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Section 2. C19RM Full Funding Request
2.1 Context

2.1.1 Briefly describe the critical elements of the country context that informed the development of this
funding request by summarizing the:

current COVID-19 epidemiological context and its evolution;

impact of COVID-19 on the overall health system, and specifically on HIV, TB and malaria;

role of civil societyinthec ountr yés o-%gaspohse;an@dOV I D

challenges encountered in the COVID-19 response to date.

apow

Reference and attach the following:

a. National Strategic Preparedness and Response Plan for COVID-19 (NSPRP);
b. HIV, TB and malaria mitigation plans; and

c. any other relevant documents.

1) Country context

In Bangladesh, the first three cases of SARS-Cov were reported on 8 March 2020 by the country's Institute
of Epidemiology, Disease Control and Research (IEDCR) and since then two waves of the outbreak has
spread to cover the entire country. The country is currently reportingfic o mmuni ty tr3ansm

In June 2020, the Bangladesh government had submitted a proposal to the Global Fund for financial,
logistics and systems support for preparedness and response to the COVID-19 outbreak, as an integral
and vital part of the National Preparedness and Response Plan (NPRP) for containment, mitigation,
and management of COVID-19. The funds covered the urgent and immediate requirements for the
national response including procuring PPEs, establishing COVID-19 test, care, and treatment facilities,
supporting HIV, TB, and Malaria programmes, and strengthening health systems.

The impacts of the damage to health system and need for support have been assessed by the government
as well as development partners. The damage and needs assessment found weaknesses and risks in
four main areas. First, the surveillance and diagnostic capacity rapidly overstretched; second,
insufficient tests and inadequate contact tracing; third, inadequate clinical treatment capacity, with
low hospital bed capacity at 142,000 (or 8.7 beds per 10,000 population) and just over 1,170 critical care
beds - a need for contracting-in, recruitment, and training of human resources (laboratory technicians,
medical officers, nurses, etc.); and fourth, inadequate infection prevention and control (IPC)
measures. The country also experienced acute shortfall of Oxygen for managing severe cases of
COVID-19 and was addressed in the Fast-Track application of the C19RM 2021 funding request.

The National Programmes of HIV, TB and Malaria too were adversely impacted and consequently
conducted assessments, the highlights of which are described in section 2.3.1, 2.3.2, and 2.3.3
respectively. The findings, gaps and challenges shape the interventions and activities of the recovery plans
of the three diseases and this Full Funding application of the C19RM 2021funding request.

As a follow up to the C19RM 2020 proposal and in response to a call for proposal, the Ministry of Health,
Government of Bangladesh is submitting this C19RM full funding application. Its goal and objectives are
aligned to those of the NPRP and meets the GF guidance and requirement for financing of interventions
and activities.

Goal:
End the COVID-19 pandemic and build resilience and readiness for the future.

Objectives:

1) To strengthen national capacity to prevent, detect, and respond to COVID-19

2) To support COVID-19 related adaptation of programs to fight HIV, TB, and malaria to recover the
losses from the COVID-19 impact and thereby achieve the national targets.

3) To strengthen health and community systems to enhance disease surveillance, risk
communication, Infodemic management, and monitoring.

4) To address social, and gender dimensions of the pandemic.

3 COVID-19 Weekly Situation Report, Week #20 (17 May i 23 May 2021) 28 May 2021, WHO SEARO https://cdn.who.int/media/docs/default-
source/searo/whe/coronavirus19/sear-weekly-reports/searo-weekly-situation-report-20-2021-.pdf?sfvrsn=d655d995 5



https://cdn.who.int/media/docs/default-source/searo/whe/coronavirus19/sear-weekly-reports/searo-weekly-situation-report-20-2021-.pdf?sfvrsn=d655d995_5
https://cdn.who.int/media/docs/default-source/searo/whe/coronavirus19/sear-weekly-reports/searo-weekly-situation-report-20-2021-.pdf?sfvrsn=d655d995_5

2) Current COVID-19 epidemiological context and its evolution

1 Between 8 March 2020 and 23 May 2021, there were 789,080 COVID-19 cases confirmed by RT-
PCR, GeneXpert, and Rapid Antigen tests including 12,376 related deaths (CFR 1.57%)*. Bangladesh
is among the top 33 countries and accounts for 0.47% of the COVID-19 cases of the world.

Figurel: trend of COVID-19 cases, deaths as of 23 MAY 2021
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1 The months of March and April 2021 saw an explosive increase in the number of cases detected,;
100,000 cases added in 16 days as seen in Figure 1. This will adversely impact the HIV, TB and
Malaria programmes given the experience of the last fourteen months and the findings of the damage
and needs assessment conducted by the government and partner organizations. The highest number
of weekly cases (47,392) was reported in week of 05-11 April 2021, and the highest daily cases 7,626
was recorded on 07 April 2021. The highest weekly death (668) was recorded in week of 19-25 April,
with the highest daily death of 112 on 19 April 2021. Clearly the pandemic is on the decline which
gives the government time to cover all the gaps and strengthen its response.

1 Arecent study® (March 2021) highlights the increasing isolation of the B.1.1.7 and B.1.351 variants
of the virus in Bangladesh. The isolation of these variants correlates with an increase in the number of
SARS-CoV-2 cases and test positivity rate in Bangladesh. The epidemiological and phenotypic
characterization of these variants have highlighted the changing transmissibility, infectivity and
vaccine escape capability of this virus which has implications for mitigation and vaccination policies.

