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Abstract 
Sexual and reproductive health (SRH) services in humanitarian settings face persistent 

structural, logistical, and quality deficiencies that disproportionately affect displaced 

populations. The Rohingya refugee response in Cox’s Bazar, Bangladesh — hosting 

approximately 1.2 million refugees across 33 camps as of early 2026 — represents one of the 

largest and most complex protracted humanitarian operations globally. Despite a 

well-established health architecture comprising Primary Health Care Centres (PHCCs) and 

community-level Health Posts (HPs), significant quality gaps persist across the continuum of 

SRH care, with access alone proven insufficient to reduce preventable maternal and perinatal 

mortality. 

This report presents the evidence and architecture of the SRH Quality Improvement (QI) and 

Accountability System, a structured, continuous cycle established by the Sexual and 

Reproductive Health Working Group (SRH WG) through a phased process beginning in 2023. 

The system operates through four interconnected stages: joint field monitoring and 

supportive supervision; assessment, documentation, and analysis; consolidated SRH QI 

reporting and system-wide sharing; and one-to-one partner feedback and targeted technical 

support. This cyclical model is designed to enable sustained, measurable improvement across 

all implementing partners, moving decisively from episodic access-focused programming to 

continuous quality-focused governance. 

The report synthesizes evidence from two independent assessment rounds conducted under 

the SRH Quality Improvement eco-system: (1) the SRH WG Joint Monitoring Report 2024 — a 

comprehensive inter-agency evaluation of 109 (107 found to be functional) of 113 functional 

health facilities conducted between April and July 2024 across the Rohingya Response — 

which established the initial system-wide baseline; and (2) the 2025 Analysis of Supportive 

Supervision Data, an independent second round of joint monitoring completed in February 

2026 across 82 facilities out of 100 functional facilities of over 45 organisations, which 

provides facility-wise-disaggregated results (PHCC vs. Health Post) across all assessed 

service domains. Together, these two rounds constitute the first longitudinal evidence base 

for tracking SRH quality improvement trends in the Rohingya response. 

https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2024-12/SRH%20Joint%20Monitoring%202024.docx%20(2).pdf


 

The 2024 baseline documented severe, system-wide gaps: only 2% of HPs used the 

standardized MCH card; 4% managed high-risk mothers on labour; 0% had an effective blood 

transfusion mechanism; 7% offered MR services seven days a week; 9% had PMTCT 

guidelines in place; and only 7% met the minimum midwife staffing threshold. These were not 

peripheral shortcomings but fundamental failures in the foundational standards of safe 

delivery care. The 2025 follow-up data reveal selective but significant improvements 

alongside persistent and newly emerged gaps. Standardized MCH card use surged from 2% 

to 87% at HPs (+85pp) and from 14% to 89% at PHCCs (+75pp), while partograph adherence 

at PHCCs rose from 74% to 92% (+18pp). First 24-hour postpartum observation was ensured 

by 18% of HPs and 84% of PHCCs in 2025. Conversely, nutrition centre integration at PHCCs 

fell from 60% to 39% (21pp), community outreach at HPs from 67% to 47% (20pp), and FP 

seven-day service availability at PHCCs from 80% to 63% (-17pp) — declines plausibly driven 

by health worker turnover and implementing partner transitions. Against a backdrop of 46 

maternal deaths and 491 perinatal deaths in 2024 — with a maternal mortality ratio estimated 

at 295 per 100,000 live births in 2023, and 67% of community maternal deaths occurring in 

women who delivered at home (78% of whom had attended four or more ANC visits) — these 

persistent structural gaps carry direct, life-or-death implications. 

The SRH QI and Accountability System demonstrated in Cox’s Bazar offers a replicable, 

evidence-informed model for continuous quality improvement in complex multi-partner 

humanitarian health systems. This model demonstrates how inter-agency quality systems can 

translate monitoring into measurable improvements and offers a scalable framework for 

humanitarian health systems globally. 

 

Executive Summary 
Sexual and reproductive health (SRH) services in the Rohingya refugee response in Cox’s 

Bazar operate within a tiered facility network serving approximately 1.2 million refugees — one 

of the largest protracted humanitarian operations globally. Despite broad geographic reach, 

the 2024 Joint Monitoring Report (JMR) — the first systematic inter-agency baseline covering 

109 of 113 functional facilities — revealed critical quality deficits across the entire service 

https://bangladesh.unfpa.org/en/publications/sexual-and-reproductive-health-working-group-joint-monitoring-report-2024


 

continuum. At Health Post (HP) level, only 2% of health workers used the standardized MCH 

card, only 4% managed high-risk mothers on labour, and not a single HP had an effective 

blood transfusion mechanism. Only 7% of HPs offered menstrual regulation (MR) services 

seven days a week, 7% had adequate MR equipment and drugs in place, and only 16% of HPs 

ensured 24-hour postpartum observation. Midwife staffing met the MPEHS minimum (6 

midwives) at only 54% of PHCCs; at HP level, only 7% had at least one qualified midwife 

consistently on shift against the MPEHS HP minimum of one midwife per shift. Cervical 

cancer screening (VIA) was virtually absent (HP: 2%, PHCC: 16%) and PMTCT guidelines were 

in place at only 9% of HPs. These are not marginal gaps — they represent fundamental 

failures across life-saving service standards at the primary level of care. Against a backdrop of 

46 maternal deaths and 491 perinatal deaths in 2024 — with 67% of community maternal 

deaths occurring in women who delivered at home, and 78% of those women having attended 

four or more ANC visits — the systemic disconnect between antenatal contact and facility 

delivery underscores the urgency of structural reform. 

In response, the Sexual and Reproductive Health Working Group (SRH WG), led by UNFPA, 

established the SRH Quality Improvement and Accountability System (SRH-QIAS) in 2023. 

This system institutionalizes a continuous, inter-agency quality improvement cycle linking 

joint field monitoring and supportive supervision with data-driven analysis, system-wide 

reporting, and targeted partner-level technical support. The second assessment round, 

completed in February 2026 across 82 facilities (38 PHCCs, 38 HPs, and 6 Field Hospitals), 

provides the first facility-type-disaggregated evidence of change. 

The 2025 data demonstrate selective but significant gains: standardized MCH card use 

surged from 2% to 87% at HPs (+85 percentage points) and from 14% to 89% at PHCCs 

(+75pp); partograph adherence at PHCCs improved from 74% to 92% (+18pp). These gains 

confirm that structured, system-wide quality improvement mechanisms can drive rapid and 

substantial change even in complex humanitarian contexts. However, serious structural 

problems persist. Nutrition centre integration at PHCCs fell from 60% to 39% (-21pp), 

community outreach at HPs declined from 67% to 47% (-20pp), and FP seven-day service 

availability at PHCCs dropped from 80% to 63% (-17pp) — declines plausibly attributable to 

health worker turnover and partner transitions. Critical 2024 deficits in MR access, blood 



 

transfusion, midwife staffing, PMTCT, and postnatal observation remain areas requiring 

priority investment and structured corrective action. 

The SRH-QIAS offers a replicable, evidence-informed model for strengthening quality of care 

in multi-partner humanitarian health systems, with direct relevance for policy, programming, 

and resource prioritization in similar settings globally. Its evidence base now constitutes the 

first longitudinal data series on SRH quality trends in the Rohingya response. 
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1. Introduction 

1.1 The Rohingya Refugee Crisis: Context and Scale 

The mass displacement of the Rohingya people from Myanmar’s Rakhine State, which 

accelerated dramatically following the military crackdown in August 2017, has created one of 

the most severe and protracted refugee crises in Asia. As of February 2026, approximately 

1,184,864 Rohingya refugees reside in the densely populated camps and makeshift 

settlements of Cox’s Bazar district in southeastern Bangladesh — a figure that has risen 

sharply from approximately 975,350 at the time of the Health Sector Bulletin, January 2024, 

driven by continued new arrivals from Myanmar and a high birth rate within the camps. The 

https://data.unhcr.org/en/country/bgd
https://rohingyaresponse.org/wp-content/uploads/2024/03/CXB-Health-Sector-Bulletin-Jan-2024-1.pdf


 

sheer density of the population — compressed into approximately 6,500 acres across 33 

officially designated camps — creates extraordinary challenges for the delivery of essential 

health services, including SRH care. 

The humanitarian response has evolved over nearly a decade into a complex, multi-actor 

operation led by the Government of Bangladesh and coordinated through established sectoral 

working groups. Health service delivery is organized through a tiered infrastructure 

comprising a network of PHCCs operated by international non-governmental organizations 

(INGOs) and Health Posts managed by smaller NGOs and community health volunteers. This 

architecture, while functional, has faced persistent strain from population density, funding 

volatility, ongoing security threats, supply chain disruptions, and ongoing humanitarian 

emergencies including fires — such as the blaze in Camp 5 that displaced over 5,000 

refugees in 2024 — that periodically disrupt service continuity. 

In response to these gaps, the SRH Quality Improvement and Accountability System was 

developed as a continuous, system-wide approach. While MPMSR focuses on mortality review, 

the SRH-QIAS extends this approach by embedding continuous quality improvement across 

the entire service delivery system. 

1.2 Why SRH Services Are Critical in This Context 

Humanitarian settings are associated with elevated risks for adverse SRH outcomes, driven by 

the intersection of population displacement, service system disruption, protection threats, 

and social determinants of health. Globally, over 500 women die every day from 

pregnancy-related complications in humanitarian settings, with the majority of these deaths 

being preventable through timely access to evidence-based obstetric and reproductive health 

care. In conflict-affected countries, an estimated 60% of preventable maternal deaths occur, 

reflecting both the vulnerability of displaced populations and the chronic underfunding of SRH 

programming in humanitarian responses. 

Within the Rohingya response specifically, the maternal mortality burden remains acutely 

elevated. The MPMSR Annual Report 2024 documented 46 maternal deaths in 2024 (down 

from 57 in 2023, representing a 19% reduction), and 491 perinatal deaths — equivalent to 

approximately one maternal death and ten perinatal deaths every week. The maternal 

https://www.unfpa.org/humanitarian-thematic-fund-old?utm_source
https://www.unfpa.org/humanitarian-thematic-fund-old?utm_source
https://link.springer.com/10.1186/s13031-025-00743-4
https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2025-08/MPMSR%20Annual%20Report%202024%20Final.docx.pdf
https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2025-08/MPMSR%20Annual%20Report%202024%20Final.docx.pdf
https://bangladesh.unfpa.org/en/publications/summary-report-reproductive-age-mortality-study-ramos?utm_source=chatgpt.com


 

mortality ratio (MMR) in the camps was estimated at 295 per 100,000 live births in 2023, 

compared with a baseline of 179 per 100,000 derived from the RAMOS survey, underscoring 

that mortality remains substantially elevated above pre-displacement baselines. Critically, 

67% of community-level maternal deaths in 2024 occurred among women who had delivered 

at home, despite 78% having attended at least four antenatal care (ANC) visits — a finding 

that highlights a systemic disconnect between antenatal contact and facility-based delivery. 

Beyond maternal mortality, the Rohingya population faces heightened risk of gender-based 

violence (GBV), sexually transmitted infections (STIs), and unintended pregnancy. Access to 

family planning services, management of sexual violence-related pregnancy, and clinical care 

for survivors of sexual violence are all components of SRH that require structured, 

quality-assured delivery systems capable of functioning under humanitarian constraints. 

1.3 The Quality Imperative: From Access to Quality 

By 2023, evidence from the Joint Response Plan (JRP) 2023, the Population Health Needs 

Assessment (PHNA), and Health Sector reviews had established a critical insight: while SRH 

services were widely available across the Rohingya refugee response network, the quality, 

consistency, and functionality of care varied substantially across facilities and implementing 

partners. A structured diagnostic of the system revealed several specific gaps that 

access-focused programming had failed to address: 

•​ Emergency Obstetric and Newborn Care (EmONC) quality was uneven, with significant 

variability in clinical standards across PHCC-level providers. 

•​ Application of the Minimum Initial Service Package (MISP) and national SRH 

protocols was inconsistent, with fidelity varying across partners and facility types. 

•​ Referral pathways were documented in policy but not consistently functional in 

practice, creating preventable delays in emergency obstetric care. 

•​ Monitoring findings lacked systematic follow-up, meaning that identified gaps from 

prior assessments did not reliably translate into corrective action at the facility level. 

The convergence of this evidence generated a foundational strategic conclusion: improving access 

alone was insufficient — a structured system was required to continuously improve quality of 

https://bangladesh.unfpa.org/en/publications/summary-report-reproductive-age-mortality-study-ramos?utm_source=chatgpt.com
https://bangladesh.unfpa.org/en/publications/summary-report-reproductive-age-mortality-study-ramos?utm_source=chatgpt.com


 

care. The SRH WG’s response to this conclusion was the design and progressive operationalization of 

the SRH Quality Improvement and Accountability System, a continuous cycle linking joint field 

monitoring to partner-level feedback, targeted technical support, and verified follow-up. The sections 

that follow describe the architecture of this system and the evidence it has generated. 

1.4 Rationale for Supportive Supervision as the QI Mechanism 

Supportive supervision — a systematic approach to monitoring health worker performance and service 

quality through direct observation, feedback, and collaborative problem-solving — has emerged as a 

cornerstone of health systems strengthening in low- and middle-income country (LMIC) contexts. 

Distinguished from punitive inspection models, supportive supervision is defined by its emphasis on 

identifying gaps through direct observation, providing constructive feedback, and engaging health 

workers as partners in quality improvement rather than subjects of compliance monitoring. 

The evidence base for supportive supervision is growing. A systematic review by Abujaber et 

al. (2022) in the Journal of Global Health examined 11 studies on supportive supervision of lay 

health care providers in humanitarian emergencies and found that all 11 reported positive 

impacts on health worker performance and service quality outcomes. A 2023 analysis 

published in Reproductive Health identified weak health systems, limited resources, and 

information deficits as the three primary drivers of inadequate SRH in humanitarian settings 

— all of which supportive supervision is positioned to address through structured monitoring. 

A meta-analysis reviewed in BMC Global and Public Health (2026) found that effects were 

larger when supervisors were themselves supervised (improvement of +8.8 to +11.5 

percentage points), and that joint problem-solving between supervisors and health workers 

generated improvements of +14.2 to +20.8 percentage points — underscoring that the quality 

and methodology of supervision matter significantly. 

In the specific context of the Rohingya response, where dozens of implementing partners 

operate under an inter-agency coordination framework, the absence of harmonized 

supervision approaches has created significant variation in service quality. The development 

operationalisation of a standardized, inter-agency supportive supervision tool through the 

SRH Working Group represented a strategic effort to address this gap — embedding the 

supervision mechanism within a broader QI accountability architecture. 

 

http://jogh.org/documents/2022/jogh-12-04017.pdf
http://jogh.org/documents/2022/jogh-12-04017.pdf
https://pmc.ncbi.nlm.nih.gov/articles/PMC9999057/
https://pmc.ncbi.nlm.nih.gov/articles/PMC9999057/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12763964/


 

2. The SRH Quality Improvement & Accountability System 

2.1 Conceptual Framework: The Continuous QI Cycle 

The SRH Quality Improvement and Accountability System is structured as a continuous, 

self-reinforcing cycle with four interconnected stages. Each stage generates inputs for the 

next, ensuring that field-level findings translate into targeted action, and that those actions 

are subsequently verified through the next monitoring cycle. 

Stage 1 — Joint Field Monitoring & Supportive Supervision: Multidisciplinary inter-agency 

technical teams conduct on-site facility visits using a standardized monitoring checklist. Site 

visits combine direct clinical observation with mentoring and coaching of frontline health 

workers, reflecting the supportive — rather than punitive — character of the approach. The 

joint, multi-agency composition of teams reduces single-organizational bias and builds 

shared accountability across the SRH Working Group. 

Stage 2 — Assessment, Documentation & Analysis: Facility-level findings are captured 

using standardized tools and entered into a structured database. Results are documented at 

both the individual facility level and in aggregated thematic analyses. Disaggregation by 

facility type (PHCC vs. Health Post) enables targeted comparisons that reveal the structural 

quality gradient within the tiered health system. 

Stage 3 — Consolidated SRH QI Report & System Sharing: Findings are analyzed for 

patterns, systemic bottlenecks, and priority quality gaps, then compiled into a consolidated QI 

report shared with the SRH WG, relevant technical sub-groups, and the Health Sector. This 

dissemination step ensures that evidence from the field informs coordination-level 

decision-making, resource allocation, and priority-setting for the forthcoming programmatic 

cycle. 

Stage 4 — One-to-One Partner Feedback & Technical Support: This stage is the 

accountability engine of the entire QI system and the most operationally distinctive feature of 

the Cox’s Bazar model. Following each monitoring round, every implementing partner receives 

a structured, confidential, individualized feedback session presenting their facility-level 

performance data — disaggregated by indicator and domain — against system-wide norms. 

