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Executive Summary

Early childhood care and development (ECCD) from the prenatal period through transition to early
primary education is critical to children’s survival, learning, and long-term human development.
Global and national evidence consistently demonstrates that investments made during pregnancy
and early childhood yield the highest social and economic returns. In Bangladesh, while policy
commitment to early childhood is well established, particularly through the Comprehensive Early
Childhood Care and Development (CECCD) Policy 2013, implementation across the continuum
remains fragmented, uneven, and insufficiently aligned across sectors. In this circumstance, the
scoping study to better understand the status of prenatal to transition to schooling, including early
primary education, is necessary to further promote and support the young child’s holistic growth
and development in Bangladesh.

Study Objective:

This scoping study examines the current status of services from prenatal care to early primary
education, identifies key system gaps, and proposes strategic directions to strengthen integrated,
equitable, and quality ECCD delivery nationwide.

Methodology:

The study employed a mixed-methods scoping approach, combining desk review of policies,
programmes, and evidence with surveys, key informant interviews, focus group discussions, and
field observations. Data were collected across diverse geographic and socio-economic contexts,
including urban and rural areas, urban slums, char, haor, hill tracts, coastal and climate-vulnerable
regions, and areas affected by extreme poverty and different government institutions. ECCD
service providers, non-governmental organizations, development partners, academics, frontline
workers, and parents and caregivers were included.

Mapping of the Key Stakeholders:

Among all the ministries and government agencies that are obliged to contribute to ECCD services
and activities, the lead role is expected to be played by the Ministry of Women and Child Affairs
(MoWCA). Important complementary roles are played by the Ministry of Health and Family
Planning (MoHFW) and the Ministry of Mass and Primary Education (MoPME), along with other
initiatives from the Department of Social Services and the Bangladesh Shishu Academy.
Significant contribution is made by the development partners in expanding ECCD services across
regions. Besides, the ECD networks, research bodies, and academic institutions engage in ECCD-
related innovations, interventions, advocacy, and research. Even though the local government is
mandated to be involved in implementing ECCD initiatives, ECCD is often absent in local
planning. Among the community level stakeholders, mothers are the primary influencers in early
childhood (87% at ages 0-3; 78% at 3—6; 81% at 68, as per survey undertaken for this study),
with fathers also playing a significant role (60%—66%) and extended family members contributing
additional support (around 30% across age groups).

The stakeholder mapping highlights that despite clear policy commitments under the CECCD
Policy 2013, ECCD service delivery in Bangladesh remains fragmented, with limited multisectoral
coordination, significant regional disparities, constrained frontline capacity, and
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weak visibility of child protection, disability, and early learning institutions at the community
level. The primary caregivers receive minimal structured guidance. NGO-led initiatives add value
but remain limited in scale and sustainability. To address these gaps, it is essential to
institutionalize functional multisectoral coordination mechanisms and prioritize targeted support
for hard-to-reach areas. It is necessary to integrate parenting and early stimulation guidance into
existing service platforms, and strengthen workforce capacity across sectors. It is also necessary
to formalize government—NGO partnerships for scaling effective models, and establish accessible
local-level feedback and accountability systems, which will lead to more integrated, equitable, and
responsive ECCD services nationwide.

Status of Prenatal and Perinatal Care Services:

The assessment of prenatal and perinatal services reveals persistent gaps in coverage, continuity,
quality, and equity of maternal and neonatal care in Bangladesh. While ANC coverage has
improved, completion of 4+ ANC visits, PNC uptake, neonatal ECCD services, and facility
readiness, including NICU availability and essential supplement supply, remain inadequate,
particularly in haor, char, coastal, and hill tract regions. Almost 53% of the respondents have
reported going for ANC visits 1 to 3 times, whereas only 29% and 11% of the respondents went
for 4 to 6 times and more than 6 times, respectively. Preconception and prenatal awareness are
limited. Maternal mental health is largely neglected, as only 18% of the mothers reported receiving
maternal mental health-related instructions. Also, household dynamics often influence care-
seeking practices. Trust deficits in public facilities, workforce competency gaps, and the absence
of disability-inclusive and equitable service provisions further deepen disparities.

To address these challenges, it is critical to strengthen ANC—PNC continuity through scaled-up
community outreach and home visits and to integrate preconception and ECCD awareness into
education and counseling platforms. Maternal physical and mental health support should be
expanded with family-inclusive approaches, service quality and facility readiness should be
improved, and inclusive, culturally responsive outreach should be prioritized for marginalized and
underserved populations.

Status of ECCE Services for Children between 0-3:

Institutionalized ECCE service delivery for children aged 03 in Bangladesh remains very limited,
as one-third of the parents reported having no institutionalized services available within their
reach. The available services are predominantly health-focused (71%), with limited integration of
early learning, responsive caregiving, and developmental stimulation into routine community
platforms. While pilot initiatives link nurturing care messages with health services, frontline
workers are overburdened and insufficiently trained, resulting in inconsistent implementation.
Daycare utilization remains low due to cultural stigma, infrastructural gaps, workforce shortages,
and weak enforcement of quality standards. There is limited inclusion of children with disabilities
and inadequate early screening and referral systems. Geographic and socioeconomic disparities
further restrict access, particularly in hard-to-reach and climate-vulnerable areas, while the urban
middle class and low-income families remain underserved.

To address the deficiencies, it is essential to scale up integrated ECCD models nationwide. This
objective calls for strengthening cross-sector coordination, expanding community-based early
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learning opportunities, and enforcing quality and inclusion standards in daycare services. These
tasks require building a competent ECCD workforce and establishing functional early screening
and referral mechanisms. A necessary step in this direction is to introduce targeted outreach
strategies to ensure equitable, inclusive, and developmentally supportive services for all children
during the critical first three years of life.

Status of Services during Transition to Primary School (Children 3-6 years):

The assessment of services supporting transition to the primary stage for children aged 3—6 reveals
limited and uneven access to institutionalized ECCD services. This is evident in extremely low
participation in structured early learning for ages 3—5, and significant disparities in quality across
providers and regions. Nearly half of parents of children aged 3—6 perceive institutionalized ECCD
services as unavailable or only minimally available (49%), yet 71% report utilizing some form of
such services, with no single provider dominating overall coverage. This situation suggests
scattered, inadequate, and uncoordinated services.

Although universal pre-primary education is widely valued and a well-designed competency-based
curriculum exists, implementation gaps persist due to workforce shortages, inadequate
infrastructure, weak mentoring, and limited inclusive practices. Children in rural, remote,
marginalized, and disaster-prone areas remain particularly underserved. Early identification and
support for children with special needs are minimal. To address these challenges, multisectoral
ECCD coordination must be strengthened, two-year pre-primary education expanded nationwide,
ensuring acceptable quality, and a standardized quality assurance framework introduced across
providers. Increased and well-planned investments are needed in infrastructure, workforce
professionalization, curriculum-practice alignment, inclusive facilities, and early screening
systems. These services should be implemented with targeted outreach for hard-to-reach
communities to ensure equitable, high-quality, and developmentally appropriate school readiness
for all children.

Status of Services in the Early Grades in Primary School (Children 6-8years):

Almost 98% of the children of appropriate age enter primary school in Bangladesh, according to
DPE data. Although there is some dropout (estimated to be around 10% in early grades), early
primary education for children aged 6—8 has reached broad national coverage through government,
NGO, and private initiatives. However, respondents’ survey for this study, focusing on care and
development of children, indicates that a fraction of the children receive due care and attention in
the transition phase in early grades of primary school, as perceived by respondents (21% in
government schools and 16% in NGO-managed schools).

Even though enrollment coverage is relatively high, inadequacies and inequities in quality,
infrastructure, health integration, and inclusive support persist across regions and socioeconomic
groups. While government and NGO initiatives have expanded service provision in many areas,
parental awareness and counseling platforms remain limited and unevenly implemented. At the
same time, geographic isolation, poverty, child labor, weak health and nutrition monitoring,
infrastructure gaps, and limited teacher capacity continue to affect attendance, learning outcomes,
and smooth transitions. Quality also varies significantly across providers, with



persistent shortages of child-friendly learning materials, inclusive practices, and early
identification mechanisms for children with special needs.

To address these challenges, equitable and context-sensitive quality improvement and expansion
in hard-to-reach areas are needed. Specific attention is needed to the integration of basic health
and hygiene monitoring within schools, strengthened teacher professional development, and
inclusive classroom support. Also needed are improved child-friendly infrastructure and learning
materials, enhanced parental engagement, and reinforced social protection measures. Functional
early screening and referral systems are essential to ensure holistic, inclusive, and sustained
learning outcomes for all children in early primary grades.

Status of Financing, Monitoring, Evaluation and Research, and Collaboration and
Coordination in ECCD:

ECCD in Bangladesh relies heavily on time-bound donor funding, while government financing
remains limited, unpredictable, and insufficiently institutionalized. Scarce household
contributions, particularly from economically disadvantaged families, further exacerbate
inequities in access and participation. Budget allocations are often input-driven (rather than result-
focused), lack disaggregated tracking, and fail to respond to local needs, limiting service quality
and scalability. Measures needed are strengthening sustainable public financing by introducing
need-based and transparent budgeting and providing targeted support. Support for parental
awareness initiatives is also critical to ensure equitable, high-quality, and long-term ECCD
services.

Current ECCD monitoring and data systems are fragmented, largely administrative, and focused
on compliance rather than service quality or child outcomes. Evidence-based research is limited,
and data collection and analysis rarely inform planning or decision-making. Establishing an
integrated, digitalized child data system, standardized indicators, participatory monitoring
frameworks, and a coordinated national research hub would enhance accountability, enable data-
driven program improvement, and support scaling of effective ECCD interventions across
Bangladesh.

Coordination across ministries, NGOs, private sector actors, and local governments is weak,
inconsistent, and often dependent on individual interest and leadership rather than institutionalized
systems. Existing policy-level structures remain largely inactive, resulting in fragmented service
delivery and gaps in access, especially in hard-to-reach areas. Creating a unified national ECCD
framework, elevating oversight to a high administrative authority, formalizing multisectoral
partnerships, strengthening referral systems, and institutionalizing parental engagement are
essential to ensure integrated, equitable, and sustainable ECCD services nationwide.

Overall, ECCD services in Bangladesh span prenatal to early primary stages, but continuity across
these developmental phases remains weak. Interventions are largely sector-driven; health services
dominate the 0-3 stage, while education leads the 3—8 stage, with limited referral systems, child
tracking, or integration of developmental records. As a result, services operate in parallel rather
than as a connected developmental pathway. Although national policies promote a multisectoral
approach, the ECCD ecosystem remains fragmented. Whole-of-government
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coordination mechanisms are largely inactive, financing and monitoring systems are sectoral, and
non-state actors operate outside formal coordination structures, preventing the emergence of a fully
integrated whole-of-society ECCD system.
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Chapter One: Introduction




1.1 Background and Context

The first eight years of a child’s life play a determinant role in his/her future healthy functioning
and holistic development. More specifically, the period from pregnancy to the first thousand days
after birth is the most critical, when the brain grows faster than at any other time; 80% of a baby’s
brain is formed by this time (WHO, UNICEF, and World Bank Group, 2018). The best investment
is in quality care for early childhood development from birth to five for disadvantaged children
and their families (Heckman, 2012). Every dollar spent on high-quality, birth-to-five programs for
disadvantaged children delivers a 13% per annum return on investment (Garcia, Heckman, Leaf
& Prados, 2016). To further widen the spectrum, ensuring quality and equitable learning outcomes
requires a holistic approach that addresses the entire continuum of early childhood development
and early education. This includes the crucial period from prenatal stages through transition to
schooling and early primary grades. Therefore, prenatal care services, Early Childhood Care and
Education (ECCE) programs, transition to primary school, and early primary education are all
critical components of early childhood development. Comprehensive, interconnected policy
provisions, programs, services, and interventions for all of these components are crucial to ensure
quality early childhood development.

Recognizing the importance of early childhood development, the Comprehensive Early Childhood
Care and Development (CECCD) Policy was adopted by the Government of Bangladesh in 2013.
Since the adoption of the CECCD policy, the Ministry of Women and Children Affairs (MoWCA)
has initiated relevant acts and regulations, plans and projects, activities and committees, and Early
Learning and Development Standards (ELDS) for the advancement of ECCD in Bangladesh. The
Ministry of Health and Family Welfare (MoHFW), with support from UNICEF, has adopted a
Comprehensive Integrated ECCD Strategy (under-3 children). The Ministry of Primary and Mass
Education, through the Directorate of Primary Education and with leadership of the National
Curriculum and Textbook Board (NCTB), has developed a two-year pre-primary national
curriculum (4+ and 5+ year-old children) and has been piloting this in selected locations along
with 5+ universal Pre-primary Education (PPE) since 2013. The Ministry of Chittagong Hill Tracts
Aftairs and the Ministry of Religious Affairs have also been engaged in significant work in ECCD.
Development partners and NGOs are also carrying out important work in the field of early
childhood development in Bangladesh.

Internationally, various developments in early childhood care and development have relevance for
Bangladesh. These include the inclusion of the early childhood development agenda in Sustainable
Development Goals (SDG, 2030) in 2015 and the Nurturing Care Framework for Early Childhood
Development, developed by WHO, UNICEF, and the World Bank Group in 2018. The WHO
(2020) guideline for Improving Early Childhood Development complements the Nurturing Care
Framework. Tashkent Declaration and Commitments to Action for Transforming Early Childhood
Care and Education (November 2022) brings together commitments of global leaders for young
children. Given these national and international policy and programmatic contexts, it is important
to look at services and interventions such as those for pregnant mothers; perinatal stage care for

2



Introduction

both fetus and mother; health, nutrition, and psycho-social care for both mothers and babies at pre-
, peri-, and post-natal stages; services for infants and toddlers; early childcare from 0 to age 3;
preschool and transition to school (4-6 years); and special care for children's induction into school
and curricular and pedagogic considerations in the first two grades of primary school (ages 6-8).

Bangladesh ECD Network (BEN), which is a forum of stakeholders including government, non-
government, and international organizations working in early childhood development (ECD), has
initiated this scoping study through its ongoing project, 'Enhancement of Favorable Environment
for the Promotion of ECCD (EFEP-ECCD) in Bangladesh,' with support from Porticus. This
scoping study contributed to mapping the key stakeholders; exploring the existing knowledge and
evidence on institutional arrangements, programs, capacities, resources, and interventions;
identifying key gaps; and formulating evidence-based recommendations for strengthening prenatal
to early primary education in Bangladesh.

1.2 Study Objectives
The objective of this scoping study is to:

e Map and analyze the current landscape of services and interventions related to prenatal and
postnatal care, ECCD, ECCE, and transition to schooling, including early primary
education, in Bangladesh.

e Assess the quality, accessibility, equity, and effectiveness of these services and
interventions.

e Identify key stakeholders, their roles, and coordination mechanisms.

e [dentify common barriers and facilitators that affect the developmental progress of children
during the prenatal to early primary school period.

e Provide evidence-based recommendations for strengthening the prenatal to early primary
education continuum in Bangladesh.
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1.3 ECCD in Regional and Global Context

This section builds upon the previously mentioned objectives by placing Bangladesh's prenatal to
early primary education continuum within a broader regional and global context. By examining
international policy frameworks, service delivery models, and outcome patterns, this section offers
an analytical perspective to understand the current landscape in Bangladesh. These comparative
insights help to identify the country's strengths and weaknesses while guiding evidence-based
strategies to enhance coordination, access, quality, and equity across the early childhood years
continuum.

1.3.1 Policy and Legal Frameworks regarding ECCD in Regional and Global

Contexts
In this section, the diverse policy and legal frameworks that govern early childhood care and
development across varying economic and geographic landscapes are discussed.

Table 1: ECCD Policy and Legal Frameworks in Selected Countries

Country Policy/Legal Framework Sources
Bangladesh Comprehensive  Early  Childhood Care and | MoWCA, 2013
Development (CECCD) Policy (2013); CECCD
Operational and Implementation Plan
India National ECCE Policy (2013); India Newborn Action | Malik & Behera, 2024
Plan (2014); National Plan of Action for Children
(2016)
Thailand Early Childhood Development Act (2019) Office of the Education
Council, 2019; Rodriguez &
Chua, 2021
Cambodia National ECCD Policy; National Costed Action Plan | Ministry of Information,
2022; Rodriguez & Chua,
2021
Philippines National ECCD Strategic Plan (2019-2030); First | Ulep et al., 2024; Rodriguez
1,000 Days Law & Chua, 2021
Indonesia National ECD Policy; Holistic-Integrated ECD | Rodriguez & Chua, 2021
Action Plan
Finland Act on Early Childhood Education and Care | Alexiadou et al., 2024
(540/2018)
Canada Canada Early Learning and Child Care Act (2024); | UNESCO, 2024; ESDC,
Multilateral Early Learning 2017; ESDC, 2018
and Child Care Framework; Indigenous Early
Learning and Child Care Framework
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Policy and Legal Approaches Shaping ECCD Implementation Across Country Contexts:
ECCD in low- and middle-income countries relies on interministerial committees and
community-based delivery with limited quality assurance, while high-income countries enforce
legal mandates, professional standards, and systematic monitoring to ensure consistent, high-
quality early childhood services.

Across regional and global contexts, Early Childhood Care and Development (ECCD) policies are
articulated within complete legal and policy tools that acknowledge early life as a key era for
cognitive, social, and physical development. Countries in low- and middle- as well as high-income
settings have adopted national ECCD, or early childhood education and care policies, often
supported by costed action plans or standalone legislation, to institutionalize government
responsibility for early childhood services. These policy frameworks commonly reflect a life-cycle
approach, addressing the needs of children from conception through early primary years.

ECCD incorporates health, nutrition, education, social protection, and their interlinked roles for
the development of a child, and thus, across all countries, the establishment of formal coordination
mechanisms led by a designated ministry or authority is identified as a common practice. In the
Asian and South Asian countries like Cambodia, Indonesia, India, and Bangladesh, the National
ECD policies are implemented through an integrated coordination mechanism, led by a designated
ministry and operationalized through inter-ministerial committees or task forces spanning national
and sub-national levels (Rodriguez & Chua, 2021; Malik & Behera, 2024; MoWCA, 2013).
Similarly, the Philippines relies on cross-sector coordination through local government units and
ECCD Councils, reflecting a decentralized approach that integrates ECCD into local development
planning (Ulep et al., 2024). In contrast, Thailand and Finland exhibit more institutionalized
coordination, where inter-sectoral collaboration is mandated by law and embedded within formal
governance and accountability structures (Office of the Education Council, 2019; Alexiadou et al.,
2024). In Canada, coordination is similarly anchored in legislation through the Canada Early
Learning and Child Care Act and operationalized via intergovernmental agreements under the
Multilateral Early Learning and Child Care Framework, which establishes shared principles of
quality, affordability, accessibility, and inclusivity while recognizing provincial and Indigenous
jurisdiction, including through the Indigenous Early Learning and Child Care Framework
(UNESCO, 2024; ESDC, 2017; ESDC, 2018).

Despite these shared coordination arrangements, key implementation strategies differ notably
across contexts. Low- and middle-income countries predominantly emphasize integrated service
delivery models, often using community-based platforms to deliver health, nutrition, parenting
support, and early learning services in a coordinated manner. Examples include Cambodia’s
national ECCD action plans, Indonesia’s holistic-integrated ECCD guidelines, the Philippines’
First 1,000 Days initiative, and India’s Integrated Child Development Services (ICDS), all of
which align with the principles of the Nurturing Care Framework (Rodriguez & Chua, 2021; Ulep
et al., 2024; Malik & Behera, 2024). Bangladesh follows a similar trajectory through its life cycle
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and equity-focused CECCD implementation framework, operationalized through coordination
committees extending to the Upazila level (MoWCA, 2013). In comparison, high-income contexts
such as Finland and Canada place stronger emphasis on quality assurance, workforce
qualifications, and publicly funded systems tied to long-term capacity building and equity
objectives, while Thailand combines legal mandates with results-based local implementation and
national monitoring systems (Office of the Education Council, 2019; Alexiadou et al., 2024;
UNESCO, 2024).

Overall, the comparative analysis indicates that while coordination mechanisms are broadly
similar across countries, the depth, institutionalization, and implementation focus of ECCD
systems vary, shaped by governance capacity, resource availability, and policy maturity. These
distinctions provide valuable insights for strengthening ECCD coordination and implementation
in Bangladesh by learning from both regional peers and advanced systems.

1.3.2 Status of Pre-natal and Perinatal Services in Regional and Global Contexts

Globally, ECCD frameworks increasingly recognize the prenatal and perinatal period as
foundational for lifelong health, cognitive development, and learning outcomes. International
evidence emphasizes the role of skilled antenatal care, maternal nutrition, safe delivery, and early
postnatal support.

Status of Antenatal Care Coverage in Regional and Global Contexts

In this section, antenatal care coverage, along with the socioeconomic and institutional factors that
affect ANC utilization in various national contexts, is discussed.

Table 2: Antenatal Care Coverage in Different Countries

Country Percentage of Pregnant Women Receiving Source
4+ ANC Visits
Bangladesh 43.3% BBS, 2025
India 59.25% Girotra et al., 2023
Philippines Urban 88.7%, Rural 85.0% Woulandari et al., 2021
Indonesia 88.4% Andriani et al., 2022
Zimbabwe 75.72% Tessema & Minyihun, 2021

Socioeconomic and Institutional Factors Drive Antenatal Care Utilization:
Completion of four or more antenatal care visits is strongly associated with maternal education,
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household income, urban residence, lower parity, partner support, and access to health
information. Countries with stronger financial protection, community outreach, and integrated
primary healthcare systems achieve higher ANC coverage, while contexts marked by poverty,
limited female autonomy, and weaker service access experience lower utilization, underscoring
the need for targeted, equity-focused interventions.

Antenatal care (ANC), particularly the completion of at least four visits during pregnancy, is
widely recognized as a critical entry point for ensuring safe motherhood and improving maternal
and neonatal outcomes. But there are several factors across countries that influence antenatal care
visits among women. ANC utilization has been identified to be positively associated with maternal
education, household income, and socioeconomic background, availability of healthcare services,
mass media exposure, parity, and partner’s education and financial situation among the reviewed
countries.

Studies from India, Zimbabwe, Indonesia, and the Philippines demonstrate that women with
secondary or higher education are significantly more likely to complete four or more ANC visits
compared to women with little or no formal education (Andriani et al., 2022; Girotra et al., 2023;
Tessema & Minyihun, 2021; Wulandari et al., 2021). Education enhances women'’s health literacy,
awareness of pregnancy-related risks, and ability to navigate health systems, thereby facilitating
timely and adequate care-seeking. Bangladesh reflects a similar pattern, where lower educational
attainment among women remains a major barrier to adequate ANC coverage (Bangladesh Bureau
of Statistics, 2025). Higher ANC coverage in Indonesia (88.4%) and the Philippines (above 85%
in both urban and rural settings) is closely linked to improved financial capacity, reduced out-of-
pocket expenditures, and better access to healthcare facilities (Andriani et al., 2022; Wulandari et
al., 2021). Conversely, in Bangladesh, where only 43.3% of pregnant women receive four or more
ANC visits, economic constraints significantly limit access to both prenatal and postnatal services,
particularly among poorer households (BBS, 2025).

Geographical location and physical access to health facilities also play a crucial role in determining
service utilization. Urban residence is consistently associated with higher ANC uptake in India,
Indonesia, the Philippines, and Bangladesh due to the concentration of healthcare infrastructure,
availability of skilled providers, and improved transportation networks (Andriani et al., 2022;
Girotra et al., 2023; Wulandari et al., 2021; BBS, 2025). Women with lower parity, particularly
during their first pregnancy, are more likely to be more regular about ANC visits, as observed in
India, Zimbabwe, Indonesia, and the Philippines (Andriani et al., 2022; Girotra et al., 2023;
Tessema & Minyihun, 2021). Planned pregnancies are also associated with higher ANC
attendance, reflecting greater preparedness and intentional engagement with maternal health
services. In contrast, women with multiple previous births often perceive less need for repeated
care, which contributes to lower service utilization, especially in resource-constrained settings
such as Bangladesh. In Zimbabwe and Indonesia, along with women’s autonomy in decision-
making, the education and employment status of husbands or partners significantly affect women’s
use of ANC services, underscoring the role of household decision-making dynamics and male
involvement in maternal health (Andriani et al., 2022; Tessema & Minyihun, 2021).
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In the Philippines, supportive health financing mechanisms and community-based policies have
contributed to relatively high ANC coverage even in rural areas (Wulandari et al., 2021). This
suggests that strong local governance, integration of maternal health services into primary
healthcare, and financial protection mechanisms can mitigate traditional access barriers. In India,
Indonesia, and Bangladesh, access to television, radio, or community health messaging improves
awareness of recommended ANC schedules and danger signs during pregnancy (Andriani et al.,
2022; BBS, 2025; Girotra et al., 2023).

To sum up, the regional and global comparison indicates that while socioeconomic status,
education, parity, and access to health facilities universally influence ANC service utilization,
institutional capacity, family dynamics, and policy effectiveness play a decisive role in shaping
national outcomes. Bangladesh’s relatively low ANC coverage underscores the need for targeted
interventions addressing education, economic vulnerability, timely care initiation, and health
information exposure. Lessons from higher-performing countries suggest that strengthening
community-based outreach, improving financial protection, and promoting women’s autonomy
are critical for advancing equitable and comprehensive antenatal care.

Status of Accessing Skilled Birth Attendants, Maternal Health, and Prenatal and Perinatal
Care in Different Countries

In this section, the status of skilled birth attendance and maternal health outcomes across different
national contexts, alongside the systemic factors that ensure quality and respectful perinatal care,
are examined.

Table 3: Global and Regional Trends in Skilled Birth Attendants, Maternal Health, and Prenatal
and Perinatal Care

Country Key Trends Sources
Bangladesh Low trust in providers and sociocultural | Khan et al., 2012; Dynes et al., 2011;
barriers to quality care Bogren et al., 2018; Gamage et al.,
2022
India Poor quality of respectful maternity care and | Sudhinaraset et al., 2016; Varghese et
weak postnatal support al., 2014; Dey et al., 2017
Nepal Limited SBA availability and accessibility | Baral et al., 2016; Devkota et al.,
for vulnerable groups 2018; Khatri et al., 2017; Mehata et
al., 2017
Pakistan Cost barriers, gender bias, and preference | Hameed & Avan, 2018; Maheen et al.,
for TBAs 2020; McNojia et al., 2020; Wagqas et
al., 2020
Philippines Higher SBA use, driven by awareness, | Bhowmik et al., 2020
autonomy, and affordability
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Finland Integrated, community-based, midwife-led | Schmidt & Bachmann, 2021
perinatal care

United States Fragmented, physician-centered care with | Schmidt & Bachmann, 2021
access inequities

Quality, Equity, and Respectful Care Determine Maternal Health Outcomes:

Although skilled birth attendance is widely used to measure maternal health performance,
utilization, and satisfaction depend heavily on respectful care, affordability, gender norms, and
health system integration. In many South Asian settings, poor interpersonal care, rural access
gaps, and sociocultural barriers weaken trust despite rising facility deliveries, whereas systems
that ensure continuity of care, financial protection, and women-centered approaches achieve
more equitable and higher-quality maternal outcomes.

Across low-, middle-, and high-income countries, there is substantial variation not only in service
coverage but also in the quality, equity, and experience of care received during the prenatal and
perinatal period. While increased SBA coverage is often used as a key indicator of maternal health
system performance, evidence suggests that structural, sociocultural, and health system factors
significantly influence women’s utilization and satisfaction with these prenatal and postnatal
services.

Across South Asian countries such as India, Nepal, Pakistan, and Bangladesh, persistent
challenges related to respectful maternity care and service quality emerge as common concerns. In
India, multiple studies document experiences of verbal abuse, exclusion of women from decision-
making, lack of dignity, and inadequate postnatal care, which undermine trust in facility-based
childbirth despite increased institutional delivery rates (Dey et al., 2017; Sudhinaraset et al., 2016;
Varghese et al., 2014). These findings suggest that expanding SBA coverage alone is insufficient
without parallel improvements in interpersonal care and accountability mechanisms. In Nepal,
limited availability of skilled birth attendants in rural and remote areas remains a major barrier,
compounded by inadequate infrastructure and the absence of inclusive services for women with
disabilities (Baral et al., 2016; Devkota et al., 2018). Similar patterns are observed in Pakistan,
where shortages of female doctors, high service costs, and discriminatory practices, particularly
related to the gender of the newborn, contribute to continued reliance on traditional birth attendants
(TBAs), who are often perceived as more respectful and culturally sensitive than SBAs (Hameed
& Avan, 2018; Maheen et al., 2020). Bangladesh reflects many of these regional challenges, with
studies emphasizing low trust in healthcare providers, limited maternal participation in decision-
making, and excessive workload among health workers that restricts meaningful communication
during prenatal and postnatal periods (Bogren et al., 2018; Dynes et al., 2011; Gamage et al., 2022).
Deeply embedded religious, social, and gender norms further shape care-seeking behaviors and
reinforce dependence on TBAs, particularly in rural and underserved communities (Khan et al.,
2012). These factors collectively compromise the perceived and actual quality of prenatal and
perinatal care, despite improvements in service availability.
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In contrast, higher-performing systems such as Finland demonstrate how health system design and
philosophy of care influence maternal health outcomes. Finland’s decentralized, community-
based, midwife-led perinatal care model emphasizes continuity, extended prenatal consultations,
and postnatal home visits, addressing both physical and psychosocial needs of mothers (Schmidt
& Bachmann, 2021). Universal access and strong primary healthcare integration contribute to high
satisfaction and equitable outcomes. The United States presents a contrasting high-income context,
where maternal care remains largely physician-centered and fragmented. Despite advanced
medical infrastructure, barriers such as high healthcare costs, transportation challenges, and
inconsistent prenatal care utilization contribute to inequities in maternal outcomes (Schmidt &
Bachmann, 2021). This highlights that resource availability alone does not guarantee effective or
equitable perinatal care. The Philippines offers an important middle-ground example, where
relatively higher SBA utilization is driven by improved health awareness, women’s autonomy in
decision-making, and financial capacity to access skilled delivery services (Bhowmik et al., 2020).
This suggests that empowering women and reducing financial barriers can significantly enhance
skilled care uptake even in resource-constrained settings.

The regional and global evidence indicates that effective maternal and perinatal care depends much
on respectful care, gender-sensitive service delivery, affordability, trust, and health system
integration, along with skilled care. Lessons from higher-performing countries underscore the
importance of community-based models, continuity of care, and women-centered approaches,
which are mostly missing in South Asian prenatal and postnatal health systems.

1.3.3 Status of the ECCE Services (0-3 years) and Services for Transition to Primary
Stage (3-6)

In line with UNESCO’s ISCED Levels 01 and 02, early childhood education spans from birth
through the transition to primary education. However, the nature, coverage, and quality of ECCE
services differ significantly across age groups. To capture these distinctions more clearly, this
section separately examines ECCE provision for children aged 0—3 years and services supporting
early learning and transition to primary education for children aged 3—6 years.

Status of ECCE Services for Children Aged 0-3 in Different Countries

In this section, the current landscape of ECCE services for children aged 0-3 is examined alongside
the global imbalance between foundational health interventions and integrated early learning.

Table 4: ECCE Services for Children Aged 03 Years in Regional and Global Context

Country \ Types of Services ‘ Key Characteristics Sources

10



Introduction

Banglades | Community-based health Primary health-oriented services for | Bhatta et al., 2020;
h services young children with limited | Hossain et al., 2025
integration of early stimulation and
nurturing care
India Integrated Child Government-led community-based | Kumar et al., 2022;
Development Services program  integrating nutrition, | Chathukulam &
(ICDS) health, and early learning, with [ Joseph, 2025;
uneven coverage and workforce | Gopalakrishnan et al.,
capacity 2025
Malaysia | Nursery/Childcare/TASKA | Public-private  partnership  in | Iwabuchi, 2024;
childcare with low institutional | Kong, 2022
participation ~ among  under-3
children due to reliance on home-
based care
Singapore | Infant and Toddler Care Regulated center-based services [ Wu & Perisamy,
Services combining care and early [ 2021; MCYS, 2023
development  under  national
standards
Philippine | Health-focused services Early childhood interventions | Ulep et al., 2024
s concentrated on health and nutrition
during the first 1,000 days, with
minimal structured  learning
opportunities
Indonesia | Posyandu (Community- Community-based  health  and | Suparto et al., 2021;
Based Health Care nutrition-focused platform with | Iskandar, 2020;
Services) limited integration of early learning
Finland Family day care & Day care | Universally accessible, publicly | Salminen, 2017;
centers financed early childhood care | Narvi et al., 2020;
emphasizing holistic development, | Niu et al., 2024
play-based learning, and inclusion
Canada Daycare centers, The child care system presents | Findlay, 2019;

preschools, or centers de
petite enfance (CPE)

challenges for many families due to
limited local options and high costs,

while Indigenous children
experience  significant  health
disparities.

Halseth &
Greenwood, 2019

Imbalance Between Foundational Health Care and Early Learning in Services for
Children Aged 0-3:
Globally, services for children aged 0-3 largely prioritize health and nutrition, with limited
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integration of early learning and responsive caregiving. While high-income countries adopt
universal, rights-based models with strong public investment, many low- and middle-income
contexts rely on targeted, health-focused approaches constrained by weak integration and
workforce capacity, underscoring the need for more holistic nurturing care systems.

Globally, ECCE services for children aged 03 years are characterized by a predominant focus on
survival, health, and nutrition, with comparatively limited attention to early learning and
stimulation. Across low- and middle-income countries in South and Southeast Asia, early
childhood interventions during this age period are largely delivered through community-based
health platforms, such as Posyandu in Indonesia, ICDS in India, and primary healthcare services
in Bangladesh and the Philippines (Bhatta et al., 2020; Iskandar, 2020; Suparto et al., 2021; Ulep
et al., 2024). This pattern reflects global prioritization of the first 1,000 days as a critical window
for reducing mortality, malnutrition, and stunting, often at the expense of structured early learning
opportunities.

A common feature across most countries reviewed is the fragmentation between care, health, and
early learning services for children below three years. While health and nutrition interventions are
relatively well institutionalized, systematic integration of nurturing care, early stimulation, and
responsive caregiving remains limited in practice (Bhatta et al., 2020; Hossain et al., 2025;
Iskandar, 2020). Workforce capacity constraints further exacerbate this gap, as frontline workers
in community-based programs often lack training in early childhood development beyond basic
health and nutrition (Gopalakrishnan et al., 2025; Suparto et al., 2021). Low participation in
institutionalized ECCE services for children aged 0-3 is another shared trend, particularly in
Malaysia, India, Bangladesh, and the Philippines, where care responsibilities are largely assumed
by families, informal caregivers, or domestic helpers (Iwabuchi, 2024; Kong, 2022; Ulep et al.,
2024). This reliance on informal care reflects both cultural norms and limited public investment in
age-appropriate childcare infrastructure.

Clear differences emerge between high-income and lower-income country models. Finland
represents a comprehensive and rights-based approach to ECCE for children aged 0-3,
characterized by universal entitlement, strong public financing, inclusive practices, and a
deliberate emphasis on play-based, child-centered development (Salminen, 2017; Nirvi et al.,
2020). In contrast, countries such as India, Indonesia, and Bangladesh adopt programmatic and
targeted approaches, where services are primarily designed to address vulnerability rather than
universal child development outcomes (Iskandar, 2020; Kumar et al., 2022). Singapore occupies
an intermediate position, combining regulated centre-based childcare services with market
participation, supported by national standards for staff—child ratios and caregiver qualifications
(MCYS, 2023; Wu & Perisamy, 2021). However, evidence suggests that quality varies across
centers, particularly due to workforce skill disparities and reliance on minimum qualification
thresholds for educators working with infants and toddlers (Wu & Perisamy, 2021). Even in high-
income contexts such as Canada, where early learning and child care are framed within a publicly
funded, rights-based system, families often face shortages of spaces, affordability pressures, and
inflexible service hours, while persistent inequities, particularly among Indigenous children, are
reflected in poorer health and nutrition outcomes compared to national averages (Findlay, 2019;
Halseth & Greenwood, 2019).

12



Introduction

Health-centric models in the Philippines, Bangladesh, and Indonesia demonstrate limited
incorporation of early learning, caregiver interaction, and psychosocial stimulation into routine
service delivery (Bhatta et al., 2020; Suparto et al., 2021; Ulep et al., 2024). India’s ICDS program
represents one of the more explicit attempts at integration; however, inconsistent implementation,
uneven urban coverage, and limited worker competence constrain its effectiveness for early
learning and developmental screening (Chathukulam & Joseph, 2025; Kumar et al., 2022).

The regional and global landscape of ECCE services for children aged 0-3 years reveals a
persistent imbalance between survival-oriented interventions and holistic early childhood
development goals. While health and nutrition services are relatively well established, early
learning, responsive caregiving, and integrated nurturing care remain underdeveloped across most
contexts.

Status of Services during Transition to Primary Stage for Children between 3-6 in Different
Countries

In this section, the expansion of preschool provision and the persistent quality and equity gaps
affecting children aged 3-6 are discussed.

Table 5: Services for Children Aged 3-6 in Regional and Global Context

Country Types of Services ‘ Key Characteristics Sources

Bangladesh

Baby Class / PPE

Limited ECCE participation with
quality variation across providers,
constrained public financing, and
partial adoption of play-based

pedagogy

Bhatta et al., 2020;
Rashid & Akkari,
2020

India

Preschools and
Playschools

Diverse preschool landscape with
state-wise variation, historical
influences, and persistent infrastructure
and quality disparities

Kouser & Popat,
2022; Malik &
Behera, 2024

Vietnam

Pre-primary Education

Expanding pre-primary provision,
emphasizing child-centered pedagogy
and diversified delivery models

Vu, 2021;
Iwabuchi, 2024

Malaysia

Preschool

Largely government-led preschool
system promoting holistic
development, with challenges in policy
and practice alignment

Kong, 2022; Tang
etal., 2022;
Iwabuchi, 2024

Singapore

Preschool (Nursery &

Kindergarten)

Highly regulated preschool sector with
strong academic orientation and
parental and meritocratic pressure

Ang et al., 2021;
Yang et al., 2021;
Iwabuchi, 2024
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Philippines Kindergarten Compulsory kindergarten with | Ulep et al., 2024;
growing enrollment, yet limited access | Iwabuchi, 2024
for younger age groups

Indonesia PAUD (ECD & School readiness-focused ECCE with | Iskandar, 2020;
Education Services) play-based intent, with fragmented | Siagian & Adriany,

governance and coordination 2020; Iwabuchi,
2024

Finland Preschool (Pre-primary | Universal, compulsory pre-primary | Alexiadou et al.,

Education) education blending care, play, and | 2024; Von
learning, supported by strong teacher | Suchodoletz et al.,
professionalism, but with lower | 2022; Laaninen et
participation of younger children al., 2024

Australia Kindergarten or National Quality Framework with | Cohrssen et al.,
Preschool widespread preschool access, yet [ 2023; Cahill et al.,

hindered by teacher shortages and | 2022
inconsistent service quality.

Canada Daycare centers, Pre-primary education focuses on | Enns et al., 2019;
preschools, or centers creative and social skill development, | Kauts et al., 2025
de petite enfance (CPE) | yet it is marked by socioeconomic and

gender-based developmental gaps in
school readiness.

Expanding Preschool Access Amid Persistent Quality and Equity Gaps: Although most
countries have expanded preschool provision for children aged 3—6 and embedded ECCE within
education systems, disparities in governance coherence, workforce capacity, pedagogical
quality, and service integration continue to produce uneven access and outcomes, particularly in
lower-income contexts.

Across regional and global contexts, services for children aged 3—6 years are primarily structured
around preschool or pre-primary education, with increasing recognition of this stage as a critical
foundation for school readiness and lifelong learning. While policy commitments to ECCE have
expanded globally, significant differences persist in coverage, quality, governance, and
pedagogical orientation.

A shared feature across most countries is the formalization of ECCE within the education system,
particularly through compulsory or near-universal kindergarten or pre-primary programs, as seen
in Finland, the Philippines, Viet Nam, Malaysia, and Singapore (Alexiadou et al., 2024; Iwabuchi,
2024; Ulep et al., 2024; Vu, 2021). These services typically emphasize holistic child development,
integrating cognitive, social, emotional, and physical domains, at least at the policy level.
However, while play-based and child-centered approaches are frequently articulated as guiding
principles, their translation into classroom practice remains uneven. Evidence from Singapore,
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Malaysia, and Bangladesh suggests that schoolification, parental expectations, and early academic
competition often constrain meaningful play-based pedagogy (Ang et al., 2021; Rashid & Akkari,
2020; Yang et al., 2021). In Canada, most children show positive developmental outcomes before
starting school, supported by creative and social learning environments. However, developmental
vulnerabilities remain in specific areas, particularly communication skills and general knowledge,
with noticeable differences based on socioeconomic status, parental education, and gender (Enns
et al., 2019; Kauts et al., 2025). Another shared challenge across contexts is inequitable access,
particularly for children from low socioeconomic backgrounds. In Indonesia, India, the
Philippines, and Bangladesh, participation in ECCE services for children aged 3—5 remains
uneven, with disparities linked to parental awareness, household income, geographic location, and
provider type (Bhatta et al., 2020; Iskandar, 2020; Kouser & Popat, 2022; Ulep et al., 2024). Even
in Australia, where preschool access is widely available, participation and quality vary for children
in regional, remote, and disadvantaged communities (Cohrssen et al., 2023; Cahill et al., 2022).

Significant differences are evident in governance structures and coordination mechanisms. Finland
exemplifies a highly integrated ECCE system characterized by coherent policy alignment, strong
public financing, and clear institutional responsibility, resulting in consistent service quality and
strong practitioner accountability (Alexiadou et al., 2024; Von Suchodoletz et al., 2022).
Australia’s Early Childhood Education and Care operates under the National Quality Framework,
encompassing government, nonprofit, and for-profit providers; however, persistent shortages of
degree-qualified early childhood teachers and reliance on staffing flexibility measures contribute
to uneven quality, particularly outside metropolitan areas (Cohrssen et al., 2023; Cahill et al.,
2022). In contrast, countries such as Indonesia, India, and Bangladesh exhibit fragmented
governance, where ECCE responsibilities are distributed across multiple ministries and providers,
often leading to duplication, gaps in service delivery, and uneven quality assurance (Iskandar,
2020; Malik & Behera, 2024; Rashid & Akkari, 2020). Workforce capacity also marks a major
point of divergence. High-income contexts prioritize professionalization of ECCE practitioners,
including formal qualifications, continuous professional development, and manageable child—
teacher ratios (Alexiadou et al., 2024). Conversely, many South and Southeast Asian countries
face persistent shortages of trained practitioners, high workloads, and limited institutional support,
which adversely affect the quality of classroom interactions and learning environments (Siagian
& Adriany, 2020; Tang et al., 2022).

Although ECCE policies increasingly acknowledge the importance of integrated child
development, practical linkages between education, health, nutrition, and protection services
remain limited in many contexts. Indonesia and the Philippines demonstrate partial integration
through policy intent, yet implementation gaps persist due to weak inter-sectoral coordination and
resource constraints (Iskandar, 2020; Ulep et al., 2024). In Bangladesh, ECCE services for children
aged 3—6 are largely education-centric, with minimal systematic integration of nutrition or health
interventions, despite evidence of persistent child development vulnerabilities (Bhatta et al., 2020;
Rashid & Akkari, 2020).

The regional and global review highlights a pronounced policy—practice gap in ECCE services for
children aged 3—6 years. While most countries have expanded preschool provision and articulated
progressive policy goals, challenges related to equity, workforce capacity, pedagogical quality,
and system integration continue to shape uneven outcomes.
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1.3.4 Status of Services in the Early Primary Education Stage for Children Aged 6-8

In this section, the status of early primary education for children aged 6 to 8 across various
economic and geographic contexts is discussed. This discussion focuses not only on the enrollment

rate but also on the quality of education.

Table 6: Services for Children Aged 6-8 in Regional and Global Context

Country ‘ Types of Services

Key Characteristics Sources
Bangladesh [ Compulsory High enrollment with gender parity, but major | Roy et al., 2020;
Primary quality gaps due to poverty, weak supervision, [ Ahad et al.,
Education under-trained teachers, and inadequate school | 2021; Alam et
infrastructure al., 2021; Alam
et al., 2023
India Compulsory Near-universal enrollment but persistent learning | Alcott et al.,
Primary crisis, early academic pressure, weak adherence | 2020; Das &
Education to age-appropriate progression, and strong | Biswas, 2021
influence of parental demand and private
schooling on quality
Vietnam Compulsory System-wide curriculum reform emphasizing | Hoang et al.,
Primary teacher quality and active learning, supported by | 2020; Nguyen et
Education strong professional commitment, but uneven | al., 2022
capacity to deliver age-appropriate, progressive,
and holistic early primary education
Malaysia Compulsory Near-universal access with strong public | UNICEF
Primary investment and well-qualified teachers, but [ Malaysia, 2023;
Education emerging quality risks from primary-level [ Mahanani et al.,
workload pressures and gaps in inclusive and | 2022
international-standard infrastructure
Singapore | Compulsory High-performing, well-resourced system with | Heng & Lim,
Primary strong teacher quality, but intense meritocratic | 2021; Ro, 2020;
Education pressures, early academic stress, and structurally | Chiong &
reinforced inequalities that limit holistic and | Dimmock, 2020;
inclusive early learning Debs & Cheung,
2021
Philippines | Compulsory Severe foundational literacy gaps in early grades, | Librea et al.,
Primary uneven infrastructure and classroom congestion, | 2023; Navarro,
Education weak reading readiness and mother-tongue | 2024; Eduardo &
implementation, and persistent disparities in | Gabriel, 2021
remote and marginalized communities
Indonesia Compulsory High access and completion with expanding | Sukmayadi &
coverage, but uneven learning quality driven by | Yahya, 2020;
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Primary teacher  capacity gaps, rural isolation, | Susanti et al.,
Education absenteeism, and exclusion of children with | 2020; UNICEF
disabilities Indonesia, 2025
Finland Compulsory Basic | Universal, high-quality provision with strong | Jahnukainen et
Education curricular equity, but contested inclusion | al., 2023;
practices and varied teacher readiness for | Saloviita, 2020;
supporting children with special needs Eskela-
Haapanen et al.,
2023
Australia Compulsory Nationally guided but state-implemented system | (Bahri et al.,
Primary focused on standardized learning outcomes, | 2024)
Education digital integration, and the cross-curricular
development of general capabilities.
Canada Compulsory Provincially governed framework with localized | (Kauts et al.,
Elementary curricular  adaptation,  prioritizing  core | 2025)
Education competencies and holistic development through
compulsory physical and life skills integration.