1 The pandemic in Bangladesh also needs to be viewed in the overall development context of the
country. A densely populated country with an estimated 165 million people out of whom 21.8 percent
live below the national poverty line (Asian Development Bank [ADB], 2018) and the 9.2 percent of
employed population earning less than $1.90 a day (ADB, 2019). The pandemic has threatened to
push these vulnerable groups further into destitution. Mor eover , t thigh population |
density, and rapid and unplanned urbanization, with a high share of its urban population living in
slums, make it prone to high rates of morbidity from increasing outbreaks of infectious diseases.
Overall, a large section of the population is at risk of health emergencies, including those due to
outbreaks of infectious diseases that typically follow the occurrence of natural disasters. Bangladesh
is ranked the sixth most vulnerable country, among 181 countries, according to the 2018 United
Nations Disaster Risk Index.

1 The pandemic has likely increased deaths from other causes due to disruption to health service
delivery and routine immunizations, fewer people seeking care, and shortages of funding for non-
COVID-19 services.

4 According to the DGHS Press Release, https://corona.gov.bd/press-release
5 Detection of the B.1.1.7 and B.1.351 SARS-CoV-2 variants in Bangladesh, https://virological.org/t/detection-of-the-b-1-1-7-and-b-1-351-sars-cov-2-
variants-in-bangladesh/668/1



https://virological.org/t/detection-of-the-b-1-1-7-and-b-1-351-sars-cov-2-variants-in-bangladesh/668
https://virological.org/t/detection-of-the-b-1-1-7-and-b-1-351-sars-cov-2-variants-in-bangladesh/668/1
https://virological.org/t/detection-of-the-b-1-1-7-and-b-1-351-sars-cov-2-variants-in-bangladesh/668/1

1 As of 23 May 2021, 70.5% of reported cases were from Dhaka division (60.6% at Dhaka city),
Chattogram i 12.8%, Rajshahi 1 4.2%, Khulna i 4.2%, Sylhet i 2.7%, Rangpur i 2.4%, Barishal i
1.9% and the lowest 1.3% from Mymensingh division. While 57.5% of the reported death were from
Dhaka division (34.4% at Dhaka city), Chattogram i 18.9%, Khulha 7 6.1%, Rajshahi T 5.3%,
Rangpur i 3.6%, Sylhet 1 3.6%, Barishal i 3.0%, and the lowest 2.0% from Mymensingh division.

Figure 2: Cumulative Cases of COVID- Table 1: Distribution of COVID-19
19 (As of 231 May 2021) case and death (As of 23 May 2021)
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1 5,820,612 COVID-19 tests (RT-PCR 98.1%, GeneXpert 0.8%, and Rapid Antigen 1.2%) were
conducted in Bangladesh with an overall positivity rate of 13.56% by 486 laboratories/test centres.
So far, 73.1% of the samples (4,256,408) have been tested for COVID-19 in government facilities (RT-
PCR 52/129, GeneXpert 39/42, and Rapid Antigen 315/315).

3) Impact of COVID-19 on the overall health system, and specifically on HIV, TB and malaria

The impact of COVID-19 has been felt on every sector and facet of national development. Amongst the
most notable are health and economy, with related fallout. Ba n g | a chatisraldpsverty rate rose® to
35 per cent in 2020 from 24.3 per cent in 2016 due to the adverse impact of the coronavirus pandemic
which will have grave consequences on the three diseases intimately associated with poverty. Also, the
c 0 u ntaDP grewth rate was also projected to be 2.5 per cent in the fiscal year 2019-2020
compared to 8.5 per cent in the previous fiscal, the lowest in 32 years. This will have a debilitating
effect on the health systems if not addressed urgently.

The HIV, TB and Malaria national programmes too were impacted adversely. Regular outreach activities
such as condom promotion, needle-syringe exchange, HTS etc. for HIV; active case finding, contact
investigation, and specimen transport for TB; and LLN distribution for Malaria were interrupted. All the
three programmes have been impacted adversely which has been further explained in section 2.3.1,
2.3.2, and 2.3.3. A few important indicators from the programmes highlight the substantial losses to the
programmes as is seen in the sections below.

1. Reductions in timely diagnosis and treatment of new TB cases have
been caused by disruptions to access to healthcare services and availability of diagnostic capacity.
There have been documented manifestations of interruptions to TB services owing to lockdowns and
the above measures. For instance, there has been a 21% decline in the notification rates for

5 https://www.newagebd.net/article/107855/bangladesh-poverty-rate-rises-to-35pc-amid-covid-19-fallout-cpd



bacteriologically confirmed TB and almost the same for drug resistant TB compared to the
same period (Q2 2019 and 2020) in previous years. As restrictive measures are lifted and COVID-19
rates decline, most of these settings are now reporting an increase in TB notification rates (Figure 3).

Figure 3: Impact of COVID-19 on TB programme: Trend of TB case notification quarterly
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2. RS e eI . NMEP reported record lowest number of malaria cases in
successive months of March and April 2020 during the ongoing pandemic. Although the first four
months of 2020 (Jan - Apr) recorded 21% cases more than the same period of 2019, 38% less
cases were reported in the 2" quarter of 2020 compared to same period in 2019. (Figure 4)

Figure 4: Impact of COVID-19 on Malaria programme: Trend of malaria tests and cases monthly
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CEImpact on HIV programme:

The impact on the annual performance of the HIV programme for 2019 and 2020 highlights the
adverse impact of COVID-19 on the HIV programme. In 2019 a total 9,38,069 HIV testing was
conducted in the country through public hospitals, Drop In Center (DIC) and other department and
919 cases were diagnosed as positive, while in 2020 total testing conducted was 5,02,000 and HIV
positive found were 658. Hence, there has been a reduction by 186% in testing and 140% in
diagnosed cases due to the pandemic.




The trend of the new HIV cases detected annually also highlights the significant reduction in the
number of cases especially when the programme has been increasing its case detection over the
past few years. (Figure 5).

