colleges, including record reviews. The prevalence of OF in Bangladesh was estimated at 1.69 

per 1,000 (Waiz et al. 2003). Using this study, it was suggested that approximately 70,000 women were 

afflicted with fistula. In 2016, the Government of Bangladesh published the preliminary report of the 

BMMS (-NIPORT 2017). A complementary maternal mortality validation study (MMVS) was conducted 

to validate the self-reported symptoms of OF and POP with a clinical exam. The findings for fistula 

indicate a prevalence of 0.42 per 1,000 in 2016, which translates into just under 20,000 women 

(MEASURE Evaluation et al. 2018).4 While it was widely perceived by interview respondents as a 

reduction in the number of cases between 2003 and 2018, given that the total number of repairs 

nationally in that 15-year period is approximately 7,500 (EngenderHealth/Bangladesh presentation 2019), 

it is more likely attributable to the differences in methodology, in addition to significant improvements in 

access to, and use of, maternal health care. 

Bangladesh worked toward the Millennium Development Goal of reducing the maternal mortality ratio 

(MMR) to 143 deaths per 100,000 live births by 2015 and increasing skilled attendance at birth to 50 

percent (UNDP 2015). The 2016 BMMS found that the overall MMR declined from 574 to 196 per 

100,000 live births between 1990 to 2016, despite a stalling between 2010 and 2015 (NIPORT, icddr,b, 

& MEASURE Evaluation 2017). Other significant findings comparing progress between the BMMS 2010 

and the BMMS 2016 (Ibid.) that may explain a reduction in OF incidence appear in Table 1. 

                                                 
4 For regional context, in Nepal, a neighboring country to Bangladesh, a similar study found a prevalence of OF about 0.18 per 

1,000 (Chen et al. 2017). In 2013, OF prevalence in South Asia was estimated at 1.20 per 1,000 (Adler et al. 2013). 
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Table 1. Comparison of Select Indicators: BMMS 2010 and BMMS 2016 

Findings BMMS 2010 BMMS 2016 

Deliveries by trained providers5 increased 27% 50% 

Deliveries by cesarean section (C-section) increased 12% 31% 

Birth planning to address potential emergencies increased 35% 54% 

Prearrangement of transport for emergencies increased 10% 21% 

At the national level, other factors that demonstrate the government’s commitment to improvements in 

health and maternal and child health that may have contributed to the reduction of OF prevalence 

include: 

• Bangladesh is committed to reaching Sustainable Development Goal (SDG) 3.1.1, which reflects 

an MMR of 70 per 100,000 live births by 2030 (DGHS 2017a). It has achieved significant 

progress toward universal health coverage for key maternal and child health indicators, such as 

immunization, improved water, and family planning (Rahman et al. 2018).  

• Bangladesh is among the fastest growing economies worldwide; life expectancy has increased 

from 63 years in 1996 to 72 years in 2015 (DGHS 2017a). In addition, according to the 2017–

2018 BDHS (NIPORT 2018a), 91 percent of people in the country have access to electricity, 94 

percent of the households own a mobile phone, and 83 percent of ever-married women have 

some education. 

• The operational plan for the 4th health, population and nutrition sector program (4th HPNSP) for 

maternal, neonatal, child and adolescent health (MNCAH) for the period January 2017 to June 

2022 includes the objective of increasing accessibility and availability of services for major 

maternal morbidities such as OF (DGHS 2017b), although it fails to specify how this will be 

achieved.  

• In 2016, a draft of the second NSOF (2017–2022) was prepared with the vision that “all girls 

born henceforth in Bangladesh will enjoy a life free from OF and all the cases of fistula have 

received the highest quality of care and are living a quality life” (DGHS 2018).  

• In 2018, the United Nations General Assembly (UNGA) formalized the resolution to end OF by 

2030, in line with the target for achieving the SDGs (UNDP 2015). Bangladesh endorsed this 

UNGA resolution.  

Perceived relative increase in iatrogenic fistula (IF) prevalence and incidence 

The progress made by Bangladesh in the health sector has resulted in a decrease in untreated 

obstructed labor and, therefore, a reduction in maternal deaths and in OF. However, findings from 

literature reviews, document reviews, and interviews also suggest a concurrent explosion of the C-

section rate as a proportion of all deliveries, rising from 9 percent in 2007 to 17 percent in 2011 to 33 

percent in 2019 (NIPORT 2018a). The C-section rates reported in the most recent survey are 84 

percent in the private sector, 36 percent in public facilities, and 39 percent in NGO facilities (Ibid). This, 

along with other pelvic surgeries (e.g., hysterectomies), has resulted in a perceived increase in the 

incidence of IF. While there is a lack of comprehensive data to support this, the assessment showed that 

the number of women with IF were twice that of OF in most of the repair sites visited. A record review 

                                                 
5 The Government of Bangladesh uses the term “trained provider” in these source documents rather than “skilled provider.”  
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of cases between 2012 and 2014 at Bangladesh FC+-supported sites found that 27 percent of fistula 

cases were iatrogenic, and that 75 percent of those iatrogenic cases resulted from hysterectomy (Fistula 

Care Plus 2016).  

In addition, an analysis of the FC+ 

Bangladesh routine data recorded in 

EngenderHealth’s DHIS2 showed an 

increasing trend in the proportion of 

fistula of iatrogenic origin (see Figure 2).  

This limited data from Bangladesh does, 

however, reflect a growing international 

trend. A study conducted in 2014 using 

data from 11 countries, including 

Bangladesh, found that 13 percent of the fistulas recorded were of 

iatrogenic origin (Raassen et al. 2014). In Nepal, a study on the 

management of ureterovaginal fistulas following obstetric and 

gynecological surgeries at Kathmandu Model Hospital from 

February 2014 to September 2017 showed that the majority (60 

percent) were due to hysterectomy while 40 percent resulted 

from obstetrical procedures (Upadhyay et al. 2018). 

Impact on Affected Women and Families 

This narrative is frequent in countries with high incidence and 

prevalence of OF. In Ethiopia, women suffering from fistula had 

mean ages at first marriage and causative delivery of 14.7 and 17.8 

years respectively, were primiparous (64 percent), and delivered at 

home (44 percent) after a labor that lasted for 3.8 days on average 

(Muleta 2004).  

Traditional fistula narrative  

The traditional narrative corresponds to the frequent characterization of women with fistula. It 

describes fistula as being mainly of obstetric origin, occurring after prolonged or obstructed labor 

(usually more than 24 hours). The woman usually developed fistula at a young age during the delivery of 

her first child, often resulting in a stillbirth. She is described as poor, rural, and uneducated. She may 

have lived for many years with fistula before finding her way to treatment. Often, the woman is 

abandoned by her husband or family because of her condition and is stigmatized. Many of the women 

Figure 2. Trend in % of Iatrogenic Fistula, FC+-

Supported Sites in Bangladesh, 2016–2018 

Former Obstetric Fistula patient at 

Kumudini Hospital, Mirzapur, Tangail. 

Credit: Karen Beattie 
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still waiting for repair after many years have complex fistula and must be referred to those with more 

advanced skills and expertise. 

This narrative was slightly different in Bangladesh in 2013. 

Women with urogenital fistula managed at the NFC (DMC) of 

the Dhaka Medical College and Hospital had a mean age of 35.9 

years, were illiterate, married early, and were from poor families 

(Aalpona et al. 2018). Most of these women (67.2 percent) were 

multigravida, did not receive antenatal care or ANC (88.46 

percent), and developed their fistula after laboring for 48 hours 

or longer (59.61 percent) with vaginal delivery (59.61% percent) 

at home (57.69 percent). It is fair to say that OF crosses all ages 

and parities, with untreated obstructed labor being the 

proximate determinant.  

The new fistula narrative  

The changing etiology of fistula in Bangladesh described above, 

along with the findings from this assessment, highlight a 

confluence of two fistula narratives. Adjoining the traditional 

characterization of a woman with OF, we must now recognize 

the inclusion of the woman with IF. In this category, she appears to be aged 30 years or more, married 

with one or two live children, not necessarily poor. Her fistula may result from hysterectomy or C-

section (or other pelvic surgeries) performed by unskilled or unqualified surgeons, often in the private 

sector. These surgeons were frequently described in interviews as “all body surgeons” suggesting that 

they set themselves up to do whatever surgery is needed, without the prerequisite training or skills.  

This profile has been described in other countries. According to a study by Raassen et al., conducted in 

2014 using data from 11 countries, women suffering from OF were generally younger (28.6 versus 41.9 

years), shorter (153.3 versus 158.5 cm, p<0.01), and had suffered longer with their fistula (36.8 versus 

25.2 months) compared with those with an IF of gynecological cause (Raassen 2014). Overall, the mean 

ages were above what is traditionally reported for OF (Delamou et al. 2015). Raassen et al. also 

reported elsewhere that among women with ureteric injuries following obstetric and gynecologic 

surgery in developing countries (including Bangladesh), 71 to 75 percent were living with their husband 

(Raassen 2018). 

  

Former iatrogenic fistula patient at HOPE 

Foundation and Hospital, Cox’s Bazar. 

Credit: Karen Beattie 
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Main Drivers of Fistula in Bangladesh  

• Home delivery high 

despite significant 

progress over past 

decade. Half of 

Bangladeshi women still do 

not deliver with skilled 

birth attendants nationwide 

(NIPORT, icddr,b, & 

MEASURE Evaluation 2017). 

Some divisions like 

Mymensingh, Sylhet, and 

Barisal have a proportion of 

home delivery of more than 

60 percent. It is reasonable 

to believe that in divisions where home delivery is high, the risk of OF may be higher, while the 

risk of IF may be higher in divisions where C-section rate is high (see Figure 3).  

• High total fertility rate and low contraceptive use. The divisions where home delivery is 

high (see Figure 3) including Sylhet, Mymensingh, and Chittagong have total fertility rates (TFRs) 

of 2.5 or higher and the lowest contraceptive prevalence rates (NIPORT 2018a). This means 

that these divisions have more deliveries, most of which will occur at home, exposing women to 

obstructed or prolonged labor. 

• Insufficient access to delivery care and emergency obstetric care at peripheral level. 

According to the latest BDHS (2018), 47 percent of pregnant women participated in four ante-

natal care (ANC) visits, as recommended by the World Health Organization (WHO). Only 26 

percent of women from the poorest quintile as compared to 78 percent from the richest 

quintile delivered in a facility (NIPORT 2018a). In Bangladesh, 4 out of 10 facilities (excluding 

community clinics) do not offer normal delivery services, 55 percent of facilities do not have a 

staff person trained in delivery care, and only 12 percent of facilities have guidelines related to 

basic emergency obstetric care (BEmOC) and comprehensive emergency obstetric care or 

CEmOC (NIPORT et al. 2018b). Stakeholders interviewed frequently mentioned the lack of 

delivery rooms in many health facilities. In addition, monitoring normal delivery is not part of the 

skills expected from medical students and residents during their training.  

• Skilled birth attendance. In Bangladesh, 52 percent of deliveries are done by medically 

trained providers. Family welfare visitors or FWVs (0.7 percent) and community skilled birth 

attendants or CSBA (0.5 percent) play a marginal role because most FWVs are retiring and have 

not been replaced in a long time, and there are not enough trained CSBAs to replace them 

(NIPORT 2018b). The Bangladesh Midwifery Society was established in 2010 and a three-year 

diploma in midwifery that meets the International Confederation of Midwives’ (ICM’s) standards 

for education was launched in 2013 with support from WHO and the United Nations 

Population Fund or UNFPA (Bogren 2017). As of 2016, this training program had a yearly intake 

of 975 students (Ibid.) which seems insufficient to oversee the half of the 3.1 million deliveries 

Figure 3. C-sections and Home Deliveries 2016 by Division 
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occurring in Bangladesh yearly without skilled birth attendance (NIPORT, icddr,b, & MEASURE 

Evaluation 2017). 

• Sociocultural barriers (low awareness, illiteracy, poverty). Thirty-two percent of 

women aged 20 to 24 years are married before the age of 16 years, and 28 percent of 

adolescents aged 15 to 19 have begun childbearing (NIPORT 2018a). 

• High rate of C-section in public and private sectors. Stakeholders were alarmed at the 

very high and increasing rate of C-sections, and perceived abdomino-pelvic procedures (C-

sections and other pelvic surgeries) performed by unskilled or unqualified providers as the main 

drivers of the increasing trend in IF. This is particularly alarming in the growing and less 

regulated private health sector. In the study by Raassen et al., 96.3 percent of C-sections 

resulting in IF were performed by clinical officers, assistant medical officers, or medical officers, 

while the remaining causative C-sections (3.7 percent) were done by specialist surgeons and 

registrars. As for uterus-related procedures that resulted in IF, 259 out of 342 (75.7 percent) 

were performed by clinical officers, assistant medical officers, or medical officers, leaving only 

24.3 percent causative procedures performed by specialist surgeons and registrars (Raassen et 

al. 2014). 

• High rate of hysterectomy. A review of the literature revealed that hysterectomy is the 

most common major gynecological procedure in Bangladesh (Begum et al. 2016; Nazneed et al. 

2016). A retrospective study over a decade (2001–2010) in a medical college in Dhaka found 

that total abdominal hysterectomy accounted for 50 to 70 percent of the total major operations 

over the period (Nazneen et al. 2016). The most common indications for hysterectomy were 

fibroid (approximately 36 percent), dysfunctional uterine bleeding (20 percent), and pelvic 

inflammatory disease (13 percent). Some authors reported that in Bangladesh hysterectomy is 

usually performed to improve quality of life rather than to cure life-threatening conditions 

(Ibid.). One reason suggested is that hysterectomy is indicated for many benign conditions in 

addition to malignancies (Chowdhury et al. 2011). 

ASSESSMENT QUESTION 2. WHAT ARE THE EQUITY ISSUES ASSOCIATED WITH 

ACCESS TO FISTULA TREATMENT SERVICES IN BANGLADESH? 

The Continuum of Fistula Care 

The assessment team focused its inquiry and analysis on this question around the continuum of care for 

women with fistula: prevention, treatment, and reintegration.  

Prevention 

The necessary conditions to prevent OF do not differ from those to improve maternal health generally, 

and to increased access to emergency obstetric care specifically. The conditions leading to fistula are the 

same as those referenced in the “three delays model” (see Figure 4): delay in seeking care, delay in 

arriving at care, and delay in receiving quality care on arrival at a facility (Thaddeus & Maine 1994). 

Addressing these delays is therefore the basis of prevention programming. 
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Figure 4. Three Delays Model as It Relates to Fistula 

 
 

As noted previously, the Government of Bangladesh, through the MOHFW and its relevant directorates, 

has policies and guidelines that do address actions that would address OF, although reference to OF is 

sparse. These include the 4th HPNSP, the maternal health strategy, and the draft NSOF, all addressing 

the period from 2017 to 2022. Development partners, including UNFPA and USAID, have been 

supporting initiatives that specifically address fistula. However, as of the assessment, there was no 

specific government operational plan to address fistula. The second NSOF, now in draft, must be 

approved before this can be costed and an implementation plan developed. 

One group of respondents suggested that improvements in maternal health are largely due to 

advancements in general socioeconomic status rather than prevention programming. On the other hand, 

a recent report attributes improved performance to a health system “pursuing women-centric, gender-

equity sensitive and highly-focused health programs in family planning, maternal and child health, 

immunization, nutrition interventions, through the work of widely deployed community health workers 

reaching all households” (Center for Research and Information 2018). The reality probably lies in both 

socioeconomic advancement and improved programming.  

Data, documents, and respondents confirmed that literacy is increasing, and educational attainment of at 

least some secondary school for ever-married women has now reached 52 percent (NIPORT 2018a). 

Participation in ANC has increased, with 47 percent of women receiving four or more ANC visits 

during their pregnancy, although there are some questions about the quality of those visits (Ibid.). The 

team was told that birth preparedness sessions are conducted at community clinics with the 

recommendation that women save 1 taka (approximately .012 U.S. dollars) per day to pay for 

transportation costs, if needed, at delivery. Referral slips are available at community and upazila levels to 

facilitate referrals if a pregnancy is deemed high risk or if a complication occurs.  
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Delay seeking care 
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• Geograghic constraints

• Economic constraints

• Lack of preparedness 

Delay reaching facility 
leads to fistula • Poor referral mechanisms

• Lack of skilled providers

• Poor quality services

Delay getting quality of 
care leads to fistula



 

STRATEGIC ASSESSMENT OF USAID BANGLADESH FISTULA PROGRAM / 15 

Fistula is never an emergency, and as it is a relatively rare event, is given low priority. This could well be 

a factor in the low number of patients identified and annual repairs in Bangladesh nationally. Patient 

identification is key. 

Despite the significant achievements in Bangladesh in addressing 

maternal mortality and access to emergency obstetric care, in 

our interactions with facility managers, providers, and women, 

we were told that knowledge about fistula remains low within 

communities, and among providers who are not specifically 

involved in fistula service delivery. Some data to bear this out are 

described above in the answer to assessment question 1 (see 

also Box 1). 

FC+- and Fistula Foundation-supported fistula centers do 

conduct awareness campaigns, organizing community fistula 

diagnosis events (CFDE) or outreach programs through which 

they educate communities and identify potential patients. A 

frequent comment was that many women with fistula do not 

want to come forward for treatment, especially those with OF 

who have been suffering for a long time. They have 

accommodated their condition and fear intervention.  

According to multiple respondents, information about fistula is not yet integrated into government 

community health programming or behavior change communication (BCC) programs. Awareness 

programs promote skilled birth attendance and facility delivery, but do not create awareness about 

fistula, which would assist in patient identification and referral, in addition to prevention. During the 

assessment, we spoke to 30 women at different facilities who had had fistula repair. For most of them, it 

had been several years before they were able to access treatment because they were ashamed and tried 

to hide the condition, and/or because they had sought care but had been turned away or told to come 

back at another time, presumably because the provider was unaware of treatment options. In addition, 

they had not met anyone else with their condition prior to, or after, receiving treatment. Only one 

woman indicated she had subsequently referred another woman for services.  

It was frequently repeated that community clinics could play a significant role in increasing awareness 

about fistula, its prevention, and the availability of treatment. The same is true for nurses, midwives, 

FWVs, and family welfare assistants (FWAs) at upazila or union level facilities. 