Unequal Learning Quality and Developmental Gaps in Early Primary Education: While
access to early primary education for children aged 68 is high globally, learning quality and
equity remain uneven. Teacher shortages, limited training, inadequate infrastructure, and
excessive academic pressure hinder foundational literacy, numeracy, and socio-emotional
development, especially for disadvantaged children. Strengthening this stage requires inclusive,
developmentally appropriate pedagogy and well-supported learning environments.

Across regional and global contexts, services for children aged 6-8 years, typically corresponding
to the early primary grades, are widely recognized as a critical stage for establishing foundational
literacy, numeracy, learning habits, and socio-emotional development. Most countries reviewed
have achieved substantial progress in expanding access to early primary education, with near-
universal enrollment reported in Finland, Malaysia, Singapore, Indonesia, India, and the
Philippines. However, the evidence consistently shows that high enrollment has not translated into
uniformly strong learning outcomes, particularly in low- and middle-income settings where
quality, equity, and age-appropriate pedagogy remain persistent challenges.

A common pattern across countries is the strong policy emphasis on foundational skills, especially
reading and mathematics, during the early primary years. In Finland and Vietnam, national
curricula explicitly frame Grades 1-2 as a period for gradual, developmentally sensitive learning
supported by formative assessment and teacher autonomy. These systems emphasize progression,
feedback, and holistic child development, at least at the policy level (Eskeld-Haapanen et al., 2023;
Hoang et al., 2020). Similarly, Canada’s provincially governed curricula combine core academic
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subjects with arts, physical and health education, and cross-cutting competencies such as critical
thinking, creativity, communication, and personal well-being, reflecting a student-centered and
holistic orientation despite inter-provincial variation (Kauts et al., 2025). Australia, through a
nationally guided but state-implemented curriculum, integrates general capabilities, including
literacy, critical and creative thinking, and intercultural understanding, across core subjects,
balancing national standards with contextual flexibility (Bahri et al., 2024). In contrast, in India,
Bangladesh, the Philippines, and Singapore, early primary education is frequently shaped by the
formalization of early learning and academic pressure, where children are expected to master
formal literacy and numeracy at an early pace. This often results in grade repetition, stress, and
misalignment between children’s developmental needs and classroom practices (Alcott et al.,
2020; Roy et al., 2020; Librea et al., 2023; Heng & Lim, 2021).

Equity emerges as a central concern across all contexts, though it manifests differently. In
Bangladesh, India, Indonesia, and the Philippines, early primary learning outcomes are strongly
influenced by socioeconomic status, parental education, geographic location, and school type.
Children from poorer households, rural and remote areas, and marginalized communities face
greater risks of overcrowded classrooms, weak infrastructure, underqualified teachers, and limited
instructional support, contributing to low literacy and numeracy achievement in the early grades
(Das & Biswas, 2021; Susanti et al., 2020; Navarro, 2024). In Indonesia, children with disabilities
experience significantly lower attendance and completion rates, highlighting gaps in inclusive
provision even within systems that have achieved high overall access (UNICEF Indonesia, 2025).
In Singapore, inequity is less visible in access but embedded in system design, where school choice
mechanisms and merit-based sorting advantage families with greater social and cultural capital
from the point of school entry (Debs & Cheung, 2021). In Canada and Australia, regional
disparities and differences in implementation capacity shape variations in learning quality,
particularly across provinces, states, and remote communities (Kauts et al., 2025; Bahri et al.,
2024).

Teacher capacity and support play a decisive role in shaping early primary experiences. High-
income systems such as Finland, Singapore, Canada, Australia, and Malaysia prioritize teacher
qualification, professional standards, and continuous development, though tensions remain
between accountability demands and responsiveness to diverse learner needs. In Singapore, early
primary teaching is influenced by a productivity-oriented understanding of teacher quality,
creating tensions between standardized performance expectations and teachers’ efforts to address
children’s diverse learning needs and well-being (Ro, 2020). In Vietnam, teachers demonstrate
strong professional commitment and actively seek practical, grade-specific professional
development to meet the demands of curriculum reform, although uneven implementation capacity
limits consistent classroom practice (Nguyen et al., 2022). In contrast, Bangladesh, Indonesia,
India, and the Philippines face persistent challenges related to under-trained teachers, high
workloads, weak supervision, and teacher absenteeism, which directly undermine instructional
quality and student learning in the early grades (Alam et al., 2021; Susanti et al., 2020; Das &
Biswas, 2021).

Learning environments and school infrastructure further shape early primary outcomes. Adequate

facilities and resources in Finland and Malaysia support attendance and engagement, though gaps
remain in inclusive and disability-friendly infrastructure (UNICEF Malaysia, 2023). In
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Bangladesh, Indonesia, and the Philippines, shortages of classrooms, seating, teaching materials,
WASH facilities, electricity, and playgrounds are widespread, particularly in rural and “last mile”
schools. These conditions contribute to irregular attendance, early dropout, and weak foundational
learning during the critical 6-8 age period (Alam et al., 2023; Susanti et al., 2020; Navarro, 2024).

Overall, the regional and global review highlights a consistent policy-practice gap in services for
children aged 6-8 years. While early primary education is widely recognized as foundational and
most countries have succeeded in expanding access, learning quality and equity remain uneven.
Early academic pressure, insufficient attention to developmental appropriateness, unequal teacher
capacity, and infrastructure gaps continue to shape divergent experiences for young learners.
Strengthening early primary education for this age group requires shifting from a narrow focus on
enrollment and test-oriented achievement toward developmentally aligned pedagogy, inclusive
systems, well-supported teachers, and learning environments that respond to children’s diverse
needs.

Conclusion

This chapter demonstrates that although most countries recognize ECCD as foundational to human
development, significant disparities persist in policy institutionalization, service integration, and
quality assurance. High-income contexts tend to embed ECCD within strong legal mandates,
professional standards, and monitoring systems, whereas many low- and middle-income countries
rely on fragmented coordination and resource-constrained implementation. In maternal and
perinatal care, utilization is not determined by access alone but by respectful, gender-sensitive,
and financially protected service delivery. For children aged 0-3, survival-focused health and
nutrition interventions remain dominant, with limited integration of early learning and responsive
caregiving. Preschool expansion for 3-6-year-olds has improved access globally, yet equity,
workforce capacity, and pedagogical quality continue to constrain outcomes. Similarly, early
primary education (6-8 years) shows high enrollment but uneven learning quality and
developmental appropriateness. Across all stages, a consistent policy-practice gap emerges as a
central challenge. Strengthening ECCD systems therefore requires integrated governance,
sustained public investment, workforce professionalization, and equity-focused strategies that
ensure continuity of care and learning from pregnancy through the early primary years.
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Chapter Two: Research Methodology
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This chapter outlines the methodological approach adopted to examine the status of Early
Childhood Care and Development (ECCD) in Bangladesh from a systems perspective. Guided by
a robust conceptual framework, the study employed a parallel mixed-methods design to capture
both breadth and depth across policy, service delivery, and stakeholder engagement. Multiple data
sources and methods were used to explore access, quality, equity, coordination, and system
functioning across developmental stages. The chapter details the research design, data sources,
sampling strategies, instruments, analytical procedures, ethical considerations, and methodological
limitations.

2.1 Research Design

This study followed a multistrand QUAL + QUANT parallel mixed method design, combining
both qualitative and quantitative components simultaneously. Parallel design allowed
simultaneous exploration of confirmatory and exploratory questions, where one component also
helped triangulate the data from the other component (Teddlie & Tashakkori, 2009). Besides, the
parallel design was a feasible one considering the limited time available for the study. Since the
study aimed to map the key stakeholders, services, and interventions, a survey was used for Early
Childhood Practitioners/ Facilitators to obtain a breadth of data on this. Key Informant Interviews
(KIIs), In-depth Interviews (IDIs), Focus Group Discussions (FGDs), and Observation were used
to gain in-depth qualitative insight on the quality, accessibility, equity, and effectiveness of these
services and interventions. Scoping review of relevant research, policies, acts, program and
planning documents offered both breadth and depth on the topic by providing qualitative and
quantitative insights.

2.2 Study Participants and Sampling Strategy

This study engaged diverse participants, including experts from government, NGO, academia, and
the development sector, upazila level education officers, PTI instructors, ECCD service providers,
and parents. The key informants were selected through purposive sampling, and the ECCD
providing organizations, Upazila Education Officers, and PTI Instructors were selected based on
convenience. Apart from experts for KII and service providers/ facilitators for online surveys, the
remaining participants were drawn from the field site.

Sample and Sampling

The study used a combination of purposive and convenience sampling approaches to capture
perspectives from different ECCD stakeholders.

e KII Participants: Experts from government ministries and agencies, NGOs, development
partners, universities, and leading research institutes were purposively identified based on
their involvement in ECCD and early primary education. A list of relevant experts was
prepared, and 18 respondents participated based on availability and willingness.
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e Online ECCD Practitioners’ Survey Participants: The survey was circulated among
practitioners from ECCD service-providing organizations to capture implementation-level
insights from program staff and service providers. Although the survey targeted broader
participation, 17 practitioners completed the survey during the data collection period.

e IDI Participants: Program personnel and field-level officials involved in ECCD service
delivery were selected from the study sites using purposive sampling to gather detailed
insights on implementation practices and challenges.

e FGD Participants: FGDs were conducted with parents across different child
developmental stages, from prenatal to early primary, as they remain directly involved in
childcare. The final number of groups was shaped by field feasibility across selected
locations and included diverse parent groups.

e Parents’ Survey Participants: The survey sample size was estimated using the standard

formula for unknown populations:
n = (Z? X D X (1 - p)) / e’
where Z = 1.96 (95% confidence level), p = 0.5, and e = 0.05, which yields a minimum
sample of approximately 384 respondents. The study collected 412 responses to ensure
adequate representation and diversity despite site selection being guided by field
accessibility.

e Observation Sites: Observations were conducted in daycare centres, pre-primary
education (PPE), and early primary classrooms across the field sites. While the initial plan
aimed to observe multiple programmes across locations, 22 service settings were observed
based on availability during field visits.

Figure 1: Selection of the Field Sites

To maximize the diversity of the field data, the locations were selected based on socio-economic,
cultural, climatic, and environmental contexts. These categories included:
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One upazila for each of these categories mentioned above was selected based on convenience for
the study.

2.3 Data Collection Methods and Instruments

The study relied on a mix of both primary and secondary data sources to explore the current status
of prenatal to transition to schooling to early primary education in Bangladesh. Primary data were
directly collected through Key Informants Interviews with the stakeholders, In-depth-Interview
with the ECCD practitioners, Focus Group Discussions with the Parents, Observation of Daycare
centers, Pre-Primary/ Primary Classrooms, Survey with Parents and ECCD Practitioners where the
policy-practice gaps, lived experiences of the parents, contribution of families, access and quality
of services, equity and inclusion scenario, collaboration among stakeholders etc. were explored.
Additionally, secondary data were collected through a desk review that included national policies,
frameworks, acts and regulations, strategic plans, research papers, services and interventions on
ECCD in Bangladesh, along with relevant international declarations and frameworks. This data
contributed to developing a ground for the study with necessary insights into the current context,
frameworks, policies, and strategies.

The methods and instruments involved in the data collection process are discussed below:

e Key Informants Interview

Key Informant Interviews (KIIs) are in-depth qualitative interviews conducted with individuals
who possess specialized knowledge, professional experience, or strategic insights about a
particular issue, program, or system. KlIs are commonly used in policy research, program
evaluations, and system-level analyses to capture expert perspectives that may not emerge through
surveys or quantitative methods. They are particularly useful when exploring complex and
multisectoral issues where institutional arrangements, coordination mechanisms, financing
structures, and implementation challenges require informed interpretation. In this study, KIIs were
relevant for gaining a holistic and system-level understanding of ECCD in Bangladesh. Given the
study’s focus on policy frameworks, governance structures, access, quality, equity, inclusion,
monitoring and evaluation, research, collaboration, and financing across different age groups, key
informants were able to provide contextualized insights beyond surface-level findings. Klls were
used to explore strategic gaps, institutional bottlenecks, stakeholder roles, and expert
recommendations for strengthening ECCD as an integrated system. A semi-structured KII guide
was used as the primary data collection instrument.

KII Guide - The KII guide was designed to ensure both structure and flexibility. It included
thematic sections aligned with the study objectives, covering policy and regulatory frameworks,
service delivery mechanisms, equity and inclusion (including disability responsiveness), inter-
sectoral coordination, workforce capacity, monitoring and data systems, financing patterns, and
research gaps. Open-ended questions allowed informants to elaborate on systemic challenges,
practical experiences, and reform priorities, while probing questions ensured depth and clarity.
The semi-structured format enabled consistency across interviews while allowing adaptation based
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on each informant’s expertise and institutional role. According to the guide, it took 40 to 60
minutes to conduct the KIIs in both online and offline settings.

e Online Survey for ECCD Practitioners

An online survey is a structured quantitative data collection method administered through digital
platforms to gather standardized information from a defined group of respondents. Online surveys
are widely used in primary research due to their efficiency, cost-effectiveness, broader geographic
reach, and ability to generate quantifiable and comparable data. They are particularly useful when
researchers aim to collect data from diverse participants across locations while maintaining
uniformity in questions and response formats. In this study, an online survey questionnaire was
developed for capturing the perspectives of ECCD practitioners working across different
geographic and socio-economic contexts. Given the study’s objective to understand variations in
access, quality, equity, inclusion, monitoring, financing, and coordination mechanisms, the online
format enabled the collection of systematic and comparable data from practitioners associated with
various ECCD initiatives.

Online Survey Questionnaire for ECCD Practitioners - The survey questionnaire consisted of
42 items organized into seven thematic sections. These sections covered service delivery practices,
workforce capacity, inclusion and equity, monitoring and evaluation mechanisms, inter-sectoral
coordination, financing patterns, and implementation challenges. The structured design facilitated
quantitative analysis of trends, patterns, and systemic gaps across ECCD settings. It was
disseminated through Google Forms to ECCD practitioners based on convenience and took
approximately 25 to 30 minutes to complete the survey.

e In-Depth Interview

In-depth interviews (IDIs) are designed to explore detailed personal experiences, professional
insights, and contextual realities. IDIs are widely used in research when the aim is to obtain a
comprehensive and nuanced understanding of complex issues that cannot be fully captured through
structured surveys. This method is particularly valuable for exploring implementation processes,
institutional challenges, and lived experiences. In this study, IDIs were conducted with ECCD
practitioners and relevant officials from selected field sites to capture field-level implementation
experiences. Given the study’s emphasis on access, quality, equity, inclusion, monitoring systems,
financing, stakeholder coordination, and service effectiveness, IDIs allowed exploration of
operational realities across public, private, and NGO-run ECCD initiatives. The method enabled
participants to elaborate on institutional bottlenecks, contextual constraints, and practical solutions
based on their direct involvement in service delivery through the use of a semi-structured interview
guide.

IDI Guide - A semi-structured IDI guide was used to ensure consistency across interviews while
allowing flexibility to probe context-specific issues. The guide included key questions related to
access, quality standards, inclusion practices, monitoring mechanisms, financing structures,
stakeholder roles, and overall effectiveness of ECCD services, along with follow-up probes to
deepen the discussion. The IDIs duration ranged mostly between 60-90 minutes in both online and
offline settings. Using a semi-structured format enabled consistency across interviews with ECCD
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practitioners from public, private, and NGO-run initiatives, education officers, and PTI instructors,
while allowing adaptation based on each informant’s expertise, role, responsibility, and
engagement.

e Focus Group Discussion (FGD)

Focus Group Discussion (FGD) is a qualitative research method that involves guided discussions
with a small group of participants to explore shared experiences, perceptions, attitudes, and social
norms related to a particular issue. FGDs are commonly used in research when the objective is to
understand collective viewpoints, community dynamics, and socially constructed meanings. The
interactive nature of FGDs allows participants to respond to and build upon each other’s ideas,
generating richer and more nuanced data than individual interviews alone.

In this study, FGDs with parents were conducted to explore shared experiences and collective
perceptions regarding ECCD services across different phases of early childhood. Since parental
awareness, cultural beliefs, social norms, and community-level barriers significantly influence
access to and utilization of ECCD services, FGDs provided deeper contextual insights that
complemented the survey findings. This method was particularly useful in identifying common
challenges, misconceptions, expectations, and support needs among parents.

FGD Guide for Parents - The FGD guide consisted of open-ended questions focusing on access,
quality, equity, inclusion, parental awareness, service effectiveness, and perceived barriers and
facilitators. Probing questions were used to encourage participation and deeper reflection. The
discussions created a space for parents to share both common and divergent experiences, thereby
enriching the qualitative understanding of ECCD realities at the community level. Although the
estimated duration for each Focus Group Discussion (FGD) was approximately 60-90 minutes, the
actual length varied depending on contextual factors and participant engagement. In some cases,
discussions concluded within 40 minutes due to parents’ work commitments or limited availability.
Conversely, in settings where participants were more engaged and willing to share their
experiences in greater depth, discussions extended up to 120 minutes. This flexibility allowed the
research team to balance practical constraints while ensuring meaningful and comprehensive data
collection.

e Face-to-Face Survey

A face-to-face self-administered survey is a structured data collection method in which
respondents complete a questionnaire in the physical presence of the researcher or data collection
team. This method is widely used to collect standardized, reliable, and comparable primary data
while ensuring higher response rates and clarity of questions. Face-to-face surveys are particularly
appropriate in contexts where digital access may be limited or where literacy levels vary, as
researchers can provide clarification or assistance when needed. Since the research aimed to
capture parental experiences regarding access, quality, equity, effectiveness, and engagement in
ECCD services across different phases of early childhood, direct interaction allowed better rapport,
improved response accuracy, and minimized non-response bias. Thus, in this study, the face-to-
face survey method was selected to ensure inclusive participation of parents from diverse socio-
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economic and educational backgrounds. Additionally, conducting the survey in person ensured the
participation of parents who might not have access to or familiarity with online platforms.

Parents’ Survey Questionnaire - The parents’ questionnaire was developed, consisting 20 main
questions along with several sub-questions, and was organized into six sections reflecting the four
phases of ECCD: prenatal and postnatal, 0-3 years, 3—6 years, and 6-8 years. Parents were
instructed to respond only to sections relevant to their child’s age group. The tool collected data
on service access, perceived quality and equity, parental participation in monitoring and
evaluation, effectiveness of available services, and barriers and facilitators to ECCD utilization
across the country. The survey was primarily self-administered and took approximately 30 minutes
to complete. In cases where parents had limited literacy skills, trained research assistants provided
structured support by reading out the questions and recording responses without influencing
answers. For research assistant-supported surveys, the duration ranged between 25 to 35 minutes,
depending on the level of assistance required. The surveys were conducted face-to-face in daycare
centers, early learning centers, primary schools, and, where necessary, through home visits to
ensure broader coverage and inclusivity.

e Observation

Observation is a systematic data collection method in which researchers directly examine settings,
behaviors, interactions, and environmental conditions to gather objective evidence. Observational
methods are commonly used in educational and program evaluation research to assess real-time
practices, validate self-reported data, and measure quality indicators. This method is particularly
effective when evaluating service environments, practitioner competencies, and participant well-
being. In this study, observation was conducted to assess the actual implementation environment
of ECCD services and to triangulate findings from surveys and interviews. Since the research
focused on quality, practitioner competence, infrastructural conditions, children’s well-being, and
parental involvement, direct observation provided concrete evidence of service delivery realities
across different settings.

Observation Protocol - An observation protocol consisting of 32 structured items, excluding basic
institutional information, was used in daycare centers, pre-primary education (PPE) classes, and
primary classrooms. The tool captured both quantifiable indicators and qualitative field notes
related to infrastructural setup, availability of learning materials, practitioner competence, child
engagement and wellbeing, parental involvement, and overall quality practices. This systematic
approach strengthened the validity and reliability of the study findings.

e Desk Review

A desk review is a research method that involves systematic analysis of existing secondary data,
including policy documents, reports, research studies, administrative records, and program
evaluations. Desk reviews are commonly used in policy and systems research to establish
contextual background, identify existing frameworks, assess trends, and map institutional
arrangements. This method is particularly useful for understanding macro-level structures,
financing mechanisms, and governance arrangements before collecting primary data.
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In this study, the desk review was conducted to analyze the policy landscape, strategic frameworks,
institutional structures, and financing mechanisms related to ECCD. Given the study’s system-
level focus on access, quality, equity, inclusion, monitoring and evaluation, stakeholder
coordination, and research gaps, the desk review provided essential contextual grounding. It helped
identify existing policies, regulatory frameworks, national strategies, and documented challenges,
thereby informing the design of primary data collection tools. Relevant national policies, strategic
plans, government reports, research publications, and documents from public, private, and
development partners were reviewed systematically. The findings from the desk review were used
to triangulate primary data and strengthen the overall analytical framework of the study.

Instrument Validation

To ensure the validity, usability, and feasibility of the data collection instruments designed for the
scoping study, a pilot study was conducted involving all the primary data sources. The Parent
Survey was piloted face-to-face with ten parents each from urban and rural settings, representing
diverse socioeconomic and educational backgrounds. Additionally, pregnant women and new
mothers participated through online sessions, where the questionnaire was read aloud, and their
feedback on that was recorded. Urban parents mostly self-administered the survey, while rural
participants received assistance based on their literacy levels. The ECCD Practitioner Survey was
piloted with the head teachers of rural primary schools that also had pre-primary sections and
urban ECCD service providers, managing well-established daycare and preschools. Furthermore,
In-depth Interviews (IDIs) were conducted with pre-primary and primary teachers from rural
schools, as well as with urban ECD practitioners experienced in delivering daycare and preschool
services for children aged 0 to 8 years, both face-to-face and through online sessions. In addition,
playroom and classroom observations were carried out in both daycare and pre-primary settings to
assess the physical environment, learning materials, and interaction patterns. Based on the
feedback of the parents and ECCD service providers, minor adjustments were made in question
wording, item sequencing, and clarity enhancement. Rigorous field testing and subsequent reviews
confirmed the clarity of the questions, the appropriateness of the thematic areas, and the
operational feasibility of the tools across different contexts.

Table 7: Data Collection Methods, Participants, Sample, and Instruments Matrix

Methods Participants Sample | Sampling Instruments
Size Strategy

Key Informant Experts from Government Ministries | 18 KII Guide

Interview (KII) for | and Agencies, NGOs, Development

experts Partners, Universities, and Leading

Research Institutes

Online survey for Practitioners from the ECCD Service | 17 Survey

ECCD Practitioners | Providing Organization Purposive and | Questionnaire
Convenience

In-depth  Interview | ECCD program personnel and | 31 Sampling IDI Guide

(IDD) officials at the field level
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Research Methodology

Parents’ Focus | 6-8 parents per FGD 25 FGD Guide

Group  Discussion

(FGD)

Parents’ Survey Parents from Different Geographic | 412 Survey
locations Questionnaire

Observation Daycare/ PPE class/ Primary class | 22 Observation
visit Protocol

2.4 Data Analysis

Both quantitative and qualitative data analysis were executed for this study, followed by a
metanalysis integrating both types of analysis.

Quantitative Data Analysis

The quantitative survey data collected through the ECCD Practitioners’ Survey, Parents’ Survey,
and Observation were entered and processed in Microsoft Excel and SPSS. Descriptive data, such
as frequency and percentage, and measures of central tendency, such as means, were applied to
analyze the data. Inferential statistics was used to draw inferences and decisions from the data.
Parametric statistics was applied to maintain the power and rigor of quantitative analysis.

Qualitative Data Analysis

Qualitative data, collected through the Klls, FGDs, IDIs, and description of the site observation,
were transcribed using a coding framework. Inter-coder reliability was ensured through checking
of the coding by more than one coder and regular discussion and agreement between the researcher
and coders. Analysis of qualitative data was done through thematic analysis (Braun & Clarke,
2006). The thematic data analysis process entailed six main steps:

Figure 2 The Thematic Data Analysis Process

1.Familiarizing 3.Initial Themes

5.Refining &
Defining Themes

2.Coding 4.Developing & 6.Writing Up
' Reviewing Themes Final Report

Meta-Inference

Once the quantitative and qualitative data analysis were completed, inferences from both
components were integrated or synthesized to draw meta-inferences. This meta-inference helped
generate conclusions and summarize key findings, drawing on both qualitative and quantitative
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data (Teddlie & Tashakkori, 2009). The figure below provides a visual illustration of the data
analysis and inference process of the study.

Figure 3 Data analysis and inference process in a multistrand parallel mixed-method design
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(adapted from Teddlie & Tashakkori, 2009, p. 152)

2.5 Conceptual Framework

The conceptual framework for the study was drawn from a range of mutually compatible

sources. The Comprehensive Early Childhood Care and Development (CECCD) policy was at the
center of its conceptualization. It was also drawn from the Nurturing Care Framework (WHO,
UNICEF, and World Bank Group, 2018). Using these, the study focused on the overarching
question - whether a holistic approach for ECCD is followed, where different interventions add up
to a comprehensive programming and different stakeholders are engaged in a synchronous manner
to create a supportive ecosystem for ECCD.

Within this conceptual orientation, the study examined ECCD interventions across key
developmental stages, including prenatal and perinatal care, early childhood care and education,
transition to primary education, and early primary schooling. Across these stages, the analysis
focused on critical dimensions such as access, quality, coverage, and continuity of services related
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to health and nutrition, responsive caregiving, safety and security, early learning, and school
readiness. In addition to these service components, the framework incorporated several cross-
cutting dimensions essential for effective system functioning and equity. These included inclusion
of marginalized and vulnerable groups, financing and resource allocation, monitoring and
evaluation systems, data and research, innovation, and coordination among government and non-
government actors. The study reviewed both policy provisions and implementation practices,
aiming to generate a system-level understanding of the ECCD landscape in Bangladesh rather than
conducting an in-depth assessment of individual program components.

The conceptual framework also guided the overall research design, development of data collection
instruments, and analytical approach of the study. The mixed-method design was structured to
examine ECCD services and systems through multiple lenses, aligning with the key domains of
the Nurturing Care Framework and the policy and operational priorities outlined in the CECCD
policy. Accordingly, the data collection tools, including the Key Informant Interview guide, In-
Depth Interview guide, Focus Group Discussion guide, survey questionnaires and observation
protocol were developed to capture information across the core components of nurturing care
framework and CECCD policy as well as cross-cutting system-level dimensions, such as access,
quality, equity, inclusion, financing, monitoring and evaluation, stakeholder coordination, and
service delivery practices. The desk review was also guided by the framework, ensuring that
national, regional, and global ECCD policies, strategies, and literature were analyzed to situate
Bangladesh’s ECCD landscape within a broader international context. The framework further
guided the thematic analysis of qualitative data and interpretation of quantitative findings, enabling
the study to assess whether ECCD interventions collectively function as an integrated system.

2.6 Ethical Consideration

The study complied with the standard ethical practices of research with human participants.
Ethical guidelines outlined in the ‘UNICEF Procedure for Ethical Standards in Research,
Evaluation, Data Collection and Analysis’ were followed in the proposed study (UNICEF, 2021).
Standards in relation to respect for persons, beneficence, and justice were maintained (Hemmings,
2006). Consent was obtained electronically for online surveys and interviews. Verbal or written
consent was obtained for in-person KlIs, FGDs, IDIs, and site observations. Consent forms had
detailed information on the purpose and procedure of the study, the methods to be used, probable
time commitment, and information on how data would be used. It was also outlined how
confidentiality and anonymity would be assured. It further described the voluntary nature of their
participation, mentioning any benefits or risks (no known harm or risk is anticipated as a result of
participating in the study) involved in participation. The consent form outlined how the data,
including any audio-recordings (if used), and written transcriptions would be processed, stored,
and preserved. The form stated how confidentiality would be ensured while the data is transcribed,
and while writing the research or any publication based on the data. To ensure confidentiality and
protect participants’ identities, all personal identifiers were removed during transcription and
analysis. Participants were assigned anonymized codes indicating the data source and participant
number, such as FGD (Focus Group Discussion), KII (Key Informant Interview), and IDI (In-
depth Interview), followed by a participant number (e.g., FGD 2, P3; KII, P1; IDI, P2). This coding
system allowed the use of quotations in the report while maintaining participants’ anonymity. Even
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if the participants provided consent to participate in the study, it was made clear that their
participation was entirely voluntary and they might leave at any moment and/or choose not to
answer any particular questions if they wished.

Besides these procedural ethical aspects, ‘ethics in practice’ (Guillemin & Gillam, 2004) was to
be paid attention to in the study. ‘Ethics in practice’ calls for researchers to be reflexive and pay
close attention to their own identity, thoughts, and feelings to guide their action, communication,
and understanding as they are involved in research (Etherington, 2007). Qualitative researchers
need to be aware of their own associations with the topic and participants, subjectivity and bias,
and take note of how these might affect their interaction with the research participants and
interpretations of data. This was particularly important for engaging with participants from
underprivileged or socio-culturally diverse communities who are often subjected to bias and
prejudice. Data enumerators were oriented on the ethical standards and protocols of the study.
They would also be provided with training on safeguarding in research.

2.7 Limitations of the Study

e Low Response Rate in the ECCD Practitioners’ Survey
Although the study targeted a larger sample of ECCD practitioners through an online
survey, only 17 completed responses were obtained. This limited the representativeness of
practitioner perspectives and reduced the strength of quantitative comparisons across
different service types and implementing agencies. As the sample size is very limited, the
findings from here have not been extensively used for reaching any conclusion regarding
the ECCD status and early primary grade education.

e Uneven Coverage of ECCD Service Modalities

Due to time, access, and resource constraints, all ECCD service modalities (e.g., health-
based ECCD, daycare, early learning, pre-primary, and early primary education across
public, private, and NGO-run initiatives) were not covered with equal depth. In particular,
data from the health sector at the community level were less available compared to the
education sector. This limited the ability to fully capture variation in service delivery across
all sectors and contexts. Through conducting KIIs with multiple health sector experts, the
insights into frontline health system governance and health sector integration with ECCD
at the subnational level were collected.

e Convenience-Based Selection of Field Sites and Participants
The study relied on a practical selection of one upazila per context and convenient access
to parents and ECCD practitioners for surveys and interviews. While this approach
facilitated data collection across diverse geographic, socio-economic, and ecological
settings, it may limit the full representativeness of findings. Parents were reached both
through home visits and ECCD service providers to enhance diversity within these
constraints.

31



Chapter Three: Mapping of the Key
Stakeholders
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This chapter introduces the stakeholder landscape of ECCD in Bangladesh, examining how policy
commitments outlined in the CECCD Policy 2013 translate into practice at national and
community levels. While the policy envisions a multisectoral framework led by MoWCA,
MoHFW, MoPME, DSS, local governments, and supported by NGOs, the reality is marked by
fragmented coordination, uneven regional presence, and limited accountability. By mapping the
roles, visibility, and influence of different actors, including government ministries, health workers,
NGOs, local institutions, and parents, the chapter highlights systemic gaps in service delivery,
regional inequities, and the absence of functional monitoring and grievance mechanisms. This
analysis provides a foundation for understanding how stakeholder dynamics shape ECCD
outcomes and underscores the urgent need for integrated, government-led mechanisms to ensure
equity, sustainability, and quality in early childhood services.

3.1 Government Ministries & Agencies

The Comprehensive Early Childhood Care and Development Policy 2013 by the Ministry of
Women and Child Affairs recognized 19 government ministries and agencies as the major
stakeholders in implementing the CECCD Policy 2013, which are :

1. Ministry of Women and Children’s Affairs

2. Health Services Division, Ministry of Health and Family Welfare

Medical Education and Family Welfare Division, Ministry of Health and Family

Welfare

Ministry of Primary and Mass Education

Secondary and Higher Education Division, Ministry of Education

Technical And Madrasha Education Division, Ministry of Education

Ministry of Cultural Affairs

Ministry of Social Welfare

Local Government Division, Ministry of Local Government, Rural Development

and Co-operatives

10. Rural Development & Co-operative Division, Ministry of Local Government,
Rural Development and Co-operatives

11. Ministry of Chittagong Hill Tracts Affairs

12. Ministry of Religious Affairs

13. Ministry of Food

14. Ministry of Disaster Management and Relief

15. Ministry of Information and Broadcasting

16. Ministry of Youth and Sports

17. Ministry of Labour and Employment

18. Security Service Division, Ministry of Home Affairs

19. Public Security Division, Ministry of Home Affairs

A A

All these ministries and agencies have their own roles and responsibilities outlined both in the
policy and the operational and implementation plan. Health, nutrition, education, safety, security,
care, and development all fall under ECCD, and so, it requires inter-agency coordination among
different government ministries and agencies. To ensure the collaboration and coordination among
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them, a National ECCD Committee has also been formed, along with district, upazila, and union-
level coordination committees with representation from the government ministries and agencies.

Here are the policy provisions and strategic guidelines concerning the roles of these ministries and
agencies, their implementation status, and any limitations that hinder their effectiveness:

3.1.1 Ministry of Women and Children Affairs (MoWCA)

Policy Provisions and Strategic Guidelines on MoWCA’s Role

The Comprehensive Early Childhood Care and Development (CECCD) Policy 2013 places
MoWCA as the lead ministry responsible for coordinating ECCD services across the life cycle.
The policy outlines that MoWCA should ensure a holistic, multi-sectoral approach, strengthen
early stimulation and parenting interventions, and create a unified platform involving education,
health, nutrition, and protection services (MoWCA, 2013a).

The Operational and Implementation Plan further specifies MoWCA’s role in awareness
building, training, curriculum revision, and establishing ECCD

service standards (MoWCA, 2013b)

Current Status of MoWCA’s Role in ECCD Implementation

However, practice shows that MoWCA'’s leadership has not fully translated into widespread
community-level implementation. Parents and caregivers reported receiving almost no structured
orientation on early stimulation and parenting. Local MoWCA representatives are largely absent
in routine service delivery; as a result, parents often perceive ECCD responsibility as lying mainly
with health workers or NGOs rather than the lead ministry. Key informants also highlighted
frequent changes of government officials and weak inter-ministerial follow-up, which obstructed
MoWCA'’s ability to sustain monitoring and coordination.

3.1.2 Ministry of Health and Family Welfare (MoHFW)

Policy Provisions and Strategic Guidelines on MoHFW’s Role

MoHFW nplays a crucial role in prenatal, perinatal, and early childhood health services, as
reaffirmed in the National Comprehensive Integrated ECCD Strategy (Under-3), which assigns
MoHFW responsibility for maternal nutrition, antenatal care, newborn health, growth
monitoring, and early stimulation at health facilities (MoHFW, 2022).

The CECCD Policy 2013 similarly highlights health as a foundational component of ECCD and
encourages strong linkages between MoWCA and MoHFW to support children from conception
onward (MoWCA, 2013a).
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Current Status of MoHFW’s Role in ECCD Implementation

In practice, health workers across regions act as some of the most visible stakeholders, providing
home visits, prenatal counseling, vaccinations, and health camps, though the reach and quality
vary significantly. Parents frequently reported shortages of doctors, long waiting times, irregular
home visits, and inadequate counseling, which contradict the policy’s vision of accessible maternal
and child health services. In some areas, particularly coastal and hill regions, community clinics
and centers are the only operational structures, yet their capacity remains limited. These gaps
reflect insufficient staffing, inconsistent supervision, and limited awareness among health workers
about ECCD-sensitive counseling.

3.1.3 Ministry of Primary and Mass Education (MoPME)

Policy Provisions and Strategic Guidelines on MoPME’s Role

MOoPME is responsible for pre-primary education, early learning, and parenting engagement for
children aged 3—6, as mandated by the CECCD Policy 2013, which calls for age-appropriate
pedagogy, play-based learning, and smooth transition from home to school (MoWCA, 2013a).

The operational and implementation plan of CECCD Policy 2013 also expects MoPME to
integrate ECCD principles into textbooks and teacher training modules (MoWCA, 2013b).

Current Status of MoPME’s Role in ECCD Implementation

There is currently a significant lack of awareness-building initiatives for parents aimed at
promoting pre-primary education. Many existing pre-primary education services are not
effectively addressing children's needs, such as cultural activities and play-based, creative
teaching-learning methods. While early primary education is available through government,
NGOs, and private initiatives, there is a notable absence of parental awareness regarding activities,
and most of the institutions lack quality education programs necessary for holistic development at
this level. Additionally, the Ministry of Primary and Mass Education (MoPME) and the Ministry
of Women and Children Affairs (MoWCA) often operate independently rather than in a
coordinated manner. This lack of collaboration can lead to duplicated efforts in some areas and a
shortage of services in others.

3.1.4 Department of Social Services (DSS)
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Policy Provisions and Strategic Guidelines on DSS’s Role

The Department of Social Services is mentioned in national documents as a stakeholder for
special needs support, child protection, daycare regulation, and services for disadvantaged
children. The CECCD Policy 2013 calls for inclusive ECCD services and emphasizes that
children with disabilities should access therapeutic and developmental support (MoWCA,
2013a).

Current Status of DSS’s Role in ECCD Implementation

In reality, DSS services remain limited, fragmented, and largely known only to families who
actively seek assistance. Key informants expressed concerns that therapeutic services are
predominantly provided within DSS rather than being integrated into the broader health system.
This separation leads to conflicts over mandates and accessibility. Furthermore, parents did not
mention DSS as a regular service provider, which suggests its low visibility.

3.1.5 Bangladesh Shishu Academy (BSA)

Policy Provisions and Strategic Guidelines on BSA’s Role

Bangladesh Shishu Academy is mandated by the CECCD Policy 2013 to support early
stimulation, parenting programs, and culturally-grounded learning practices (MoWCA, 2013).

The National Comprehensive Integrated ECCD Strategy (Under-3) identifies BSA as a key
contributor through community-based centers that facilitate play and early learning activities
(MoHFW, 2022).

Current Status of BSA’s Role in ECCD Implementation

Field data show that BSA’s community centers are present only in limited locations, and many
parents have never interacted with BSA services. Coverage is low, and coordination with NGOs
and local governments is inconsistent. Despite strong potential, BSA is unable to reach most rural,
hill, and coastal communities, leaving a gap in accessible cultural and cognitive development
programs for children in these regions. Expanding BSA-supported Integrated Community-Based
centers (ICBCs), ensuring dedicated staffing, and linking their activities with school and health
programs would enhance their role

3.1.6 Limited Field-Level Visibility of Designated ECCD Ministries
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Although the CECCD Policy 2013 formally recognizes 19 government ministries and agencies as
key stakeholders, ranging from health, education, and social welfare to food, disaster management,
religious affairs, labour, youth, culture, and security, field-level evidence suggests a significant
gap between this comprehensive policy design and actual implementation. Findings from FGDs,
IDIs, and KlIs reveal that parents, teachers, caregivers, and even frontline service providers are
familiar with the roles of only a few ministries, mainly the Ministry of Health and Family Welfare,
the Ministry of Women and Children’s Affairs, and, to some extent, the Ministry of Primary and
Mass Education. Other ministries identified in the policy, such as the Ministry of Religious Affairs,
the Ministry of Cultural Affairs, the Ministry of Youth and Sports, the Ministry of Disaster
Management and Relief, the Ministry of Food, the Ministry of Labour and Employment, and
security-related divisions, remain largely invisible in day-to-day ECCD service delivery. This
absence does not necessarily indicate complete non-involvement, but rather reflects the lack of
clear operational mandates, weak inter-ministerial coordination, and limited translation of policy
roles into field-level actions. In practice, most of these ministries do not have dedicated ECCD
programs, identifiable community-level entry points, or regular interaction with families and
children. As a result, ECCD implementation becomes concentrated within a small number of
sectors, undermining the multisectoral and integrated approach envisioned in the policy. This
disconnect explains why many stakeholders working on the ground have never heard of several
listed ministries in connection with ECCD, highlighting a critical need for clearer role definition,
visible programs, and stronger coordination mechanisms at local levels.

3.2 Development Partners

Here are the policy provisions and strategic guidelines for the roles of development partners in
ECCD, along with the status of their implementation and limitations hindering their effectiveness:

Policy Provisions on Development Partners’ Role

National ECCD policies repeatedly emphasize the importance of development partners in
capacity building, piloting models, and supporting national roll-out of ECCD programs
(MoWCA, 2013a; MoWCA 1, 2013Db).

Current Status of Development Partners’ Roles in ECCD Implementation

Organizations such as UNICEF, BRAC, Save the Children, ActionAid, and CAMPE have made
significant contributions to early childhood initiatives in Bangladesh, particularly through early
stimulation programs, parenting models, play labs, and home-based support services. Despite these
efforts, their overall impact remains limited relative to the scale of national needs. Field data
suggest that one of the key challenges is the absence of a unified coordination platform, resulting
in different ministries, departments, and organizations operating according to their own priorities
and program goals. This lack of coordination was also evident during the implementation of pre-
primary education. As one key informant noted,
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We fought hard over the implementation plan for the GO-NGO guideline on the pre-
primary curriculum. However, the government ultimately decided not to provide any
funding to NGOs, stating that while NGOs could continue to work, it would have to be
through voluntary support without financial assistance. [KII, P5]

The statement reflects the tensions that emerged between government and non-government actors
regarding collaboration. Despite NGOs having extensive experience, trained personnel, and
established program models in early childhood education, the government decided not to formally
involve them in the implementation process, largely due to financial considerations. Consequently,
the quality of pre-primary education has been affected, and opportunities to leverage the resources,
expertise, and learning materials developed by NGOs within government schools have largely
been missed.

3.3 ECCD Networks, Research Bodies & Academic Institutions

Here are the policy provisions and strategic guidelines for the roles of ECCD networks, research
bodies & academic Institutions in ECCD, along with the status of their implementation and
limitations hindering their effectiveness:

Policy Provisions on ECCD Networks, Research Bodies & Academic Institutions’ Role

The CECCD Policy 2013 and its Operational and Implementation Plan highlight the importance
of research, knowledge generation, and network-based collaboration as essential components for
strengthening ECCD standards and ensuring evidence-based national planning (MoWCA,
2013a; MoWCA, 2013b).

Current Status of ECCD Networks, Research Bodies & Academic Institutions’ Roles in
ECCD Implementation

Bangladesh hosts a wide range of institutions contributing to ECCD research, training and
advocacy, including the Bangladesh ECD Network (BEN), BRAC Institute of Educational
Development (BRAC IED), icddr,b, Institute of Child and Mother Health (ICMH), National
Institute of Mental Health (NIMH), National Institute of Population Research and Training
(NIPORT), research units of universities, and ECD-focused organizations engaged in child
development, early stimulation and parenting interventions. These institutions regularly produce
high-quality evidence, pilot innovative parenting and early stimulation models, and provide
training and advocacy support to government and NGO actors as they regularly conduct research
on early learning, parenting, health, nutrition, and child development.

However, in reality, this research ecosystem has limited influence on national ECCD
programming. Key informants noted that although ministries acknowledge the value of research,
research findings rarely shape large-scale government planning, and collaboration between
researchers and ministries remains mostly project-dependent rather than institutionalized. Parents
and frontline workers who participated in this study also reported minimal exposure to research-
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based tools or guidelines, indicating that evidence generated by national institutions seldom
reaches communities or becomes part of routine service delivery. As a result, many successful
models, such as play-based parenting interventions, early stimulation packages, or disability
screening tools, remain confined to pilot settings and are not scaled across districts, despite strong
policy encouragement.

This disconnect points to the absence of a formal and continuous research policy coordination
mechanism, even though the CECCD Implementation Plan calls for evidence-based planning and
stronger partnerships with academic bodies (MoWCA, 2013). Without a structured platform to
review findings, synthesise evidence, and guide ministries, policy updates remain slow and
fragmented, and decision-making relies more on sectoral priorities than on the substantial research
already available in the country.

3.4 Local Government Institutions (Union Parishad, Upazila Parishad,
Municipalities)

Here are the policy provisions and strategic guidelines for the roles of local government institutions
in ECCD, along with the status of their implementation and limitations hindering their
effectiveness:

Policy Provisions and Strategic Guidelines on Local Government Institutions’ Role

The CECCD Policy 2013 and its Operational and Implementation Plan place local government
institutions at the core of ECCD implementation. Union Parishads, Pourashavas, and Upazila
administrations are expected to coordinate ECCD services, support community-level awareness
activities, facilitate inter-sectoral collaboration, and ensure monitoring and accountability at the
grassroots level (MoWCA, 2013a; MoWCA, 2013b).

Current Status of Local Government Institutions’ Involvement in ECCD
Implementation

In practice, the role of local government in ECCD remains limited. Parents across rural, coastal,
and northern regions rarely identified Union Parishads or Upazila offices as sources of ECCD-
related support. Their interaction with local government was mostly confined to administrative
services such as birth registration or safety-net enrolment, rather than parenting guidance or child
development support. One mother explained,

“We visit the Union Parishad only for registration purposes, not for any advice on
childcare.”

Key informants confirmed that ECCD does not receive regular attention in local planning, and
ECCD coordination committees recommended in policy are often inactive or non-existent. As a
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result, responsibility for ECCD is informally left to health workers or NGOs, especially in hard-
to-reach areas such as haor, char, coastal, and hill regions.