Figure 5: Impact of COVID-19 on HIV programme: Annual trend of New HIV cases and deaths
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The COVID-19 pandemic negatively impacted the reach-related achievements, i.e., providing HIV
prevention products like condoms/ lubricants (in person outreach-activities) and HTS of MSM and
hijra during lockdown/movement restriction situation (March - April of 2020 and 2021).

The achievement of MSM reach (providing HIV prevention commaodities) declined from 91.4% in
March 2020 to 65.9% in April 2020, and from 95.1% in March 2021 to 76.5% in April 2021. The
achievement of transgender (hijra) reach decreased from 102.3% in March 2020 to 85.4% in April
2020, and from 102.9% in March 2021 to 90.6% in April 2021. (Figure 6)

Figure 6: Impact of COVID-19 on HIV programme: MSM monthly reach and Hijra monthly reach
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The achievement of HTS for MSM declined from 68.3% in March 2020 to 20.5% in April 2020, and
from 104.8% in March 2021 to 47.0% in April 2021. Similarly, the achievement of HTS for hijra
decreased from 55.4% in March 2020 to 13.8% in April 2020, and from 81.9% in March 2021 to
43.7% in April 2021 (Figure 7)

Figure 7: Impact of COVID-19 on HIV programme: MSM monthly reach and Hijra monthly reach
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e of ci vi | soci et yCOVID-19 resmonseo u n't r

In the last few decades, CSOs in Bangladesh have succeeded in reaching remote areas of the country
where they have mobilized the poor into groups to make them aware about health, education, as well
as providing loans to start small businesses. The civil society in Bangladesh is vibrant and invested
heavily in the health care sector through a network of community workers who continue to mitigate the
COVID -19 related challenges. NGOs and CBOs carried out the orientation of this large workforce which
led the COVID-19 response at community level integrated with TB, Malaria and HIV services.

Civil society is also represented at the National Committee for COVID-19 response and supports the
government in reaching the unreached. It also links poor families to new resources from government
officials on confronting the pandemic.

Amongst the most important actions undertaken by the civil society is related to risk communication
and Infodemic management. IEC materials including information on COVID-19 preventive measures as
well as COVID-19 services were distributed. Community sensitization on COVID-19 appropriate
behaviours (hand washing, use of mask, maintaining social distance, identification of COVID-19
symptomatic/ presumptive, and refer to the testing facilities) at household level were conducted during
household visit by community health care providers. Phone calls were made to ensure treatment
compliance, and for COVID related services during the lockdown. Additionally, COVID-19 sample
collection was supported by the NGO Lab Technician along with local health staffs. The CSOs also
provided monetary/cash incentive from civil society platform to the poor beneficiaries and COVID affected
staffs during lockdown. Overall, the civil society played a major role in the national response to COVID-19
and will continue to be a strong partner of the government in implementing the planned actions described
in this FR.

5) Challenges encountered in the COVID-19 response to date.

The GoB instituted limitedp e o p | e 6 s ramcoumged physical distancing, and restricted social and
religious gatherings. Th e | o aesulten iwra economic crisis giventhata f i ft h of

population lives below the poverty line and a large proportion of the work force are day laborers, factory
workers, rickshaw pullers, and petty businessmen, who were seriously affected by the above measures.
This directly as well as indirectly impacted the health sector both public and private resulting in challenges
related to accessibility, availability, and affordability of health services.

While COVID-19 pandemic has stretched the already weak health infrastructure of the country, the
restricted movement also resulted in challenges for maintaining supply chains, service provision, and
human resources. Service providers could not regularly attend the service centers due to unavailability
of public transport, movement restrictions, barriers inflicted by the law enforcement agencies to ensure
fisoci al di stancingbo, and, i n S ome cases, obst
neighbors against the opening of offices i which implement services for gender and sexually diverse
people. Regular outreach activities were interrupted. Health workers at the forefront of the response
couldndédt functi on ef peisenal protdctivy eqpmenssin thie imigal days.c k o f

Health messages were provided through electronic media but were not accessible to all. More
importantly, there was a lack of behavioural change communications. As has been discussed in the
Fast-Track application, there was shortage of ICU beds in the government and private hospitals for
treating critically infected COVID-19 patients. The health system could not provide for the sudden
extremely high demand of oxygen to the critically ill patients. There was also a serious shortage of
protective tools such as PPE that meet the WHO criteria, gloves, and hand sanitizers. As a result, doctors,
nurses, and health assistants were reportedly at a greater risk of acquiring COVID-19 infections at the
designated health centres.

A concern was also the inadequate infection prevention and control (IPC) measures throughout the
country i According to a news report of June 2020, Bangladesh had highest mortality rate among the
doctors during the early stage of the pandemic. During the early stage of the pandemic, more than
3,000 health care providers including doctors, medical technologists and nurses had COVID-19
infection at the same time. Moreover, the health facility assessment reports shows that only 52% of the
facilities had monitoring system for IPC practices.

Social stigma, fear and economic impact (e.g., joblessness/ unemployment) on the community prevents
people from seeking health care including those for COVID -19, TB, HIV and Malaria.




Inadequate public awareness and attitudes, disobeying social distancing rules, and rumors has added to
the challenges encountered during the response.

2.1.2 Summarize which stakeholders have been engaged in the development and decision-making for
this Funding Request, including the national HIV, TB and malaria programs, central medical stores
(or equivalent), laboratory systems, civil society and key and vulnerable populations (including
both CCM members and non-CCM community representatives), and communities most severely
affected by COVID-19.

The development of this Funding Request for C19RM has been a collaborative effort between all the
stakeholders including the national government, development partners, civil society organizations,
and the private sector in Bangladesh which has been led by the Directorate General of Health
Services, Ministry of Health and Family welfare. Knowledge and insights generated from a series of
meetings and consultations with the stakeholders, learnings from the implementation of the past CL9RM
grant and experiences from the strategies, interventions and activities implemented since the beginning of
the pandemic has informed the strategies, activities and related procurement proposed in the full
application.

