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Abstract 

Background: Reliable and rigorously collected sexual, reproductive, maternal, newborn, child, and adolescent health 
(SRMNCAH) data in humanitarian settings is often sparse and varies in quality across different humanitarian settings. 
To address this gap in quality data, the World Health Organization (WHO) developed a core set of indicators for moni-
toring and evaluating SRMNCAH services and outcomes, and assessed their feasibility in Bangladesh, Afghanistan, 
Jordan, and the Democratic Republic of Congo.

Methods: The feasibility assessments aggregated information from global consultations and field-level assess-
ments to reach a consensus on a set of core SRMNCAH indicators among WHO partners. The feasibility assessment in 
Bangladesh focused on the following constructs: relevance/usefulness of the core set of indicators, the feasibility of 
measurement, availability of systems and resources, and ethical issues during data collection and management. The 
field-level multi-methods assessment included five components; a desk review, key informant interviews, focus group 
discussions, and facility assessments including observations of facility-level data management.

Results: The findings suggest that there is widespread support among stakeholders for developing a standardized 
core set of SRMNCAH indicators to be collected among all humanitarian actors in Bangladesh. There are numerous 
resources and data collection systems that could be leveraged, built upon, and improved to ensure the feasibility 
of collecting this proposed set of indicators. However, the data collection load requested from donors, the national 
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Introduction
The Rohingya humanitarian crisis in Cox’s Bazar, 
Bangladesh
Since the early 1990s, the Rohingya population have been 
experiencing discrimination and communal violence in 
Myanmar and seeking refuge in neighboring countries, 
including Bangladesh [1]. Tensions between the Rohingya 
and the predominantly Buddhist population of Myan-
mar, have continued to rise over the past few decades 
with subsequent bursts of conflict and violence [2]. The 
latest conflict that happened in August 2017 led to the 
largest mass displacement of Rohingyas in history, with 
the most recent UNHCR estimates suggesting that more 
than 900,000 people were displaced [3]. The vast major-
ity of Rohingya diaspora or forcibly displaced Myanmar 
nationals (FDMN)1 are camp-based and reside within 
two sub-districts of Cox’s Bazar district [4]. More than 
half of FDMNs are women and girls, and an estimated 
22,000 women are pregnant at any given point in time [3, 
5]. Although considerable efforts have been made by the 
Government of Bangladesh and different humanitarian 

actors to stabilize the situation, the Rohingyas continue 
to face considerable challenges in accessing comprehen-
sive sexual, reproductive, maternal, newborn, child, and 
adolescent health (SRMNCAH) care.

SRMNCAH data collection and indicator reporting
Consistently cited in the literature is the need for robust, 
reliable, and timely information and data to identify and 
respond with evidence-based interventions for complex 
humanitarian crisis conditions and their affected popula-
tions [6–8]. As forced displacement increases the health 
risk of the affected population, relevant context-specific 
public health information is crucial to support and enable 
the local health system2 to respond to the crisis situation 
[10, 11]. Accurate and reliable health information enables 
humanitarian aid organizations to invest and prioritize 
resources effectively and efficiently [7, 12]. Implementing 
a system for reliable and rigorous data collection, aggre-
gation, and use, would allow organizations and agen-
cies providing sexual, reproductive, maternal, newborn, 
child, and adolescent health (SRMNCAH) services to 

government, international and UN agencies, coordination/cluster systems must be better harmonized, standardized, 
and less burdensome.

Conclusion: This core set of indicators would only be useful if it has the buy-in from the international community 
that results in harmonizing and coordinating data collection efforts and relevant indicators’ reporting requirements.

Plain English Summary 

Reliable data on sexual, reproductive, maternal, newborn, child and adolescent health (SRMNCAH) in humanitarian 
settings is very important for addressing the needs of the refugee population. However, the quality of data collected 
often varies across different humanitarian settings and organizations. To address this gap, WHO developed a core 
set of indicators, through global consultations and field-level assessments, for monitoring and evaluating SRMNCAH 
services and outcomes in humanitarian settings. In Bangladesh, the feasibility assessment was conducted in Rohingya 
camps in Cox’s Bazar and assessed the feasibility in terms of relevance/usefulness of the indicators, feasibility of meas-
urement, availability of systems and resources for data collection, and data collection and management related ethical 
issues in the Rohingya context in Bangladesh. The field-level assessment applied a multi-method approach including 
a desk review, key informant interviews, focus group discussions, and facility assessments. The findings revealed exist-
ing multiple sources and vertical systems of data collection by different organizations and the indicators also varied 
depending on the requirements of the Bangladesh government, donor agencies, UN agencies leading different sec-
tor/sub-sectors/clusters, and organizations’ own priorities and mandates. All the stakeholders who participated in this 
study agreed on developing a harmonized and standardized core set of SRMNCAH indicators. However, they raised 
concerns regarding the adaptation of the core set of indications to the local context. They also emphasized on the 
importance of adequate resources for establishing strong reporting and data management systems, capacity devel-
opment of human resources and the buy-in from the international community for effective implementation.

Keywords: Bangladesh, Monitoring and Evaluation Sexual and Reproductive Health, Maternal, Child and Adolescent 
Health, Humanitarian data reporting, Health Information Systems, Refugees, Refugee Health

1 The government of Bangladesh doesn’t recognize Rohingya people as refu-
gees, and therefore are referenced as forcibly displaced Myanmar nationals 
throughout this report.