3.5 Community-Level Stakeholders: Parents and Other Family Members,
ECCD Practitioners, Community & Religious Institutions

Here are the policy provisions and strategic guidelines for the roles of community-level

stakeholders in ECCD, along with the status of their implementation and limitations hindering
their effectiveness:

Policy Provisions and Strategic Guidelines on Community-Level Stakeholders’ Role

CECCD Policy 2013 identifies parents as the primary caregivers and emphasizes their crucial
role in early stimulation, nutrition, protection, and early learning (MoWCA, 2013a).

The Child Daycare Centre Act, 2021, also acknowledges families’ central role in children’s
development.

Current Status of Community-Level Stakeholders’ Involvement in ECCD
Implementation

The role of community-level stakeholders varies across regions. In most areas, family members
play the most crucial role in prenatal and postnatal care, as well as in early childhood care and
development, most often without any prior knowledge or training on ECCD. In urban areas, the
popularity of daycare centers is increasing among families for receiving ECCD services, as most
of the family is nuclear and parents are involved in work. Community and religious institutions
were mentioned as potential sources of support, but are not involved in ECCD activities in most
areas.

Findings from the parents’ survey indicate that both mothers and fathers play critical roles in

children’s early development, with additional support from extended family members. Here’s a
breakdown of their involvement in child care and development:
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Figure 4 Primary and Extended Family Involvement in Child Caregiving
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Mothers are the most consistent and dominant caregivers across all stages of early
childhood, with the highest influence recorded during the 0-3 year period (86.54%),
remaining high through the 3-6 year (77.59%) and 6-8 year (81.40%) stages.

Fathers maintain a steady presence in children’s development, with their influence peaking
at 65.52% during the 3-6 year preschool period, compared to 59.62% in infancy (0-3 years)
and 58.14% in the early primary stage (6-8 years).

Furthermore, the support from extended family members remains active throughout early
childhood. Extended family support averages around 31%, with grandparents contributing
an average of 27%, and older siblings providing support emerging at 25% during the 3-6
year stage.

The parents' survey findings also indicate that knowledge among stakeholders, excluding parents,
varies significantly in ECCD across different age groups and different aspects of ECCD.
Stakeholder awareness in different areas of ECCD is presented below:

Awareness of basic health and protection is strong for children aged 0-3 (72.12%), and
remains high for the 3-6 age group (72.41% for nutrition, 71.55% for safety). However,
knowledge declines sharply for the 6-8 age group (52.32% for nutrition, 51.16% for
health).

Understanding of responsive caregiving is consistently low, ranging from 29% to 31%.
Knowledge of early learning opportunities shows a slight increase to 36.21% for preschool-
aged children, but remains low at 18.27% for 0-3 and drops to 30.23% for 6-8 years.

Overall, the data suggest that while basic survival and protection needs are relatively well
understood among non-parent stakeholders, significant gaps persist in awareness of early learning,
responsive caregiving, and educational aspects as children grow older.



ECCD practitioners, such as teachers and health workers, play a major role in ECCD services.
However, most of them lack structured training on ECCD. Guardians in urban, rural, poverty-
stricken, and hilly areas report that health workers make significant contributions in maternal
pregnancy and childbirth, and in early childhood care and development. In addition, when children
start going to school, teachers contribute to their holistic development, focusing on physical,
cognitive, social, and emotional development. Moreover, they build necessary awareness among
parents related to child care and development through meetings. However, the quality and
contribution of health workers and teachers differ across regions due to training quality and
opportunity, uneven resource allocation, inconsistent policy enforcement, lack of accountability,
and structured monitoring and supervision.

) Highlights of Findings on Stakeholder Mapping

e Fragmented Stakeholder Engagement and Limited Integrated Service Delivery

Although the national ECCD framework designates 19 ministries and multiple
stakeholders, engagement is primarily seen in the health and education sectors. Many
ministries have limited presence, leading to fragmented implementation and poor cross-
sector coordination. Despite the CECCD Policy 2013 outlining clear roles, service delivery
often operates separately. Health workers, teachers, local representatives, and NGOs tend
to work independently, resulting in limited community coordination. Parents often receive
isolated services, like vaccination reminders, lacking awareness of broader support for
parenting and early learning. This shows that multisectoral collaboration has not yet led to
integrated ECCD services locally.

e Limited Visibility of Child Protection, Disability, and Early Learning Institutions

Institutions responsible for child protection, disability support, and early learning
promotion, such as the Department of Social Services, Bangladesh Shishu Academy, and
local government bodies, have limited visibility in community-level ECCD experiences.
Promising initiatives, such as Integrated Community-Based centers, operate in limited
areas and are not widely known among families.

e NGO-Led ECCD Services Provide Added Value but Remain Limited in Scale

NGO coverage is geographically concentrated and dependent on project funding. Limited
financial and institutional support restricts the expansion and sustainability of effective
NGO-led models, reducing their potential contribution to national ECCD goals.

e Parents as the Primary Caregivers with Limited Institutional Support

Parents are the main providers of care, stimulation, and early learning support for young
children across all settings. Despite policy emphasis on parental empowerment, structured
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and accessible parenting education mechanisms are largely absent. Without formal
guidance, parents rely on personal experience, family practices, or informal sources of
information, which vary in quality and consistency.

Active but Fragmented Engagement of ECCD Networks and Academic Institutions

ECCD networks, research bodies, and academic institutions play an important role in
advocacy, research, training, and pilot interventions. While universities and specialized
institutes enhance professional development and generate evidence, their interactions are
often project-based and urban-focused, lacking integration with government planning and
implementation. Consequently, research findings are not consistently translated into policy
reforms or practical application, leading to underutilization of evidence and expertise.

Major Recommendations

Activate and Institutionalize Multisectoral ECCD Coordination Mechanisms

The multisectoral coordination committees outlined in the CECCD Policy 2013 should be
reactivated and made functional at national, district, and upazila levels. This is necessary
because fragmented implementation across ministries has limited the translation of policy
commitments into integrated community-level services. Regular coordination among
MoWCA, MoHFW, MoPME, local government, and NGO partners would support joint
planning, monitoring, and accountability for ECCD service delivery.

Strengthen Parenting Support and Early Stimulation through Existing Service
Platforms

Early stimulation, responsive caregiving guidance, and basic maternal mental health
support should be systematically integrated into existing health and education platforms,
particularly ANC-PNC services, community clinics, and schools. This is important because
parents are the primary ECCD providers but lack structured guidance. Developing and
disseminating a simple, nationally endorsed parenting guideline in accessible formats
would help operationalize policy commitments at the household level.

Build Workforce Capacity across Sectors to Deliver Holistic ECCD Services

ECCD-related competencies should be embedded into regular training and professional
development systems for teachers, health workers, and social service staff. Limited
understanding of early stimulation, child development, disability identification, and
responsive caregiving constrains service quality. Strengthening frontline capacity will help
ensure more consistent and child-centered ECCD support across regions and institutions.

Formalize and Scale Government-NGO Partnerships for Proven ECCD Models
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A clear and structured government-NGO partnership framework should be established to
expand effective ECCD models already implemented by NGOs. While NGO-led initiatives
provide valuable parenting education and play-based learning, their reach remains limited.
Formal partnerships, resource sharing, and co-financing mechanisms would enable scaling
of successful approaches beyond project areas.

e Strengthen Local-Level ECCD Support, Feedback, and Accountability Mechanisms

Local government structures should play a more active role in ECCD by facilitating
parenting sessions, referrals, and basic record-keeping at the community level. At the same
time, accessible feedback and complaint mechanisms should be introduced through clinics,
schools, and local offices. This is necessary because families currently lack clear channels
to voice concerns, limiting service responsiveness and continuous improvement.

e Institutionalize Collaboration Between Government and ECCD Knowledge Actors

Establish formal platforms for regular engagement between ministries, ECCD networks,
and academic institutions to ensure research findings systematically inform policy,
planning, and budgeting processes. Structured representation within national and local
coordination mechanisms can strengthen evidence-based decision-making.

Conclusion

This chapter highlights that while Bangladesh’s ECCD policies are ambitious and multisectoral in
design, their translation into practice remains fragmented, uneven, and weakly monitored. Health
workers and NGOs continue to carry the visible burden of service delivery, but their reach and
scope are limited, leaving parents as the primary ECCD providers without structured support.
Children with disabilities and families in remote areas are most disadvantaged, while
accountability and grievance mechanisms are absent at the community level. These findings
underscore the urgent need for stronger coordination among ministries, equitable resource
distribution, formalized GO-NGO partnerships, and parental empowerment strategies to ensure
that ECCD services are inclusive, sustainable, and aligned with the policy commitments of
CECCD 2013.
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Chapter Four: Status of Prenatal and
Perinatal Care Services
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Prenatal and perinatal care services are critical components of maternal and child health, directly
influencing survival, growth, and long-term development outcomes. In Bangladesh, successive
national health policies and programs have emphasized safe motherhood, antenatal care, skilled
birth attendance, and postnatal follow-up as essential priorities. This chapter reviews the overall
state of prenatal and perinatal care services in Bangladesh, focusing on how national policies and
programs translate into practice.

4.1 Access and Coverage of Services

The section examines the policy commitments related to Early Childhood Care and Development
(ECCD) services during the prenatal and perinatal period and the actual picture of access and
coverage at the community level. It reviews both the policy provisions guiding maternal and
newborn care and the current implementation realities, highlighting variations in service
utilization, awareness, and quality. The analysis also identifies key social, institutional, and
systemic factors that influence access to and continuity of prenatal and perinatal care services.

4.1.1 Service Coverage
The strategic guidelines and policy provisions for prenatal and perinatal service coverage and the
status of service coverage are discussed here:

Policy Provisions and Strategic Guidelines on Service Coverage during the Prenatal and
Perinatal Stage

The National Children Policy 2011 outlines comprehensive provisions for safe childbirth
through improved nutrition, essential health care, and integrated prenatal, natal, and post-natal
services (MoWCA, 2011).

The CECCD Policy 2013 further strengthens this commitment by emphasizing enhanced
community clinic services, adequate maternal and infant nutrition, attention to mothers’ physical
and mental well-being, rest during pregnancy, and continuous fetal care. Additionally, during
delivery and the postnatal period, the policy highlights quality healthcare services, breastfeeding
counselling, food and nutrition guidelines, parenting support, and maternity leave. (MoWCA,
2013a).

Status of Service Coverage during the Prenatal and Perinatal Stage

Access to essential Early Childhood Care and Development (ECCD) services during the neonatal
period is critical for ensuring healthy survival, early stimulation, and timely developmental
support. But findings from the parents’ survey indicate notable variation in service coverage at this
stage.

e Respondents’ own children: 68.75% of 16 neonates were reported to have access to
necessary ECCD services.
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e Neonates in wider social networks of the respondents: Only 33.33% of 45 neonates
(friends’ and relatives’ children) were reported to have similar access.
This disparity suggests that while surveyed households may experience relatively better access or
awareness of neonatal ECCD services, coverage remains uneven across the broader community.

Also, despite strong policy commitments, national data indicate that implementation of maternal
health services remains inconsistent. While antenatal care (ANC) coverage has reached 80% and
skilled birth attendance stands at 70%, postnatal care coverage remains low at 55% within two
days of delivery. Persistent inequities between urban and rural areas limit access to professional
healthcare during delivery, and the health system remains under-resourced, with one healthcare
worker serving an estimated 1,500 people (Agarwala et al., 2024, p. viii). The MICS 2025
Preliminary Report aligns with these findings, showing that 75.7% of mothers receive essential
ANC tests, 71% rely on institutional deliveries, and 77% are supported by skilled attendants during
childbirth (BBS, 2025). These figures suggest improvements in service uptake but also highlight
gaps in service quality and consistency.

Implementation experiences at the community level revealed significant variations in the reach
and continuity of maternal health interventions. Under the 4th Health, Population and Nutrition
Sector Program (HPNSP), community clinics in only 16 upazilas promoted awareness on essential
ANC, maternal and newborn nutrition, early breastfeeding, and skin-to-skin contact. However,
coverage remained limited, and activities have remained suspended for 1.5 years since the
program’s completion.

Field inputs showed geographic disparities as parents in Haor and Char regions reported
dissatisfaction due to limited facilities and trained staff, whereas families in urban slums, hill tracts,
and coastal areas expressed relatively positive experiences with community clinics. Despite wide
geographic availability, evidence indicated low awareness and low service-seeking from
community clinics among pregnant mothers, particularly during the antenatal stage. Focus group
discussions with parents also highlighted that home visits by community health workers were more
effective and better received than clinic-based sessions.

Historically, maternal mortality in Bangladesh was largely driven by limited knowledge of prenatal
and postnatal complications, particularly in rural areas. Although access to skilled healthcare
providers has increased over time, many women still used to rely on untrained traditional birth
attendants when complications arose during pregnancy or childbirth. The current survey conducted
with parents reflects a similar pattern - while most mothers attend the first antenatal care (ANC)
visit, few complete the recommended four visits, with many returning only for delivery.

e ANC visits according to the Parents’ Survey: 52.87% of parents attended 1-3 times,
while only 29.41% attended 4—6 times, and 10.83% attended more than 6 times.
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Status of Prenatal and Perinatal Care Services

Figure 5: Number of Health Checkups during Pregnancy
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Key informants and ECCD service providers emphasized that insufficient follow-through on ANC,

limited trust in formal services, and reliance on traditional providers continued to undermine safe
childbirth and newborn wellbeing.

In the parents’ survey, the mothers particularly identified some other services that they receive till
the first month of childbirth for themselves and for their children. But these services are unevenly
accessed by the mothers, as shown in the table.

Table 8 Postnatal Services Received within I Month of Childbirth

Percentage of Mothers

Types of Services Receiving these Services
Nutritional advice for mother and child 65.21%
Breastfeeding instructions 54.34%
Childcare-related instructions 39.13%
Child safety-related instructions 23.91%
Postnatal home visits by health workers 39.13%
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Maternal mental health-related instructions 18.47%

Mothers’ personal safety and hygiene-related instructions 21.74%
Instructions related to early stimulation 18.47%
Instructions on creating child friendly environment at home 10.87%

N.B. total respondents=92

Although national policies outline comprehensive provisions for maternal care, the
implementation remains uneven due to limited program coverage, insufficient staffing, and
geographical disparities. The suspension of HPNSP community-level activities has further
weakened the continuity of maternal health promotion. Inadequate follow-through in ANC
attendance, low postnatal care uptake, and weak linkages between community clinics and families
indicate gaps in translating policy commitments into practice. Additionally, mothers in hard-to-
reach regions continue to face structural barriers, including poor facility availability, distance,
transportation challenges, and cultural norms that favor traditional, untrained providers.

4.1.2 Major Factors Affecting Access and Coverage of Prenatal and Perinatal Care
Services

The policy provisions and strategic guidelines for various major factors influencing access and
coverage in prenatal and perinatal services, as well as the current status of these factors, are
addressed here:

. Preconception and Prenatal Awareness

Policy Provisions & Strategic Guideline on Preconception and Prenatal Awareness

According to the Comprehensive Early Childhood Care and Development Policy 2013 by the
Ministry of Women and Child Affairs, the Early Childhood Care and Development services need
to start even before conception through providing the necessary guidelines regarding pregnancy.
During this phase, the policy recommended that the focus of the services should mostly be on
awareness building. The policy suggested having specific strategies for ensuring access to ECCD
services for teenagers, youths, parents, caregivers, and children, starting from the preparational
phases of pregnancy to childbirth through awareness campaigns, knowledge sharing activities,
maternal health care services, nutrition programs, child development programs, and parenting
training (MoWCA, 2013a).
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The operational and implementation plan of CECCD Policy 2013 provides a guideline of
necessary initiatives to be taken along with the ongoing activities, such as creating awareness
regarding pregnancy among the young generation and newlyweds through both public and
private forums, marriage registrars, regular media programs, awareness campaigns, curriculum
revision, training modules development, and counselling along with law enforcement (MoWCA,
2013b).

This is aligned with the Bangladesh National Maternal Health Strategy 2019-2030, which also
recommends awareness building regarding early marriage, early pregnancy, reproductive
behavior, unsafe abortion, and various diseases, followed by antenatal, delivery, and postnatal
care services during adolescence and the preconception phase (MoHFW, 2019).

The Nurturing Care Framework for Early Childhood Development similarly emphasizes the
need for building awareness from adolescence about delaying pregnancy and being well-
prepared physiologically, psychologically, and financially to ensure appropriate support for the
baby (WHO et al., 2018).

Status of Preconception and Prenatal Awareness

Although policy directions strongly support preconception and prenatal awareness, the translation
into practice remains inconsistent. None of the parents from the different geographic locations,
from urban to rural, from hills to coast, reported that they had any kind of orientation regarding
reproductive health, conception, or any other concept related to early childhood development. The
healthcare service providers in a few communities claimed to do home visits regularly for creating
awareness, but that is completely focused on pregnant women and their families about antenatal
checkups and institutionalized childbirth. But the parents during FGDs voiced their need for such
awareness-building initiatives targeting young boys and girls.

The urban parents particularly appreciated the basic knowledge about reproductive health that is
disseminated through the implementation of the curriculum, but also identified how the teachers
are reluctant to discuss those topics in the classroom. They demanded an intensive program starting
from the adolescent period to create awareness in the communities, and it should be ensured that
every man and woman is adequately aware of conception, parenting, and early childhood
development of their children. A parent, who had experienced the severe sickness of his child
during the perinatal period, voiced,

I would highly appreciate it if there were any courses for us. Becoming a parent should not
be so simple. Because of our ignorance, our children suffer a lot. The government should
set a rule that without having knowledge about ECCD, one can not get married and start a
family. If it could be imposed, the challenges we face when we give birth to a child would
be reduced to a great extent. [FGD 9, P3]

50



The key informants for the study also suggested a life-cycle approach for creating awareness
regarding ECCD from a very early age, if possible, through disseminating relevant knowledge in
a more detailed way through textbooks. One of the key informants expressed,

ECCD should be addressed from the adolescent period onward. If we start from
adolescence, the students will be oriented about ECCD in schools. This knowledge will
later support proper practices during conception, pregnancy, and also gradually contribute
to encouraging mothers to attend regular antenatal check-ups. [KII, P4]

The lifecycle approach described in the CECCD Policy 2013 and echoed by key informants and
parents is not yet fully integrated into the education system. There remains a huge gap in awareness
building among adolescents. The incorporation of ECCD concepts in the curriculum is not
adequate at all. As a result, awareness efforts remain insufficient across the country. The lack of
institutionalized, school-based, and community-level mechanisms limits the sustained reach of
prenatal awareness messages.

. Family Dynamics

Policy Provisions & Strategic Guidelines on Nurturing Care and Family Involvement

The CECCD Policy 2013, Nurturing Care Framework, and Bangladesh National Strategy for
Maternal Health 2019-2030 acknowledge the importance of taking care of maternal health and
emphasize antenatal and postpartum care. The operational and implementation plan of CECCD
Policy 2013 provides a guideline for undertaking awareness-raising activities under existing
programs. It emphasizes the involvement of family members in child health and nutrition
services, particularly encouraging the participation of fathers to prevent superstitions,
maltreatment, and domestic violence (MoWCA, 2013Db).

Status of the Influence of Family Dynamics

Evidence shows that despite having general awareness about the importance of nutritious food and
supplements, women often experience limited access due to family dynamics and low awareness
among household members regarding maternal well-being. In some cases, misconceptions are
unintentionally reinforced by both mothers and field-level healthcare providers, which further
worsens micronutrient deficiencies (Kraemer, 2023).

Experiences shared by mothers in this study illustrate a mixed reality of support and gaps in
knowledge within families. Many pregnant women reported being cared for by both their parental
relatives and in-laws, reflecting positive support systems. However, a concerning pattern emerged
as most of these women had not attended any formal awareness or counselling sessions targeted
toward pregnant mothers. Instead, they primarily relied on advice from elderly family members.
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While well-intentioned, these traditional practices, often based on limited knowledge or
superstition, cause risks to maternal and newborn health if inaccurate or outdated.

Family members’ lack of awareness frequently creates barriers to adopting recommended prenatal
and postnatal practices. Both in urban and rural contexts, parents highlighted that ignorance within
extended families often leads to discouragement, misguidance, or interference during pregnancy
and after childbirth. One urban father described facing resistance when attempting to follow proper
maternal care practices, saying,

Other family members, like my child's grandparents, my brothers and sisters, could have
helped take care of the mother and the fetus if they were aware. But the lack of awareness
among them is so great that they create problems at every step. When my wife was
pregnant, [ knew how to take care of her in this situation. But when I wanted to do these
things in my way, I got bullied by the rest of the family. [FGD 8§, P6]

Another rural mother also expressed frustration while talking about the superstition among the
elderly members of the family and how it creates problems in motherhood and childcare. She
exclaimed,

Just a few days after birth, my son's entire body got covered in measles. I was going to take
him to the hospital, to the district town. His father was coming with me. And in the middle
of it, my mother-in-law said he would get better if we gave him ‘batash pora’. We could
not ignore her and ended up doing it. It worsened the situation for us. Later, my son had to
be admitted to the hospital for 15 days. [FGD 10, P1]

These testimonies reflect broader community-level patterns of misinformation that shape maternal
care behaviour across households. ECCD providers and health workers also identified the powerful
influence of husbands and in-laws in shaping maternal health decisions in the rural areas.
According to service providers, resistance toward supplements, vaccinations, and immunization
persisted among segments of the rural population due to fears of side effects and deep-rooted
superstitions. One provider noted that mothers often miss essential doses or supplements because
their husbands or mothers-in-law oppose them. In such situations, mothers’ individual awareness
becomes insufficient to ensure service uptake, as they are unable to challenge family decisions.

. Negligence towards the Mental Well-being of the Mothers
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Policy Provisions & Strategic Guidelines on Maternal Mental Well-being

The Nurturing Care Framework explicitly highlights the importance of supporting parents’
mental health alongside their physical wellbeing to promote optimal child development (WHO
et al., 2018).

The operational and implementation plan of CECCD Policy 2013 emphasizes ensuring the
inclusion and effective implementation of maternal mental well-being activities within existing
programs (MoWCA, 2013b). The other policies targeting mothers and children also
acknowledge taking care of the mental well-being of the mothers.

Status of Maternal Mental Health Support

Despite the critical role of maternal mental well-being in supporting child development, very few
initiatives address this aspect in practice. Discussions with mothers in this study revealed that none
had access to psychosocial support or mental health services, and many experienced postpartum
depression as a consequence.

Mothers’ experiences underscored the lack of mental health support during critical adjustment
periods. One new mother shared,

From conception till today, I felt mentally unstable and overwhelmed with responsibilities.
But I did not know how to get rid of it. I wish I had immediate counseling by mental health
professionals just after I gave birth so that the adjustments would have been much easier
for me. [FGD 21, P4]

Similarly, mothers expressed frustration over the absence of structured services, noting,

We talk a lot about mental well-being these days, but what about a mother’s well-being?
Counseling should also be provided for coping with postnatal depression. This is definitely
needed for all the mothers. But did I receive any? No! [FGD 9, P2]

These accounts highlighted a critical gap in maternal healthcare. While physical health during and
after pregnancy receives attention, mental health support for mothers remains largely absent.
Mothers experience stress, anxiety, and postnatal challenges without access to counseling or
structured services, underscoring the need for integrating mental health interventions into postnatal
care.

The survey with parents also revealed a similar result.

e Maternal mental well-being support: Only 49.04% of parents reported receiving
necessary mental health support during pregnancy and the postpartum period.
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Although the CECCD Policy 2013 recognizes maternal mental well-being as essential, there is no
visible evidence of implementation in the field, leaving mothers unsupported during a critical
period. There appears to be minimal urgency or structured interventions targeting this need at the
community or health facility level.

The lack of structured mental health interventions across the country represents a significant gap
in maternal health services. While policies acknowledge the importance of maternal psychosocial
well-being, no dedicated counselling, screening, or follow-up mechanisms exist at the community
or facility level. The ECCD service providers also revealed in the IDIs that there is no intervention
for addressing the mental health issues of the mothers, and it is beyond their capacity. Mothers
often experience postpartum stress, anxiety, or depression without any professional guidance, and
reliance on family support is inconsistent due to low awareness. Limited training of health workers
in mental health, the absence of standardized protocols, and the lack of integration with routine
maternal and child health services further exacerbate this gap, leaving maternal mental health
largely unaddressed.

4.2 Quality of Services

This section reviews the quality of prenatal and perinatal services by examining both policy
commitments and the realities of service delivery on the ground. It highlights challenges related to
workforce competency, facility readiness, and the availability of essential medicines, equipment,
and specialized care. It also reflects community experiences and provider perspectives on gaps in
human resources, infrastructure, and supply systems that affect the overall quality of maternal and
newborn care services.

4.2.1 Insufficient Service Quality and Workforce Competence

The policy provisions regarding the quality of prenatal and perinatal services, as well as the current
status of service quality, are discussed here:

Policy Provisions on Prenatal and Perinatal Service Quality

The CECCD Policy 2013 highlights strategies for supporting mothers from conception to
childbirth and explicitly emphasizes improving workforce quality in community clinics and
healthcare centers (MoWCA, 2013a)

Status of Prenatal and Perinatal Service Quality and Workforce Competence

Despite these policy provisions, parents across urban, rural, and hill tract regions reported
widespread dissatisfaction with the quality of healthcare services. This dissatisfaction reflects a
lack of trust in government facilities and perceptions of low competency among healthcare
providers. Mothers’ experiences illustrated how service delivery gaps undermine confidence in
public healthcare. One mother, residing in an urban area, exclaimed,
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When my child was born, I noticed my child was constantly sweating. Being concerned, I
asked for suggestions from the medical officer, and he said that I might have mostly stayed
in air-conditioned rooms during my pregnancy, and that’s why the child is taking time to
adjust to this environment. But when we shifted to a private hospital, it was found that my
child had a lung infection. Since then, I lost all my trust in the public healthcare system for
the infants. [FGD 9, P5]

Similarly, a mother from the hill tracts highlighted systemic failures, noting that hospitals lack
adequate observation, poor management deters service-seeking, and so, families often prefer
private facilities despite higher costs. In private clinics, there are also concerns about unnecessary
interventions, such as forced cesarean sections, indicating problems with both service ethics and
clinical decision-making. From the service providers’ point of view, the shortage of skilled
personnel, high doctor-to-patient ratios, and inconsistent provider attitudes exacerbate challenges
in delivering quality prenatal and postnatal care. Even when mothers seek services at community
clinics or health centers, limited workforce capacity, inadequate training, and insufficient oversight
compromise care quality. These issues collectively prevent the effective implementation of
prenatal and postnatal programs envisioned in the CECCD Policy and hinder mothers from
receiving timely, reliable, and quality care. The key informants also highlighted significant gaps
in both the availability and competency of maternal health service providers, especially in the hard-
to-reach regions, such as haors, chars, coastal areas, and hills.

Public healthcare facilities suffer from shortages of doctors, nurses, and support staff, leading to
long wait times and inadequate monitoring of pregnant women. Weak managerial systems, low
adherence to clinical guidelines, and inconsistent attitudes among providers further reduce service
quality. Private facilities, on the other hand, while better resourced, often prioritize profit over
patient-centered care, resulting in unnecessary procedures and interventions. These structural and
human resource limitations create inequities in access and compromise maternal and neonatal
health outcomes.

4.2.2 Lack of Facility Readiness and Inadequate Supply of Essential Supplements
The policy provisions and strategic guidelines for essential healthcare resources regarding prenatal
and perinatal services are discussed here:
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Policy Provisions & Strategic Guidelines for Essential Healthcare Resources

The CECCD Policy 2013 emphasizes the need to ensure a consistent supply of medicines,
healthcare equipment, and the introduction of web-based monitoring systems to maintain service
quality (MoWCA, 2013a).

The operational and implementation plan of CECCD Policy 2013 provides a guideline to ensure
the supply of manpower, equipment, medicine, and the development of institutional
infrastructure for maternal and child healthcare. It emphasizes the importance of providing these
resources for basic Emergency Obstetric Care (EOC) services at the union and upazila levels, as
well as for comprehensive EOC services at the district level (MoWCA, 2013b).

The Bangladesh National Strategy for Maternal Health 2019-2030 similarly highlights deficits
in healthcare facilities, clean and hygienic environments, and modern medical equipment
required for maternal and neonatal care and advocates for improved facilities (MoHFW, 2019).

Status of Healthcare Infrastructure and Facilities

It was found while conducting the study that most community clinics and health complexes are
still inadequately prepared to meet the healthcare needs and provide counseling support to the
mothers and newborns, particularly in the char and haor areas. Supporting these facts, the mothers
from char areas of Bangladesh claimed,

The facility for providing healthcare, counseling, or needed guidance through dedicated
sessions to pregnant mothers is not ready yet. The most we can do is seek advice over the
phone if we ever feel unwell or need any kind of suggestions. [FGD 24, P1]

It reflects the limited readiness of community clinics and health complexes in remote areas to
provide structured maternal care and counseling. The reliance on phone-based advice indicates a
gap in accessible, in-person support, which may delay timely interventions and affect maternal
well-being during pregnancy and postnatal periods.

Also, limited neonatal intensive care facilities (NICUs) further compromise the quality of newborn
care. Even in urban areas, NICU availability is extremely restricted. One father explained,

When my child was born, he needed NICU support. There were no NICUs available at the
Government Hospital. Only one private hospital had this facility, and so, we rushed with a
fear of not getting it available as well. Despite living in a town and having the financial
ability to bear medical expenses for my child, I felt helpless due to the lack of facility
readiness. Now, think about the parents from disadvantaged backgrounds. Their child may
also need to be admitted to the NICU. How will they bear the cost if the government
facilities are limited? [FGD 9, P3]
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It underscores critical shortcomings in neonatal care infrastructure, even in urban settings. This
gap in neonatal care is particularly critical for children born prematurely or with complications
and disproportionately affects families from disadvantaged backgrounds who cannot access or
afford private care, thereby exacerbating health inequities.

Even though the parents criticized the prenatal and perinatal care services during FGDs, the
findings from the practitioners’ survey show a different result.

e Parental Satisfaction: Most respondents rated prenatal and postnatal services positively,
with 55.41% describing them as good and 10.19% as very good, while 29.30% considered
them medium and only 5.10% rated them as bad.

Maternal nutritional support during pregnancy also remains insufficient despite existing programs.
Supplements such as vitamins, iron, folic acid, and calcium, which are vital for preventing
malnutrition and supporting maternal health, are often unavailable at health complexes. Mothers
who can afford supplements must source them externally. One mother reported,

We only got a free supply of paracetamol (Napa) during our pregnancy from the health
centers. [FGD 14, P1]

Service providers confirmed the situation, admitting the inadequacy of services against the
demand. One of them described,

It is not like there are no such services for mothers to take care of their health and nutrition.
There is a program for nutritional services for pregnant mothers in this area, but no one in
the community knows about it. The female officials of the health complex do not inform
about it, since they are not able to provide service to all the mothers. It’s beyond their
capacity. And so, they decide not to take any trouble. [IDI, P15]

Many health complexes lack essential medicines, supplements, and specialized units like NICUs,
limiting access to critical care. Furthermore, inconsistent communication by service providers
results in mothers remaining uninformed about available services. These infrastructure and supply
deficiencies compromise both maternal and neonatal outcomes and reduce trust in government
healthcare services.

4.3 Equity and Inclusion

This section explores the extent to which prenatal and perinatal services are delivered equitably
and inclusively across different population groups. It reviews existing policy commitments aimed
at ensuring equal access to maternal and newborn care and examines the realities of financial,
geographic, gender-based, and social disparities that influence service utilization. It also highlights
the challenges faced by marginalized communities and mothers with disabilities in accessing
appropriate care services.

4.3.1 Financial, Geographical, and Gender Disparities in Accessing Equitable Care
Services
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The policy provisions and strategic guidelines for equitable and inclusive prenatal and perinatal
care services, as well as the status of equity and inclusion in these services, are discussed here:

Policy Provisions and Strategic Guidelines for Equitable and Inclusive Prenatal and
Perinatal Care Services

The CECCD Policy 2013 emphasizes that every mother and fetus deserves quality ECCD
services regardless of socio-economic background, and highlights strategies for establishing
dedicated healthcare services for mothers and children from hard-to-reach communities during
the prenatal and perinatal phases (MoWCA, 2013a).

Additionally, the operational and implementation plan of the CECCD Policy 2013 provides a
guideline taking into account hard-to-reach areas and underserved populations. It highlights the
launch of delivery services at selected Community Clinics and also emphasizes the
establishment of basic EOC services at selected Union Health and Family Welfare centers, as
well as comprehensive EOC services at selected Upazila Health Complexes. To provide
specialized care to these populations, it focuses on constructing infrastructure with the necessary
manpower and facilities (MoWCA, 2013b).

Status of Equity and Inclusion in Prenatal and Perinatal Services

Access to prenatal and perinatal healthcare in Bangladesh continues to show significant disparities,
particularly for mothers in low-income, climate-vulnerable, and remote regions. Despite policies
aimed at providing equitable services, many parents face practical barriers in utilizing available
facilities. One mother visiting a community clinic in a coastal area described her experience,

saying,

Because of financial issues, I can not go to the private hospitals and come to this
community clinic for an antenatal health checkup and ultrasound. But this clinic has only
one doctor who does everything, including ultrasonography and deliveries single-
handedly. That’s why I have been waiting here for hours. If I were financially well off, I
would have gone to the private hospitals where there are several medical officers and the
patients do not need to wait much. [FGD 14, P3]

This account underscores how financial constraints and limited facility capacity create indirect
discrimination, where mothers’ access to quality care is shaped by their socioeconomic status.
Mothers from disadvantaged areas often face long waiting times, reduced attention from
overburdened providers, and a lack of choice between public and private services, which
cumulatively undermine the quality of care they receive. While policymakers frequently highlight
initiatives aimed at expanding access for low-income populations, these measures often fail to
reach climate-vulnerable, remote, or resource-poor communities effectively. Key informants
acknowledged that many families in these regions receive minimal targeted support and are
unaware of the full extent of services available to them, which further perpetuates inequities. In
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practice, this means that access to prenatal and perinatal care is strongly shaped by socioeconomic
status, geographic location, and institutional capacity, resulting in systemic disparities that
contradict the intentions of existing policies.

The findings from the parents’ survey also align with the facts stated by the key informants.

e Discrimination in service access: Only 14.01% of respondents reported experiencing
discrimination while accessing prenatal and postnatal services; among them, 78.26%
identified financial insolvency and 34.78% cited social status as the main causes..

Figure 6: Factors Affecting Discrimination in Prenatal and Postnatal Services
FACTORS AFFECTING DISCRIMINATION IN
PRENATAL AND POSTNATAL SERVICES

Indeginous l 4.35%

Gender - 8.70%

Factors Affecting Access

Percentage of Parents

Gender-based inequities also influence maternal care, particularly in resource-constrained settings.
Although overall gender-based discrimination has decreased, disparities persist in some regions.
A parent from the hill tracts noted that girls often receive less essential healthcare compared to
boys, and identified this bias as a contributing factor to inadequate support for pregnant women in
poor families.

Financial, geographical, and gender-based inequities remain key barriers to equitable maternal
healthcare. Low-income families and those living in remote or climate-vulnerable areas often face
long waiting times, insufficient healthcare personnel, and limited access to specialized services.
Knowledge gaps prevent many families from fully utilizing available government programs,
further exacerbating inequities. Gender bias, while reduced, continues to affect access to care in
certain rural and hill tract communities. These disparities hinder the objective of universal and
equitable prenatal and postnatal care as envisioned in national policies.

4.3.2 Exclusion of the Marginalized Communities and Persons with Disabilities
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The policy provisions and strategic guidelines for prenatal and perinatal care services targeting
marginalized communities, along with the status of these services for both marginalized
individuals and people with disabilities, are discussed here:

Policy Provisions and Strategic Guidelines for Healthcare Services of the Marginalized
Communities

CECCD Policy 2013 emphasizes mapping mothers and children who are at risk or belong to
marginalized communities, such as indigenous populations and minority groups, and providing
socio-economic support to bring them into mainstream services. It further recommends engaging
union-level healthcare centers to ensure these families receive equal and continuous care
(MoWCA, 2013a).

Additionally, the operational and implementation plan of the CECCD Policy 2013 emphasizes
launching special projects and programs for ethnic minorities, marginalized groups, and
vulnerable mothers and children through the integrated planning of government and non-
governmental organizations (MoWCA, 2013b).

Status of Prenatal and Perinatal Services for Marginalized Communities and Persons with
Disabilities

Findings from the current study indicate that service providers generally did not differentiate
between majority and minority groups in routine maternal and child care. Rather, in some hill tract
areas, indigenous mothers even received additional support through home-visit services tailored
to their circumstances. But the overall system is not facilitated enough to support the marginalized
communities so that they can access quality services.

Gaps 1n inclusiveness appear prominently when considering mothers with disabilities. While
national policies emphasize support for children with disabilities, there is little to no guidance on
how mothers with disabilities should be supported during pregnancy, delivery, and postnatal
recovery. Both ECCD providers and parents participating in the study reported having no
information on how expectant or new mothers with disabilities are treated or facilitated during
these crucial stages. This absence of structured services highlights a significant policy blind spot
affecting a highly vulnerable group.

The lack of specific provisions for mothers with disabilities represents a major gap in ensuring
universal access to quality maternal care. Current policy frameworks focus primarily on
marginalized ethnic groups and children with disabilities, but overlook the tailored support needed
for pregnant women with physical, sensory, or cognitive disabilities. Additionally, although
indigenous communities in the hill tracts receive some targeted home-visit services, this level of
attention is not uniformly available across other marginalized groups. The absence of systematic
mapping and dedicated service strategies restricts the full implementation of the CECCD Policy’s
inclusiveness goals.
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) Highlights of Findings on the Status of Prenatal and Perinatal Services

° Low coverage and continuity of ANC, PNC, and Neonatal ECCD Services

Although ANC coverage has improved, continuity of care - particularly 4+ ANC visits and
PNC uptake remains low. Mothers and children from rural and hard-to-reach areas (Haor,
Char, coastal belts, and hill tracts) face persistent geographic disparities, limited service
availability, and chronic staff shortages. Access to neonatal ECCD services is inconsistent
within communities, reflecting uneven service reach and limited continuity from
pregnancy through the neonatal period. There is a severe lack of NICUs and a supply of
essential supplements. The suspension of key programmes like HPNSP further disrupted
maternal care continuity. Many families continue relying on traditional providers due to
limited trust in formal health facilities and financial barriers.

e Lack of Pre-conception and Prenatal Awareness

The study revealed several critical gaps in the provision, quality, and uptake of prenatal
and perinatal care services in Bangladesh. Although national policies emphasize a life-
cycle approach to maternal and child health, pre-conception and prenatal awareness remain
largely absent, particularly among adolescents, youth, newly married couples, and broader
community members. Community-level awareness efforts are also fragmented, limited to
short-term project interventions rather than institutionalized mechanisms.

e Influence of Family Dynamics on Maternal and Neonatal Health Practices

Maternal and neonatal health decisions are heavily shaped by household dynamics,
especially the influence of elderly family members in both the urban and rural areas.
Misconceptions, superstitions, and low awareness among husbands or in-laws often
obstruct mothers’ efforts to follow medical advice for themselves and their children. This
leads to resistance around supplements, vaccinations, and recommended clinical practices,
despite mothers’ willingness to adhere to professional guidelines. But in the urban,
educated societies, fathers are found to be concerned about maternal and neonatal
healthcare.

e Negligence towards Maternal Mental Wellbeing
Maternal mental health receives little attention in current service delivery. There are no
structured systems for psychosocial support, counselling, or screening during pregnancy or
the postnatal period across the country. Mothers frequently experience stress, emotional
distress, or postpartum depression without access to professional help, and health workers

lack the training and tools to identify or address these issues.

o Insufficient Service Quality and Workforce Competency
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Public healthcare facilities face widespread trust deficits due to inconsistent quality,
misdiagnosis, and inadequate clinical observation. Parents report dissatisfaction with the
service provider’s skills and overall service experience. Consequently, many families shift
to private facilities from the government facilities despite financial strain, which deepens
inequities in access to reliable maternal and newborn health care.

e Lack of Facility Readiness and Inadequate Supply of Essential Supplements

In the urban areas, parents reported inadequate NICU facilities for the children, which are
nonexistent in the rural areas, despite the inarguable need for those wherever
institutionalized delivery service is available. Free supply of micronutrients during ANC
was also found to be missing.

e Inequitable and Segregated Maternal and Child Healthcare Services

Mothers and children with financial barriers and residing in remote areas face difficulties
in receiving quality healthcare services due to an inadequate workforce and facilities. In
some regions, gender bias creates insufficient support. Additionally, a lack of awareness
about available services further worsens these inequities. Furthermore, there are no specific
policy provisions or practical services in place to assist mothers with disabilities. While
some marginalized groups in certain regions receive targeted healthcare services, this level
of support is not available for all marginalized groups.

) Major Recommendations

e Strengthen Prenatal and Postnatal Service Coverage and Continuity

Scale up HPNSP-type interventions nationally, ensuring routine ANC counselling,
newborn care education, and continuous follow-up through community health workers.
Prioritize home-visit models, especially in Haor, Char, hill tracts, and other underserved
regions, to improve early risk identification and timely care-seeking.

o Increase Awareness of Preconception and Prenatal Care

Strengthen coordination among MoWCA, MoHFW, and MoE to harmonise curriculum
content and health counseling. Integrate ECCD, reproductive health, and preconception
information into secondary and higher-secondary textbooks and emphasize discussion in
classrooms, expand existing school health programmes and maternal health service, and
introduce pre-marriage counseling to ensure adolescents and newly married couples
receive structured awareness.

e Increase the Provision of Maternal Physical and Mental Health Counselling

Redesign maternal health sessions to actively involve husbands, mothers-in-law, and
influential household members. Train community health workers in culturally sensitive
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Status of Prenatal and Perinatal Care Services

counselling to address misconceptions, improve supplement uptake, and strengthen
mothers’ decision-making capacity through peer support groups and community women’s
circles. To address the mental health gap, health workers should be trained to screen for
postpartum depression, provide basic psychosocial support, and ensure timely referrals to
specialized facilities. Additionally, conduct community-level stigma-reduction campaigns
to foster a supportive household environment for mothers’ emotional well-being.

e Improve Service Quality, Workforce Competency, and Facility Readiness

Enforcing quality assurance mechanisms and regulatory standards across both public and
private facilities. Equipping community clinics and hospitals with essential medicines,
supplements, diagnostic tools, and neonatal care facilities, along with the deployment of
additional skilled health workers dedicated to prenatal and postnatal care services.

e Improve the Provision of Services for Marginalized Communities and Persons with
Disability

Expand the presence of skilled healthcare personnel, mobile clinics, home visits, and
outreach services for mothers facing geographic and financial barriers. Arrange awareness
campaigns to inform families about available maternal services and entitlements, helping
them recognize and demand equitable care. Develop disability-inclusive maternal health
guidelines and ensure facilities are accessible with appropriate assistive support. Design
and implement structured training for health workers on cultural sensitivity, indigenous
contexts, and disability awareness to provide respectful and responsive care to diverse
groups.

Conclusion

Bangladesh has made notable progress in expanding prenatal and perinatal care through national
programmes and policies, yet significant challenges remain in ensuring quality, equity, and
accountability. Services are often limited to basic biomedical tasks, with gaps in counselling,
follow-up, and developmental support. Regional disparities and shortages of skilled personnel
continue to disadvantage vulnerable mothers and children. Strengthening system capacity,
integrating holistic maternal-child care, and improving monitoring and grievance mechanisms are
essential to translate policy commitments into meaningful outcomes for maternal and child health.
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Chapter Five: Status of the ECCE Services
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The first three years of life are the most critical for a child’s physical, cognitive, and
socio-emotional development. In Bangladesh, services for children aged 0—3 remain dominated by
health-focused interventions such as immunization, maternal care, and nutrition programs, while
developmental support, responsive caregiving, and early learning opportunities are limited.
Despite national policies emphasizing a holistic ECCD approach, stimulation activities, parental
coaching, and early learning guidance are not consistently integrated into routine service delivery.
This section examines the current status of ECCE services for children aged 0-3, identifying
strengths, gaps, and the urgent need for integrated, inclusive, and development-oriented
interventions.

5.1 Access and Coverage of Services

This section examines the extent to which Early Childhood Care and Education (ECCE) services
for children aged 03 are accessible and adequately covered across communities. It reviews policy
commitments aimed at ensuring comprehensive early childhood support, focusing on health,
nutrition, protection, responsive caregiving, and early learning, and assesses how these provisions
translate into service delivery in practice. It also highlights key factors influencing service
coverage, including the integration of ECCD within the health sector, availability of early
stimulation opportunities, and social perceptions surrounding institutional childcare services such
as daycare centers.

5.1.1 Service Coverage
The strategic guidelines and policy provisions for the ECCE service coverage and the status of
service coverage are discussed here:

Policy Provisions and Strategic Guidelines on the ECCE Service Coverage for Children
Aged 0 to 3

From birth to the first three years, a child requires access to services related to good health,
adequate nutrition, responsive caregiving, safety and security, and early learning opportunities,
according to the Nurturing Care for Early Childhood Development Framework by WHO (2018).
Currently the children have access to birth certification, Essential Programme for Immunization
(EPI), National Nutrition Services (NNS), and Integrated Management of Childhood Illness
(IMC]) facilities in almost every corner of the country.

The CECCD Policy 2013 envisions a comprehensive Essential Service Package (ESP) for
children aged 0-3 years, integrating healthcare, nutrition, protection, responsive caregiving, and
early learning (MoWCA, 2013a).

Status of the ECCE Service Coverage for Children Aged 0 to 3
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Ensuring timely and equitable access to ECCD services during the first three years of life is critical
for laying the foundation for children’s health, development, and well-being. Findings from the
parents’ survey reveal considerable gaps in service coverage for children aged 0-3 years.
e Respondents’ own children (0-3 years): 55.03% of 169 children were reported to have
access to necessary ECCD services.
e Children in respondents’ wider social networks (0-3 years): Only 34.09% of 264
children (friends’ and relatives’ children) were reported to have similar access.