This is not a group dissemination event; it is a direct, partner-specific engagement. During 



 

the feedback session, specific quality gaps are named, root causes are jointly analysed with 

the partner’s clinical and programme leads, and time-bound quality improvement (QI) action 

plans are agreed upon in writing. Partners commit to corrective actions within defined 

timelines. Following agreement, the SRH WG Technical Committee provides targeted 

technical assistance — including clinical mentoring, tool adaptation, training facilitation, and 

supply problem-solving — to support implementation of the agreed actions. Critically, the next 

monitoring cycle then re-assesses the same indicators at the same facilities, creating an 

empirical accountability loop: improvement is verified, not assumed. This architecture directly 

addresses the structural weakness documented by Lutwama et al. (2022) in protracted crisis 

settings, where supervision consistently failed to produce durable change because no 

mechanism existed to ensure that identified gaps were followed up and verified. In Cox’s 

Bazar, Stage 4 closes that loop — transforming the system from a reporting mechanism into a 

continuous improvement engine. 

This cyclical architecture transforms supervision from a one-time reporting exercise into a 

dynamic, evidence-driven accountability mechanism — one in which each round of field 

evidence generates targeted partner actions, and those actions are verified at the next round, 

building a longitudinal quality improvement record across the facility network. 

https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-022-08637-4


 

 

SRH-QIAS: Continuous Quality Improvement Cycle — Cox’s Bazar Rohingya Response 

Figure 0. The SRH Quality Improvement and Accountability System (SRH-QIAS): four-stage 

continuous QI cycle, Cox’s Bazar Rohingya Response. Stage 4 (One-to-One Partner Feedback 

and Technical Support, highlighted in gold) is the accountability engine of the system — the 

mechanism by which identified gaps are translated into verified improvement at facility level. 

Evidence of impact shown in the lower panel reflects gains documented between the 2024 

Joint Monitoring baseline and the 2025 Assessment. Sources: 2025 Analysis of Supportive 

Supervision Data; SRH WG Joint Monitoring Report 2024; UNFPA Bangladesh. 

2.2 The SRH QI Technical Committee 

https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2024-12/SRH%20Joint%20Monitoring%202024.docx%20(2).pdf


 

The SRH QI Technical Committee, operating under the SRH Working Group, is the 

institutional body responsible for managing and driving the QI system. Its composition 

reflects the inter-agency nature of the Rohingya response: 

•​ Representatives from the Government of Bangladesh (GoB), UN agencies (led by 

UNFPA), international NGOs (INGOs), and national NGOs participate as member 

organizations. 

•​ The Committee reviews and standardizes QI monitoring checklists, ensuring alignment 

with MISP standards, WHO clinical guidelines, and national SRH protocols. 

•​ Joint field monitoring and supportive supervision are planned and conducted under 

Committee leadership, ensuring that all partner facilities are assessed using the same 

instrument by multi-agency teams. 

•​ Data analysis and consolidated SRH QI reporting are led by the Committee, translating 

raw facility data into system-level intelligence. 

•​ One-to-one partner feedback sessions and targeted technical support are delivered 

through the Committee’s technical assistance capacity. 

This institutional structure ensures that quality improvement is not an activity undertaken by a 

single agency on behalf of others, but a collective accountability process owned by the 

Working Group as a whole. 

2.3 Evolution: From Concept to System (2023–2026) 

The SRH QI and Accountability System has developed through a phased, evidence-informed 

process across four years: 

2023 — Foundation & System Design: Evidence from the JRP 2023, PHNA, and Health 

Sector reviews demonstrated that while SRH services were widely available, quality, 

consistency, and functionality of care varied significantly across facilities and partners. In 

response, the recommendation to establish a SRH QI technical group was endorsed at the 

Working Group level. Agency nominations were invited and consolidated. The monitoring 

checklist was drafted through a consultative multi-agency workshop, ensuring that the 

instrument reflected frontline realities and multi-stakeholder priorities. 



 

2024 — System Initiation: The monitoring tool was finalized and standardized. The first 

joint SRH monitoring exercise was conducted, covering 109 of 113 functional health facilities 

across the response network between April and July 2024. Findings were consolidated and 

the SRH Joint Monitoring Report 2024 was shared with partners and stakeholders. The report 

was also published on ReliefWeb and the UNFPA Bangladesh website — establishing the first 

system-wide baseline. 

2025 — System Strengthening: One-to-one partner feedback sessions and tailored 

technical support were initiated for the first time, representing the operationalization of Stage 

4 of the QI cycle. Continued partner-level technical assistance was provided throughout the 

year. Quality improvement actions identified in the 2024 JMR were implemented and tracked. 

Critically, a second independent round of joint SRH monitoring was conducted, completed in 

February 2026 which was started November 2025, generating the 2025 Analysis of 

Supportive Supervision Data — the subject of this report’s primary findings section. This 

second round provides the first opportunity for year-on-year comparison against the 2024 

baseline, with results disaggregated by facility type (PHCC vs. Health Post) to enable targeted 

QI interventions. 

2026 Cycle (Coming Steps): The consolidated 2025 SRH QI report is scheduled for sharing 

by April 2026. Its findings will inform SRH WG priorities, guide targeted technical support, 

and shape the next joint monitoring cycle. For the first time, the system will have true 

longitudinal data for year-on-year comparison, enabling empirical verification of quality 

improvement trends across the facility network. The cycle continues with ongoing feedback, 

technical support, and joint monitoring in 2026. 

Year Phase Key Activity Output 

2023 Foundation QI technical group established; 

checklist drafted through 

consultative workshop 

Standardized monitoring 

instrument 

2024 System 

Initiation 

First joint monitoring exercise 

(109/113 facilities) 

SRH JMR 2024 — system 

baseline published 

https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2024-12/SRH%20Joint%20Monitoring%202024.docx%20(2).pdf
https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2024-12/SRH%20Joint%20Monitoring%202024.docx%20(2).pdf
https://drive.google.com/drive/u/0/search?q=final%20checklist
https://drive.google.com/drive/u/0/search?q=final%20checklist
https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2024-12/SRH%20Joint%20Monitoring%202024.docx%20(2).pdf


 

Year Phase Key Activity Output 

2025 System 

Strengthen

ing 

One-to-one partner feedback & TA 

initiated; independent second 

monitoring round completed (Feb 

2026) 

2025 Supportive 

Supervision Analysis (this 

report) — first 

year-on-year comparison 

possible 

2026 Continuous 

Cycle 

Consolidated QI report shared (April 

2026); third monitoring cycle 

planned 

Longitudinal trend data 

across three assessment 

rounds 

Table 1. Timeline of the SRH Quality Improvement and Accountability System, Cox’s Bazar, 

2023–2026. 

2.4 The Standardized Monitoring Tool 

The inter-agency monitoring tool was developed through a structured consultative process to 

reflect the breadth of SRH service delivery in the Rohingya response. It was designed to 

capture both structural inputs (availability of guideline , equipment, commodities) and process 

quality (clinical practices, provider behaviors, referral functionality) across eight core service 

domains: 

1.​ Antenatal Care (ANC) 

2.​ Normal Vaginal Delivery (NVD) 

3.​ Postnatal Care (PNC) 

4.​ Family Planning, Menstrual Regulation, and Post-Abortion Care (FP/MR/PAC) 

5.​ GBV/STI/RTI/HIV Services 

6.​ Laboratory Services 

7.​ Referral Systems 

8.​ Facility Structure and Infrastructure 



 

The tool was designed to enable facility-type disaggregation, allowing systematic comparison 

between PHCCs and Health Posts, a feature that proved critical for identifying the structural 

quality gradient documented in the 2025 analysis. Direct observation components were 

explicitly incorporated into all clinical domains, addressing the limitation documented by 

Lutwama et al. (2022) where supervision in crisis settings tended to focus on administrative 

rather than clinical performance. 

 

3. Literature Review 

3.1 SRH in Humanitarian Settings: Evidence, Gaps, and Challenges 

The evidence base for SRH interventions in humanitarian settings, while growing, remains 

insufficiently developed relative to the scale of need. A systematic review published in BMJ 

Open (2015) identified only 15 studies meeting inclusion criteria across a comprehensive 

search of humanitarian SRH interventions — a finding that reflected both the relative recency 

of the field and the methodological challenges of conducting rigorous research in 

crisis-affected environments. More recently, Norton and Tappis (2024), in a scoping review 

published in Reproductive Health, found that only 6 of 69 SRH implementation research 

studies in humanitarian contexts used formal implementation research frameworks, indicating 

that the translation of evidence into structured program improvement processes remains 

nascent. 

A 2023 analysis in Reproductive Health identified three overarching factors driving 

inadequate SRH interventions (?) in humanitarian settings: weakened health systems and 

infrastructure, severely limited financial and human resources, and insufficient information 

flow between service providers and communities. These structural conditions are 

compounded in protracted crises — such as the Rohingya response — by the chronic nature of 

displacement, which erodes both community resilience and humanitarian funding pipelines 

over time. Tran et al. (2026) in Conflict and Health documented that official development 

assistance (ODA) for SRH globally declined by 27% between 2022 and 2023, a trend with 

https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-022-08637-4
https://bmjopen.bmj.com/content/5/12/e008226
https://bmjopen.bmj.com/content/5/12/e008226
https://reproductive-health-journal.biomedcentral.com/articles/10.1186/s12978-024-01793-2
https://pmc.ncbi.nlm.nih.gov/articles/PMC9999057/
https://link.springer.com/10.1186/s13031-025-00743-4


 

potentially severe consequences for sustained quality improvement investments in settings 

such as Cox’s Bazar. 

The GAGE Bangladesh SRH Midline Report 2024 further highlighted that adolescent and 

young Rohingya refugees face compounded barriers to accessing SRH services, including 

social norms, mobility restrictions, and inadequate provision of youth-sensitive services 

dimensions that require specific consideration within quality improvement frameworks. 

For the Rohingya population specifically, a situation analysis published in BMJ Open (2019) 

identified access to comprehensive reproductive, maternal, and newborn health services as a 

major concern, citing inadequate integration of services and insufficient capacity at Health 

Post level as key structural barriers. An evaluation of the Ipas SRH programme in Cox’s Bazar 

(PMC, 2024) documented that between 2017 and 2022, 42,213 women received menstrual 

regulation or post-abortion care, and 339,334 received family planning services — figures 

that illustrate both the scale of need and the potential reach of structured SRH programming. 

3.2 Supportive Supervision: Definition, Evidence Base, and Effectiveness 

Supportive supervision is defined as a systematic process of guiding, monitoring, and 

supporting health workers to perform their tasks optimally, primarily through direct 

observation of care delivery, structured data collection, and provision of targeted feedback. It 

is distinguished from administrative inspection by its emphasis on collaborative problem 

identification, mentoring, and sustained improvement over time rather than one-time 

compliance verification. 

The effectiveness evidence for supportive supervision in LMIC health systems is generally 

positive, though context-dependent. A 2019 study in BMJ Global Health characterized quality 

of care as a core component of Universal Health Coverage and found mixed but broadly 

positive evidence for supportive supervision as a mechanism to improve service delivery in 

low-income countries, with effect sizes varying significantly by context, health worker cadre, 

and supervision approach. A 2022 PubMed analysis found that routine supportive supervision 

was associated with a median improvement of 10.7 percentage points in performance 

indicators for professional health care providers, a clinically meaningful improvement in 

contexts where baseline performance deficits are significant. 

https://gage.odi.org/wp-content/uploads/2024/04/Bangladesh-SRH-Midline-Report-2024-WEB50.pdf
https://pmc.ncbi.nlm.nih.gov/articles/PMC6615844/
https://pmc.ncbi.nlm.nih.gov/articles/PMC11377969/
https://pmc.ncbi.nlm.nih.gov/articles/PMC11377969/
https://gh.bmj.com/content/4/Suppl_9/e001151
https://pubmed.ncbi.nlm.nih.gov/34991608/


 

The most compelling evidence comes from studies emphasizing supervisory methodology 

rather than frequency alone. BMC Global and Public Health (2026) documented that joint 

problem-solving between supervisors and supervised health workers was associated with an 

improvement of +14.2 to +20.8 percentage points across performance indicators — 

substantially greater than the effects of observation alone — and that cascaded supervision 

structures (where supervisors are themselves supervised) amplified effects by 8.8 to 11.5 

percentage points. These findings have direct implications for the design of inter-agency 

supervision systems in complex humanitarian operations. 

In humanitarian-specific contexts, Abujaber et al. (2022) in the Journal of Global Health 

conducted a systematic review focused on supportive supervision of lay health care providers 

in humanitarian emergencies and identified 11 qualifying studies, all of which reported 

positive impacts. The review found that supportive supervision was particularly impactful for 

community health workers and other cadres with limited initial training — a finding that is 

highly relevant for Health Post staff in the Rohingya response, where frontline health workers 

include community health volunteers alongside trained midwives. 

A qualitative study in South Sudan by Lutwama et al. (2022) in BMC Health Services Research 

documented a critical limitation: in protracted crisis settings, supervision tended to focus 

more heavily on administrative matters (reporting, stock documentation) than on clinical 

performance — suggesting that the design of supervision instruments must explicitly 

prioritize clinical practice observation to ensure quality improvement impact. Furthermore, 

Lutwama et al. identified the absence of systematic follow-up as a structural weakness of 

supervision in protracted crises: gaps were identified but not consistently acted upon. The 

Cox’s Bazar SRH QI model directly addresses both limitations — by incorporating direct 

clinical observation into all assessment domains and by embedding supervision within a 

continuous QI cycle that includes mandatory one-to-one partner feedback and verified 

follow-up. 

3.3 MISP Standards and Their Implementation in Humanitarian Settings 

The Minimum Initial Service Package (MISP) for SRH in crisis situations — developed by the 

Inter-Agency Working Group (IAWG) on Reproductive Health in Crises and promoted by 

https://pmc.ncbi.nlm.nih.gov/articles/PMC12763964/
http://jogh.org/documents/2022/jogh-12-04017.pdf
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-022-08637-4


 

UNFPA — defines the priority SRH interventions that must be available from the onset of a 

humanitarian emergency. The MISP encompasses emergency obstetric care, prevention of 

sexual transmission of HIV, clinical management of rape, prevention of unwanted pregnancy, 

and planning for comprehensive SRH services. Despite its establishment as the global 

standard, implementation fidelity remains inconsistent. 

Tran et al. (2026) found that while 95% of countries have emergency SRH policies in place, 

only 40% integrate MISP into their response frameworks — indicating a significant 

policy-to-practice gap. A cross-context WHO MISP process evaluation further documented 

variability in MISP implementation quality, with coordination mechanisms, commodity 

security, and health worker training emerging as the most critical enabling factors. The Elrha 

SRH implementation research agenda explicitly identifies MISP fidelity monitoring as a 

priority research gap, underscoring the importance of systematic assessment tools such as 

those deployed in the Cox’s Bazar joint monitoring process. 

Within the Rohingya response, the SRH WG Annual Bulletin 2024 documented that a MISP 

Assessment Workshop was conducted on March 12-13, 2024, during which 62 Maternal and 

Newborn Health Tracker (MMT) members received MISP training. The Maternal and Child 

Health (MCH) Card was reported to be operational across all 33 camps, representing a 

positive structural achievement. However, the gap between MISP training coverage and MISP 

implementation fidelity at facility level — as documented in the Joint Monitoring Assessment 

— illustrates the need for sustained, structured follow-through beyond training events alone. 

3.4 Quality Improvement Frameworks in Humanitarian Health 

Quality improvement (QI) in humanitarian health is a relatively nascent field, with most QI 

frameworks originally developed for stable health system contexts. Key elements of 

evidence-informed QI frameworks that have been adapted for humanitarian settings include: 

facility-level performance measurement against defined standards; structured data feedback 

to providers and managers; peer learning and inter-facility benchmarking; and adaptive 

management cycles that allow rapid response to identified gaps. 

The inter-agency supervisory assessment approach deployed in Cox’s Bazar incorporates 

elements of multiple established QI frameworks. The use of standardized, pre-agreed 

https://www.unfpa.org/resources/minimum-initial-service-package-misp-srh-crisis-situations
https://link.springer.com/10.1186/s13031-025-00743-4
https://healthcluster.who.int/docs/librariesprovider16/meeting-reports/misp-process-evaluation-reports/misp-cross-contexts-synthesis-final-english.pdf
https://www.elrha.org/resource/sexual-and-reproductive-health-and-rights-in-humanitarian-settings-an-implementation-research-agenda
https://www.elrha.org/resource/sexual-and-reproductive-health-and-rights-in-humanitarian-settings-an-implementation-research-agenda
https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2025-03/SRH%20WG%20Bulletin%20Annual%20Bulletin%202024_V2%20(1).pdf
https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2025-03/SRH%20WG%20Bulletin%20Annual%20Bulletin%202024_V2%20(1).pdf


 

indicators assessed through direct observation aligns with Institute for Healthcare 

Improvement (IHI) measurement principles. The inter-agency team composition supports 

cross-learning and reduces single-organization reporting bias. The systematic comparison of 

PHCCs and Health Posts provides structural benchmarking that enables targeted resource 

allocation. A 2022 study referenced via PubMed further highlighted the value of integrated 

management and supervision systems for improving maternal health outcomes in 

humanitarian-adjacent settings, emphasizing that supervision effectiveness is amplified when 

embedded within broader accountability structures. 