Cultural reasons, such as conservative beliefs on gender roles, concerns about quality of care, and socio-

economic differentials, appear to account for the high number of home-based deliveries as cited 

previously. There is a growing trend for facility-based deliveries in the private sector. Data show 50 

percent home delivery, 14 percent in public sector facilities, 32 percent in private sector facilities, and 4 

percent at NGO facilities. The data also show a significant difference in wealth quintiles with 78 percent 

of the wealthiest quintile delivering in facilities, while among the poorest, this number is 26 percent 

(NIPORT 2018a).  

Box 1. Fistula patients 

recovering from surgery at a 

facility in Dhaka reported: 

• Myths abound in the community 

that this condition is incurable.  

• No information about the 

condition or referral was 

available from health care 

facilities.  

• Close family members came to 

know about services for long-

existing complaints at this 

hospital and encouraged them 

to come.  

• They did not have information 

about the condition or 

treatment until they arrived at 

this hospital.  
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The rise in C-Sections and other pelvic surgery as a cause of genital fistula 

Data also show that C-sections as a percentage of deliveries nationally has grown from 9 percent in 

2007 to 33 percent in 2017 (NIPORT 2018a). Stakeholders interviewed frequently mentioned the lack 

of delivery rooms in many health facilities. One third of 

deliveries in Bangladesh — one million — are by C-section 

every year (Ibid.). However, as deliveries in the private 

sector have grown, the C-section rate in private sector 

facilities has reached 84 percent, while in the public sector 

it is 36 percent and in the NGO sector it is 40 percent 

(Ibid.). When asked about why there had been this 

significant increase, respondents offered several reasons 

(see Box 2). 

Access to C-sections has contributed to the decline in 

maternal mortality but may have also contributed to a rise 

in morbidity, in particular, of IF.  

While we have no national data for Bangladesh on IF, 

concern about the increase was repeated in every interview 

with policy makers, managers, and providers. In its annual 

report to USAID for 2017/2018, the FC+ project reported 

that of 323 diagnosed fistula cases, 50.2 percent were 

deemed to be the result of obstetric causes, while 42.7 

percent were the result of trauma, up from 39.4 percent in 2016/2017 (Fistula Care Plus 2018a.) At one 

clinic in Dhaka which serves complex cases, the team was informed that about 42 percent of cases were 

iatrogenic. One respondent noted that “most fresh fistulae are iatrogenic.” 

The team was told that there had been a huge increase in private sector provision of delivery care. 

Some providers reportedly have brokers who receive fees of about 1,000 taka (approximately $12) to 

refer clients to private clinics, and they wait outside or in overcrowded outpatient departments. They 

prey on concerns about the quality of care and confidence that services or supplies will be available. 

Respondents repeatedly expressed concern about the lack of regulation or accountability in the private 

sector, and the lack of evidence for quality of care.  

While warning signs of delivery complications are discussed by providers in ANC and BCC programs, it 

appears that no information is shared about the relative risks of elective C-sections. The government is 

now reportedly taking steps to include private clinics in reporting on C-sections. There is a need to 

retrain providers on the indications for C-sections, hysterectomies, and other pelvic surgeries, as well as 

managing and monitoring vaginal delivery.  

Catheterization as prevention 

Catheterization is a significant tool in the prevention and conservative treatment of fistula. Intrapartum, 

catheterization during prolonged and obstructed labor keeps the bladder empty to facilitate the passage 

of the baby (Arnoff et al. 2017). The catheter also prevents overdistension of the bladder which, by 

definition, impairs blood flow to bladder tissue, which is the final common pathway to fistula formation. 

Immediately following prolonged or obstructed labor, catheterization may prevent fistulae from forming, 

“although the evidence base is minimal” (Ibid.). Last, in the postpartum period, a growing body of 

Box 2. Reasons offered for 

increasing C-section rates: 

• Women fear pain — epidural not 

routinely practiced or trained for 

• Poor training — lack of knowledge 

about indications for C-sections 

• Less experience with vaginal delivery 

— older staff are retiring and 

younger staff are not receiving 

adequate training 

• Impact of “quacks” and “all body 

surgeons” 

• Lack of professional ethics 

• Regulation and accountability are not 

in place 

• Lack of delivery rooms in some 

private sector centers 

• Money 
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evidence suggests that catheterization of a bladder with a small, fresh fistula may close the fistula 

spontaneously without surgical intervention (Waaldijk 2004; Bellhouse 2017).  

The assessment team asked facility managers and providers about catheterization in these instances. At 

medical colleges and fistula centers, it was reported that these procedures were being followed and that 

catheterization post-obstructed labor was usually for between 14 to 21 days. However, in an upazila 

health center and in private facilities visited, there were no catheters available and women were referred 

for services. In FC+/Bangladesh annual report data, during the period of 2014 to 2018, only 19 cases 

were conservatively treated with catheterization out of 1,343 repairs (Fistula Care Plus 2018a).6  

Treatment 

Data 

Equity in treatment centers around access to quality, safe, skilled surgical repair. The assessment team 

visited the 10 busiest centers and surveyed reporting to major program supporters such as the FC+ 

project and the Fistula Foundation.7 There were limitations to the data retrieved. The team was unable 

to gain access to the national DHIS2 data, or to data from UNFPA support. Table 2 reflects data from 

verbal reports during interviews, and the FC+ DHIS2 system and annual report (Fistula Care Plus 

2018a). 

Table 2. Summary of Fistula Repairs, 2018 

Facility Est. 2018 Repairs 

DMC/NFC 169 

HOPE Foundation and Hospital 100 

MAMM’s Institute of Fistula and Women’s Health 70 

LAMB Hospital 67 

Rangpur Medical College 39 

Kumudini Hospital 37 

Ad-din Khulna 34 

BSMMU/UFC 16 

Ad-din Dhaka 15 

Dr. Muttalib's Community Hospital 12 

Total 559 

 

There is a lack of concordance in the data presented in Table 2.8 For some, the data represent the 

calendar year. For others, they represent a different time period according to reporting schedules — 

e.g., July 2017 to June 2018. For some, the numbers represent only the number of fistula repairs 

                                                 
6 The total number of fistula repairs during the same time period was 1,324. Twelve prolapse surgeries were performed. 

Supported sites also performed 689 ancillary surgeries as agreed with USAID/Washington, D.C., including 483 3rd- and 4th- 

degree perineal tears.  

7 Undoubtedly, there are scattered places that provide fistula repair services, but these were undetectable to the assessment 

team through any reports.  

8 In a presentation by EngenderHealth staff, we were given the total number of repairs in 2018 as 782 by the government, FC+, 

and others. These latter data were reportedly gathered by phone (S. K. Nazmul Huda, personal communication).  
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(obstetric and iatrogenic). Others include complete perineal tears, while for others we could not be 

entirely sure if POP was included in these figures. With the exception of Rangpur Medical College, the 

data include repairs performed either in the gynecology department or 

the Fistula Center at any given facility and did not capture services 

provided in the urology department. In several interviews, we were told 

that the national DHIS2 tracked fistula repair activity, but at most 

facilities, the providers were unaware of the indicators or the process 

for reporting. (see Box 3).  

Stakeholders interviewed reported that the overall number of repairs 

appeared to be gradually decreasing, while the number of IF cases was 

markedly increasing. There is very little specific information published 

on IF in Bangladesh (Fistula Care Plus 2016). Subjectively, we noted that 

in all of the wards visited, the majority of the women recovering from, 

or waiting for, surgery had experienced IF. Surgeons verbally reported 

that the proportion of IF cases ranged from less than 5 percent to more 

than 80 percent. The survey published by FC+ found the rate in their 

funded sites in Bangladesh to have doubled from about 16 percent in 

2016 to more than 30 percent in 2018 (Ibid.).  

Revisiting Table 2 above, the overall total number of repairs in a year is quite a low figure for a nation 

with such a large population as Bangladesh. No site in Bangladesh is providing care at what would be 

considered a high caseload. Even the busiest centers provide between 75 to 100 repairs per year. This is 

quite a small number when compared to facilities in other parts of the world; for example, in West 

Africa there are individual sites that might perform 1,000 fistula repairs in a single year. It is significant 

that three of the top four busiest fistula centers in Bangladesh are private not-for-profit institutions 

supported by donor funding rather than government facilities. As stated elsewhere, the Government of 

Bangladesh does not currently have a costed implementation plan for the as-yet-unapproved draft  

NSOF. Stakeholders interviewed lamented that the government was perceived as not providing support 

for fistula. 

Quality of care  

Observation of fistula sites in Bangladesh revealed that they were up to the global standards in physical 

facilities with more than adequate space for women, and plenty of staff to cover the relatively low levels 

of activity. We were told that several sites could do more if they had better instruments, although fistula 

surgery requires only instruments that should be found at any hospital providing basic surgical services. 

Surgeons were asked questions to ascertain their use of evidence-based practice. Despite significant 

efforts by FC+ to roll out the findings and the subsequent WHO guidelines internationally, only one 

center had implemented the recently announced WHO guidelines on catheter management after fistula 

repair (WHO 2018). This was the first prospective trial aimed at changing practices based on evidence. 

Changing practices based on generations of tradition, emulating the practices of one’s mentor, rather 

than by weighing evidence, is not unique to the world of fistula. Change will come, but requires 

persistence on the part of WHO, EngenderHealth, policy makers, practitioners, and funders. Few 

respondents were aware of specific safe surgery practices that might reduce the risk of IF (WHO 2009). 

Box 3. Repair Activity 

and Reporting 

• Fistula repair is 

happening at low levels 

in Bangladesh. 

• Private facilities provide 

the bulk of fistula care. 

• No individual site is busy 

enough to maintain 

surgeon skills at high 

levels.  

• Reporting of repair 

activity is not systematic. 

• There is a lack of 

awareness of DHIS2 

indicators and reporting. 

system 
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Surgeons were asked about the outcomes of their work. FC+-supported sites reported activity to 

EngenderHealth’s DHIS2 database using outcomes indicators (closed and dry, closed but incontinent, 

and not closed), as well as major complications reporting. The HOPE Foundation and Hospital maintains 

its own records and uses similar outcome measures. The DGHS 

reported that outcomes indicators for fistula repair do exist 

within the national DHIS2 system, but most treatment facilities 

were unaware that these existed.  

Levels of care and complexity 

The assessment team explored the levels of care available at a 

given center. Institutions and surgeons need to be able to 

accommodate simple (or basic), intermediate, and advanced (or 

complex) repairs.  

Individual fistula cases might be considered complex simply 

because of the severity of injury. Classically, injuries associated 

with severe scarring, impaired access/exposure, or extensive 

loss of local tissues would be considered difficult to repair (see 

Box 4). But fistula is known to also accompany a broad range of 

other injuries associated with untreated obstructed labor 

(Arrowsmith et al. 1996). Many women need other medical and 

surgical treatment modalities besides closure of the hole 

comprising the fistula defect. These women require a broad 

range of options for care, including a variety of medications, 

physiotherapy, and surgical interventions. All sites 

acknowledged the growing importance of the subset of women 

deemed incurable. Urinary diversion is currently the only care offered to these women and only a small 

percentage of women are eligible — for social, geographic, and programmatic reasons. MAMM’s 

Institute does some diversions. Others have been performed at the urology department of the DMC. 

Referral for these women is made sporadically, rather than systematically. One might also include 

treatment options for related injuries these women endure, such as foot-drop and infertility. Since these 

related maladies affect so many women after untreated obstructed labor, it is difficult to designate a site 

as a “Center of Excellence” where these capabilities are lacking.  

The assessment team found that the menu of repair capabilities that a full-service fistula center might be 

expected to offer is only available at MAMM’s Institute, although there are a few gaps even here. The 

NFC (DMC) and the BSMMU UFC both receive referrals for complex care, and in turn refer patients 

either to a urology department or to MAMM’s Institute. In some cases, care for women needing these 

ancillary services at the two fistula centers are delayed until an expert comes to assist (either Prof. 

Sayeba from MAMM’s Institute or a visiting expatriate expert.) The team found that except for cases 

sent to Prof. Sayeba at MAMM’s Institute, referrals for advanced care were made to the Department of 

Urology at a Government of Bangladesh medical college hospital. Only one facility — Rangpur Medical 

College (where all repairs were done by a urologist on staff) — had urology as a part of the in-house 

fistula team. It seems that many women are referred for tertiary fistula care to the DMC (or less 

commonly MAMM’s Institute), and then sent onward for definitive care from the urology department.  

Box 4. Clinical skills to address 

complex fistula injuries:  

• Ability to deal with severe 

scarring leading to impaired 

access/exposure for surgery 

• Urethra reconstruction 

(neourethra) for severe urethral 

damage or loss 

• Reconstruction of the vagina 

• Reimplantation to reroute the 

ureter to the bladder 

• Bladder enlargement or 

augmentation 

• Medical and surgical interventions 

to treat post-repair incontinence 

related to loss of continence 

mechanism 

• Urinary diversion for irreparable 

injuries 

• Physiotherapy and rehabilitation 

for foot-drop 

• Treatment of infertility 
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When surgeons were asked which cases they felt unprepared to handle, one sub-type consistently 

mentioned was the “high” fistula, or those located at the proximal end of the vagina near the cervix, or, 

for women with fistula after hysterectomy, where the cervix once resided. The difficulty is that the 

defect can be hard to see and awkward to work with in this location. Strikingly, this scenario exactly 

describes the typical characteristic of the IF. It follows, then, that as 

the incidence of IF explodes, an increasing number of cases would 

require referral (see Box 5).  

The decreasing number of new OF cases is great news, but it does 

have implications for access to care. The backlog of women with 

fistula may include both women who have never had care, and those 

whose prior attempts at surgery failed because of the complexities 

noted above. Some women may be waiting because of the lack of 

advanced-level capabilities at local sites, and many failed cases are 

considered too difficult for further repair attempts until advanced 

services can be accessed. As a dwindling number of new OF cases 

(some simple, many complex) cycle into this pool of women, the 

group inevitably drifts more and more toward the complex end of 

the spectrum (see Box 5). 

The distribution of difficulty among fistula repairs does not follow a classic “bell-shaped curve.” It has 

long been known that difficult cases are over-represented (Genadry et al. 2007). It is also known that 

the first attempt at repair is the patient’s best opportunity for a successful outcome (Roenneburg et al. 

2006). In an ideal world, all fistula surgery would be performed by the individuals with the most 

experience and broadest skill-sets. It is a compromise to patient quality of life to turn over this “golden 

moment” to less-skilled surgeons for reasons of programmatic design. The low caseload in Bangladesh 

brings this into particularly sharp focus as one considers who might best be performing fistula repairs.  

Caseload and training 

WHO has recommended the minimum number of cases required to acquire a full set of skills in fistula 

repair (300) and to maintain them through ongoing practice of about 150 repairs per year (Lewis & de 

Bernis 2006). During interviews, we were informed that there are approximately 2,500 gynecologists 

and 250 urologists in Bangladesh. As of 2016, UNFPA estimated that out of the 108 surgeons that had 

been trained in fistula repair, 68 remained in-country, of which 58 were active and four to five perform 

the bulk of all repairs in the nation (personal communication, UNFPA). In 2018, Bangladesh reported 

559 fistula repairs nationally, which, based on the WHO standard referenced previously (150 repairs per 

year), suggests Bangladesh can only support, maintain, and advance the skills of three to four surgeons. 

More experienced surgeons capable of advanced repairs are nearing retirement age. The reality is that 

currently, no fistula repair sites have caseloads sufficient to allow training to an advanced level to fill this 

coming void. Several gynecologists told us that they would appreciate sponsorship to be trained to a 

higher skill level at some overseas site, but the current caseload would not support maintenance of 

these new skills even if this investment were made.  

The vexing issue in applying these considerations to programming is that very few individual treatment 

sites reported a backlog of women awaiting surgery. LAMB Hospital reported a stable waiting list of 

about 60 women who were provided with services during visits by experts on a roughly quarterly basis. 

Yet none of the other sites reported any waiting time for care. So, the backlog relates to inadequate 

Box 5. Programming 

considerations 

• Fistula repair requires a 

broad range of surgical 

capabilities. 

• The pool of complex cases 

is growing. 

• There is still a significant 

backlog of women to be 

treated. 

• Women needing treatment 

are yet to be identified and 

referred. 
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outreach and patient identification. The answer to dealing with the backlog, at least at this point, does 

not lie with building or equipping new facilities, as we found unutilized capacity at each fistula ward 

visited. Nor is the solution found in training more surgeons; as noted above, the caseload per individual 

provider falls well below the WHO recommendations for minimal activity levels required to maintain 

surgical skills.  

Reintegration 

Reintegration has at least three components: 

• Counseling and support to identify women with fistula and to help them undergo surgery. This 

may require transportation support to a repair facility, and nutrition or other adjunct 

treatments to ensure that women are fit for surgery. 

• Facility-based rehabilitation, which may include nutrition, physical therapy, continued 

psychosocial support, and discharge guidance. 

• Community-based reintegration, which would encompass engaging with communities and 

community groups to address stigma, and to identify educational, vocational, or income 

generation opportunities for women who have received fistula repair, as well as family support.  

In the earlier days of fistula programming, women with OF either did not attend for services because of 

a lack of awareness of surgical repair, or because they had limited access to repair. This resulted in some 

women living for long periods with social stigma, and some were abandoned with little or no means of 

support. By contrast, women with IF often come, or are referred, for treatment early, suggesting less 

exposure to stigma or loss of social status and support.  

Reintegration for women with fistula remains the least developed component of the fistula care 

continuum. We believe that reintegration begins with patient identification and support for treatment. 

This is the first step in helping women with fistula to return to a life without fistula. There is wide 

variation in reintegration programs across facilities and across countries. Most services do provide 

physical rehabilitation services. Most do not provide support after surgery and discharge, while some 

provide extensive support for educational, skills development, or income generation. Although little 

research has been done until recently, it has become generally accepted that tailoring support to focus 

on individual needs is necessary (El Ayadi 2019). Not all women are abandoned by their families or cast 

out of their communities. Some women are able to have their fistula repaired relatively quickly while for 

others they may have lived for 20 or more years with the condition and this may have some bearing on 

their degree of abandonment and need for support. Some women are able to have a child after their 

surgery, while others are not. Some women are left with physical damage that is inoperable.  