This clearly shows the unequal access to ECCD services within the community.

In practice, support for children aged 0-3 years is largely concentrated within the health sector,
with limited emphasis on other developmental services. Children across Bangladesh, spanning
diverse communities and geographical settings from urban areas to rural regions and hills to coastal
belts, have access to essential services such as birth registration, immunization (EPI), nutrition
services (NNS), childhood illness management (IMCI), and growth monitoring, along with
scattered day-care facilities and breastfeeding corners. While these contribute to survival and basic
well-being, they do not adequately encompass early learning or responsive caregiving components.
Maternal and child health experts during the KlIs voiced it as,

The scope of the services we have is too limited to be called ECCDE interventions. An
ECCDE intervention should not be confined to health care services; it requires an
integrated approach among the developmental areas of the children. [KII, P4]

Availability of Institutionalized ECCD Services (0-3 Years) according to Parents’ Survey
In the parents' survey, 34.43% of respondents reported that institutionalized ECCD services are
completely unavailable. Additionally, 40.98% indicated that these services have slight availability,
while 17.21% noted moderate availability. Only 7.38% stated that ECCD services are mostly
available in their area. Parent-reported data on access to the five key components of the nurturing
care framework for children are presented in Figure 6.
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Figure 7: Access to the Five Components of the Nurturing Care Framework

Access to the Five Components of the Nurturing
Care Framework
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Safety and security _ 20.19%
Early learning _ 26.92%

Components of Nurturing Care
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The parent-reported data on the five components of the Nurturing Care Framework reveal
substantial gaps in service availability and utilization. Health and nutrition services were relatively
better accessed, with 71.15% of parents reporting availability of healthcare facilities and 59.62%
reporting access to nutrition-related ECCD services. However, early learning and safety and
security were much less accessible, with only 26.92% of parents indicating availability of early
learning opportunities and 20.19% reporting access to safety, protection, and psycho-social care
services for their children. The most critical gap was observed in responsive caregiving, with
merely 10.58% of parents reporting any support for engaging with and responding to their child’s
needs.

These findings suggest that the available ECCD services for children aged 0-3 primarily focus on
survival-related services, such as health and nutrition. However, there is a severe lack of services
aimed at promoting development and safety, such as early learning, psycho-social care, safety and
protection, and responsive caregiving. This gap presents a challenge for the holistic development
of children, highlighting a need for integrated interventions to strengthen holistic early childhood
development.

In the previous decade, immunization awareness has increased significantly; however, consistent
parental guidance on stimulation, play, and early learning is still rare. There is a clear absence of
awareness-building activities related to stimulation, play, and early learning in their local
community. The FGDs with the parents revealed that they did some kind of activities with their
children at home, like playing, reciting rhymes, and trying to take the best care of their children as
per their knowledge, but they never had any guidance regarding early learning from any service
providers.

The parents’ survey indicated that the majority of parents obtain knowledge about Early Childhood
Care and Development (ECCD) from family members. Additionally, more than half of the parents

67



reported gaining knowledge through their own initiatives. Further details regarding other sources
of parental knowledge can be found in the accompanying figure 7.

Figure 8: Sources of Parental Knowledge on ECCD
Sources of Parental Knowledge on ECCD
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The NGOs opt for home visits in the rural areas, including the char, haors, coast, and poverty-
stricken areas, to build awareness regarding ECCE. Along with that, awareness-building efforts
such as yard meetings (uthan boithok) continue in rural and hill tracts, and all these activities are
mostly health-focused.

The data from the survey of parents revealed the picture of parental knowledge on different aspects
of nurturing care.

o Parental knowledge: The parents’ survey showed most respondents are knowledgeable
about nutrition (77.65%), health (64.71%), and child safety and security (55.29%), but
awareness of early learning (15.29%) and responsive caregiving (28.82%) is limited.

Thus, parents show strong enthusiasm in accessing healthcare services for their children, largely
due to consistent communication from various service providers about the benefits of these
provisions. Also in the coastal belts, the parents are found to value practical guidance and
accessible health inputs in shaping a child's well-being.

The survey results indicate that a significant number of parents (61.18%) rely on formal ECCD
services, with a strong emphasis on health-related services to support their children's physical well-
being. The following outlines the various service providers that parents utilize:

e The primary sources of these services include community clinics (54.81%) and health and
family welfare centers (44.23%).
e Parents also access these services from NGOs (26.92%), private organizations (15.38%),
daycare centers (14.42%), and preschools (6.73%).
The main reason parents seek these services is to ensure their children's health and nutrition, with
84.62% citing this as their primary concern. (For more details on additional reasons, see Figure 8.)
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Figure 9: Reasons for Utilizing Institutionalized ECCD Services
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ECCE practitioners and experts similarly acknowledge this strong emphasis on child health within
current service delivery. A healthcare professional has put it into words as,

There was a time when we conducted home visits to counsel mothers about immunization.
But now the UHFPOs are directly called by the parents if the designated staff for
immunization is absent or late. Parents these days are very concerned about their children's
physical health. [KII, P6]

The findings from the survey with parents also support this.

e The parents’ survey showed that 97.65% of parents use vaccination and immunization
services, and 60% take their children for regular health check-ups.

The findings from the parents’ FGDs across all regions align with this perspective, as they
expressed much of their concern regarding vaccination and the good health of their children.
Only the urban parents who are also financially well-off mentioned the importance of learning
activities in this phase. An urban parent mentioned,

What the children learn at an early stage stays with them. But unfortunately, neither do we
know much about facilitating them, nor do we have anywhere to go. No one talks about
what the dos and don'ts are with children or how to take care of them. We only know that
we have to take them to the doctors if they are sick. [FGD 8, P4]

There lies a major mismatch between the policy’s holistic ECCD vision and the narrow, health-
focused services actually offered. Early learning, responsive caregiving, and structured parental
education are not mainstreamed into routine service delivery. Community clinics and health
centers remain underprepared to deliver integrated ECCE interventions due to a limited trained
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workforce, competing priorities, and the absence of standardized modules for early stimulation.
Parents themselves perceive that services for children under three are largely confined to medical
support, indicating low visibility of developmental and psychosocial components.

In this regard, a child and maternal health researcher recommended scaling up the holistic cascade
model of ICCDR,B, which was implemented only in a few areas but brought significantly positive
outcomes through training supervisors and frontline health workers to coach mothers on
responsive caregiving and early developmental practices.

5.1.2 Major Factors Affecting Access and Coverage of ECCD Services for Children
Aged 0-3

The policy provisions and strategic guidelines for major factors influencing access and coverage
in ECCD services for children aged 0-3, as well as the current status of these factors, are addressed
here:

. Integration of ECCD Services with the Health Sector for Children Aged 0-3

Policy Provisions and Strategic Guidelines on Integrated ECCD Services

During the first three years of a child’s life, the child and the mother remain within the coverage
of the health sector, and this is reflected in several national policy directions. The National
Comprehensive ECCD Strategy, dedicated to children from 0 to 3 years, directs towards
integrating ECCD services, including early learning stimulation, with existing healthcare and
nutrition services. It also anticipates innovative and scalable options, such as linking primary
health care centers with para centers and establishing workplace-based centers in RMG factories
to improve access to ECCD services (MoHFW, 2022). These policy commitments highlight
early childhood nutrition, developmental monitoring, caregiving practices, and parental support
as central components.

Status of the Integrated ECCD Services for Children Aged 0-3

In recent times, various health-sector initiatives have already begun integrating ECCD services.
From the key informants' statements, it has been revealed that under the 4th HPNSP, 16 upazilas
are implementing activities where pregnant mothers receive awareness on four antenatal services,
maternal and child nutrition, essential newborn care, skin-to-skin contact, and early breastfeeding.
Mothers coming for child immunization are guided on early detection of developmental delays
through active learning interventions. The IMCI corners at health centers also identify childhood
illnesses and developmental delays and provide mothers with guidance on responsive caregiving
and nurturing care.
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Additionally, MoHFW has been piloting a structured play curriculum, 12 nurturing care practices,

early developmental screening, and community engagement activities through the existing

healthcare system. A key informant, directly associated with these initiatives, declared it as,
At the grassroots level, the community health workers conduct home visits to disseminate
necessary information about healthcare services. These piloting projects aim to tag ECCD
with the existing practice, taking support from the existing workforce where the community
health workers use ECCD flipcharts, and FWAs and HAs organise courtyard sessions with
small groups of mothers to strengthen ECCD awareness in the project piloting zones, along
with talking about health and nutrition. [KII, P16]

The implementation of integrated ECCD services through existing health and nutrition platforms
remains limited. Despite sustained investments and focused efforts in health and nutrition,
outcomes have not met expectations. MICS 2025 data indicate that 64.8% of children aged 623
months experience food poverty, underscoring persistent weaknesses in nutritional practices at the
household level. Key informants noted that inadequate nutrition often begins during pregnancy,
particularly in coastal and low-resource areas, suggesting that health and nutrition gains have not
translated into broader ECCD outcomes. While integration of ECCD within healthcare services is
widely viewed as the most resource-efficient approach, frontline service providers reported heavy
workloads, resource shortages, and limited capacity, indicating that existing systems are not yet
adequately prepared to effectively deliver integrated ECCD services.

. Limited Stimulation and Early Learning Opportunities

Policy Provisions and Strategic Guidelines on Stimulations and Early Learning for
Children Aged 0-3

The healthcare provisions for children aged 0 to 3 years have increased a lot in the past few
decades. But there remains a major gap in ensuring their early learning opportunities or having
dedicated services for providing early stimulation. There is a clear indication in the policies
towards ensuring early learning opportunities through providing children with age-appropriate
stimulation. The CECCD Policy 2013 emphasizes expanding the available services through
promoting Essential Service Packages that include healthcare, nutrition, and WASH, along with
early learning opportunities through the empowerment of families and communities. As most of
the services are health, nutrition, and protection-oriented for this age group, the policy gives
additional focus on using the existing infrastructures like breastfeeding corners, day care, child-
friendly corners, and play corners for providing early learning stimulations (MoWCA, 2013a).

To increase awareness of ECCE among the maximum number of people, the CECCD
Operational and Implementation Plan also recommends using mass media by producing
television programs and publishing books for families and children across developmental stages
(MoWCA, 2013b).
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Status of Stimulations and Early Learning for Children Aged 0-3

In spite of the policy emphasis on early learning stimulations, according to the ECCE experts, it
was revealed in the KlIs that the current social scenario does not support early learning much due
to the lack of interaction with children. During KII, one of the child healthcare experts stated,

In the previous decade, there was more access to early learning opportunities than in the
present times, as children grew up in joint families, parents had more time for them, and
there was less addiction towards devices. As a result, early learning stimulations were
adequately provided at home, but now it needs institutionalized efforts to address early
learning stimulation gaps. [KII, P6]

This reflects that, in practice, daily opportunities for early stimulation that used to occur naturally
within the home environment have reduced significantly due to changing family structures and
lifestyle patterns. The MICS Preliminary Report 2025 supports the concerns raised by experts,
showing a significant decline in early stimulation and responsive caregiving for children aged 24
to 59 months. The percentage of children receiving four or more stimulation activities from any
household adult decreased from 78% to 35.1% over the decade. Father involvement remains
extremely low at only 2.6%, and mother engagement, although higher than fathers', also dropped
to 27.2% (BBS & UNICEF, 2025).

When asked during FGDs, it was observed that the parents from all the other regions except the
urban areas lacked an idea about the concept of early stimulation. Having a different perception,
the urban parents, who are financially capable, identified the equal importance of early learning
opportunities in this phase, whereas the others commented that learning should not start so early,
as the concept of learning to them is all about reading and writing from textbooks. A mother from
the char area mentioned,

My child is only 2.5 years old. I will send him to school when he grows up. I do not think
learning activities should start before that. Children will learn on their own. [FGD 23, P5]

It indicates that any awareness regarding integrated ECCD has not reached the parents yet, and so,
early learning experiences are hampered. The urban parents’ awareness regarding early learning
is highly shaped by social media content on parenting, which is not equally accessible to parents
from rural areas.

The findings from the parents’ survey also reveal the lack of parental knowledge about the early
learning of the children.

e Parental knowledge and engagement in early learning (0-3 years): Only 15.29% of
parents reported having adequate knowledge of early learning. Most engage their children
through play (82.69%), while fewer use storytelling/book reading (44.23%), singing
(33.65%), questioning (30.77%), small activities (31.73%), or creative activities like
drawing (14.42%), as shown in Figure 9.
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Figure 10: Parental Initiatives for Early Learning at Home
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These findings suggest that while the foundation for learning is present through play, it lacks
intentionality. Parental involvement with their children in other early learning activities is not
satisfying, which may hamper their children's holistic development.

The findings from both qualitative and quantitative data present a clear policy—practice gap where
national policies prioritize early learning and stimulation, but actual household-level practices are
declining due to the rise of parents’ additional engagement, nuclear families, and a lack of
awareness initiatives for the families and communities. Other than some social media content, no
trace of mass media initiatives was found for awareness building.

. Cultural Stigma Towards Daycare Centers

Policy Provisions and Strategic Guidelines on Child Daycare Centers

National policies such as the CECCD Policy 2013 emphasize the importance of protection,
responsive caregiving, and early learning for children, including those aged 0 to 3 years. The
policy encourages the establishment and expansion of daycare centers, especially for working
parents, and highlights the use of community-based and institutional supports to ensure that
young children are not left unattended. These policy directions indicate that daycare services are
considered an important mechanism for ensuring children’s safety, stimulation, and
developmental support.

To encourage quality daycare initiatives and formalize this sector, the Child Day Care Centre
Act 2021 has also been passed. It aims to regulate and standardize childcare services, requiring
registration, setting quality benchmarks for safety and development, and ensuring accessibility
for working parents, with penalties for non-compliance.
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Status of Accessing Daycare Centers for Children Aged 0-3

A lot of children aged 0 to 3 years remain unattended when their mothers or caregivers go outside
for work or get busy with other household activities in both urban and rural Bangladesh. This
compromises a child’s early experiences and increases safety risks. Parents often hold negative
perceptions about sending their children to daycare centers, linked to guilt and the fear of being
judged as “less responsible” parents. However, mothers from urban areas who actually use
daycare services acknowledge their value. One mother shared that despite being a housewife, she
sends her middle child to a daycare for several hours because she cannot manage all three children
equally. Over time, she observed improvements in her child’s communication and learning. This
reflects that daycares contribute to early learning stimulations beyond just shelter or supervision.

The mothers from the labor-intensive areas, especially the RMG workers, highly appreciate the
establishment of daycare centers within their office compound in spite of the high expenses, as it
takes a share of their domestic workload and ensures responsive caregiving and protection of their
children. A mother working for an RMG factory described,

The day care centre in our office is very responsive towards pregnant mothers and children.
The mothers are given leave if needed. When we are at the office, they also feed the
children twice a day, provide milk, calcium, and iron medicines, and diapers in the
daycares. [FGD 1, P1]

In the labor-intensive areas where the RMG factories do not have their own daycares, home-based
daycares have been established to support the working mothers, even though very few children are
aged below 3 in those centers due to parents' negative perception towards daycares. Apart from
the urban and labor-intensive communities, no other parents in the haors, char, coastal areas, hill
tracts, poverty-stricken areas, and other rural areas were found to take support from any kind of
centre-based services for their children aged below 3, as the service coverage is very minimal in
those areas, and parents lack awareness. This aligns with the parents’ survey findings. Only
14.42% of parents reported using daycare centre services for their children.

The key informants, who have years of experience in early childhood development and are aware
of the activities of the daycare centers, also agreed on the cultural stigma towards sending their
toddlers to daycare centers. A key informant said,

When it comes to daycare in our country, everyone’s reaction is like, ‘Oh ho! Does the
child go to a daycare? What a poor child! Parents might have no time for him. Thus, they
completely ignore how a child benefits through the experience in day care centers. [KII,
P15]

The ECCD service providers in the daycare centers also highlighted that most parents in the
communities are indifferent about sending their children to daycare centers. Rather, they prefer to
keep them in the supervision of nannies despite knowing they lack in childcare-giving skills, as
the day care centers have not yet become successful in breaking the cultural stigma and becoming
trustworthy to the parents. Because of this socio-cultural stigma and insecurity regarding the
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service quality, children get deprived of their right to protection, responsive caregiving, and early
learning opportunities.

Despite policy emphasis, the uptake of daycare services remains low due to strong socio-cultural
stigma. Key informants with years of experience in early childhood development highlighted that
parents often react negatively, assuming that daycare attendance reflects parental neglect rather
than support. This stigma leads families to avoid daycares even when they could benefit, depriving
children of their rights to protection, responsive caregiving, and structured early learning
opportunities. As a result, there is a clear gap between policy intentions and actual household
practice, with daycare remaining underutilized and misunderstood.

5.2 Quality of Services

This section examines the quality of ECCE services available for children aged 0—3 by assessing
key dimensions of service delivery. It reviews the infrastructural readiness of service centers,
workforce competency, and the actual quality of program implementation in daycare facilities. By
comparing policy provisions with field evidence, the section highlights critical gaps affecting the
quality of ECCE services.

5.2.1 Infrastructural Limitations to Quality Service Delivery
The discussion covers the policy provisions and the current status of infrastructural quality for
ECCE service providers:

Policy Provisions and Strategic Guidelines on Infrastructural Quality of ECCE Service
Providers

To ensure quality services, infrastructural development plays a major role. The Child Daycare
Centre Act 2021 clearly outlines the minimum infrastructure, safety features, protection
provisions, and space requirements that day care centers must maintain.

Similarly, national policies and strategies guiding ECCD, such as the CECCD Policy 2013 and
its operational and implementation plan, the National ECCD Strategy, emphasize establishing
child-friendly, safe, and stimulating environments across health centers, community clinics, and
ECCD facilities. These policies aim to create a conducive environment where children can
receive quality care, early learning, and protection.

Status of Infrastructural Quality of ECCE Service Providers

In practice, the infrastructural readiness of service providers is far from adequate for children aged
0 to 3. A key informant in the health sector expressed,

Even though we claim to serve children based on their needs, we do not have enough

facilities. Even though we want it, there is a shortage of space for having an extra corner
for the children or developing a play zone in the community health care centers. [KII, P16]
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The day care sector reflects a similar scenario. Despite the existence of the Child Daycare Centre
Act 2021, most daycare centers are not regulated according to it. A key informant pinpointed,

There are a lot of daycare centers around us. But only a few practice it, because we have
not been able to enforce that yet. There are just a few initiatives all around the country that

have quality infrastructure, including adequate space, emergency exits, fire extinguishers,
etc. [KII, P12]

Parents also shared concerns about the infrastructural quality of day care centers, and ECCD
practitioners expressed an urgent need for a national quality standard so that every program
dedicated to children aged 0-3 maintains a minimum level of quality.

There were mixed reactions about the infrastructural quality of home-based day care centers. One
pioneer of centre-based day care centers remarked,

I am strictly against the home-based day care centers, as most of them have just a few toys.
There is no joyful environment. The rooms are dark and humid. It never helps a child’s
development. [KII, P17]

On the contrary, many key informants highly appreciated the home-based model as a low-cost
approach that can ensure wider access to ECCE services for a large proportion of young children
until we are infrastructurally ready to serve every child through community-based daycare centers.

The gap lies in the weak enforcement of existing policies and acts, the lack of infrastructural
investment, and the absence of a national quality assurance mechanism. While laws exist, there is
limited monitoring, insufficient resources in government and NGO centers, and no standardized
checklist or certification system for day care centers. Health centers, too, face space shortages, a
lack of child-friendly environments, the absence of play corners, and inadequate safety
arrangements. Home-based centers remain unregulated, leading to significant disparities in
quality. Overall, infrastructural readiness remains a major barrier preventing children from
receiving the type of ECCD services envisioned in national strategies and policies.

5.2.2 Workforce Shortage and SKkill Deficit

The policy provisions and strategic guidelines regarding workforce quality and competence, as
well as the current status of the workforce quality and competence, are discussed below:

Policy Provisions and Strategic Guidelines on Workforce Quality and Competence

Along with infrastructural development, the CECCD Policy 2013 emphasizes capacity building
of stakeholders for promoting early learning opportunities (MoWCA, 2013a).

The Child Day Care Centre Act 2021 also mandates that founders of child day care centers must
have certain educational qualifications and training in relevant fields, along with employing a
skilled workforce who will directly work with children.
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Similarly, the health sector’s strategy for children under 3 years highlights strengthening the
quality of nurturing care by updating ECCD training materials, building the capacity of service
providers and caregivers, orienting managers across all levels, and introducing certification
courses on child development (MoHFW, 2022).

The Nurturing Care Framework also stresses continuous professional development for the
workforce through pre-service and in-service training (WHO et al., 2018).

Status of Workforce Quality and Competence

The actual practice does not reflect the policy commitments. When ECCD service providers were
asked about their qualifications, only a few had short-course certifications on ECCD. Every
stakeholder, including ECCD service providers, parents, and key informants, agreed that there is
a severe shortage of skilled workforce in ECCD. One practitioner with 15 years of experience
running a private daycare and preschool stated,

In these 15 years, [ have never found someone well aware of ECCD while recruiting service
providers for my daycare. [IDI, P§]

Key informants discussed understanding developmental milestones, child psychology, and early
detection of abnormalities as essential skills for ECCD workers, but also acknowledged the
shortage of these skills in the workforce. Another key informant highlighted the very limited
opportunities for professional learning in ECCD, as only BRAC University and the Government
College of Applied Life Science offer degrees in this field. Concerns were also raised about the
degraded quality of caregiving in Bangladesh. Despite high demand globally, Bangladeshi
caregivers cannot compete with countries like the Philippines or Vietnam due to a lack of skills
and knowledge.

The parents expressed their expectation of getting ECCD-related guidelines from healthcare
service providers in the rural regions. But there is a lack of commitment and insufficient relevant
training resources for healthcare and community health workers. A health officer noted the absence
of ECCD-specific curriculum and training modules as a major obstacle. A representative from
MoHFW highlighted the importance of capacity building, saying,

At present, we are training existing nurses and midwives to provide counseling across the
16 pilot upazilas. We believe that once the capacity is developed, daily a minimum of half-
hour sessions with these healthcare service providers can produce a very good response in
ECCD, as at least 80—100 children visit each upazila health center every day, accompanied
by their parents. [KII, P6]

But other key informants are not convinced enough with the current quality of the healthcare
providers on ECCD and emphasized preparing the workforce beforehand. One of the maternal and

child healthcare providers mentioned,
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I've seen the nurses; whenever a child is born, they quickly take the child out to cut the
umbilical cord. But that is wrong, that means less blood is going to the child, and the child
will become anemic. So if the nurses, the doctors, the TBAs (traditional birth attendants)
knew that this was wrong, they would have stopped doing it. So, ECCD needs to be in
every medical and nursing curriculum. [KII, P4]

These findings clearly point to the lack of workforce competence and quality.

Although policies mandate qualified and trained ECCD personnel, the workforce remains largely
untrained, unregulated, and insufficient in number. There is no standardized professional pathway
for ECCD, limited institutional opportunities for obtaining degrees, a lack of ECCD-specific
training modules for health workers, and minimal integration of health professionals into ECCD
centers.

This reflects through parents’ perspective and satisfaction with the quality of services.

e Parental satisfaction with ECCE services (0-3 years): According to the parents’ survey,
53.85% reported moderate satisfaction, 25.00% slight satisfaction, 19.23% full
satisfaction, and 1.92% were not satisfied at all, indicating a need for improvements in
service quality.

The relatively low percentage of fully satisfied parents highlights the need for improvements in
ECCE services to support the holistic development of children aged 0-3.

5.2.3 Observed Quality of Program Implementation in Daycare Centers

To observe the quality of program implementation in daycare centers, an observation tool was
used where all the items were positively worded and rated on a 3-point scale. The higher scores
indicated stronger agreement with the stated criteria. The observation focused on six common
dimensions of program quality: physical facilities, inclusive practices, facilitators’ or caregivers’
attention to children’s physical and mental well-being, learning experiences provided at the
centers, availability of para-teachers or supporting teachers, and coordination with families.

The mean scores across these dimensions were 2.34 for physical facilities, 1.30 for inclusive
practices, 2.52 for attention to children’s wellbeing, 2.44 for learning experiences, 1.80 for
availability of para-teachers, and 2.40 for coordination with families. Overall, the findings suggest
a moderate level of program quality in most observed areas. The daycare centers were moderately
clean, safe, had a child-friendly setup, and clean water and washroom facilities, along with having
teachers and caregivers who are attentive towards children’s physical and mental state and try to
ensure a quality learning experience for the kids. But there is a huge gap in inclusive practice as
most of the institutes lacked in physical facilities needed for the children with special needs, such
as specialized equipment, ramps, walkers, and therapeutic facilities, and the educators and
caregivers lacked in competence for dealing with children having special needs. That is why
several daycare centers do not admit children with special needs. In most of the institutes, there
was no para teacher or additional support to facilitate children other than the main teacher or
caregiver. A quite high level of collaboration with the family members was noticed in most of the
institutes providing daycare facilities. To sum up, while attention to children’s wellbeing and
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learning experiences demonstrated comparatively stronger implementation, inclusive practices
and the availability of para-teachers showed relatively lower levels of presence, indicating areas
where programme quality could be further strengthened.

5.3 Equity and Inclusion

This section examines equity and inclusion in ECCD services for children aged 03 by analyzing
disparities across socioeconomic groups, geographic locations, and children with disabilities or
developmental delays. It reviews existing policy commitments and compares them with the
realities of service delivery. It also highlights persistent gaps that continue to limit equitable access
to ECCD services for vulnerable populations.

5.3.1 Socioeconomic and Geographic Disparities
The discussion covers the policy provisions and strategic guidelines for equitable and inclusive
ECCD services across various socioeconomic groups and geographic regions, alongside the
current status of equity and inclusion in these services:

Policy Provisions and Strategic Guidelines on Ensuring Socioeconomic and Geographic
Equity

According to the CECCD Policy 2013, all children between 0 and 3 years, regardless of their
geographic or socioeconomic background, are to be brought under a protection zone and ensured
access to the Essential Service Packages covering healthcare, nutrition, protection, and early
learning opportunities. The policy also specifically advocates for establishing quality day care

centers in factories so that children from low-income families can access secure facilities during
early childhood (MoWCA, 2013a).

The National Food and Nutrition Security Policy Plan of Action also highlights strengthening
National Nutrition Services for children from poor and vulnerable backgrounds (MoF, 2022).

Status of Equity and Inclusion across Different Socioeconomic Groups and Geographic
Regions

Service delivery on the ground shows clear disparities from policy. According to the parents,
middle-class families are the worst sufferers because quality services are available only for the
elites and the low-income groups. The upper-class families can afford nutritious food, skilled
caregivers with high salaries, and quality day care centers, ensuring maximum protection for their
children. Most of the parents were found to be reluctant to discuss the equity and inclusion issues.
On the other hand, the low-income communities have targeted arrangements from both the
government and NGOs. NGO-run initiatives often have trained caregivers, stronger management
systems, and child-oriented programs. A service provider mentioned during the IDI,

To be honest, we do not serve the middle class as much as we serve the underprivileged

ones. The privileged people can afford and access anything for themselves and their
children. But the middle-class people neither can spend like the wealthy parents nor get
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low-cost services from the NGOs. But among middle-class children, the trend of having
working parents is much higher. [IDI, P2]

Key informants also acknowledged the insufficiency of services for the urban middle class and
suggested expanding successful models developed earlier for economically disadvantaged groups
to middle-class neighborhoods.

In terms of geography, the most disadvantaged are children from ethnic minority communities,
disaster-prone populations, and children living in poverty-prone areas such as haors, tea gardens,
char areas, coastal remote regions, and urban slums. A key informant noted,

If you talk about the Para centers in the CHT, they provide service to children above 3.
Most of the NGO initiatives in the urban slums, tea gardens, haors, or coast focus on pre-
schooling of the 4+ children. There is a major gap in services for children below 3, even
though these are the most important 1000 days of their lives. [KII, P11]

The parents’ survey revealed some reasons behind discrimination in accessing services.

e Discrimination in accessing ECCE services: 13.46% of the parents reported
experiencing discrimination. Among them, 92.86% cited financial hardship, 28.57% social
status, and 7.14% child’s gender as reasons, highlighting socio-economic barriers to
inclusive ECCE access.

Figure 11: Factors Affecting Discrimination in Accessing Institutionalized ECCD Services
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So, the primary gap lies in the unequal distribution of early childhood services across both
socioeconomic and geographic lines. While policies emphasize universality, in practice the service
landscape favors the elite and the poorest, leaving the urban middle class largely underserved.
Furthermore, children under 3 in hard-to-reach regions, such as indigenous communities, climate-
affected areas, coastal belts, tea gardens, and urban slums, have minimal access to ECCD
interventions, particularly for children in their first 1000 days. NGO and government initiatives
mostly target preschool-aged children, leaving a policy—practice disconnect for the 0—3 age group.
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5.3.2 Persistent Gaps in Services for Children with Disabilities and Developmental
Delays

The discussion covers the policy provisions and strategic guidelines for equitable and inclusive
ECCD services for children with disabilities and developmental delays, alongside the current status
of equity and inclusion in these services.

Policy Provisions and Strategic Guidelines on Addressing Disability and Developmental
Delays

Every act and policy in Bangladesh, including the CECCD Policy 2013 and its operation and
implementation plan and the Child Daycare Centre Act 2021, distinctly identifies the rights of
children with disabilities. The Child Day Care Centre Act 2021 mandates that daycare centers
must have necessary services and facilities to ensure inclusion of children with special needs.

The Nurturing Care Framework (WHO et al., 2018) also highlights the need for dedicated ECD
interventions for children with disabilities and developmental issues through early identification,
timely referral services and capacity building of caregivers within families. These policy
directions clearly emphasize equitable access, early intervention and disability-inclusive service
delivery.

Status of Inclusive and Equitable ECCE Services for Children with Disabilities and
Developmental Delays

In practice, early detection facilities are limited across the country, causing delays in identifying
developmental issues and compromising recovery potential. During the KlIs, the child healthcare
experts highlighted the underprepared system for ensuring equitable services for the children with
disabilities or developmental delays. A representative from MoHFW mentioned,

We need to focus significantly on the early identification of disabilities and developmental
delays so that these children are not deprived. Screening is crucial. Inclusion means
providing services according to each child’s needs—one size does not fit all. We need to
screen children to determine what specific services each one requires. Since we are at the
primary stage, we are not yet able to fully identify children in need. Our facilities need to
be ready, and ideally, each center should have a dedicated counselor, but currently, we do
not have that capacity. [KII, P18]

The importance of screening and individualized services was acknowledged by the ECCD
providers as well, since several children with disabilities and developmental delays are brought to
centre-based service providers. ECCD providers also admitted that equitable services for children
with disabilities are yet to be ensured, mainly due to the absence of trained human resources and
inadequate infrastructure. Many service providers mentioned that even general infrastructural
requirements are unmet, making it difficult to develop disability-friendly structures within current
financial constraints. One of the service providers highlighted,

81



We are empathetic towards children with disabilities. We try to address developmental
delays, but dealing with disabilities needs extensive competence from the supplier side.
Unfortunately, we lack both physical and human resources to serve all the children
equitably. [IDI, P19]

Key informants advocating for disability rights further noted that no organization or project is
exclusively working on early identification and early intervention, making it difficult to
mainstream children with minor developmental issues. On the demand side, low parental
awareness contributes to poor service utilization, as many parents hesitate to bring their 0-3-year-
old children with special needs outside the household. The parents’ survey, however, does not
capture any data regarding disability related discrimination.

This absence likely indicates a data limitation rather than a lack of prevalence. This gap potentially
reflects low institutional enrollment of children with disabilities, limited parental awareness of
available support, or parents’ reluctance to disclose that their child has a disability or requires extra
support.

The policy—practice gap is evident in multiple dimensions. Despite strong policy commitments to
inclusion, the country lacks functional early detection systems, trained personnel, disability-
friendly infrastructure, and dedicated early intervention services. Parents’ hesitancy and limited
awareness further reduce demand for services, preventing ECCD centers from developing capacity
for disability-inclusive care. District-level facilities exist, but upazila-level screening and referral
mechanisms remain weak. As a result, many children remain unidentified until entering school, by
which time recovery and intervention opportunities are significantly reduced. The gap is not only
structural but also systemic and cultural, affecting children's equity, access, and developmental
outcomes.

) Highlights of Findings Regarding the Status of ECCE Services for Children Aged 0-
3

e Domination of Health-Focused Services and Limited Early Learning Opportunity

Although national policies emphasize a holistic Early Childhood Care and Development
(ECCD) approach, including health, nutrition, protection, responsive caregiving, and early
learning, the service coverage for children aged 0-3 remains overwhelmingly health-
focused, especially for the parents actively seeking immunization services across the
country. However, developmental and early learning guidance, parental coaching, and
stimulation activities are not integrated into routine service delivery at the community
level. Parents outside urban areas have little awareness about early learning needs. Nuclear
families, parental workload, and reliance on digital devices have reduced natural
stimulation at home for the children.

e Unfavorable Outcome of the Integrated Health and ECCE Efforts
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Under the 4th HPNSP and MoHFW pilots, early stimulation messages, nurturing care
practices, and developmental screening are being linked with ANC, EPI, and IMCI in 16
upazilas for piloting. But the frontline workers are overloaded, lack training, and are
unprepared to consistently deliver ECCE along with health care services in every corner of
the country, including these piloting areas. Structured dissemination of unified, repeatable
messages on nurturing care, complementary feeding, and early stimulation is missing.
Awareness efforts have not reached households effectively, especially in marginalized
areas.

e Low Utilization, Quality Gaps, and Limited Inclusiveness in Daycare Services

Despite policy backing, daycare services for children under three remain significantly
underutilized due to persistent cultural stigma, with many parents perceiving daycare
enrollment as neglect and preferring informal nannies with limited skills. Existing centers
struggle with low enrollment while simultaneously facing infrastructural deficiencies,
including the absence of child-friendly spaces, safe environments, and minimum standards
mandated by the Child Daycare Centre Act 2021. Home-based daycares, though popular,
remain largely unregulated, leading to uneven service quality. Across centers, NGOs, and
related facilities, there is a substantial shortage of trained ECCD personnel, a limited
understanding of child development and responsive caregiving, and inconsistent training
opportunities. Moreover, inclusive practices are weak, as facilities and caregivers are
inadequately prepared to accommodate children with disabilities, resulting in neglect of
children with visual and mobility impairments and limited adaptation to diverse
developmental needs.

e Underprepared Early Screening and Disability-Inclusive Facilities

Early screening services are available only at district-level healthcare centers, with no
strong referral system from the upazila or community levels. There is a significant lack of
proper early detection tools and limited professional capacity for identifying
developmental delays and disabilities. Moreover, the services that do exist are not
effectively communicated to parents, resulting in many children not receiving the support
they need.

e Disparity in Service Accessibility for the Children from Hard-to-reach Areas and the
Urban Middle Class

Early childhood services in Bangladesh are unevenly distributed, favoring the elite and the
poorest while leaving the urban middle class largely underserved. Children under 3,
especially in hard-to-reach areas such as indigenous communities, coastal regions, haors,
tea gardens, and urban slums, have minimal access to essential ECCD interventions during
their critical first 1000 days.

) Major Recommendations
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Scale Up Integrated ECCD Models and Strengthen Cross-Sector Coordination

Expand successful models such as the icddr,b’s holistic cascade approach nationwide to
ensure supervisors and frontline health workers receive structured training on responsive
caregiving and early stimulation, and then disseminate it at the community level through
parents and other family members. Strengthen coordination between MoWCA, MoHFW,
MOoE, and local government to streamline ECCD messages and align health, nutrition, and
early learning interventions. Ensure consistent ECCD counseling across ANC visits, EPI
sessions, IMCI corners, courtyard meetings, and home visits, so families receive unified
messages. Train frontline health workers through refresher courses, ECCD flipcharts, and
simplified dietary guidance.

Expand Early Learning and Stimulation Opportunities Through Community
Platforms

Equip daycare centers, breastfeeding corners, and child-friendly spaces with age-
appropriate play materials and simple stimulation guides. Integrate early play, storytelling,
and responsive caregiving demonstrations into EPI sessions, courtyard meetings, and home
visits. Revitalize mass media campaigns and engage local governments to promote
stimulation practices among parents, including fathers.

Strengthen Trust, Quality, and Inclusiveness in Daycare Services

Implement nationwide awareness campaigns using community champions and parent
testimonials to address cultural stigma and promote the developmental benefits of daycare.
Ensure safe, transparent, and child-friendly environments through strict enforcement of the
Child Daycare Centre Act 2021 and expansion of workplace-based daycare across sectors.
Simultaneously, institutionalize inclusive service standards by ensuring physical
accessibility, appropriate learning materials, flexible caregiving routines, and targeted
training for caregivers on disability inclusion, psychosocial support, and gender-sensitive
practices.

Improve Infrastructure and Strengthen ECCD Workforce Capacity Through
National Quality Standards

Introduce a minimum quality standard and practical checklist for all centre-based and
home-based childcare services, with regular monitoring and simple accreditation. Ensure
play corners, breastfeeding spaces, and developmental screening stations within existing
health facilities. Develop a national competency framework defining qualifications and
core skills for ECCD personnel. Standardize training modules across health and daycare
sectors and expand pre-service and in-service training through universities and TTCs.
Introduce district-level short-course certifications and enforce workforce requirements.

Reduce Geographic and Socioeconomic Inequities

Introduce mobile ECCD services and outreach models for hard-to-reach, climate-
vulnerable areas. Expand Para centers and NGO models to include children aged 0-3.
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Status of the ECCE Services

Establish affordable, quality ECCD centers for urban middle-income families through
NGO initiatives and public—private partnerships.

e Strengthen Early Screening and Disability-Inclusive ECCD Services

Establish newborn and early childhood screening (thyroid, hearing, developmental
assessments) at upazila level and reinforce referral pathways to district facilities. Train
ECCD workers and frontline staff on basic disability identification and responsive
caregiving. Conduct stigma-reduction campaigns to encourage early intervention uptake.

Conclusion

The review of ECCE services for children aged 0—3 in Bangladesh shows strong health coverage
but limited developmental and learning support. While immunization and maternal health services
are widely accessed, early stimulation, responsive caregiving, and parental guidance remain
largely absent from community-level delivery. Daycare services continue to be underutilized due
to cultural stigma, poor infrastructure, and workforce shortages, while early screening and
disability-inclusive facilities are inadequate and poorly communicated to parents. Geographic and
socioeconomic disparities persist, leaving children in remote, climate-vulnerable areas and the
urban middle class underserved during their most formative years. To ensure holistic development
in the first 1,000 days, Bangladesh must scale up integrated ECCD models, expand early learning
opportunities through community platforms, strengthen workforce capacity under national quality
standards, and establish inclusive early screening systems. Sustained investment, cross-sector
coordination, and stigma-reduction efforts are essential to transform ECCE services for 0—
3-year-olds into a comprehensive, equitable framework that supports every child’s right to thrive
from birth.
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Chapter Six: Status of Services during
Transition to Primary School
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The transition to primary education for children aged 3—6 in Bangladesh is a critical stage that
determines school readiness and long-term learning outcomes. Historically, services for this age
group were sparse, with health-focused interventions dominating early childhood care and limited
structured learning opportunities available. Recent government, NGO, and private initiatives have
expanded coverage, particularly through one-year pre-primary programs for 5+ children and pilot
two-year programs for 4+, yet participation among younger children aged 3—5 remains extremely
low. This chapter examines the current status of services supporting the transition to primary
education for children aged 3—6, highlighting achievements, systemic gaps, and the reforms needed
to ensure equitable, high-quality early learning opportunities.

6.1 Access and Coverage of Services

This section examines the policy provisions and strategic guidelines related to access and coverage
of ECCD services for children aged 3—6 in Bangladesh, along with the current status of service
availability, participation, and utilization. It reviews policy commitments concerning service
coverage, children’s participation in ECCE below the age of five, and the expansion of universal
pre-primary education to support school readiness. The section further explores how these policy
directions are reflected in practice across different service providers and community contexts.
6.1.1 Service Coverage

The strategic guidelines and policy provisions regarding ECCD services for children aged 3 to 6,
along with the status of service coverage, are discussed here:

Policy Provisions and Strategic Guidelines on the Coverage of Services during Transition
to Primary School for the Children Aged 3-6

Before the formulation of the CECCD Policy 2013, the programs and services available for
children between 3-6 were confined within limited access to National Nutrition Services based
on the Operational Plan for NNS 2011, Universal Pre-primary Education based on the National
Education Policy 2010, EPI program, and some non-governmental initiatives. Exclusively for
early learning opportunities, there were para centers in the Chittagong Hill Tracts and religious
institutes supported by the Ministry of Religious Affairs across the country (MoWCA, 2013b).
All these initiatives remained highly concentrated, as the healthcare provisions were mostly
targeted for children below 3 and early learning started after 5, leaving the 3—6 age group
unattended.

The CECCD policy 2013 and its operational and implementation plan emphasized creating
awareness among parents, caregivers, and local communities regarding ensuring accessibility to
services related to children’s health, nutrition, education, and protection in a way that no age
group is disregarded. It also underlines the importance of regular health monitoring and
opportunities for cultural activities for children aged 3 to 6 years (MoWCA, 2013a; MoWCA,
2013b).
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Status of the Coverage of Services during Transition to Primary School for the Children
Aged 3-6

The preschool years represent a critical window for structured early learning, school readiness,
and socio-emotional development, making consistent access to ECCD services particularly
important during this stage. However, evidence from the parents’ survey highlights pronounced
disparities in service coverage for children aged 3—6 years.

e Respondents’ own children (3—6 years): 69.31% of 189 children were reported to have
access to necessary ECCD services.

e Children in respondents’ wider social networks (3—6 years): Only 31.58% of 285
children (friends’ and relatives’ children) were reported to have similar access.

This substantial difference indicates that a large proportion of children in the broader community
remain underserved.

The services for the children aged 3 to 6 are also very much scattered and lack an integrated
approach. This fragmented structure is reflected in parents’ perceptions of service availability at
the local level.

Local Service Availability:

e Nearly half of the respondents reported significant access barriers, with 23.17% stating
services are not available at all and 25.61% perceiving them as only slightly available,
indicating substantial gaps in service provision.

o A moderate level of availability was reported by 37.80% of parents, suggesting that while
some services exist, they may not be sufficiently comprehensive or consistently accessible.

e Only a small minority of respondents (8.54%) indicated that services are mostly available
in their area. In addition, a small proportion of parents (4.88%) reported having no
knowledge regarding the availability of ECCD services in their locality, which points to
possible information gaps and limited community awareness about existing services.

Despite the limited perceived availability of institutionalized ECCD services, where nearly half of
parents reported services as unavailable or only slightly available, service utilization remains
relatively high. Notably, 70.73% of parents reported using these services for their children aged 3
to 6, suggesting that parents often rely on whatever services are accessible, even when availability
is limited or inconsistent. Parents’ responses further indicate that ECCD services are delivered
through a range of providers in their localities.

Figure 12: Major ECCD Service Providers for Children Aged 3-6 according to Parents
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Major ECCD Service Providers for Children
Aged 3-6 according to Parents
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The survey result shows that no single ECCD service dominates overall coverage, with utilization
spread across a variety of health- and education-oriented providers.

Predominance of Non-Governmental Services: NGOs emerge as the leading provider of
institutionalized ECCD services, utilized by 38.79% of participants.

Role of Primary Healthcare and Private Education: Access through health-based and
private educational facilities remains significant, with community clinics (27.59%),
kindergarten/private preschools (26.72%), and health and family welfare centers (21.55%)
serving as major service points.

Institutional and Community-Based Care: Utilization is also distributed among daycare
centers (22.41%), baby classes at government primary schools (14.66%), and private
organizations (10.34%). Additionally, 12.94% of individuals access services through other
sources, including madrassas, maktabs, and various religious or non-religious
organizations.

As both health-oriented and education-oriented ECCD services are utilized at relatively low and
fragmented levels (as shown in Figure 10), this suggests the absence of a comprehensive or
integrated service model for this age group.

While the provider landscape is diverse, the actual utilization of these institutional services is
shaped by specific parental priorities regarding child protection and developmental stimulation.

Primary Drivers for Service Utilization: Parental engagement is largely motivated by
the need for safety and security (68.97%), followed closely by concerns for health and
nutrition (62.93%) and the desire for early learning stimulation (55.17%).

These findings suggest that parents prioritize basic protection, physical well-being, and early
cognitive stimulation when engaging with institutionalized ECCD services. In line with these
motivations, the availability of ECCD services appears to moderately align with parental priorities.
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e Perceived Availability of Services: While early learning opportunities (58.62%) and
safety/protection services (50.86%) are the most commonly reported available resources,
access to healthcare facilities (43.10%) and responsive caregiving (41.38%) is notably
lower.

e C(ritical Gaps in Socio-Emotional Support: A significant disparity exists in psycho-
social care; despite parental interest in developing socialization (21.55%) and language
skills (13.79%), only 6.90% of respondents reported the availability of psycho-social
support.

This fragmented service coverage underscores the need for a more comprehensive and integrated
ECCD service delivery model that balances physical care, cognitive stimulation, and socio-
emotional development.

Having the view of establishing an integrated model dedicated towards children, the Government
runs the Integrated Community-Based centre for Child Care, Protection, and Swim-Safe Facilities
(ICBC) Project in rural areas, where children between 1 to 5 are kept within a centre-based facility
when their parents or caregivers cannot attend to them. But it was found during this study that
children coming to these centers are mostly above 3, and many key informants mentioned that the
project is weakly implemented and has not been successful enough. A key informant stated,

The government is running ICBC, but do you think it has reached the vision with what it
had started? Can you see a single practice from ICBC that has been scaled up across the
country? Then what is the point? [KII, P17]

The ECCD practitioners were also found not to be satisfied enough with ICBC’s success and they
identified a lack of parental awareness behind this. One of them mentioned,

ICBC is not 100% successful, maybe 50%. The parents are often careless and unwilling to
come to the centers. They prefer keeping the children unattended rather than putting in
some extra effort to bring them to us. But they are not to be blamed as no initiative is taken
to communicate about these centers and the further benefits in the future to them. [IDI,
P20]

These perspectives highlight operational gaps, insufficient community outreach, and limited
engagement with parents, all of which constrain ICBC’s effectiveness in rural areas.