2 The health system goes through a period of degradation and fragmentation 
due to increasing violence and insecurity, weakening governance, and loss of 
resources [9].
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accurately and consistently report on their programmatic 
activities [12, 13]. This, then, allows for responsive and 
evidence-based decision making on policy, funding, pro-
gram development, and implementation. Further, estab-
lishing this system would improve the accountability of 
humanitarian actors in providing SRMNCAH services 
to vulnerable populations in humanitarian settings [13]. 
Developing a core set of indicators to collect SRMNCAH 
related data across agencies and organizations, would 
allow accurate tracking of inputs, processes, outcomes, 
and impact within a set context.

SRMNCAH data collection and indicator reporting in Cox’s 
Bazar
Throughout the ongoing humanitarian crisis in Cox’s 
Bazar there have been continuous efforts from the 
Government of Bangladesh and aid agencies to try and 
improve the monitoring of health services in the region 
[14]. FDMNs receive health services through various pro-
viders from the Ministry of Health and Family Welfare of 
the Government of Bangladesh, UN agencies, and NGOs 
[15]. Earlier work documented that there was insufficient 
distribution and duplication of services in the camps [13, 
16]. This then led the health sector to initiate a rationali-
zation process to integrate, relocate, and upgrade health 
facilities and services [14, 17].

There are several Health Information Systems (HIS) 
and tools currently in place to monitor and evaluate 
health status and the delivery and use of health services, 
and these vary depending on the organization or agency 
in question. The Government of Bangladesh employs the 
District Health Information System version 2 (DHIS2) 
for its monitoring and evaluation practices [17] and 
requires many aid agencies to report to this system as 
well. In addition to this, many agencies employ several 
other reporting systems for internal use and/or for donor 
requirements. This patchwork of reporting systems and 
requirements leads to duplicate, untimely, and incom-
plete data, as well as poses an unnecessary burden on 
staff [14, 16, 18].

In light of the above, WHO, in close coordination with 
national, regional and global partners, took the initia-
tive to assess the feasibility, relevance, and acceptability 
of a core set of SRMNCAH indicators for humanitarian 
settings in four countries experiencing different types 
of humanitarian crises including the Rohingya crisis in 
Bangladesh. In Bangladesh, the assessment took place 
in camp-based settings in Cox’s Bazar. This paper dis-
cusses the results obtained from these assessment in 
Bangladesh.

By assessing feasibility, we aimed to explore the feasi-
bility of the proposed SRMNCAH framework, whether 
or not national and non-governmental monitoring and 

evaluation systems have the needed resources to col-
lect SRMNCAH indicators, and the ability of the sys-
tem to adhere to ethical practice and safeguard clients’ 
confidentiality and privacy. The results of Bangladesh’s 
country level feasibility assessment were aggregated with 
the results from Afghanistan, Jordan, and Democratic 
Republic of Congo’s field-level assessments in order to 
reach a global consensus on a minimum set of core SRM-
NCAH indicators for services and outcomes monitoring 
and evaluation in humanitarian settings among donor 
agencies, UN agencies, and international NGOs working 
in humanitarian settings.

Methods
Study design
Rogers’ diffusion of innovations theory undergirds this 
project [19], we hypothesize that the adoption and diffu-
sion of a core set of SRMNCAH indicators will involve a 
stage-based progression: awareness of the need for a new 
intervention; decision to adopt (or reject) the new inter-
vention; and continued use of the new intervention. As 
such, we focused our feasibility assessment on the follow-
ing constructs: relevance/usefulness, feasibility of meas-
urement, systems and resources, and ethical issues. This 
study used a multi-methods assessment consisting of five 
main components: (1) a desk review of published articles 
and reports as well as internal documents (in English and 
Bengali); (2) key informant interviews (KIIs) with repre-
sentatives from government entities, national and inter-
national non-governmental organizations (NGOs); (3) 
facility assessments at primary, secondary, and commu-
nity outreach healthcare facilities that provide services 
to refugees in Cox’s Bazar, Bangladesh; (4) observation 
sessions focused on the logistical, ethical, and privacy 
practices associated with data collection and storage at 
selected facilities; and (5) focus group discussions (FGDs) 
with frontline workers and their supervisors at primary, 
secondary, and community outreach health centers (see 
Fig. 1).

The assessment centered on seeking and understand-
ing the different stakeholders’ perceptions and attitudes 
towards—SRMNCAH issues in Bangladesh, SRMNCAH 
service provision in Bangladesh for refugee popula-
tions, current reporting practices on SRMNCAH indica-
tors, feasibility of reporting on the candidate set of core 
SRMNCAH indicators; and also, the necessary buy-in 
needed from the sector to successfully nationally scale 
up, endorse and report against these indicators.3

3 A more detailed description of this projects’ methodology can be found in 
the report for the WHO.
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Desk review
The project was initiated with a comprehensive review of 
peer-reviewed literature, existing published and unpub-
lished data, including institutional and donor reports that 
focused on SRMNCAH indicators’ reporting and analysis 
in Bangladesh; coupled with an in-depth examination of 
the National SRMNCAH indicators’ list that organiza-
tions are required to report against. This desk review also 
helped informed the selection of the target populations 
for each of the KIIs and FGDs.