During the assessment, we found little evidence of reintegration programs. Current fistula programming 

supported by USAID and other development partners have limited options to provide support. We 

were told that the reintegration program that had been implemented at the Dhaka Medical College had 

ceased for lack of funding. We met a few women who were trained as fistula advocates, whose main 

task is to increase awareness in their communities and to help refer women. At MAMM’s Institute, one 

former fistula patient had been hired to help at the facility. We also visited the Ad-din Jessore micro-

credit program, which serves a dual function of identifying potential fistula patients and providing 

opportunities for micro-credit post-repair. At the HOPE Foundation and Hospital, four women received 
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donated sewing machines, and women who were recovering from surgery were provided with supplies 

to make beaded jewelry that they could sell.  

USAID, UNFPA, and others placed an initial emphasis on funding reintegration programs to address this 

vulnerability. In Bangladesh, and many other places, these programs have not been evaluated, and have 

fallen by the wayside due to a lack of funding and a change in ideology regarding the desire to tailor 

support to individual needs.  

Bangladesh has many social safety net programs and community development organizations that are 

well-placed to begin to explore individual needs for post-repair economic and educational opportunities, 

as well as care for those women whose fistula is deemed inoperable. 

ASSESSMENT QUESTION 3. WHICH IMPLEMENTATION APPROACHES HAVE 

YIELDED THE BEST RESULTS UNDER THE USAID-FUNDED FISTULA CARE PLUS 

PROGRAM? 

Under the global ACQUIRE project, EngenderHealth Bangladesh began its involvement in fistula in 2003 

when it conducted the first Situation Analysis of OF in Bangladesh referenced in our answer to 

Assessment Question 1 (Waiz et al. 2003). The global FC+ project operated with field support from the 

USAID mission in Bangladesh from 2013 and was a follow-on to the global fistula care project, which 

operated from 2007 to 2013, also with field support from the mission. 

The following section summarizes where FC+/Bangladesh has implemented activities. This is not 

intended to be an exhaustive list of FC+ activities, but rather to highlight areas that appear to have 

provided good results or should be considered as best practices for continuation in the future. It 

includes key elements of global activity and research that have either been implemented in Bangladesh 

or are important for future consideration in Bangladesh.  

Partnerships: The project established partnerships to increase awareness and advocacy on prevention 

and treatment, through the MOHFW, DGHS, DGFP, UNFPA, Obstetrics and Gynecology Society of 

Bangladesh (OGSB), MaMoni, and NGO Health Service Delivery Project (NHSDP). FC+ participates in 

both the national fistula task force convened by the DGHS, and the technical working group on fistula. 

FC+ provided advocacy and input to the development of the two national strategies on fistula — 2013 

to 2016, and 2017 to 2022. The second strategy, contracted by UNFPA, is currently a draft under 

review by relevant ministries and awaiting approval. Supported by FC+/Bangladesh, position papers have 

been issued by the OGSB on Iatrogenic Fistula in Bangladesh (Banu & Begum 2017), and a document 

entitled, Jashore [Jessore] recommendations on Women with Persistent Fistula Related Disorders (PFRD) has 

been developed and shared.  

Innovations in Patient identification: In collaboration with BRAC, during its tenure as a partner, 

the project developed the fistula-related symptom recording form — commonly known as the “4Q 

checklist,” meaning “four question checklist” — and a process known as a community fistula diagnosis 

event (CFDE). The questions were designed to identify women with continuous leakage of urine or 

feces that began after a birth, including what type of delivery she had. The field test of this approach was 

conducted over six months in 2016, among 409,626 ever-married women in Faridpur District by BRAC 

community health workers who were oriented on fistula and suspected case identification. The This was 

an acronym, and this is what it stood for.  However, since BRAC has now advanced beyond its original 

mandate, and is the largest NGO worldwide, it is known simply as BRAC in Bangladesh, or BRAC 

International for its international work.  I would leave it as BRAC, but leave it to the editor’s discretion. 
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The 4Q checklist was used for screening and referral of fistula and complete perineal tears. Women 

who consented were given a clinical exam and, if confirmed, referred for treatment. There were 149 

confirmed cases and 121 were referred for repair surgery, suggesting a prevalence of 3.64 per 10,000 

ever-married women. This compared favorably to the MMVS, which was also conducted in 2016 and for 

which FC+ (global and Bangladesh) was a key implementation partner. The MMVS provided an estimated 

prevalence of 3.78 per 10,000 ever-married women (Ghose et al. 2018). In 2017/2018, the project 

conducted six CFDEs on a smaller scale in collaboration with supported sites and also introduced the 

approach to the USAID-funded NHSDP.  

Community mobilization: Following recent guidance of the MOHFW to engage with community 

clinics, the project supported the development of action plans for a fistula-free society starting with 

community clinics and referring as appropriate. Actions include prevention, case identification, treatment 

facilitation, services for women deemed incurable, rehabilitation and reintegration services, mobilization 

of communities, and documentation and reporting. The action plans provide a roadmap for communities 

to follow in addressing genital fistula. 

Schoolgirls for a Fistula-Free Bangladesh: In May 2017, FC+/Bangladesh launched an initiative to 

reach schoolgirls with messages on prevention and treatment of fistula with the goals of educating, 

empowering, enabling, and engaging school girls to end fistula. This novel approach aims to educate girls 

and have them become fistula champions who advocate with their families, relatives, and neighbors. 

They are encouraged to refer women to health centers for ANC and safe delivery, and to use the 4Q 

checklist. If they do so, they earn points related to specific actions. Seven hundred girls have been 

enrolled since 2017, and eight girls have been certified as fistula champions.  

Establishment of Prevention and Treatment Services: The project collaborated with BSMMU to 

establish a new university fistula center. Under the previous ACQUIRE and fistula care projects, it also 

established treatment services at Ad-din hospitals in Dhaka and Khulna, and Kumudini Hospital, and 

supported existing services or surgeons at LAMB Hospital, MAMM’s Institute of Fistula and Women’s 

Health, and Dr. Muttalib’s Community Hospital. In addition, a FC+ presentation to the assessment team 

revealed that the project supported prevention in three facilities, and from 2014 to 2017 collaborated 

with BRAC in identifying and referring potential fistula patients.  

Number of Repairs: The team received a presentation of national program data at country level that 

showed that between 2003 and 2018, approximately 7,849 repairs were performed in Bangladesh by 

government facilities, sites supported by EngenderHealth and USAID, and other actors, for an average of 

523 procedures per year. Approximately 35 percent of the total repairs during this period (more than 

2,700) were conducted by USAID-supported sites (Ibid.).9 FC+ DHIS2 data beginning from 2014 (when 

DHIS2 was first instituted) to 2018 show a total of 2,025 surgical procedures including 1,324 fistula 

repairs, 12 POP repairs, and 689 ancillary surgeries (of which 483 are 3rd- and 4th-degree perineal 

tears).10 

                                                 
9 The FC+/Bangladesh country project manager informed us that the data from other sources had been gathered informally by 

phone.  

10 USAID/Washington, D.C., approved the inclusion of nine ancillary surgeries, which contributes to achieving a good outcome 

for the patient.   
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Standardized Training: The project actively promoted the use of the 2011 standardized Global 

Competency-based Fistula Surgery Training Manual, jointly developed by the International Federation of 

Gynecology and Obstetrics, the International Society of Obstetric Fistula Surgeons, UNFPA, 

EngenderHealth, and the Royal College of Obstetricians and Gynecologists. Prior to the introduction of 

this manual, there was no standardized approach to training. In 2017 to 2018, six surgeons received 

ongoing training and one surgeon received an initial training. While the number of surgeons trained is 

small, this is because of the complexity of training ob/gyns, especially in facilities with low caseload. As 

noted previously, because of the surgeon training supported by EngenderHealth and others, services 

were begun at BSMMU and Ad-din Hospitals. This support increased the number of facilities and 

surgeons available to provide care. In addition, in 2017 to 2018, 119 non-surgical personnel received 

training in pre- and post-operative care (mostly doctors and nurses), 18 individuals participated in a 

training of trainers on fistula prevention and treatment (doctors and nurses), and 282 individual 

community health workers received an orientation on fistula prevention and treatment (Fistula Care 

Plus 2018a). 

Promoting Safe Surgery: FC+/Bangladesh and the global project have laid a foundation to advance 

the concepts of safe or safer surgery for fistula in Bangladesh. The safer surgery initiative has been 

steadily growing internationally over the past five years, recognizing that 5 billion people lack access to 

safe and affordable surgical and anesthesia care (G4 Alliance 2018). While women in Bangladesh have 

increased access to emergency obstetric care, including access to C-sections, the increasing challenge of 

IF suggests a focus on the safety, quality, and indications for surgery is a necessary intervention for the 

future.  

The FC+ project collaborated with the MAMM’s Institute of Fistula and Women’s Health and BSMMU 

to host two workshops on safe surgery practices with representation from government policy makers, 

development partners, and medical institutions. The global project has produced a “Safe Surgery 

Toolkit,” webinar, and a series of other tools to assist in achieving this goal (Fistula Care Plus 2018).  

Calling Attention to IF: “Iatrogenic causes appear to contribute significantly to the burden of genital 

fistula in low-income countries” (Fistula Care Plus 2016). As noted previously, the international fistula 

community has identified IF, caused by C-section, hysterectomy, or repair of a ruptured uterus as a 

major cause of concern. FC+ conducted a study on this trend in 2015/2016 in five countries — 

Bangladesh, the Democratic Republic of the Congo (DRC), Niger, Nigeria, and Uganda — reviewing its 

own routine program monitoring and evaluation data from 2014 to 2016. It also surveyed clinicians at 

these sites and FC+ partners conducted case reviews at selected sites in Bangladesh, the DRC, and 

Niger. In Bangladesh, case reviews conducted at four supported hospitals between 2012 and 2014 

(n=248) revealed that 27 percent (67 cases) were iatrogenic, and that percentage has increased in 

subsequent years (see Figure 2). This compares to 8 percent in the DRC and 10 percent in Niger. The 

study also revealed that 75 percent of iatrogenic cases reviewed in Bangladesh in that time period (2012 

to 2014) resulted from hysterectomies. The project published a technical brief including a call for action 

to raise awareness about IF and developed an advocacy network to promote solutions (Fistula Care Plus 

2016). FC+/Bangladesh presented these results at workshops in Bangladesh and this led to the Position 

Paper on Iatrogenic Fistula in Bangladesh produced by the OGSB in May 2017 (Banu & Begum 2017).  

Alarmed at the growing rate of C-sections and consequent concern about IF, the global project focused 

attention on these subjects. It collaborated with the London School of Hygiene and Tropical Medicine to 

conduct and report on research that resulted in a publication entitled, “The Landscape of Cesarean 
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Section in Sub-Saharan Africa and South and Southeast Asia” (Benova et al. 2017). This study 

documented challenges experienced in both Bangladesh and Tanzania, and assessed a recent, comparable 

nationally representative survey — demographic and health survey — which gathers data from 44 

countries. The study noted that many women receive unnecessary interventions, putting them at higher 

risk of morbidity and mortality. Additionally, the authors expressed concern that minimum standards of 

safety and quality could not be met, thereby increasing risks for both mother and child. The project also 

convened a technical consultation in collaboration with the maternal health task force in which 

representatives from different countries presented information on the current provision of C-sections, 

including an assessment of global trends and areas of concern in safety and quality. The consultation led 

to recommendations and a call to action to build bridges between the maternal health and safe surgery 

communities, to establish criteria and accreditation processes for facilities providing C-sections, and to 

promote midwifery-led labor management in all settings, to name a few (Fistula Care Plus and Maternal 

Health Task Force 2017). 

Introduction of Standardized Indicators: EngenderHealth was the first organization to develop and 

implement a standardized set of indicators across all USAID-supported programs to monitor the 

outcomes of fistula surgeries. This is important when considering the quality of care and standardization 

of training, and providing data for program management. FC+/Bangladesh was instrumental in supporting 

the integration of seven indicators into the national DHIS2 system (see Table 3) and provided training to 

hospital partners on the DHIS2 indicators, as well as two training programs with the DGHS. During the 

assessment team’s visit, FC+ project partners noted reporting their data to FC+, which was then 

entered into the national DHIS2 system. For non-FC+ partners, while most were able to provide 

information on numbers of repairs, there was little information available to the team on outcomes and 

most seemed unfamiliar with the DHIS2 system. It was also noted that repairs done by urologists were 

unlikely to have been captured in formal reporting.  

Table 3. Standardized Indicators for Fistula and Perineal Tears Integrated into 

Bangladesh’s National DHIS2 Reporting System 

# Bangladesh DHIS2 Indicator 

23 # of genital fistula repair surgeries 

24 # of genital fistula patients discharged closed and dry 

25 # of genital fistula patients discharged with a closed fistula, but with remaining incontinence 

26 # of genital fistula patients discharged with fistula not closed 

27 # of 3rd/4th-degree perineal tear repair surgeries 

28 # of 3rd/4th-degree perineal tear repairs with fecal incontinence who were discharged closed and dry 

29 # of 3rd/4th-degree perineal tear repairs with fecal incontinence who were discharged not closed 

Source: DGHS 2018 

ASSESSMENT QUESTION 4. WHAT APPROACHES ARE BEING USED BY USAID 

FISTULA IMPLEMENTING PARTNERS IN TREATING OTHER MATERNAL 

MORBIDITIES, ESPECIALLY PELVIC ORGAN PROLAPSE? HOW EFFECTIVE HAVE 

THEY BEEN? 

FC+ was mandated to consider if and how services to address POP could be addressed and integrated 

in project support. This stemmed from earlier efforts at screening under the fistula care project when 

women with POP, who were experiencing debilitating symptoms, would arrive at a screening process 
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advertising free access to surgery for some specified symptoms, and be turned away because they did 

not have fistula. POP can be treated in high resource settings, but poor women rarely have access to 

such services and live for many years with serious untreated POP. An FC+-supported research paper 

indicated that 24 of 26 fistula treatment sites across five countries, including Bangladesh, reported a 

demand for POP services that is not fully met. Fifteen facilities (58 percent) reported either not meeting 

or not fully meeting the needs of the patients who arrive seeking services. Most (73 percent) also 

reported that they do not refer externally for POP services, and among those that do, patients may 

need to travel up to 320 km for services (Tripathi et al. 2018). Integration with fistula services would 

improve access for women experiencing maternal morbidities from centers with existing expertise and 

skills and may offer enhanced financial and human resources given the diverse pool of POP clients. 

Potential concerns about integration include the need for rigorous monitoring on the effect on women 

waiting for fistula services who may be poor and may wait longer for services because of the complexity 

of the repair (Ibid.).  

The FC+ project advocated for the inclusion of POP in the BMMS. As a consequence, the MMVS in 

Bangladesh also included questions and examination regarding POP. It found that more than half a 

million women in Bangladesh over the age of 15, including more than 89,000 women over the age of 65, 

suffered from third- and fourth-stage POP, and noted that the country has no strategic health plan or 

intervention program for screening and management of POP (MEASURE Evaluation et al. 2018). 

However, the assessment team found little evidence of POP repairs under FC+ in Bangladesh. We 

identified 12 POP cases in the DHIS2 data (FC+ DHIS2 2016). The assumption appears to be that POP 

is being addressed through ob/gyn departments at hospitals, although the estimate of half a million cases 

would suggest that the system is not able to address this effectively. As in other countries, the project 

did address third- and fourth-degree perineal tears, which has similar symptoms to fistula. According to 

the FC+ DHIS2 data, 483 cases of third- and fourth-degree perineal tears were repaired between 2014 

and 2018, out of 2,025 total surgeries, which represents 24 percent.11  

ASSESSMENT QUESTION 5. WHAT PENDING ISSUES AND/OR PROGRAMMATIC 

GAPS EXIST TOWARD ENDING FISTULA IN BANGLADESH, AND WHICH OF 

THESE GAPS AND ISSUES SHOULD USAID PRIORITIZE FOR PROGRAM 

INTERVENTION? 

The following are some pending issues or gaps that should be addressed. Additional thoughts are 

included in Section V, “Conclusions and Recommendations” below.  

Leadership 

Stakeholders interviewed repeatedly referenced the need for leadership as it relates to the continuum of 

care for fistula. Frequent changes in government assignments led to what one respondent described as 

institutional amnesia. Many stakeholders identified fistula as a development partners’ initiative, rather 

than an integral component of the MOHFW’s programs.  

Fistula is incorporated in government policies and plans. As previously noted, the draft second NSOF 

was prepared in 2016. The team reviewed the original version and a revision dated November 2017, but 

                                                 
11 With guidance from USAID/W, the FC+ project supports third- and fourth- degree perineal tears, but reports these 

numbers separately.  
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no further information was available on its status, other than that it is under review by various 

ministries.  

Mechanisms for coordination of implementation exist, including a national fistula task force, formally led 

by the minister of health, and a technical working group, led by the DGHS and supported by UNFPA. 

While the FC+ project participates in both groups, the national task force has not met since 2017. Both 

the DGHS and the DGFP play important roles in these coordination mechanisms, but it was noted by 

one respondent that while the directorate general of nursing and midwifery is a member of the task 

force, increasing and enhancing their involvement in programming could improve awareness of 

prevention and patient identification. Such centralized mechanisms were described as slow and uncertain 

organizational processes with multiple groups participating at varying levels of involvement.  

It is essential to follow up on the draft second NSOF to ensure that it is approved, to enable a costed 

plan to be developed, implemented, monitored, and evaluated. Without this in the near future, it will be 

challenging for Bangladesh to live up to the goal of ending fistula by 2030.  

The OGSB and the Bangladesh Association of Urological Surgeons can be important influencers in 

advancing both prevention and treatment of genital fistula, and future programming should engage both 

in this effort. As noted previously, the OGSB has made a statement about the increase in IF and at its 

recent annual meeting focused attention on the alarming C-section rate.  