In contrast, urban areas exhibit a different ECCD landscape. There are both home-based and
center-based daycares in labor-intensive zones, largely run by NGOs, alongside private daycares
for the urban elites. For the healthcare of children above 3, only some immunization services are
available, mainly booster doses or non-routine vaccines. Parents from rural and remote areas
during FGDs reported lower coverage, long distances to clinics, and poor communication systems,
making access challenging. Although a national-level child health program manager stated that
IMCI corners exist in every upazila-level facility, parents are not adequately informed about these
services.
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Both parents and ECCD providers in the urban areas highlighted increasing developmental delays
among urban children aged 3 to 6 due to nuclear families and screen addiction. Therefore, urban
providers focus on play-based motor and sensory development, addressing speech and social
communication issues, and counselling parents. But neither the parents from the rural and hard-to-
reach geographic regions like haors, chars, coastal areas, or the hills, nor the ECCD practitioners
were found to be much enlightened and concerned about these developmental issues.

The FGDs with parents and IDIs with service providers revealed that children’s participation in
cultural and co-curricular activities is very limited these days. Most children only participate in
annual cultural functions at the centers after preparing for a few weeks without any regular
structured play and cultural activities. Only one highly facilitated urban preschool was found to
incorporate regular physical education, dance, music, storytelling, and other co-curricular
engagements. Parents from that particular institution also reported school-supported visits to
Shilpakala Academy. In contrast, in a government school, despite students’ high demand, they
could not have a music teacher due to a funding shortage. The situation is quite similar regarding
health monitoring as well. Only the parents of the highly facilitated urban preschool reported
regular visits from doctors through authorities' initiatives during the FGDs.

ECCD services for children aged 3 to 6 remain insufficiently coordinated across sectors, with
limited multisectoral integration in practice. Parental awareness and communication regarding
available child health services, including IMCI and routine follow-up care, remain weak and
inconsistent. Cultural, play-based, and creative activities are not systematically embedded within
ECCD center programming and are often confined to occasional or annual events, reflecting
limited institutional prioritization and financing for such components. Geographic inequities
persist, as ECCD service outreach in remote and rural areas remains limited, with weak referral
linkages to nearby health facilities and insufficient mobile or outreach-based service delivery
mechanisms.

6.1.2 Limited Participation of Children below 5 in ECCE Services

The policy provisions and strategic guidelines regarding the involvement of children under 5 in
ECCE services, as well as the current status of their participation in these services, are discussed
here:

Policy Provisions and Strategic Guidelines on ECCE Services for Children below 5

According to the National Education Policy 2010, children aged 4+ are considered eligible for
pre-primary education, and it emphasizes preparing children for the transition to primary school
as soon as they reach this age (MoPME, 2010). Government, non-government, and private
initiatives also aim to provide early learning opportunities to children in this age group,
recognizing the importance of foundational cognitive, social, and affective development.

In the CECCD Policy 2013, infrastructural development for early learning of the children
between 3 and 6 years and creating an inclusive zone combining health, education, and
protection is spotlighted (MoWCA, 2013a).
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Status of the Participation of Children below S in ECCE Services

In practice, children aged below 5 have very limited access to early childhood education.
According to national data, only 16.6% of children in this age group are enrolled in ECCE
programs (BBS & UNICEF, 2025), reflecting substantial gaps in early learning opportunities.
Findings from FGDs with parents from diverse socio-economic backgrounds, along with IDIs with
ECCD service providers, indicate that children living in urban slums or labor-intensive areas have
comparatively better participation. This is largely facilitated through NGO-run programs that
provide structured, play-based learning from an early age. One ECCD service provider working in
slum communities noted,

We start our programs through play, and then gradually the students reach nursery or pre-
school. We try to serve the children from their foundational age and prepare them for
preschool. But I would say not every child, in spite of coming from solvent families, is
served properly in this period. The children here are sort of fortunate. [IDI, P3]

These findings highlight that while some children in urban, NGO-supported contexts receive early
learning opportunities, the majority of children under five, especially those outside such programs,
remain underserved. The limited availability of structured ECCE services for this age group points
to a critical need for expanding access, ensuring that foundational learning and developmental
support reach all children before the start of formal schooling.

Children in rural, poverty-stricken areas, chars, haors, or plain urban settings often only start ECCE
programs after turning 5 or later. Some NGO-run initiatives claim to target children above 4. But
according to the parents, as their services are completely academic, it limits the all-round ECCE
experience and becomes overwhelming for the children. Many service providers claim to serve
children above 2 in their learning centers. But during field visits, most children found are aged
above 5 or 6. As the services are very much literacy-focused and disseminated in a strict academic
approach rather than having a play-based approach, younger children and their parents tend to
avoid the available services at least till the children turn 5. A few well-intended initiatives are there
as well, but they lack the resources to serve a large portion of the children.

Also in urban areas, ECCD service providers primarily act as shelter homes for working parents’
children, completely ignoring early learning, socioemotional, and cognitive development. Only a
few high-quality and high-cost daycares emphasize play-based learning and competency
development of the children, which are not accessible to all. The key informants also highlighted
the gap in ECCE services for children from 3 to below 5. The two-year program for 4+ children is
still in the piloting phase, leaving many children under 5 without access to early learning. One of
them voiced it as,
We are very clueless about the cohort from 3 to below 5. The health sector takes charge of
the children below 3, and the education sector's initiatives start from 5 as the two years of
pre-primary are not implemented yet. There is no policy indication in this regard as well.
The children within this age only get some immunizations. The government should take
initiatives to include children from 3 to below 5. Their participation in ECCE 1is not at all
up to the expectation, which you can see in government data. [KII, P2]
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This statement highlights a critical policy and implementation gap as children aged 3 to below 5
currently fall between the mandates of the health and education sectors, leaving them largely
underserved in terms of structured early learning opportunities. While immunization services are
provided, there is minimal attention to holistic development, including play-based learning, social
skills, and cognitive growth. The lack of a formal framework or targeted program for this age
group contributes to low participation in ECCE and underscores the need for a coordinated
approach that bridges the gap between health and education initiatives.

In contrast, children below five living in humanitarian or crisis-affected contexts have seen
somewhat better access to ECCE services through structured NGO initiatives in recent years.
These programs, though limited in scale, demonstrate the potential of targeted interventions to
reach underserved age groups and highlight the importance of expanding similar approaches
nationally.

6.1.3 Universal Pre-Primary Education and School Readiness among Children
between 3-6

The policy provisions and strategic guidelines for universal pre-primary education and school
readiness for children aged 3 to 6, along with the status of universal pre-primary education and
school readiness among these children, are discussed here:

Policy Provisions and Strategic Guidelines on Universal Pre-Primary Education and
School Readiness among the Children Aged 3-6

Pre-primary education has the most extensive coverage among all the services available for
children aged 3 to 6 years in Bangladesh because of the government interventions. The National
Education Policy 2010 advocates for one year of pre-primary education for 5+ children, with
plans to extend it to 4+ children (MoPME, 2010). Strategies in the policy also promote learning
opportunities in religious institute-centric setups, combining basic literacy with moral and
religious education.

The Consultation Committee Report for the reformation of primary and non-formal education
emphasizes the urgency of implementing a two-year pre-primary program for 4+ children
(MoPME, 2025). Currently, one year of pre-primary education is run in every government
primary school, while the two-year program is in the piloting phase. Voluntary family
participation and recruitment of para-teachers are encouraged to expand access despite resource
and infrastructural limitations (MoPME, 2025).

The Operational and Implementation Plan of the CECCD Policy 2013 particularly focuses on
promoting universal pre-primary education by government initiatives and also expanding pre-
primary education for children between 3 to 6 through establishing community schools and using
the infrastructure of primary schools if needed (MoWCA, 2013b).

Status of Universal Pre-Primary Education and School Readiness among the Children
between 3-6
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At present, pre-schooling opportunities for children between 3-5 are mostly provided by private
and NGO-run schools, as the government initiative of two years of pre-primary is still in the
piloting phase. In the GPSs, the one-year pre-schooling is highly appreciated. It was revealed in
the FGDs with parents that, as the private and NGO initiatives are limited and often create a
financial burden on the parents, sometimes the rural parents enroll their below-5 children in the
one-year pre-primary program in the government primary schools to introduce them to the school
environment and prepare them for formal education. The government primary schools are
mandated to have a separate room for preschool. Even though GPSs are mandated to have a
separate room for pre-schooling, in practice, this provision is not as ambitious or comprehensive
as intended, and access remains limited in many areas. This gap in access underscores the
importance of any available pre-primary program, as even a single year of preschool can have
meaningful impacts on school readiness.

ECCD providers and child education experts noted that one year of pre-schooling significantly
improved school readiness among the children. Data also support this claim ,as at least 79.6% of
children just before Grade 1 either attend an early childhood education program or go to primary
school, with 77.5% of Grade 1 students having attended ECCE before entering primary school
(BBS & UNICEF, 2025). The education officers and PTI instructors also agreed upon the
strengthening of universal pre-primary education as it benefits the learners in later life. One of
them highlighted,

If a child gets the right early learning experience at the pre-primary level, it makes his/her
subsequent learning easier. The child becomes accustomed to learning, and the rate of
dropout decreases. Therefore, if quality ECCD can be ensured, this directly or indirectly
affects all levels of education. [IDI, P31]

These insights underline the significance of pre-primary education in establishing foundational
learning habits, reducing future dropout rates, and supporting children’s overall progression in
school. The officer’s observation emphasizes that early learning experiences not only prepare
children academically but also socially and emotionally, forming a basis for lifelong learning.

Similarly, in the FGDs, parents across geographic regions strongly supported universal pre-
primary education, regardless of whether it was provided by government or non-government
actors, and advocated for starting it as early as possible, particularly emphasizing the two years of
pre-primary in GPSs, citing both learning and childcare benefits. Mother of a child from the
babyclass of a GPS noted,

As 1 bring my children here, she plays with the other children and learns how to
communicate. She is not shy at all while talking to others. Along with that, she knows the
alphabets and numbers. Now I can easily admit her to Grade 1 next year. [FGD 19, P4]

This statement reflects parents’ recognition of the multifaceted benefits of pre-primary programs,
including socialization, early literacy and numeracy, and confidence-building. Parents from the
Chittagong Hill Tracts also expressed appreciation for learning activities in para centers, noting
that these initiatives help children achieve learning outcomes more easily when admitted to Grade
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1. Along with pre-schooling, some private and NGO-run institutes were found offering additional
learning in hygiene, life skills, and activity-based curricula that also positively contribute in school
readiness of the children. But these services are not universal, and thus, several students lack
preparation for primary schooling.

During the IDIs with the ECCD service providers to the children between 3-6 through government,
private, and NGO initiatives, in the coast, char, haor, and poverty-stricken areas, a common
dissatisfaction was noted regarding the resource shortage and limited facilities, which hinder the
establishment of universal preprimary education and the school readiness among children. One of
them mentioned,

As we deal with young children, they have different needs. Such as the need for good food,
play materials, a beautiful classroom, a playground, co-curricular activities, and so on. If
all these needs are fulfilled, the children get ready for their formal education with proper
socio-cognitive and physical development. But we can not provide adequately. It reduces
the consistency and quality of their preschool experience. Children in rural, remote, or
marginalized areas face additional barriers due to poor access and insufficient support in
early learning from family members; as a result, transitioning to school comes as a
challenge to them. [IDI, P5]

It highlights the importance of a well-resourced learning environment for holistic development,
covering physical, cognitive, and socio-emotional growth. It also draws attention to the
compounded disadvantage faced by children in marginalized areas, where both infrastructure and
parental support for early learning are limited. The provider emphasizes that insufficient resources
not only reduce the quality and consistency of preschool experiences but also make the transition
to formal schooling more difficult for these children.

The parents’ survey further confirms these constraints. The limited initiatives from family
members for accelerating early learning at home and preparing the children for school have also
been identified. Only 32.32% of parents reported having adequate knowledge regarding the early
learning of their children between 3 to 6, which is reflected through their early learning initiatives
at home.

e Dominance of Play-Based Interaction: The most frequent home-based initiative is
playing with children (72.41%), followed by storytelling/book reading (48.28%) and
engaging children in small, age-appropriate activities (48.28%).

e Moderate Verbal Stimulation: Approximately, only one-third of parents engage in
interactive verbal practices, such as questioning children (33.62%) and singing together
(32.76%).

e Limited Structured and Creative Learning: Engagement in tasks that support school
readiness is notably lower, with only 24.14% of parents assisting with homework or
involving children in creative activities like drawing and painting.

This finding suggests that parents’ understanding of early learning is largely centered on play-
based activities, while other practices that contribute to school readiness, such as providing age-
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appropriate and creative tasks, using interactive methods, and guided learning, are comparatively
less utilized.

The findings from both the quantitative and qualitative data clearly identify a significant policy-
practice gap regarding universal preprimary education for a smooth transition to the primary stage.
Even though universal preprimary education is highly appreciated and evidently beneficial for
shaping the children’s further learning experiences, we are far behind reaching what we envision
due to resource scarcity and a lack of successful parental interventions. No universal community-
based initiative for promoting pre-primary education, both in urban and rural areas, was found.

6.2 Quality of Services

This section explores the policy framework and guidelines designed to ensure quality ECCD
services for children aged 3—6, covering pre-primary education, health, and socio-emotional
development. It examines how these policies translate into practice, looking at service delivery,
teacher competence, curriculum implementation, and program effectiveness across different
regions, while highlighting key gaps and factors that influence the overall quality of early
childhood services.

6.2.1 Mixed Evidence on the Service Quality for the Children Aged 3 to 6
The policy provisions regarding the quality of ECCD services for children aged 3 to 6 and the
current status of this service quality are discussed here:

Policy Provisions and Strategic Guidelines on Ensuring Quality ECCD Services for
Children Aged 3-6

All the relevant policies - such as the National Education Policy 2010 and the CECCD Policy
2013 aim to provide quality services to children. The National Education Policy 2010 commits
to preparing children for the further stages of education through a strong pre-primary foundation
(MoPME, 2010).

The CECCD Policy 2013 prioritizes the maximum development of children aged 3 to 6 in terms
of health, education, and socio-cultural experiences, emphasizing community involvement
(MoWCA, 2013a). Together, these policies highlight the government's intention to ensure
holistic development for every child within this age group.

Status of Service Quality for the Children Aged 3 to 6

In practice, the dedicated services towards children between 3 to 6 majorly involve pre-primary
education. Even though, from the service providers' point of view, both the government and private
organizations are working toward expanding pre-primary education and ensuring quality, the key
informants expressed dissatisfaction regarding the quality of services and service outcomes. One
key informant, directly involved with early childhood education, put it as,
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Globally, it has been observed that pre-primary education provides children with a very
strong foundation. But if we look at our data, even in the NSA report, you will see that
there is no significant difference between children who attend pre-primary and those who
do not. This means pre-primary is not contributing as much as we expected. [KIL, P15]

On the contrary, the parents from the geographically challenging areas, like haors, chars, coasts,
and the hills, were found to be content with the service quality as their children were getting access
to education with a minimum expense and getting prepared for formal education. NGO-run pre-
primary programs in poverty-stricken and other rural areas were found to be providing
comparatively better service and focusing on engaging in child-centered activities. Urban elite
parents expressed satisfaction with the services of private daycare centers and preschools for the
world-class practices they followed, which combined early learning with other skills development.
One of the urban mothers shared her experience, saying,

I have my full trust and confidence in this institute. The child is learning about the bad
touch, good touch from now on. Her motor, language, and cognitive skills are developing.
In fact, at this age, she already learns everything she needs for later life. [FGD 10, P4]

Together, these findings indicate a mixed picture of the service quality. While well-resourced
urban and NGO-run programs demonstrate strong child-centered practices and early learning
outcomes, overall service quality remains uneven, particularly in government programs and in
remote areas. Access is often determined by geography, socio-economic status, and the availability
of well-trained providers, suggesting that, despite expansion efforts, achieving universal, high-
quality pre-primary education remains a major challenge.

Coming to healthcare services, in most plain urban and rural areas, parents expressed general
satisfaction with clinic and hospital services, noting that their children received adequate attention
from doctors. However, in the hill tracts, parents reported that the quality of healthcare facilities
has been deteriorating, especially when compared to the relatively better educational opportunities
available for young children. In hard-to-reach regions such as haor, char, and coastal areas, FGDs
with parents highlighted limited availability of quality healthcare services, the high cost of basic
medical care, and dependence on nearby cities for treatment. Mothers living in urban slums further
added that the doctor’s visit fee for children is quite high, which is a major burden, often
accompanied by the need to offer bribes for quicker access.

Parents’ satisfaction with institutionalized ECCD services was generally high.

o The majority of respondents expressed positive sentiments, with 54.31% reporting full
satisfaction and 39.66% reporting moderate satisfaction.

e Only a small minority (6.03%) indicated that they were only slightly satisfied with the
services received.

These satisfaction levels align closely with parents’ perceptions of service quality.
e Perceived Service Quality: Quality ratings mirrored satisfaction levels, with 45.73% of

parents categorising services as "good" and 35.37% as "moderate."
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e Critical Quality Concerns: Despite general satisfaction, 16.46% of respondents rated
service quality as "bad," while only a negligible proportion (1.22%) perceived it as "very
good."

o Knowledge Gaps: A marginal percentage (1.22%) of respondents reported not know the
quality of the services utilized.

The correspondence between satisfaction and perceived quality suggests that parents who use
ECCD services generally find them acceptable.

However, it is important to note that these evaluations may be influenced by limited exposure to
alternative services or benchmarks for early childhood quality. Consequently, while parents report
high satisfaction and generally positive quality perceptions, these ratings may reflect a generalized
sense of adequacy rather than a detailed assessment against comprehensive early learning
standards. The relatively low proportion of “very good” quality ratings highlights potential areas
for improvement, particularly in holistic early learning, responsive caregiving, and
developmentally appropriate practices.

Despite the strong policy intent to ensure holistic early childhood development, significant gaps
remain in the quality and consistency of service delivery across geographic settings. While pre-
primary education is central to services for children aged 3 to 6, its expected impact is not reflected
in national learning data, indicating poor quality and limited effectiveness. Quality disparities are
particularly prominent across different regions: geographically challenging areas express
satisfaction mainly because any form of access feels valuable, not necessarily because services are
truly high quality. Meanwhile, urban elite families benefit from world-class private services,
creating a stark contrast with government and NGO-supported programs in rural and marginalized
areas. In the health sector, uneven availability of quality healthcare, deteriorating facilities in the
hill tracts, high costs in hard-to-reach areas, and systemic issues such as bribery in urban slums
further highlight deep inequities. There is also a noticeable absence of data regarding the quality
of health, life skill development, and cultural activities for 3-6-year-old children, making it
difficult to assess overall service quality and identify targeted interventions.

6.2.2 Shortage of Skilled Workforce and Inconsistent Professional Development in
Pre-Primary Education

The policy provisions and strategic guidelines on workforce competence and professional
development in pre-primary education, along with the current status of workforce competence and
professional development, are discussed below:

Policy Provisions and Strategic Guidelines on Skilled Workforce and Professional
Development in Pre-Primary Education

The national policies emphasize ensuring a qualified and adequately trained workforce for pre-
primary education, highlighting professional development and skill enhancement as essential
components for delivering quality early learning. The CECCD Policy 2013 and National
Education Policy 2010 envision pre-primary classrooms run by trained, child-friendly, and
developmentally informed teachers capable of facilitating play-based learning. In the
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Operational and Implementation Plan of CECCD Policy 2013, it is mentioned to have competent
teachers for pre-primary and ensure continuous professional development for them.

Status of Workforce Competence and Professional Development in Pre-Primary Education

In reality, the quality of pre-primary education varies widely from institute to institute. In a number
of government primary schools, the quality of pre-primary education is very disappointing.
Parents, key informants, education officers, and PTI instructors repeatedly pointed to low
workforce quality and weak commitment in GPSs. Key informants shared that mostly in the
geographically backward areas, teachers are unqualified and irregular. One of them noted,

The quality of early childhood and pre-primary education in Bangladesh is generally low,
especially in hard-to-reach areas, as there is a lack of qualified teachers and the teachers
barely attend classes. I, myself, have seen that they have a tendency to send any of their
family members or neighbors to the school and sit aimlessly in the classrooms on their
behalf. [KIIL, P10]

In contrast, practices in privately run and NGO schools are highly praised both by the parents and
key informants compared to the government initiatives. Despite the high cost, many parents prefer
private pre-schooling if they are capable of providing high quality of the teachers. But not every
privately run preschool or kindergartens have qualified workforce, as many parents during the
FGDs described their systems as “show-offs,” with unskilled teachers and no measures for
capacity building. Parents and key informants are both more confident with the services of NGO
teachers, who often receive better training and remain updated with evolving educational
approaches, even though these NGO-led preschooling initiatives have lessened in the past few
years as the government has taken over pre-primary education. Comparing the government and
NGO-run initiatives, one of the key informants commented,

The govt. pre-primary teachers are not qualified enough. They receive training for a
maximum of 10-15 days, which is barely enough. The NGOs could have been a great resource in
implementing quality pre-primary education by providing an effective, affectionate, and
experienced teachers pool who have the psychological readiness to deal with children if the
government collaborated with them. [KII, P7]

While asked, the pre-primary level teachers in the government schools also agreed upon not being
trained enough on the essential aspects of disseminating pre-primary education and ECCD, such
as play-based pedagogy, child psychology, and early learning and development standards and there
1s no opportunity for in-the-job training. One of them mentioned,

I have been teaching for a while now, but, unfortunately, I have not received any particular

training on ECCD. I know I need to be active and play with the children, but I do not know anything
about the concepts of ECCD and how it's related to preprimary education. [IDI, P25]
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There is a significant shortage of skilled teachers and inconsistent professional development across
pre-primary settings. Government school teachers receive only brief training of 10—15 days, which
is insufficient. Continuous professional development opportunities remain limited, contributing to
low teaching quality. NGO schools have strong training systems, but these are not leveraged at
scale. Private school teachers also lack structured capacity-development support, despite their
willingness to participate. Overall, the system lacks standardized criteria for teacher qualifications,
accountability, and ongoing professional development, creating uneven quality across
government, NGO, and private providers.

6.2.3 Curriculum-Practice Disconnection in Preprimary Education
Strategic guidelines for implementing the curriculum and classroom practices in primary
education, as well as the current status of these implementations, are discussed here:

Guidelines on Curriculum Implementation and Classroom Practices in Pre-Primary
Education

The pre-primary education in Bangladesh targets children aged 4 to 6 years to develop their
physical abilities, socio-emotional skills, ethics, language and communication, logic and
arithmetic, creativity and aestheticism, knowledge of environment, atmosphere, science and
technology, and overall well-being. The National Curriculum and Textbook Board (2025)
provides a detailed curriculum that outlines learning areas, objectives, age-relevant teaching-
learning activities, and assessment methods. The suggested activities include display, roleplay,
storytelling, discussions, group and pair work, rthymes, singing, and play using child-friendly
materials to ensure all-around development before transitioning to primary education.

For scaling up the pre-primary education for the children between 3-6, the Operational and
Implementation Plan of CECCD Policy 2013, a strong direction is provided towards developing
and implementing a quality curriculum, ensuring participation from a skilled workforce and
usage of necessary learning materials (MoWCA, 213).

Status of Curriculum Implementation and Classroom Practices in Preprimary Education

Despite having a wonderful curriculum and well-planned strategies, the curriculum
implementation remains weak. Experts identified this as a lack of competency on the practitioners’
side. Teachers are expected to remain active throughout class time, but many are reluctant, causing
the curriculum to remain largely unimplemented. From the practitioners’ point of view,
infrastructural and resource limitations worsen the situation. Pre-primary teachers hardly receive
any support from para teachers, and the teacher—student ratio is much higher than standard.
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Although government schools receive budgets for play-based materials, teachers lack the
knowledge to select or use them properly. As a result, even with a curriculum that addresses all
developmental areas, many children fail to reach the expected competencies outlined in the ELDS.
Parents’ expectations also contribute to the mismatch. While ECCD providers reported that parents
demand reading, writing, and memorization, many parents actually prefer fewer exams and more
communication, play, and hands-on activities. A parent explained,

If my child’s development is not delayed, he would know how to communicate, talk, and
play with friends, which is appropriate to his age. If he is developmentally on track, I am
confident that he will be able to learn on his own when it is needed. He does not need to
bring medals home. So learning life skills should be the priority in pre-primary, not formal
education. But most of the teachers teach in a way as if our children are grown-up adults.
[FGD 9, P7]

The key informants also highlighted the issue of curriculum-practice disconnection in many
preschools or in the baby classes of GPSs. One of the experts of primary curriculum mentioned,

If you see the pre-primary books of NCTB you would see that it has everything properly
planned. It integrates every learning experience a child requires at this age. For example,
there is language and communication, mathematical skills, socio-emotional matters,
physical and mental health, art, and aesthetics. All of this is guided by the curriculum. The
current curriculum is competency-based. It will make you competent. The core
competencies are set. But to implement this, the teachers need to be highly active.
Unfortunately, the classroom practices do not reflect the curriculum at all. [KII, P8]

So it is evident that a major curriculum—practice disconnection exists due to inadequate teacher
capacity, poor infrastructure, limited support staff, and the absence of continuous capacity
building. Teachers’ limited understanding of play-based pedagogy makes proper implementation
difficult. The communication gap between parents and teachers also creates issues, as the parental
expectations are not often voiced. Moreover, essential components such as personal wellbeing,
healthy diet, communication of needs ,and personal safety are not consistently integrated in
classroom practices, despite being strongly emphasized by key informants.

6.2.5 Observed Quality of Program Implementation by Pre-schooling Service
Providers

The quality of program implementation in pre-schooling services was assessed using an
observation tool with positively worded items rated on a 3-point scale, where higher scores
indicated stronger agreement with quality criteria. The observation covered six dimensions:
physical facilities, inclusion, attention to children’s well-being, learning experiences, availability
of para-teachers, and coordination with families.
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The mean scores for these dimensions were: physical facilities 2.09, attention to children’s
wellbeing 2.10, inclusive practices 1.93, quality of learning experiences and activities 2.30,
availability of para-teachers 1.60, and coordination with families 2.20. Physical facilities scored
moderately overall, though WASH facilities, availability of clean water, and space for physical
activities or sports were limited. Inclusion scored the lowest, reflecting limited structural
accommodations for diverse learners, though children from minority groups were not treated
differently, indicating inclusive attitudes. The quality of learning experiences demonstrated
attempts at child-centered, play-based, and engaging activities. However, lesson planning was
limited, innovative teaching—learning materials were seldom used, and practices were not fully
implemented. On a positive note, teachers avoided corporal punishment and displayed empathy
towards children during learning activities. Attention to children’s well-being was moderately
strong, reflecting teachers’ attentiveness to physical and emotional needs. Availability of para-
teachers was low, highlighting gaps in supporting staff for effective program delivery.
Coordination with families was relatively strong, with parents often visiting centers to discuss
children’s progress and activities.

Overall, the findings suggest moderate program quality, with stronger performance in learning
experiences, well-being and family coordination, and weaker performance in inclusion, staffing,
and some aspects of physical infrastructure.

6.3 Equity and Inclusion

This section explores the policy frameworks and strategic guidelines aimed at promoting equitable
access to ECCD services for children aged 3—6, with a focus on geographic, socioeconomic, and
disability-related inclusion. It examines the extent to which these policies are translated into
practice, highlighting the existing gaps in service provision, accessibility, and continuity for
marginalized and vulnerable groups. The discussion also considers the social, institutional, and
systemic factors that influence inclusive participation in early childhood programs.

6.3.1 Advancement towards Geographical and Socioeconomic Inclusion Amid
Continuing Service Gaps

The policy provisions and strategic guidelines on ensuring geographical and socioeconomic
inclusion in services for children aged 3 to 6, and the status of geographical and socioeconomic
inclusion in these services, are discussed here:

Policy Provisions and Strategic Guidelines on Ensuring Geographical and Socioeconomic
Inclusion in Services for Children Aged between 3-6

The CECCD Policy 2013 emphasizes increasing accessibility for children at risk, from
disadvantaged backgrounds, hard-to-reach areas, and marginalized communities (MoWCA,
2013a). The operational and implementation plan of the CECCD Policy highlights establishing
residential and satellite schools, providing social protection, stipends, mid-day meals, and cash
transfers, along with creating awareness and empowering families. The policy also recognizes
the right of indigenous children to study in their mother tongue and emphasizes publishing
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textbooks accordingly (MoWCA, 2013b).

Status of Geographical and Socioeconomic Inclusion in Services for Children Aged 3-6

Government and NGO initiatives have improved access to pre-primary education for children in
char, haor, and poverty-stricken areas. Parents appreciate the financial support, waivers, and
provision of learning materials, school bags, and sometimes bicycles, which help ensure equitable
participation. NGOs have scaled up early learning opportunities in urban slums, providing
additional resources like educational materials, uniforms, books, etc. for quality learning.
Government schools in both rural and urban areas serve children from various socio-economic
backgrounds and provide extra socio-emotional support to underprivileged students. According to
a head teacher of a government primary school, who has students in pre-primary classes,

We have students from both privileged and underprivileged backgrounds. We treat the
underprivileged ones with special care as they require socio-emotional support to a great
extent. [ individually talk to the students who have challenging lives, and our other teachers
also take extra care of them. [IDI, P10]

In the geographically challenging locations, private initiatives like kindergartens have emerged for
children between 3 to 6 years. But these institutes require comparatively higher expenditure from
the family’s side, as a result, the disparity remains. On a positive note, textbooks in mother tongues
for the indigenous children by NCTB and 8,000 para centers under the SSS-CHT project in the
hill tracts, have created access to early learning and pre-primary education even in extremely hard-
to-reach areas.

Despite these positive practices, geographic challenges remain a major barrier. In char and haor
areas, floods disrupt children’s access to schools, causing detachment from learning experiences.
Private pre-primary schools remain largely inaccessible to underprivileged children due to high
fees. While indigenous children have access to mother tongue materials and para centers,
continuity of services is affected when projects pause.

A similar finding has been found in the parents’ survey as well, where 11.21% of the parents
reported facing discrimination while accessing services for their children due to different reasons.
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Figure 13 Factors Affecting Discrimination in Accessing Institutionalized ECCD Services

Factors Affecting Discrimination in Accessing
Institutionalized ECCD Services

Gender - 7.69%

Disability [T 1535+

Factors Affecting Access

Percentage of Parents

The survey data indicate that economic issues are the primary barrier to accessing ECCD services.

e Dominance of Economic Barriers: Financial insolvency is the most pervasive constraint,
reported by 92.31% of parents as a primary barrier to equitable access.

e Influence of Social Positioning: Beyond direct costs, 38.46% of respondents identified
social status as a factor influencing their ability to access services.

o Identity-Based Discrimination: Reported Dbarriers include disability-related
discrimination (15.38%) and gender-based discrimination (7.69%).

e Absence of Indigenous Discrimination: Notably, no respondents reported facing
discrimination based on Indigenous identity within the surveyed group.

Although the number of parents facing discrimination is limited, the graphical representation
clearly illustrates the dominance of financial and social factors over other forms of discrimination
in shaping unequal access to institutionalized ECCD services for children aged 3—6 years.

6.3.2 Gaps in Support Services for Children with Special Needs
Policy provisions and strategic guidelines concerning support services for children aged 3-6 with
special needs, along with the current status of these services, are discussed here:

Policy Provisions and Strategic Guidelines on Support Services for Children with Special
Needs within the age range of 3-6

The acts and policies in Bangladesh recognize the rights of people with disabilities. The CECCD
Policy 2013 and the National Education Policy 2010 advocate ensuring equal access for children
with disabilities. In CECCD Policy 2013, special attention is given to permanent infrastructural
development and capacity building of the workforce engaged in providing services to children
with special needs (MoWCA, 2013a). Bangladesh is also a signatory to major declarations on
inclusive education.

The Persons with Disability Rights and Protection Act 2013 mandates the admission of eligible
persons with disabilities in educational institutes, with legal consequences for denial.
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Collectively, these policies indicate a strong national commitment to promote inclusion and
protect the rights of children with special needs.

Status of Support Services for Children with Special Needs

Real-life practices involving children with special needs vary across regions and service providers.
In char and poverty-stricken areas, according to the parents, services are generally provided
equally, but some parents are reluctant to send children to schools with disabled peers, and teachers
face challenges providing extra attention in limited class time. The practitioners revealed that in
rural areas, children with disabilities are sometimes hidden at home, even when they are eager to
participate in learning.

In the IDIs with the ECCD providers, it was found that in the haor, char, coast, and extremely
poverty-stricken areas ,there is some capacity to address many physical disabilities, and in the hill
tracts, providers are compassionate and supportive toward children with physical impairments,
even though the infrastructural facilities are rare. One of the service providers from the hill tracts
explained,

I, myself, often go to bring the children here. They may not always have access to
wheelchairs, but their learning capacity is no less. [IDI, P18]

IDIs with the service providers in urban daycare centers targeting elite families admitted their
attempts to address developmental and learning delays, but they lack structured approaches to
inclusive education. In urban slums, low-cost programs and limited provider capacity further
restrict equitable services. Observation of institutes confirmed that centre-based facilities are not
infrastructurally ready to serve children with physical disabilities. The parents of special children
also expressed similar concern during FGDs, as the inclusive practices are very minimal to
leverage their children. One of the rural mothers voiced deep frustration about the unavailability
of equitable services for children with special needs in the villages, saying,

I am very much concerned about the future of my child, as he has special needs. There is
no dedicated institution or arrangement available nearby to provide specialized education
to the child. I am anxious and uncertain about what opportunities my child might have. I
am afraid he might not even be able to get a basic education. [FGD 13, P2]

These findings reveal significant gaps in both policy implementation and practice. While
individual providers demonstrate dedication and compassion, systemic challenges, including a
lack of infrastructure, inadequate training, limited inclusive programming, and social barriers,
hinder equitable access for children with special needs.

On the other hand, key informants expressed divergent views regarding the inclusion of children
with special needs. Some informants were optimistic about the progress made so far, emphasizing
gradual improvements in physical accessibility and learning support, as well as efforts to integrate
children with mild disabilities into mainstream education. One key informant explained,

Now ramps are being built for the physically disabled. We have provided Braille books for
the blind. You can say that there are many more disabilities, but what are we doing for
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them? We try to bring those whose disabilities are not severe, those who are at a mild level,
into the mainstream. For example, those who have ADHD but get a little better treatment
or care, they come into the mainstream. So instead of saying we have established inclusion,
I would say there is a sincere effort, and we will achieve it soon. [KII, P13]

However, other key informants viewed the current efforts toward equity and inclusion as minimal
and inadequate. They highlighted weak institutional commitment and poor implementation of
existing policies as the primary obstacles to achieving inclusivity. One informant noted:

We would have established inclusivity for the children in primary schools by now if the
education policy or the CECCD policy had been implemented. But we lack effort. We
know that there are no infrastructural facilities for them, but we did nothing. [KII, P1]

Ensuring equitable services is found to be particularly more difficult for children with mental or
intellectual disabilities compared to those with physical disabilities. Across rural and urban areas,
ECCD providers are generally not trained in special education, and early identification systems
are absent. Teachers often lack the competency to identify or assess children with learning
disabilities, resulting in misidentification, exclusion, or neglect. Urban elite programs, while aware
of the concept of inclusive education, have delayed implementing practices due to insufficient
capacity. Systemically, there are no standardized diagnostic tools, limited teacher training, and
minimal awareness at the school or community level. Consequently, policy aspirations for
inclusive education do not translate into effective early identification, referrals, or tailored
classroom support.

Highlights of Findings Regarding the Status of Services Supporting Transition to
Primary Stage for Children Aged 3-6

e Limited Access and Uneven Service Coverage for Children Aged 3-6

Services for children aged 3—6 were historically sparse, with health-focused programs
mostly for children under 3 and limited early learning options for 3—6 year olds. Current
government, NGO, and private initiatives exist but are weakly implemented. There is a
lack of integrated service provisions dedicated to the educational, health, and psycho-social
development of the children. Rural areas face low coverage due to distance, poor
communication, and lack of awareness, while urban children experience developmental
delays due to nuclear families and screen addiction. Cultural and co-curricular activities
are minimal across most settings.

e Very Low Participation in ECCE for Ages 3-5

The number of children aged 3—5 enrolled in ECCE programs is very low. Labor-intensive
areas and refugee camps and urban privileged populations benefit from NGO initiatives
and private services, respectively, but rural, remote, poverty-stricken areas and urban slums
mostly remain underserved. The schoolification of early learning initiatives and scarcity of
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structured, play-based learning before age 5 limits children’s participation and increases
inequities in school readiness.

Strong Demand for Universal Pre-primary Education Amid Implementation
Constraints

Universal pre-primary education is widely perceived as essential for improving school
readiness and easing children’s transition to primary school, with strong appreciation from
parents and education stakeholders. There is a strong indication for initiating earlier entry
to preschool. Even limited exposure to pre-primary learning shows clear benefits for
children’s cognitive, social, and learning preparedness. However, resource shortages,
uneven coverage, and limited early learning and school readiness-promoting activities at
home and minimum facilities, particularly in rural and marginalized areas, constrain
consistent and universal provision.

Uneven Service Quality and Workforce Capacity Driven by Providers and
Geographic Locations

The quality of ECCD services for children aged 3—6 varies widely across settings. While
NGO-run centers often demonstrate more child-centered practices and engaging learning
environments, government provision, particularly in hard-to-reach areas, remains
inconsistent. To the parents in many marginalized regions like the coastal belt, haor, and
hill tracts, perceived service quality is shaped by access rather than actual standards,
masking underlying quality gaps. There is a widespread shortage of trained pre-primary
teachers, especially in government schools, where training is short-term and irregular. In
contrast, NGO practitioners are generally better trained and more prepared to implement
child-centered approaches, yet their expertise is not systematically integrated into the
public pre-primary system.

Limitations in Translating the Well-Designed Pre-Primary Curriculum into Practice

Although a well-structured, comprehensive, and competency-based pre-primary
curriculum exists, classroom practices frequently face limitations in reflecting its intent.
Teachers’ limited understanding of play-based pedagogy, high teacher—child ratios,
inadequate infrastructure, and weak mentoring mechanisms contribute to a persistent gap
between curriculum design and practice.

Moderate Learning Quality with Limited Inclusive and Supportive Practices among
Preschooling Service Providers

While many provide moderately engaging learning experiences and show attentiveness to
children’s wellbeing, gaps remain in inclusive practices, availability of para-teachers, and
certain physical facilities such as WASH, play areas, and accommodations for children
with special needs, indicating that structural and process-level quality is inconsistent even
within the same setting.

107



e Progress in Regional and Socioeconomic Inclusion

Government and NGO initiatives have improved access to pre-primary education through
financial support, learning materials, stipends, and social-emotional care, especially in
char, haor, urban slums, and hill tract areas. Private kindergartens and para centers provide
additional options, though high fees and project interruptions sustain disparities.
Geographic challenges, such as floods and remote locations, continue to limit consistent
participation.

e Lack of Early Identification of Special Needs and Inclusive Support

Limited teacher capacity, lack of early identification tools, insufficient infrastructural
readiness, and minimal parental awareness prevent children with physical, intellectual, or
mental disabilities from receiving appropriate support.

) Major Recommendations

o Strengthen Multisectoral ECCD Services for Ages 3—6

ECCD services should be reinforced through coordinated efforts. Clear implementation
guidelines, adequate staffing, and regular monitoring are essential to operationalize the
CECCD Policy 2013 effectively. Communication with parents about health services like
IMCI and routine follow-ups must be improved, and cultural and play-based activities
should become regular components rather than annual events, with dedicated funding for
instructors. Outreach and mobile services are critical for remote and rural areas to reduce
geographic barriers.

e Expand Early Childhood Education Participation for Ages 3-5

Community learning centers should be established across urban and rural areas, adopting
play-based and competency-focused curricula starting from age 3. Government, NGO, and
private initiatives must coordinate to expand coverage, particularly in underserved regions
such as chars, haors, and poverty-stricken communities. The two-year pre-primary
program should be scaled nationwide to improve coverage and quality. Investments in
infrastructure, age-appropriate learning environments, teacher training, para-teacher
recruitment, and structured community participation are essential.

e Establish a Standardized Service Quality Assurance Framework

A uniform quality assurance framework for early childhood services should be applied
across all providers and regions, including hard-to-reach areas. Regular monitoring of pre-
primary education, targeted investments in healthcare, mobile clinics, and reforms to
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address financial and governance challenges are recommended to reduce inequities and
improve school readiness.

e Strengthen Support Staff Facility and Physical Infrastructure in Early Learning
centers

Enhance structural support by providing accessible facilities, safe play areas and
accommodations for children with diverse needs. Increase the availability of trained para-
teachers and build teachers’ capacity in responsive, child-centered pedagogy. Strengthen
collaboration with parents and community stakeholders to support consistent
implementation, and embed indicators for inclusion, staff adequacy, and facility standards
into regular monitoring.

e Develop and Professionalize the Pre-Primary Teaching Workforce

A structured professional development pathway with competency-based training, refresher
courses, and monitoring mechanisms should be established. Collaboration of the
government with NGOs can leverage their experienced teacher pools, and private ECCD
providers should be included in national training initiatives. A national accreditation or
licensing system for pre-primary teachers, with in-service training and supervision, will
enhance consistency and restore parental confidence.

e Bridge Curriculum-Practice Gaps in Pre-Primary Education

Teacher capacity development, classroom support, and alignment between policy and
practice should be prioritized. Improving teacher-student ratios, providing guidance on
educational toy usage, and parental awareness programs will ensure effective
implementation of play-based pedagogy and curriculum objectives.

e Enhance Equity and Inclusion for Marginalized Children

Alternative delivery methods, such as mobile learning or temporary community centers
should be developed for children in flood-prone or geographically isolated areas. Sustained
financial and material support, and strengthened NGO-government collaboration, are
critical to ensure continuity of services for underprivileged groups.

o Establish Early Identification and Inclusive Support for Children with Special Needs

Structured early identification systems, standardized assessment tools, and mandatory
teacher training on disability and inclusion are required. Parental awareness programs and
NGO-government collaborations should be strengthened to reduce stigma and ensure
consistent support, especially in remote and disaster-prone areas.

Conclusion
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In this chapter, services for children aged 3—6 underscore both progress and persistent challenges
in ensuring a smooth transition to primary education. While government expansion of pre-primary
programs has improved enrolment and school readiness, inequities remain stark, with rural,
remote, and marginalized children facing the greatest barriers. Weak teacher capacity, poor
infrastructure, high student-teacher ratios, and fragmented service delivery continue to undermine
the effectiveness of play-based curricula. Children with disabilities remain excluded due to
insufficient early identification and inclusive support systems. To address these gaps, Bangladesh
must strengthen multisectoral ECCD services, expand participation from age 3, scale up
nationwide two-year pre-primary programs, professionalize the teaching workforce, and establish
standardized quality assurance frameworks. Sustained investment, government-NGO
collaboration, and parental engagement are essential to ensure that every child enters primary
school prepared, confident, and equipped for lifelong learning.
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Chapter Seven: Status of Services in the
Early Primary Education Stage
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Early primary education for children aged 6-8 represents a foundational stage for consolidating
school readiness, developing core literacy and numeracy skills, and supporting children’s overall
well-being. In Bangladesh, this stage is supported through government, NGO, and private
initiatives. While early primary education services are widely available in principle, children’s
experiences vary significantly depending on geographic location, socio-economic conditions, and
institutional capacity. This chapter examines the current status of early primary education services
for children aged 6-8, focusing on access and coverage, quality of service delivery, and equity and
inclusion to understand how policy commitments translate into practice and where further
strengthening is required.

7.1 Access and Coverage of Services

This section examines the policy provisions and strategic directions concerning access to and
coverage of early primary education services for children aged 6-8, alongside the current status of
service reach and utilization. It reviews national commitments to universal, compulsory, and
quality primary education, as articulated in key policy frameworks, and assesses how these
commitments are translated into practice across different regions and service providers. The
section further explores disparities in service availability, parental awareness, and utilization
patterns, highlighting systemic and contextual factors that shape equitable access during the early
primary years.

7.1.1 Service Coverage
The guidelines and policy provisions on early primary education service coverage and the status
of service coverage are discussed here:

Policy Provisions & Strategic Guidelines on Coverage of Early Primary Education for
Children Aged 6 to 8

According to the National Education Policy of 2010, primary education must be universal,
compulsory, free of cost, and of consistent quality for all (MoE, 2010).

The CECCD Policy 2013 provides a guideline for enhancing access and services for children
aged 6 to 8. This guideline includes strategic initiatives focused on improving early primary
education, ensuring the provision of supportive infrastructure, and promoting quality learning
environments. Additionally, the policy emphasizes the importance of incorporating age-
appropriate creative and cultural activities within primary school settings (MoWCA, 2013a).

The operational and implementation plan of the CECCD policy from 2013 focuses on ensuring
students' nutrition, protection, health, and hygiene through various interventions apart from
disseminating education. It emphasizes creating second-chance education opportunities for
children who have dropped out of the system and ensuring student retention in schools by
implementing measures tailored to the specific contexts and local needs (MoWCA, 2013Db).

Status of Service Coverage for the Early Primary Education Stage

112



Government agencies, NGOs, and private organizations are working toward the goal of making
early primary education enrollment universal. Key informants of several organizations emphasized
that mostly early primary education service is available for children aged 6 to 8 through public and
private initiatives. Similarly, ECCD program managers stated that pre-primary and primary
education services are accessible in all regions, through the initiatives of both government and
non-governmental organizations. However, parents in the hill tracts and rural areas stated that there
is a lack of institutions available for providing early primary education. Moreover, in char areas,
people are more dependent on NGO schools than government schools.