3.5 Continuous QI Models in Humanitarian and Fragile Settings 

The literature on continuous quality improvement in humanitarian health settings is emerging 

but limited. Most documented QI initiatives in humanitarian contexts have been episodic — 

training-focused, project-specific, or time-bounded — rather than institutionalized within 

ongoing coordination mechanisms. The structural weakness of episodic approaches is their 

inability to verify sustained impact: improvements observed immediately after training events 

frequently attenuate in the absence of follow-up supervision and accountability structures. 

Evidence from stable low-resource settings, however, points toward the value of cyclical QI 

models. Adaptive management cycles, in which assessment findings directly inform the next 

round of programmatic action, and improvement is verified rather than assumed — have been 

associated with more durable quality gains than one-time assessments or training events 

alone. Norton and Tappis (2024) explicitly called for greater adoption of implementation 

research frameworks in humanitarian SRH — frameworks that, by definition, require iterative 

data collection and feedback loops of the type embedded in the Cox’s Bazar QI cycle. The 

SRH QI and Accountability System in Cox’s Bazar thus represents not only a programmatic 

innovation but a potential model for generating the longitudinal, comparative evidence base 

that the humanitarian SRH field currently lacks. 

 

4. Methodology 

4.1 Assessment Design 

https://dx.plos.org/10.1371/journal.pgph.0002416
https://reproductive-health-journal.biomedcentral.com/articles/10.1186/s12978-024-01793-2


 

The SRH Quality Improvement and Accountability System encompasses two sequential 

assessment rounds within the period covered by this report: the 2024 Joint Monitoring 

Assessment and the 2025 Analysis of Supportive Supervision Data. Both rounds employed the 

same inter-agency monitoring tool and facility coverage framework, enabling structural 

comparability across cycles. 

The 2024 Joint Monitoring Assessment was led by UNFPA Bangladesh — SRHR Quality 

Assurance Analyst, UNFPA serving as technical lead — and conducted through 10 

inter-agency teams comprising representatives from multiple humanitarian organizations 

operating within the SRH Working Group. This round established the system-wide baseline, 

generating the evidence base published in the SRH Joint Monitoring Report 2024. 

The 2025 Analysis of Supportive Supervision Data represents an independent second round 

of joint monitoring, conducted using the same standardized tool across the facility network. 

This second round was designed to enable year-on-year comparison against the 2024 

baseline and to disaggregate findings by facility type (PHCC vs. Health Post) across all 

assessed service domains — enabling more precisely targeted QI interventions for each 

facility tier. The 2025 analysis forms the primary quantitative evidence base for this report’s 

findings section. 

With two independent rounds now completed using the same standardized tool, the QI 

system has achieved its first longitudinal dataset, enabling year-on-year comparison of quality 

indicators between the 2024 baseline and the 2025 follow-up. A third round of monitoring is 

planned for 2026, which will add a third data point and enable trend analysis across the full 

system maturation period. 

4.2 Assessment Instrument 

The inter-agency supportive supervision tool was developed collaboratively by the SRH WG 

technical team to reflect the standards of the MISP, WHO clinical guidelines for reproductive 

health, and Bangladesh national health protocols. The tool covers eight core service domains: 

antenatal care (ANC), normal vaginal delivery (NVD), postnatal care (PNC), family 

planning/menstrual regulation/post-abortion care (FP/MR/PAC), GBV/STI/RTI/HIV services, 

laboratory services, referral systems, and facility structure and infrastructure. 

https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2024-12/SRH%20Joint%20Monitoring%202024.docx%20(2).pdf
https://drive.google.com/drive/u/0/search?q=final%20checklist


 

4.3 Sampling and Coverage 

2024 Assessment. The 2024 assessment targeted all functional health facilities within the 

Rohingya response, defined as facilities operational at the time of the assessment. Of 113 

health facilities in the response network, 109 were assessed, representing a coverage rate of 

approximately 96.5%. The published JMR references 109 facilities (50 PHCCs and 59 HPs); 

the raw assessment dataset contains disaggregated data for 107 facilities (50 PHCCs and 57 

HPs), with the minor discrepancy likely reflecting data cleaning exclusions. The four facilities 

not assessed from the total network were non-operational at the time of the assessment due 

to programmatic transitions or emergency disruptions. 

2025 Assessment. The 2025 round assessed 82 health facilities out of the total 100 

functional facilities across the response network, comprising 38 PHCCs, 38 Health Posts, and 

6 Field Hospitals (Referral Facilities) — the latter newly incorporated as a distinct facility tier 

in this round. All 82 assessed facilities were functional and operational at the time of the field 

visit, which was completed in February 2026. The 76 primary-tier facilities (38 PHCCs and 38 

HPs) form the basis of all facility-type comparisons presented in the findings sections; the 6 

Field Hospitals are reported separately given their distinct clinical mandate and service 

scope. The reduction in the assessed primary-tier facility count compared to 2024 (76 vs. 107 

in the raw 2024 dataset) reflects the evolving operational landscape of the response, 

including facility closures, implementing partner transitions, and consolidation within the 

health sector network between the two assessment rounds. All assessed facilities were 

purposely selected to represent the full range of implementing partners and geographic 

distribution across the 33 refugee camps in Cox’s Bazar. No eligible operational facility was 

excluded from the 2025 assessment. The maximum denominator used throughout this 

report’s 2025 analysis is n=38 per facility tier, consistent with the total count of PHCCs and 

HPs assessed. 

 

4.4 Data Collection Methods 

Data were collected between November 2025 and February 2026  through a combination of: 

https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2024-12/SRH%20Joint%20Monitoring%202024.docx%20(2).pdf


 

•​ Direct clinical observation: Assessment of service delivery processes through 

structured observation checklists during actual service provision or simulated case 

management. 

•​ Record and documentation review: Examination of facility registers, stock records, 

availability of clinical guidelines, and training logs. 

•​ Facility infrastructure assessment: Physical assessment of equipment availability, 

supply stocks, structural adequacy, and infection prevention and control (IPC) 

compliance. 

•​ Key informant interviews: Semi-structured interviews conducted with facility 

in-charges and lead clinicians to explore service protocols, referral pathways, and 

supervision practices. 

4.5 Data Analysis 

Facility-level assessment data were entered into a structured database and analyzed by 

service domain and facility type (Primary Health Care Centres [PHCCs], Health Posts [HPs], 

and Field Hospitals [Referral Facilities]). Indicator-level proportions were calculated 

separately by facility type to enable comparative analysis. The 2025 analysis disaggregates 

these results across all eight domains, providing granular comparisons across PHCCs, HPs, 

and Field Hospitals, which form the core of this report’s findings. Qualitative findings from key 

informant interviews were analyzed thematically to complement the quantitative data. 

4.6 Ethical Considerations 

The assessment was conducted as a programmatic quality assurance exercise within the 

established SRH Working Group coordination framework. Facility managers provided consent 

for assessment visits. No individual patient-level data were collected, and no personal 

identifiers were recorded in the assessment dataset. 

 



 

5. Findings: 2025 Analysis of Supportive Supervision Data 

5.1 Overview of the Facility Network 

The 2025 assessment covered 82 health facilities in total: 38 PHCCs, 38 Health Posts, and 6 

Field Hospitals. Of these, the 76 PHCCs and Health Posts (38 each) form the basis of the 

facility-type comparison presented throughout this report’s findings sections. The 6 Field 

Hospitals, newly included in the 2025 round, provide advanced clinical services including 

surgical capability and complex obstetric management; their data are reported separately 

where relevant but are not included in the PHCC-vs-HP comparison tables. This compares 

with 109 facilities (50 PHCCs and 59 HPs) assessed in the 2024 round. The difference in 

facility count reflects the evolving operational landscape of the response, including facility 

closures, partner transitions, and the addition of Field Hospitals as a new category in 2025. 

PHCCs generally provide comprehensive SRH services including delivery care, emergency 

obstetric management, and laboratory services, and are staffed by qualified midwives and 

medical officers. Health Posts offer primary-level SRH care including ANC, family planning, 

and basic maternal care, relying predominantly on community midwives and health volunteers 

with variable training backgrounds. 

The 2025 analysis disaggregates findings from this network by facility type, revealing a 

consistent and often sharp quality gradient between PHCCs and HPs across all eight assessed 

domains. 

5.1.1 Interpretive Framework: Facility Mandates per the MPEHS 2024 

Interpretive Note on Facility Mandates per the Minimum Package of Essential Health 

Services (MPEHS) 2024. The assessment indicators presented throughout this report must 

be interpreted in light of the context-specific service mandates defined by the Health Sector’s 

Minimum Package of Essential Health Services for the Rohingya Response, Cox’s Bazar 

(MPEHS 2024) — the authoritative normative framework endorsed by the Ministry of Health 

and Family Welfare (MoHFW) and the Refugee Relief and Repatriation Commissioner (RRRC), 

and aligned with SPHERE standards, the UNHCR Global Health Strategy, and WHO High 

Priority Health Services for Humanitarian Settings (H3P, March 2023). Under the MPEHS 



 

2024, Health Posts (HPs) are functionally analogous to MoHFW Community Clinics and are 

mandated to serve approximately 10,000 persons within 20 minutes walking distance. HPs 

operate six days per week during daytime hours only (6–8 hours/day) and are 

designated to provide simple curative care, basic maternal and child health services, 

immunization, and community-level screening and referral. Critically, the MPEHS 2024 does 

not mandate Health Posts to: (i) conduct Normal Vaginal Deliveries (NVD) or provide 

intrapartum care of any kind; (ii) perform first 24-hour postnatal observation, which is 

contingent on delivery occurring at the facility and is therefore structurally inapplicable at HP 

level; (iii) maintain a standby ambulance, as HPs are designed as referral-initiating facilities 

that dispatch patients to PHCCs, not as facilities with independent transport capacity; (iv) 

provide blood transfusion services, which are a BEmONC/CEmONC function mandated only 

at PHCC and Field Hospital level; (v) use a partograph for active labour monitoring, which 

presupposes intrapartum care that HPs are not designed to deliver; or (vi) sustain 24-hour or 

seven-day service availability, given their explicitly daytime-only operational mandate. 

Primary Health Care Centres (PHCCs), by contrast, are analogous to MoHFW Union Health 

and Family Welfare Centres, designed for a catchment of 25,000–30,000 persons within 30 

minutes walking distance, and are mandated to operate 24 hours per day, seven days per 

week, with normal delivery (BEmONC) capability, standby ambulance, blood transfusion 

readiness, partograph-guided labour management, and immediate postnatal observation. 

Field Hospitals are analogous to MoHFW’s Upazila Health Complexes, providing 

secondary-level care including CEmONC,  management of obstetric complications, and 

comprehensive emergency referral functions. Accordingly, low compliance scores recorded at 

HP level for NVD, first 24-hour PNC, ambulance availability, blood transfusion, partograph use, 

and round-the-clock service indicators must not be interpreted solely as evidence of quality 

failure or clinical negligence; they substantially reflect the structural design of HPs as daytime 

primary-care facilities operating within an intentionally tiered referral architecture. Conversely, 

all of these indicators carry full interpretive weight as quality benchmarks when assessed at 

PHCC level, where they are explicitly mandated. Readers are urged to apply this facility-type 

lens consistently throughout Sections 5.2–5.9 to ensure findings are contextualized within the 

appropriate structural and normative framework (Health Sector Cox’s Bazar, 2024, MPEHS: 



 

https://rohingyaresponse.org/wp-content/uploads/2024/12/Health-Sector-Coxs-Bazar-Rohingy

a-Response_MPEHS_Final-Version_October-2024.pdf). 

 

Service Availability: PHCCs vs Health Posts — 2025 Assessment 

Figure 1. Key service availability indicators by facility type, PHCCs (n=38) and Health Posts 

(n=38), Rohingya refugee response, Cox’s Bazar. Source: 2025 Analysis of Supportive 

Supervision Data (field assessment completed February 2026; data unpublished at time of 

writing). 

5.2 Antenatal Care (ANC) Services 

Indicator PHCCs (%) Health Posts (%) 

ANC provided by midwife 100 (38/38) 84 (32/38) 

MCH card (standardized ANC card) used 89 (34/38) 87 (33/38) 

Counselling provided (including Safer Sex)  82 (31/38) 71 (27/38) 

Iron/folic acid counselling with side effects 87 (33/38) 74 (28/38) 

Kick count counselling provided 82 (31/38) 68 (26/38) 

Emergency transport info counselled 84 (32/38) 68 (26/38) 



 

Indicator PHCCs (%) Health Posts (%) 

High-risk ID mechanism functional 82 (31/38) 66 (25/38) 

Health education provided periodically 89 (34/38) 61 (23/38) 

High-risk pregnancy managed per guidelines 84 (32/38) 55 (21/38) 

Respectful Maternity Care (RMC) training 53 (20/38) 34 (13/38) 

Nutrition center integration 39 (15/38) 29 (11/38) 

Source: 2025 Analysis of Supportive Supervision Data (field assessment completed February 

2026); SRH WG Joint Monitoring Report 2024 for year-on-year comparison context. 

Midwife-led ANC reached universal coverage at PHCCs (100%) and 84% at HPs — a 

structural foundation for quality care delivery. MCH card use rose from 14% to 89% at PHCCs 

and from 2% to 87% at HPs between 2024 and 2025, a transformation in documentation 

quality directly attributable to the SRH WG-led MCH card rollout, as documented in the SRH 

WG Annual Bulletin 2024. 

Respectful Maternity Care (RMC) training and high-risk management are the two most 

consequential failures in this domain. Only 34% of HPs and 53% of PHCCs have staff formally 

trained in RMC, meaning the majority of facilities conducting ANC do so without providers 

equipped to deliver rights-based, dignity-preserving care. High-risk pregnancy management 

per guidelines fails at 45% of HPs and 16% of PHCCs. The high-risk identification mechanism 

is non-functional in 34% of HPs — meaning facilities lack even the basic system to flag 

at-risk women for escalated care. These failures are not incidental: the MPMSR 2024 finding 

that 78% of maternal deaths occurred in women who attended four or more ANC visits 

confirms that attendance without competent high-risk identification and management offers 

no mortality protection. Facilities are counting contacts, not delivering the clinical safeguards 

that make those contacts meaningful. 

Counselling failures are extensive and affect every sub-domain of the ANC counselling 

package. Emergency transport information was not provided in 32% of HPs. Iron/folic acid 

counselling with side effect information was absent in 26% of HPs. Kick count counselling 

during the ANC for the mothers to track the wellbeing of the foetus was not delivered in 32% 

https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2024-12/SRH%20Joint%20Monitoring%202024.docx%20(2).pdf
https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2025-03/SRH%20WG%20Bulletin%20Annual%20Bulletin%202024_V2%20(1).pdf
https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2025-03/SRH%20WG%20Bulletin%20Annual%20Bulletin%202024_V2%20(1).pdf
https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2025-08/MPMSR%20Annual%20Report%202024%20Final.docx.pdf


 

of HPs. Safer sex counselling was missing in 29% of HPs. Health education was not provided 

periodically in 39% of HPs. These are not minor omissions — each represents a missed 

preventive intervention in a high-risk population with severely limited access to alternative 

health information. The pattern is consistent: a woman attending ANC at a Health Post in 

2025 still faces a one-in-three or greater likelihood of not receiving fundamental components 

of the standard counselling package. 

Nutrition center integration at 29% of HPs and 39% of PHCCs is the lowest indicator across 

the entire ANC domain. In a context of chronic food insecurity, documented micronutrient 

deficiency, and high anaemia burden among Rohingya refugee women, the near-total absence 

of ANC-nutrition linkage at facility level represents a systemic design failure rather than an 

isolated operational shortfall. The pattern across all ANC sub-domains is consistent: clinical 

process compliance is improving at PHCC level, but the supporting architecture such as 

counselling, training, integration, and referral communication, remains severely 

underdeveloped at HP level, the tier serving the most vulnerable and geographically isolated 

women in the response. 