Accountability 

The prevalence of C-sections and hysterectomies, reportedly by “unskilled and unqualified” individuals, 

and the increasing trend of IF were frequently raised in interviews along with a concern about 

accountability and the lack of monitoring. The overall data from the BDHS and the BMMS noted earlier 

suggest that Bangladesh should be addressing the alarming increase in C-section rates, especially in the 

private sector. If there are three million deliveries a year, and half of those take place at home, and an 

estimated one million C-sections are occurring each year, this suggests a major imbalance in caring for 

women in labor and delivery. Skilled staff need to be able to manage vaginal delivery in facilities that are 

set up to support labor and delivery, with C-sections being provided based on accepted medical 

indications. WHO has indicated that while everyone who needs one should have access to a safe C-

section, at the population level, C-section rates above 10 percent do not contribute significantly to 

reducing maternal or newborn mortality (WHO 2015). C-sections do not come without risks, which go 

beyond just the potential for IF. It should be noted that this issue is not unique to Bangladesh. 

While regulations exist for private institutions, we were frequently told that there is no monitoring or 

accountability for these institutions in place.  

Iatrogenic Fistula 

During our visits, we met with women who had been repaired, and the majority of these fistula cases 

had occurred after a C-section or a hysterectomy. It was unclear in some instances whether this had 

been preceded by prolonged or obstructed labor, but in many instances the women reported having had 

the procedure in a private facility. It was distressing to meet two young women who had had 

hysterectomies for reported “low abdominal pain” at the age of 19. Other hysterectomies were 

performed at the time of a C-section with no explanation to the woman, and these resulted in 

subsequent fistula. 
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Stakeholders interviewed looked to the government and the OGSB to ensure accountability for the 

quality and safety of surgical procedures, specifically C-sections. The assessment team recommends that 

the FC+ project’s call to action should be followed up: 

• Develop a consensus on the definition and classification of IF. 

• Promote consistent and complete documentation of fistula etiology. 

• Implement routine monitoring of IF, potentially terming it a sentinel event. 

• Design, test and implement standardized data collection tools to document IF. 

• Facilitate high quality, safe surgical care, through full engagement of ob/gyns and other providers 

in the growing global surgery movement. 

• Support a “minimum acceptable standard of care” and related guidelines and policies. 

• Standardize training and supervision regimens for those involved in C-section and other 

surgeries.  

• Improve surgical safety training.  

• Strengthen quality assurance systems, postoperative monitoring, and reporting of adverse 

events.  

• Improve decision-making regarding ob/gyn treatment options, particularly surgical procedures 

and indications-based surgical record-keeping (Fistula Care Plus 2016). 

Evidence-Based Services 

Catheterization plays an important role in addressing prolonged or obstructed labor (Lewis & de Bernis 

2006), in conservative treatment to address small fresh fistula that may be healed without recourse to 

surgery (Waaldijk 2004), and finally in implementing the WHO guidance on duration of bladder 

catheterization after surgical repair of simple obstetric urinary fistula (WHO 2018). FC+-supported 

facilities reported current use of catheterization as a prevention intervention following 

prolonged/obstructed labor, but minimal data were available.  

While FC+ has conducted workshops in Bangladesh on conservative treatment with a catheter, and on 

the outcome of an FC+/WHO study and subsequent recommendation on duration of bladder 

catheterization after surgical repair of simple fistula (WHO 2018), only one institution visited reported 

implementing these recommendations. Post-fistula repair catheterization was reported between 14 and 

21 days for simple repairs, instead of the now recommended seven days for simple fistula. There is a 

need to promote these changes in practice to improve quality of care for women, to contribute to 

improved outcomes, and to reduce costs of fistula care.  
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V. CONCLUSIONS AND RECOMMENDATIONS 

CONCLUSIONS 

The rights of women with fistula is a critical consideration in fistula programming and the continuum of 

care: prevention, treatment, and reintegration. Prevention touches upon free and timely access to 

quality, safe, and skilled emergency obstetric care. Treatment centers around access to quality, safe, and 

skilled surgical repair. Reintegration focuses on a woman’s ability to partake of a life that others in her 

community would normally expect to live, without stigmatization.  

Currently, it is estimated that just under 20,000 Bangladeshi women 

suffer from the debilitating symptoms of genital fistula. It is 

reasonable to assume that increased access to emergency obstetric 

care has contributed to a decline in new cases of OF due to 

prolonged or obstructed labor. It is also reasonable, however, to 

note that there is a perceived increase in IF due to surges in 

abdomino-pelvic surgeries. These 20,000 cases are likely to be 

complex cases requiring high levels of specific and varied skills to 

ensure that these women have the best possible opportunity for a 

cure. This suggests inevitable challenges to sustainable fistula 

programming in Bangladesh (see Box 6). We also need to recall that 

the MMVS found that an estimated half a million women in 

Bangladesh suffer from severe cases of POP.  

Because of the changing etiology of fistula in Bangladesh, we have 

seen that the traditional narrative of poor, rural, and uneducated 

young women experiencing obstructed labor and acquiring a fistula 

with their first pregnancy is also being forever changed to a new 

narrative with the rise of IF, affecting women now 30 years or 

more, married with one or two children, and not necessarily poor 

or residing in a rural area. Any strategic plan for fistula must take 

into account a series of new forces that were not envisioned at the 

beginning of a coordinated global effort to address the issue decades 

ago. The genital fistula demographic and epidemiological transition 

we found in Bangladesh suggests the need for a new programming 

paradigm. The growing importance of IF demands new prevention 

and treatment approaches in public and private sectors in 

Bangladesh. It is also reasonable to assert that the health system 

alone will not be able to address all aspects of reintegration. It is 

necessary, therefore, to engage with other ministries, other sectors, 

and communities to provide support to those women who need it after repair, or whose fistula is 

deemed inoperable. The Government of Bangladesh has different social safety net programs for poor 

and vulnerable women. Helping women access these programs would be beneficial. Integrating women 

with fistula into other existing community development activities would also be a priority.  

Bangladesh has stated its intention to comply with the UNGA resolution to end fistula by 2030. It will 

continue with implementing its goals to improve maternal health. However, it is imperative to quickly 

Box 6. Challenges to 

sustainable fistula 

programming in Bangladesh 

• Lack of approved strategy 

and costed implementation 

plan 

• Adapting to the change in 

fistula etiology 

• Need for new approaches to 

prevention to increase 

awareness and address IF 

• Likelihood of increasing 

complexity of remaining 

fistula cases 

• Low caseloads 

• Training existing ob/gyn 

surgeons to advanced skills 

with a low caseload 

• Inadequate use of national 

DHIS2 system to gather data 

on fistula and other pelvic 

floor disorders 

• New approaches to 

reintegration through 

linkages with social safety 

nets needed 

• Need for improved 

coordination of stakeholders 

and interventions 

• Addressing the needs of half 

a million women with POP 
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approve the draft second NSOF and develop and share a costed implementation plan to provide a 

roadmap to achieve this end. It is also imperative to raise the alarm now about the significant increase in 

C-sections in Bangladesh, especially in the private sector, to levels that are far beyond useful or 

acceptable according to WHO guidance, and that pose risks, including IF, about which women (and 

providers) may not be informed.  

The following recommendations are offered for consideration by USAID/Bangladesh and its partners to 

address this situation.  

RECOMMENDATIONS 

Revitalize and Reorient Fistula Programming and Services 

1. Strengthen active partnerships with government directorates, national task forces, technical 

working groups, professional societies, and other projects. 

2. Pursue and support the approval of the second NSOF, the development and sharing of a costed 

implementation plan for the strategy, and actions to respond to the OGSB position paper on IF 

and the Jessore recommendations on women with PFRD.  

3. Focus on fewer “hubs” for fistula surgery, strategically located geographically, and emphasize 

support for the ability of surgeons to serve a higher caseload and address complex cases, 

including a full range of pelvic reconstruction services.  

4. Promote, implement, and monitor the new WHO guidelines on catheterization after fistula 

repair. 

5. Support development of community action plans for a fistula-free society to include prevention, 

case identification, treatment facilitation, services for women deemed incurable, and 

rehabilitation and reintegration services.  

6. Support patient identification through CFDEs, and other outreach approaches, using the 4Q 

checklist, and refer and transport women to fistula treatment centers.  

7. Promote the use of the standardized fistula indicators through advocacy and training to enhance 

data collection and utilization. 

8. Reinforce the use of national DHIS2 data systems and monitor fistula data. This should be 

expanded to include etiology. 

9. Consider addressing the needs of half a million women estimated to suffer from severe cases of 

POP within a revitalized and reoriented fistula strategy.  

Revitalize and Reorient Training to Support Fistula Programming 

1. Integrate information on indications and relative risks for vaginal births and C-sections into 

training for frontline community health workers to be included in birth preparedness and ANC 

sessions.  

2. Integrate information and training on fistula into the work of other USAID-supported projects 

and government programs, emphasizing patient identification and referral, to increase 

community awareness and behavior change.  
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3. Integrate information and training on fistula awareness and identification into midwifery and 

other provider-training modules. 

4. Implement behavior change initiatives aimed at increasing skilled attendance at birth, increasing 

access to vaginal delivery services and reducing the number of C-sections performed without 

medical indications, the latter especially in the private sector.  

5. Train, or retrain, promote, implement, and support catheter use during and after 

prolonged/obstructed labor, and as conservative treatment for small fresh fistulae. 

6. Engage social welfare systems and ministries in addressing reintegration. Link with social safety 

net programs. Conduct research to tailor support for post-repair economic and educational 

opportunities.  

National Strategy to Highlight Life-Saving Aspects of Safe Surgery 

Advocate for a major national strategy to highlight life-saving aspects of safe surgery. This would include 

recommendations from the FC+ project’s call to action on IF: 

• Promote, implement, and monitor safer surgery practices and approaches.  

• Introduce and train on implementation of safe surgery checklists and toolkits. 

• Develop standardized data collection tools. 

• Establish indications-based surgical record-keeping. 

• Establish and monitor a “minimum acceptable standard of care.”  

• Strengthen quality assurance systems as they apply to surgical care, including post-operative 

monitoring and reporting of adverse events. 

• Research on private sector practices and outcomes in pelvic surgery (including, but not limited 

to, C-sections and hysterectomies). 

• Train and retrain providers in vaginal delivery. Consider introduction and utilization of epidurals 

for vaginal delivery (which are provided in the private sector). Include information on indications 

and relative risks for C-sections.  

• Train and retrain providers, where necessary, in C-section delivery, and other abdomino-pelvic 

surgeries, following accepted indications.  

Further recommendations discussed with USAID/Bangladesh may be procurement-sensitive and the 

team was requested to put these in a separate internal memorandum, not for public distribution.  
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ANNEX I. SCOPE OF WORK 

Assignment #:   644  [assigned by GH Pro] 

 

Global Health Program Cycle Improvement Project (GH Pro) 

Contract No. AID-OAA-C-14-00067 

 

EVALUATION OR ANALYTIC ACTIVITY STATEMENT OF WORK (SOW) 

Date of Submission:  September 06, 2018   

Last update:  11-26-18   

 

I. TITLE:   Strategic Assessment of USAID Bangladesh Fistula 
program   

 

II. Requester / Client 
 

 USAID Country or Regional Mission 

Mission/Division:  Bangladesh  /  Office of Population, Health, Nutrition & 

Education (OPHNE)  

 

III. Funding Account Source(s): (Click on box(es) to indicate source of 

payment for this assignment) 
 3.1.1 HIV 

 3.1.2 TB 

 3.1.3 Malaria 

 3.1.4 PIOET 

 3.1.5 Other public health threats 

 3.1.6 MCH 

 3.1.7 FP/RH 

 3.1.8 WSSH 

 3.1.9 Nutrition 

 3.2.0 Other (specify): Health 

 

IV. Cost Estimate: Note: GH Pro will provide a cost estimate based on this 
SOW 

 

V. Performance Period 
Expected Start Date (on or about):   o/a December 3, 2018    

Anticipated End Date (on or about):   May 31, 2019    

 

VI. Location(s) of Assignment: (Indicate where work will be performed) 
Bangladesh 

 

VII. Type of Analytic Activity (Check the box to indicate the type of analytic 

activity) 
EVALUATION: 

 Performance Evaluation (Check timing of data collection) 

 Midterm   Endline   Other (specify):   

Performance evaluations encompass a broad range of evaluation methods. They often incorporate before–after comparisons 
but generally lack a rigorously defined counterfactual. Performance evaluations may address descriptive, normative, and/or 

cause-and-effect questions. They may focus on what a particular project or program has achieved (at any point during or after 

implementation); how it was implemented; how it was perceived and valued; and other questions that are pertinent to design, 

management, and operational decision making 
 

 Impact Evaluation (Check timing(s) of data collection) 

 Baseline   Midterm   Endline   Other (specify):  
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Impact evaluations measure the change in a development outcome that is attributable to a defined intervention. They are based 
on models of cause and effect and require a credible and rigorously defined counterfactual to control for factors other than the 

intervention that might account for the observed change. Impact evaluations in which comparisons are made between 

beneficiaries that are randomly assigned to either a treatment or a control group provide the strongest evidence of a 

relationship between the intervention under study and the outcome measured. 
 

OTHER ANALYTIC ACTIVITIES 

 Assessment 
Assessments are designed to examine country and/or sector context to inform project design, or as an informal review of 

projects. 

 

 Costing and/or Economic Analysis 
Costing and Economic Analysis can identify, measure, value and cost an intervention or program. It can be an assessment or 
evaluation, with or without a comparative intervention/program. 

 

 Other Analytic Activity (Specify) 
 

 

PEPFAR EVALUATIONS (PEPFAR Evaluation Standards of Practice 2014) 

Note: If PEPFA-funded, check the box for type of evaluation 

 

 Process Evaluation (Check timing of data collection) 

 Midterm   Endline   Other (specify):     

      
Process Evaluation focuses on program or intervention implementation, including, but not limited to access to services, whether services 

reach the intended population, how services are delivered, client satisfaction and perceptions about needs and services, management 

practices. In addition, a process evaluation might provide an understanding of cultural, socio-political, legal, and economic context that 

affect implementation of the program or intervention. For example: Are activities delivered as intended, and are the right participants 
being reached? (PEPFAR Evaluation Standards of Practice 2014) 

 

 Outcome Evaluation 
Outcome Evaluation determines if and by how much, intervention activities or services achieved their intended outcomes. It focuses on 

outputs and outcomes (including unintended effects) to judge program effectiveness, but may also assess program process to 

understand how outcomes are produced. It is possible to use statistical techniques in some instances when control or comparison 

groups are not available (e.g., for the evaluation of a national program). Example of question asked: To what extent are desired 
changes occurring due to the program, and who is benefiting? (PEPFAR Evaluation Standards of Practice 2014) 
 

 Impact Evaluation (Check timing(s) of data collection) 

 Baseline   Midterm   Endline   Other (specify):  

       

Impact evaluations measure the change in an outcome that is attributable to a defined intervention by comparing actual impact to 
what would have happened in the absence of the intervention (the counterfactual scenario). IEs are based on models of cause and 

effect and require a rigorously defined counterfactual to control for factors other than the intervention that might account for the 

observed change. There are a range of accepted approaches to applying a counterfactual analysis, though IEs in which comparisons 

are made between beneficiaries that are randomly assigned to either an intervention or a control group provide the strongest evidence 
of a relationship between the intervention under study and the outcome measured to demonstrate impact. 

 

 Economic Evaluation (PEPFAR) 
Economic Evaluations identifies, measures, values and compares the costs and outcomes of alternative interventions. Economic 

evaluation is a systematic and transparent framework for assessing efficiency focusing on the economic costs and outcomes of 
alternative programs or interventions. This framework is based on a comparative analysis of both the costs (resources consumed)  and 

outcomes (health, clinical, economic) of programs or interventions. Main types of economic evaluation are cost-minimization analysis 

(CMA), cost-effectiveness analysis (CEA), cost-benefit analysis (CBA) and cost-utility analysis (CUA). Example of question asked: What is 

the cost-effectiveness of this intervention in improving patient outcomes as compared to other treatment models? 
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1 BACKGROUND 

Current USAID fistula project in Bangladesh: 

Project Title: Fistula Care Plus Project* 
Award Number: AID-OAA-A-14-00013 
Award Dates: December 12, 2014 to September 30, 2019 
Project Funding: Approximately $1m annual mission funding 
Implementing Organization(s):  EngenderHealth 
Project AOR: Sanjib Ahmed (Mission Activity Manager) 

Erin Mielke (Washington AOR) 
* This is not an evaluation of the Bangladesh Fistula Care Plus project. For this assessment, GH Pro will 

coordinate with the project, as they provide insights and context for fistula care in Bangladesh. 

 

Background of project/program/intervention (Provide a brief background on the country and/or sector 

context; specific problem or opportunity the intervention addresses; and the development hypothesis) 

Apart from broad maternal health support, USAID has been supporting fistula prevention, 
treatment, repair, and rehabilitation activities in Bangladesh continuously for the past 13 

years. The mission has been involved in the management of obstetric fistula successively 

through ACQUIRE, Fistula Care and Fistula Care Plus mechanisms successively since 2005.  
 
These USAID-funded activities as well as other partners’ investments have culminated in a significant 

reduction in the burden of obstetric fistula in the country from an estimated 1.69 per 1,000 married 

women in 2003 to 0.42 cases per 1,000 in 2016. This level of progress has informed the perspectives 

of the Government of Bangladesh as it develops its new Fistula Strategy. The mission is therefore 

undertaking this assessment with the ultimate aim of identifying and prioritizing the most relevant 

interventions that will be implemented under its portfolio toward ending fistula. 

 

Theory of Change of target project/program/intervention 

The Fistula Care Plus global project was designed to prevent, detect, and treat obstetric fistula and 

other debilitating maternal morbidities (e.g., pelvic organ prolapse) and assist countries to strengthen 

policy and the enabling environment to institutionalize fistula prevention, treatment, and reintegration; 

strengthen maternal health and family planning (FP) services in the public and private sectors. It was 

also to support fistula prevention and treatment; enhance community understanding and practices to 

prevent fistula, improve access to fistula treatment, reduce stigma, and support reintegration of 

women and girls with fistula; reduce transportation, communications, and financial barriers to 

accessing preventive care, detection, treatment, and reintegration support; and strengthen the 

evidence base for approaches to improve fistula care and scale up application of standard monitoring 

and evaluation (M&E) indicators for prevention and treatment. 