To create safer learning environments, the government has made several infrastructural
improvements, such as providing access to clean drinking water and constructing safe, hygienic
washblocks in government primary schools. However, in many of these schools, the maintenance
of the washblocks is insufficient, leading to hygiene issues.

In some regions, besides providing early primary education, the schools take the initiative to build
awareness among parents. Parents from rural and poverty areas stated that they get to know about
teaching their children at home, the necessary foods for their children, maintaining good health,
and the importance of deworming medicine and vaccinations during meetings with teachers.
However, there is no clear system for the routine monitoring of health, growth, and nutrition for
children aged 6 to 8 years. In the primary schools of the hilly regions, teachers conduct
neighborhood-centric courtyard meetings (uthan boithok), providing guidance on child care,
vaccinations, and nutritious food with the purpose of providing a better, healthier life for children.
A teacher from a government primary school in a hilly region stated,

Early primary education demand has increased compared to previous years. Parents are
more aware now and are eager to enroll their children in school. Now, by coming to school,
they are receiving health and wellness education. Parents are learning how to teach their
children with an open mind, when to start their schooling, which nutritious foods will
promote better growth, and how to properly care for them at school. [IDI, P17]

An upazila primary education officer shared,

There are government information offices in the main upazila or district, and they organize
mother gatherings with marginalized mothers. In those gatherings, they discuss
multidimensional issues such as child marriage, nutritious food, and child development,
and address the awareness gaps related to these issues. [IDI, P30]

These findings suggest that awareness-building programs for parents positively influence
children's development. These localized initiatives have improved parental engagement and
increased school enrollment. However, these programs are currently limited to specific regions,
leading to inadequate awareness efforts nationwide. The absence of established institutional,
school-based, and community-level mechanisms hinders the lasting dissemination of prenatal
awareness messages.
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Besides these initiatives, the government and NGOs have implemented various initiatives to
support at-risk or disadvantaged children and enhance child safety. One such program is the
Reaching Out of School Children (ROSC) Project, which aims to deliver formal primary education
to out-of-school children using a non-formal approach. Additionally, the Department of Social
Services operates various programs that focus on educating street children, as well as providing
healthcare, shelter, and safe employment opportunities. There are also orphanages, baby homes,
and other facilities that provide social security for at-risk children. A key informant highlighted
the “Swim-Safe” initiative, which is part of the Integrated Community Based centre (ICBC)
project led by the government, which provides survival swimming training to children aged 6 to
10 years.

The transition from early childhood programs to formal primary education is a critical phase that
requires continued developmental support to sustain learning and well-being. Findings from the
parents’ survey suggest that access to ECCD-related services during the early primary years
remains limited and uneven.
e Respondents’ own children (68 years): 51.85% of 162 children were reported to have
access to necessary ECCD services.
e Children in respondents’ wider social networks (6—8 years): Only 22.43% of 262
children (friends’ and relatives’ children) were reported to have similar access.

In spite of the national policy provisions, such disparity in numbers indicates a crucial issue in
service reach. These inequities are further explained by the localized availability of services, which
fails to provide comprehensive national coverage and creates the following regional disparities:

e Nearly half of the respondents reported substantial gaps in service provision, with 22.60%
stating services are not available at all and 23.29% perceiving them as only slightly
available in their locality.

o A moderate level of availability was reported by 37.21% of parents, suggesting that while
some services exist, they may not be sufficiently comprehensive or consistently accessible
to the broader population.

e Only a small minority of respondents (15.07%) indicated that services are mostly available.
Furthermore, a minor proportion of parents (2.74%) reported having no knowledge
regarding the availability of ECCD services, pointing to possible information gaps and
limited community awareness about existing resources.

As nearly half of parents reported services as unavailable or only slightly available in their
localities, service utilization remains constrained by these systemic supply-side barriers.
Consequently, only 58.90% of parents reported utilizing institutionalized services for their children
aged 6 to 8. Their responses further indicate that ECCD services are delivered through a range of
providers in their localities, as illustrated in the accompanying Figure 16.
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Figure 14 Major ECCD Service Providers for Children Aged 6-8 according to Parents
Major ECCD Service Providers for Children Aged 6-8
according to Parents
Madrasa [N 3.42%
Private primary school I 3.42%
Private organization [N 3.42%
Kindergarten |GG 4.79%
Daycare center [NNRNGTINININGNGEGEEEN 6.55%

Service Providers

Community clinic | INEG—EE 13.01%
Health and family welfare center I 14.38%
NGO I 16.44%

Government primary school I 21.23%

Percentage of Parents

The survey results reveal that among children aged 6 to 8, the utilization of ECCD services
increasingly relies on formal state infrastructure, but no single provider has yet achieved complete
dominance.

o Predominance of Government Primary Schools: As children transition into formal
education, Government Primary Schools (GPS) emerge as the leading provider for this age
group, utilized by 21.23% of respondents.

e Sustained Role of NGOs and Public Health Facilities: NGOs remain a significant
secondary provider at 16.44%, followed closely by essential public health infrastructure,
including Health and Family Welfare centers (14.38%) and Community Clinics (13.01%).

e Decreased Reliance on Specialized and Private Settings: Utilization drops notably for
more specialized or private environments, with daycare centers and kindergartens serving
only 6.85% and 4.79% of children, respectively.

e Minority and Alternative Service Points: A small, equal proportion of participants
(3.42%) utilize Madrasas, private primary schools, and other private organizations,
indicating a fragmented but present reliance on religious and independent providers.

While the provider landscape remains diverse, the actual utilization of institutional services is
shaped by specific parental priorities regarding child protection and developmental stimulation.
The following data outlines the drivers and service availability for children aged 6 to 8 years:

e Primary Drivers for Service Utilization: For this age group, parental engagement is
primarily motivated by the need for safety and security (43.84%), followed by a focus on
early learning and development stimulation (36.30%) and the requirement for responsive
care (29.45%).

These findings suggest that parents prioritize basic protection, physical well-being, and early

cognitive stimulation when engaging with institutionalized ECCD services. In line with these
motivations, the availability of ECCD services appears to moderately align with parental priorities.
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e Perceived Availability of Services: Service availability shows moderate alignment with
these priorities, with early learning opportunities (28.77%) being the most accessible,
followed by safety and protection (21.92%) and healthcare facilities (21.92%).

e Deficiencies in Nutritional Support: A notable gap exists in essential physical care,
with only 16.44% of parents reporting that the fulfillment of nutritional needs is an
available service component for this age group.

e C(ritical Gaps in Socio-Emotional Support: A significant imbalance persists between
parental interests and actual service provision. While families expressed a clear interest in
socialization (15.07%) and language development (10.27%), only 6.85% reported access
to formal psychosocial care.

This fragmented service coverage underscores the need for a more comprehensive and integrated
ECCD service delivery model that balances physical care, cognitive stimulation, and socio-
emotional development.

Early primary education services for children aged 6 to 8 are offered by government, non-
governmental organizations (NGOs), and private initiatives, but their coverage is uneven and
fragmented across different regions. In hill tracts, chars, and some rural areas, access to
government primary schools is limited, increasing reliance on NGO-run institutions. While basic
infrastructure like washblocks and drinking water points has been established in many schools,
weak maintenance and poor hygiene management hinder their effectiveness. Additionally, there is
no systematic mechanism for regularly monitoring children’s health, growth, and nutrition at this
early stage. Although parental awareness initiatives exist in certain areas, they are not consistently
implemented nationwide. Support programs for disadvantaged and out-of-school children are
available in some locales, but a lack of coordination among these initiatives and uneven coverage
ultimately reduces continuity of care, learning support, and holistic child development.

7.1.2 Major Factors Affecting Access and Coverage of Early Primary Education
Services

The policy provisions and strategic guidelines for major factors influencing access and coverage
in ECCD services for children aged 6-8, as well as the current status of these factors, are addressed
here:

Strategic Guidelines on Educational Retention, Child Labor Prevention, and Public
Awareness

In the Operational and Implementation Plan of the CECCD Policy 2013, emphasis is placed on
ensuring educational retention through context-specific measures, including second-chance
education opportunities for children who have dropped out of the system. The policy also
highlights the importance of creating awareness among families and local communities to
prevent child labor and support children’s continued participation in education. In addition, the
policy underscores the need to generate widespread public awareness by maximizing the use of
Information and Communication Technology (ICT) platforms such as community radio,
television, telephone services, local media, and social media (MoWCA, 2013b).
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. Lack of Awareness

The literacy rate among most parents in the hilly, haor, and char regions is relatively low. As a
result, they are often unaware of their children's fundamental rights. A PTI instructor from a hilly
region notes that parents tend to be satisfied with the services they currently receive for their
children, as they do not have a clear understanding of their children's actual needs. This lack of
parental awareness poses a challenge for children in accessing educational services. An ECCD
practitioner in the char area remarked,

There is a noticeable gap in parental awareness regarding their children’s education and
health. Here, children often remain at home and do not start school until they are seven
years old. [IDI, P24]

These findings indicate that in geographically disadvantaged areas, low parental literacy creates a
state of uninformed satisfaction, where parents accept limited services due to a lack of awareness
regarding standard developmental milestones. This lack of knowledge causes a significant
mismatch between a child's age and their educational grade, resulting in delayed school entry.

There is also a shortage of institutions focused on raising awareness among parents about Early
Childhood Development (ECD). Additionally, initiatives aimed at promoting awareness of ECCD
for parents are limited to specific regions. The survey of parents revealed a strong reliance on
informal and self-driven channels rather than institutional or field-based communication:

o Predominance of Informal and Intergenerational Channels: A significant majority of
parents rely on self-initiated efforts (63.01%) and family members (62.33%) for ECCD
information. This suggests that in the absence of structured guidance, parents fall back on
traditional knowledge systems and personal initiative.

o Importance of Peer-to-Peer Networks: Over a quarter of parents (27.40%) consider other
parents a primary source of insights. This indicates a lack of formal institutional support,
leading parents to trust the experiences of other parents.

o Underperformance of Institutional and Campaign Outreach: Formal awareness efforts
show a disproportionately low impact. Only 17.12% of parents learn from ECCD
organizations, and a mere 15.07% are reached by awareness campaigns, suggesting that
the current institutional awareness-building initiatives may not be effectively reaching their
intended audience.

o Underutilization of Digital and Mass Media: Despite increasing connectivity, mass
media (13.01%) and social media (11.64%) remain secondary information sources. This
indicates that a majority of parents may lack consistent digital access, or there may be a
deficiency of ECCD-related content within these media channels.

e C(ritical Gap in Frontline Community Engagement: Most notably, only 1.37% of
parents reported learning from field workers. This represents a near-total absence of
frontline engagement, revealing a major systemic failure in service delivery for the 6-to-8-
year age group.
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These findings suggest a significant systemic disconnect between formal ECCD initiatives and
parental awareness. The limited accessibility of formal information channels likely necessitates
parents to rely on informal sources, such as family and peer networks, for developmental guidance.

While parents’ survey results indicate limited use of social media, interviews with urban parents
revealed a greater reliance on social media for information regarding early childhood care and
development. In this context, a PTT instructor from an urban area mentioned,

In the post-COVID era, the global influence of social media has increased awareness about
ECD. However, there are no formal social or state-run institutions addressing this issue.
Much of the information available on mobile phones includes misinformation, which
parents may rely on, even though it may not be accurate. To support children's development
effectively, we must first raise awareness among parents and provide them with proper
counseling. Today, issues such as boredom, anxiety, and autism are increasingly prevalent
among children, presenting significant challenges for us. [IDI, P28]

These findings suggest that while digital awareness is rising in urban areas, the lack of formal
counseling and regulated information may lead to inaccurate caregiving practices. This gap in
verified guidance is particularly critical for parents of children with special needs or those facing
complex developmental challenges like anxiety.

Lack of available formal institutionalized counseling creates a great hazard for parents of special
needs children. In this regard, a parent from a rural poverty-stricken area stated,

A parent of an 8-year-old child who is struggling with memory issues, facing difficulties
in teaching her child due to a lack of guidance and training on early childhood care and
development (ECCD). [FGD 22. P1]

This finding indicates a lack of specialized support availability for special-needs children in rural
and impoverished regions. Consequently, children with special needs in these areas are at high risk
of being excluded from early primary education, further widening the gap in educational equity.

. Financial Constraints

Parents from both rural and urban underprivileged areas have expressed their financial challenges
in accessing education services. Due to a lack of funds, they have difficulty buying notebooks,
pens, school uniforms, and bags for their children. Although they can barely afford these expenses
at this stage, they are worried about what they will do when the expenses increase further in the
future, when they move up to higher classes. A parent from a rural area stated,

In the city, parents prioritize their child's education above all else, even if they have to go
hungry. But in the village, if there is even a slight financial struggle, schooling is the first
thing to be dropped. [FGD 12, P3]

These findings suggest that for some families living in extreme poverty, education is viewed not
as a basic necessity but as a luxury. This situation is particularly common in rural areas, where
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there is a lack of awareness about the long-term benefits of education. As a result, education often
becomes the first expense that families choose to cut. This mindset significantly increases the risk
of early school dropout, as families prioritize their immediate economic survival. Moreover, the
additional costs associated with early primary education create a substantial financial burden for
parents with limited means. This pressure leads to anxiety about future expenses, as parents worry
about the rising costs in higher grades. As a result, there is a constant threat of educational
interruptions.

B cnild Labor

Although policies focus on raising community awareness to eliminate child labor, the practice
continues due to deep-seated socio-economic factors. Several reasons may contribute to this issue,
such as the fact that child labor often serves as a survival mechanism for children who are
orphaned, financial pressures that compel children to support their families, and a general lack of
awareness among parents and the community. These challenges prevent children from accessing
early primary education. In this context, a teacher from a government primary school in an urban
area stated,

Here, the parents are helpless. Some children have no parents, and for those who have,
their economic condition is very frail. Most of these children are involved in child labor.
They work in garages, sell water or flowers at the station, or work in various shops in the
local market. There are no social initiatives for them. [IDI, P10]

These findings indicate that child labor continues to be a survival strategy for the most vulnerable
children, including orphans and those from economically disadvantaged families. Limited targeted
social initiatives make it difficult for these children to enroll in school since they must work to
meet basic needs. In addition to raising awareness, urgent financial and social interventions are
necessary to address this issue and alleviate the economic pressures that drive children out of the
classroom and into the labor market.

Despite policy emphasis on student retention, second-chance education, and child labor
prevention, access to early primary education for children aged 6 to 8 continues to be constrained
by low parental awareness, financial hardship, and the persistence of child labor. In hilly, haor,
char, rural, and urban underprivileged areas, many parents lack adequate understanding of
children’s educational and developmental needs, which delays school enrollment and limits
continued participation. Formal and reliable platforms for parent awareness and counseling on
ECCD are limited, while misinformation increasingly shapes parental decisions. Financial
constraints further restrict families’ ability to meet basic schooling costs, making education
vulnerable during economic stress. Furthermore, child labor remains a major barrier for the most
disadvantaged children, especially those without parental care or social protection and those from
economically disadvantaged families, diminishing their opportunities to attend and remain in
school.

7.2 Quality of Services
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This section examines the policy framework and strategic guidelines intended to ensure quality
early primary education and related ECCD services for children aged 6-8. It analyzes how national
commitments to child-friendly learning environments, smooth transition mechanisms, trained
teachers, inclusive practices, and quality monitoring are reflected in actual service delivery. The
section further reviews variations in teaching practices, teacher capacity, infrastructure, learning
materials, and program implementation across government, NGO, and private providers,
highlighting key gaps and contextual factors that shape the overall quality of services during the
early primary years.

7.2.1 Mixed Evidence on the Service Quality for the Children Aged 6 to 8

The policy provisions regarding the quality of ECCD services for children aged 6 to 8 and the
current status of this service quality are discussed here:

Policy Provisions & Strategic Guidelines on Ensuring Quality ECCD Services for the
Children Aged 6-8

The operational and implementation plan of the CECCD Policy 2013 emphasized a smooth
transition for children from home to pre-primary and then to primary education. For this smooth
transition, the guideline recommends the formulation of a strategy paper and action plan, which
will include making homes and educational institutions child-friendly and establishing deep
connections between families and schools, as well as parents and teachers. It focuses on
strengthening and organizing activities related to early childhood learning and development and
school readiness to integrate them with primary education. It also encourages the establishment
of child-centric classrooms with adequate child-friendly instructional materials, introducing
inclusive, technology-oriented, and child-appropriate teaching and learning activities, reducing
the teacher-to-student ratio, and implementing a quality monitoring system so that every student
gets a quality early learning experience (MoWCA, 2013b).

The National Education Policy of 2010 emphasizes the importance of fostering children's
creative thinking and skills through active learning methods. It advocates for providing
opportunities for individual or group-based tasks. Additionally, the policy encourages and
supports research aimed at innovating, testing, and implementing effective teaching methods
(MoE, 2010).

Status of Service Quality for the Children Aged 6 to 8

In early primary education, government primary schools adhere to the NCTB curriculum and the
teacher's guide as national standards to ensure quality. In contrast, schools run by NGOs also use
NCTB textbooks, but many do not follow the national curriculum or the teacher's guide. Instead,
they implement their own teaching methods, which are mostly play-based and child-centered,
guided by their own institutional guidelines.

The underprivileged parents in urban areas express satisfaction with the quality of education
provided by government primary schools. They appreciate the positive behavior of teachers and
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the exam-oriented teaching methods. However, the urban elite parents have a different perspective.
They have observed that teachers do not conduct parent-teacher meetings to discuss where a child
may be struggling or to provide advice on what parents can focus on at home. In addition, some
parents in rural areas are dissatisfied with the education quality at government primary schools,
leading them to enroll their children in NGO schools. A mother from a rural area commented,

The quality of education at the NGO school is so good that even a Grade 5 student from a
government primary school can’t keep up with a Grade 1 student from this school. They
can’t compete in terms of their studies, nor is their handwriting nearly as good. [FGD 11,
P1]

These scenarios indicate that the available services are inadequate to meet demand and are
unsatisfactory in quality.

The Consultation Committee Report on reforming primary and non-formal education identified
significant learning challenges among early primary students, who often lack basic reading,
writing, and mathematical skills. This clearly points to a decline in the quality of primary education
in Bangladesh. To address this issue, the committee recommended ensuring a seamless transition
from pre-primary to primary education, maintaining the play-based pre-primary curriculum at least
until grade 3 to guarantee quality education for children (MoPME, 2025).

Due to the lack of quality education in most government primary schools and the availability of
various types of education systems, parents feel confused about which path to choose for the
transition from pre-primary to primary education. A parent expressed his concern, stating,

There are various types of education systems at the primary level in Bangladesh. For
instance, there are Ebtedayi Madrasas, Hefzkhana, private primary schools that follow
international curricula, and government schools that follow the NCTB curriculum. These
are all distinct systems. Because of this multi-faceted education system, so many doors are
open to us that we end up confused about which path to choose. [FGD 9, P1]

In the case of health care services, people take services from hospitals and community clinics.
However, in hard-to-reach areas, the availability of these services is insufficient. In this regard, an
ECCD practitioner from the hill-tract region stated,

It would be beneficial if the number of area-based community clinics could be increased.
For example, instead of having one community clinic serving several unions or wards, if
one were established in every ward, the quality of service would improve significantly.
[IDI, P17]

Overall, the qualitative data indicate that the service quality for children aged 6 to 8 varies
significantly among government, NGO, and private primary schools. Additionally, health care
services available in hard-to-reach areas are inadequate, revealing mixed evidence based on socio-
economic and geographic factors.
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Despite this mixed evidence, parents’ satisfaction with institutionalized services for children aged
6—8 years was notably high.

e The majority of respondents expressed positive sentiments, with 52.33% of parents
reporting full satisfaction and 37.21% reporting moderate satisfaction.

e Only a small minority (10.47%) indicated that they were only slightly satisfied with the
services received.

e Importantly, none of the surveyed parents reported complete dissatisfaction, suggesting an
overall positive perception of service delivery at the institutional level.

Parents’ assessments of service quality were generally favorable, though slightly more varied than
their satisfaction levels.

e Perceived Service Quality: Nearly half of the respondents (43.15%) rated the quality of
services as “good,” and 13.70% considered them “very good.” Additionally, 29.45%
described the quality as “moderate,” indicating that a substantial share of parents perceive
room for improvement.

e Critical Quality Concerns: Despite the predominance of positive ratings, 10.96% of
parents evaluated the quality of services as “poor,” reflecting the presence of perceived
shortcomings within institutional provisions. Furthermore, 2.74% of respondents reported
having no idea about the quality of services, pointing to a minor but notable knowledge
gap among service users.

A comparison of satisfaction and quality ratings reveals a notable divergence. Although 10.96%
of parents rated service quality as poor, none reported complete dissatisfaction, and a majority
indicated full satisfaction. This suggests that parental satisfaction may be influenced not only by
objective service quality but also by expectations, accessibility, affordability, or limited exposure
to alternative benchmarks.

This data suggests that, generally, parents are satistied with the services available for their children.
Although some parents acknowledge the poor quality of services, they still express satisfaction,
possibly because they have no better alternatives or are simply appreciative of any support they
receive.

Although the CECCD Policy 2013 emphasizes child-friendly learning environments, smooth
transitions, and quality monitoring for children aged 6 to 8, these provisions are not consistently
reflected in practice. Service quality varies widely across government, NGO, and private primary
schools, resulting in uneven learning experiences for children. While national curriculum standards
exist, their implementation is inconsistent, particularly regarding teaching methods, play-based
learning, and teacher-parent engagement. Many schools lack structured mechanisms for
monitoring learning progress, providing feedback to parents, or supporting children who are
struggling. The coexistence of multiple education streams without clear guidance further creates
confusion for parents during the transition to primary education. In addition, access to quality
health services remains limited in hard-to-reach areas, affecting children’s overall well-being and
readiness to learn.

7.2.2 Teacher Capacity and Professional Development
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The policy provisions and strategic guidelines on teacher capacity and professional development
in early primary education, along with the current status of teacher capacity and professional
development, are discussed below:

Policy Provisions & Strategic Guidelines on Teacher Capacity and Professional
Development in Early Primary Education

The CECCD policy 2013 puts significance on teachers’ training along with capacity building of
the entire workforce dedicated to ensuring quality early learning from local to national level,
with the help of the local government (MoWCA, 2013a).

The consultation committee calls for quality teacher recruitment, pre-service training,
continuous professional development of the teachers, and strong monitoring and supervision
(MoPME, 2025).

The National Education Policy of 2010 states that effective measures will be implemented for
teacher training. This includes the development of in-service training opportunities and, when
appropriate and possible, training abroad. Additionally, efforts will be made to enhance the
efficiency and capacity of domestic training institutions (MoE, 2010).

Status of Teacher Capacity and Professional Development in Early Primary Education

In reality, there is a lack of adequately skilled manpower to ensure quality ECCD services. At the
time of recruiting a teacher, their knowledge is given priority. However, not only teachers’
knowledge but also their pedagogical skills and understanding of child psychology are major
concerns when working in this profession. Their behavior with children can have a large impact
on their emotions, motivation, and success. In this regard, a parent stated,

Primary school teachers have no understanding of child psychology. They don't realize
how their words might affect a child. Teachers need sensitization when it comes to teaching
children; they must know how to behave with them. Once a child is emotionally damaged,
it is incredibly tough to recover. The government should have a policy that every school
must follow. All primary teachers should undergo one or two months of mandatory
training. Without a certificate, they shouldn't be allowed to handle children. [FGD 6, P3]

This finding suggests that to ensure high-quality ECCD services, the recruitment of teachers
should prioritize both academic qualifications and formal training in pedagogy, child psychology,
and emotional sensitivity. A teacher's behavior toward a child can have a lasting impact on the
child's development.

NGOs and some private institutions, both in urban and rural areas, have gained the trust of parents
due to the quality of their teachers. In contrast, most government primary schools in these regions
struggle to earn that trust because their teachers often lack accountability and empathy. A parent
from an urban area expressed his dissatisfaction, stating,
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In government primary schools, teachers are not concerned about students’ learning. They
show no interest in identifying the specific problems of their students. They seem to feel
that now, as government employees, they no longer have any accountability. [FGD 9, P6]

This finding suggests that teachers' accountability and behavior towards students are crucial for
providing quality service, as they help address the specific learning needs of students.

For professional development, training is mandatory. However, the amount of training available
for government primary school teachers is not sufficient, and many essential topics are not
included in the training. ECCD practitioners noted that, besides subject-based training, training on
child psychology, parent counseling, child health, and development should be included in the
training program. Moreover, some NGO schools operating in rural areas also face challenges in
providing quality education due to a lack of trained and adequate teachers. In this regard, an ECCD
practitioner from a rural area stated,

We don't really have a dedicated art teacher. Every class actually requires two teachers; it’s
difficult for one person to handle everything on their own. I understand that from my own
experience. Since we lack both trained teachers and a sufficient number of staff, it becomes
very difficult to maintain the quality of these activities. [FGD 7, P2]

Overall, these findings indicate that to ensure quality and build stakeholder trust, a shift is needed
toward teacher recruitment and training models that prioritize psychological understanding,
adequate staffing, and professional accountability.

Although the CECCD Policy 2013 and recent consultation recommendations emphasize qualified
recruitment, continuous professional development, and strong supervision, teacher capacity in
early primary education remains uneven. Teacher recruitment largely prioritizes subject
knowledge, while pedagogical skills, understanding of child psychology, and child-sensitive
behavior receive limited emphasis. Mandatory training opportunities for government primary
school teachers are insufficient in duration and scope, and key ECCD-related areas such as child
development, classroom interaction, and parent engagement are inadequately covered.
Accountability and supportive supervision mechanisms are also perceived as weak, affecting
parents’ trust in government schools. In both government and NGO settings, shortages of trained
teachers and support staff further limit the consistent delivery of quality, child-centered learning
experiences.

7.2.3 Infrastructure and Learning Materials

The policy guidelines and provisions regarding infrastructure and learning materials in early
primary education, as well as the current status of these materials, are discussed here:

Policy Provisions & Strategic Guidelines on Infrastructure and Learning Materials in
Early Primary Education
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The operational and implementation plan of the CECCD Policy 2013 emphasizes establishing
child-friendly and attractive schools and classrooms, along with child-centered, joyful, inclusive,
and technology-driven teaching-learning activities and materials (MoWCA, 2013b).

Status of Infrastructure and Learning Materials in Early Primary Education

The government has provided some infrastructural support to primary schools, including access to
clean drinking water and hygienic wash facilities. However, schools struggle with budgeting for
classroom organization, often lacking the resources to create child-friendly and attractive learning
environments. Instead of using their allocated budgets effectively, many schools purchase
unnecessary materials that do not contribute to children's cognitive development or the
achievement of essential learning outcomes. Additionally, inadequate classroom space and
insufficient playground facilities are common issues faced by most government primary schools.

The situation in NGO schools is even more concerning. Parents from rural, particularly haor areas
expressed the need for washrooms and drinking water for their children. In rural areas, some NGO
schools run their activity in houses made with fences, which need to be repaired every year. In this
regard, a mother voiced,

If the school building were constructed to a high standard, it wouldn't fall into disrepair
year after year. Here, the floors are uneven, which makes it hard for children to develop
good handwriting. Because there are no toilets, the children are forced to relieve themselves
right behind the school building. The condition of the school room discourages them and
kills their interest in coming here. The children even say, ‘I won't go to that broken school
anymore. [FGD 6, P1]

This data shows that the school's environment influences both children's learning and
development, as well as their motivation to attend school.

Besides infrastructural facilities, the quality and availability of learning materials are important.
Though the government supplies free NCTB books in all primary schools, NGO schools in rural
areas face a struggle to collect books for their students. Moreover, the quality of the NCTB books
is not good enough to attract early primary students. In this regard, A key informant said,

I had many suggestions for the NCTB and NGOs a long time ago, but no one listened to
me. | pointed out that ‘this textbook is the main barrier to achieving our Early Childhood
Development (ECD) targets for quality education.’ Students are required to read a textbook
that is unattractive, lacks color, and is printed on poor-quality paper. However, when they
see other, more appealing books around them, we don’t allow them to use those. Instead,
we insist, ‘Y ou must read this one.” That is the problem. [KII, P3]

In the early primary stage, learning materials need to be appealing to foster intrinsic motivation

among students. However, the current NCTB textbooks, characterized by poor paper quality and
unappealing visuals, act as a barrier to engagement
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Although the CECCD Policy 2013 emphasizes child-friendly infrastructure and engaging learning
materials, these provisions are only partially realized in early primary education. Many
government primary schools face limitations in creating attractive and child-centered classroom
environments due to weak planning, low budgets, and ineffective use of allocated resources.
Inadequate classroom space and limited playground facilities further constrain joyful and inclusive
learning. Infrastructure conditions in many NGO-run schools, particularly in rural and haor areas,
are more fragile, with insufficient access to safe buildings, toilets, and drinking water. While
NCTB textbooks are widely distributed in government schools, NGO schools often face
difficulties accessing these materials, and the design and quality of the textbooks are not always
engaging for children aged 6 to 8, limiting their effectiveness in supporting early learning.

7.2.4 Observed Quality of Program Implementation in Early Primary Education
Providers

The quality of program implementation in early primary education was assessed using an
observation tool with positively worded items rated on a 3-point scale, where higher scores
indicated stronger agreement with the stated quality criteria. Observations focused on six
dimensions of program quality: physical facilities, inclusion, attention of teachers to children’s
physical and mental well-being, learning experiences, availability of para-teachers or supporting
staff, and coordination with families. The mean scores across these dimensions for early primary
education were: physical facilities 2.35, attention to students’ mental and physical well-being 1.83,
inclusive practices 1.13, quality of learning activities and learning experiences 1.86, availability
of para-teachers 1.50, and coordination with families 1.75.

Physical facilities were moderately adequate overall, with proper seating arrangements, but
outdoor play opportunities were limited, and WASH facilities were insufficient. Attention to well-
being was relatively low, reflecting empathetic teachers but limited resources to support children’s
physical and nutritional needs, as there were no canteen services or provision of nutritious meals,
and access to medical support was minimal. Inclusive practices scored the lowest here as well,
highlighting a lack of ramps, braille books, supportive equipment, and teachers trained in inclusive
or special education practices, indicating that children with diverse needs face substantial barriers
to participation. Learning activities were primarily traditional and teacher-centered, with minimal
play-based learning, limited instructional materials, few toys, and sparse classroom decoration,
constraining opportunities for child-centered engagement. Availability of para-teachers was low,
indicating insufficient supporting staff to assist teachers in managing classrooms and
implementing effective learning practices. Coordination with families was moderate, as parents
sometimes met with teachers to discuss children’s progress, but systematic engagement and
feedback mechanisms were limited. Overall, the findings suggest moderate to low program quality,
with relatively stronger physical facilities but substantial gaps in inclusion, learning experiences,
teacher support, and resources for well-being.

7.3 Equity and Inclusion

This section examines the policy frameworks and strategic commitments aimed at ensuring
equitable and inclusive early primary education for children aged 6-8. It explores how provisions
addressing geographic, socioeconomic, gender, and disability-related disparities are translated into
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practice, highlighting persistent barriers such as poverty, remoteness, limited financial support,
and inadequate specialized services. The discussion also considers institutional and systemic gaps
that affect meaningful inclusion and equal participation in early primary education.

7.3.1 Geographical, Financial, and Gender Disparities in Accessing Equitable Early
Primary Education

The discussion covers the policy provisions and strategic guidelines for equitable and inclusive
early primary education services across various socioeconomic groups and geographic regions,
alongside the current status of equity and inclusion in these services:

Policy Provisions and Strategic Guidelines for Equitable and Inclusive Early Primary
Education

The CECCD Policy 2013 and its operational and implementation plan emphasize establishing
residential schools and satellite schools, ensuring social protection, providing stipends and mid-
day meals, and even transferring cash for coming to schools, along with creating awareness and
empowering their families. It also recognizes the right of indigenous children to study in their
mother tongue and the need for publishing books accordingly (MoWCA, 2013a; MoWCA,
2013Db).

The National Education Policy of 2010 emphasizes the importance of providing inclusive
primary education for ethnic minorities. It aims to achieve this by introducing mother-tongue-
based learning, hiring indigenous teachers, and involving local communities in curriculum
development. To improve access to education in remote, hilly, and disaster-prone areas, such as
haors and chars, initiatives will be implemented. These include establishing new schools,
providing residential facilities for students and teachers, and allowing flexible school calendars
based on recommendations from the local community (MoE, 2010).

Status of Geographical, Socio-economic, and Gender-based Barriers

In reality, geographical location and socio-economic status are creating challenges to receiving
early primary education in many areas of Bangladesh. Communication problems and
transportation are the major barriers in the hill tracts and the haor areas. During floods in the haor
areas, children face struggles to come to school. People from remote areas in hill tracts receive
fewer services due to transportation difficulties.

Economic status is a common barrier in many regions of Bangladesh. An ECCD practitioner in
the haor area mentioned that most of the women work outside. For this reason, girls cannot go to
school as they have to take care of the family. In some families, boys have to go to work instead
of going to school. Parents from an urban slum area expressed their dissatisfaction with the support
system. In this regard, a parent stated,

We were told about the stipend. I heard there was supposed to be a guardian meeting
regarding this stipend money. Because of that, they took my phone number and all my
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information. However, nothing ever came of it after that. There was a flood somewhere,
and I heard that the stipend money was given there. [FGD 2, P2]

The “stipend gap” and concerns about financial aid management weaken parental trust. This leaves
families in need without the support they need to focus on education instead of immediate survival.

The government, NGOs, private institutions, and, in some areas, community people are taking
necessary initiatives to ensure equal access in early primary education. For instance, the
government has made the NCTB books available in the languages of small ethnic groups to ensure
all ethnic minority groups can receive knowledge in their mother tongue. Additionally, a UEO in
a hill tract area mentioned that there are two primary school hostels. These hostels generally
accommodate students who otherwise wouldn't be able to attend school due to distance. All the
children in these hostels stay together under the supervision of a designated person. The military
provides them with food supplies and bedding. One parent cooks for all these hostel children, while
the other parents provide support for the arrangement. Moreover, in an urban slum area, a
government school parent expressed her satisfaction and said that she is never pressured regarding
the fees. She can manage to pay them at her own pace.

In most of the regions, there is no gender disparity. Parents from both urban and rural areas stated
that there are no gender-based disparities in clinics or schools. In this regard, an ECCD practitioner
from a char area said,

In our institution, both boys and girls participate equally and receive equal opportunities
and facilities. If two notebooks or two pens are distributed, everyone receives them; in
other words, there is no discrimination based on gender. The institution regularly organizes
meetings with students and parents to discuss gender equality and anti-discriminatory
behavior. However, some families in the area still display bias between sons and daughters.
Specifically, there is a tendency to keep girls at home to do household chores. [IDI, P23]

This finding indicates that while educational and health institutions have successfully achieved
gender-neutral service delivery and equal distribution of resources, deep-seated socio-cultural
biases persist within families.

In the parents’ survey, 11.63% of parents reported facing discrimination in accessing early primary
education for various reasons.
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Figure 15: Factors Affecting Discrimination in Accessing Institutionalized ECCD Services

Factors Affecting Discrimination in Accessing
Institutionalized ECCD Services

Gender - 9.09%

Factors Affecting Access

Percentage of Parents

The survey data indicate that economic issues are the primary barrier to accessing ECCD services.

e Primary Economic Constraints: Among parents reporting discrimination, 70% cited
financial difficulties as the primary reason for limited access.

e Impact of Social Status: 36.36% of respondents indicated that their social status
contributed to the disparity in service accessibility.

o Gender-Based Barriers: 9.09% of parents reported that their child's gender created a
barrier to accessing early primary education.

e Identity and Ability: Notably, no parents in this age bracket reported facing
discrimination based on disability or indigenous identity.

Although the number of parents facing discrimination is limited, the graphical representation
clearly illustrates the dominance of financial and social factors over other forms of discrimination
in shaping unequal access to institutionalized ECCD services for children aged 6-8 years.

Although the CECCD Policy 2013 outlines strong provisions for equitable and inclusive early
primary education, geographical and socio-economic barriers continue to limit access in practice.
Children in hill tracts and haor areas face persistent challenges due to poor transportation, seasonal
flooding, and long distances to schools. Financial support mechanisms such as stipends and social
protection measures are not consistently accessible or clearly communicated to all eligible
families, leading to uncertainty and unmet expectations. While mother-tongue education and
residential schooling initiatives exist for indigenous and remote communities, their coverage
remains limited. Gender disparities are generally low at the institutional level, but household-level
responsibilities and economic pressures still affect school participation for some boys and girls.

7.3.2 Gaps in Support Services for Children with Special Needs

Policy provisions and strategic guidelines concerning support services for children aged 6-8 with
special needs, along with the current status of these services, are discussed here:
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Policy Provisions and Strategic Guidelines on Support Services for Children with Special
Needs within the age range of 6-8

In the CECCD policy 2013, special attention is given to permanent infrastructural facility
building and capacity development of the workforce engaged in providing service to children
with special needs (MoWCA, 2013a).

The operational and implementation plan of the CECCD Policy 2013 provides guidelines for
targeted support for children with disabilities, such as specialized residential schools, inclusion
under social safety nets, provision of stipends, cash transfers, and mid-day meals. This strategic
guideline emphasizes early identification of special needs and ensures the delivery of necessary
services following the identification of risks or special needs (MoWCA, 2013b).

The National Education Policy of 2010 emphasizes the importance of inclusive education. To
achieve this, schools will be equipped with facilities that are friendly to students with disabilities,
including accessible toilets and improved mobility support. Additionally, specialized Braille
textbooks will also be provided specifically for visually impaired students to enhance their
learning experience (MoE, 2010).

Status of Support Services for Children with Special Needs

In reality, the government tries to implement the policy by taking different initiatives like
supplying Braille books, constructing ramps in schools, and making efforts to bring children with
mild disabilities into mainstream education. In the haor area, one parent shared that money is given
for the treatment of disabled children every three months, maybe by government or NGO initiative.
Despite taking such initiatives, ECCD practitioners emphasize that the infrastructure is still
insufficient.

Besides infrastructural challenges, the teachers aren’t trained for teaching special children. A PTI
instructor stated that there is a lack of specialized manpower to teach special children, such as
those with visual or hearing impairments. In addition, during teacher recruitment, individuals with
specialized skills for teaching children with disabilities, such as proficiency in Braille and sign
language, are not selected. Similarly, a government primary school head teacher from an urban
slum area stated,

We have children with physical and mental disabilities coming to us. While those with
physical disabilities can still access some services, we lack the necessary infrastructural
facilities for them. On the other hand, those with mental or intellectual disabilities cannot
access any services at all. They require specialized teachers who are experts in special
education, as well as dedicated classrooms. We have none of these. Simply seating them
on the front bench is not enough; we need teachers who are actually trained to teach them.
[IDI, P1]
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Lack of specialized manpower creates a challenge for early identification of disability and taking
necessary actions for that. In this regard, a key informant stated,

We don't have early identification of disabilities or learning disabilities. There is a very
minor assessment that teachers do in the case of school enrollment. They don't even know
what a disability is. Teachers call someone with an extra finger or an operation a disabled
person. We are far, far behind. From an equity perspective, investment is not equitable.
[KIL, P12]

The absence of trained experts and early identification tools means intellectual disabilities are
largely ignored, and physical disabilities are poorly managed. Consequently, inclusion remains
superficial, relying on "front-bench seating" rather than the equitable investment and specialized
pedagogy required for early primary success.

Although the CECCD Policy 2013 outlines comprehensive provisions for children with special
needs, including infrastructure development, early identification, and targeted support,
implementation remains limited. Existing initiatives, such as ramps, Braille books, and financial
assistance, reach only a small proportion of children and are insufficient to ensure inclusive early
primary education. Schools largely lack trained and specialized teachers to support children with
physical, sensory, intellectual, or learning disabilities. Recruitment and training systems do not
adequately prioritize special education competencies, such as Braille or sign language skills.
Mechanisms for early identification and assessment of disabilities are weak, resulting in delayed
or missed support and limited service referrals. As a result, many children with special needs,
particularly those with intellectual or learning disabilities, remain underserved within mainstream
education settings.

) Highlights of Findings Regarding the Status of Services for Children Aged 6-8

o VWidespread Access to Early Primary Education with Notable Geographic and
Service Disparities

Early primary education for children aged 6-8 is broadly available across Bangladesh
through government, NGO, and private initiatives. Parental awareness regarding
schooling, child health, nutrition, and care has increased, supported by school-based
meetings, courtyard sessions, and government-led mother gatherings, particularly in rural
and marginalized communities. Some schools, especially in hilly and rural regions, actively
engage parents in child development, hygiene, and health practices. Targeted initiatives
such as ROSC, Swim-Safe, and social services for street and at-risk children contribute to
inclusive education and child protection. However, access gaps persist in geographically
hard-to-reach areas, infrastructure maintenance remains weak, and routine health, growth,
and nutrition monitoring for this age group is largely absent. The fragmented use of
institutions and services further indicates the lack of an integrated ECCD service model for
children aged 6-8.
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e Parental Awareness, Poverty, and Child Labor as Key Barriers

Low literacy levels among parents in remote and disadvantaged areas limit awareness of
children’s rights, education, and health needs, often resulting in delayed school entry.
There is a lack of structured institutions or services providing accurate guidance and
counselling on ECCD, while reliance on informal digital sources has increased. Financial
hardship affects families’ ability to cover basic educational expenses, making schooling
less sustainable for poor households. Child labor remains a significant barrier for the most
disadvantaged children, particularly those without parental care or social protection, further
restricting access to early primary education and increasing the risk of dropout.

e Variation in Education Quality and Transition Experiences

Government primary schools generally follow the NCTB curriculum, while NGO schools
often apply more flexible, play-based, and child-centered approaches. Parental perceptions
of quality differ by socio-economic context: underprivileged parents tend to be satisfied
with government schools, while urban elite and some rural parents express concerns about
limited feedback, exam-focused teaching, and overall learning outcomes. Evidence from
national consultations indicates that many early primary students struggle with basic
literacy and numeracy skills, pointing to quality challenges across the system. Parents also
report confusion due to the presence of multiple parallel education systems at the primary
level. In terms of health services, children rely on hospitals and community clinics, but
coverage and quality remain insufficient in remote and hilly areas.

e Gaps in Pedagogical Skills, Training, and Accountability

There is a general shortage of adequately trained teachers with a strong understanding of
child psychology and inclusive and child-friendly pedagogy in early primary education.
Parents and ECCD practitioners emphasize that teachers’ behavior and interaction styles
significantly influence children’s emotional well-being and learning motivation. Learning
activities remain largely teacher-centered and traditional, with minimal play-based
approaches, limited instructional materials, and few toys or classroom enhancements. NGO
and some private schools are often perceived as providing higher-quality teaching due to
better-trained and more accountable teachers. Government primary school teachers receive
mandatory training, but its frequency, duration, and content are considered insufficient,
particularly regarding ECCD-specific competencies. Both government and NGO schools,
especially in rural areas, face challenges due to limited staffing and a lack of specialized
teachers for creative and co-curricular activities.

e Infrastructure Gaps and Limited Use of Child-Friendly Learning Materials

Government primary schools have received basic infrastructural support, such as water and
wash facilities, but maintaining child-friendly, safe, and attractive learning environments
remains a challenge. Government schools often lack adequate classroom space and
playgrounds, while NGO schools in rural and haor areas operate in temporary or poorly
maintained structures without essential facilities. These conditions negatively affect
children’s comfort, motivation, and attendance. Although free textbooks are provided
nationally, their visual quality and child appeal are limited, and access to books is
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inconsistent in NGO schools. Learning materials that support joyful, play-based, and
developmentally appropriate learning are insufficient across settings.

o Geography and Poverty as Major Factors Contributing to Inequity

Geographical isolation and difficult terrain make it hard for students in hill tracts and haor
regions to attend school, especially during the monsoon and flood seasons. Economic
hardship influences household decisions, with children sometimes withdrawn from school
to support domestic work or income-generating activities. Support initiatives such as
stipends, hostels, and fee flexibility are valued by families where available, but inconsistent
implementation reduces their overall impact. Mother-tongue textbooks and residential
schooling have improved access for indigenous children in some areas. Overall, gender
equality is largely maintained within schools, though some families continue to assign
household responsibilities to girls, affecting regular attendance.

e Limited Infrastructure, Skills, and Early Identification to Support Students with
Special Needs

Some progress has been made through the provision of assistive infrastructure and
materials, such as ramps and Braille books, and through limited financial support for
treatment and care. However, overall infrastructure remains inadequate, especially beyond
physical accessibility. Teachers generally lack training in special education, and schools
do not have specialized classrooms or personnel to support children with diverse needs.
Early identification and assessment practices are minimal, with a limited understanding of
disability among teachers, affecting timely intervention. Children with intellectual,
developmental, or learning disabilities face the greatest exclusion due to the absence of
specialized support services.

) Major Recommendations

e Strengthen Equitable and Context-Sensitive Access to Early Primary Education

Early primary education services for children aged 6-8 should be expanded and
strengthened in underserved areas such as hill tracts, chars, haor regions, and remote rural
locations. This is necessary because geographic barriers, seasonal disruptions, and limited
government presence continue to restrict regular attendance. Expanding satellite schools,
hostels, flexible schooling arrangements, and aligning NGO-supported schools with
national standards will help ensure equitable access, continuity, and consistent learning
experiences.

o Integrate Health, Nutrition, and Hygiene Support within Early Primary Schools
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Primary schools should function as entry points for basic health, nutrition, and hygiene
monitoring for children aged 6-8 through coordination with local health services. This is
important because, despite existing awareness activities, the absence of routine monitoring
delays early identification of health and growth concerns. Simple check-ups, hygiene
maintenance, and referral mechanisms can strengthen children’s well-being and learning
readiness.