5.2.1 Field Observations — ANC  

Qualitative remarks recorded by supervisors during the 2025 field visits provide granular 

corroboration of the quantitative gaps above and highlight several cross-cutting concerns that 

the indicator scores alone do not fully capture. The following observations are drawn directly 

from the supervision data collected across all assessed facilities: 

•​ Single-provider dependency and service continuity risk: In at least one HP, a 

single midwife was documented as solely responsible for ANC, PNC, FP, and ASRH 

services concurrently. In a separate facility, SRH services were entirely suspended on 

the day of the supervisory visit because the sole designated SRH focal midwife was on 

leave; the facility in-charge confirmed that in the midwife’s absence, all clients are 

referred to the nearest PHCC. At least one facility had no ANC services available at all 

— offering only FP and GBV services. This single-point-of-failure model constitutes a 

critical service continuity risk that the aggregate indicator scores do not reflect. 



 

•​ Late service commencement: One facility was documented to have begun SRH 

service delivery on 11 December 2025, assessed within weeks of operational launch; its 

scores must be interpreted accordingly and not treated as representative of an 

established service. 

•​ Documentation and MCH card distribution gap: Supervisors observed facilities 

operating without any IEC/BCC materials, standard SOPs, or MCH cards on-site; in 

such facilities, women bring their own MCH card from the community — with poor 

understanding of the systematic distribution and use was identified. At least one 

facility recorded MCH card use without entering registration numbers, rendering 

records non-traceable for follow-up or audit. Facilities were also found not 

communicating with community health workers (CHWs) for MCH card distribution. ANC 

and PNC records were being maintained in the same register in at least one facility, 

and in one case no register existed at all beyond a total patient count book. 

•​ Infection prevention deficits at the examination level: Supervisors documented 

absence of greeting and proper introduction before examination; patients being 

examined without hand washing or sanitiser use; absence of privacy curtains or 

screens; small ANC rooms with no screen or curtain; and instances where two patients 

were examined simultaneously in the same space. Sharp disposal boxes and 

colour-coded waste bins were absent in at least one facility — consistent with the IPC 

indicator scores and confirming real patient-level exposure to preventable infection 

risk. 

•​ Diagnostic logistics gaps: Dipstick tests were not performed in multiple facilities 

due to unavailability of logistics rather than clinical decision. CBC and HIV testing 

were not conducted in multiple facilities. In at least one facility, the complete absence 

of a laboratory room and laboratory technician meant that midwives were performing 

all specified tests — a scope-of-practice and quality assurance concern not captured 

by indicator scores alone. USG and HIV testing with referral mechanisms were 

documented as unavailable in at least one facility that had no referral mechanism in 

place. 



 

•​ Clinical assessment gaps: At least one supervisor recorded that the attending health 

worker did not ask about cardinal symptoms of pre-eclampsia representing a 

potentially life-threatening clinical omission. At least one facility’s supervisor noted 

absence of hypertensive, diabetic, and NCD drugs, further compounding the risk for 

ANC clients with comorbidities. 

5.3 Normal Vaginal Delivery (NVD) Services 

Indicator PHCCs (%) Health Posts (%) 

NVD performed by midwife 92 (35/38) 8 (3/38) 

PPE used during vaginal examination 92 (35/38) 8 (3/38) 

Procedures explained, consent obtained 89 (34/38) 8 (3/38) 

Gestational age reviewed, EDD recorded on 

admission 

89 (34/38) 8 (3/38) 

Partograph maintained during labor 92 (35/38) 5 (2/38) 

Admission within 15 minutes, form completed 87 (33/38) 5 (2/38) 

Birth position preference respected 89 (34/38) 5 (2/38) 

Perineum guarded during crowning 89 (34/38) 5 (2/38) 

Newborn monitored every 30 minutes 

post-delivery 

95 (36/38) 5 (2/38) 

KMC counselled for low birth weight baby 87 (33/38) 0 (0/38) 

Postpartum family planning services provided 92 (35/38) 13 (5/38) 

High-risk identified and managed per NVD 

guideline 

63 (24/38) 16 (6/38) 

Source: 2025 Analysis of Supportive Supervision Data (field assessment completed February 

2026). NVD comparison with 2024 baseline uses raw assessment data (50 PHCCs, 57 HPs). 



 

Two genuine quality gains were recorded at PHCC level: partograph adherence during labour 

rose from 74% to 92% (+18 percentage points), a clinically meaningful improvement in 

intrapartum monitoring, and midwife-led NVD at PHCCs increased from 88% to 92%. These 

gains reflect the measurable impact of targeted technical support delivered through the 

2024–2025 QI cycle. The near-zero HP figures across most NVD indicators are not, however, 

indicators of poor-quality delivery care at that tier — they reflect the structural absence of 

NVD services at 92% of Health Posts. 

Only 3 of 38 HPs (8%) provide midwife-led NVD at all. The 8% and 5% figures across most 

HP NVD indicators do not describe poor intrapartum care — they describe a facility tier that 

does not structurally provide delivery services. The consequence is direct and serious: women 

in labour who present at or cannot travel beyond an HP have no facility-based delivery option, 

meaning their first point of clinical contact during an obstetric emergency is a facility that 

cannot manage the delivery. This is not a quality improvement problem; it is a system design 

gap requiring policy decisions on whether and how to extend delivery capacity to the 

community tier. Where the minority of HPs do attend deliveries, the data reveal additional 

failures: the high-risk identification and management rate among HPs providing NVD is only 

16%, meaning 84% of HP-attended deliveries proceed without formal complication 

recognition or management per guideline — a critical safety failure even within the already 

marginal delivery caseload at this tier. 

Even at PHCC level, where NVD is a core service mandate, significant gaps persist. High-risk 

identification and management during active labour reaches only 63% of PHCCs — 37% of 

the highest-capacity facilities in the response do not apply complication detection protocols 

during labour. Kangaroo Mother Care counselling for low birth weight babies is conducted in 

87% of PHCCs and zero percent of HPs, meaning LBW infants born at or identified through 

HP contacts receive no KMC guidance. Postpartum family planning services are available in 

92% of PHCCs but only 13% of HPs, leaving the postpartum period — when contraceptive 

need is acute and motivation to prevent future pregnancy is high — effectively unaddressed at 

community level. Breastfeeding positioning support (HP=11%) confirms a consistent pattern: 

the small number of HPs attending deliveries provide technically deficient care across 



 

multiple clinical domains simultaneously, compounding individual quality failures into a 

systemically inadequate response. 

5.4 Postnatal Care (PNC) Services 

Indicator PHCCs (%) Health Posts (%) 

PNC provided by midwife 95 (36/38) 92 (35/38) 

Next PNC visit scheduled per guidelines 95 (36/38) 84 (32/38) 

Past medical history taken (DM, HTN, Asthma) 92 (35/38) 82 (31/38) 

Hand hygiene performed before PNC examination 92 (35/38) 84 (32/38) 

Privacy maintained during PNC examination 92 (35/38) 74 (28/38) 

PPD/mental health screening conducted 74 (28/38) 61 (23/38) 

First 24-hour postpartum observation conducted 84 (32/38) 18 (7/38) 

Source: 2025 Analysis of Supportive Supervision Data (field assessment completed February 

2026). Year-on-year PNC changes reference 2024 raw assessment data. 

 

Postnatal Care Quality Indicators — 2025 Assessment 



 

Figure 2. Postnatal care quality indicators by facility type, PHCCs (n=38) and Health Posts 

(n=38), Rohingya refugee response, Cox’s Bazar. Source: 2025 Analysis of Supportive 

Supervision Data (field assessment completed February 2026). 

Midwife-led PNC is strong at both facility levels (95% PHCCs, 92% HPs), and next PNC visit 

scheduling per guidelines reaches 95% of PHCCs and 84% of HPs — the basic care 

continuity framework is functioning at both tiers. 

First 24-hour postpartum observation is conducted at 84% of PHCCs and 18% of HPs. The 

HP figure requires contextual interpretation: per MPEHS 2024, Health Posts are not mandated 

to conduct deliveries and operate on a daytime-only schedule, meaning first 24-hour 

postpartum monitoring is not an expected service at this tier. The 18% reflects the small 

number of cases where a woman presents postpartum at an HP during opening hours — not a 

systemic service failure against mandate. The more clinically significant finding is at PHCC 

level: the 16% of PHCCs (approximately 6 facilities) that are mandated for 24/7 delivery care 

and yet do not conduct structured first-hour postpartum observation represent a direct 

patient safety gap. PHCCs are the designated BEmONC facilities in this response; the 

absence of early postpartum monitoring at even a minority of these facilities is consequential 

given that the MPMSR 2024 recorded an average of ten perinatal deaths per week in this 

context, with haemorrhage and sepsis — both detectable in the first postpartum hours — 

among the leading causes. Compounding this, health workers introduce themselves and greet 

women in only 68% of HP postpartum contacts versus 95% at PHCCs, indicating that 

respectful care practice remains inconsistent at HP level even within the scope of services 

HPs do provide. 

 

Postpartum depression screening at 61% of HPs and 74% of PHCCs means 39% of HPs and 

26% of PHCCs are not assessing women for postpartum depression during the PNC contact. 

In a population with a documented high burden of trauma, GBV exposure, displacement 

stress, and bereavement, the failure to screen for PPD is a clinical and ethical failure, not a 

resource limitation — screening requires no commodities, only a trained provider and a 

protocol. Privacy during PNC examination is maintained in only 74% of HPs, meaning 

https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2025-08/MPMSR%20Annual%20Report%202024%20Final.docx.pdf


 

approximately 10 of 38 HPs cannot guarantee that postpartum women are examined without 

risk of being seen or overheard. These are not resource-intensive requirements; they are 

baseline quality standards that persist as failures after multiple cycles of training and 

supervision, reflecting accountability gaps that QI supervision alone cannot resolve. 

5.5 Family Planning, Menstrual Regulation, and Post-Abortion Care 

(FP/MR/PAC) 

Indicator PHCCs (%) Health Posts (%) 

Client-centered counselling, informed 

decision-making 

95 (36/38) 84 (32/38) 

Trained physician for implant services available 87 (33/38) 45 (17/38) 

Community FP awareness programs in place 82 (31/38) 66 (25/38) 

FP side effects explained, follow-up advised 95 (36/38) 68 (26/38) 

Informed consent obtained for LARC 79 (30/38) 42 (16/38) 

Post-abortion and postpartum contraception 

available 

79 (30/38) 42 (16/38) 

Family planning available 7 days/week 63 (24/38) 21 (8/38) 

FP monthly target achieved 39 (15/38) 32 (12/38) 

Source: 2025 Analysis of Supportive Supervision Data (field assessment completed February 

2026); Ipas Programme Evaluation, PMC 2024. Year-on-year FP changes reference 2024 raw 

assessment data. 

Client-centered counselling for informed decision-making is strong at PHCC level (95%) and 

reasonable at HP level (84%), indicating that the interpersonal quality of FP consultations is 

above threshold at both tiers. Trained physician availability for implant services at PHCCs 

improved from 72% to 87% (+15pp), demonstrating measurable progress in technical staffing 

for LARC procedures at the highest-capacity tier. 

https://pmc.ncbi.nlm.nih.gov/articles/PMC11377969/


 

Availability and target achievement are the dominant failure modes in this domain. FP 7-day 

availability at PHCCs declined from 80% to 63% (-17pp) — a functional regression that means 

the majority of PHCCs can no longer guarantee FP services across the full week. This is not a 

marginal performance gap; it is a supply-side failure at the tier with the highest FP service 

mandate. HP 7-day availability at 21% means 79% of HPs do not provide FP on a seven-day 

basis despite high unmet need and restricted community mobility among Rohingya women. 

FP monthly targets are being met in only 39% of PHCCs and 32% of HPs — the majority of 

facilities across both tiers are not meeting their own programmatic contraceptive uptake 

commitments. FP side effects are not explained to clients at 32% of HPs, meaning women are 

leaving community-level FP contacts with contraceptives and without the information required 

to manage them or seek care when problems arise. 

Informed consent for LARC is obtained in only 42% of HPs and 79% of PHCCs. The LARC 

consent failure at HP level is not a quality gap — it is a violation of reproductive rights and the 

UNFPA core mandate, as documented in the Ipas Programme Evaluation (PMC 2024) and 

aligned with international standards for contraceptive provision. Post-abortion and 

postpartum contraception is available in only 42% of HPs and 79% of PHCCs — two periods 

when contraceptive need is clinically urgent and the window for effective provision is narrow. 

Community FP awareness programs are absent in 34% of HPs, removing the primary 

outreach mechanism for reaching women who do not spontaneously present for FP services. 

The SRH Survey conducted by UNFPA Bangladesh (2024) documented demand-side barriers 

including social stigma and spousal resistance; the supply-side failures documented here 

compound an already constrained FP access environment with consent violations and 

availability failures. 

5.6 GBV, STI/RTI, and HIV Services 

Indicator PHCCs (%) Health Posts (%) 

Privacy and confidentiality maintained 92 (35/38) 79 (30/38) 

Client history taken (medical, obstetric, 

complaints) 

95 (36/38) 76 (29/38) 

https://pmc.ncbi.nlm.nih.gov/articles/PMC11377969/
https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2024-10/SRH%20survey%20Broucher%20%20(4).pdf


 

Indicator PHCCs (%) Health Posts (%) 

Psychosocial support for GBV survivors available 84 (32/38) 66 (25/38) 

Emergency contraception available 97 (37/38) 71 (27/38) 

STI screening per sector guideline 84 (32/38) 58 (22/38) 

STI syndromic management training 79 (30/38) 61 (23/38) 

CMR-trained staff in roster 71 (27/38) 37 (14/38) 

Cervical cancer screening (VIA/CBE) available 37 (14/38) 13 (5/38) 

Source: 2025 Analysis of Supportive Supervision Data (field assessment completed February 

2026). Year-on-year GBV/STI changes reference 2024 raw assessment data. 

 

Key Quality Indicators: 2024 Baseline vs 2025 Assessment 

Figure 3. Selected quality indicators comparing the 2024 Joint Monitoring Report baseline 

with the 2025 Assessment, Rohingya refugee response, Cox’s Bazar. MCH card use (HP and 

PHCC), partograph adherence, FP seven-day availability, nutrition centre integration, and 

24-hour postpartum observation. Sources: SRH WG Joint Monitoring Report 2024 and 2025 

Analysis of Supportive Supervision Data (field assessment completed February 2026). 

Privacy and confidentiality are maintained above threshold at both facility levels (PHCC=92%, 

HP=79%), and HP psychosocial support for GBV survivors improved from 47% to 66% 

https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2024-12/SRH%20Joint%20Monitoring%202024.docx%20(2).pdf


 

(+19pp) — the strongest gain in community-level GBV response capacity recorded in this 

domain. 

CMR and emergency contraception failures represent the most serious structural gaps in the 

GBV response. Only 37% of HPs have CMR-trained staff in the duty roster — 63% of HPs 

cannot provide clinical management of rape at any given service hour. This means that in the 

large majority of community-level facilities, the clinical response to sexual violence is 

unavailable regardless of whether a survivor presents. CMR-trained staff availability at PHCC 

level declined sharply from 87% to 71% (-16pp) — the largest single-indicator decline in the 

GBV domain — representing an erosion of clinical capacity at the facilities to which CMR 

cases are referred and cannot be attributed to structural design limitations. Emergency 

contraception is available in only 71% of HPs, meaning nearly 1 in 3 HPs cannot provide this 

time-critical post-rape intervention. GBV signage is discreet for patient safety in only 53% of 

HPs (HP=53%, PHCC=82%) — visible GBV identification at a facility creates direct safety 

risks for survivors in a context of documented stigma, social monitoring, and retaliation risk 

within the camp community. 

STI screening and cervical cancer screening failures extend the domain’s deficiencies beyond 

GBV. STI screening per sector guideline reaches only 58% of HPs and 84% of PHCCs, 

meaning 42% of HP-level STI presentations are not assessed according to protocol. STI 

syndromic management training coverage is 61% at HPs and 79% at PHCCs, indicating that 

even trained facilities may lack the staff competency required to apply the training correctly. 

Cervical cancer screening by VIA or CBE is available in only 13% of HPs and 37% of PHCCs — 

the lowest indicator in the entire GBV/STI domain and among the lowest in the assessment 

overall. In a population with no access to secondary care, no established referral pathway for 

cervical pathology, and high rates of untreated STIs that are themselves a risk factor for 

cervical disease, the near-total absence of VIA/CBE screening at facility level represents a 

preventable long-term mortality risk that the current facility network is structurally unequipped 

to address. 



 

 

GBV, STI/RTI and HIV Service Quality — 2025 Assessment 

Figure 4. GBV, STI/RTI, and HIV service quality indicators by facility type, PHCCs (n=38) and 

Health Posts (n=38), Rohingya refugee response, Cox’s Bazar. Source: 2025 Analysis of 

Supportive Supervision Data (field assessment completed February 2026). 