Field‑level assessment
Key informant interviews (KIIs)
We compiled a list of key agencies working and provid-
ing SRMNCAH services to FDMNs and the positions/
key personnel responsible for data collection/ manage-
ment in those agencies in Cox’s Bazar, Bangladesh. We 
included a number of national and international non-
governmental organizations, government entities, and 
community-based organizations in the list to better 
understand the distribution of resources and feasibility 
across different entities. We purposively selected repre-
sentatives from the staff of the listed agencies who were 
involved in either data management and processing or 
using data for decision making. We also consulted with 
WHO Dhaka and Cox’s Bazar Offices and UNFPA Cox’s 
Bazar office (leads SRHR sub-sector) for selecting and 

inviting organizational representatives for key informant 
interviews (KIIs). We conducted KIIs until achieving data 
saturation level. Thus, NF, AK, AA, BA, KM and TH led 
the data collection processes in the field and conducted 
key informant interviews with 24 representatives from 18 
different entities between January–February 2020 using a 
semi-structured interview guide. As the majority of the 
agencies’ local headquarters were based in Cox’s Bazar, 
most of the interviews took place individually or in small 
groups in Cox’s Bazar. Some KIIs were also conducted 
online based on the availability of the interviewees during 
data collection period. KIIs focused on KIs’ perceptions 
and attitudes towards: SRMNCAH issues in Bangladesh, 
SRMNCAH service provision in Bangladesh for FDMNs, 
current reporting practices on SRMNCAH indicators, 
and the feasibility of reporting on the candidate set of 
core SRHMNAH indicators. We also explored stakehold-
ers’ perceptions and attitudes of current challenges in 
documenting and resources needed to successfully report 
against these indicators. We, further, explored the neces-
sary buy-in needed from among donor, governmental, 
and non-governmental agencies to enable the success of 
this effort. Informed written consents were taken from all 
interviewees before each KI.

Facility assessments
We conducted eight facility assessments at three primary, 
four secondary, and one community outreach center that 
provide SRMNCAH services to FDMNs. All the facilities 
were either inside or close to the Rohingya camps in Ukh-
iya sub-district and were identified as the largest SRMN-
CAH service providers to FDMNs in Cox’s Bazar. Prior, 
to these assessments, WHO sought permission from the 
Civil Surgeon’s Office and the Refugee Relief and Repa-
triation Commissioner’s (RRRC) Office in Bangladesh 
and the authorities of the selected facilities, following 
which the local research partner, BRAC James P Grant 
School of Public Health, BRAC University contacted each 
selected facility prior to the assessment. The assessment 
aimed to determine the nature and extent of SRMNCAH 
services offered, the ways in which patient information 
was collected, logged, stored, and safeguarded, and the 
types of human and technological resources used in data 
capture. In conjunction with the facility assessments, 
observational sessions were also carried out in all eight 
service sites to assess existing resources currently being 
employed to collect data and additional resources needed 
to collect additional needed data for the core set of SRM-
NCAH indicators as well as ethical, and privacy prac-
tices associated with data collection and storage at select 
facilities.

Fig. 1 Data collection for Phase II. NGO: Non-governmental 
organization; CBO: Community based organization
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Focus group discussions
Finally, we conducted two focus group discussions with 
16 frontline community health workers and their super-
visors from the selected primary and secondary health 
centers where facility assessment took place. Participants 
provided verbal consent at the beginning of each FGD, 
which lasted an average of 90 min and took place in local 
Rohingya language. With consent, we audio-recorded 
FGDs, debriefed as a team after each discussion, and 
wrote analytic memos to capture group dynamics and 
identified early themes. The FGDs aimed to gain an 
understanding of the frontline providers on the: SRM-
NCAH needs and status of service provision in Bangla-
desh for forcibly displaced populations, current reporting 
practices of existing SRMNCAH indicators, and the 
feasibility of reporting on the proposed candidate set of 
core. Verbal consent was provided prior to each FGD 
from the participants, each FGD lasted for 90 min, and it 
took place in the local Rohingya Arabic language.

Analytic approach
We employed an iterative, multi-phased approach to ana-
lyze the data, such that analysis occurred simultaneously 
with data collection [20, 21]. All the interviews and FGDs 
were audio recorded and later transcribed verbatim in 
the language of conducting interviews. Bangla transcripts 
were then translated into English. We also formally 
memoed after each encounter, a process that allowed for 
ongoing identification of emerging themes and patterns. 
We used NVivo software to manage our data comprising 
transcripts, notes, and memos. We used both inductive 
and deductive approaches for coding data using NVivo 
software. A coding framework was developed based on 
the objectives of the study. Then new emerging codes/
themes were included in the coding framework. A group 
of trained experienced researchers analyzed data includ-
ing coding, intercoder reliability checking, identifying 
themes and patterns and triangulating data collected 
through multiple methods. For analyzing participants 
responses on the proposed list of indicators, we manually 
entered collected data by organizations against each indi-
cator in a checklist is Microsoft Excel and did descriptive 
analysis using analysis functions of Microsoft Excel. All 
electronic database were password protected and also 
stored in password protected computers. Feedback from 
the WHO led to the final recommendations. The analysis 
focused on the four core elements: 1) Feasibility of col-
lecting the proposed core set of SRMNCAH indicators, 
2) Relevance and usefulness of SRMNCAH data man-
agement mechanisms; 3) available existing resources and 

systems for national and humanitarian SRMNCAH data 
collection; and 4) ethical considerations of collecting and 
storing data.

Research ethics
The Research Project Review Panel (RP 2) of the WHO-
Department of Sexual and Reproductive Health reviewed 
and approved this study. Additionally, we obtained 
authorization to conduct this study from the Institu-
tional Review Board (IRB) of BRAC James P Grant 
School of Public Health, BRAC University (IRB Ref-
erence No. 2019–033-IR). The Social Sciences and 
Humanities Research Ethics Board of the University of 
Ottawa also provided ethical approval (Protocol number: 
S-08-18-1029).