 

Strategic or Results Framework for the project/program/intervention (paste framework below) 

Goal: To strengthen health system capacity for fistula prevention, detection, treatment, and 

reintegration 

 
Objective 1 Strengthened enabling environment to institutionalize fistula prevention, 

treatment, and reintegration in the public and private sectors 
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Objective 2 Enhanced community understanding and practices to prevent fistula, improve 
access to fistula treatment, reduce stigma, and support reintegration of women and girls with 

fistula 

 
Objective 3 Reduced transportation, communications, and financial barriers to accessing 

preventive care, detection, treatment, and reintegration support 

 
Objective 4 Strengthened provider and health facility capacity to provide and sustain quality 

services for fistula prevention, detection, and treatment 

 
Objective 5 Strengthened evidence base for approaches to improve fistula care and scaled up 

application of standard M&E indicators for prevention and treatment 

 

What is the geographic coverage and/or the target groups for the project or program that is the subject 

of analysis? 

The expected beneficiaries and target group for the intervention are women living with, or at risk of 

developing obstetric fistula across Bangladesh. 

 

VIII. Purpose, Audience & Application 
A. Purpose: Why is this assessment being conducted (purpose of analytic activity)? Provide the 

specific reason for this activity, linking it to future decisions to be made by USAID leadership, 

partner governments, and/or other key stakeholders. 

With the imminent closeout of the field-supported Fistula Care Plus activity globally and in 

Bangladesh, the assessment will strategically guide the mission toward identifying priority fistula 

interventions post-Fistula Care Plus. 

 

B. Audience: Who is the intended audience for this analysis? Who will use the results? If listing 

multiple audiences, indicate which are most important.  

USAID Bangladesh 

 

C. Applications and use: How will the findings be used? What future decisions will be made 

based on these findings? 

The assessment will assist USAID Bangladesh to identify and prioritize interventions that will 
be implemented by USAID and its implementing partner(s) in the coming years to end fistula.  
The assessment will also assist USAID in its engagement with other development partners and private 

sector working on obstetric fistula to leverage the comparative advantages of all parties, promote 

synergy, and avoid duplication of efforts. 

 

IX. Evaluation/Assessment Questions & Matrix:  
• Questions should be: a) aligned with the evaluation/assessment purpose and the expected 

use of findings; b) clearly defined to produce needed evidence and results; and c) answerable 

given the time and budget constraints. Include any disaggregation (e.g., sex, geographic 

locale, age, etc.), they must be incorporated into the evaluation/assessment questions. 

USAID Evaluation Policy recommends 1to 5 evaluation questions. 

• State the method and/or data source and describe the data elements needed to answer the 

evaluation questions 
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 Assessment Question Method & Data Source 

1 What are the current social and 

demographic characteristics of 

Bangladeshi women suffering from 
fistula? What are the main drivers of the 

condition? What impact does fistula have 

on affected women and their families? 

The Bangladesh Maternal Morbidity Studies 

and other relevant reports on fistula.  

Site visits, program data reviews, and Focus 
Group Discussions (FGDs). 

2 What are the equity issues associated 

with access to fistula treatment services 

in Bangladesh?  

Desk reviews, Key Informant Interviews 

(KIIs), site visits, program data reviews. 

3 Which implementation approaches have 

yielded the best results under the 

USAID-funded Fistula Care Plus 
program? 

Desk reviews, Key Informant Interviews 

(KIIs), site visits, program data reviews. 

4 What approaches are being used by 

USAID fistula implementing partner in 
treating other maternal morbidities, 

especially pelvic organ prolapse? How 

effective have they been?  

Desk reviews, Key Informant Interviews 

(KIIs), site visits, program data reviews. 

5 What pending issues and/or 

programmatic gaps exist toward ending 

fistula in Bangladesh, and which of these 
gaps and issues should USAID prioritize 

for program intervention? 

Desk reviews, Key Informant Interviews 

(KIIs), site visits. 

 

Other Questions [OPTIONAL] 

(Note: Use this space only if necessary. Too many questions lead to an ineffective evaluation or 

analysis.) 

 

 

X. Methods: Check and describe the recommended methods for this analytic 
activity. Selection of methods should be aligned with the assessment 

questions and fit within the time and resources allotted for this analytic 

activity. Also, include the sample or sampling frame in the description of 
each method selected. 

General Comments related to Methods:  

 

 Document and Data Review (list of documents and data recommended for review) 

This desk review will be used to provide background information on the project/program, 

and will also provide data for analysis for this assessment. Documents and data to be 

reviewed include: 
• Situation Analysis of Obstetric Fistula in Bangladesh 2003 

• Morbidity Validation Study (MMVS) 2016 

• Prevalence of Obstetric Fistula and Pelvic Organ Prolapse in Bangladesh 2016 

• National Strategy on Obstetric Fistula 2013-2016 

• National Strategy for Obstetric fistula 2017-2022 
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• 4th Health, Population and Nutrition Sector Programme 2017-2022 

 

 Key Informant Interviews (list categories of key informants, and purpose of inquiry) 

• Government officials and policy makers in charge of women’s health, clinical care, fistula, 

rehabilitation 

• Service providers who manage fistula cases 

• Implementing partners, including Fistula Care Plus staff 

• Development partners engaged in fistula care 

• Civil society organizations engaged in fistula care 

• Professional groups, academics and researchers engaged in fistula care 

• USAID staff involved with fistula care 

 

 Focus Group Discussions (list categories of groups, and purpose of inquiry) 

Focus group discussions (FGDs) will be held with women living with fistula, repaired women, hospital 

staff, community leaders, women’s groups, fistula advocates, women on admission for fistula repairs, 

husbands/partners and family members of women with fistula. (As needed, Fistula Care Plus can assist 

with identifying FGD participants.) 

 

 Group Interviews (list categories of groups, and purpose of inquiry) 

Key informants may be interviewed in small groups of similar respondents, as long as all participants 

feel free to express their own opinions. 

 

 Client/Participant Satisfaction or Exit Interviews (list who is to be interviewed, and 

purpose of inquiry) 

 

 

 Survey (describe content of the survey and target responders, and purpose of inquiry) 

 

 

 Facility or Service Assessment/Survey (list type of facility or service of interest, and purpose 

of inquiry) 

 

 

 Observations (list types of sites or activities to be observed, and purpose of inquiry) 

Observation checklists and notes will be used to capture observations conducted at various levels of 

the Bangladesh health care delivery system where fistula prevention, counselling, identification, and 

repairs take place. 

 

XI. HUMAN SUBJECT PROTECTION 
The Analytic Team must develop protocols to insure privacy and confidentiality prior to any data 

collection. Primary data collection must include a consent process that contains the purpose of the 

assessment, the risk and benefits to the respondents and community, the right to refuse to answer 

any question, and the right to refuse participation in the assessment at any time without 

consequences. Only adults can consent as part of this assessment. Minors cannot be respondents 

to any interview or survey, and cannot participate in a focus group discussion without 

going through an IRB. The only time minors can be observed as part of this assessment is as part 

of a large community-wide public event, when they are part of family and community in the public 

setting. During the process of this assessment, if data are abstracted from existing documents that 

include unique identifiers, data can only be abstracted without this identifying information. 
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An Informed Consent statement included in all data collection interactions must contain: 

• Introduction of facilitator/note-taker 

• Purpose of the assessment 

• Purpose of interview/discussion/survey 

• Statement that all information provided is confidential and information provided will not be 

connected to the individual 

• Right to refuse to answer questions or participate in interview/discussion/survey 

• Request consent prior to initiating data collection (i.e., interview/discussion/survey) 

 

 

XII. ANALYTIC PLAN 
Describe how the quantitative and qualitative data will be analyzed. Include method or type of analyses, 

statistical tests, and what data is to be triangulated (if appropriate). For example, a thematic analysis of 

qualitative interview data, or a descriptive analysis of quantitative survey data. 

All analyses will be geared to answer the assessment questions. Additionally, the assessment 
will review both qualitative and quantitative data related to the project/program’s 

achievements against its objectives and/or targets. 

 
Thematic review of qualitative data will be performed, connecting the data to the assessment 

questions, seeking relationships, context, interpretation, nuances and homogeneity and 

outliers to better explain what is happening and the perception of those involved. Qualitative 
data will be used to substantiate quantitative findings, provide more insights than quantitative 

data can provide, and answer questions where other data do not exist. 

 
Use of multiple methods that are quantitative and qualitative, as well as existing data (e.g., 

project/program performance indicator data) will allow the Team to triangulate findings to 

produce more robust assessment results.  
 
The Assessment Report will describe the analytic methods employed in this assessment. 

 

XIII. ACTIVITIES 
List the expected activities, such as Team Planning Meeting (TPM), briefings, verification workshop with 

IPs and stakeholders, etc. Activities and Deliverables may overlap. Give as much detail as possible. 

Background reading — Several documents are available for review for this analytic 

activity. These include Fistula Care Plus proposal, annual work plans, M&E plans, quarterly 
progress reports, and routine reports of project performance indicator data, reports on 

maternal health obstetric fistula and female genital prolapse as well as survey data reports 

(i.e., DHS and MICS). This desk review will provide background information for the 
Assessment Team, and will also be used as data input and evidence for the assessment. 

Relevant Government of Bangladesh Health, and fistula strategy documents will also be 

provided to the team for a better understanding of the policy environment 
 

Team Planning Meeting (TPM) — A four-day team planning meeting (TPM) will be held 
at the initiation of this assignment and before the data collection begins. The TPM will: 

• Review and clarify any questions on the assessment SOW 

• Clarify team members’ roles and responsibilities 
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• Establish a team atmosphere, share individual working styles, and agree on procedures 

for resolving differences of opinion 
• Review and finalize assessment questions 

• Review and finalize the assignment timeline 

• Develop data collection methods, instruments, tools and guidelines 

• Review and clarify any logistical and administrative procedures for the assignment 

• Develop a data collection plan 

• Draft the assessment work plan for USAID’s approval 

• Develop a preliminary draft outline of the team’s report 

• Assign drafting/writing responsibilities for the final report 
 

Briefing and Debriefing Meetings — Throughout the assessment, the Team Lead will 

provide briefings to USAID. The In-Brief and Debrief are likely to include the all Assessment 
Team experts, but will be determined in consultation with the Mission. These briefings are: 

• Assessment launch, a call/meeting among the USAID, GH Pro and the Team Lead to 

initiate the assessment activity and review expectations. USAID will review the 
purpose, expectations, and agenda of the assignment. GH Pro will introduce the Team 

Lead, and review the initial schedule and review other management issues.  

• In-brief with USAID, as part of the TPM. At the beginning of the TPM, the 

Assessment Team will meet with USAID to discuss expectations, review assessment 
questions, and intended plans. The Team will also raise questions that they may have 

about the project/program and SOW resulting from their background document 

review. The time and place for this in-brief will be determined between the Team 
Lead and USAID prior to the TPM. 

• Workplan and methodology review briefing. At the end of the TPM, the 

Assessment Team will meet with USAID to present an outline of the 
methods/protocols, timeline and data collection tools. Also, the format and content of 

the Assessment report(s) will be discussed. 

• In-brief with Fistula Care Plus to review the assessment plans and timeline, and 

for the project to give an overview of the project to the Assessment Team. 

• The Team Lead (TL) will brief the USAID weekly to discuss progress on the 
assessment. As preliminary findings arise, the TL will share these during the routine 

briefing, and in an email. 

• A final debrief between the Assessment Team and USAID will be held at the end of 
the assessment to present preliminary findings to USAID. During this meeting a 

summary of the data will be presented, along with high level findings and draft 

recommendations. For the debrief, the Assessment Team will prepare a PowerPoint 
Presentation of the key findings, issues, and recommendations. The assessment 

team shall incorporate comments received from USAID during the debrief in the 

assessment report. (Note: preliminary findings are not final and as more data sources are 
developed and analyzed these finding may change.) 

• IP and Stakeholders’ debrief/workshop will be held with the project staff and 

other stakeholders identified by USAID. This will occur following the final debrief with 

the Mission, and will not include any information that may be procurement deemed 
sensitive or not suitable by USAID. 

 



 

STRATEGIC ASSESSMENT OF USAID BANGLADESH FISTULA PROGRAM / 40 

Fieldwork, Site Visits and Data Collection — The assessment team will conduct site 
visits for data collection. Selection of sites to be visited will be finalized during TPM in 

consultation with USAID. The assessment team will outline and schedule key meetings and 

site visits prior to departing to the field. 
 

Assessment Report — The Assessment Team under the leadership of the Team Lead will 

develop a report with findings and recommendations (see Analytic Report below). Report 
writing and submission will include the following steps: 

1. Team Lead will submit draft assessment report to GH Pro for review and formatting 

2. GH Pro will submit the draft report to USAID 
3. USAID will review the draft report in a timely manner, and send their comments and 

edits back to GH Pro 

4. USAID will manage implementing partner(s)’s (IP) review of the report and compile 
and send their comments and edits to GH Pro. (Note: USAID will decide what draft 

they want the IP to review.) 

5. GH Pro will share USAID’s comments and edits with the Team Lead, who will then 
do final edits, as needed, and resubmit to GH Pro 

6. GH Pro will review and reformat the final Assessment Report, as needed, and 

resubmit to USAID for approval. 
7. Once Assessment Report is approved, GH Pro will re-format it for compliance and 

post it to the DEC. 

The Assessment Report excludes any procurement-sensitive and other sensitive but 
unclassified (SBU) information. This information will be submitted in a memo to USAID 

separate from the Assessment Report. 

 
Data Submission— 
Where feasible, qualitative data that do not contain identifying information should also be submitted 

to GH Pro. 

 

XIV. DELIVERABLES AND PRODUCTS  
Select all deliverables and products required on this analytic activity. For those not listed, add rows as 

needed or enter them under “Other” in the table below. Provide timelines and deliverable deadlines for 

each. 

Deliverable / Product Timelines & Deadlines (estimated) 

 Launch briefing call December 12, 2018 

 In-brief with USAID in Dhaka January 6, 2019 

 Workplan and methodology review briefing January 10, 2019 

 Submit Workplan (must include questions, 

methods, timeline, data analysis plan, and 

instruments) 

January 11, 2019 

 In-brief with Fistula Care Plus January 10, 2019 

 Field visits January 14 – January 29, 2019 

 Routine briefings Weekly 

 Debrief with USAID with Power Point 

presentation 

February 3, 2019 

 IP & stakeholders findings review workshop 

with Power Point presentation 

February 4, 2019 
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 Draft report Submit to GH Pro: March 1, 2019 

GH Pro submits to USAID: March 11, 2019 

 Final report Submit to GH Pro: April 3, 2019 

GH Pro submits to USAID: April 10, 2019 

 Raw data (cleaned datasets in CSV or XML 

with codesheet) 

April 4, 2019 

 Report Posted to the DEC May 31, 2019 

 Other (specify):   

HOLIDAYS: 

December 25, 2018 ....... Christmas 

January 1, 2019 ............... New Year’s Day 

January 21, 2019 ............. Martin Luther King Jr Birthday (US) 

February 18, 2019 .......... Presidents’ Day (US) 

February 21, 2019 .......... Language Martyrs’ Day (Bangladesh) 

March 17, 2019 .............. Sheikh Mujibur Rahman’s birthday (Bangladesh) 

March 26, 2019 .............. Independence Day (Bangladesh) 

April 14, 2019 ................. Bengali New Year (Bangladesh) 

April 21, 2019 ................. Shab e-Barat (Bangladesh) 

May 1, 2019 ..................... May Day (Bangladesh) 

May 27, 2019 .................. Memorial Day (US) 

May 31, 2019 .................. Jumatul Bidah (Bangladesh) 

 

Estimated USAID review time 

Average number of business days USAID will need to review the Report?  10  Business days 

 

XV. TEAM COMPOSITION, SKILLS AND LEVEL OF EFFORT (LOE) 
Assessment team: When planning this analytic activity, consider: 

• Key staff should have methodological and/or technical expertise, regional or country experience, 

language skills, team lead experience and management skills, etc.  

• Team leaders for evaluations/assessments must be an external expert with appropriate skills and 

experience.  

• Additional team members can include research assistants, enumerators, translators, logisticians, 

etc. 

• Teams should include a collective mix of appropriate methodological and subject matter 

expertise. 

• Evaluations require an Evaluation Specialist, who should have evaluation methodological 

expertise needed for this activity. Similarly, other analytic activities should have a specialist with 

methodological expertise. 

• Note that all team members will be required to provide a signed statement attesting 

that they have no conflict of interest (COI), or describing the conflict of interest if 

applicable. 

Overall Team requirements:  

 
Team Lead: This person will be selected from among the key staff, and will meet the 

requirements of both this and the other position. The team lead should have significant 

experience conducting project evaluations and/or assessments. 

Roles & Responsibilities: The team leader will be responsible for (1) providing team leadership; 

(2) managing the team’s activities, (3) ensuring that all deliverables are met in a timely manner, 
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(4) serving as a liaison between the USAID and the assessment team, and (5) leading briefings 

and presentations.  

Qualifications:  

• Minimum of 10 years of experience in public health, which included experience 

in implementation of health activities in developing countries 
• Demonstrated at least 5 years of experience leading or conducting health sector 

project/program evaluation/assessments, utilizing both quantitative and 

qualitative methods 

• Excellent skills in planning, facilitation, and consensus building 

• Excellent interpersonal skills, including experience successfully interacting with 
host government officials, civil society partners, and other stakeholders 

• Excellent skills in project management 

• Excellent organizational skills and ability to keep to a timeline 

• Good writing skills, with extensive report writing experience 

• Experience working in the region, and experience in Bangladesh is desirable 

• Familiarity with USAID policies and practices including the evaluation policy 
 

Key Staff 1 Title: Fistula Assessment Specialist 

Roles & Responsibilities: Serve as a member of the assessment team, providing quality assurance 

on analytic issues, including methods, development of data collection instruments, protocols for 

data collection, data management and data analysis. S/He will oversee the training of all engaged 

in data collection, insuring highest level of reliability and validity of data being collected. S/He is 

the lead analyst, responsible for all data analysis, and will coordinate the analysis of all data, 

assuring all quantitative and qualitative data analyses are done to meet the needs for this 

assessment. S/He will participate in all aspects of the assessment, from planning, data collection, 

data analysis to report writing. 