Under the leadership of the Ministry of Health and Family Welfare (MOHFW), a technical proposal
development committee was formed and Additional Directorate General (ADG-planning) led the
process. The detailed list of committee members is attached as annex 1.

The committee has decided to undertake the following.

1. Submission of C19RM Fast Track Funding Request including essential diagnostics, medical
equipment, Oxygen generator (if possible, Oxygen plant establishment) and other necessary
medical products for C19RM diagnostics within 15 days. The Fast-Track application was submitted
on 21t May 2021.

2. NMEP under CDC, DGHS would be the PR for Fast Track C19RM Funding Request and
implementation.

NTP would be the PR for non-covid part of C19RM Funding Request and implementation.

COVID19 related cross cutting issues need to be addressed across the country during both
Fast Track and Full Funding Request/ Proposal preparation.

In addition, WHO in collaboration with the DGHS has formed coordination groups involving the key
stake holders from the government and development partners for COVID-19 response. The PSM group
hasdi scussed the requirements and undertook seve
needs. The assessment reports have been used as background information in this grant development
process. US Al D& s ddppartedthe DGHS to create a digital dashboard of supplies and
equipment for COVID-19 response. Data was also extracted from that dashboard.

There were several discussions at the MOHFW and DGHS and all agreed that the interventions,
activities, and related products proposed in the applications should be prioritized for the COVID -19
response followed by the three, HIV, TB, Malaria, diseases. Representatives from the national COVID-19
response committee, hospital services, biomedical engineers, and private facility owners were also
involved in these discussions.

2.1.3 Indicate how the national COVID-19 response coordinating bodies have been consulted in the
development of this request and will be involved in implementation of the proposed C19RM
activities.

PR to provide these details

2.2 Implementation of C19RM 2020 award (if applicable)

2.2.1 Indicate how much of the previously awarded C19RM funding has been spent and committed and
explain how it helped achieve set objectives.



Bangladesh submitted a C19RM funding request to GF in June 2020 as detailed in the table.
Table 2: C19RM 2020 funding scenario

Funding for COVID-19 response already accessed with Global Fund $ 11,387,175
grant flexibilities

Priority 1 funding request $ 5,163,316
Priority 2 funding request: contingent on additional sources of funding $ 223,859

The funds were primarily utilized to strengthen the COVID 19 prevention, testing, and treatment activities
along with addressing the gaps, challenges and needs of the HIV, TB and Malaria programmes in the
country. It included personal protective equipment for community health workers; community-led
communications and contact tracing activities; nutritional support to extremely vulnerable populations
with HIV and tuberculosis; and high throughput antigen diagnostic cartridges for COVID-19. In addition,
it also included support for risk communication, IEC activities, quarantine support, and strengthening the
community activities through NGOs and CBOs.

The grant helped in catching up with the losses in each of the programme due to the pandemic.

2.2.2 Summarize any issues regarding implementation arrangements, innovations or bottlenecks in
service delivery. Please also explain how C19RM Full Funding Request will address any lessons
learned from the implementation of the C19RM 2020 award.

Key lessons learned

Ensuring continuity of essential health services and building resilient health systems remains essential
not only to mitigate the impact of COVID-19, but also to ensure readiness for other concurrent and future
health emergencies. Leveraging and strengthening the pandemic response will require adequate and
sustainable quality and distribution of a multidisciplinary workforce, providing high quality and safe
services for both COVID-19 case management and HIV, TB and Malaria.

Table 3: Lessons learned and its applications in the C19RM 2021 FR

Key lessons learned How will it be addressed in this FR.

Supply chains and market mechanisms have been Oxygen plants procured under the Fast-Track
disrupted and hence Bangladesh has been unable to | application of this grant.

meet demand for health products specially for
Oxygen, which was imported. This has grave

implications for the management of severe COVID- Proactive planning, procurement, supply, and
19, TB, HIV and Malaria, and implementation of risk management for commodities to be
surveillance, infection prevention and control, and purchased in this C19RM application will be
the maintenance of essential health services. ensured

Health care systems and workers are under extreme | 1. Additional human resources for the three

pressure in terms of capacity and capabilities, work programmes

hours, financial resources and access to vital 2. Capacity building of HR

commodities and supplies. 3. Incentives for select tasks
4. PPEs

Case and cluster investigations, contact tracing and 1. Bidirectional screening and testing

supported quarantine of contacts remain insufficient | 2. Strengthen contact tracing

3. Strengthen the diagnostic capacity for TB
and self-testing for HIV

Communities have struggled with consequences of 1. Infodemic management and risk

public health and social measures designed to limit communication

transmission. Fear of infection reduced ability to pay, | 2. Nutritional and financial support the poor
and vulnerable key population




and movement restrictions have contributed to
significantly reduced utilization of health services.

The Infodemic of misinformation and disinformation,
and a lack of access to credible information continue
to shape perceptions and undermine the application
of an evidence-based response and individual risk-
reducing behaviours

National campaign for community
awareness by NTP, NACS, NMEP, and
partners

Recruitment of the approved human resources in the
first phase of C19RM grant was hampered

Sustaining the HR employed through the
earlier grant and hence budgeted in the full
application

Vaccine hesitancy from some might snowball into a
major problem

Infodemic management at the community
level by BRAC/civil society and the at the
National Level by the MOH and other
departments.

NGOs and Civil society especially BRAC led NGO
consortium ease the reach of services to hard-to-
reach areas and communities

BRAC and other NGOs and the civil society
continue to be an integral part of the
national response and will be supported in
this FR to lead the community led activities.