Findings
Feasibility of collecting proposed core set of SRMNCAH 
indicators
The findings of this assessment indicated that 48% of the 
proposed indicators were considered relevant and fea-
sible to collect); many of the sexually transmitted infec-
tions (STIs) and reproductive tract infections (RTIs) 
(100%), newborn (81%), contraception (75%), maternal 
(53%), and abortion (40%) indicators were perceived to 
be relevant and feasible (see Tables 1, 2). Among the pro-
posed indicators, 45% were reportedly collected during 
this study’s data collection period. About 14% of indica-
tors that were not collected could potentially be collected 
with available resources and training (see Table  2). The 
findings also suggest that 48% of the proposed indicators 
were deemed unfeasible or irrelevant—the child (30%) 
and adolescent health (17%), all HIV, prevention from 
mother to child (PMTC) indicators would not be feasible 
to collect.Necessary modifications*

The study found several harmonized national and 
international reporting systems in place to capture 
information for certain SRMNCAH components, yet 
the resources and systems  for data collection  are frag-
mented and inconsistent. Access to comprehensive and 
user-friendly computerized reporting systems, adequate 
and trained staff, and available resources, materials/tools 
and internal capacity varied between agencies and those 
fragmented reporting processes and insufficient human 
resources have proliferated the duplication of informa-
tion.  The findings  also  indicate gaps in resources and 
systems, including internal capacity, funding, and mate-
rials. Irrespective of access to resources, challenges with 
infrastructure at the ground level impedes the quality 
of upstream data distribution and analysis. Although, 
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several organizations have built dedicated internal health 
information systems, access to funding and/or human 
and technological capacities varied between agencies. 
Due to the scarcity of resources, the abundance of report-
ing systems, and a lack of national buy-in, organizations 
in camp-based settings had to input and analyze their 
data manually, which ultimately negatively impacted data 
quality.

While stakeholders expressed the need for an overall 
harmonized list of SRMNCAH indicators, some of the 
proposed indicators in the framework had varying lev-
els of feasibility in the local context. Overall, stakehold-
ers expressed concern  about  the length of the list  and 
data for the  challenges surrounding the collection of 
indicators containing a population-level denomina-
tor given the absence of systems to track individual 
patients.  Table  2 provides an overview of the included 
and excluded list of indicators, the reported percentage 
of agencies currently collecting data on the indicators; 
the site of data collection; their respective facilitators 
and barriers for routine data collection; any necessary 
modifications and resources needed for routine data 
collection.

The results indicate that some contraceptive methods 
related indicators (indicators 1.1–4 in Table 2) could be 
feasible for  inclusion in some conditions—availability 
of resources for integration into existing data collection 
systems, an electronic tracking system in place to keep 
track of patients’ use at the facility and community level, 
contextual rephrasing/reframing of the indicators and 
training on data privacy. The legal status of abortion in 
Bangladesh makes routine collection of abortion data dif-
ficult as it creates a potential risk for  patients and pro-
viders alike, yet stakeholders reported the possibility for 
inclusion if the indicator is reframed from abortion to 

menstrual regulation (MR)4for all indicators except for 
indicators 2.1–2 in Table 2.

“…At this point, abortion is not legal. But the approved 
term here is menstrual regulation. So, we are provid-
ing menstrual regulation and post-abortion care, and on 
site, we are emphasizing very much on family planning”—
explained an iNGO representative. There was no central-
ized system to report maternal death and no civil registry 
policies for refugees. In a FGD with an iNGO community 
health workers and their supervisors, participant 1 noted, 
“Registration is a problem here. For host communities, 
registration is done. There is a civil registration system 
for our general people but for forcibly displaced Myanmar 
nationals, the camp administration manages it”. However, 
stakeholders reported that all maternal health indicators 
(3.1–3.17 in Table  2) could be included with additional 
resources and training. Most of the newborn health indi-
cators (4.1–4.8 in Table 2) rely on facility-based informa-
tion and therefore are either currently collected or could 
easily be collected. However, stakeholders  expressed 
concerns about the way neonatal deaths (indicator 4.1) 
and  stillbirth  (indicator 4.2) are defined, recorded, and 
audited, particularly at the community level. A national 
NGO representative explained “…we don’t have birth 
registries here [at the facility level].” Most  of the child 
health indicators (5.1, 5.3–5.5, 5.7–5.10, Table 2) are cur-
rently being collected or could easily be collected with 
the removal of the denominator due to the absence of 

4 Menstrual regulation (MR) is a legal procedure that uses manual vacuum 
aspiration or a combination of mifepristone and misoprostol to regulate the 
menstrual cycle when menstruation is absent for a short duration. While 
abortion is illegal in Bangladesh, MR allows for safe pregnancy termination.