5.7 Laboratory Services 

Indicator PHCCs (%) Health Posts (%) 

HBsAg testing available 100 (38/38) 84 (32/38) 

VDRL (syphilis) testing available 95 (36/38) 79 (30/38) 

Urine protein and sugar testing 100 (38/38) 74 (28/38) 

HIV testing or referral mechanism 89 (34/38) 71 (27/38) 

Malaria testing available 95 (36/38) 68 (26/38) 

Blood grouping and Rh typing 100 (38/38) 68 (26/38) 

Ultrasound (pregnancy profile) available 79 (30/38) 32 (12/38) 

Source: 2025 Analysis of Supportive Supervision Data (field assessment completed February 

2026). Year-on-year laboratory changes reference 2024 raw assessment data. 



 

VDRL testing at HP level rose from 51% to 79% (+28pp) — the strongest single diagnostic 

gain in the assessment and a meaningful improvement in syphilis detection capacity at 

community level. HBsAg testing at HP=84% is adequate for this tier. 

Diagnostic absence at HP level is the defining failure of this domain. Ultrasound is available 

in only 32% of HPs — 68% of HPs cannot perform gestational age assessment, fetal position 

determination, placenta location, or imaging-based complication screening. Clinical decisions 

about referral timing, birth planning, and complication risk at HP level are therefore made 

without basic imaging evidence in the majority of contacts. Blood grouping and Rh typing is 

absent in 32% of HPs — women presenting for delivery at the minority of HPs that attend NVD 

cannot have emergency cross-matching conducted on site, with direct implications for 

obstetric haemorrhage management. Malaria testing is available in only 68% of HPs and HIV 

testing or referral in 71% — both essential in a high-prevalence context, both absent in 

approximately one-third of community-level facilities. Urine protein and sugar testing — the 

simplest and lowest-cost investigation for pre-eclampsia screening — is absent in 26% of 

HPs despite requiring only a dipstick and basic training. 

Blood transfusion mechanism availability within 30 minutes is 24% at HPs and 32% at 

PHCCs — a system-wide failure that is not confined to the community tier. Postpartum 

haemorrhage is among the leading causes of maternal death in this context; the absence of 

accessible blood transfusion at 68% of PHCCs and 76% of HPs means that facilities are 

routinely managing obstetric emergencies without the capacity to replace blood loss. This is 

not a quality improvement problem addressable through supervision — it is a structural 

capital and supply chain deficit requiring emergency investment. The blood transfusion 

finding is the single most consequential laboratory indicator in this assessment and its 

intersection with the NVD high-risk identification failure (PHCC=63%) and the ambulance 

availability gap (HP=42%) describes an obstetric emergency pathway that fails at every link. 

5.8 Referral Systems 

Indicator PHCCs (%) Health Posts (%) 

Updated referral pathway in place 95 (36/38) 84 (32/38) 



 

Indicator PHCCs (%) Health Posts (%) 

All referred cases stabilized before transfer 95 (36/38) 84 (32/38) 

Internal monthly coordination meetings held 95 (36/38) 68 (26/38) 

EDD tracking mechanism in place 92 (35/38) 53 (20/38) 

Community outreach mechanism in place 82 (31/38) 47 (18/38) 

Maternal mortality surveillance (72-hr reporting) 87 (33/38) 45 (17/38) 

Ambulance service available 92 (35/38) 42 (16/38) 

Blood transfusion available within 30 minutes 32 (12/38) 24 (9/38) 

Four midwives per facility in duty roster 79 (30/38)               _ 

Source: 2025 Analysis of Supportive Supervision Data (field assessment completed February 

2026). Year-on-year referral changes reference 2024 raw assessment data. 

Updated referral pathway documentation at HP level rose from 63% to 84% (+21pp), a strong 

improvement in protocol availability that indicates supervisory feedback translated into 

documentation compliance. Patient stabilization before transfer at HP level improved from 

75% to 84% (+9pp), indicating that clinical pre-transfer management practice is becoming 

more consistent. 

Ambulance availability, midwifery staffing, and tracking failures are the dominant operational 

deficits in this domain. Ambulance is available in only 42% of HPs — 58% of HPs serving the 

most remote camp populations have no on-site emergency transport, meaning women in 

obstetric emergency are dependent on community or partner-arranged transport in the 

majority of cases. Four midwives per facility in the duty roster — the minimum staffing 

standard for round-the-clock midwifery coverage — is met in only 16% of HPs and 79% of 

PHCCs. At HP level, 84% of facilities are structurally understaffed against the midwifery 

minimum, which directly compromises 24-hour service availability. EDD tracking mechanism 

is absent in 47% of HPs — without systematic expected delivery date tracking, a facility 

cannot anticipate or prepare for imminent deliveries in its catchment area, removing one of 

the most basic elements of proactive obstetric risk management. Monthly coordination 



 

meetings are held in only 68% of HPs, meaning 32% of HPs are operating without regular 

inter-agency coordination, limiting their capacity to resolve service gaps or escalate concerns 

through the system. 

Maternal mortality surveillance with timely 72-hour death reporting is in place at only 45% of 

HPs, meaning more than half of HP-level maternal deaths may not be captured within the 

required reporting window. This directly undermines the MPMSR system’s ability to generate 

accurate camp-level mortality data, detect emerging mortality clusters, and trigger timely 

response. Community outreach mechanism is present in only 47% of HPs — 53% of HPs have 

no systematic mechanism to reach pregnant women in the community, recruit women into 

ANC, or identify home deliveries. This outreach failure is compounded by the blood 

transfusion system gap (24% HP, 32% PHCC) documented consistently in both Laboratory 

and Referral domains, describing a system-wide obstetric emergency response capacity 

deficit in which transport, staffing, diagnostic support, and critical blood product access are 

simultaneously absent. These are structural failures requiring capital investment and human 

resource reform; they are not addressable through the supervision and quality improvement 

mechanisms that have driven progress in the clinical protocol domains. 

5.8.1 Field Observations — Referral Infrastructure and Cross-Cutting Structural Gaps  

Supervisors recorded a cluster of structural and operational findings that cut across multiple 

service domains and directly affect the safety and continuity of care beyond what individual 

indicator scores convey: 

•​ Physical infrastructure deficits: Wheelchairs were absent in at least one facility, 

limiting the ability to safely transport patients with mobility limitations or post-delivery 

complications. ANC consultations were being conducted in a separate room from the 

designated service point in at least one facility due to the absence of an examination 

bed at the primary service area, a basic infrastructure failure with direct implications 

for clinical quality and patient dignity. 

•​ CHW communication breakdown: Supervisors documented weak or absent 

communication between facility staff and camp community health workers (CHWs) for 

MCH card distribution and client follow-up. At least one facility was specifically noted 



 

to have less communication with camp CHWs, with no referral activity recorded in the 

previous three months, a community linkage gap that undermines the continuum of 

care from community to facility. 

•​ Referral pathway deficiencies: At least one facility had a referral pathway defined 

only for internal transfers within the centre, with no pathway visible or established for 

inter-sector referrals. MHPSS and GBV legal support cases were referred externally to 

camp 6B and camp 7B facilities by some sites, indicating reliance on ad hoc 

arrangements rather than formalised referral systems. 

•​ IPC and waste management failures: The inter-agency joint monitoring team 

documented IPC and healthcare waste management gaps, including absence of sharp 

boxes and colour-coded waste bins, unsafe segregation of sharps and glass waste, 

inconsistent sterilization monitoring, and weak adherence to PPE waste disposal 

protocols. In some facilities, sterilization and waste disposal depended on external 

arrangements, indicating limited in-house IPC capacity. These gaps pose patient and 

provider safety risks through increased exposure to healthcare-associated infection, 

unsafe sharps handling, and environmental contamination, highlighting the need for 

strengthened IPC supervision and facility-level waste management systems.  

•​ Guidelines and IEC materials: At least one facility had no guidelines, manuals, or 

IEC materials available, a situation specifically noted by a supervisor as having 

persisted from a prior visit the previous year, indicating that the gap had not been 

addressed between assessment rounds. PMTCT guidelines were absent in multiple 

facilities. No WHO guidelines for STI/RTI were available in at least two facilities. IEC 

materials were absent or described as being “processed” in several facilities, with 

critical gaps in IEC materials noted explicitly. 

5.9 Field Hospital (Referral Facility) Assessment 

Six Field Hospitals operating as referral facilities were assessed as part of the 2025 round. 

Field Hospitals serve a distinct and critical function within the tiered SRH architecture: they 

are the terminal referral point for obstetric emergencies, surgical complications, and 

high-dependency perinatal cases transferred from PHCCs and HPs across the camps. Their 



 

performance directly determines the outcome of the most life-threatening cases that primary 

facilities cannot manage. 

5.9.1 Infrastructure and Capacity 

All six Field Hospitals (100%) operated 24 hours a day, seven days a week, and all six 

maintained functional hotlines, standby referral ambulances with escort, Kangaroo Mother 

Care (KMC) facilities, and blood transfusion services. Four of six (67%) had at least one 

operational theatre and a neonatologist available on site. Bed capacity ranged from below 30 

to above 50 beds, with 50% of facilities in the 30–50 bed range. These infrastructure 

indicators reflect a functional, adequately resourced referral tier. 

However, skilled human resource coverage presents a critical gap: only 50% (3/6) of Field 

Hospitals had Skilled Birth Attendants (SBAs), obstetricians, gynaecologists, and anaesthesia 

providers available on-site per shift on a 24/7 basis, and only 67% (4/6) had trained midwives 

deployed in maternity services per shift. For facilities designed to manage obstetric 

emergencies, the absence of round-the-clock specialist cover in half of sites is a serious 

structural risk. 

Infrastructure Indicator n/6 % 

Functioning  24/7 6/6 100% 

Blood transfusion available 6/6 100% 

Standby referral ambulance with escort 6/6 100% 

KMC facility available 6/6 100% 

Functional hotline 6/6 100% 

Operational theatre 4/6 67% 

Neonatologist on site 4/6 67% 

Trained midwives per shift 4/6 67% 

SBAs on site per shift (24/7) 3/6 50% 



 

Infrastructure Indicator n/6 % 

Obstetrician per shift (24/7) 3/6 50% 

Gynaecologist per shift (24/7) 3/6 50% 

Anaesthesia provider per shift (24/7) 3/6 50% 

 

5.9.2 Clinical Service Delivery 

Across the SRH service continuum, Field Hospitals generally performed at or above PHCC 

level for clinical practice indicators, reflecting the more specialised workforce and facility 

design. ANC services were provided by a midwife in 83% (5/6) of FHs, MCH card use was 

documented at 83% (5/6), and key clinical practices — identity verification, LMP recording, 

EDD calculation, obstetric history taking, and emergency transport counselling — were 

performed in 100% (6/6) of facilities. 

NVD services showed a strong but incomplete profile. Partograph maintenance, admission 

within 15 minutes, and test result explanation were met at 83% (5/6), while the critical 

indicator of birth position preference being respected was met by only 50% (3/6) of FHs — 

below both the PHCC average (89%) and expected standards for tertiary-level care. High-risk 

pregnancy identification and management per NVD guidelines was achieved by 67% (4/6). 

PNC services were provided by a midwife in 83% (5/6), with 24-hour postpartum observation 

conducted in 83% (5/6) — a substantially better performance than HPs (18%) and 

comparable to PHCCs (84%). 

5.9.3 Family Planning and Reproductive Services 

FP performance at Field Hospitals was weaker than expected at the referral level. Only 50% 

(3/6) offered family planning services seven days a week, only 33% (2/6) achieved their FP 

monthly target, and only 33% (2/6) had a trained midwife as the primary responsible person 

for FP/MR/PAC services. Post-abortion and postpartum contraceptive services were available 

in 100% (6/6) of FHs, and 83% (5/6) offered client-centred counselling and LARC consent 

documentation. The low seven-day FP availability and target achievement suggest that FP is 



 

not being operationally prioritised at the referral level, representing a missed opportunity 

given the high-volume maternity caseload at these facilities. 

5.9.4 GBV, STI/RTI, and HIV Services 

GBV and sexual health services showed notable gaps at Field Hospital level. Only 50% 

(3/6) had at least one CMR-trained staff in the duty roster — with supervisor remarks 

noting staff turnover and roster gaps as the primary causes — and only 33% (2/6) 

provided cervical cancer screening (VIA/CBE). STI screening per sector guidelines was 

performed in only 50% (3/6) of FHs, though 83% (5/6) had staff trained on syndromic 

management of STIs including PID, suggesting a gap between training and service 

operationalisation. By contrast, psychosocial support for GBV survivors was available in 

83% (5/6), and emergency contraception was stocked in 83% (5/6). 

On documentation and environment readiness, Field Hospitals performed comparatively 

well for a secondary-level facility: 83% (5/6) maintained a GBV internal assessment 

mechanism, 83% (5/6) ensured discreet GBV signage to protect patient and provider 

safety, and 83% (5/6) had functioning ANC, PNC, high-risk pregnancy, family planning, 

and IPC registers. The NVD register was present in only 67% (4/6) and the lab register in 

67% (4/6), which are gaps for a CEmONC-level facility where complete surgical and 

delivery records are expected. Adolescent and youth-friendly services (ASRH) remain 

underdeveloped at Field Hospital level — only 17% (1/6) had ASRH-friendly service hours, 

33% (2/6) an ASRH corner, and 17% (1/6) ran ASRH sessions. 

The low CMR staffing is a critical gap given that Field Hospitals serve as the primary 

referral destination for GBV-related clinical management across the response. 

5.9.5 Laboratory Services 

Laboratory performance at Field Hospitals was uniformly strong. All six (100%) facilities 

conducted haemoglobin, RBS, blood grouping and Rh typing, HBsAg, HCV, urine protein and 

sugar testing, pregnancy tests, malaria testing, and ultrasound (USG pregnancy profile). VDRL, 

HIV testing or referral mechanism, and dengue testing were available in 83% (5/6). This 



 

represents the strongest laboratory profile of all three facility types and is appropriate for a 

referral-level function. 

5.9.6 Referral Systems and Structural Standards 

All six Field Hospitals (100%) had privacy-separated waiting areas, inventory mechanisms for 

expired drugs, disabled-friendly access, and functional ambulance services. Referral pathway 

updates, stabilisation before transfer, and EDD tracking mechanisms were in place in 83% 

(5/6). Midwife staffing (minimum four per facility in the duty roster) was met by 67% (4/6). 

Community outreach mechanisms were in place in only 50% (3/6) — reflecting the 

appropriate functional focus of referral facilities on inpatient care. The blood transfusion 

mechanism within 30 minutes was available in 83% (5/6) — a significant improvement 

compared to PHCCs (32%) and HPs (24%) — though the 17% gap at Field Hospital level 

remains clinically unacceptable for an emergency referral facility. 

Service Domain FH % PHCC % HP % 

ANC by midwife 83% 100% 84% 

MCH card use 83% 89% 87% 

Partograph maintained (NVD) 83% 92% 5% 

Birth position preference respected 50% 89% 5% 

24-hour postpartum observation 83% 84% 18% 

FP 7-day availability 50% 63% 21% 

CMR-trained staff in roster 50% 71% 37% 

Cervical cancer screening (VIA) 33% 37% 13% 

Blood transfusion within 30 min 83% 32% 24% 

Ambulance available 100% 92% 42% 

Full laboratory panel available 100% 95–100% 68–84% 

Midwives (≥4) in duty roster 67% 79% 16% 



 

 

5.9.7 Key Findings Summary 

Two strengths are notable: Field Hospitals universally provide blood transfusion, 24/7 

operation, and full laboratory services — the critical safety net that primary facilities cannot 

provide. Psychosocial support for GBV survivors, postpartum contraception, and emergency 

contraception are broadly available. 

Four critical concerns require immediate corrective action: 1. Specialist staffing gaps: Only 

50% of FHs have 24/7 on-site obstetric, gynaecological, and anaesthetic cover — an 

unacceptable gap for facilities managing surgical obstetric emergencies. 2. FP service 

underperformance: Seven-day FP availability at 50% and target achievement at 33% 

indicate that reproductive health service continuity is not assured even at the referral tier. 3. 

CMR staffing and GBV services: With only 50% CMR-trained staff coverage and 33% 

cervical cancer screening availability, the referral capacity for sexual violence case 

management and screening is critically under-resourced. 4. Birth position preference: At 

50%, this respectful maternity care indicator is lower at Field Hospital level than at PHCCs 

(89%), pointing to a gap in dignity-of-care standards that should be higher, not lower, at the 

most specialised facilities. 