Community led monitoring and patient support is
critical to ensure treatment adherence and
successful completion of treatment during
flockdownsq restrictions on movement and in the
Anenwor mal oO.

Additional HR is being proposed to support
the community/home based care for all
persons suffering from HIV, TB, Malaria.

Reaching vulnerable groups who live in remote areas
or have limited access to remote communication
technologies remains a challenge that requires
additional innovative solutions.

Virtual/ remote technology has been a useful
alternative, but it should not be regarded as being
able to completely replace face-to-face interactions.

While deciding the intervention please
consider - The desire for rapid digitalization
created by COVID-19 needs to address the
socio-economic and digital divide across
population groups in Bangladesh.
Inclusiveness and access should be
preconditions for digitalization.

2.3 Funding Request and prioritization

2.3.1 Provide information on disruption of HIV services (particularly for key and vulnerable
populations) and describe how identified gaps, challenges and needs are being/will be addressed
by the C19RM Full Funding Request and/or through other funding sources (including Global Fund
grant funds). (Where relevant).

Disruption of HIV services

The HIV programme services were severely disrupted resulting in major gaps in continuing services
for key populations (KPs) at risk of HIV. However, the situation did not manifest similarly for all service
centers. As has been mentioned in the earlier sections owing to the lockdowns, service providers could
not regularly attend the service centers and were not able to provide regular clinical services, i.e., STl and
HTS. Outreach workers faced difficulties in facilitating in-person contact with the beneficiaries at the
cruising spots, especially at night. The medical assistant could not move to the satellite venues to conduct
clinical sessions. It was difficult for the OST clients to visit the OST clinics, especially during the initial
stages of the lockdown, due to the transportation crisis and frequent police check posts.

COVID-19 has impacted HIV prevention program among PWID and FSW. Since all the services of
the prevention program are almost entirely dependent on contact, many of them have been
heavily impacted due to lock down and restrictions on movement.

10
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Reach of both FSW and PWID was reduced by around 3%.

Syringe Distribution, an integral part of harm reduction program decreased by around 23% during
April - June 2020.

Condom distribution among FSW decreased drastically by around 85% between April - June 2020.
Similarly, the program distributed 25% less condom to PWID during that period.

It was decided to restrict clinical services at DIC to a minimum level to avoid transmission of
COVID-19 infection among both staff and beneficiaries. Because of the movement restrictions it
was also not possible to ensure clinical staff at DIC at an optimal level. Hence, it impacted the
clinical services to both PWID and FSW, which is 42% and 31% less respectively in April to June
2020 then 2019.

HIV testing services was also impacted due to COVID-19. Between September 2019 to June
2020, HTS was reduced among around 26-35% among both PWID and FSW compared to the
beginning of 2019. Due to movement restriction in COVID-19, program could not follow-up the
newly identify HIV positive cases which impacted the ART enrollment.

At the same time abscess management among PWID was reduced around 50% in mid-2020
compared to 2019.

Counseling services, physical follow up of ART and OST clients were also heavily impacted.
Furthermore, many advocacy initiatives which were planned during the lock down had to be
postponed. Many of the training programs which were planned to be conducted in person, had to
be cancelled or conducted virtually.

Addressing the gaps, challenges, and needs

To overcome the gaps, challenges and needs the programme undertook the following:

1.

NoOgkow

©

10.

11.

12.

13.

14.

15.

16.
17.

18.

Personal protective equipment (PPE) and infection prevention and control (IPC) materials were
provided for the service providers and to some beneficiaries to prevent the transmission of
infection.

The PLHIV were provided with adequate ARV drugs from the ART centres. ARV drugs were also
sent through courier service for patients who were unable to collect the drug during the lockdown
period.

Nutritional support was provided to poor PLHIV

Initiation of HIV self-testing

To reach the beneficiaries, virtual communication was prioritized.

In some places, outreach services were provided during the day time.

The beneficiaries were provided adequate amounts of condoms and lubricants during each
contact to reduce the frequency of in-person contact and movement.

Since some of the depots were closed, temporary and alternate depots were established in the
residence of hijra (dera) as well as residences of outreach workers.

Adequate condoms and lubricants were provided to existing and temporarily established depots so
that beneficiaries could collect required condoms and lubricants at their doorstep as per their
need.

Some OST clinics operated either on a weekly or fortnightly basis. OST clients were provided with
a maximum of 7-14 days of home dose as per UNODC recommendations to minimize their
frequency of visits to OST clinic.

Strengthening community engagement; involving community in social and contact mapping;
searching uncovered areas; etc., was undertaken to strengthen the program which helped in
identifying uncovered spots and FSWSs.

FSWs financial condition and number of sex acts fell dramatically during this period. Hence, distribute
free condoms based on need instead of social marketing.

Similarly, secondary distribution channels (pharmacy, rag picker shop etc.) were established and
operationalized for PWID intervention to increase the distribution of syringes and condom.

More effort like index mapping, community led testing; satellite session, provider-initiated testing, etc.
were taken to increase HIV testing among PWID and FSW.

Take home dose of methadone were initiated to serve OST clients who faced challenges during lock
down to visit DIC. Similarly, methadone was distributed from satellite centers.

Tele-counselling for clinical services, e.g., OST and STI management

The program arranged mid-day meal with the approval of PR engaging Network of People who Use
Drugs (NPUD) for PWID who had lost their source of income completely.

To maintain social distance at DIC while dispensing methadone, NPUD members along with DIC staff
were engaged.
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2.3.2 Provide information on disruption of TB services (particularly for key and vulnerable
populations) and describe how identified gaps, challenges and needs, including decline in TB/DR-
TB notification, are being/will be addressed by the C19RM Full Funding Request and/or through
other funding sources (including Global Fund grant funds). (Where relevant).