Table 1 Feasibility of the proposed core set of SRMNCAH indicators in Bangladesh context

Number of indicators by 
domain (n)

Number of indicators relevant to the 
Bangladesh context (n)

% Of indicators 
that are feasible

Contraception 4 4 100%

Comprehensive Abortion Care 5 3 60%

Maternal Health 17 17 100%

Newborn Health 16 16 100%

Child Health 10 8 80%

Adolescent health 6 3 50%

Sexual and gender-based violence 7 4 57%

HIV 3 0 0%

Prevention from Mother to Child 4 1 25%

Sexually transmitted infections (STIs) and repro-
ductive tract infections (RTIs)

1 1 100%

Total 73 57 78%
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population-level data. Adolescent health indicators are in 
the development phase but could be extracted from the 
DHIS2 if age is disaggregated to reflect the rates of early 
marriage among Rohingya refugee girls. Our stakehold-
ers believed that indicators 6.2, 6.4 and 6.6 on adolescent 
health (Table  2) would not be feasible to collect due to 
cultural barriers and should be removed.

There are significant gaps in data regarding the sex-
ual and gender-based violence (SGBV) related indica-
tors in this camp-based setting. Indicators 7.3, 7.5 and 
7.6 (Table  2) were recommended for exclusion due to 
potential risks to the patient and socio-cultural barri-
ers.  Stakeholders raised concerns about including the 
HIV/AIDS-related indicators (8.1 and 8.2 in Table  2) 
due to the significant stigma and discrimination from 
service providers, and concurrently, all HIV-AIDS cases 
are referred to the district hospital under the Minis-
try of Health (MoH). “…HIV program, they [the govern-
ment] keep this data…And they have some centers, they 
provide this and medications. There is no clear guidance 
from the government right now for how to handle these 
cases in the camps.”—explained a representative from an 
iNGO (KII Participant 1). Similarly, to the findings for 
the HIV domain, government regulations prevent service 
delivery and therefore impede data collection efforts on 
the PMTCT indicators. (9.2–9.4). STIs and RTIs are not 
being consistently differentiated through their current 
indicator reporting  and as such language for indicator 
10.1 could be clarified. Table 2 presents additional infor-
mation about the indicators proposed for each topic and 
a detailed narrative in WHO’s Bangladesh country-level 
report.

Relevance and usefulness of humanitarian SRMNCAH data 
management mechanisms
Perceived advantages with current and proposed SRMNCAH 
indicator reporting
All of the participants agreed that accurate and reliable 
SRMNCAH data provide the opportunity to implement 
evidence-based programming, define priorities, iden-
tify emerging diseases, and ensure accountability among 
implementers, which ultimately could lead to improved 
health outcomes of FDMNs in this context. Other KIs 
noted that the collection and reporting of SRMNCAH 
indicators allow organizations to identify programs 
and interventions that were successful in increasing the 
FDMNs healthcare seeking behaviors. As indicated by a 
cluster representative (KII participant 2), “In general, in 
the last few years, we have seen an increase in FDMNs 
coming to the facilities. Many of the partners have worked 
hard to increase facility births and bringing women to 
the clinics. So, we want to see what programs and pro-
jects worked.” KIs also indicated that the collection and 

reporting of SRMNCAH indicators provides organiza-
tions the opportunity to monitor and evaluate the pro-
gression of facility-based service utilization, enabling 
patient triage as patients enter their facilities, and meet 
national and donor funding requirements.

There was strong consensus among the participants 
that there is a need for a harmonized list of SRMNCAH 
indicators to mitigate the challenges faced with the cur-
rent fragmented monitoring and evaluation system. 
There was overall support for the general contours of 
the proposed list of indicators, and participants believed 
many of the indicators were aligned with national and 
internal data collection practices and priorities. The KIs 
also believed that some indicators that weren’t currently 
being collected could be incorporated into their current 
systems. Yet, they highlighted that the ease of including 
an indicator did not necessarily equate to the feasibility of 
reporting against the indicator. Overall, our participants 
felt that if we garnered enough support from donors, UN 
agencies, local government sectors, and international 
NGOs on this standardized list, it would serve as a valu-
able tool.

Perceived disadvantages with current SRMNCAH indicator 
reporting
Our findings also indicated some disadvantages in cap-
turing certain SRMNCAH indicators, specifically those 
surrounding SGBV and comprehensive abortion care 
(CAC. Socio-cultural barriers and multi-level access 
issues are preventing the accurate information report-
ing required to justify the implementation of SGBV 
programming to meet the needs of the FDMN in this 
context. This is mainly attributed to the fact that very few 
cases are reported that falsely convey the actual burden 
of this problem. A gender-based violence (GBV) special-
ist (KII participant 3) explained,

“There is a lot of under-reporting and delayed 
reporting for sexual violence for various reasons. We 
are also trying to address why people are reporting 
late for health services. But we do not want to force 
the community before we strengthen our health ser-
vices… Because there are other barriers that are 
linked to the services themselves, like the quality of 
services. When people don’t have confidence in the 
services, or they don’t trust the provider, they may 
not report.”

Another disadvantage was the lack of a rigorous track-
ing system for FDMNs; therefore, identifying patients 
and tracking service utilization, and outcomes are chal-
lenging. As described by a health care provider (KII par-
ticipant 4) “The challenge in the camp is that we do not 
have any way to identify a unique patient…we still do 
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not have any health card as of now, like a health card by 
which we can say that this woman has received this num-
ber of services, she’s come this time – you know? Tracking 
that patient overall isn’t possible.”