Qualifications:  

• At least 10 years of experience in M&E procedures and implementation 

• At least 5 years managing M&E, including evaluations and/or assessments 

• Knowledgeable about fistula care, clinical background is preferred 
• Experience in design and implementation of evaluations and/or assessments 

• Strong knowledge, skills, and experience in qualitative and quantitative analytic 

tools 

• Experience implementing and coordinating others to implement surveys, key 
informant interviews, focus groups, observations and other evaluation and 

assessment methods that assure reliability and validity of the data. 

• Able to analyze quantitative data, which will be primarily descriptive statistics and 

cross-tabulations 

• Able to analyze qualitative data 
• Demonstrated experience using qualitative evaluation methodologies, and 

triangulating with quantitative data  

• Able to review, interpret and reanalyze as needed existing data pertinent to the 

evaluation 
• Strong data interpretation and presentation skills 

• Proficient in written and spoken English and Bangla language skills is desirable] 

• Good writing skills, including experience writing evaluation and/or assessment 

reports 
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• Familiarity with health programs/projects, particularly in the area of maternal 

health and/or obstetric fistula 
 

Key Staff 2 & 3 Title: Obstetric Fistula Specialist (2 consultants: 1 programmatic; 1 

clinical) 

Roles & Responsibilities: Serve as a member of the evaluation team, providing expertise 
in obstetric fistula. S/He will participate in planning and briefing meetings, data collection, 

data analysis, development of evaluation presentations, and writing of the Evaluation 

Report. 
Qualifications:  

• At least 8 years’ experience with Obstetric Fistula projects; USAID project 

implementation experience preferred 

• One consultant should have expertise in clinical/surgical fistula care 

• One consultant should have a strong background in health systems, policy, and 
community fistula care  

• Excellent interpersonal skills, including experience successfully interacting with 

host government officials, civil society partners, and other stakeholders 

• Proficient in English Language.  
• Good writing skills, including experience writing evaluation and/or assessment 

reports 

 
Other Staff Titles with Roles & Responsibilities (include number of individuals needed):  

Logistics / Research Assistant (1 consultant) will support the Assessment Team with all 

logistics and administration to allow them to carry out this assessment. The 

Logistics/Research Assistant will have a good command of English and Bangla. S/He will have 
knowledge of key actors in the health sector and their locations including MOH, donors and 

other stakeholders. S/He will also have experience assisting with data collection on research, 

assessment or evaluations in Bangladesh. To support the Team, s/he will be able to efficiently 
liaise with hotel staff, arrange in-country transportation (ground and air), arrange meeting and 

workspace as needed, and insure business center support, e.g. copying, internet, and printing. 

S/he will work under the guidance of the Team Leader to make preparations, arrange 
meetings and appointments. S/he will conduct programmatic administrative and support tasks 

as assigned and ensure the processes moves forward smoothly. This consultant will assist 

with data collection, and as needed, with data analysis and interpretation. S/He may also be 
asked to assist in translation of data collection tools and transcripts, if needed.  

 

Local Research Assistant (2 consultants) to assist the Assessment Team with data 
collection, analysis and data interpretation. The Local Research Assistants must be fluent in 

Bangla and at least one of them must be a physician. They will have basic familiarity with 

health topics, as well as experience conducting surveys, interviews and focus group 
discussion, both facilitating and note taking. Furthermore, they will assist in translation of data 

collection tools and transcripts, as needed. The Local Researchers will have a good command 

of English and Bangla. They will also assist the Team and the Logistics Coordinator, as 
needed. They will report to the Team Lead. 
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Will USAID participate as an active team member or designate other key stakeholders to as an active 

team member? This will require full time commitment during the evaluation or assessment activity. 

 Full member of the Evaluation Team (including planning, data collection, analysis and report 

development) – If yes, specify who: USAID/W & USAID/Bangladesh staff may join the team 

during data collection. USAID will confirm once the timeline is set. 

 Some Involvement anticipated – If yes, specify who:  

 No 

 

Staffing Level of Effort (LOE) Matrix: 

This LOE Matrix will help you estimate the LOE needed to implement this analytic activity. If you are 

unsure, GH Pro can assist you to complete this table. 

a) For each column, replace the label "Position Title" with the actual position title of staff needed 

for this analytic activity. 

b) Immediately below each staff title enter the anticipated number of people for each titled 

position.  

c) Enter Row labels for each activity, task and deliverable needed to implement this analytic 

activity. 

d) Then enter the LOE (estimated number of days) for each activity/task/deliverable corresponding 

to each titled position. 

e) At the bottom of the table total the LOE days for each consultant title in the ‘Sub-Total’ cell, 

then multiply the subtotals in each column by the number of individuals that will hold this title. 

 

Level of Effort in days for each Evaluation/Analytic Team member 

Activity / Deliverable 
Evaluation/Analytic Team 

Team Lead /  
OB Fistula Spec 

OB Fistula Spec 
Assessment 

Specialist 
Local 

Research Asst 
Logistics/ 

Research Asst 

1 Launch Briefing 0.5     

2 HTSOS Training 1 1 1   
3 Desk review 7 5 5 2 2 

4 Preparation for Team convening in-country     3 

5 Travel to country 2 2 2   

6 In-brief with Mission 0.5 0.5 0.5 0.5 0.5 
7 Team Planning Meeting 4 4 4 4 4 

8 Workplan and methodology briefing with 
USAID 

0.5 0.5 0.5 0.5 0.5 

9 Assessment planning deliverables: 1) 
workplan with timeline, assessment matrix, 
protocol (methods, sampling & analytic 
plan); 2) data collection tools 

     

10 In-brief with project 0.5 0.5 0.5 0.5 0.5 
11 Data Collection DQA Workshop (protocol 

orientation/training for all data collectors) 
2 2 2 2 2 

12 Prep / Logistics for Site Visits 0.5 0.5 0.5 1 2 

13 Data collection / Site Visits (including travel 
to sites) 

12 12 12 12 12 

14 Data analysis 5 5 5 5 5 

15 Debrief with Mission with prep 1.5 1.5 1.5 1.5 1.5 

16 IP & Stakeholder debrief workshop with 
prep 

1 1 1 1 1 

17 Depart country 2 2 2   

18 Draft report(s) 8 7.5 7.5 3 3 

19 GH Pro Report QC Review & Formatting      

20 Submission of draft report(s) to Mission      
21 USAID Report Review      

22 Revise report(s) per USAID comments 3 2 2 1 1 

23 Finalize and submit report to USAID      
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Activity / Deliverable 
Evaluation/Analytic Team 

Team Lead /  
OB Fistula Spec 

OB Fistula Spec 
Assessment 

Specialist 
Local 

Research Asst 
Logistics/ 

Research Asst 

24 USAID approves report      

25 Final copy editing and formatting      

26 508 Compliance editing      

 Eval Report(s) to the DEC      

 Total LOE  51 47 47 34 38 

 

If overseas, is a 6-day workweek permitted   Yes   No 

 

Travel anticipated: List international and local travel anticipated by what team members. 

Travel to 3 Divisions in Bangladesh where fistula treatment and community activities are being 

implemented. Specific locations to be determined. 

 

XVI. LOGISTICS  
Visa Requirements 

List any specific Visa requirements or considerations for entry to countries that will be visited by 

consultant(s): 

Bangladesh visa requirements are available online. 

 

List recommended/required type of Visa for entry into counties where consultant(s) will work 

Name of Country Type of Visa 

Bangladesh  Tourist  Business  No preference 

  Tourist  Business  No preference 

  Tourist  Business  No preference 

  Tourist  Business  No preference 

 

Clearances & Other Requirements 
Note: Most Evaluation/Analytic Teams arrange their own work space, often in conference rooms at their 
hotels. However, if a Security Clearance or Facility Access is preferred, GH Pro can submit an application 
for it on the consultant’s behalf.  

GH Pro can obtain Facility Access (FA) and transfer existing Secret Security Clearance for our 

consultants, but please note these requests, processed through AMS at USAID/GH (Washington, 

DC), can take 4-6 months to be granted. If you are in a Mission and the RSO is able to grant a 

temporary FA locally, this can expedite the process. FAs for non-US citizens or Green Card holders 

must be obtained through the RSO. If FA or Security Clearance is granted through Washington, DC, 

the consultant must pick up his/her badge in person at the Office of Security in Washington, DC, 

regardless of where the consultant resides or will work.  

 

If Electronic Country Clearance (eCC) is required prior to the consultant’s travel, the 

consultant is also required to complete the High Threat Security Overseas Seminar (HTSOS). 

HTSOS is an interactive e-Learning (online) course designed to provide participants with threat and 

situational awareness training against criminal and terrorist attacks while working in high threat 

regions. There is a small fee required to register for this course. [Note: The course is not required for 

employees who have taken FACT training within the past five years or have taken HTSOS within the same 

calendar year.]  

 

If eCC is required, and the consultant is expected to work in country more than 45 consecutive days, 

the consultant may be required complete the one week Foreign Affairs Counter Threat (FACT) 

course offered by FSI in West Virginia. This course provides participants with the knowledge and 
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skills to better prepare themselves for living and working in critical and high threat overseas 

environments. Registration for this course is complicated by high demand (consultants must register 

approximately 3-4 months in advance). Additionally, there will be the cost for additional lodging and 

M&IE to take this course.  

 
Check all that the consultant will need to perform this assignment, including USAID Facility Access, GH 

Pro workspace and travel (other than to and from post).  

 USAID Facility Access (FA) 

Specify who will require Facility Access:        

     

 Electronic County Clearance (ECC) (International travelers only) 

 High Threat Security Overseas Seminar (HTSOS) (required in most countries with ECC) 

 Foreign Affairs Counter Threat (FACT) (for consultants working on country more than 

45 consecutive days) 

 GH Pro workspace 

Specify who will require workspace at GH Pro:       

    

 Travel -other than posting (specify):         

     

 Other (specify):           

  

 

Specify any country-specific security concerns and/or requirements  

 

 

XVII. GH PRO ROLES AND RESPONSIBILITIES 
GH Pro will coordinate and manage the assessment team and provide quality assurance oversight, 

including: 

• Review SOW and recommend revisions as needed 

• Provide technical assistance on methodology, as needed 

• Develop budget for analytic activity 

• Recruit and hire the assessment team, with USAID POC approval 

• Arrange international travel and lodging for international consultants 

• Request for country clearance and/or facility access (if needed) 

• Review methods, workplan, analytic instruments, reports and other deliverables as part of the 

quality assurance oversight 

• Report production — If the report is public, then coordination of draft and finalization steps, 

editing/formatting, 508ing required in addition to and submission to the DEC and posting on GH 

Pro website. If the report is internal, then copy editing/formatting for internal distribution.  
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XVIII. USAID ROLES AND RESPONSIBILITIES 
Below is the standard list of USAID’s roles and responsibilities. Add other roles and responsibilities as 

appropriate. 

USAID Roles and Responsibilities 
USAID will provide overall technical leadership and direction for the analytic team throughout the assignment 

and will provide assistance with the following tasks: 
 
Before Field Work  

• SOW.  
◦ Develop SOW. 

◦ Peer Review SOW 
◦ Respond to queries about the SOW and/or the assignment at large.  

• Consultant Conflict of Interest (COI). To avoid conflicts of interest or the appearance of a COI, review 

previous employers listed on the CV’s for proposed consultants and provide additional information 
regarding potential COI with the project contractors evaluated/assessed and information regarding their 

affiliates.  

• Documents. Identify and prioritize background materials for the consultants and provide them to GH 

Pro, preferably in electronic form, at least one week prior to the inception of the assignment. 

• Local Consultants. Assist with identification of potential local consultants, including contact information.  

• Site Visit Preparations. Provide a list of site visit locations, key contacts, and suggested length of visit for 

use in planning in-country travel and accurate estimation of country travel line items costs.  

• Lodgings and Travel. Provide guidance on recommended secure hotels and methods of in-country travel 

(i.e., car rental companies and other means of transportation). 

 
During Field Work  

• Mission Point of Contact. Throughout the in-country work, ensure constant availability of the Point of 
Contact person and provide technical leadership and direction for the team’s work.  

• Meeting Space. Provide guidance on the team’s selection of a meeting space for interviews and/or focus 
group discussions (i.e. USAID space if available, or other known office/hotel meeting space).  

• Meeting Arrangements. Assist the team in arranging and coordinating meetings with stakeholders.  

• Facilitate Contact with Implementing Partners. Introduce the analytic team to implementing partners 
and other stakeholders, and where applicable and appropriate prepare and send out an introduction 

letter for team’s arrival and/or anticipated meetings. 
 
After Field Work  

• Timely Reviews. Provide timely review of draft/final reports and approval of deliverables. 

 

XIX. ANALYTIC REPORT 
Provide any desired guidance or specifications for Final Report. (See How-To Note: Preparing Evaluation 
Reports) 
Although this is not an evaluation, the criteria used for evaluation reports will be applied to this 

assessment; therefore, the Assessment Final Report must follow USAID’s Criteria to Ensure the 

Quality of the Evaluation Report (found in Appendix I of the USAID Evaluation Policy). 

• The report should not exceed 35 pages (excluding executive summary, table of contents, 

acronym list and annexes). 

• The structure of the report should follow the Evaluation Report template, including branding 

found here or here. 

• Draft reports must be provided electronically, in English, to GH Pro who will then submit it 

to USAID. 

• For additional Guidance, please see the Evaluation Reports to the How-To Note on preparing 

Evaluation Draft Reports found here. 

http://www.usaid.gov/sites/default/files/documents/1870/How-to-Note_Preparing-Evaluation-Reports.pdf
http://www.usaid.gov/sites/default/files/documents/1870/How-to-Note_Preparing-Evaluation-Reports.pdf
http://www.usaid.gov/evaluation/policy
http://usaidlearninglab.org/library/evaluation-report-template
http://usaidprojectstarter.org/content/usaid-evaluation-report-template
http://www.usaid.gov/sites/default/files/documents/1870/How-to-Note_Preparing-Evaluation-Reports.pdf
http://www.usaid.gov/sites/default/files/documents/1870/How-to-Note_Preparing-Evaluation-Reports.pdf
http://www.usaid.gov/sites/default/files/documents/1870/How-to-Note_Preparing-Evaluation-Reports.pdf
http://www.usaid.gov/evaluation/policy
http://usaidlearninglab.org/library/evaluation-report-template
http://usaidprojectstarter.org/content/usaid-evaluation-report-template
http://www.usaid.gov/sites/default/files/documents/1870/How-to-Note_Preparing-Evaluation-Reports.pdf
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USAID Criteria to Ensure the Quality of the Evaluation Report (USAID ADS 201): 
• Evaluation reports should be readily understood and should identify key points clearly, 

distinctly, and succinctly. 

• The Executive Summary of an evaluation report should present a concise and accurate 

statement of the most critical elements of the report. 

• Evaluation reports should adequately address all evaluation questions included in the SOW, 

or the evaluation questions subsequently revised and documented in consultation and 

agreement with USAID. 

• Evaluation methodology should be explained in detail and sources of information properly 

identified. 

• Limitations to the evaluation should be adequately disclosed in the report, with particular 

attention to the limitations associated with the evaluation methodology (selection bias, 

recall bias, unobservable differences between comparator groups, etc.). 

• Evaluation findings should be presented as analyzed facts, evidence, and data and not 

based on anecdotes, hearsay, or simply the compilation of people’s opinions. 

• Findings and conclusions should be specific, concise, and supported by strong quantitative 

or qualitative evidence. 

• If evaluation findings assess person-level outcomes or impact, they should also be 

separately assessed for both males and females. 

• If recommendations are included, they should be supported by a specific set of findings 

and should be action-oriented, practical, and specific. 

 

Reporting Guidelines: The draft report should be a comprehensive analytical evidence-based 

assessment report. It should detail and describe results, effects, constraints, and lessons learned, and 

provide recommendations and identify key questions for future consideration. The report shall follow 

USAID branding procedures. The report will be edited/formatted and made 508 compliant as 

required by USAID for public reports and will be posted to the USAID/DEC. 

 

The findings from the assessment will be presented in a draft report at a full briefing with USAID and 

at a follow-up meeting with key stakeholders. The report should use the following format: 

• Abstract: briefly describing what was assessed, assessment questions, methods, and key 

findings or conclusions (not more than 250 words) 

• Executive Summary: summarizes key points, including the purpose, background, assessment 

questions, methods, limitations, findings, conclusions, and most salient recommendations (2–5 

pages) 

• Table of Contents (1 page) 

• Acronyms 

• Assessment Purpose and Assessment Questions: state purpose of, audience for, and 

anticipated use(s) of the assessment (1–2 pages) 

• Project [or Program] Background: describe the project/program and the background , 

including country and sector context, and how the project/program addresses a problem or 

opportunity (1–3 pages) 

• Assessment Methods and Limitations: data collection, sampling, data analysis and limitations 

(1–3 pages) 

• Findings (organized by Assessment Questions): substantiate findings with evidence/data 

• Conclusions 

• Recommendations 

• Annexes 

https://www.usaid.gov/sites/default/files/documents/1870/201.pdf
https://www.usaid.gov/sites/default/files/documents/1870/201.pdf
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◦ Annex I: Assessment Statement of Work 

◦ Annex II: Assessment Methods and Limitations (if not described in full in the main 

body of the assessment report)  

◦ Annex III: Data Collection Instruments 

◦ Annex IV: Sources of Information 

• List of Persons Interviews 

• Bibliography of Documents Reviewed 

• Databases  

• [etc.] 

◦ Annex V: Statement of Differences (if applicable) 

◦ Annex VI: Disclosure of Any Conflicts of Interest 

◦ Annex VII: Summary information about assessment team members, including 

qualifications, experience, and role on the team.  

 

The assessment methodology and report will be compliant with the USAID Evaluation 

Policy and Checklist for Assessing USAID Evaluation Reports 

 

-------------------------------- 

The Assessment Report should exclude any potentially procurement-sensitive information. 

As needed, any procurement sensitive information or other sensitive but unclassified (SBU) 

information will be submitted in a memo to USIAD separate from the Assessment Report. 