5.10 Summary: The PHCC–Health Post Quality Gradient 

Across all eight assessed service domains, PHCCs consistently demonstrated higher levels of 

service availability and clinical capacity compared to Health Posts (Table 2). This gradient 

reflects the tiered design of the health system rather than uniform quality deficits. According 

to the MPEHS 2024 framework, Health Posts are not mandated to provide intrapartum care, 

including normal vaginal delivery, partograph monitoring, or 24-hour postpartum observation. 

Consequently, low performance on these indicators at HP level should be interpreted as a 

function of structural service scope rather than poor quality of care.  

Service Domain Key Indicator PHCCs (%) Health Posts (%) Difference  

ANC MCH card used 89 87 2 pp 



 

Service Domain Key Indicator PHCCs (%) Health Posts (%) Difference  

NVD Partograph 

adherence 

92 5 87 pp 

PNC First 24-hour 

postpartum 

observation 

84 18 66 pp 

PNC Mental health 

assessment 

74 61 13 pp 

FP/MR/PAC FP available 7 

days/week 

63 21 42 pp 

GBV Psychosocial support 

available 

84 66 18 pp 

GBV CMR-trained staff per 

roster 

71 37 34 pp 

Lab Ultrasound available 79 32 47 pp 

Lab Lab 

technologist-conduct

ed tests 

95 47 48 pp 

Referral Ambulance available 92 42 50 pp 

Table 2. PHCC–Health Post quality gradient across service domains, 2025 Analysis of 

Supportive Supervision Data. pp = percentage points. 

The facility-type disaggregation enabled by the 2025 analysis reveals a systematic, 

multi-domain quality divide. The largest gap is now partograph adherence (87 pp) — which 

primarily reflects that most HPs do not provide NVD services rather than a quality failure per 

se. Excluding that structural distinction, the most clinically significant gap is the 24-hour 

postpartum observation differential (66 pp), where the failure to systematically monitor 

mothers and newborns in the highest-risk postpartum period at Health Post level carries 



 

direct implications for preventable mortality. The ambulance gap (50 pp) compounds this risk 

by limiting emergency transfer capacity from HPs. Importantly, the MCH card gap has nearly 

closed (2 pp), and the psychosocial support and GBV referral gaps, while still substantial, have 

narrowed relative to the 2024 baseline. 

 

 

Critical Service Gaps: PHCC vs Health Post — 2025 Assessment 

Figure 5. Critical service delivery gaps between PHCCs (n=38) and Health Posts (n=38), 2025 

Assessment. Indicators with a gap of ≥30 percentage points are annotated in red. Source: 

2025 Analysis of Supportive Supervision Data (field assessment completed February 2026). 

6. Comparison with the 2024 Joint Monitoring Report 

6.1 The Role of the 2024 JMR as System Baseline 



 

The SRH WG Joint Monitoring Report 2024, published simultaneously on ReliefWeb and the 

UNFPA Bangladesh website, represents the first output of the SRH QI and Accountability 

System — the document that established the system-wide evidence baseline. The 2024 JMR 

documented the overall state of SRH service quality across 109 facilities, identifying critical 

gaps in respectful maternity care, staffing, reproductive health supply security, and protocol 

adherence at a system level. 

The 2024 JMR’s key contribution was demonstrating, with inter-agency credibility, that access 

to facilities did not equate to quality of care — validating the foundational rationale of the QI 

system and generating shared evidence for action among all Working Group partners. 

6.2 The 2025 Analysis: An Independent Second Assessment Round 

The 2025 Analysis of Supportive Supervision Data represents an independent second round 

of joint monitoring conducted under the same standardized QI system. This is not a 

re-analysis of the 2024 dataset but a separate field assessment round, completed in February 

2026, using the same standardized monitoring tool across the facility network. The 2025 

round explicitly disaggregates all indicators by facility type (PHCC vs. Health Post), generating 

the facility-type-specific evidence base needed to design differentiated QI interventions. 

The availability of two independent assessment rounds enables, for the first time, year-on-year 

comparison of SRH service quality indicators across the Rohingya response. System-wide 

averages from the 2024 JMR can now be assessed alongside the facility-type-disaggregated 

2025 data to identify whether quality gaps identified in 2024 have been addressed following 

the one-to-one partner feedback and technical assistance delivered during 2025. 

The relationship between the two documents is therefore both complementary and 

longitudinal: the 2024 JMR established the system-wide baseline; the 2025 analysis provides 

the first follow-up measurement, with added granularity through facility-type disaggregation 

that enables targeted quality improvement response. 

6.3 Methodological Note: Enabling Precise Like-for-Like Comparison 

The initial approach to year-on-year comparison relied on system-wide weighted averages 

from the published 2024 JMR, which combined PHCC and HP results into single figures. 

https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2024-12/SRH%20Joint%20Monitoring%202024.docx%20(2).pdf
https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2024-12/SRH%20Joint%20Monitoring%202024.docx%20(2).pdf
https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2024-12/SRH%20Joint%20Monitoring%202024.docx%20(2).pdf


 

However, this approach introduced methodological limitations: comparing a 2024 blended 

average against 2025 disaggregated PHCC and HP figures obscured whether improvement 

occurred at one facility type or both, and could mask declines at one level behind gains at 

another. 

Critically, the 2024 raw assessment data — the underlying facility-level dataset from which the 

published JMR was derived — contains full HP/PHCC disaggregated breakdowns for every 

indicator across all eight service domains (57 HPs, 50 PHCCs; 107 facilities total). Access to 

this raw dataset enables a precise like-for-like comparison: 2024 HP vs. 2025 HP and 2024 

PHCC vs. 2025 PHCC, indicator by indicator. This is the most methodologically rigorous 

approach to determining the extent of improvement, and it is the basis of Table 3 below. 

Two important methodological caveats apply: 

1.​ NVD indicators and Health Posts: Health Posts are not structurally mandated to 

provide Normal Vaginal Delivery services. In 2024, 70% of HPs listed “Others” as 

responsible for NVD (indicating no dedicated NVD capacity); in 2025, 92% listed 

“Others.” Consequently, HP-level NVD indicators reflect structural non-provision rather 

than quality deficiency. NVD comparisons are therefore presented for PHCCs only, 

where NVD is a core service mandate. 

2.​ Differences in facility counts between rounds: The 2024 assessment covered 107 

facilities used in the raw data analysis (57 HPs, 50 PHCCs), while the 2025 assessment 

covered 76 facilities for HP/PHCC comparison (38 HPs, 38 PHCCs). The reduction 

reflects facility closures, partner transitions, and operational changes. Comparisons 

represent network-level averages across slightly different facility sets rather than 

longitudinal tracking of identical facilities. 

6.4 Comparative Service Delivery: 2024 Baseline vs. 2025 Follow-Up (Disaggregated) 

Table 3 presents the first disaggregated like-for-like comparison across all major service 

domains, using 2024 raw facility-level data alongside the 2025 assessment results. Each row 

shows the 2024 and 2025 percentage for the same facility type, enabling direct measurement 

of change at PHCC level and HP level independently. 



 

Service 

Domain 

Key Indicator 2024 

HP 

2025 

HP 

Δ HP 2024 

PHCC 

2025 

PHCC 

Δ 

PHCC 

ANC 

 

MCH card used 2% 87% +85pp 14% 89% +75pp 

ANC provided by 

midwife 

81% 84% +3pp 90% 100% +10pp 

ANC register with 

high-risk ID 

49% 66% +17pp 72% 82% +10pp 

Blood investigations 

performed/referred 

44% 74% +30pp 70% 87% +17pp 

High-risk cases 

managed per 

guideline 

42% 55% +13pp 78% 84% +6pp 

Nutrition center 

integration 

32% 29% -3pp 60% 39% -21pp 

NVD 

 

Partograph 

adherence 

— — — 74% 92% +18pp 

Health worker 

communication 

— — — 70% 92% +22pp 

NVD provided by 

midwife 

— — — 88% 92% +4pp 

PNC 

 

PNC provided by 

midwife 

81% 92% +11pp 92% 95% +3pp 

PPD screening 49% 61% +12pp 62% 74% +12pp 

Next PNC visit 

scheduled 

81% 84% +3pp 84% 95% +11pp 



 

Service 

Domain 

Key Indicator 2024 

HP 

2025 

HP 

Δ HP 2024 

PHCC 

2025 

PHCC 

Δ 

PHCC 

FP/MR/ 

PAC 

 

FP 7-day service 7% 21% +14pp 80% 63% -17pp 

FP staff trained 58% 53% -5pp 72% 87% +15pp 

Informed consent for 

LARC 

35% 42% +7pp 78% 79% +1pp 

GBV/STI 

 

CMR-trained staff 53% 37% -16pp 68% 71% +3pp 

GBV psychosocial 

support 

47% 66% +19pp 92% 84% -8pp 

GBV referral pathway 

visible 

46% 53% +7pp 74% 76% +2pp 

STI syndromic 

management training 

44% 61% +17pp 66% 79% +13pp 

HIV testing available 51% 66% +15pp 90% 89% -1pp 

Lab 

 

VDRL testing 51% 79% +28pp 94% 95% +1pp 

Ultrasound available 25% 32% +7pp 72% 79% +7pp 

Lab technologist 

conducting tests 

49% 47% -2pp 92% 95% +3pp 

Referral 

 

Updated referral 

pathway 

63% 84% +21pp 88% 95% +7pp 

Ambulance service 32% 42% +10pp 92% 92% 0pp 

Patient stabilized 

before transfer 

75% 84% +9pp 92% 95% +3pp 

Structure 

 

Community outreach 67% 47% -20pp 92% 82% -10pp 



 

Service 

Domain 

Key Indicator 2024 

HP 

2025 

HP 

Δ HP 2024 

PHCC 

2025 

PHCC 

Δ 

PHCC 

Maternal mortality 

surveillance 

40% 45% +5pp 94% 87% -7pp 

Monthly coordination 

meetings 

74% 68% -6pp 92% 95% +3pp 

​

Table 3. Like-for-like comparison of SRH service quality indicators, 2024 vs. 2025, 

disaggregated by facility type. 2024 figures are from the raw assessment dataset (57 HPs, 50 

PHCCs). 2025 figures are from the Supportive Supervision analysis (38 HPs, 38 PHCCs). NVD 

indicators are PHCC-only as HPs do not structurally provide delivery services. “—” indicates 

not applicable. pp = percentage points. Bold values indicate changes ≥15pp or notable 

declines. Sources: 2024 raw assessment data; 2025 Analysis of Supportive Supervision Data. 

The disaggregated comparison reveals a more nuanced pattern than system-wide averages 

would suggest, with divergent trajectories between facility types in several domains. 

Strongest improvements — PHCCs: 

•​ MCH card use rose from 14% to 89% (+75pp) — the most dramatic improvement at 

PHCC level, directly attributable to the SRH WG’s targeted MCH card rollout across all 

33 camps. 

•​ Health worker communication during NVD improved from 70% to 92% (+22pp) and 

partograph adherence from 74% to 92% (+18pp) — indicating that clinical practice in 

labour management strengthened substantially following the QI cycle’s technical 

support. 

•​ The ANC register with high-risk ID rose from 72% to 82% (+10pp), and the next 

PNC visit scheduled from 84% to 95% (+11pp). 

•​ Blood investigations performed/referred improved from 70% to 87% (+17pp), and 

FP staff trained from 72% to 87% (+15pp). 

Strongest improvements — Health Posts: 

https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2025-03/SRH%20WG%20Bulletin%20Annual%20Bulletin%202024_V2%20(1).pdf


 

•​ MCH card use rose from 2% to 87% (+85pp) — the single largest improvement 

documented in the entire assessment, representing near-universal adoption from a 

near-zero baseline. 

•​ Blood investigations performed/referred improved from 44% to 74% (+30pp), and 

VDRL testing from 51% to 79% (+28pp) — indicating substantial gains in diagnostic 

capacity at community level. 

•​ Updated referral pathway rose from 63% to 84% (+21pp), and ANC register with 

high-risk ID from 49% to 66% (+17pp). 

•​ GBV psychosocial support improved from 47% to 66% (+19pp), and STI syndromic 

management training from 44% to 61% (+17pp). 

These improvements provide credible evidence that the continuous technical support, partner 

feedback, and accountability mechanisms embedded within the SRH QI system are 

translating into measurable service quality gains at both facility levels. The QI cycle’s 

structured approach — where identified gaps are followed by targeted action, which is then 

verified through the next monitoring round — is demonstrably producing results. 

6.5 Areas of Decline and Persistent Challenge 

The disaggregated comparison reveals several notable declines that warrant targeted 

attention. These are summarized below by severity: 

Declines at PHCC level: 

•​ Nutrition center integration declined sharply from 60% to 39% (-21pp) — the largest 

single PHCC decline, suggesting disruption of nutrition-SRH referral linkages, possibly 

due to nutrition partner transitions or programmatic restructuring. 

•​ FP 7-day availability declined from 80% to 63% (-17pp) — a concerning reversal that 

likely reflects staffing gaps and roster instability at PHCCs. 

•​ Community outreach mechanism declined from 92% to 82% (-10pp), GBV 

psychosocial support from 92% to 84% (-8pp), and maternal mortality 

surveillance from 94% to 87% (-7pp) — all indicating erosion of structural 



 

accountability and protection mechanisms at PHCC level that require immediate 

corrective attention. 

Declines at Health Post level: 

•​ Community outreach mechanism declined from 67% to 47% (-20pp) — the largest 

HP decline, reflecting weakening of community-facility linkages that are critical for 

health-seeking behavior in camp settings. 

•​ CMR-trained staff declined from 53% to 37% (-16pp) — a protection-critical gap, as 

clinical management of rape requires specific training that is lost when trained staff 

depart. 

•​ Informed choice/dual protection counseling declined from 51% to 42% (-9pp), and 

monthly coordination meetings from 74% to 68% (-6pp). 

These declines are plausibly attributable to health worker turnover — the most significant 

confounding variable in humanitarian quality improvement. The humanitarian health sector 

experiences annual staff turnover rates of 20–30% on average, with some organizations 

reporting rates as high as 40%. In the Cox’s Bazar context — where Health Posts are staffed 

by community midwives, health volunteers, and paramedics on project-based contracts — the 

effects of turnover are particularly acute. When trained staff depart and are replaced by newly 

recruited personnel who have not benefited from the previous cycle’s technical assistance and 

feedback, the cumulative effect of supervision is diluted. This creates a situation where 

institutional knowledge gained through one QI cycle may be partially lost by the time the next 

assessment round occurs, particularly at facilities with high staff rotation. 

The 2024 raw data confirms this structural vulnerability: only 7% of HPs had at least six 

midwives in place (compared with 54% of PHCCs). This staffing deficit, compounded by the 

precarious employment conditions of community health workers in the refugee response — 

many of whom are Rohingya volunteers receiving small stipends rather than formal 

employment — creates a structural vulnerability to turnover that undermines the sustainability 

of quality improvement gains at the community level. 

At Health Post level, persistent gaps also remain in several critical domains where 

improvement was either absent or insufficient: ambulance availability stands at 42% (up from 

https://www.files.ethz.ch/isn/93897/networkpaper055.pdf
https://www.lshtm.ac.uk/research/centres/health-humanitarian-crises-centre/news/426971/overlooked-and-undervalued-rohingya-refugee-community-health-worker
https://www.lshtm.ac.uk/research/centres/health-humanitarian-crises-centre/news/426971/overlooked-and-undervalued-rohingya-refugee-community-health-worker


 

32%, but still inadequate for emergency obstetric referral), first 24-hour postpartum 

observation remains critically low at 18%, and CMR-trained staff per roster has actually 

worsened (from 53% to 37%). These structural gaps point to resource and staffing constraints 

that require differentiated investment beyond the reach of supportive supervision alone. 

6.6 Areas of Consistency and Continued Concern 

Across both assessment rounds, the 2024 JMR and 2025 analysis corroborate a consistent 

picture of the system’s structural architecture, confirm areas of genuine improvement, and 

highlight domains where progress remains incomplete. 

Documentation and standardization — a transformed success story: Where the 2024 

JMR flagged critically low uptake of standardized ANC cards (14% PHCCs, 2% HPs) as an 

urgent gap, the 2025 analysis documents a transformation: 89% of PHCCs and 87% of HPs 

now use the MCH card. This is not merely an improvement but a near-complete reversal of a 

critical baseline deficiency within a single QI cycle. The MCH card achievement demonstrates 

what structured QI intervention — combined with targeted rollout infrastructure — can 

achieve at scale. The 2024 baseline of critically low uptake underscores the necessity of the 

QI system; the 2025 result validates its impact. 

Community-level service access: The severe limitation of family planning and emergency 

care availability at Health Post level was identified as a structural gap in the 2024 JMR. The 

2025 facility-type disaggregation makes the magnitude of this gap quantitatively explicit. FP 

7-day availability at HPs improved from 7% to 21%, though the majority of HPs still do not 

offer daily FP services. Ambulance access improved from 32% to 42% at HPs. Strengthening 

these structural services at HP level requires resource investment beyond the scope of 

supervision alone. 