Ensure Child-Friendly, Inclusive, and Well-Maintained Learning Environments

Minimum standards should be ensured for safe, child-friendly, and inclusive school
infrastructure, including functional toilets, clean drinking water, basic play spaces, and
accessible classrooms. This is essential because poor physical environments reduce
children’s comfort, motivation, participation, and regular attendance. Improved planning,
better budget utilization, and increased allocation for child-friendly infrastructure and
learning materials, along with improved design and quality of NCTB textbooks, are critical
to support holistic early learning.

Strengthen Teacher Capacity, Staffing, and Inclusive Classroom Support

Regular and structured professional development should be strengthened for early primary
teachers, with emphasis on child psychology, child-friendly pedagogy, inclusive education,
classroom behavior, and parent engagement. This is necessary because teachers’ daily
interactions directly influence children’s learning outcomes, emotional well-being, and
inclusion of children with special needs. Addressing teacher shortages, strengthening
supervision and mentoring, and developing a basic pool of trained special educators will
improve classroom quality and service delivery.

Strengthen Parental Awareness, Guidance, and School-Family Linkages

Targeted and context-specific parental awareness initiatives should be strengthened to
support families’ understanding of children’s education, development, and well-being.
This is essential because limited guidance affects enrollment, attendance, and learning
support at home. Improving the quality of existing platforms, such as teacher-parent
meetings, courtyard sessions, and community forums, along with expanding trusted ICT-
based channels (community radio, television, mobile messaging, and social media), can
provide accurate information and reduce reliance on misinformation.

Reduce Financial and Social Barriers to Participation, Including Child Labor Risks

Education-linked social protection measures should be strengthened to reduce financial
barriers that limit children’s participation in early primary education. This is important
because poverty and household vulnerability contribute to irregular attendance and child
labor. Strengthening stipends, material support, second-chance education, and linkages
with social services can improve retention and reintegration of at-risk and out-of-school
children.
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e Improve Early Identification and Coordinated Support for Children with Special
Needs

Simple and practical mechanisms should be introduced at school entry and in early grades
to identify disabilities and learning difficulties. This is necessary because delayed
identification limits timely intervention and meaningful participation. Strengthening
referral linkages between schools, health services, and social protection programs will
support inclusive education and equitable learning outcomes.

Conclusion

This chapter highlights that early primary education services for children aged 6-8 in Bangladesh
have expanded, yet challenges persist in ensuring consistent access, quality learning experiences,
and equitable inclusion. Geographic barriers, financial constraints, uneven teacher capacity,
inadequate infrastructure, and limited support for children with special needs continue to affect
participation and learning outcomes, particularly among disadvantaged groups. Variations in
service quality across education streams and weak coordination further contribute to parental
confusion and uneven transitions. Addressing these challenges will require focused investments in
teacher professional development, child-friendly infrastructure, inclusive support services, and
context-responsive access strategies, alongside stronger coordination among stakeholders to
ensure that all children benefit from a supportive and inclusive early primary education experience.
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Chapter Eight: Financing, Monitoring,
Research and Evaluation, Coordination
and Collaboration in ECCD
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This chapter examines Early Childhood Care and Development (ECCD) in Bangladesh, with a
particular focus on financing, resource allocation, collaboration and coordination, monitoring,
evaluation, and research ecosystems. Drawing on policy review, key informant insights,
practitioner perspectives, and parental experiences, the chapter explores the extent to which
existing systems translate policy commitments into functional implementation.

8.1 Finance and Resource Allocation
The policy provisions and strategic guidelines regarding financing and resource allocation in
ECCD services, along with the status of financing for ECCD sustainability, are discussed here:

Policy Provisions and Strategic Guidelines Regarding Financing and Resource Allocation
in ECCD

The CECCD Policy 2013 provides the foundation for integrating ECCD across ministries,
where MoWCA would lead the entire fund collection for the successful implementation of the
policy. In 2024, the MoWCA, with support from UNICEF Bangladesh and advocacy from the
BEN, initiated the formulation of a Costed Action Plan. This process engaged all relevant
ministries to review ECCD initiatives, assess implementation status, and examine budget
allocations.

The Operational and Implementation Plan of CECCD Policy 2013 emphasizes having an
adequate and sustainable ECCD budget that incorporates the funds allocated to various
ministries and departments within the government and development sectors. It calls for
collaboration among government, non-government, and private sectors to mobilize resources,
while ensuring ECCD is prioritized in the Annual Development Plan. (MoWCA, 2013Db).

Along with that, the National Education Policy 2010 also highlights the need for adequate
financing and resource allocation to improve infrastructure, expand services, and ensure equity
in ECCD and education, alongside increasing community participation and financial support
mechanisms to reduce the burden on families (MoE, 2010).

8.1.1 Status of Public, Donor, and Private Financing for ECCD Sustainability

The current state of financing in ECCD is quite critical, as in the practitioners’ survey, 35.29% of
the ECCD service providers claimed having a very limited budget for running their programs, and
none of the organizations are found to have fully sufficient financial resources. These
organizations rely on a variety of funding sources to deliver services. In some cases, these
organizations are funded through multiple donors.
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Figure 16 Sources of Financing in ECCD
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Among the ECCD service providers, international donor funding is the most common source of
financial support.

External Funding Dominance: International donor funding serves as the primary
financial driver for 64.71% of ECCD organizations.

Organizational Self-Sufficiency: More than half of the providers (52.94%) depend on
their own internal resources to finance their operations.

Community and User Contributions: Financial sustainability is further supported by
community donations (29.41%) and service fees collected directly from parents (23.53%).
Limited Public Investment: The reliance on government or public funding is relatively
low, with only 17.65% of organizations reporting it as a source of funding.

Limited Workplace Support: A small percentage of interventions (5.88%) receive
support from mothers' workplaces, primarily within the Ready-Made Garment (RMG)
sector.

However, the findings from the Key Informant Interviews (KIIs) indicate a significant shift in the
global and national financing landscape, with Early Childhood Care and Development (ECCD)
increasingly deprioritized within broader development funding agendas. International donor funds
are gradually decreasing. Over-reliance on donor funding has emerged as a critical concern, as
donor-supported initiatives are often time-bound and vulnerable to abrupt withdrawal, posing
serious risks to program continuity and long-term sustainability. As highlighted by one key
informant,

NGO-led or funded programs may show a path by piloting for 2 or 3 years, but the
sustainability can only be ensured through government financing. [KII, P7]
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Despite the existence of the CECCD Policy and its operational and implementation plan, the
absence of a dedicated and institutionalized government financing strategy and the needful actions
for ECCD continue to undermine sustainability. Public financing for ECCD remains fragmented
across multiple ministries and programs, with no assured long-term budgetary commitment.
Consequently, ECCD implementation remains highly susceptible to external funding fluctuations,
limiting the ability to scale successful interventions or ensure equitable service delivery across
regions. In contrast, donor-funded ECCD initiatives are generally characterized by stronger
financial governance, including systematic reporting requirements, independent monitoring, and
clear accountability mechanisms. These frameworks help ensure transparency, efficient resource
utilization, and alignment between financial inputs and program outcomes. However, while such
projects often demonstrate effective models of service delivery, their impact is low due to the lack
of transition into government-financed systems. Similar concerns arise in relation to self-funded
ECCD initiatives, where the absence of formal monitoring and accountability mechanisms often
results in compromised service quality and inconsistent standards. As noted by one key informant,

The donor-supported projects generally uphold stronger accountability standards compared
to government and self-funded initiatives. We are all aware of the mismanagement of
government funds. But the donors typically require systematic reporting and establish
independent monitoring mechanisms, which contribute to greater transparency in the
financing processes. Some programs are run on self-funds, and in those, quality has been
compromised. There is no monitoring mechanism there. Even if there is some service, these
are to be considered as special cases, not as common practice. [KII, P9]

In a nutshell, it highlights critical gaps in ECCD financing sustainability, particularly the scarcity
of predictable public financing and the absence of robust monitoring and accountability systems
within government and self-funded programs. While donor-supported initiatives continue to play
an important catalytic role by piloting innovative models, the lack of government-led financing
and institutional ownership prevents these initiatives from being scaled or sustained. This
fragmented financing landscape raises serious concerns regarding the long-term sustainability,
quality, and equity of ECCD services, underscoring the urgent need for a coherent public financing
and accountability framework to support ECCD in Bangladesh.

8.1.2 Status of Budgeting and Resource Allocation for ECCD

National budget allocations for health, nutrition, and education are intended to cover Early
Childhood Care and Development (ECCD) services; however, there is no clear disaggregation of
funds specifically earmarked for ECCD. Although the policy environment emphasizes a
multisectoral approach to ECCD financing, budgetary provisions for ECCD remain embedded
within broader sectoral budgets, limiting transparency and traceability. ECCD practitioners across
organizations consistently reported shortages in budget allocations that constrain their ability to
adequately meet children’s needs, despite making maximum efforts to maintain service quality.
Budget inconsistency and lack of transparency also emerged as recurring concerns during key
informant interviews. While substantial portions of the national budget are allocated to health,
nutrition, and education, the absence of a clear breakdown makes it difficult to determine the
proportion actually directed toward ECCD services. As one key informant explained,
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In the government-level financing, there is some allocation for health. Now, it is not known
how much of the health allocation is allocated for early child development. Similarly, if we
talk about education in this way, we know that 0.77% of GDP is allocated for education.
But how much of that is actually for primary education? There is still no separate budget
for ECCD. [KIIL, P10]

The study further revealed significant challenges across budgeting practices in public, donor-
funded, and privately run ECCD initiatives. ECCD practitioners working in Government Primary
Schools (GPSs) and government education officials highlighted limitations in public budgeting for
young children, particularly affecting the provision of healthcare and hygiene facilities, nutritious
food, safety and security, and age-appropriate recreational opportunities. One practitioner reflected
on these constraints by stating,

I want to do a lot of things for the children. But there is a severe budget constraint. I wish
I could provide some food, as I know the children are starving when they come here. The
number of fans in the rooms is not enough. I have developed the washrooms as much as
possible, but there is still a lot of room for improvement. They often demand playzones,
singing and dancing facilities, which I cannot arrange due to the shortage in budget. [IDI,
P10]

These concerns were corroborated by government education officers involved in budget planning
and utilization. They acknowledged that insufficient financing directly limits the quality of ECCD
experiences for children and expressed a strong willingness to improve infrastructure, services,
and learning environments if budget allocations were increased.

Over the past five years, several donor-funded and privately run ECCD initiatives were found to
have been discontinued due to persistent budget constraints. Among those still operational, some
NGO/INGO-led and private initiatives rely on their parent organizations or donors for budgeting,
fund management, and allocation, while others depend on local microcredit organizations or
community collaboration to sustain activities during funding shortages. Several ECCD providers
reported having little to no involvement in budget planning or management, as financial decisions
are handled centrally. Since many local initiatives do not prepare need-based budgets and instead
receive pre-planned allocations that are often inadequate, several ECCD programs struggle to
sustain operations over time.

In addition to budgetary constraints, weaknesses in budget transparency continue to pose
challenges within the ECCD sector. Although government mechanisms exist to promote financial
accountability, such as auditing systems, mistrust regarding the transparency of government
budget allocation and utilization persists. Both key informants and ECCD practitioners
emphasized the importance of community participation in budgeting processes to enhance
transparency and accountability. As one key informant noted,

For the local level, after sitting with the union parishad, parents, local leaders, and other
stakeholders to know the demands, a draft budget and resource allocation planning on
ECCD based on these consultations should be prepared so that they remain accountable
regarding the budget transparency. Also, regarding the national level budgeting, the
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government should disclose to the public how much they are allocating to the health care
sector and child development sector. [KII, P2]

Despite policy recognition of ECCD as a multisectoral priority, critical gaps persist in budgeting
and resource allocation mechanisms. The absence of a separate, clearly defined ECCD budget line
at the national level limits transparency, accountability, and effective tracking of expenditures.
Budget allocations remain largely input-based rather than need-based, failing to reflect local
context, service demand, or quality requirements. Limited involvement of local-level ECCD
providers in budget planning further weakens responsiveness and efficiency.

8.1.3 Status of Household Expenditure and Parental Perspectives

Parents reported during the study that the average expenditure associated with childbirth and
subsequent care ranges between 5,000 and 8,000 taka, with additional medical costs during
delivery or child illness posing significant financial challenges. Monthly child-rearing expenses
were estimated at 5,000 to 7,000 taka, with higher costs for children aged 03 years compared to
those aged 3—6 years. Even though across all areas, parents highlighted that educational costs
exceed household income, the parental perspective on household expenditure for their children
differed based on the socioeconomic background and geographic location of the parents. Well-off
parents from the urban regions articulated positive perceptions of existing services, highlighting
that activities such as educational trips, fairs, science exhibitions, fruit festivals, cooking classes,
art exhibitions, and cultural competitions offered substantial value. One mother said,

The service we are getting is okay. We don’t feel bad spending money on the service we

are getting, it’s value for money. [FGD 9, P6]

Another parent added,
There are educational trips, fairs, science fairs, fruit festivals, cooking classes, art
exhibitions, and cultural competitions. In that sense, I would say the cost is low. The cost
can be said to be minimal. We are grateful to them. [FGD 9, P2]

The findings suggest that household expenditure on childcare and early education places a
considerable financial burden on families, particularly in lower-income and rural contexts.
However, parents from well-off urban backgrounds perceive the costs as reasonable or worthwhile,
valuing the variety of educational and enrichment activities provided, which they see as enhancing
their children’s learning and development.

In contrast, parents in economically disadvantaged areas face significant financial challenges in
supporting their children’s early learning and care, often struggling to meet even basic needs. They
expressed the need for school uniforms, learning materials, stipends, and access to free education,
health, and nutrition services. Mothers from coastal belts suggested regular monthly financial
support, while mothers from other poverty-affected regions reported some satisfaction with
existing services, noting that managing expenses largely remains the family’s responsibility.
Across rural areas, parents emphasized the importance of nutrition training, accessible health
services at village and union levels, and the need for higher-quality schools to ensure better
education outcomes. In haor regions, NGO-run schools help reduce the financial burden by
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providing books, notebooks, and pens, although stipends are not universally available as in
government schools.

Several ECCD practitioners noted that the financial burden often discourages parental
participation, particularly when parents lack awareness of the long-term benefits of early childhood
development. One practitioner explained,

Most of the parents carry the cost themselves, but they do not always understand why this
investment matters. Without proper awareness of the benefits of ECCD, they tend to see it
only as an additional financial burden rather than an investment in their child’s future. [IDI,
P4]

The findings from the parents’ survey also reveal a similar result regarding the financial barriers
they face while accessing ECCD services.

e Nearly 80% of parents report difficulty in affording services, with 39.12% stating it is very
difficult and 38.14% finding it difficult.

e Only a combined 22.74% of respondents found services accessible from a financial
standpoint, with 21.03% reporting it as easy and a negligible 1.71% considering it very
easy.

These findings indicate that financial constraints remain a major barrier to equitable access to early
childhood services from the household perspective.

The main gap found in this study is that while a few parents perceive services as affordable and
valuable, economically disadvantaged families face significant barriers to participation. The lack
of understanding among the parents regarding the benefits of ECCD also limits their enthusiasm.
Government stipends and NGO support are unevenly distributed, and there is no consistent
mechanism for financial assistance, nutrition training, or accessible health services across regions
for those who are in need.

8.2 Monitoring, Evaluation, and Research
Policy provisions and strategic guidelines regarding the monitoring, evaluation, and research
ecosystems in ECCD are discussed here:

Policy Provisions and Strategic Guidelines Regarding Monitoring, Evaluation, and
Research Ecosystems in ECCD

The CECCD Policy 2013 by MoWCA emphasizes the importance of systematic,
research-oriented data collection, monitoring, and evaluation to enhance ECCD service quality
and scale up interventions. It underlines the need for independent research, data-driven decision-
making, and a comprehensive ECCD database to support policy implementation while ensuring
transparency, accountability, and service quality in ECCD. The policy also encourages the
development of monitoring and evaluation toolkits to ensure transparency and accountability
(MoWCA, 2013a). National ECCD frameworks emphasize participatory monitoring, parental
engagement, and evidence-based decision-making to ensure quality service delivery. Institutions

142



are expected to maintain child records, facilitate parental feedback, and integrate monitoring into
routine practice.

The MoPME Primary Education Reformation Committee (2025) also recommends proper
monitoring mechanisms with active participation from headmasters, education officers, and
URC instructors to enhance quality at the pre-primary and primary levels through strengthening
teacher capacity, improving child development outcomes, and ensuring accountability to
communities.

Similarly, the Child Day Care Centre Act 2021 mandates that daycare centers maintain complete
records of every child enrolled.

The CECCD Policy 2013 also underscores research on nutrition for children aged 0—3 years and
the use of toolkits to track development for children aged 0—8 years against the Early Learning
and Development Standards (ELDS). It advocates for maintaining records of children’s
development with indicators for monitoring and continuous follow-up of health and
development programs (MoWCA, 2013a).

Again, the Health Sector’s Integrated Strategy (MoHFW, 2022) highlights the importance of
monitoring and supervision, recommending regulatory frameworks for both public and private
sectors, supported by logic models, checklists, and other monitoring tools. The Nurturing Care
Framework (WHO et al., 2018) encourages the use of global indicators, including those outlined
in the SDGs, for monitoring ECCD. It emphasizes regular data collection and dissemination
through scorecards and dashboards to improve transparency, accountability, effectiveness, and
service quality.

8.2.1 Status of Record Keeping in ECCD across Regions

Record-keeping for ECCD services shows significant gaps across regions. Parents reported that
apart from birth certificates, no systematic data is maintained, and in some areas, children’s
information has not been collected for years. A mother from the haor areas said,

No one has come in the last two years to collect any kind of information about our children.
[FGD 4, P1]

According to the ECCD service providers, vaccination cards and birth certificates are the main
forms of data collected, primarily to track immunizations. Some initiatives, such as the “Little
Doctor Campaign” and annual surveys, record children’s height and weight, but these are rarely
analyzed in detail for planning. In fact, 26.6% of children’s valid birthweight data were missing,
indicating weak monitoring systems (BBS & UNICEEF, 2025).

However, the types of information collected and the extent of record-keeping vary widely across
regions, reflecting inconsistent practices and capacities among providers. In most of the rural areas,
only birth records are kept, while in the urban labor-intensive areas, vaccination cards are used
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mainly as proof for workplace leave. NGOs in the coastal belts record height and weight
proactively, while both government and privately run schools in rural and urban areas maintain
basic documents for vaccinations and stipends, but systematic updates on growth or development
are lacking. In char areas, information is collected occasionally without linking it to services. Some
positive examples exist, like in some urban areas, the centre-based daycares closely monitor
children’s progress. Parents highly expressed the need for more comprehensive data collection. A
parent from the plain rural areas noted,

Several important information, like children’s height, weight, health status, etc. are
collected abroad, so it would be so much better if it were collected here too. [FGD 13, P5]

These findings reveal fragmented and inconsistent record-keeping across ECCD services, which
hampers evidence-based planning, monitoring of child outcomes, and targeted support. There is a
clear disconnect between policy intent and practice. While national policies advocate for
comprehensive child data collection and systematic monitoring, implementation is fragmented,
irregular, and often limited to administrative records. There is very limited use of monitoring and
evaluation tools like checklists, logic models ,and data presentation tools like dashboards or
scorecards. Growth indicators such as weight and height are inconsistently recorded, parental
feedback is rarely integrated, and monitoring activities are either absent or conducted only once
annually. This lack of systematic oversight undermines accountability, weakens service
improvement, and reduces the utility of data for evidence-based decision making.

8.2.2 Status of Monitoring and Evaluation Practices and Quality Assurance in ECCD

The study found that monitoring and quality assurance practices in ECCD are uneven and largely
inconsistent across regions and service providers. ECCD practitioners described a mix of
monitoring actors, including NGO officials, education offices, data agencies, school managing
committees, and guardians. In most institutions, monitoring takes the form of periodic observation,
reporting, and audits. Head teachers, Upazila Primary Education Officers, and Assistant Upazila
Primary Education Officers generally conduct monitoring in education-focused ECCD services,
while NGOs use internal supervision systems. PTI instructors also take part in monitoring and
evaluation of the designated GPSs. But due to the limited workforce, this monitoring remains
largely administrative, with limited attention to teaching quality or child development outcomes.

Within the education sector, public institutions primarily emphasize supervision and guidance
rather than structured evaluation. A PTI instructor explained the lack of a formal evaluation system
for teachers, stating,

We do not evaluate, but rather work as supervisors or helpers. To be honest, there is no
evaluation system for teachers. We guide them, inspect them, and try to help them with
their development in various areas of children’s growth. The education officers are too
overwhelmed with their responsibilities to monitor for quality enhancement. We need to
work on the evaluation method of our teachers. Teachers do very little work on the life skill
development of children; they only share information. They do not work to improve the
morals and values of children. Therefore, teachers need to be made skilled through
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evaluation and assessment so that they can ensure learning according to the age of the child.
Teachers with a good mentality need to be developed. [IDI, P29]

This statement highlights the limitations of current supervision systems, which focus more on
administrative compliance than on the holistic development of children. The instructor underscores
that without structured teacher evaluation, areas such as life skills, values, and age-appropriate
learning remain underdeveloped, weakening overall service quality. In poverty-stricken areas,
some evaluation occurs through demonstration classes during URC training sessions, while NGO-
run ECCD programs use structured checklists from early childhood development manuals. NGO
and private initiatives generally conduct monitoring through inspections by senior officials from
head offices, focusing mainly on administrative compliance and financial accountability. Although
these systems are more structured than those in many public institutions, they remain fragmented
and rarely feed into systematic professional development or service improvement. The absence of
a comprehensive teacher evaluation framework weakens quality assurance, particularly regarding
life skills, values, and holistic child development.

Monitoring challenges are equally pronounced in the health sector. Key informants highlighted
service gaps and instances of misconduct linked to weak monitoring and limited evaluation of
frontline health workers. A child and mother health researcher noted,

We can't go to every community clinic and observe the ECCD-related sessions and
healthcare services, as the number of researchers is very few. Now that adequate
monitoring is not happening, there remain gaps in services. I have heard about a case of
misconduct where the health assistant dedicated to immunization did not provide a single
vaccine but took the list of the children. It would not have happened if there were a proper
monitoring mechanism. A digitalized monitoring system will be highly effective. [KII, P4]

Public health monitoring largely relies on routine reporting and occasional supervision, with
limited field-level verification. NGO-supported health initiatives tend to apply stronger
accountability measures, but coverage remains uneven, and monitoring is often project-specific
rather than system-wide. Across both sectors, stakeholders emphasized that monitoring is largely
compliance-driven and insufficiently linked to service quality or child outcomes. One key
informant stressed the need for an integrated approach, stating,

In my view, unless there is a single, comprehensive plan with clearly defined monitoring
and evaluation components, the entire effort will remain sporadic. Conducting isolated
surveys or studies, even with strong policy implications, will not lead to significant
programmatic changes in overall ECD outcomes. Without integrating M&E into a well-
structured plan, meaningful impact is simply not possible. [KII, P7]

It was revealed during FGDs with parents that parental engagement in monitoring and feedback
varies widely by institution type and location. Privately-run and NGO-run schools in the urban
areas more frequently encourage parental input through meetings and are more responsive towards
the complaints, while government schools and ECCD initiatives for the backward populations hold
meetings infrequently and report low attendance along with limited awareness of complaint
procedures and weak documentation of parental concerns. On the contrary, the key informants
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highlight the importance of community involvement along with enforcing a national-level
integrated monitoring or central reporting system.

In the survey conducted with the ECCD service providers, 94.12% of them reported being
regularly monitored and evaluated employing different strategies.

Figure 17 Use of Different Monitoring and Evaluation Strategies

Use of Different Monitoring and Evaluation Strategies
Monitoring Physical Facilities _ 29.41%
Monitoring Overall Development of Service Receivers _ 47.06%
Number of Service Receivers _ 52.94%

M&E Strategies

Evausing ParealFecdbocs | .55
Evahusting Practtioners Skill and Knowledze [, 7+
Chiders Deslopment Moritorns | .5+

Percentage of ECCD Service Providers

e Focus on Children and Staff: The most prevalent practices include monitoring the
development of children receiving services (82.35%) and evaluating the skills and
knowledge of ECCD practitioners (76.47%).

o Stakeholder Engagement: Evaluating parental feedback is a widely implemented
strategy, reported by 70.59% of organizations.

e Operational Tracking: Monitoring the number of service receivers is moderately
common at 52.94%, while nearly half of the organizations (47.06%) monitor the overall
development of those receiving services.

e Infrastructure Oversight: Assessment of physical facilities is conducted less frequently,
with only 29.41% of organizations reporting this practice.

These findings suggest that organizations prioritize child development and staff competence in
their M&E efforts, with less focus on infrastructure monitoring.

Overall, a clear gap persists between policy intentions and actual monitoring practices. While
ECCD frameworks emphasize participatory, child-centered monitoring, existing systems remain
fragmented, administratively focused, and weakly connected to quality improvement. The lack of
systematic evaluation, meaningful parental engagement, and integrated monitoring mechanisms
limits accountability and constrains progress toward improved ECCD service quality. Limited
human resources, fragmented approaches, and weak community participation further undermine
accountability. Without centralized oversight, monitoring remains ineffective and fails to ensure
equitable service delivery.

8.2.3 Status of Evidence-Based Research and Data in ECCD

Key informants with long-standing engagement in the ECCD sector consistently reported that
evidence-based research and data-driven practices in Bangladesh remain limited. Only a small
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number of organizations actively conduct ECCD research or systematically generate data, while
government agencies show limited reliance on locally generated evidence for decision-making. As
a result, promising ECCD initiatives are often not scaled nationally due to insufficient contextual
data to support expansion. Reflecting on the limited mainstreaming of evidence-informed
programs, one key informant stated,

Despite center-based practices in 16 districts under the ICBC project, it is still not
mainstream. To meaningfully highlight child development, you must have access to
holistic, regular (monthly or quarterly) data and information through regular tracking so
that research-based initiatives can be scaled up. [KIL, P13]

ECCD practitioners across institutions also echoed concerns regarding the overall scarcity of
research and reliable data on early childhood development. They emphasized the need for a
structured data ecosystem, proposing the establishment of an integrated ECD data hub spanning
from the union to national levels. Such a system would enable the systematic storage of child
information from birth registration onward, improving data availability for research, monitoring,
and program planning.

The lack of locally generated evidence was also highlighted by representatives from the
government health sector, who noted that reliance on international data weakens advocacy and
planning efforts. One key informant explained,

We often rely on international evidence to advocate for ECCD, but the lack of strong local
evidence makes it harder to build credibility and secure support. Generating context-
specific, long-term evidence would help guide investment decisions, identify effective
interventions, and support more realistic planning and scaling of ECD programs. [KII, P6]

This statement underscores that without robust local data, ECCD advocacy and program planning
remain dependent on external evidence, which may not fully reflect the realities of Bangladesh.
While a few research institutions, including ICDDR’B, BRAC IED, and CIPRB, conduct small-
scale ECCD studies, often with support from BEN, the overall volume and scope of research
remain insufficient for longitudinal tracking or advanced analysis. Government agencies and
UNICEF maintain selected datasets, but these are fragmented and inadequate for comprehensive
planning.

Stakeholders highlighted the need to expand research into priority areas such as parental situation
analysis, parenting counseling, prenatal and postnatal health and development tracking, and the
effects of technology use and screen time on early childhood development. Informants further
emphasized that heavy reliance on evidence from other country contexts often overlooks critical
local factors affecting child development in Bangladesh. Issues such as disability prevalence,
climate vulnerability, geographic isolation, arsenic contamination, and salinity in coastal regions
were identified as under-researched areas requiring systematic investigation. The importance of
inclusive ECCD research, system mapping, and studies on the link between climate change and
child development was repeatedly stressed as essential for contextualized planning.

Research on ECCD is widely recognized as essential for strengthening monitoring and evaluation
systems and for building an evidence-based implementation ecosystem. It supports needs
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assessments, ensures contextual relevance, and helps assess the effectiveness of ongoing
initiatives. Robust data enable systematic evaluation of project performance, outcomes, and value
for money, informing timely course correction and scaling decisions. In this regard, an ECCD
researcher emphasized,

Without baseline, midline, and endline research, projects are essentially operating in the
dark. Clear indicators are necessary to measure whether interventions are working;

otherwise, resources continue to be spent on activities that have no proven impact. [KII,
P12]

Despite growing recognition of the importance of evidence-based planning, major gaps persist in
ECCD research and data systems. These include the absence of a coordinated national research
agenda, limited integration between research and monitoring and evaluation systems, weak
longitudinal data collection, and restricted access to existing datasets. The lack of a centralized
data platform and insufficient focus on local contextual factors further constrain evidence-based
decision-making. Without strengthening the research ecosystem and aligning it with monitoring
and evaluation frameworks, ECCD initiatives risk remaining fragmented, inefficient, and
insufficiently responsive to the needs of children and families across diverse contexts in
Bangladesh.

8.3 Collaboration and Coordination

This discussion addresses the coordination landscape of ECCD services in Bangladesh, focusing
on policy-level guidelines, the interplay among government, non-government, and private
stakeholders, and the operational alignment of services across different regions and sectors.

Policy Provisions and Strategic Guidelines Regarding Collaboration and Coordination in
ECCD

The CECCD Policy 2013 envisioned strong collaboration by engaging ministries, agencies,
NGOs, private sectors, ECCD networks, development partners, and research institutes from
formulation to implementation. It emphasized the establishment of ECCD committees at
national, district, and upazila levels, alongside ECCD cells and a Directorate of Child Affairs,
to ensure coordination and clear role distribution among stakeholders toward achieving common
goals. It advocates for strengthening referral systems across programs and services and
highlights the need for a collaborative action plan to scale up quality primary education
nationwide. Policy documents emphasize joint responsibility and coordinated service delivery
to ensure nurturing care and holistic child development. (MoWCA, 2013a).

The National Strategy for Ensuring ECCD Services for children below 3 recognizes the
importance of engaging families and the community altogether in practicing nurturing care,
besides strengthening the inter-ministerial collaboration and public-private partnerships
(MoH&FW, 2022).

The Nurturing Care Framework advocates for the same through a whole-of-government and
whole-of-society approach by bringing together the government, non-government and private
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sector, donor organizations, media, civil society, and academia, besides family and local
community, to confirm ECD for every child (WHO et al., 2018).

8.3.1 Status of Inter-Ministerial, NGO, and Private Sector Coordination

Key informants in this study highlighted weak inter-ministerial coordination, inactive ECCD
committees, and bureaucratic hurdles as major barriers to quality ECCD services. They
particularly mentioned the lack of inter-ministerial coordination, not adopting an ecosystem
approach, and the inactivity of the National ECCD Coordination Committee and National ECCD
Technical Committee as one of the core reasons behind our low-quality standard ECCD services
and advocated for establishing a separate Directorate of Child Affairs for facilitating collaboration
and coordination among the stakeholders and getting rid of bureaucratic problems.

An inter-ministerial power imbalance is also an important factor, and due to this, MoWCA often
fails to collaborate with the more influential ministries. To balance it out, one key informant
working in the health sector recommends the Prime Minister’s Office take the lead, saying,

When one ministry is tasked with leading, many of the action points require compliance
from principal secretaries across several line ministries. As a line ministry, how can
MoWCA directly instruct the Prime Minister’s Office or ensure compliance from other
ministries? Therefore, elevating the committee to a higher administrative authority is
essential. This would be a major next step for strengthening overall ECD coordination and
effective ECD programming in the country. [KII, P15]

Along with that, the frequent change or transfer of government officials disrupts the coordination
mechanism, as those who come for short durations often do not have the necessary commitment
to drive the policy forward.

While the Department of Primary Education has taken positive steps by aligning its curriculum
with national ECCD policy frameworks, strengthened coordination is required to bridge the gap
between healthcare interventions and early childhood development. Another key informant
highlighted the lack of alignment between initiatives. She/he explained that while, with the support
of UNICEF, the Ministry of Health was developing a strategy for children under three, at the same
time, the Ministry of Primary and Mass Education (MoPME) was running an ICBC project for
children under five. However, the coordination between these two initiatives and what services
would be provided in both areas remains a gap.

There is currently no well-coordinated ecosystem among institutions providing ECCD services.
This is evident in the absence of a uniform national curriculum for parenting and pre-primary
education, with approaches varying from institution to institution. Establishing such an ecosystem
would enhance coherence and consistency in service delivery. One proposal to achieve this is the
introduction of 10—15 national indicators supported by a robust monitoring framework, ensuring
that all institutions work toward common goals and are held accountable. Given the
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multidisciplinary nature of ECCD, it has also been suggested that responsibility for coordination
be directly assigned to the prime minister's office to secure high-level oversight and integration.

On the other hand, NGOs, despite their proven role in expanding ECCD access, are not formally
recognized in policy frameworks and often operate independently due to a lack of government
engagement. Private sector involvement is minimal, with few incentives for childcare facilities.
While some NGOs and development partners implement successful interventions, these efforts are
not integrated into a national system. Key informants stressed the need for government and NGO
partnerships and incentives for private childcare facilities. As one of the key informants stated,

The government perceives that it has sufficient funding and therefore does not require NGO
involvement. Despite repeated recommendations emphasizing that experienced NGOs are
essential for maintaining pre-primary education quality, the government did not show any
interest. Hence, the NGOs are now largely operating independently according to their own
approaches. Also, the government can incentivize private sector organizations to provide
child care facilities for female employees, fostering a collaborative approach to expanding
early childhood care services along with implementing provisions like “cost of doing
business” for ensuring private investment in ECCD. [KII, P7]

This finding highlights a significant gap in governance. The exclusion of NGOs from
national policy frameworks results in fragmented and independent operations that do not
utilize established expertise effectively. Additionally, the absence of incentives for private
sector involvement hinders a cohesive and collaborative approach to expanding and
sustaining high-quality ECCD services.

The disconnect lies in the inactive coordination structures and the power imbalance between
ministries. Despite policy provisions for multi-level committees and collaborative mechanisms,
ECCD services remain fragmented, with MoWCA unable to enforce compliance or sustain
long-term coordination. The absence of an ecosystem approach and reliance on bureaucratic
processes, lack of a uniform curriculum, inactive coordination mechanisms, and poor alignment
between ministries weaken accountability and hinder the development of a coherent national
ECCD program. Government-NGO partnerships are underutilized, and private sector
contributions are not incentivized. The absence of a coordinated framework results in fragmented
implementation, undermining the quality and equity of ECCD services. Without strong recognition
of NGOs’ contributions and alignment across ministries, ECCD remains piecemeal rather than
systemic.

8.3.2 Status of Coordination in Different Regions and Sectors

Evidence from the field shows mixed levels of coordination. In some regions, effective
collaboration exists; for example, vaccination information is shared through Para Kendro, resulting
in successful vaccination programs through joint efforts of health and education departments. An
Upazila Assistant Primary Education Officer from a coastal district highlighted that collaboration
with the health directorate had resulted in a 90% success rate in vaccination programs. He further
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noted that healthcare services for children were being delivered collectively through the
involvement of multiple departments.

Some degree of coordination exists in education services across remote and disadvantaged areas
such as poverty-stricken, char, haor, and urban regions. In poverty-stricken areas, NGOs
collaborate with underdeveloped primary schools by providing learning materials and instructional
support through Education Support Organizers. In urban settings, schools coordinate educational
activities and maintain communication with parents, while referral systems help connect families
with hospitals and schools for necessary services. Urban preschools show limited coordination,
though some partner with university departments or related institutions to organize parent seminars
on child development issues such as speech delays. Practitioners in poverty-stricken and haor areas
also noted coordination between education and health services, particularly vaccination programs,
facilitated by both government and NGO initiatives. In some cases, Deputy Commissioners (DCs),
Additional Deputy Commissioners (ADCs), and Upazila Nirbahi Officers (UNOs) are invited to
participate in NGO-led activities, strengthening collaboration. In hilly regions, program personnel
reported contacting government and social welfare organizations to provide educational services
for children with special needs. Similarly, a practitioner from a primary school in an urban area
explained that, after children from disadvantaged communities complete primary education, they
attempt to engage local secondary school administrations to arrange learning materials and free
education opportunities.

Despite these practices, coordination remains limited and inconsistent. In hilly areas, coordination
is minimal. A Primary Teacher Training Institute (PTI) instructor reported that they only follow
the prescribed curriculum to train teachers and are not engaged in coordinating services. In urban
regions, coordination between government and non-government institutions is weak, leaving
parents to manage services themselves. NGOs attempting to collaborate with government primary
schools often face negative attitudes and disagreements, particularly around differences in service
provision, such as stipends and exclusion from Upazila Education Office meetings. In rural and
char areas, services are delivered in a scattered manner, with limited communication between
institutions. Overall, while some coordination exists, it is fragmented and lacks continuity across
regions. However, NGOs have expressed interest in partnering with government and international
organizations to establish minimum quality standards for childcare, signaling a willingness to
strengthen coordination and improve service delivery.

Meetings organized by the Family Planning Department also involve health volunteers and union
supervisors, ensuring follow-up and accountability. However, in other areas of services, such as
developmental services and referrals, provision remains inconsistent. Program personnel often
attempt to meet needs beyond their scope or make ad-hoc referrals, but systematic collaboration is
absent.

Parents in most regions lack awareness of collaboration mechanisms and are engaged only
marginally through meetings, often limited to receiving information rather than contributing to
decisions. Positive examples exist in poverty-stricken schools supported by NGOs, where
coordinated efforts have improved services, and in hilly regions where health and education sectors
collaborate effectively on vaccination campaigns. Similarly, in poverty-stricken areas, community
clinics disseminate vaccination information through neighborhood centers. However, in
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marginalized areas such as the char region, parents report no opportunities to participate and no
evidence of coordination among service providers.

Key informants emphasized the need for a national ecosystem to align services and map needs
across regions. A key informant said,

Some may be working on education, some may be working on health. Some overlap. If
such an ecosystem could be established where there would be a national structure, a
mapping of who has what needs, what needs are in which areas, and if we work
accordingly, we would be able to understand the progress. [KII, P5]

This finding indicates the urgent need for a centralized national ecosystem to harmonize
fragmented health and education services through strategic regional mapping. Such an approach
would eliminate service overlaps and enable a data-driven assessment of progress by aligning
interventions with the specific, localized needs of various communities.

The disconnect lies in the uneven and inconsistent coordination across regions and sectors. While
policy envisions strong collaboration, practices vary widely; some areas demonstrate effective
joint action, while others lack communication altogether. Referral systems are weak,
developmental services are fragmented, minimal parental involvement beyond meetings, and
partnerships remain sporadic. This inconsistency undermines the sustainability and equity of
ECCD service delivery.

) Highlights of Findings on Financing, Monitoring, Evaluation, and Research
Ecosystem, and Collaboration and Coordination in ECCD

o Over-Reliance on Donor Funding and Limited Government Financing

ECCD financing in Bangladesh is heavily dependent on time-bound donor contributions,
while public funding remains limited and unpredictable. Self-funded initiatives operate
inconsistently, often compromising service quality. The absence of sustained,
institutionalized government financing restricts the scalability and long-term sustainability
of effective ECCD programes.

o Lack of Disaggregated Budgets and Inefficient Resource Allocation

ECCD services are embedded within broader health, nutrition, and education budgets
without a clear breakdown, making it difficult to track funds. Budget allocations are largely
input-driven rather than need-based, limiting service quality and responsiveness to local
needs. Weak transparency and minimal local-level involvement in budgeting further reduce
accountability and effective use of resources.

e High Household Expenditure and Limited Parental Awareness

152



Household expenses for ECCD place a significant burden on parents, restricting access and
participation, especially to the economically disadvantaged families. While wealthier
parents perceive services as valuable, poorer households struggle to meet basic costs and
rely on external support. Limited parental understanding of ECCD benefits further weakens
investment in early childhood development, reinforcing inequities in access and outcomes.

Fragmented and Weak Child Data and Record-Keeping Systems

Across regions, ECCD record-keeping remains irregular, minimal, and largely
administrative. Data collection is mostly limited to birth registration and vaccination
records, with little systematic tracking of children’s growth, development, or well-being.
Modern M&E and data dissemination tools are barely used. Practices vary widely by
geography and service provider, and collected information is rarely analyzed or used for
planning. This fragmentation limits accountability and reduces the usefulness of data for
improving ECCD services.

Inconsistent and Compliance-Driven Monitoring and Evaluation Practices

Monitoring and evaluation in ECCD are uneven, fragmented, and primarily focused on
administrative compliance rather than service quality or child outcomes. Even though
ECCD organizations claim to focus on children’s development and staff competence, less
attention is given to infrastructure and overall service reach. Limited human resources and
the absence of structured evaluation frameworks restrict meaningful assessment of ECCD
practices and holistic child development. Parental engagement in monitoring is weak and
inconsistent, while the lack of integrated oversight prevents feedback from translating into
system-level improvements.

Underdeveloped Evidence-Based Research and Data Ecosystem

Evidence-based ECCD research and data generation remain limited, with only a few
institutions producing small-scale studies. The absence of coordinated research agendas,
longitudinal data, and centralized data platforms constrains the scaling of effective
initiatives. Heavy reliance on non-contextual evidence further weakens decision-making,
leaving critical local factors insufficiently explored and limiting data-driven planning,
investment, and program adaptation.

Policy-Level Coordination Structures Exist but Are Largely Non-Functional

Although national policies envision strong inter-ministerial and multi-stakeholder
collaboration through formal ECCD committees and coordination mechanisms, these
structures remain mostly inactive. Weak leadership authority, bureaucratic processes,
frequent staff turnover, and inter-ministerial power imbalances, particularly limiting
MoWCA’s role, have resulted in fragmented planning, poor accountability, and ineffective
coordination across sectors.

Absence of an Integrated ECCD Ecosystem Leads to Fragmented Service Delivery
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ECCD services operate without a unified national ecosystem linking health, education,
parenting support, and developmental services. Parallel initiatives targeting different age
groups lack alignment, referral systems are weak, and the absence of a uniform curriculum,
shared indicators, and a common monitoring framework contributes to inconsistent quality
and uneven service coverage nationwide.

Coordination Is Uneven Across Regions and Remains Largely Issue-Specific

Field evidence shows isolated examples of effective coordination, most notably in
vaccination and basic education services, particularly in some poverty-stricken, haor, and
urban areas. However, coordination remains inconsistent across regions, limited in scope,
and highly dependent on individual leadership rather than institutionalized systems, with
hilly, char, and urban areas often experiencing fragmented or minimal collaboration.

NGO, Private Sector, and Community Engagement Are Underutilized

Despite NGOs’ demonstrated capacity to expand ECCD access and improve service
quality, their contributions are not systematically integrated into national coordination
frameworks. Private sector involvement remains minimal due to a lack of incentives, and
parental participation is largely limited to information-sharing rather than decision-making.
This underutilization of non-state actors further weakens system coherence and
sustainability.

Major Recommendations

Institutionalize Sustainable Public Financing for ECCD

A dedicated and predictable public financing mechanism for ECCD should be
institutionalized to reduce dependence on time-bound donor funding and ensure long-term
sustainability. This requires consolidating ECCD-related allocations and costed action plan
across ministries under a coordinated financing framework and progressively increasing
government budget commitments. Strengthening public ownership is essential to scale
effective models, ensure equitable coverage across regions, and safeguard continuity
beyond project cycles.

Introduce Disaggregated, Need-Based Budgeting with Enhanced Transparency

ECCD budgeting should be clearly disaggregated within national and sectoral budgets and
linked to need-based planning rather than uniform input allocations. Transparent budget
disclosure, combined with participatory planning involving local institutions and
communities, can improve accountability and trust in resource use. Aligning budget
allocation with service demand, quality standards, and regional disparities will enable more
efficient and equitable resource utilization.
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Reduce Household Financial Burden through Targeted Support and Parental
Awareness

Targeted financial support mechanisms should be strengthened to reduce the burden of
ECCD costs on economically disadvantaged families, particularly in high-poverty and
vulnerable regions. At the same time, parental awareness initiatives should be expanded to
improve understanding of ECCD as a long-term investment rather than a short-term
expense. Combining financial assistance with awareness-building can increase
participation, promote equity, and improve early childhood outcomes.

Establish an Integrated and Functional Child Data and Record-Keeping Practice

The government should establish a nationally standardized child data management system
that ensures consistent collection of key indicators, including birth registration,
vaccination, nutrition, weight, height, and developmental milestones across all regions.
Local governments, schools, and daycare centers must be mandated to maintain updated
records, supported by standardizing simple data tools across sectors, linking existing
records maintained by education, health, and social services, regular audits, and
participatory monitoring frameworks. NGOs and community-based organizations should
be integrated to harmonize practices in underserved areas, while ECCD personnel receive
training in systematic data collection and utilization.

Institutionalize a Consistent and Participatory Monitoring and Evaluation System

The government should establish a digitalized, integrated monitoring and evaluation
system for ECCD, enabling real-time tracking of services across institutions by introducing
structured observation tools, clear performance indicators, and regular feedback
mechanisms. Monitoring must extend beyond administrative oversight to include quality
assurance and coverage of services, physical facilities, infrastructure, child health, and
developmental outcomes. Local governments, school committees, parents, NGOs, and
other stakeholders should be formally engaged in participatory monitoring, fostering
accountability and community ownership.

Strengthen National ECCD Evidence and Research Ecosystem

A national ECCD research and data hub from local to national level should be established,
and ECCD research should be systematically integrated into planning and monitoring
processes to ensure programs are informed by local evidence rather than external
assumptions. This can be operationalized by defining national research priorities,
improving access to administrative and survey data, and encouraging collaboration
between government agencies, research institutions, and implementing organizations.
Investing in longitudinal and implementation-focused research would support timely
course correction, efficient resource allocation, and the scaling of effective models.
Strengthening this ecosystem is essential to move from policy aspiration to data-driven
action.