-------------------------------- 

 

All data instruments, datasets (if appropriate), presentations, and the report for this 

assessment/analysis will be submitted electronically to the GH Pro Program Manager. All datasets 

developed as part of this assessment activity will be submitted to GH Pro in an unlocked machine-

readable format (CSV or XML). The datasets must not include any identifying or confidential 

information. The datasets must also be accompanied by a data dictionary that includes a codebook 

and any other information needed for others to use these data. Qualitative data included in this 

submission should not contain identifying or confidential information. Category of respondent is 

acceptable, but names, addresses and other confidential information that can easily lead to identifying 

the respondent should not be included in any quantitative or qualitative data submitted. 

 

XX. USAID CONTACTS 
 Primary Contact Alternate Contact 1 

Name: Joseph Monehin Sanjib Ahmed 

Title:  Deputy Director - Health Service Delivery  

USAID Mission Office of Population, Health, Nutrition and 
Education, USAID/Bangladesh 

 

Email: jmonehin@usaid.gov sanjibahmed@usaid.gov 

Telephone:  (+880) 2 5566 2311  

Cell Phone: (+880) 1 787 678 561  

 

List other contacts who will be supporting the Requesting Team with technical support, such as 

reviewing SOW and Report (such as USAID/W GH Pro management team staff) 
 Technical Support Contact 1 Technical Support Contact 2 

Name:   

Title:    

USAID Office/Mission   

Email:   

http://www.usaid.gov/sites/default/files/documents/2151/USAIDEvaluationPolicy.pdf
http://www.usaid.gov/sites/default/files/documents/2151/USAIDEvaluationPolicy.pdf
http://usaidlearninglab.org/sites/default/files/resource/files/mod11_summary_checklist_for_assessing_usaid_evaluation_reports.pdf
mailto:jmonehin@usaid.gov
mailto:sanjibahmed@usaid.gov
http://www.usaid.gov/sites/default/files/documents/2151/USAIDEvaluationPolicy.pdf
http://www.usaid.gov/sites/default/files/documents/2151/USAIDEvaluationPolicy.pdf
http://usaidlearninglab.org/sites/default/files/resource/files/mod11_summary_checklist_for_assessing_usaid_evaluation_reports.pdf
mailto:jmonehin@usaid.gov
mailto:sanjibahmed@usaid.gov
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Telephone:    

Cell Phone:   

 
XXI. OTHER REFERENCE MATERIALS 

Documents and materials needed and/or useful for consultant assignment, that are not listed above 

 

 

XXII. ADJUSTMENTS MADE IN CARRYING OUT THIS SOW AFTER 
APPROVAL OF THE SOW (To be completed after Assignment 

Implementation by GH Pro) 
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ANNEX II. DISCUSSION GUIDES  

POLICY MAKERS 

Each guide has an introduction and questions on prevention, treatment and reintegration. The Policy 

Makers guide also includes a general section which may be used with other development partners. The 

right-hand column link is a preliminary step in the development of an assessment matrix, linking the 

potential responses to the five questions in the Scope of Work. An assessment matrix will be formalized 

in the coming week.  

Introduction: 

• Introduce team members 

• Introduce purpose of assessment: 

We are gathering opinions from stakeholders to inform priorities for consideration by the USAID 
Mission/Dhaka for future programming on obstetric fistula in Bangladesh, in recognition of the draft 

National Strategy on Obstetric Fistula. If necessary, you may explain that the FC+ project will come to an end 

later in the year.  

• These opinions will be summarized in a report. Your name will not be attached to specific comments. 

• We have organized our questions around the continuum of care for OF – prevention, treatment and 
reintegration. (I’ll pull together a summary page on the definitions we might need to share e.g. primary, secondary, 

tertiary prevention, rehabilitation and reintegration.) 

• May we continue, and may we record and/or take notes during our conversation? 

 

Note: Given time available for interviews, it is possible that we may only have time to ask the general questions.    

General: 

Estimates from a validation study suggest that there are approximately 20,000 prevalent cases of 
obstetric fistula and half a million cases of pelvic organ prolapse in Bangladesh. There is a growing 
concern internationally about the increasing number of iatrogenic fistulae.   

 

The United Nations General Assembly recently called for the eradication (check UNFPA definition) of 

fistula by 2030, in line with the timetable for the Sustainable Development Goals.  
 
Given this context: 

1. In your view, when will Bangladesh have an updated, costed National Obstetric Fistula Strategy 
(2017-2022) and implementation plan or roadmap to address obstetric fistula?  

2. What are the key reasons (drivers) for the occurrence of fistula in Bangladesh? How can these 

be addressed? 
3. What trends have you observed in fistula in Bangladesh?  

4. What is your view about the current capacity in Bangladesh to achieve eradication by 2030?  
a. What is working well with current approaches? 
b. What might be needed to increase that capacity to ensure fewer incident cases and to 

address the backlog of cases? 
c. What are the main challenges women face in gaining access to fistula surgery? 

5. Do you anticipate that addressing pelvic organ prolapse will also to be included in that strategy? 
a. If yes, how? 
b. If not, how is POP to be addressed within the national system? 

6. In your view, what gaps remain to facilitate the eradication of fistula in Bangladesh? 

 

 
 
 

 

 

 
 
1 

 
 
1 

 
1/2 

3/5 
 
 

 
 

4 
 
 

5 

Prevention: 
1. What policy guidelines and implementation plans support the prevention of both obstetric and 

iatrogenic fistula?  

2. How are policies and implementation plans to prevent fistula integrated into maternal health 

care and facility delivery?   

3. What guidelines exist for referral for fistula services? 

 
2/3 

 

3 

 
3/5 
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a. For diagnosis 

b. For simple cases 

c. For more complex cases.   

Treatment: 

1. Eradication of fistula seems to be an achievable goal in Bangladesh.   
a. How would you define “eradication” in the fistula context? 
b. In your view, how can fistula be eradicated in Bangladesh? 

2. Many women with fistula are poor and unable to pay for, or easily access services.  How can 
more women have access to fistula treatment in Bangladesh? 

3. What is your opinion about the sustainability of fistula services? 

4. There has been increasing concern about a rise in iatrogenic fistula, in Bangladesh and in other 
countries.   

a. What, in your opinion, are the reasons for this? 
b. How can this be addressed? 

5. What accreditation and monitoring systems exist for private and public providers performing 

surgery?  How are surgical and obstetric care services monitored and evaluated? 

 

 
1/2/3 
2/3 

1/2/3/5 
 
1/2/3/5 

 
 

1/5 
3/5 
3/5 

Reintegration: 

1. What is the policy for long term follow-up for women after fistula surgery?  
2. What reintegration services are there for women treated for fistula in Bangladesh?   

a. Who are the beneficiaries of these services? 

b. Where are these offered?   
c. Which organizations offer these services?  

3. What policies encourage or facilitate reintegration services for women treated for fistula in 

Bangladesh? 
4. What is your opinion of the current situation regarding reintegration? 

a. How can reintegration be improved in the future? 

 

5 
3/4/5 
 

 
 

3/5 

 
3/5 
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FACILITY MANAGERS 

Introduction: 

• Introduce team members 

• Introduce purpose of assessment: 
We are gathering opinions from stakeholders to inform priorities for consideration by the USAID 

Mission/Dhaka for future programming on obstetric fistula in Bangladesh, in recognition of the draft 
National Strategy on Obstetric Fistula.  If necessary, you may explain that the FC+ project will come to an end 

later in the year.   

• These opinions will be summarized in a report.  Your name will not be attached to specific comments. 

• We have organized our questions around the continuum of care for OF – prevention, treatment and 

reintegration.  (I’ll pull together a summary page on the definitions we might need to share e.g. primary, secondary, 
tertiary prevention, rehabilitation and reintegration.) 

• May we continue, and may we record and/or take notes during our conversation? 
 

Prevention: 

1.  What is the coverage of this facility? 

a. Geographic area 

b. Population coverage  

2. What MCH-FP services are available at the facility? 

3. What is the staffing of this facility for MCH-FP? 

4. Does this facility conduct: 

a. Deliveries 

i. If yes, do you have data on the number of obstructed labor cases in the past 

year, and can you share that? 

ii. If no, where do women go for delivery at a facility? 

b. C-sections 

i. If no, where do you refer women who require a C-section? 

ii. If yes, do you have data on the outcomes of those C-sections in the past year, 

and can you share that? 

iii. If yes, what indications are used for conducting C-sections? 

c. Fistula repairs or repairs for pelvic organ prolapse 

i. If no, why not? 

ii. If no, where do you refer women to, and do you have data on the number of 

referrals? 

5. In your view, what approaches have yielded the best results in identifying women with fistula?   

6. In your view, what approaches have yielded the best results in preventing obstetric fistula? 

7. In your view, what are the most significant gaps that need to be addressed in order to eradicate 

fistula? 

 

1 

 

 
1, 2 
1, 2 

 
 
 

1 
 

 
 
1 

1 
 

1 
 
1 

 
 

 
3 

3 

5 

Treatment: 

1. Many women with fistula are poor and unable to pay for, or easily access services. How can 
more women have access to fistula treatment in Bangladesh? 

2. What is your opinion about the sustainability of fistula services? 

3. How many of the following surgeries were done were done at your facility in 2018? 2017? 
a. Fistula repairs 
b. Fistula-related procedures for fistula clients (incontinence surgery, genital 

reconstruction, urinary diversion)  
c. Pelvic organ prolapse repairs 

d. 3rd and 4th degree Perineal tears? 

4. How is quality for these services measured at your facility? 
a. What are the outcomes indicators used for patients? 

b. What is the system for sentinel event reporting?  (Deaths/major complications)  

1/2/3/5 

1/2/3/5 
 

1/2 

 
1/2 
1/2/4 

 
1/2/4 

3/5 

3/5 
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i. What actions are taken after a sentinel event report? 
c. Oversight of quality: 

i. Who sees reporting on fistula care offered at your facility? 
ii. What feedback do you receive on that reporting? 

d. Which checklists or other safe-surgery tools are in use at your facility? 
e. What other safe-surgery policies are in place at your facility? 

5. When are fistula services offered?  

a. Routinely (whenever a new client needs service) 
b. During specific focused periods (often called “camps”)? 

6. For a fistula client screened today, how long would it be before her repair could be performed? 

 

Other: 

7. Are client accommodation/transportation support offered at your facility? 
a. Who is eligible for support? 

i. Are new clients supported to come initially to the facility? 

ii. Do clients receive support to return for follow-up? 
iii. Are transport and accommodation costs for family/support companions 

offered?  

b. Who funds these services? 
8. How do you approach the issue of sustainability of fistula services at your facility? 

9. Is surgeon training offered at your hospital? Nursing training?  Other training? 
a. How are your trainers certified? 

10. What are the barriers preventing your center from performing more repairs each year? 
11. If your surgeons currently provide only simple repairs, what would be required for them to 

move to a higher level of skills? 

12. What is the capacity for growth of fistula repair services at your facility? 

 
 

 
 

3/5 
 
 

 
2/3/5 
 

 

 

2/3/5 
 
 

 
 

 

2/3/5 
2/3/5 

2/3/5 
 

2/3/5 
 

2/3/5 

Reintegration: 
1. What is your routine for patient follow-up? 

a. How many follow-up visits are routinely offered?  
b. When do are patients asked to return after repair?  

c. Is transport support provided for women to come for follow-up after repair? 

2. What reintegration services currently exist in your facility for women treated for fistula? 
3. Who are the beneficiaries of the existing services (ask what type of service is destined to each 

kind of beneficiary)? 
a. Women cured after surgery? 

b. Women with residual incontinence after surgery? 
c. Women deemed inoperable? 

4. When are these reintegration services offered to women? 

a. At health facility before discharge only (ask what services are offered)? 
b. At community level (ask what services are offered and where)? 
c. At both facility and community levels (ask what services are offered)? 

5. In your experience, what reintegration approaches have yielded the best results? 
6. Are there other approaches that you think would improve the reintegration of women post-

repair?  

 
2/3/5 

 
 

 

2/3/5 
2 

 
 

 
 
2/3/5 

 
 
 

3 
5 
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FACILITY STAFF: SURGEONS 

Introduction: 

• Introduce team members 

• Introduce purpose of assessment: 
We are gathering opinions from stakeholders to inform priorities for consideration by the USAID 

Mission/Dhaka for future programming on obstetric fistula in Bangladesh, in recognition of the draft 
National Strategy on Obstetric Fistula.  If necessary, you may explain that the FC+ project will come to an end 

later in the year.   

• These opinions will be summarized in a report. Your name will not be attached to specific comments. 

• We have organized our questions around the continuum of care for OF – prevention, treatment and 

reintegration. (I’ll pull together a summary page on the definitions we might need to share e.g. primary, secondary, 
tertiary prevention, rehabilitation and reintegration.) 

• May we continue, and may we record and/or take notes during our conversation? 
 

Prevention: 

1. Do the midwifery staff at this facility practice catheterization after obstructed labor? If yes, what 

is the protocol? 

2. How many staff do you have on the team that does C-sections or hysterectomies? 
a. What are skills of these people? 
b. What safe surgery checklists, tools or processes do you use at this facility? 

3. How do you assess patients for C-sections? 
a. What are the approved indications for C-section in this facility and nationally? 
b. What is the average time between when a woman arrives and she receives a C-section 

procedure. 
c. Do women pay for C-sections or hysterectomies at this facility? 

4. How do you define iatrogenic fistula? (introduce a definition12 if needed) 
5. Roughly what percentage of your fistula repairs are for iatrogenic fistulas?  

 

3/5 

 

1/3/5 
 
 

 
1/3/5 
 

 
 

3/5 
1/3/5 

Treatment: 

1. Many women with fistula are poor and unable to pay for, or easily access services. How can 
more women have access to fistula treatment in Bangladesh? 

2. What is your opinion about the sustainability of fistula services? 
3. Which fistula repair services are offered at your facility? 

a. If we consider fistula repairs as simple, intermediate, or complex, which level of repairs 

are performed at your facility?  
b. Which Ancillary Procedures (Incontinence surgery, genital reconstruction, urinary 

diversion) performed at your facility? 
4. Who provides the services at your facility? 

a. How many trained fistula surgeons work at your facility? 

b. What was each surgeon’s initial surgical training (Gynecology, Urology, General 
Surgery, etc.)?  

c. Where was each surgeon trained in fistula repair?  

d. How long has each been performing fistula repair? 
5. How is quality measured at your facility? 

a. Which Outcomes Indicators are employed at your facility? 

b. How is Sentinel Event (deaths/major complications) reporting done?   
c. Who is responsible for the oversight of quality of care at your facility?  

d. Who sees reporting of your work? 
e. How is feedback given on your quality reporting? Who gives it? 

 

1/2/3/5 
 

1/2/3/5 
1/2/5 
 

 
 

 
1/2   

 

 
 
 

 
1/2  

 

 
 

 
 

                                                 
12 Iatrogenic fistula — a fistula that is the result of human intervention. It may be that an accident occurred during a surgery 

(e.g., nipping the bladder), a surgery performed by an individual without the requisite surgical training (e.g., recent graduates 

without sufficient experience in C-sections), or individuals who have no surgical training, but provide services withough 

accreditation.  
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6. What is your catheter management routine? 
a. How many days does the patient have a catheter after fistula surgery? 

b. Are you aware of policy at your facility governing insertion of a catheter for women in 
or after obstructed labor? 

c. How are women with fistula less than 6 weeks old treated at your facility? 
7. For a fistula client screened today, how long would it be before her repair could be performed? 
8. When are fistula services offered?  

a. Routinely (whenever a new client needs service)? 
b. During specific focused periods (often called “camps”)? 

9. What percentage of your repairs are for pelvic prolapse? For 3rd and 4th degree perineal tears? 

10. What are the barriers preventing your center from performing more repairs each year? 

11. If you currently provide only simple repairs, what would be required for you to move to a 

higher level of skills? 
12. What is your routine for patient follow-up?  

a. How many visits? When?   

b. Is transport provided or available? 
13. Who makes the determination of an “inoperable patient” at your facility? 

a. How is this determination made? What are the criteria? 

b. Does this institution have a guideline or protocol government the number of attempts 
at surgical repair for a given client before further surgery is not recommended and 

referral is made to a higher level of care.   

1/2/5 
 

 
 

 
1/2/5 
1/2/5 

 
 
4 

2/5 

2/5 

 
3/5 
 

 
2/3/5 

Reintegration: 

1. What reintegration services currently exist at this facility (ask details for each type)?  Please 
describe them.   

2. What services are available to women who are deemed inoperable at your facility?  Please 

describe.  

 

1/2/3/5 
 

1/2/3/5 
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FACILITY STAFF:  NURSES 

Introduction: 

• Introduce team members 

• Introduce purpose of assessment: 
We are gathering opinions from stakeholders to inform priorities for consideration by the USAID 

Mission/Dhaka for future programming on obstetric fistula in Bangladesh, in recognition of the draft 
National Strategy on Obstetric Fistula.  If necessary, you may explain that the FC+ project will come to an end 

later in the year.   

• These opinions will be summarized in a report.  Your name will not be attached to specific comments. 

• We have organized our questions around the continuum of care for OF – prevention, treatment and 

reintegration.  (I’ll pull together a summary page on the definitions we might need to share e.g. primary, secondary, 
tertiary prevention, rehabilitation and reintegration.) 

• May we continue, and may we record and/or take notes during our conversation? 
 

Prevention: 

1. Many women with fistula are poor and unable to pay for, or easily access services. How can 

more women have access to fistula treatment in Bangladesh? 

2. What is your opinion about the sustainability of fistula services? 
3. What approaches do the nursing or counseling staff at this facility use to create awareness 

about potential pregnancy complications and what to do if they occur? 

4. Please share data on the number of deliveries at this facility in 2017 and 2018?  Has there been 
an increase in the number of deliveries at the facility? 

5. What is the experience of the staff in catheterization after obstructed labor?   

a. What is the protocol? 
b. What training has the staff received in catheterization after obstructed labor? 

6. Are C-sections done at this facility?  If yes 
a. How do you assess patients for C-sections? 
b. What are the approved indications for C-section in this facility and nationally? 

c. What is the average time between when a woman arrives and she receives a C-section 
procedure? 

d. Do women pay for C-sections or hysterectomies at this facility? 
7. If no, where do you refer the patient to and is there a formal link to any referral center? 