GBV service integration: Both datasets confirm gaps in CMR-trained staff availability and 

psychosocial support at Health Post level as a critical protection gap. The disaggregated 

comparison reveals a divergent trajectory: HP psychosocial support improved substantially 

from 47% to 66% (+19pp), while PHCC psychosocial support declined from 92% to 84% 

(-8pp) — likely reflecting the loss of trained staff through turnover. CMR-trained staff at HPs 

also declined from 53% to 37% (-16pp) — one of the sharpest declines in the entire dataset — 



 

indicating that maintaining GBV response capacity requires sustained training investment 

that keeps pace with staff turnover. 

6.7 Longitudinal Tracking and the Path Forward 

With two independent assessment rounds now completed (2024 and 2025), the SRH QI 

system has achieved a critical milestone: the availability of longitudinal data for year-on-year 

comparison of quality indicators. The consolidated 2025 SRH QI report, anticipated by April 

2026, will present this comparative analysis in full — enabling the SRH QI Technical 

Committee to assess which quality gaps have been reduced following the partner feedback 

and technical assistance cycle, which gaps persist despite intervention, and where new 

priority areas have emerged. 

The value of having the 2024 raw data alongside the 2025 dataset cannot be overstated. 

When both datasets are analyzed comparatively, it becomes possible to determine whether 

the QI interventions triggered by the 2024 baseline findings — including one-to-one partner 

feedback, targeted technical support, and tracked corrective actions — have produced 

measurable improvement at the facility level. This capacity for empirical verification of 

improvement is the defining characteristic of the continuous QI model and distinguishes it 

from episodic assessment exercises that lack follow-through. 

As the system matures, the third monitoring cycle (planned for 2026) will add a third data 

point, enabling trend analysis across three rounds and strengthening the evidence base for 

the system’s effectiveness as a quality governance mechanism. 

 

7. Discussion 

Findings from this study demonstrate that improvements in service quality require 

system-wide mechanisms beyond facility-level interventions. While MPMSR focuses on 

mortality review, the SRH-QIAS extends this approach by embedding continuous quality 

improvement across the entire service delivery system, enabling the translation of identified 

gaps into structured actions and verified improvements. 



 

7.1 The PHCC–Health Post Quality Gradient 

The data from the 2025 analysis reveal a health system characterized by both a structural 

quality gradient between PHCCs and Health Posts, and by evidence that targeted QI 

interventions can produce transformative improvement. The findings broadly validate the 

three-factor framework proposed by PMC (2023) — weakened systems, limited resources, and 

information deficits — as the primary drivers of SRH quality gaps in humanitarian settings. Yet 

the MCH card data demonstrate that when one of these factors — information deficit and 

documentation practice — is directly addressed through targeted intervention, change can be 

rapid and comprehensive: adoption rose from 2–14% in 2024 to 87–89% in 2025. This is 

direct evidence that the QI system works. 

The situation analysis for Rohingya SRH published by BMJ Open (2019) identified access to 

comprehensive reproductive, maternal, and newborn health services as a major concern — a 

conclusion that remains partially validated by the 2025 data for health post-level services, 

despite continued investment. The MCH card transformation, however, also demonstrates that 

the structural nature of these challenges does not preclude rapid improvement when the QI 

mechanism is functioning as designed. 

The critical finding that 67% of maternal deaths in 2024 occurred among women who had 

delivered at home despite 78% having attended four or more ANC visits — documented in the 

MPMSR Annual Report 2024 — highlights a birth preparedness and facility utilization gap that 

cannot be addressed by ANC service delivery alone. The 2025 improvement in MCH card use 

(to 87–89%) directly strengthens the risk stratification and birth preparedness counseling 

capacity of ANC services — a tangible contribution toward translating attendance into 

improved outcomes. Sustained focus on high-risk pregnancy management (currently at 84% 

PHCC and 55% HP) and on demand creation for facility delivery remain essential. 

Across all eight assessed service domains, PHCCs consistently outperformed Health Posts on 

quality indicators. The magnitude of the gradient is most stark for NVD-related measures 

(partograph: 92% vs. 5%, though this reflects structural HP non-provision of NVD rather than 

quality failure), FP availability (63% vs. 21%), and postpartum observation (84% vs. 18%). This 

gradient is not surprising given the structural differences between facility types. However, the 

https://pmc.ncbi.nlm.nih.gov/articles/PMC9999057/
https://pmc.ncbi.nlm.nih.gov/articles/PMC6615844/
https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2025-08/MPMSR%20Annual%20Report%202024%20Final.docx.pdf


 

severity of the gap at Health Post level has direct equity implications, as Health Posts are the 

primary point of contact for the most geographically isolated camp populations. 

7.2 Supportive Supervision as a QI Mechanism 

The evidence reviewed in this report supports the conclusion that structured supportive 

supervision, implemented with fidelity, can meaningfully improve SRH service quality in 

humanitarian settings. The Abujaber et al. (2022) review found consistent positive impacts 

across all 11 included humanitarian-focused supervision studies, and BMC Global and Public 

Health (2026) documented that joint problem-solving approaches — a defining feature of the 

inter-agency supervision model used in Cox’s Bazar — yielded the largest performance 

improvements. 

The Cox’s Bazar model’s inter-agency team composition represents structural strength. By 

including supervisors from multiple organizations in joint assessment teams, the approach 

promotes cross-learning, reduces organizational reporting bias, builds shared accountability 

across the SRH Working Group, and creates a neutral evidence base for resource allocation 

decisions. This design aligns with the evidence from Lutwama et al. (2022) on the importance 

of clinical rather than purely administrative supervision focus, and addresses the limitation 

identified in South Sudan where supervision focused on administrative tasks to the exclusion 

of clinical performance. 

The Norton and Tappis (2024) finding that only 6 of 69 humanitarian SRH implementation 

studies used formal implementation research frameworks underscores the relative rarity of 

structured, evidence-generating quality improvement processes — making the Cox’s Bazar 

joint monitoring model not only practically significant but also a potential contribution to the 

broader evidence base for humanitarian SRH quality improvement. 

7.3 The Continuous QI Model: Closing the Loop 

The most significant structural limitation identified by Lutwama et al. (2022) was not the 

supervision visit itself, but the lack of systematic follow-up: gaps were identified through 

supervision but did not reliably translate into corrective action because no accountability 

mechanism ensured that identified problems were addressed and verified. This finding 

precisely describes the pre-2023 state of quality monitoring in the Rohingya response — 

http://jogh.org/documents/2022/jogh-12-04017.pdf
https://pmc.ncbi.nlm.nih.gov/articles/PMC12763964/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12763964/
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-022-08637-4
https://reproductive-health-journal.biomedcentral.com/articles/10.1186/s12978-024-01793-2
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-022-08637-4


 

assessments were conducted, reports were written, but the feedback loop between findings 

and action was weak. 

The SRH QI and Accountability System in Cox’s Bazar directly addresses this structural gap 

through Stage 4 of its cycle — the one-to-one partner feedback and targeted technical 

support component — and through the next monitoring cycle’s explicit mandate to verify 

improvement. Partners are not simply informed of gaps; they agree on time-bound quality 

improvement actions, receive technical support to implement them, and have their 

performance re-assessed in the next monitoring round. This “close the loop” architecture is 

what transforms supervision from a reporting exercise into a genuine improvement 

mechanism. 

The design is consistent with the highest-impact models identified in the BMC Global and 

Public Health (2026) meta-analysis, which found that joint problem-solving (+14.2 to +20.8 

percentage point improvement) and cascaded supervision (amplification of +8.8 to +11.5 

percentage points) — both features of the Cox’s Bazar model — generated the largest 

performance gains. The 2026 monitoring cycle will provide the first empirical test of whether 

this architecture is delivering measurable quality improvement across the facility network. 

7.4 Funding Sustainability 

The documented 27% decline in ODA for SRH between 2022 and 2023, as reported by Tran et 

al. (2026), represents a systemic threat to sustained quality improvement investment in the 

Rohingya response. Quality improvement mechanisms — including supervision systems, 

training programs, commodity security, and monitoring infrastructure — require sustained 

funding commitments that may be difficult to maintain in an era of declining SRH financing. 

The fact that 95% of countries have emergency SRH policies but only 40% integrate MISP 

reinforces the gap between policy commitment and operational reality, a gap that is likely to 

widen under funding pressure. 

The inter-agency, shared-cost model of the SRH WG joint monitoring approach offers a 

degree of resilience against individual agency funding volatility, as the system is maintained 

through collective investment rather than single-donor dependency. Nevertheless, the 

sustainability of inter-agency coordination mechanisms themselves — including the SRH 

https://pmc.ncbi.nlm.nih.gov/articles/PMC12763964/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12763964/
https://link.springer.com/10.1186/s13031-025-00743-4
https://link.springer.com/10.1186/s13031-025-00743-4


 

Working Group — is contingent on continued operational funding for the broader 

humanitarian response. 

7.5 Maternal Mortality Context 

The 19% reduction in maternal deaths from 57 in 2023 to 46 in 2024, documented in the 

MPMSR Annual Report 2024, is an encouraging signal that programmatic investments are 

yielding results at the population level. However, the MMR in the camps (estimated at 295 per 

100,000 live births in 2023, compared with a baseline RAMOS estimate of 179 per 100,000) 

remains substantially elevated, indicating that the mortality gap relative to the 

pre-displacement baseline has not been closed. The persistence of weekly maternal and 

perinatal deaths — at an average rate of one maternal and ten perinatal deaths per week — 

underscores that quality improvement must be treated as an ongoing operational imperative 

rather than a programmatic milestone. 

 

Maternal Mortality Trends in Rohingya Camps, Cox’s Bazar 

Figure 6. Maternal mortality ratio (MMR per 100,000 live births) and reported maternal death 

counts in Rohingya refugee camps, Cox’s Bazar, 2022–2024. MMR estimates for 2022 (321) 

and 2023 (295) are from the Health Sector Bulletin, January 2024. The 2024 MMR has not 

https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2025-08/MPMSR%20Annual%20Report%202024%20Final.docx.pdf
https://rohingyaresponse.org/wp-content/uploads/2024/03/CXB-Health-Sector-Bulletin-Jan-2024-1.pdf


 

been published at the time of writing and is therefore not shown. Maternal death counts — 59 

(2022), 57 (2023), 46 (2024) — are from MPMSR Annual Report 2024, Figure 1. All mortality 

data pertain to the MPMSR 2024 reporting period; 2025 mortality data are not yet available. 

 

8. Recommendations 
The following recommendations are grounded directly in the 2025 Assessment findings and, 

where relevant, carry forward unresolved gaps from the 2024 Joint Monitoring Report. They 

are organized by the intended audience — Donors and Humanitarian Financing Bodies, Health 

Sector and SRH Working Group, Implementing Partners, and UN Agencies — so that each 

actor can identify their specific accountability and action within the system. Timelines and 

leads are specified for each recommendation. 

 

 

 

SRH Quality Achievements and Persistent Gaps — 2025 

Figure 7. Left panel: key quality improvements from 2024 to 2025 (percentage point gains). 
Right panel: persistent critical gaps at Health Post level in 2025, compared with PHCC 
performance. Source: 2025 Analysis of Supportive Supervision Data and 2024 JMR raw data. 

 

 

 

https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2025-08/MPMSR%20Annual%20Report%202024%20Final.docx.pdf


 

 

8.1 Recommendations for Donors and Humanitarian Financing Bodies 

Humanitarian financing agencies and donor partners are encouraged to consider a more 

sustainable and system-oriented approach to supporting sexual and reproductive health 

(SRH) quality in the Rohingya response. While humanitarian financing often prioritizes 

immediate service delivery, the findings of the 2025 SRH-QIAS demonstrate that sustained 

investment in quality improvement systems can produce measurable gains in service 

readiness, continuity, and quality of care. Donors are therefore encouraged to support 

predictable, multi-year financing approaches that strengthen both service delivery and the 

system-level mechanisms required to sustain quality improvements over time.  

1.​ Ring-fence SRH Quality Improvement programming as life-saving infrastructure. 

The SRH-QIAS — joint monitoring, supportive supervision, partner feedback, and the 

consolidated reporting cycle — must be explicitly funded as a system-level investment 

within humanitarian response budgets, not embedded in individual project lines 

subject to arbitrary cuts. The system’s demonstrated ability to drive near-universal 

MCH card adoption (+83pp at HPs in one cycle) constitutes evidence of return on 

investment.  

2.​ Invest in structural capital for PHCCs and Field Hospitals to meet their MPEHS 

mandates. Per MPEHS 2024, blood transfusion readiness and standby ambulance are 

explicit PHCC mandates. Yet 68% of PHCCs do not have blood products accessible 

within 30 minutes, and 8% of PHCCs lack ambulance access — both direct failures 

against the PHCC mandate. Donors should fund a dedicated structural improvement 

package for PHCCs and Field Hospitals covering blood product access, emergency 

transport, cold chain, and diagnostic equipment. HP blood transfusion (24%) and 

ambulance (42%) figures are noted as observed data; these services are not in the 

current MPEHS HP package, but donors prepared to support an MPEHS HP standard 

revision should engage the Health Sector in that review. 

3.​ Fund the incentive and retention infrastructure that makes midwife deployment 

to Health Posts and PHCCs sustainable. Per MPEHS 2024, every HP requires at 



 

minimum 1 midwife on shift and every PHCC requires 6 midwives. Donors are 

responsible for funding the conditions that make compliance achievable. With only 7% 

of HPs having had consistent midwife-on-shift coverage in 2024 and 54% of PHCCs 

meeting the 6-midwife minimum, enforcement alone cannot close the gap. Donors 

should fund a structured midwife incentive and retention package — covering hardship 

allowances for remote camp deployment, basic accommodation support, professional 

recognition pathways, and mentoring schemes for newly deployed staff — as a 

multi-year commitment explicitly tied to the MPEHS staffing standards. This directly 

carries forward and operationalises 2024 JMR Recommendation  

4.​ Support implementation research to document the Cox’s Bazar QI model for 

global learning. The 2026 monitoring cycle represents the first opportunity for 

longitudinal comparison. Funding a formal implementation research framework — 

capturing cost-effectiveness data, process documentation, and outcome linkage — 

would contribute to the global humanitarian SRH evidence base and justify sustained 

investment.  

 

8.2 Recommendations for the Health Sector and SRH Working Group 

The SRH WG, in coordination with supply chain actors, should strengthen mechanisms for 

continuity of essential SRH commodities through improved forecasting, routine stock 

monitoring, commodity redistribution, and early warning systems for stockouts, with priority 

focus on family planning commodities, emergency contraception, STI treatment supplies, and 

maternal health diagnostics. Timeline: Coordination mechanism developed within three 

months and operationalized within six months. Lead: Health Sector Supply Chain 

Coordination and SRH WG.  

5.​ Institutionalise the annual SRH-QIAS cycle as a permanent Sector governance 

commitment. The joint monitoring and feedback cycle should be embedded in the 

Health Sector and SRH WG operational plan as a non-negotiable annual deliverable, 

with a fixed schedule (assessment: September–December; analysis and reporting: 

January–March; partner feedback and technical assistance: April–June; corrective 



 

action implementation and review: July–August)standardised reporting format, and 

mandatory integration of QI findings into partner operational plans.  

6.​ Enforce standard clinical practice across all partners through compliance audits. 

The 2024 JMR Recommendation 2 — full adoption of national and WHO-endorsed 

SRH guidelines — remains only partially fulfilled in 2025. Partograph use at PHCC level 

has improved (92%) but is near-absent at HPs (5%). The Sector must institute 

mandatory quarterly spot-checks against minimum clinical standards, with corrective 

action plans triggered for any facility below 70% on life-saving process indicators.  

7.​ Establish a rapid-response supply chain mechanism for essential SRH 

commodities. Stockouts of FP commodities (reported at 36% of PHCCs in 2024), 

emergency contraception gaps at HPs (29% without stock), and diagnostic shortfalls at 

HPs must be addressed through a dedicated SRH commodity buffer-stock system with 

monthly replenishment cycles and automated stockout alerts. This carries forward the 

2024 JMR Recommendation 9 on continuous supply, which has not been fully 

implemented.  

8.​ Develop and mandate differentiated technical assistance packages by facility 

tier, aligned to MPEHS mandates. PHCCs and Health Posts have different mandates 

and different gap profiles requiring distinct TA curricula. HP-specific packages should 

focus on mandated HP services with documented gaps: ANC quality and high-risk 

identification, routine PNC (danger sign recognition, counselling), FP continuity and 

7-day availability, CMR clinical pathways and staff rostering, STI syndromic 

management, and referral stabilisation. PHCC-specific packages should focus on 

mandated PHCC services with gaps: NVD safety and partograph adherence, 24-hour 

postpartum observation, blood transfusion readiness, FP continuity, nutrition 

integration, and CMR staffing. Packages should be mandatory for all partners at annual 

partner review meetings.  