Disruption of TB services

1. Limited access to the molecular test for TB throughout the country
a. limited number of GeneXpert machines
b. Limited human resource to maximize the utilization of the Gene Xperts and TB /HIV tests (in
Malaria/HIV high burden/endemic areas)
c. Challenges in maintenance and supervision of the existing diagnostic network
d. Inadequate skill of the HR limits the utilization of Gene Xpert and Malaria/HIV tests (in
Malaria/HIV high burden/endemic areas)
2. Case Finding
a. Reduced active case finding and contact investigation
b. Urban and selected districts are affected more because of lockdown and COVID 19 Hot
Spots (map referred).
c. Lack of skilled HR to segregate and identify patients for both TB and COVID 19
d. Limited access of TB and other health services at workplace, prison and hard to reach areas
3. DS TB Treatment
a. Directly observed treatment short course (DOTS) was hindered
4. DR TB detection and treatment enrollment affected. DR TB treatment outcomes confounded with
COVID fatalities.
5. Infection prevention and control
a. Underdeveloped IPC training curriculum
6. Monitoring and Evaluation
a. Direct field monitoring and supervision hindered
b. Delayed rolling out of eTB manager and Janao (mandatory notification app)
7. Human Resources
a. Delayed recruitment under the new grant cycle
8. Financing and Governance
a. Change of key personnel in the Ministry
b. Close monitoring of the health activities.

Addressing the gaps, challenges, and needs: Mitigation intervention of NTP undertaken and

ongoing

1. Improve access and utilization of rapid molecular tests for TB through-
a. Scale up the molecular technology to replace microscopy as an initial test for TB. Integrate
TB/HIV tests in endemic/ high burden areas/ districts.
b. Review existing algorithm for testing TB presumptive
c. Reinforce sputum samples transportation from community and microscopy sites to Xpert sites
to increase the utilization of Gene Xpert
d. Strategic placement of the Gene Xpert machines through spatial analysis
e. Ensure trained and dedicated HR support to increase GeneXpert tests and Malaria/HIV tests
(in Malaria/HIV endemic/high burden areas)
f. Introduce new tools and technology to improve access (TrueNat, XDR/Xpert/MDR)
g. Build awareness on GeneXperts among the physicians and community and field workers
h. In sites where RTPCR is available for COVID test, all COVID negative persons will be asked
for Xpert testing for TB through SMS or phone call.
i. Establish a mechanism for maintenance and supervision of the diagnostic network through
service centre with skilled personnel
Strengthen the human capacity of the referral laboratory.
Develop additional TB reference lab at Shamoly TB hospital
Introduce EQA system for GX and molecular test
. Develop algorithm for LPA/ MGIT
Develop Lab strategic plan
Implementation of lab quality management system for NTRL and RTRL

o5 3T AT

12



p.

2. Case finding: Support community-based responses to increase active case finding and
contact tracing:

S~ ooOTp

=37

©

3. DS TB Treatmnent

a.

4. DR TB treatment

"0 o0 T

5. Infection prevention and control

a.
b.
C.

d.
e.

f.

6. Monitoring and evaluation

a.

b.

. Awareness campaigns i TVC, Prothom Alo

Ensure supplies and maintenance cost for smooth functioning of labs

Contact tracing through household visit by community volunteers, NGO and GOB field staff
Active Case Findings followed by contact tracing (Facility based)
Contact tracing during registration of new index TB patients
Community based ACF - Household visit, awareness campaign, sputum camp/ outreach
sputum collection
Facility based ACF - FAST approach
Targeting key populations; comorbid and hard to reach area
Workplace, prison intervention
Bi-directional approach: Contact tracing of TB during household visit, evaluate Covid symptom
and refer for Covid testing, Exclude TB/Covid through triage in the facility
Disseminate Covid message during TB campaign
Engage large scale community-based organizations in the priority districts to increase
case finding.
i. Intensifying the efforts of private pharmacies
ii. Increase engagement with the private sector providers on EPTB
ii. Increase sputum camps in the slums, following the urban hot spot map.
iv. Increase screening in the workplaces like garment factories

Increase involvement with the diabetic hospitals /BADAS facilities (66 to 104)
Launch yearlong TB awareness campaign

Implement FAST approach in the larger hospitals (indoor and outdoor)

Operate mobile TB services: to accelerate TB testing and treatment - Mobile vans fitted with
digital portable or handheld x-ray machines

Mobile van with digital CXR and Gene Xpert an alternate strategy to reach the urban slum
population (Are point 0. and p. above, different or the same?)

New guidelines were developed wherein TB patients are dispensed 30 days of Anti TB drug
supply.

Community based treatment initiation and DOTSs throughout the treatment period for all TB
patients has been instituted

Community health workers will track lost to follow-up patients, and provide home- based care
Use appropriate digital tools for counseling, adherence, and recording adverse reactions:
Introduction of 99 DOTS in the urban areas

Improve DR treatment considering COVID fatalities.

Embed medical officers in the Chest diseases Hospitals to ensure the continuity of care
Ensure regular COVID test for the enrolled DR TB patients.

Shift to injection-free all-oral drug resistant TB regimens

Ensure adequate and expanded access to all-oral, shorter regimens

Ensure the MDR-TB patients have access to the vaccine and get priority in vaccination.

Train facilities on IPC as a part of COVID response.

Develop e training resources to conduct IPC training for different level of providers

Support administrative and environmental IPC measures and advocate for funding and
implementation.

Prioritize respiratory protection in settings with TB, DR-TB and COVID-19
Communicate current WHO6s guidelines for P
presumptive/ patients are seen (Unclear pl describe/elaborate)

Procured PPE including N95 masks for TB service providers.