 

1/2/3/5 

 

1/2/3/5 
2/3/5 
2/3/5 

 
 
3/5 

 
 

3/5 
 
 

 
 

 
5 

Treatment: 

1. Do you have nursing staff specifically dedicated to fistula patient care? 
2. What is your average number of fistula patients per month, per year – 2017, 2018?  

3. How many nurses staff the fistula ward at any given time? 
4. What is your catheter management routine after fistula repair? How many days does the 

patient have a catheter after surgery? 

5. Do you have a policy for insertion of a bladder catheter during or after obstructed labor?  
6. How long have you been providing care for fistula at your facility? 
7. What nursing care is provided to fistula clients 24/7? 

 

3/5 
1 

2/3/5 
1/2/3/5 

 

1/2/3/5 
2/3/5 
2/3/5 

Reintegration: 
1. What kind of reintegration services are currently provided to women after fistula repair? 

2. What is done to help women who are not cured after surgery to facilitate their everyday 

life [note: this includes women with residual incontinence and those with fistula not closed].   
3. What is done for women who are deemed inoperable to facilitate their everyday life? 

4. How does the facility staff keep in touch with women after they leave the hospital? 
5. What is done to help women treated for fistula to integrate into everyday life activities like 

before the disease? 
a. at community level or by local organizations 
b. by the family and the husband/partner  

6. What is done to help women who have had a fistula repair to plan for pregnancy or when 
they become pregnant in the future? 

 
1/2/3/5 

1/2/3/5 

 
1/2/3/5 

1/3/5 
1/3/5 

 
 
 

3/5 
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FACILITY STAFF:  OTHER 

Introduction: 

• Introduce team members 

• Introduce purpose of assessment: 
We are gathering opinions from stakeholders to inform priorities for consideration by the USAID 

Mission/Dhaka for future programming on obstetric fistula in Bangladesh, in recognition of the draft 
National Strategy on Obstetric Fistula.  If necessary, you may explain that the FC+ project will come to an end 

later in the year.   

• These opinions will be summarized in a report.  Your name will not be attached to specific comments. 

• We have organized our questions around the continuum of care for OF – prevention, treatment and 

reintegration.  (I’ll pull together a summary page on the definitions we might need to share e.g. primary, secondary, 
tertiary prevention, rehabilitation and reintegration.) 

• May we continue, and may we record and/or take notes during our conversation? 

Prevention: 
1. What approaches do the nursing or counseling staff at this facility use to create awareness 

about potential pregnancy complications and what to do if they occur? 

2. Will you share data on the number of deliveries at this facility in 2017 and 2018?  Has there 

been an increase in the number of deliveries at the facility? 
3. What do you know about obstetric fistula? 
4. Have you seen any women with OF at this facility? 

5. What is done to help women with OF at this facility? 

 
3/5 

 

3/5 

 
3/5 
1/2  

1/2/3/5 

Treatment: 
1. For Theater Staff: 

a. What checklists or other safe-surgery tools do you use? 
b. What equipment and supplies do you have to support fistula surgery? 

 
 

3/5 
3/5 

Reintegration: 
1. What do you know about reintegration services for women treated for fistula in Bangladesh? 
2. What is done for women who become inoperable to facilitate their everyday life? 

3. How does the facility staff keep touch with women after they leave the hospital? 
4. What is done to help women treated for fistula to integrate into everyday life activities like 

before the disease? 
a. at community level or by local organizations 
b. by the family and the husband/partner  

5. What is done to help women who have had a fistula repair if they wish to plan for a future 
pregnancy or when they become pregnant? 

 
2/3/5 
2/3/5 

1/2/3/5 
 

1/2/3/5 
 
 

1/2/3/5 
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COMMUNITY HEALTH WORKERS 

Introduction: 

• Introduce team members 

• Introduce purpose of assessment: 
We are gathering opinions from stakeholders to inform priorities for consideration by the USAID 

Mission/Dhaka for future programming on obstetric fistula in Bangladesh, in recognition of the draft 
National Strategy on Obstetric Fistula.  If necessary, you may explain that the FC+ project will come to an end 

later in the year.   

• These opinions will be summarized in a report.  Your name will not be attached to specific comments. 

• We have organized our questions around the continuum of care for OF – prevention, treatment and 

reintegration.  (I’ll pull together a summary page on the definitions we might need to share e.g. primary, secondary, 
tertiary prevention, rehabilitation and reintegration.) 

• May we continue, and may we record and/or take notes during our conversation? 
 

Prevention: 

1. What information on MCH-FP care and services is available and accessible at the community 

level?  

2. What Behavioral Change and Communication (BCC) programs are functioning? 
3. How does the community participate of BCC activities?  
4. What do you know about obstetric fistula?  Have you seen cases of obstetric fistula in this 

facility?   
5. How does the community link with service facilities and providers?  
6. How does the referral system in the community work?  

7. What are the community support services for women in need, e.g. funds, transport or 
accompanying person? Please explain. 

 

1/2/3/5 

 

3/5 
 
 

3/5 
 
3/5 

3/5 
3/5 

Treatment: 
1. What obstacles do women face in gaining access to fistula treatment? 
2. Describe the process of referral when a new fistula client is identified. 

3. Are you aware of policy at your facility governing insertion of a catheter for women in or after 
obstructed labor? 

 
 
3/5 

3/5 

Reintegration: 
1. What do you know about reintegration services for women treated for fistula in your 

community?   

2. Who are the beneficiaries of the existing services (ask what type of service is destined to 
each kind of beneficiary)? 

a. Women cured after surgery? 
b. Women with residual incontinence after surgery? 

c. Women deemed inoperable? 

3. Where are these reintegration services offered? 
4. Who are the people and/or organizations involved in this provision at community level 

here? 

5. What long-term follow-up of women is there after surgery? How is it organized and 
implemented at community level? 

6. What can be done in the future to improve the situation?  

 
1/2/3/5 
 

1/2/3/5 
 

 
 

 

3/5 
3/5 
 

3/5 
 

5 
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COMMUNITY MEMBERS – MAY BE REWORKED AS A GROUP DISCUSSION 

Introduction: 

• Introduce team members 

• Introduce purpose of assessment: 
We are gathering opinions from stakeholders to inform priorities for consideration by the USAID 

Mission/Dhaka for future programming on obstetric fistula in Bangladesh, in recognition of the draft 
National Strategy on Obstetric Fistula.  If necessary, you may explain that the FC+ project will come to an end 

later in the year.   

• These opinions will be summarized in a report.  Your name will not be attached to specific comments. 

• We have organized our questions around the continuum of care for OF – prevention, treatment and 

reintegration.  (I’ll pull together a summary page on the definitions we might need to share e.g. primary, secondary, 
tertiary prevention, rehabilitation and reintegration.) 

• May we continue, and may we record and/or take notes during our conversation? 
 

Prevention: 

1. What information on MCH-FP care and services are available and accessible at community 

level?  

2. What Behavioral Change and Communication (BCC) programs are functioning? 
◦ How does community participate of BCC activities- e.g. prevention of early marriage, 

prevention of early pregnancy, prevention of gender-based violence? Please discuss.  

3. How does the community link with service facilities and providers?  
4. How does the referral system to facilities work? 
5. What are the Community support services, e.g. fund, transport or accompany person to avail 

by the community in need? Please explain. 
6. What do you know about obstetric fistula?   

7. What are the obstacles women face in accessing fistula treatment services? 

 

1/2/3/5 

 

3/5 
 
 

3/5 
3/5 
3/5 

 
5 

Reintegration: 
1. What reintegration services for women treated for fistula in your community?  

2. Who are the beneficiaries of these services (ask what type of service is destined to each kind of 
beneficiary)? 

a. Women cured after surgery? 
b. Women with residual incontinence after surgery? 
c. Women deemed inoperable? 

3. Where are these reintegration services offered? 
4. Who are the people and/or organizations involved in this provision at community level here? 

5. What do you think of the long-term follow-up of women after surgery? how can it be organized 
and implemented at community level? 

6. What can be done in the future to improve the situation  

 
1/2/3/5 

2 
 

 
 
 

3/5 
3/5 

3/5 
 

5 

 

  



 

STRATEGIC ASSESSMENT OF USAID BANGLADESH FISTULA PROGRAM / 61 

WOMEN WHO HAVE HAD FISTULA REPAIR (MAY BE REWORKED AS DISCUSSION 

GUIDE) 

Introduction: 

• Introduce team members 

• Introduce purpose of assessment: 

We are gathering opinions from stakeholders to inform priorities for consideration by the USAID 
Mission/Dhaka for future programming on obstetric fistula in Bangladesh, in recognition of the draft 
National Strategy on Obstetric Fistula.  If necessary, you may explain that the FC+ project will come to an end 

later in the year.   

• These opinions will be summarized in a report.  Your name will not be attached to specific comments. 

• We have organized our questions around the continuum of care for OF – prevention, treatment and 

reintegration.  (I’ll pull together a summary page on the definitions we might need to share e.g. primary, secondary, 
tertiary prevention, rehabilitation and reintegration.) 

• May we continue, and may we record and/or take notes during our conversation? 
 

Prevention: 

1.  What information on MCH-FP care and services are available and accessible at community level?  
2.  How do you learn about ways to improve maternal and child health and family planning in this 

community?   
3.  How did you find out about the availability of treatment for your fistula?  
4.  What are the community support services, e.g. fund, transport or accompany person to avail by 

the community in need? Please explain. 

  

1/3/5 
3/3/5 

 
3/5 
3/5 

Treatment: 

1. What were the main barriers that you had to overcome to get treatment for your fistula? 
2. How was your treatment plan explained to you before repair?  Who explained it?  Were you 

encouraged to ask questions about your care? 

3. When you had your fistula repair, what made you happy?  What made you fearful? 
4. Based on your experience, if you met another woman with fistula in your home area, what 

advice would you give her on seeking care? 

 

1/3/5 
1/3/5 
 

1/3/5 
1/3/5 

Reintegration: 

1. What follow-up services have been available to you since your repair? 

a. How have these services been helpful to you? 
b. Where are these services offered and by whom? 

2. How do you keep in touch with providers when you leave the hospital? 

3. What makes women’s return to normal life easy or difficult here? 
4. What is done by your family and your husband/partner to help you integrate into everyday life 

activities like before the disease? 

5. What have you been told about future pregnancies? 
6. What can be done in the future to improve the situation of women with fistula?  

 

1/2/3/5 

 
 
3/5 

1/2/3/5 
3/5 

 

3/5 
3/5 
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ANNEX III. CONTACT LIST 

Institution Name & Title 

Ad-Din Hospital, Dhaka Dr. Nahid Yasmin, Director 

Ad-Din Hospital, Khulna Dr. Sayeda Farzana Yasmin, Assistant Professor, and two nurses 

Ad-Din Jessore Mr. Fazlul Hoque, Director, Ad-Din Foundation  

Six fistula patients and two paramedics 

Bangabandhu Sheikh Mujib 

Medical University, University 

Fistula Center 

Professor Saleha Begum Chowdhury, Surgeon and Project Advisor, Professor 

Fahmida Zabin, Ob/Gyn, Surgeon and Fistula Project Coordinator, Dr. 

Sharmeen Mahmood, Surgeon and Training Coordinator 

Dr. Farhana Alam, Program Officer 

Ms. Zaharima Khatun, Paramedic, Ms. Samiatun Jahan, Senior Staff Nurse 

Six fistula patients 

James P. Grant BRAC 

University 

Dr. Kaosar Afsana 

Dhaka Medical College, 

National Fistula Center 

Prof. Taufiqua Hussain, Prof. Ob/Gyn and Fistula Surgeon, Prof. Nilufar 

Sultana, Surgeon, Dr. Nasreen, Surgeon 

Directorate General of Family 

Planning, Ministry of Health 

and Family Welfare 

Dr. Mohammed Sharif, Line Director, Maternal and Child Health Services and 

Line Director MC-RAH, Dr. Farid Uddin Ahmed, Deputy Director, Services 

and Program Manager, Newborn and Child Health, MCH Services Unit, Dr. 

Md. Jaynal Haque, Program Manager Adolescent & Reproductive Health, 

MCH Services Unit 

Directorate General of Health 

Services, Ministry of Health 

and Family Welfare 

Dr. Sultan Mohammad Shamsuzzaman, Line Director, MNCAH, and Dr. 

Kamran Medhi, DGHS EPI Program (formerly working at UNFPA on fistula) 

Dr. Masud Reza Kabir, Program Manager, Community-based Health Care 

Dr. Mutalib’s Community 

Clinic 

Prof. Anowara Begum, surgeon, former President of OGSB, does fistula 

surgeries for Ad-Din as well 

EngenderHealth Dr. S. K. Nazmul Huda Country Manager, Fistula Care Plus Project, Nitta 

Biswas, Dr. Lucky Ghose 

Gaibandha District Hospital Dr. Tahera Akter Moni, Junior Consultant Gynecologist 

Garjonia Union Health Sub-

Center, Ramu 

Mr. Ahsanuddin Rubel, Sub-Assistant Community Medical Officer, Ms. Rabeya, 

Midwife, Ms. Here Jannat, Midwife Assistant 

HOPE Foundation and 

Hospital 

Dr. Iftikher Mahmood, Founder, Mr. K. M. Zahiduzzaman, Country Director, 

Mr. Azmul Huda, Fistula Field Coordinator 

Dr. Nimroy Biswas, Surgeon, Ms. Johanna Hansing, Hope Foundation 

Met with coordinator and students of BRAC Midwifery Program 

Four fistula patients 

Hope Foundation Birthing 

Center, Barua Khali 

Ms. Sabina, Midwife 
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Institution Name & Title 

Khulna Medical College Dr. A. T. M. Morshed, Hospital Director, Prof. Dr. Samsunahar Lucky, Dept. 

Head/Ob/Gyn, Dr. Afroza Khanam, Associate Prof. Ob/Gyn, Dr. Nasreen 

Akhter, Associate Prof. Ob/Gyn, Dr. Eti Saha, Assistant Prof. Ob/Gyn, Dr. 

Farjana Yasmin, Associate Prof. Ob/Gyn 

Kumudini Women’s Medical 

College and Hospital 

Dr. Pradip Kumar Roy, Director, Dr. Bilkis Begum Choudhury, Associate 

Prof. and surgeon, Dr. S. M. Shahidullah, Program Advisor 

Six fistula patients 

Lamb Hospital  Dr. Antje Oosterkamp, Medical Director 

Dr. Beatrice Ambauen Berger, Surgeon and Head, Ob/Gyn 

Mr. Silas Baskey, Project Manager, Mr. Swapan Pahan, Operations Director, 

Ms. Stacey Saha, MIS/Research Director, Mr. Israhab Hussain, Technical 

Officer, Ms. Beyafrise Tudu, Program Assistant 

Nurses: Mebel Mondol, Nasima Khalun, Nila Riani Roy, Anita Hembrom 

Five fistula patients 

MAMMS Institute of Obstetric 

Fistula and Women’s Health 

Prof. Dr. Sayeba Akhter, Founder and Surgeon 

MaMoni, Save the Children Mr. Joby George, Chief of Party, Dr. Setara Rahman, Ms. Afsana Karim, 

Program Director, Midwifery, Shumona Shafinaz, Senior Technical Advisor 

MOHFW Mr. Quazi A.K.M. Mohiul Islam, Additional Sectretary, Population, Family 

Welfare and Law Wing, Medical Education and Family Welfare Division 

Obstetrics and Gynecology 

Society of Bangladesh 

Prof. Laila Arjumand Banu, President 

Obstetrics and Gynecology 

Society of Bangladesh, Khulna 

Division 

Prof. Sahana Razzaque, President 

Ramu Upazila Health 

Complex 

Dr. Zahiuddin, Upazila Health and FP Officer in charge, and resident 

pharmacist 

Rangpur Medical College Dr. Sultan Ahmed, Deputy Director, Rangpur Medical College, Dr. Shahidul 

Islam, Assistant Prof. and Head, Urology, Dr. Md. Zaharul Hoque, Assistant 

Registrar of Urology, Dr. Mostafiqer Rahman, Assistant Prof. Urology, Dr. 

Md. Abdul Hossain, Indoor Medical Officer, Dept of Urology, Dr. Emrul 

Kalibir, Indoor Medical Officer, Dept of Urology, Dr. Israt Jahan, Intern 

Doctor, Urology, Dr. Hafiza Aktar Tumpa, Intern Doctor, Urology, Dr. Md 

Mohebullah, Intern Doctor, Urology. 

Dr. Kamrun Nahar Jul, Associate Prof., Head of Ob/Gyn Dept., Dr. Anisa 

Begum, Prof. Ob/Gyn, Dr. Sharmin Sultana, Associate Prof. Ob/Gyn, Dr. Shahi 

Farzana Tasmin, Associate Prof. Ob/Gyn. 

Surjer Hashi Mr. James Griffin, Chief of Party, Advancing Universal Health Care 

UNFPA, Dhaka/Bangladesh Dr. Sathyanarayanan Doraiswamy Head of Health 

Ms. Rondi Anderson, International Midwifery Specialist 

Ms. Nabila Purno, Research Associate 

USAID, Dhaka/Bangladesh Mr. Derrick Brown, Mission Director, 
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Institution Name & Title 

Ms. Zeinah Selahi, Deputy Mission Director 

Ms. Carol Vazquez, Director, Office of Population, Health, Education and 

Nutrition (OPHNE) 

Dr. Joseph Monehin Deputy Director, OPHNE 

USAID OPHNE Team Dr. Sanjib Ahmed, Fistula Care Plus Activity Manager, Ms. Edna Jonas, Health 

Service Delivery Pillar Lead/Supervisory Maternal Health Advisor, Mr. Azmal 

Hossain, Project Management Specialist (SBCC), Taskeen Chowdhury, 

Nutrition Specialist, Ristia Limpa, Project Management Assistant, Dr. Iftekhar 

Rashid, Health Systems Strengthening Team Lead, Md Bpbu Saibur, M&E 

Specialist, Dr. Sukumar Sarker, Senior Technical and Policy Advisor, Dr. Kanta 

Jamil, Senior Monitoring,Evaluation and Research Advisor, USAID Contractor, 

OPHNE 
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