Perceived gaps in the proposed SRMNCAH indicators
Indicators that  should be removed from  the  core set 
of SRMNCAH indicators The study participants identi-
fied a number of proposed indicators that were not rel-
evant or useful in the humanitarian context in Bangladesh 
and should therefore be removed. The rationale for their 
exclusion, as per the KIs, revolved around one or more of 
these reasons: (1) barriers in patient tracking; (2) national 
enforced regulations and protocols that restrict collecting 
information on certain issues, such as HIV/AIDS subject; 
(3) concerns surrounding patient privacy, confidentiality, 
and safety; and/or (4) impractical or unactionable appli-
cations. In addition, stakeholders were uniform in their 
belief that population-level indicators in Cox’s Bazar are 
completely unfeasible to collect; and require significant 
resources, funding, policy reforms. Investment in infra-
structure and national registries would be required to cap-
ture a reliable population-level denominator and ensure 
FDMN privacy concerns are met. In Table 2 presents the 
list of the indicators that participants in the study identi-
fied for removal with their rationale for exclusion.

All stakeholders identified indicators associated 
with ‘referrals’ as not feasible due to gaps in coor-
dination, infrastructure and a centralized referral 
capturing system and should therefore be removed. 
In addition to disparities in resources and systems 
to collect referral indicators, findings also suggest 
that issues related to patient tracking hinder the 
feasibility of collecting referral-related indicators. 
Other stakeholders indicated privacy and safety fac-
tors as important challenges that impede the col-
lection of abortion and SGBV related indicators. A 
number of the FGD participants informed that the 
current infrastructure within the camp doesn’t pro-
vide a conducive environment for safe and confiden-
tial counselling for Rohingya women and girls. Key 
informants echoed the same infrastructural concerns 
and added that due to both low levels in GBV report-
ing and the accessibility of data on the HIS tool, 
which could lead to compromising patient privacy 
and confidentiality.

Additional indicators that should be added to the core 
set of SRMNCAH indicators Stakeholders in Bangla-
desh proposed some additional indicators for inclusion 
to the core SRMNCAH list. Those suggested indicators 
were mostly focused on GBV, adolescent pregnancy, 
immunizations and engagement of community health 

workers in SMNCAH response. For instance, due to the 
high prevalence of early marriage among the Rohingya 
community, participants believed that there should 
be cross-cutting indicators related to early marriage 
to better understand health outcomes associated with 
early marriage, particularly with early-pregnancy. They 
also highlighted that there should be further disaggre-
gation of these indicators by age. In Fig. 2, we provide a 
list of additional topics that the stakeholders in Bangla-
desh perceived should be included on the core SRMN-
CAH indicator list.

Existing systems and resources for collecting SRMNCAH 
indicators
The findings from our study indicate a great variety in 
available data collection information systems that inter-
national and national partner organizations develop, 
implement, and use to collect data on utilization of 
health services by FDMNs in Cox’s Bazar. A list of exist-
ing data collection resources and systems reported by our 
stakeholders is presented in Table  3. Access to compre-
hensive, user-friendly computerized systems, adequate 
staff, funding and capacity varied across agencies. The 
findings also show a number of harmonized national and 
international reporting systems that are used to capture 
information for certain SRMNCAH indicators, includ-
ing, harmonized health information system (HIS), the 
District Health Information Software 2 (DHIS2) and 
working group tools, including the sexual and reproduc-
tive health (SRH), gender-based violence (GBV), and 
community health workers (CHW) working group tools. 
Our findings indicate that these fragmented reporting 
processes and insufficient human resources have prolifer-
ated the duplication of information.

The study findings also indicate gaps in resources and 
systems, including internal capacity, funding, and mate-
rials. Irrespective of access to resources, challenges with 
infrastructure at the ground level impedes the quality of 
upstream data distribution and analysis. Due to the scar-
city of resources, the abundance of reporting systems, and 
a lack of national buy-in, organizations in camp-based 
settings are required to input and analyze their data man-
ually. Therefore, it is difficult for frontline staff to report 
their indicators in an accurate and timely manner, nega-
tively impacting the overall quality of data (See Fig. 3).

Ethical considerations
Study participants complained from the discordance 
between their expected labor outputs for national and 
donor reporting requirements, dearth of funding and 
investment in human resources and the impact on data 
confidentiality and privacy. One Health Information 
System manager (KII participant 5) explained,
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“People don’t have robust HIS systems. Peo-
ple don’t have the capacity to create something 
like that in terms of financial or human resource 
capacity. Also, the focus is not there, this is defi-
nitely underfunded ... If people also don’t have the 
literacy regarding the data, can they use this for 
evidence creation? How can this evidence actually 
help them improve their programs? People really 
need to learn how to maintain confidential data, 
how to use confidentiality of data, and how to omit 
them. They need to learn everything.”

The facility assessment confirms that primary health 
clinics are significantly understaffed and have insuffi-
cient privacy and confidentiality measures set in place. 
Indeed, a number of the facilities visited did not have 
an allocated position for data entry or data manage-
ment. As a result, the responsibility of data entry often 
fell to the nurse, doctor and/or midwife on site.

Finally, the findings indicate that traditional report-
ing systems are incompatible with the socio-cultural 
norms of the Rohingya population. Indeed, many of 
the KII and FGD participants discussed the pervasive 
mistrust of the Rohingya population in aid and govern-
ment services and their inability to identify patients. As 
thoroughly explained by a community health worker 
(KII participant 6), “The challenge in the camp is that 
we do not have any way to identify a unique patient. 
Let’s say a woman comes to a health facility without a 
national identification card. Here [in the camp], we still 
do not have any health card as of now, like a health card 
by which we can say that this woman has received this 
number of services, she’s come this time—you know? 
Tracking that patient overall is not possible.”