Increased the number of trainings to complete it in a shorter duration
Accelerate the roll-out of e-TB Manager and complete the process in June 2021
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c. Ensure quarterly reports are produced through e-TB manager both for DR and DS TB

7. Human resources
a. Embed staff to provide temporary support to increase case detection and GeneXpert
utilization.

8. Financing and Governance
a. Embed advisors to strengthen the relationship with the government counterparts and get
access to data
b. Advocacy to increase investment in TB as a pathway to universal health coverage

2.3.2.1 Provide information on disruption of malaria services (case management, vector control and
chemoprevention; particularly for key and vulnerable populations) and describe how identified gaps,
challenges and needs are being/will be addressed by the C19RM Full Funding Request and/or
through other funding sources (including Global Fund grant funds). Specifically, indicate if there is a
malaria campaign during this period (IRS, ITN and/or SMC). If so, specify if the relevant PPE and
adaptations are part of this funding request or if these are covered through Global Fund grant funds
and/or other funding sources, or if there is insufficient funding. (Where relevant).

Disruption of Malaria services

Disruption in malaria prevention and control efforts primarily relate to the following:

1. Service delivery was disrupted in 13 malaria endemic districts including 8 elimination districts,
screening of suspected malaria cases slowed down, many technical staffs (Lab Technicians) and
their family members got infected with COVID-19 that interrupted the diagnostic services at the facility
level, and malaria outreach centers were temporarily closed during the lockdown.

2. The reduction in diagnosis may be due to several factors, including restriction on movement affecting
health workers, reductions in health-seeking behavior related to malaria, as individuals may be
reluctant to visit health facilities due to COVID-19.

3. Healthcare providers previously focused on delivering malaria care have been reassigned to work on
COVID-19, therefore limiting available malaria services.

4. Scheduled mass LLIN distribution had been temporarily postponed almost for a month since mid-
March 2020.

Entomological activities were postponed.
Some awareness activities like group / courtyard meetings were limited during the lockdown

Surveillance and M&E activities at different level were hampered due to movement restriction.

© N o O

Monsoon preparedness and mitigation measures in some areas viz. Rohingya camps, bordering
areas, jhum/forest areas, and also areas surround by lagoons were interrupted. Social stigma, fear
and economic impact (e.g., Jobless/unemployed) on the community people prevent them to seek
health care for malaria services including COVID-19 care.

9. Furthermore, delays in reporting of malaria testing and confirmed cases have been observed,
possibly due to disruptions in surveillance reporting structures.

10. The ACSM activities and community mobilization including different meetings as well as trainings at
local level could not be done.

11. Absence of physical supervision and monitoring at the implementation level.

12. Because of the above, 37% less malaria tests were conducted during April to May in 2020 (coinciding
the lockdown period), compared to the same period of 2019. Although the core malaria interventions
were made available, Covid-19 pandemic has played a role to some extent in the detection of
confirmed cases. There were 64% case reduction in 2020, compared to 2019.

Addressing the gaps, challenges, and needs

NMEP, along with BRAC-led NGO partners, emphasized on continuity of core interventions such as
vector control, case management, commodity supply chain and surveillance to limit the malaria
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incident and deaths in Bangladesh. Health and safety of the service providers remained a top priority in
this challenging situation.

1. NMEP sent letters to all CSs / UH&FPOs of the endemic area to ensure diagnosis and treatment
services both in facility and community maintaining social and physical distances.

2. BRAC circulated a guideline for their field offices to ensure personal protection of the healthcare
providers and maintain social distance during the service delivery. All BRAC field staff have been
oriented on precautionary measures.

3. Sufficient stock of diagnostics and antimalarials were made available at all service delivery
points to ensure EDPT service.

4. Scheduled mass LLIN distribution had been temporarily postponed in mid-March 2020. However, it
resumed in April 2020 on a small scale. Changes were made to the distribution modalities wherein
the LLINs were distributed in small clusters avoiding gathering, maintaining short queue, keeping
social distance and wearing masks. In some areas, LLIN were distributed during the household
visits of the health workers.

5. Combined training programs on Covid-19 IPC, malaria and dengue were organized by the national
program in all malaria endemic areas. Combined awareness messages on Covid-19, malaria and
dengue were disseminated through awareness campaign and during the household visits of the
health workers.

6. Digital technology was utilized for program implementation where in the programme was continuously
supervised and monitored over phone and online meetings.

2.3.3 Describe the impact of COVID-19 on gender-based violence and human rights. If the C19RM
Full Funding Request does not include interventions to respond to identified community, rights and
gender (CRG) gaps, challenges and needs, please include details of how they are being separately
addressed.

The Gender in Humanitarian Action (GIHA) working group issued the COVID-19 Bangladesh Rapid
Gender Analysis’ report in May 2020 stating that the pandemic is disproportionately impacting
women as existing gender inequalities are exacerbating gender-based disparities between women, men,
girls, and boys in terms of access to i nf esconomici
impact. WHO data suggest that, during the COVID-19 pandemic, the incidence of domestic violence has
increased, which may lead to further marginalization®. There have been reports and unreported domestic
violence cases, including physical, verbal, financial, psychological, and sexual abuse. The consequences
of COVID-19 also limit access to life-saving resources for survivors of violence and those at risk, such as
psycho-social, health, and safety programs®. A survey conducted by a local human rights organization, in
27 out of 64 districts in Bangladesh, 4,249 women, and 456 children were found to have been subjected
to domestic violence in April 2020,

COVID-19 has a significant implication on livelihoods of women and transgender people in Bangladesh
as 91.8% of the total employment of women is in the informal sectorr Bangl adeshds heal
dominated by women, where more than 94% of nurses are female, and will need support to balance the
increase in workload and family obligations, e.g., child support, safety nets, mental health support. This is
especially important given that women and girls have decreased access to financial services at a time
when financial assistance becomes particularly vital for crisis management and livelihoods.