9.​ Enforce MPEHS minimum midwife staffing standards across all facility tiers. Per 

MPEHS 2024, the minimum midwife staffing standard is 6 midwives per PHCC and 1 

midwife per HP. Only 54% of PHCCs meet the 6-midwife standard; at HP level, at least 



 

one qualified midwife on every shift must be non-negotiable. This carries forward the 

2024 JMR Recommendation 1. The Sector should set non-negotiable HR standards 

aligned explicitly to MPEHS: no PHCC operates below 6 midwives in the roster; no HP 

operates without at least 1 trained midwife or SBA on every shift during operating 

hours. Partners who cannot meet the MPEHS standard by the July 2026 monitoring 

cycle should present a written corrective action plan including redeployment from 

overstaffed facilities and accelerated recruitment.  

10.​ Scale and mandate the community-based FP model to all 33 camps. The SRH WG 

Bulletin 2024 documented this model operational in 10 of 33 camps; with FP 7-day 

availability now at only 21% of HPs and FP targets achieved by only 32% of HPs, 

community-based service delivery is the only mechanism capable of closing this 

access gap at scale.  

 

8.3 Recommendations for Partners 

Partners play a central role in translating sector standards, technical guidance, and quality 

improvement priorities into consistent service delivery at facility level. While the 2025 

SRH-QIAS findings demonstrate important progress across several domains, persistent 

variations in performance indicate the need for stronger facility-level accountability, routine 

corrective action, and sustained adherence to agreed clinical and operational standards. 

Partners are therefore encouraged to prioritize targeted quality improvement actions, 

strengthen internal supervision and monitoring systems, and systematically address gaps 

identified through the joint monitoring and partner feedback process to ensure more 

equitable, safe, and consistent SRH service delivery across all camps and facility tiers.  

11.​ Enforce 24-hour postpartum observation as a non-negotiable clinical standard 

at all PHCCs. Per MPEHS 2024, first 24-hour postpartum observation is a PHCC 

mandate. Yet 16% of PHCCs (approximately 6 facilities) do not conduct structured 

postpartum observation — a direct failure against mandate. Partners operating PHCCs 

who cannot demonstrate 24-hour postpartum observation at the next assessment 

https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2025-03/SRH%20WG%20Bulletin%20Annual%20Bulletin%202024_V2%20(1).pdf
https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2025-03/SRH%20WG%20Bulletin%20Annual%20Bulletin%202024_V2%20(1).pdf


 

should present a written corrective action plan. The HP figure (18%) reflects observed 

practice at facilities not mandated for this service and is reported for information only.  

12.​ Restore and maintain CMR-trained staff in every duty roster. CMR staffing at HPs 

declined from 53% (2024) to 37% (2025) — a 16pp reversal. With 37% of HPs now 

unable to provide clinical management of rape at any given service hour, partners 

must ensure that CMR-trained staff are in every shift roster and that departing staff 

are replaced with trained successors before they leave. The 2024 JMR 

Recommendation 5 (expand HIV/STI/RTI care) applies equally here.  

13.​ Implement comprehensive in-service training on Respectful Maternity Care, 

VCAT, KMC, and consent. RMC training coverage remains at only 53% of PHCCs and 

34% of HPs — a direct risk factor for the dignity-of-care failures documented in the 

assessment (birth position respected at only 5% of HPs, informed consent for LARC at 

only 42% of HPs). Training must include: RMC, Values Clarification and Attitude 

Transformation (VCAT), KMC counselling, breastfeeding support, and informed consent. 

Refresher cycles must be tied to staff induction. This carries forward 2024 JMR 

Recommendation 4.  

14.​ Restore community outreach and nutrition centre integration as operational 

priorities. Community outreach declined 20pp at HPs (67%→47%) and nutrition 

integration dropped 21pp at PHCCs (60%→39%) — both are likely driven by staff 

turnover. Partners must ensure that community outreach protocols are part of every 

new health worker’s induction and that nutrition referral pathways are re-activated with 

nutrition partners at all affected PHCCs.  

15.​ Ensure privacy, sex-segregated facilities, and GBV safety standards at all 

facilities. Privacy during consultations is maintained at only 74% of HPs for PNC and 

53% have discreet GBV signage. Facility assessments for compliance with minimum 

privacy and dignity standards should be conducted within two months, with physical 

improvements completed within six months. This carries forward 2024 JMR 

Recommendation 8.  

 



 

 

8.4 Recommendations for UN Agencies 

UN agencies play a critical role in sustaining technical leadership, coordination, systems 

strengthening, and continuity of essential sexual and reproductive health (SRH) services 

across the Rohingya response. The 2025 SRH-QIAS findings underscore the importance of 

continued inter-agency collaboration to address persistent quality gaps, strengthen partner 

capacity, and ensure alignment with agreed humanitarian and national standards. Building on 

existing coordination and technical support mechanisms, UN agencies are encouraged to 

prioritize targeted technical assistance, strengthen quality assurance systems, support 

workforce and supply continuity, and promote evidence generation to sustain improvements 

in SRH service quality and accountability across the response.  

16.​ Advocate at the national level for GoB recognition of the Rohingya SRH 

midwifery gap as a policy emergency. With only 54% of PHCCs meeting the MPEHS 

6-midwife standard and HP midwife-on-shift coverage critically low, UNFPA should 

lead formal advocacy with the Directorate General of Family Planning (DGFP) and 

DDFP Cox’s Bazar to expedite deployment of government-trained midwives to 

underserved camps and under-staffed PHCCs. This directly carries forward 2024 JMR 

Recommendation 1.  

17.​ Link MPMSR findings to facility-level quality data for causal pathway analysis. 

The MPMSR 2024 documents 46 maternal deaths and 491 perinatal deaths; this 

report documents the facility-level quality profile across the same service network. 

UNFPA and WHO should establish a formal data linkage protocol connecting MPMSR 

case review outcomes with facility assessment scores — enabling evidence-based 

prioritisation of QI interventions in facilities with the highest-risk profiles.  

18.​ Use the SRH-QIAS as a global model: document, publish, and advocate for its 

replication. The Cox’s Bazar inter-agency QI system — standardised tool, annual 

monitoring cycle, consolidated reporting, and individualised partner feedback — is not 

replicated at this scale in any comparable humanitarian setting. UN agencies, led by 

UNFPA, should commission a formal case study and submit findings to the 



 

inter-agency humanitarian SRH platform (IAWG) and the Minimum Initial Service 

Package (MISP) Technical Working Group.  

19.​ Protect SRH WG operational funding in donor negotiation and GHD advocacy. 

The 27% ODA decline documented by Tran et al. (2026) threatens the very 

coordination mechanisms — the SRH WG, the joint monitoring system, and partner 

technical support — that are generating the quality improvements documented in this 

report. UN agencies must front-line advocacy with the Good Humanitarian Donorship 

(GHD) group and individual country donors to ensure that SRH coordination and 

quality assurance programming is explicitly funded as a humanitarian imperative, not 

absorbed or cut as an overhead cost.  

 

 

 

 

 

 

 

 

 

 

 

 

8.5 Summary: Priority Action Matrix 

 

# Action Gap Evidence Audience Timeline 

1 Ring-fence SRH-QIAS 
funding 

ODA −27%, system 
at risk 

Donors Current 
cycle 

2 Fund PHCC structural 
capital (blood, ambulance) 
— MPEHS mandated gaps 

BT: PHCC 32%, 
Ambulance: PHCC 
92%→8% gap 

Donors 6–12 months 



 

# Action Gap Evidence Audience Timeline 

3 Midwifery deployment 
programme 

HP midwives: 16% Donors, UN 3–6 months 

4 Implementation research Evidence gap Donors, UN 3–12 months 

5 Institutionalise the 
SRH-QIAS cycle within 
Health Sector governance 

System 
sustainability 

Health 
Sector, SRH 
WG 

2027 Joint 
Response 
Plan (JRP) 

6 Compliance audits on 
clinical standards 

Partograph HP: 5% SRH WG 3–6 months 

7 Commodity buffer-stock 
system 

FP stockouts, EC 
gaps 

SRH WG 3–6 months 

8 Differentiated TA packages 
(HP vs PHCC) 

50–90pp tier gaps QI Technical 
Team, SRH 
WG 

4–6 months 

9 MPEHS midwife standards: 
PHCC=6, HP=1/shift 

PHCC: 54% at 
standard; HP: 7% at 
standard 

SRH WG, 
Partners 

Immediate 

10 Community FP scale-up HP FP 7-day: 21% SRH WG, 
Partners 

3–12 months 

11 Global case study and 
publication 

Model replication UNFPA, IAWG 3–12 months 

12 CMR staff in every roster HP: 37% (−16pp) Partners 1 month 

13 RMC/VCAT/KMC/consent 
training 

HP RMC: 34% Partners 6 months 

14 Restore outreach and 
nutrition integration 

HP outreach 
−20pp, PHCC 
nutrition −21pp 

Partners 1–6 months 

15 Privacy and GBV safety 
upgrades 

HP GBV signs: 53% Partners 2–6 months 

17 MPMSR–facility data linkage 46 deaths, 
systemic gaps 

UNFPA, WHO 3 months 

18 Global case study and 
publication 

Model replication UNFPA, IAWG 3–12 months 

 



 

9. Conclusion 
The SRH Quality Improvement and Accountability System established by the Cox’s Bazar SRH 

Working Group represents a substantive institutional response to a well-documented failure: 

that improving access to services, without structuring continuous quality improvement across 

those services, is insufficient to prevent avoidable maternal and perinatal death. The system’s 

evolution — from evidence synthesis and system design in 2023, through baseline monitoring 

in 2024, to strengthened partner feedback and technical support in 2025, and toward verified 

longitudinal comparison in 2026 — reflects a deliberate, phased approach to building 

accountability infrastructure in a complex, multi-partner humanitarian response. 

The 2025 Analysis of Supportive Supervision Data, which constitutes the primary evidence 

base of this report, reveals both a persistent structural quality gradient between PHCCs and 

Health Posts and compelling evidence that targeted QI interventions produce measurable 

improvement. Access to the 2024 raw assessment data enables, for the first time, precise 

like-for-like comparison (2024 HP vs. 2025 HP, 2024 PHCC vs. 2025 PHCC). The most 

striking finding is the MCH card transformation: standardized ANC card use rose from 2% to 

87% at HPs (+85pp) and from 14% to 89% at PHCCs (+75pp) — demonstrating that the QI 

system can drive near-universal adoption of a critical documentation standard within a single 

cycle. Other notable gains include partograph adherence at PHCCs (+18pp), VDRL testing at 

HPs (+28pp), and blood investigations at HPs (+30pp). At the same time, the disaggregated 

comparison reveals notable declines: nutrition center integration at PHCCs fell from 60% to 

39% (-21pp), community outreach declined at both facility types (-20pp at HPs, -10pp at 

PHCCs), GBV psychosocial support at PHCCs declined from 92% to 84% (-8pp), and 

CMR-trained staff at HPs declined from 53% to 37% (-16pp). These declines are concentrated 

in domains sensitive to health worker turnover and partner transitions. The 2024 JMR 

provided the system-wide baseline; the combination of 2024 raw data and the 2025 

disaggregated analysis identifies with specificity where quality deficits are most acute and 

where interventions are working. The 2026 monitoring cycle will provide the next empirical 

test of whether gains are sustained and whether targeted follow-up has addressed the 

identified reversals. 

https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2024-12/SRH%20Joint%20Monitoring%202024.docx%20(2).pdf


 

The convergence of quality assessment findings with population-level mortality data — 

particularly the MPMSR 2024 finding that 67% of community-level maternal deaths in 2024 

occurred in women who delivered at home, and that 78% of those women had attended four 

or more ANC visits — validates the policy relevance of facility-level quality assessment. These 

are not abstract programmatic metrics but measurable risks with life-or-death consequences. 

The inter-agency supportive supervision model in Cox’s Bazar — grounded in a standardized, 

jointly owned monitoring tool; structured around a continuous improvement cycle; and 

supported by individualized partner feedback and technical assistance — offers a replicable 

model for humanitarian SRH quality governance. Its institutionalization, sustained funding, 

and formal documentation as an implementation research case study would contribute both 

to the immediate health outcomes of the nearly 1.2 million Rohingya refugees and to the 

broader global evidence base for quality improvement in protracted humanitarian settings. 

 

 

 

10. Limitations 

Several limitations constrain the interpretation of this report’s findings: 

1.​ Comparative analysis from raw data: The year-on-year comparison in this report 

utilizes the 2024 raw assessment dataset (disaggregated by facility type: 57 HPs, 50 

PHCCs) alongside the 2025 disaggregated results. This enables precise like-for-like 

comparison (HP-to-HP, PHCC-to-PHCC), which is methodologically stronger than 

comparing system-wide weighted averages. However, the raw data was not published 

as part of the 2024 JMR, and readers relying solely on the published JMR will find only 

aggregate system-wide figures. The consolidated QI report anticipated by April 2026 

will present the full comparative analysis. 

2.​ Cross-sectional design: The joint monitoring assessment captured a point-in-time 

picture of facility quality between April and July 2024. Seasonal variations, supply 

https://bangladesh.unfpa.org/sites/default/files/pub-pdf/2025-08/MPMSR%20Annual%20Report%202024%20Final.docx.pdf


 

chain fluctuations, and staff turnover may affect the representativeness of findings at 

other points in the year. 

3.​ Health worker turnover as a confounding variable: The humanitarian health sector 

experiences annual staff turnover rates of 20–30% on average, with some 

organizations reporting rates as high as 40%. In the Cox’s Bazar context, where Health 

Posts are disproportionately staffed by community-level health workers on 

project-based contracts and Rohingya CHWs operating as volunteers on stipends 

rather than formal employees, turnover is likely to be at the higher end of this range. 

High staff rotation means that health workers who received technical support and 

mentoring during the 2024–2025 supervision cycle may have departed by the time of 

the 2025 assessment, with newly recruited replacements who did not benefit from 

prior QI interventions. This dilution effect is a plausible explanation for the limited 

improvement observed at Health Post level in several domains, and represents a 

structural limitation of time-bounded supervision models that do not incorporate 

continuous onboarding of new staff into the QI framework. Future monitoring cycles 

should track staff continuity as a variable to enable analysis of the relationship 

between turnover and quality improvement trajectory. 

4.​ Assessment bias: Despite the use of a standardized tool, inter-team variability in 

assessment application — including variations in observer interpretation of qualitative 

indicators — may introduce measurement inconsistency across facilities and teams. 

5.​ Differences in facility coverage between rounds: The 2024 raw assessment dataset 

contains data for 107 facilities (50 PHCCs and 57 HPs), while the published JMR 

references 109 facilities (50 PHCCs and 59 HPs) — a minor discrepancy likely due to 

data cleaning exclusions. The 2025 assessment covered 82 facilities (38 PHCCs, 38 

HPs, and 6 Field Hospitals), of which the 76 PHCCs and HPs form the basis of the 

PHCC-vs-HP comparison tables. The reduction in facility count reflects operational 

changes including facility closures, partner transitions, and the inclusion of Field 

Hospitals as a new facility category in 2025. This difference in sample composition 

means that direct facility-by-facility comparisons between rounds are not possible; 

https://www.files.ethz.ch/isn/93897/networkpaper055.pdf
https://www.files.ethz.ch/isn/93897/networkpaper055.pdf
https://www.lshtm.ac.uk/research/centres/health-humanitarian-crises-centre/news/426971/overlooked-and-undervalued-rohingya-refugee-community-health-worker


 

comparisons must be interpreted as network-level averages across slightly different 

facility sets rather than longitudinal tracking of the same facilities. 

6.​ No patient-level outcome data linkage: The assessment measured facility-level 

process and structure indicators but did not directly link these to patient-level health 

outcomes. While the MPMSR data provide contextual mortality evidence, a causal 

attribution between specific facility quality indicators and individual health outcomes 

cannot be established from the available data. 

7.​ Limited qualitative depth: While key informant discussions were conducted as part 

of the assessment, the depth of qualitative data was constrained by the breadth of 

facilities assessed and the structured nature of the supervision tool. 

8.​ Self-reported components: Some indicators relied on facility staff self-reporting (e.g., 

training received, protocols available) rather than direct observation, introducing 

potential social desirability bias. 

These limitations notwithstanding, the breadth of facility coverage (96.5%), the inter-agency 

team composition, the systematic use of a standardized tool, and the embedding of findings 

within a continuous QI accountability cycle represent significant methodological and 

programmatic strengths that support confidence in the overall pattern of findings. 
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