As a result, gaps in representative and population-level 
data and identification of SRMNCAH priorities continue 
to persist. A program officer from a national NGO fur-
ther explained (KII participant 7),

“…….we can’t collect the population level data. There 
are challenges. If somebody is coming for the ANC 
consultation and the same person is going for fam-
ily planning, we know this is the same person. But 
for the family planning consultation, we have no way 
to track the patient. So, you have to manually count 
each patient.”

Discussion
The findings from this multi-method feasibility assess-
ment provide a comprehensive overview of the feasibil-
ity of collecting a core set of SRMNCAH indicators in 
the humanitarian context of Bangladesh for improved 
humanitarian response. The study results note overall 

support and enthusiasm for developing a core set of SRM-
NCAH indicators among the different humanitarian 
stakeholders in Cox’s Bazar. Aligned with findings from 
other studies conducted in Bangladesh [22, 23], represent-
atives from a variety of institutions highlighted numerous 
existing resources and systems that could be leveraged 
and improved to ensure the feasibility of collecting this 
core set of indicators for monitoring and evaluating SRM-
NCAH health services and outcomes in the humanitarian 
settings in Cox’s Bazar. The study findings, further, indi-
cate that a core set of facility-based and community-level 
indicators compared to population-level indicators were 
perceived to be more relevant and feasible given the cur-
rent context in Cox’s Bazar. Further, participants over-
archingly agreed that population-based indicators are not 
feasible to collect due to a lack of patient health history 
and treatment tracking systems among FDMNs resid-
ing in the camps in Cox’s Bazar expressed their concerns 
with privacy and confidentiality of the data. Indeed, stud-
ies conducted by Begum et  al. and Kiberu et  al., found 
that increased data ownership among the community is 
crucial to address the community’s concerns surround-
ing privacy and confidentiality of their data and in turn 
improve overarching data quality and reporting [17, 24].

The study findings also indicate that the current status 
of requested SRMNCAH data collection from donors, 
international and United Nations (UN) agencies, coor-
dination/cluster systems into different reporting systems 
is fragmented and especially burdensome at the facil-
ity and community level. Barriers to quality, reliable and 
timely SRMNCAH data reported by the study respond-
ents, are often similar to those reported in other develop-
ing nations [17, 23–25], including inadequate, (1) human 
resources; (2) compatible infrastructure and reporting 

Fig. 2 Additional topics proposed for inclusion in the core list of 
SRMNCAH indicators
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systems and requirements (i.e., low internet connectiv-
ity, power outages, scarcity of technology); (3 training 
and capacity; (4) sociopolitical barriers; (5) privacy; and 
(6) confidentiality and (7) funding. A mixed-methods 
assessment of routine health information systems and 
data conducted in Addis Ababa found that the extensive 
presence of parallel reporting and unstandardized rou-
tine data collection practices resulted in over and under 
reporting of health indicators and had negative implica-
tions on service provider’s perceptions toward routine 
health data collection practice, impacting data complete-
ness and quality [25].

This is further complicated by in the context of Bang-
ladesh, where SRMNCAH services are offered through 
a two-tiered system with siloed HMIS systems,5 under 
the Ministry of Health and Family Welfare (MOHFW): 
the Directorate General of Health Services (DGHS) and 
the Directorate General of Family Planning (DGFP) 
[14]. Bangladesh has adopted and implemented a har-
monized, nationally endorsed reporting system  Dis-
trict Health Information Software 2  (DHIS2)  to collect 
an array of health indicators [18, 26]. With Bangladesh’s 
HMIS considered as an active contributor to the global 
DHIS2 implementation strategy and concerted national 
efforts to improve overarching health data reporting, it 
is not surprising the data reporting rate through DHIS2 
was 98% [26, 27]. However, reporting data quality and 
timeliness has been reported as poor in both the litera-
ture [17, 26] and by the study participants. The findings, 
supported by the literature, indicates that as a result of 
delayed and poor data quality and reporting, policy mak-
ers, government, and NGO programme developers rely 
on periodic surveys instead of the DHIS2 data [26]. Fur-
ther, there is great variety in data collection information 
systems that international and national partner organiza-
tions develop, implement, and monitor service access by 
forcibly displaced Myanmar nationals (FDMN) in Cox’s 
Bazar. However, systems used by international organiza-
tions are distinct from those used by DGHS and DGFP in 

Table 3 Existing monitoring and evaluations systems reported 
by our stakeholders, by domain of indicators

SRMNCAH domain Existing system

Contraception Patient charts and registries
Tally sheets
Internal HIS
Community health workers (CHWs)
Mobile app (tablets)
DHIS2
EWARS
SRHWG (Excel)
KOBO

Comprehensive abortion care Patient charts and registries
Tally sheets
Internal HIS
Community health workers (CHWs)
Mobile app (tablets)
DHIS2
EWARS
SRHWG (Excel)
KOBO

Maternal health Patient charts and registries
Tally sheets
Internal HIS
Community health workers (CHWs)
Mobile app (tablets)
DHIS2
EWARS
SRHWG (Excel)
KOBO

Newborn health Patient charts and registries
Tally sheets
Internal HIS
Community health workers (CHWs)
Mobile app (tablets)
DHIS2
EWARS
SRHWG (Excel)
KOBO

Child health Patient charts and registries
Tally sheets
Internal HIS
Community health workers (CHWs)
Mobile app (tablets)
DHIS2
EWARS
SRHWG (Excel)
KOBO

Adolescent health N/A

Sexual and gender-based violence 
(SGBV)

Patient charts and registries
Tally sheets
Internal HIS
Community health workers (CHWs)
Mobile app (tablets)
DHIS2
EWARS
SRHWG (Excel)
KOBO

HIV System controlled by the MOH

PMTCT System controlled by the MOH

Table 3 (continued)

SRMNCAH domain Existing system

Sexually transmitted infections 
(STIs) and reproductive tract infec-
tions (RTIs)

Patient charts and registries
Tally sheets
Internal HIS
Community health workers (CHWs)
Mobile app (tablets)
DHIS2
EWARS
SRHWG (Excel)
KOBO

5 The two directorates use different HMIS and only DGHS uses DHIS2.
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Bangladesh. Indisputably, multi-year- multi-sector inter-
ventions would be required to increase the feasibility for 
countries facing humanitarian and emergency contexts 
to collect a core set of SRMNCAH quality indicators.