The Rapid Gender Analysis (RGA) conducted in May i July 2020 including primary data from
Rohingya and host communi t th& gendermorr@seanddotes e baealy, h
changed during the pandemic, with decision-making power still firmly controlled by men and tied directly

7 https://asiapacific.unwomen.org/-

Imedia/field%200office%20eseasia/docs/publications/2020/05/rga%20bangladeshfinalmay2020.pdf?la=en&vs=1725

8 http://www.emro.who.int/violence-injuries-disabilities/violence-news/levels-of-domestic-violence-increase-as-covid-19-pandemic-escalates.html

9 Ali A. 2020. A Socio-Legal Analysis of Domestic Abuse. URL https://www.thedailystar.net/law-our-rights/news/socio-legal-analysis-domestic-

abuse-1899505

10 Manusher Jonno Foundation (MJF) 2020. Amid Lockdown, 4249 Women and 456 Children Became Victims of Domestic Violence in April.

URL http://www.manusherjonno.org/latest_stories/amid-lockdown-4249-women-and-456-children-became-victims-of-domestic-violence-in-april-mif/

1 https://www.humanitarianresponse.info/sites/www.humanitarianresponse.info/files/documents/files/in_the shadows _of the pandemic_gendered
impact_of covid19 on_rohingya and host communities_october2020.pdf

15


http://www.emro.who.int/violence-injuries-disabilities/violence-news/levels-of-domestic-violence-increase-as-covid-19-pandemic-escalates.html
https://www.thedailystar.net/law-our-rights/news/socio-legal-analysis-domestic-abuse-1899505
https://www.thedailystar.net/law-our-rights/news/socio-legal-analysis-domestic-abuse-1899505
http://www.manusherjonno.org/latest_stories/amid-lockdown-4249-women-and-456-children-became-victims-of-domestic-violence-in-april-mjf/
https://www.humanitarianresponse.info/sites/www.humanitarianresponse.info/files/documents/files/in_the_shadows_of_the_pandemic_gendered%20_impact_of_covid19_on_rohingya_and_host_communities_october2020.pdf
https://www.humanitarianresponse.info/sites/www.humanitarianresponse.info/files/documents/files/in_the_shadows_of_the_pandemic_gendered%20_impact_of_covid19_on_rohingya_and_host_communities_october2020.pdf

to income generation. COVID-19 may have a negative impact on how women and girls negotiate the
restrictive social norms that govern their lives, given that COVID-19 has further restricted their mobility in
public spaces, confining them further to their homes, and also increasing social stigma and GBV in all
forms. Health specific issues have also been hit hard and they relate to:

1 Increased difficulties accessing health services during the pandemic, with distrust, dissatisfaction and
misinformation hindering health seeking behaviours.

1 Women, children, transgender persons and persons with disability all face more barriers in accessing

health services.

Access to crucial services such as sexual, reproductive, and maternal health services are reduced.

There is an increase in mental health issues, sense of insecurity and stress across the board, and in

particular with men and boys.

1 Previous work on protecting and empowering women and girls has been disrupted, making it harder
to access services like MHM, sexual reproductive health, protection, women and girl friendly spaces,
and access to justice for GBV survivors because such services and activities were deemed non-
essential.

1 Specifically, female sex workers (FSWs), MSM, and Hijra, have been impacted greatly. Many lost
livelihoods, resulting in poverty and hunger.

E |

The actions taken are described in greater details in the HIV and other sections below.

2.3.4 Describe the approach used for the prioritization of interventions and activities and link the
C19RM Full Funding Request to the pillars of the NSPRP.

As the pandemic continues to progress, Bangladesh is seeking to invest in priority interventions for HIV,
TB, Malaria and COVID based on the lessons learned managing the pandemic over the past year. It is
also using the guidance provided by WHO, Global Fund, USAID, and STOP TB in strengthening its
strategies, systems, and ongoing activities to respond holisticallyt o t he p a n Naiomalc .

scenarios, and areas of work. The priority activities as detailed int h Bandgladesh Preparedness and
ResponsePlan (BP RP) f or CJOAEI2@20 i& 9eing implemented in the country.

Prioritization approach for activities related to adaption of HIV, TB and Malaria programme to the

new normal

1 The choice of activities is guided by the principle of investing available resources in those
interventions that will achieve maximum impact in a rapidly changing environment within which the
health system operates as was experienced during this pandemic. Moreover the choice of
interventions and their technical design features are consistent with the strategies recommended
globally to adapt to the new ways during and post the COVID-19 pandemic to prevent associated
illness and death.

1 Priority has been given to integrated activities for COVID-19 and the three diseases together as far
as possible. For example, multi-platform diagnostics will be procured, HR (e.g., MTs, CHWSs) will be
shared across the programmes, community health workers will address the three diseases together,
bi-directional screening for COVID19 and TB case finding will be undertaken, etc.

91 Itis known that resilient and sustainable systems for health are the essential foundation to fighting
infectious diseases, whether ending HIV, TB and malaria as epidemics, fighting new pandemics like
COVID-19, or preparing and responding to future health threats. At the core of this resilient and
sustainable health systems are the health workers and community health workers delivering care and
services in both formal and informal settings. Given the shortfall and the increased need to
strengthen a weak health infrastructure in the country, this FR is proposing to augment the HR
quantity and quality in the country.

1 Additionally, the TB/HIV/Malaria related activities are based on internationally accepted principles as
formulated in WHO's policy documents which inform us that maximum impact for TB control is
expected from interventions that either increase case detection (for both drug-sensitive and MDR-TB
cases) and/or improve treatment outcomes for detected cases.

Preparedness and Response blasre d( MMRRAIhGp ént-HnQditso 12 &
Guideline to support Country ¢&urrentlydireatsdhe plawsingand R
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