The results also highlighted that leveraging available 
resources, coupled with a number of macro, program-
matic and training and resource recommendations 
should be taken into consideration. At the macro-level, 
national policies and regulations surrounding civil reg-
istration need to be amended to enhance data collection 
practices, as the lack of a civil registration system/policies 
for forcibly displaced Myanmar nationals (FDMN) com-
plicates registration for refugees residing in the camps 
(e.g., birth registration, child registration) and prevents 
health facilities to have access to the needed registration 
information. Further, national policies and regulations 
surrounding the HIV/AIDS, prohibits providing services 
at the camp-based health facilities and thus, collecting 
HIV/AIDS related indicators are not feasible there.

The findings as well indicated the need to consider 
the inclusion of additional indicators related to capture: 
coordination measures, child violence, early marriage, 
further age disaggregation (maternal and SGBV indi-
cators), immunization and community health workers 
(CHW) outreach are warranted given the SRMNCAH 
context in Cox’s Bazar. The findings also suggested that 

including indicators related to coordination measures 
can help address gaps in referral pathways while also 
promoting accountability among implementing agencies 
[28]; coordination indicators can also provide agencies 
with an understanding of capacity and service availabil-
ity within a geographical area to balance distribution and 
duplication of labor. As a result of displacement, early 
marriage is highly prevalent among the Rohingya com-
munity [29], therefore cross-cutting indicators surround-
ing early marriage, maternal and newborn health should 
be considered. Stakeholders also noted the need to evalu-
ate community awareness of service availability by CHW 
and health education of the community, and therefore 
including indicators surrounding activities implemented 
at the community level is warranted.

An array of training is necessary before the rollout of 
the proposed list of indicators. First and foremost, solid 
resources and training should be provided for staff mem-
bers surrounding data security, storage and privacy. The 
goal here is to protect the patient while simultaneously 
meeting global standards for data privacy, particularly 
in regard to indicators that are considered socio-cultural 
taboos. Training on the new Inter-Agency Field Manual 
on Reproductive Health in Humanitarian settings [29] in 
conjunction with values clarification and attitude trans-
formation workshops would be beneficial for health 

Fig. 3 Perceived challenges and gaps in current systems and resources for collection of SRMNCAH indicators, reported by our stakeholders
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workers tasked with reporting on these indicators and 
working on sexual and reproductive health. Some of the 
indicators’-specific training required could include: train-
ing on different contraception modalities that can be used 
for emergency contraception (EC), training on how to 
report stillbirths, training of staff and creating and distrib-
uting manuals on types of maternal and newborn morbid-
ities, and materials and training on a wide range of STIs.

Strengths and limitations
We used Guba’s [30] recommended strategies, along 
with assessments of credibility, confirmability and 
transferability to evaluate the trustworthiness of our 
findings. For example, we established data credibility 
through regular debriefs with both teams in Bangladesh 
and Canada, triangulation in assessment, check-ins with 
members and prolonged engagement with the field. Fur-
thermore, we were able to incorporate data from various 
sources using our multi-methods study design. Indeed, 
the qualitative data in our study allowed us to explore 
quantitative findings, with facility assessments help-
ing to identify key themes from the FGDs and KIIs, as 
well as informing on available SRMNCAH resources in 
addition to current monitoring and evaluation systems. 
However, our study also presents several limitations. For 
instance, we faced difficulties in accessing and locating 
some SRMNCAH monitoring and evaluation records, 
which led to challenges in documentation. In addi-
tion, language barriers may have caused gaps in under-
standing between the participants and members of 
the research team, as some participant responses were 
simultaneously translated using an interpreter during 
the interview. Finally, it is possible that researcher bias 
may have affected participant-researcher interaction 
and the interpretation of data. To counter these limita-
tions, our team used memoing and regular debriefings, 
which helped us critically assess these dynamics and 
therefore improve the trustworthiness of the data.

Conclusion
The findings from this multi-methods feasibility assess-
ment suggested that there is a widespread support and 
enthusiasm for developing a core set of sexual repro-
ductive maternal newborn child and adolescent health 
(SRMNCAH) indicators among the different humani-
tarian stakeholders in Cox’s Bazar. The current status of 
requested data collection from donors, the national gov-
ernment, international and United Nations (UN) agen-
cies, coordination/cluster systems into different reporting 
systems is highly variable and burdensome. The proposed 
indicators’ list should be accompanied with a toolkit to be 
tailored and distributed to provincial, health facility and 

community staff members to facilitate data collection 
by explaining the link between reporting and program 
improvement to enhance buy-in across staff members 
tasked with data collection. The training, policy changes, 
and resources described above would work to ensure 
accurate and quality data collection across Bangladesh.
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