Elevating ECCD Oversight for Integrated National Coordination
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ECCD oversight should be elevated to a higher administrative authority, ideally the Prime
Minister’s Office, to ensure inter-ministerial compliance and balanced power dynamics. A
separate Directorate of Child Affairs must be established to facilitate collaboration, reduce
bureaucratic hurdles, and strengthen accountability. ECCD committees at all levels should
be reactivated with clear mandates, while mechanisms must be introduced to minimize
disruption caused by frequent official transfers. By institutionalizing high-level oversight
and revitalizing coordination structures, Bangladesh can transform fragmented efforts into
a coherent, accountable, and sustainable ECCD system.

Institutionalizing Multisectoral Partnerships for ECCD Coordination

The government should establish a formal multisectoral ECCD coordination framework
that integrates ministries, NGOs, and private sector actors under shared accountability.
Experienced NGOs must be recognized as essential partners, with government funding
mechanisms supporting their implementation capacity. Private sector organizations should
be incentivized to provide childcare facilities, linking ECCD to workforce participation
and economic growth. Referral systems across health, education, and nutrition services
should be strengthened to ensure continuity of care.

Strengthening Regional Coordination and Institutionalizing Parental Engagement in
ECCD

The government should establish structured coordination mechanisms across all regions,
ensuring that health, education, and social service providers collaborate consistently.
Mobile service delivery, community-based learning spaces, and enhanced outreach
through clinics and schools can help reduce persistent regional inequities. Local
governments should be empowered to convene regular multi-stakeholder meetings,
integrating NGOs, universities, and community organizations into ECCD service delivery.
Parents must be formally integrated into ECCD governance through decision-making
committees, participatory monitoring, and feedback systems, moving beyond passive
involvement in meetings.

Conclusion

This chapter demonstrates that despite strong policy commitments, ECCD implementation in
Bangladesh remains constrained by fragmented financing, weak coordination, inadequate
monitoring systems, and an underdeveloped research ecosystem. Over-reliance on donor funding,
lack of disaggregated and need-based budgeting, and uneven household capacity continue to
undermine the equity, quality, and sustainability of ECCD services. The findings further reveal a
persistent gap between policy intent and practice, reflected in inconsistent monitoring, limited use
of evidence, and weak inter-ministerial and cross-sectoral collaboration. Addressing these
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structural and systemic weaknesses through integrated financing, robust data systems,
strengthened coordination, and institutionalized accountability is essential to transform ECCD
from fragmented initiatives into a coherent, sustainable, and child-centered national system.
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Chapter Nine: Discussion and Major
Recommendations
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This chapter synthesizes the empirical findings of this study to critically examine the status of
Early Childhood Care and Development (ECCD) services in Bangladesh across the full
developmental continuum, from prenatal and perinatal care to early primary education (6—8 years).
Drawing on survey data, IDIs, FGDs, Klls, and observations, the chapter situates field evidence
within national policy frameworks such as the Comprehensive Early Childhood Care and
Development Policy 2013 and the National Education Policy 2010, while engaging with relevant
regional and global literature for comparative insight. It examines access, quality, equity,
financing, monitoring, and multisectoral coordination to assess whether Bangladesh has
effectively operationalized a holistic, life-cycle approach to child development. By comparing
policy commitments with implementation realities, the chapter identifies systemic gaps and
structural constraints. It further evaluates the broader ECCD ecosystem's functionality, including
governance, institutional coordination, and stakeholder engagement. The discussion ultimately
lays the foundation for strategic, evidence-based recommendations to strengthen an integrated,
inclusive national ECCD system.

9.1 Prenatal and Perinatal Care Services

This section presents the current status of Early Childhood Care and Development (ECCD)
services in Bangladesh during the prenatal and perinatal stages, drawing on surveys, IDIs, FGDs,
KlIs, and observations, and situating findings within existing policies, reports and literature.

9.1.1 Access and Coverage of Prenatal and Perinatal Care Services

National policies, including the National Children Policy 2011 and CECCD Policy 2013,
emphasize maternal and neonatal health as foundational for early childhood development. Services
include maternal nutrition, antenatal care (ANC), breastfeeding counselling, immunisation, and
essential newborn care, delivered primarily through community clinics, outreach programs, and
maternal health initiatives. Policies also highlight preconception awareness, family involvement,
and maternal mental wellbeing as components of nurturing care. However, evidence of systematic
integration of mental health and responsive caregiving support in routine maternal services is
limited.

Bangladesh has developed a strong policy foundation supporting early child development from the
prenatal stage. Inclusion of maternal nutrition, ANC, breastfeeding promotion, and parenting
support reflects recognition of the role of maternal health and caregiving environments in child
development. These policy commitments align with global frameworks like the nurturing care
approach, which emphasizes integrated health, nutrition, safety, responsive caregiving, and early
learning from pregnancy onward (WHO et al., 2018). Community-based platforms offer high
potential to reach rural populations with maternal and newborn services. Sectoral programs have
strengthened awareness on maternal nutrition, early breastfeeding, and newborn care.
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National data indicate notable improvements: around 80% of women receive at least some ANC,
skilled birth attendance reaches 70%, 75.7% of mothers receive essential ANC tests, 71% of
deliveries occur in health facilities, and 77% of births are attended by skilled personnel (BBS,
2025; Agarwala et al., 2024). However, continuity gaps remain: only 43.4% of pregnant mothers
receive four or more ANC visits, and postnatal care within two days remains low. This study’s
parent survey mirrors these patterns, showing most mothers attended only 1-3 ANC visits,
reflecting limited preconception and community-level awareness. Similar barriers such as financial
constraints, limited awareness, transport issues, and perceived low service quality have been
documented in previous studies conducted upon Bangladesh and India (BBS, 2025; Girotra et al.,
2023). In contrast, countries with higher rate of four or more ANC coverage, such as Indonesia,
Zimbabwe, and the Philippines, benefit from financial support, better access, integrated services,
and supportive policies (Andriani et al., 2022; Wulandari et al., 2021; Tessema & Minyihun,
2021).

Geographic disparities influence service access. Families in haor and char areas face substantial
barriers, consistent with prior findings on remote regions’ limited access to skilled care (Agarwala
et al., 2024). Similarly, urban areas in India, Indonesia, and the Philippines show higher
accessibility compared to rural vulnerable regions, and community-based action plans like in the
Philippines may help reduce disparities to a certain extent (Wulandari et al., 2021). Community-
level maternal health awareness initiatives implemented under the Health, Population and
Nutrition Sector Programme (HPNSP) were reported to have limited geographic coverage and
have remained suspended following the program’s completion. Interruptions in program activities
can therefore weaken community-level health promotion and reduce awareness regarding maternal
and newborn care.

Family dynamics are influential. Although many mothers participating in this study reported
receiving emotional and practical support from family members, healthcare decisions during
pregnancy were often influenced by husbands, mothers-in-law, or other senior household
members. Similar patterns have been widely documented in maternal health studies conducted
across South Asia, where extended family structures frequently influence women’s health-seeking
behaviour during pregnancy and childbirth (Andriani et al., 2022; Tessema & Minyihun, 2021).
Evidence from Bangladesh also suggests that traditional beliefs and misconceptions within
households can sometimes discourage the adoption of recommended prenatal and postnatal
practices. In some cases, families discourage women from taking nutritional supplements or
seeking medical care due to fears of side effects or reliance on traditional remedies (Kraemer,
2023).

Another critical gap identified in this study relates to maternal mental health support. While
recognized as essential for early child development, mothers reported limited access to counselling
or psychosocial support during pregnancy and postpartum. Healthcare professionals cited
insufficient training and resources to address maternal mental health, despite evidence from
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countries with improved prenatal and perinatal care emphasizing psychosocial support alongside
physical care (Schmidt & Bachmann, 2021).

Overall, Bangladesh has comprehensive policy frameworks for prenatal and perinatal care, yet
uneven coverage, limited parental awareness, sociocultural influences, and absence of structured
maternal mental health services constrain effective service delivery.

9.1.2 Quality of Services during Prenatal and Perinatal Stages

Despite national policies emphasizing improvements in maternal and neonatal care, service quality
remains inconsistent across Bangladesh. Mothers reported limited trust in public healthcare due to
perceived gaps in provider competency, inadequate monitoring during childbirth, and weak facility
management. Shortages of trained personnel, high doctor—patient ratios, and inconsistent provider
attitudes further compromise quality.

Infrastructure and facility readiness are critical challenges, particularly in remote areas such as hill
tracts, chars, and haor regions. Many community clinics and health complexes lack essential
equipment, counselling services, and specialized units such as neonatal intensive care facilities
(NICUs). Even in urban areas, NICU scarcity often forces families to rely on private care,
increasing financial pressure. Maternal nutrition programs also face frequent shortages of essential
supplements like iron, folic acid, and calcium, reducing the effectiveness of preventive care
interventions.

The study reveals discrepancies between policy intent and service realities. The CECCD Policy
and its operational and implementation plan emphasize workforce competency, facility readiness,
and emergency obstetric care (MoWCA, 2013a; 2013b), yet implementation gaps persist. High
workloads, inadequate training, and insufficient supervision undermine the quality of care.
Mothers frequently reported experiences of dismissive attitudes or rushed consultations, reducing
confidence in healthcare facilities. Such patterns mirror findings from other South Asian countries,
where disrespectful maternity care, lack of dignity during childbirth, and limited postnatal support
undermine facility-based services despite increased institutional deliveries (Dey et al., 2017,
Sudhinaraset et al., 2016; Varghese et al., 2014; Hameed & Avan, 2018; Maheen et al., 2020;
Wagqas et al., 2020).

Facility readiness is another constraint. Many health complexes are inadequately equipped to
deliver comprehensive prenatal and neonatal services. Shortages in medical supplies, inconsistent
availability of supplements, and lack of functional equipment limit service quality. Moreover,
insufficient attention to counselling and psychosocial support reduces mothers’ preparedness for
childbirth and newborn care. In remote areas, mothers often rely on informal advice or phone
consultations, highlighting gaps in both infrastructure and service delivery capacity. Comparable
challenges have been observed in Nepal, where weak healthcare infrastructure and limited skilled
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birth attendants restrict access to safe and quality care in rural and vulnerable communities (Baral
et al., 2016; Devkota et al., 2018).

Maternal nutrition support programs demonstrate mixed effectiveness. While national strategies
aim to provide essential supplements and nutritional counselling, frequent shortages and
inconsistent follow-up reduce uptake. Iron, folic acid, and calcium are often unavailable at
community clinics, and healthcare providers sometimes hesitate to promote these services due to
institutional capacity limitations. This reduces continuity and efficacy of preventive maternal care
interventions, leaving mothers at risk of anemia, micronutrient deficiencies, and other
complications.

Workforce competency and capacity remain central to improving quality. Mothers in urban, rural,
and hill tract areas reported concerns about provider knowledge, attitude, and communication
skills. Training gaps, insufficient mentorship, and high patient volumes exacerbate these
challenges. Similar concerns have been documented in previous studies in Bangladesh, which
highlight that high workloads among healthcare workers, limited communication with patients,
and inadequate patient engagement reduce maternal satisfaction and confidence in health services
(Bogren et al., 2018; Dynes et al., 2011; Gamage et al., 2022). These challenges are not unique to
Bangladesh but are widely observed across South Asian maternal healthcare systems. In India,
disrespectful maternity care, lack of dignity during childbirth, and limited postnatal support
undermine women'’s trust in facility-based delivery services despite increased institutional delivery
rates (Dey et al., 2017; Sudhinaraset et al., 2016; Varghese et al., 2014). Similarly, evidence from
Pakistan shows that women often prefer traditional birth attendants due to perceptions of more
respectful and culturally sensitive care, especially where formal healthcare providers are perceived
as dismissive or inaccessible (Hameed & Avan, 2018; Maheen et al., 2020; Wagqas et al., 2020).

In sum, despite strong policy commitments, the quality of prenatal and perinatal services is
undermined by workforce limitations, infrastructure gaps, insufficient supplies, and weak
communication with communities. Strengthening provider training, improving facility readiness,
ensuring consistent medical supplies, expanding NICU and specialized care access, and integrating
counselling services are essential to improve reliability, maternal satisfaction, and newborn
outcomes.

9.1.3 Equity and Inclusion in Services during Prenatal and Perinatal Stages

Significant disparities persist in prenatal and perinatal care services, despite policy commitments.
Financial limitations force low-income families to rely on under-resourced public facilities, while
private care remains unaffordable. Geographic disparities in climate-vulnerable and remote
regions restrict access to infrastructure and skilled personnel. Long waiting times and high patient
loads indirectly discriminate against disadvantaged mothers. Knowledge gaps regarding maternal
programs further limit utilisation. Gender norms and cultural attitudes affect service prioritisation,
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particularly in rural and hill tract communities. Targeted outreach exists for some indigenous
populations, but marginalized groups and mothers with disabilities receive limited support.
Existing policies neglect maternal healthcare accessibility for women with physical, sensory, or
cognitive impairments.

Financial barriers remain critical, as low-income mothers face staff shortages and high patient
volumes, affecting care quality. Similar trends occur in India, Pakistan, and Nepal, where financial
limitations often restrict access to skilled prenatal and perinatal care services (Sudhinaraset et al.,
2016; Baral et al., 2016; Mehata et al., 2017). On the contrary, countries like the Philippines and
Finland demonstrate better access through equitable government initiatives, regardless of
socioeconomic status (Schmidt & Bachmann, 2021; Bhowmik et al., 2020). Geographic barriers
further exacerbate inequities in remote and climate-vulnerable regions. Mothers living in remote
and climate-vulnerable areas such as coastal regions, chars, haors, and hill tracts often face limited
access to healthcare infrastructure and specialized services. Comparable challenges have been
reported in Nepal, where rural women experience difficulty accessing skilled birth attendants due
to geographic isolation and weak healthcare infrastructure (Baral et al., 2016; Devkota et al., 2018).

Inclusion gaps persist for marginalized populations. While some indigenous communities benefit
from outreach, consistent mechanisms for other vulnerable groups are absent. Besides, the existing
policy framework ignores the specific healthcare needs of pregnant women with physical, sensory,
or cognitive impairments, despite the fact that women with disabilities often face additional
barriers related to physical accessibility, communication barriers, and social stigma when
accessing healthcare services (Devkota et al., 2018).

Overall, equitable and inclusive prenatal and perinatal healthcare in Bangladesh requires
simultaneous attention to structural and social barriers. Strengthening healthcare infrastructure in
remote areas, expanding financial protection, improving awareness of available programs, and
incorporating disability-inclusive strategies are essential to ensure all mothers receive respectful,
high-quality care.

9.2 ECCE Services for Children Aged 0-3

This section discusses the current status of Early Childhood Care and Education (ECCE) services
for children aged 0-3 in Bangladesh. The discussion draws on findings from surveys, IDIs, FGDs,
KlIs, and observations, and compares them with existing national policies, reports, and relevant
literature.

9.2.1 Access and Coverage of the ECCE Services for Children Aged 0-3
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National policies and strategic guidelines, including The CECCD policy 2013 and The National
Comprehensive ECCD Strategy in Bangladesh emphasizes a holistic ECCD approach, including
healthcare, nutrition, protection, responsive caregiving, and early learning through promoting the
Essential Service Package, linking primary health care centers with para centers, establishing
daycare centers, and utilizing community-based and institutional supports (MoWCA, 2013a;
MoHFW, 2022). However, in practice, the available services are largely health and nutrition-
focused. Available services include birth registration, immunization (EPI), nutrition services
(NNS), childhood illness management (IMCI), and growth monitoring, along with scattered day-
care facilities and breastfeeding corners. Lack of services focusing on early learning, psycho-social
care, safety and protection, parental coaching, and responsive caregiving presents a challenge for
the holistic development of children.

The CECCD policy 2013, envisioning a comprehensive Essential Service Package (ESP) for
children aged 0-3 years, integrating healthcare, nutrition, protection, responsive caregiving, and
early learning, reflects a strong policy commitment towards a holistic developmental model, which
recognizes the importance of development and safety-related services along with survival-related
services for a child. This policy commitment aligns with global frameworks such as the Nurturing
Care Framework, which emphasizes health care and nutrition, responsive caregiving, safety and
security, and early learning opportunities services for children aged 0-3(WHO et al., 2018).

Parent-reported data on the Nurturing Care Framework reveal significant service access gaps.
While 71.15% of parents reported access to healthcare and 59.62% to nutrition-related ECCD
services, only 26.92% had early learning opportunities, and 20.19% accessed safety and psycho-
social care. The most severe gap was in responsive caregiving, with just 10.58% of parents
receiving support for engaging with their child's needs. This survival-centric trend is consistent
with other lower-to-middle-income countries like the Philippines and Indonesia, where early
learning and caregiver interaction are rarely integrated into routine service delivery (Suparto et al.,
2021; Ulep et al., 2024). In contrast, in some high-income countries such as Finland, routine ECCD
services incorporate play-based early learning to meet the developmental needs of children
(Salminen, 2017; Narvi et al., 2020; Niu et al., 20240).

Limited integrated ECCD services through existing health and nutrition platforms are implemented
in Bangladesh.

Access to integrated ECCD services through existing health and nutrition platforms is limited in
some specific piloting areas in Bangladesh. Resource shortage, limited capacity, work overload,
and limited training opportunities for workers make it challenging to deliver ECCE along with
health care services in every corner of the country, including these piloting areas. Similarly, in
India and Indonesia, frontline workers in community-based programs often lack training in early
childhood development beyond basic health and nutrition (Gopalakrishnan et al., 2025; Suparto et
al., 2021). Although health and nutrition services receive focused efforts, the MICS 2025 data
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indicate that 64.8% of children aged 6-23 months experience food poverty. This indicates the
preparation gap for enhancing integrated ECCD services.

National data indicate that the percentage of children (aged 24 to 59 months) receiving four or
more stimulation activities from any household adult decreased from 78% to 35.1% over the
decade. Father involvement remains extremely low at only 2.6%, and mother engagement,
although higher than fathers', also dropped to 27.2% (BBS & UNICEF, 2025). This gap in
stimulation and early learning opportunities persists at the household-level practices due to the rise
of parents’ additional engagement, nuclear families, and a lack of awareness initiatives for the
families and communities.

Another challenge for children’s protection, responsive caregiving, and structured early learning
opportunities is the low utilization of daycare services. Only 14.42% of parents reported in the
parents survey that they utilize daycare centre services for their children. The uptake of daycare
services remains low due to strong socio-cultural stigma and insecurity regarding the service
quality. The service quality of these daycare centers is lacking due to a shortage of trained ECCD
personnel, inconsistent training opportunities, the absence of a safe and child-friendly
environment, and weak inclusive practices. In contrast, Finland offers universally accessible
daycare services that focus on holistic development, play-based learning, and inclusion. Daycare
services in Finland are publicly financed, whereas in Bangladesh, they are largely managed by
NGOs and private organizations. This difference may contribute to the quality gap observed in
these services.

Overall, despite strong policy alignment with global frameworks, access to ECCE services for
children aged 0-3 remains fragmented and disproportionately health-oriented. The absence of
systematic integration between survival and developmental components limits the realization of a
truly holistic ECCD model and weakens early developmental foundations.

9.2.2 Quality of the ECCE Services for Children Aged 0-3

To ensure safe, child-friendly, and stimulating environments in health centers, community clinics,
and Early Childhood Care and Development (ECCD) facilities, national policies emphasize the
importance of developing infrastructure, building a skilled workforce, and enhancing the capacities
of stakeholders (MoWCA, 2013a). Strategic guidelines further stress the need to improve the
quality of nurturing care by updating ECCD training materials, training service providers and
caregivers, orienting managers at all levels, and introducing certification courses on child
development (MoHFW, 2022). Despite these policy commitments and strategic recommendations,
there is a significant gap in structural and regulatory implementation due to poor enforcement, lack
of infrastructure, and not enough skilled workers.

In community health care centers and daycare facilities, the infrastructure for children aged 0 to 3
is inadequate. There is a shortage of space, a lack of child-friendly environments, insufficient play
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areas, and inadequate safety measures in these organizations. Home-based daycare centers also
face challenges, including poor-quality environments with a scarcity of toys and dark, humid
rooms. These conditions raise concerns among parents about leaving their children in daycare.
Additionally, there is a significant gap in inclusive practices, as most facilities lack the necessary
physical accommodations for children with special needs, such as specialized equipment, ramps,
walkers, and therapeutic facilities.

The challenges in early childhood care and development (ECCD) are exacerbated by an untrained
and unregulated workforce, as well as an insufficient number of qualified professionals. The
number of certified workers with knowledge in ECCD, such as understanding developmental
milestones, child psychology, and early detection of abnormalities, is very low. Additionally, there
is a lack of commitment and inadequate training resources for healthcare and community health
workers. Educators and caregivers often lack the necessary skills to support children with special
needs, which is why many daycare centers do not admit these children. In numerous institutions,
there are no paraeducators or additional support staff to assist the primary teacher or caregiver.
This trend mirrors challenges in Singapore, where care quality varies significantly due to
workforce skill disparities and a reliance on minimum qualification thresholds rather than
specialized ECCD expertise (Wu & Perisamy, 2021).

Overall, Quality gaps stem not from policy absence but from weak institutional capacity,
insufficient professionalization, and limited regulatory oversight. Without strengthening
workforce development and infrastructure standards, expanded access alone cannot ensure
developmentally appropriate and inclusive care for children aged 0-3.

9.2.3 Equity and Inclusion in ECCE Services for Children Aged 0-3

Bangladesh's national policies, acts, and strategic guidelines focus on equitable Early Childhood
Care and Development (ECCD) services for children from low-income backgrounds, remote areas,
and with special needs. The policies advocate for Essential Service Packages, quality day care
centers in factories for low-income families (MoWCA, 2013a), and strengthened National
Nutrition Services for vulnerable children (MoF, 2022). Policies promote universality, but the
service landscape primarily benefits the elite and the poorest, leaving the urban middle class
underserved. Children under three in hard-to-reach areas, including indigenous communities and
urban slums, have limited access to early childhood care and development (ECCD) services,
particularly in their first 1,000 days. Additionally, services often lack early detection systems,
trained staft, disability-friendly infrastructure, and effective referral mechanisms.

Socioeconomic status creates formidable barriers to accessing essential Early Childhood Care and
Development (ECCD) services. While in the parents' survey, 13.46% of parents reported
experiencing discrimination in service access, the vast majority of this group (92.86%) cited
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financial hardship as the primary driver, followed by social status (28.57%). These findings
indicate that for the most vulnerable families, discrimination is structural, rooted in an inability to
meet the costs associated with quality care and development. Wealthier families can secure
resources for their children's development, such as nutritious food and quality daycare. In contrast,
low-income communities often benefit from targeted support from the government and NGOs,
which provide trained caregivers and child-focused programs. However, urban middle-class
families struggle to access these services due to limited income, as there are no low-cost options
available for them.

In addition, there continue to be gaps in inclusion for marginalized populations. Children under
the age of 3 in hard-to-reach areas, such as indigenous communities, regions affected by climate
change, coastal areas, tea gardens, and urban slums, have very limited access to ECCD
interventions, especially during their critical first 1000 days. Most initiatives by NGOs and the
government focus on preschool-aged children, resulting in a disconnect between policy and
practice for the 0-3 age group. A similar situation has been observed in Canada, despite it being a
developed country. A study revealed that indigenous children in Canada experience poorer health
and nutrition outcomes compared to national averages, highlighting the gaps in inclusion for
marginalized populations (Findlay, 2019; Halseth & Greenwood, 2019).

There are not only structural but also systemic and cultural gaps that impede equitable early
childhood care and development (ECCD) services for children with disabilities or developmental
delays. The limited availability of services for the early detection of these disabilities poses a
significant challenge in identifying individual needs and implementing necessary interventions for
inclusive care. The absence of screening and referral mechanisms at the upazila level further
complicates matters, as many children remain unidentified until they enter school. This situation
parallels the Integrated Child Development Services in India, where developmental screening is
also limited, leading to difficulties in identifying potential delays in movement, speech, cognition,
or behavior (Chathukulam & Joseph, 2025; Kumar et al., 2022). Additionally, the challenges are
worsened by a shortage of trained professionals, inadequate disability-friendly infrastructure, a
lack of parental awareness, and hesitance in accessing services.

Overall, Equity challenges in ECCE for 0-3-year-olds are systemic rather than incidental.
Geographic isolation, poverty, limited screening systems, and weak inclusive infrastructure
collectively restrict developmental opportunities for the most vulnerable children. Addressing
these disparities requires not only targeted programs but a structurally integrated, universally
accessible ECCD ecosystem that bridges socioeconomic and geographic divides.
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9.3 Services during Transition to Primary Stage

This section discusses the current status of Early Childhood Care and Development (ECCD)
services supporting the transition to primary education for children aged 3—6 in Bangladesh. The
discussion draws on findings from surveys, IDIs, FGDs, KlIs, and observations, and compares
them with existing national policies, reports, and relevant literature.

9.3.1 Access and Coverage of Services Supporting Transition to Primary Stage for
Children Aged 3—6

Bangladesh has established several policy commitments to support Early Childhood Care and
Education (ECCE) for children aged 3—6 through frameworks such as the National Education
Policy 2010 and the Comprehensive Early Childhood Care and Development (CECCD) Policy
2013. Despite these commitments, service coverage and participation remain uneven. While some
children benefit from government, NGO, and private initiatives, many still lack consistent access
to integrated services combining health, nutrition, protection, and early learning. Participation of
children below five in ECCE remains particularly limited, and expansion of universal pre-primary
education continues to face constraints related to resources, infrastructure, and parental awareness.

The findings reveal a clear gap between policy commitments and the actual provision of ECCE
services. Although the CECCD Policy 2013 promotes integrated services, delivery in practice
remains fragmented across multiple providers and sectors. Parents reported uneven availability of
ECCE services, with access often depending on the presence of NGOs, private providers, or local
initiatives. This reflects broader patterns observed in Bangladesh and other South and Southeast
Asian contexts, where ECCE responsibilities are distributed across several ministries and service
providers, creating coordination challenges and uneven service coverage (Bhatta et al., 2020;
Iskandar, 2020; Malik & Behera, 2024; Rashid & Akkari, 2020). The findings also highlight the
prominent role of NGOs in delivering ECCE services, particularly in urban and underserved
communities where public provision is limited, a trend also noted in previous studies (Bhatta et
al., 2020).

A major concern emerging from the findings is the limited participation of children below five
years of age in ECCE programs. Many children begin structured early learning only after turning
five, indicating a service gap for those aged three to below five. Similar gaps have been reported
in several developing contexts where early childhood services emphasize health and nutrition for
younger children, while structured education begins closer to primary school age, leaving children
aged 3—5 comparatively underserved (Bhatta et al., 2020; Iskandar, 2020; Kouser & Popat, 2022;
Ulep et al., 2024).

Pedagogical practices in many learning centers were also reported to be academically oriented
rather than play-based. Such practices reflect the “schoolification” of early childhood education,
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where early academic pressure limits opportunities for developmentally appropriate play and
child-centered learning (Ang et al., 2021; Yang et al., 2021). Similar tendencies have been
documented in Bangladesh, where early childhood programs often prioritize literacy skills over
holistic developmental activities (Rashid & Akkari, 2020).

Despite these challenges, pre-primary education remains the most widely recognized ECCE
service supporting school readiness. Parents and education officials noted that participation in pre-
primary programs helps children adjust to school and develop foundational learning skills.
International evidence similarly shows that quality preschool participation improves cognitive
development and long-term educational outcomes (Alexiadou et al., 2024; Von Suchodoletz et al.,
2022). However, Bangladesh currently provides only one year of pre-primary education, which
may be insufficient for many children, particularly those with limited early learning exposure at
home. The ongoing piloting of a two-year pre-primary program therefore represents an important
step toward strengthening school readiness.

Parental engagement also influences children’s early learning experiences. Many parents reported
relying primarily on informal interactions such as playing with children, while structured learning
activities were less common. Research suggests that diverse home-based activities, including
storytelling and interactive communication, can significantly support children’s cognitive and
socio-emotional development (Enns et al., 2019; Kauts et al., 2025). Strengthening parental
awareness may therefore complement institutional ECCE services and support children’s
transition to primary education.

Overall, while Bangladesh has made important policy commitments to strengthen ECCE,
challenges remain in ensuring equitable access, coordinated service delivery, and developmentally
appropriate learning environments for children aged 3—6.

9.3.2 Quality of Services Supporting Transition to Primary Stage for Children Aged 3-6

The findings present a mixed picture of the quality of ECCD services for children aged 3—6 in
Bangladesh. Although national policies emphasize holistic development and quality early learning,
service delivery remains uneven across providers and geographic contexts. Pre-primary education
is the primary institutional service for this age group, yet its effectiveness is questioned due to
weak learning outcomes reflected in national assessments. Workforce capacity is a major
challenge, as many pre-primary teachers, particularly in government schools, have limited
opportunities for continuous professional development. Despite the existence of a comprehensive
play-based curriculum, classroom practices often fail to reflect its intent due to teacher capacity
gaps, large class sizes, and resource constraints. Observational findings suggest moderate program
quality, with relatively stronger performance in learning activities, child well-being, and family
involvement, but weaker outcomes in inclusion, staffing support, and infrastructure.
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The findings highlight a gap between policy aspirations and the actual quality of ECCD services
delivered to children aged 3—6 in Bangladesh. While policies such as the National Education Policy
2010 and the CECCD Policy 2013 emphasize holistic child development and quality pre-primary
education, implementation challenges limit their effectiveness. Similar policy—practice gaps have
been observed in Bangladesh and other contexts where ECCE systems have expanded but struggle
to maintain consistent quality and ensure integration among different sectors (Bhatta et al., 2020;
Rashid & Akkari, 2020; Kouser & Popat, 2022; Malik & Behera, 2024). Comparable
implementation challenges also exist in Indonesia and the Philippines, where policies support
integrated child development but institutional coordination across sectors remains weak (Iskandar,
2020; Ulep et al., 2024).

A key issue emerging from the findings is the limited effectiveness of pre-primary education in
improving learning outcomes despite its recognized role in school readiness. Concerns that
children attending pre-primary do not demonstrate substantially different outcomes from those
who do not raise questions about program quality and pedagogical practices. International
evidence shows that high-quality preschool programs significantly improve children’s cognitive
and socio-emotional development and later academic achievement (Alexiadou et al., 2024; Von
Suchodoletz et al., 2022). However, such outcomes depend heavily on implementation quality,
including teacher competence and developmentally appropriate pedagogy. The study indicates that
many teachers lack sufficient understanding of ECCD principles such as play-based pedagogy,
child psychology, and early learning standards, and have limited opportunities for professional
development. Similar workforce challenges have been reported in countries such as Australia,
Malaysia, and India (Cahill et al., 2022; Tang et al., 2022; Malik & Behera, 2024), while developed
contexts emphasize professionalization of the early childhood workforce through specialized
qualifications and continuous training (Alexiadou et al., 2024; Laaninen et al., 2024).

Another issue highlighted by the findings is the disconnection between curriculum design and
classroom practices. Although Bangladesh has a competency-based pre-primary curriculum
promoting play-based learning and holistic development, implementation remains weak due to
limited training, high teacher—child ratios, and insufficient support staff. Consequently, classroom
practices often revert to academically oriented instruction rather than interactive learning. This
pattern reflects the broader phenomenon of “schoolification” of early childhood education
observed in several Asian countries, including Singapore and Malaysia (Ang et al., 2021; Yang et
al., 2021; Kong, 2022; Tang et al., 2022).

Observational findings further indicate moderate but inconsistent programme quality across ECCE
settings. While teachers generally demonstrated empathy toward children and avoided punitive
discipline, structural limitations such as inadequate infrastructure, limited WASH facilities,
insufficient play space, and the absence of para-teachers constrain effective classroom
management and interactive learning. Similar resource and staffing shortages affecting programme
quality have been reported in several developing contexts (Bhatta et al., 2020; Iskandar, 2020).
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Parental satisfaction with ECCD services was generally high, but this should be interpreted
cautiously. While many parents rated services positively, only a small proportion described them
as “very good,” suggesting that satisfaction may reflect basic service availability rather than high-
quality provision. Previous research indicates that parental perceptions of service quality are often
shaped by limited exposure to alternative early childhood education models (Rashid & Akkari,
2020).

Overall, despite strong policy commitments to expanding ECCD services for children aged 3—6,
ensuring consistent quality across programs remains a major challenge. Workforce capacity
limitations, curriculum—practice gaps, infrastructure constraints, and uneven service access
continue to affect program effectiveness, highlighting the need for stronger teacher professional
development, improved coordination across sectors, and better alignment between policy goals
and classroom practices.

9.3.3 Equity and Inclusion in Services Supporting Transition to Primary Stage for the
Children Aged 3-6

While Bangladesh has established several policy commitments to promote equitable access to
ECCD services for children aged 3—6, substantial disparities remain in practice. Access to services
has improved in some geographically challenging areas through government and NGO initiatives;
however, participation continues to be influenced by geographic barriers, financial constraints, and
social inequalities. Economic hardship appears to be the most significant barrier affecting families’
ability to access services. While certain initiatives such as textbooks in mother language for
indigenous children and para-centers in the hill tracts have expanded opportunities, service
continuity and coverage remain inconsistent. In addition, support services for children with special
needs are limited due to infrastructural barriers, lack of trained personnel, limited early
identification mechanisms, and low community awareness, resulting in minimal inclusive
practices within early learning environments.

The findings reveal significant disparities in service across geographic and socioeconomic
contexts. Urban families, particularly those with greater financial resources, have access to private
preschools and daycare centers where more structured and developmentally supportive approaches
are followed, whereas even though in haor, char, coastal, and hill areas due to geographic isolation
and poverty continue to restrict children’s participation in structured early learning opportunities,
parents often express satisfaction with just the availability of services. This pattern reflects a
broader global trend in ECCE systems where service quality and learning opportunities are
strongly influenced by household income and geographic location (Kouser & Popat, 2022; Ulep
et al., 2024). Similar inequalities have been observed in countries such as India, Indonesia, and
Australia, where children in remote or disadvantaged communities often receive lower-quality
early childhood services compared with their urban counterparts (Cahill et al., 2022; Cohrssen et
al., 2023; Iskandar, 2020).The inequitable services contribute to noticeable development
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vulnerabilities, particularly in terms of communication and general knowledge, creating an
obstruction to a smoother and equitable transition to early primary education.

The limited support for children with special needs observed in this study also mirrors a broader
global challenge in translating policy commitments into inclusive practice. While policies such as
the CECCD Policy 2013 and the Persons with Disability Rights and Protection Act 2013 advocate
for access, early identification, and tailored classroom support are often lacking. Similar
implementation gaps are noted in low and middle-income contexts, where inclusive efforts
struggle due to inadequate infrastructure, insufficient teacher training, lack of professionals in
disability or developmental delay identification, limited referral services, and minimal awareness
at the community level (Srinivasan et al., 2021). Even in developed contexts, inclusive pre-
schooling practices are hardly implemented in spite of having strong inclusion-oriented policies
due to practical limitations, such as the lack of special educators, limited understanding of
inclusion, and classroom organisation (Ginner et al., 2022). These findings highlight the
importance of strengthening institutional capacity and professional development in order to
translate inclusive policy commitments into effective practice.

To sum, the discussion suggests that although Bangladesh has made meaningful progress in
expanding ECCD opportunities for children aged 3—6, significant equity and inclusion challenges
persist. Geographic disparities, socioeconomic barriers, and limited institutional capacity continue
to affect children’s access to services, while inclusive support for children with special needs
remains insufficient.

9.4 Services during the Early Primary Education Stage

This section discusses the current status of Services during the Early Primary Education Stage for
children aged 6-8 in Bangladesh. The discussion draws on findings from surveys, IDIs, FGDs,
KlIs, and observations, and compares them with existing national policies, reports, and relevant
literature.

9.4.1 Access and Coverage of Services during the Early Primary Education Stage for
Children Aged 6-8

National commitments, particularly the National Education Policy and the Comprehensive Early
Childhood Care and Development (CECCD) Policy, articulate a strong mandate for universal,
compulsory, and quality primary education, alongside integrated support for nutrition, protection,
retention, and child wellbeing. Policy provisions emphasize second-chance education, child labour
prevention, and public awareness through ICT-based platforms. In practice, early primary
education for children aged 6-8 is available through government, NGO, and private initiatives;
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however, coverage remains uneven. Marginalized and remote areas continue to experience limited
service access, financial barriers, and weak parental awareness, indicating a gap between policy
aspiration and operational reach.

Survey findings reinforce this disparity. While 51.85% of respondents reported that their own
children had access to necessary ECCD services, only 22.43% reported similar access for children
within their wider social networks, suggesting localized rather than universal coverage. Nearly
half of parents perceived services as unavailable or only slightly available in their locality, and
only 15.07% considered them mostly available. Institutional utilization stands at 58.90%,
constrained by supply-side limitations, fragmented awareness initiatives, and regional inequities.
Government Primary Schools are the dominant provider, followed by NGOs and public health
facilities, reflecting reliance on formal infrastructure but without cohesive integration of
developmental services.

When compared with international experiences, Bangladesh’s situation reflects both progress and
persistent structural gaps. Countries such as Finland, Malaysia, Singapore, Indonesia, India, and
the Philippines report near-universal enrollment in early primary grades, yet literature shows
continuing disparities in infrastructure quality, inclusive education, and learning outcomes,
particularly for rural, low-income, and marginalized children. Similar to findings from Indonesia
and the Philippines, shortages in WASH facilities, teaching materials, and inclusive infrastructure
affect consistent attendance and foundational learning ( Susanti et al., 2020; Navarro, 2024). In
contrast, higher-income contexts like Finland demonstrate stronger systemic coherence and quality
assurance mechanisms (Jahnukainen et al., 2023; Saloviita, 2020; Eskeld- Haapanen et al., 2023),
though even there, inclusive infrastructure requires continuous improvement. Bangladesh’s
challenges, therefore, align more closely with regional lower- and middle-income contexts, where
access expansion has not fully translated into equitable or holistic service delivery.

Overall, the findings suggest that Bangladesh has achieved partial expansion of early primary
access but not comprehensive developmental coverage. Policy frameworks envision integrated
support encompassing nutrition, health, protection, and socio-emotional development; however,
service delivery remains education-centered and fragmented. Comparative evidence indicates that
enrollment alone is insufficient without coordinated infrastructure, inclusive systems, and
sustained quality monitoring. The broader implication is that strengthening access at the 6-8 stage
requires moving beyond numerical expansion toward an integrated, equity-focused ECCD
ecosystem that ensures continuity of care, balanced developmental support, and consistent national
coverage.

9.4.2 Quality of Services during the Early Primary Education Stage for Children Aged 6-8

The findings reveal a fragmented picture of service quality during the early primary years (Grades
1-2) in Bangladesh. Although the CECCD Policy 2013 and the National Education Policy 2010
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articulate a vision of child-friendly environments, smooth transition, active learning, and strong
quality monitoring, implementation remains inconsistent across government, NGO, and private
schools. Variations in infrastructure, pedagogy, teacher capacity, and parental engagement result
in uneven learning experiences for children aged 6—8. This divergence between policy aspiration
and classroom reality reflects a broader challenge in translating holistic early learning
commitments into sustained institutional practice.

A central concern emerging from the findings is the weak operationalization of smooth transition
mechanisms from pre-primary to primary education. While policy guidelines emphasize structured
transition strategies, child-friendly school environments, and strong parent—teacher collaboration,
schools often lack clear frameworks to guide this process. The coexistence of multiple education
streams without coordinated guidance creates confusion for parents and may undermine continuity
in children’s learning experiences. Similar policy-practice gaps have also been identified in
another study conducted in Bangladesh and in a study conducted in Indonesia, where high
enrollment rates mask uneven classroom quality and limited pedagogical coherence (Alam et al.,
2021; Susanti et al., 2020). In contrast, countries such as Finland and Vietnam frame Grades 1-2
as a gradual and developmentally sensitive phase, supported by formative assessment and
structured progression (Eskeld-Haapanen et al., 2023; Hoang et al., 2020). The findings suggest
that Bangladesh’s early primary stage remains more structurally expanded than pedagogically
consolidated.

Pedagogical practices further illustrate tensions between policy commitments and implementation.
Although national standards promote child-centered and activity-based learning, classroom
observations indicate that instruction remains predominantly teacher-centered, with limited play-
based activities, few instructional materials, and minimal classroom decoration to stimulate
engagement. This pattern reflects the broader “formalization” or academic intensification of early
primary education observed in Bangladesh, India, Singapore, and the Philippines, where early
mastery of literacy and numeracy is prioritized, sometimes at the expense of developmentally
appropriate approaches (Alcott et al., 2020; Roy et al., 2020; Heng & Lim, 2021; Librea et al.,
2023). In contrast, systems such as Canada and Australia integrate foundational skills with
creativity, well-being, and cross-cutting competencies within more flexible curricular frameworks
(Bahri et al., 2024; Kauts et al., 2025). The Bangladeshi case, therefore, reflects a partial alignment
with global trends emphasizing foundational skills, but with insufficient pedagogical support to
ensure balanced and holistic learning.

Teacher capacity remains a decisive factor shaping service quality. Despite policy provisions
calling for qualified recruitment, continuous professional development, and strong supervision, the
findings indicate that recruitment processes prioritize subject knowledge over pedagogical
competence, child psychology, and inclusive practices. Training opportunities for government
primary teachers are limited in duration and scope, and ECCD-related content receives insufficient
emphasis. These challenges reflect findings from a study conducted in Bangladesh, Indonesia,
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India, and the Philippines, where underprepared teachers, high workloads, and weak supervision
undermine instructional quality (Alam et al., 2021; Das & Biswas, 2021; Susanti et al., 2020). By
contrast, high-performing systems such as Finland, Singapore, Canada, and Australia emphasize
strong professional standards and sustained teacher development, although even these contexts
face tensions between accountability pressures and responsiveness to diverse learners (Ro, 2020;
Nguyen et al., 2022). The findings suggest that strengthening early-grade teacher preparation in
Bangladesh requires not only expanded training but also deeper integration of child development
principles and inclusive pedagogy.

Infrastructure and learning environments present additional constraints. While the CECCD Policy
2013 calls for attractive, inclusive, and technology-supported classrooms, many government
schools struggle with limited space, inadequate playgrounds, insufficient WASH facilities, and
shortages of para-teachers. Conditions are often more fragile in NGO-operated schools in rural
and haor areas, where safe buildings and access to drinking water remain inconsistent. Inclusive
infrastructure, such as ramps, braille materials, and assistive devices, is largely absent, and teachers
lack specialized training to support children with diverse needs. These findings align with broader
evidence from Bangladesh and comparable contexts where infrastructure deficits contribute to
weak foundational learning and irregular attendance (Alam et al., 2023; Navarro, 2024). Although
countries such as Malaysia and Finland demonstrate stronger facility standards, they continue to
face challenges in disability-friendly infrastructure (UNICEF Malaysia, 2023), indicating that
inclusion remains a global concern, though more pronounced in resource-constrained settings.

Attention to children’s well-being during the early primary stage also appears limited. Although
teachers generally demonstrate empathy, schools lack structured nutritional support, medical
services, and systematic health coordination, particularly in hard-to-reach areas. Given that health
and nutrition directly affect readiness to learn, limited access to quality health services may
undermine the broader goals of integrated child development envisioned in national policy
frameworks. This gap reflects persistent sectoral fragmentation, where education and health
services operate without strong coordination, despite policy recognition of holistic child
development.

Despite these structural and pedagogical limitations, parental satisfaction levels are notably high.
A majority of parents reported full or moderate satisfaction, and none expressed complete
dissatisfaction, even though some rated service quality as poor. This divergence between
satisfaction and perceived quality suggests that parental approval may be influenced by access,
affordability, or limited exposure to alternative educational models rather than objective service
standards. High satisfaction, therefore, should not be interpreted as definitive evidence of strong
program quality.

Overall, the findings indicate that while Bangladesh has established comprehensive policy
commitments for ensuring quality early primary education for children aged 6-8, implementation
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remains uneven. Persistent gaps in teacher preparation, inclusive infrastructure, monitoring
systems, and child-centered pedagogy constrain the realization of policy goals. The contrast with
higher-performing systems underscores the importance of sustained professionalization, coherent
transition frameworks, inclusive design, and effective supervision. Without stronger alignment
between policy vision and classroom practice, the early primary stage risks becoming academically
formalized but pedagogically under-supported, limiting its potential to secure strong foundational
learning and holistic development for all children.

9.4.3 Equity and Inclusion in Services during the Early Primary Education Stage for
Children Aged 6-8

The findings indicate that although Bangladesh has articulated strong commitments to equity and
inclusion in early primary education through the CECCD Policy 2013 and the National Education
Policy 2010, implementation remains uneven. Policies propose residential and satellite schools,
stipends, mid-day meals, social protection, and mother-tongue-based education for indigenous
communities, particularly in remote and disaster-prone areas. However, children in hill tracts and
haor regions continue to face transportation barriers, seasonal disruptions, and long distances to
school. Coverage of residential facilities and flexible schooling arrangements remains limited,
reflecting a gap between policy intent and local capacity. Similar geographic disparities are
reported in India, Indonesia, and the Philippines, where rural and marginalized communities
experience weaker infrastructure and limited instructional support (Das & Biswas, 2021; Susanti
et al., 2020; Navarro, 2024).

Socioeconomic inequality emerges as the most significant barrier to equitable access. Although
only a small proportion of parents reported discrimination in the parents' survey, financial hardship
was the dominant factor, followed by social status. This suggests that inequity is shaped less by
overt institutional exclusion and more by structural poverty and limited access to support
mechanisms. While policy frameworks include stipends and cash transfers, these are not
consistently accessible or clearly communicated to eligible families. This pattern aligns with
broader evidence from low- and middle-income contexts, where children from poorer households
face higher risks of low-quality schooling and weaker early-grade learning outcomes (Das &
Biswas, 2021; Susanti et al., 2020). Compared to countries such as Canada and Australia, where
regional disparities exist but are moderated by stronger institutional capacity (Kauts et al., 2025;
Bahri et al., 2024), Bangladesh continues to struggle with translating redistributive policy
commitments into effective practice.

Inclusion of indigenous children and those with special needs remains limited despite
comprehensive policy provisions. Although both national policies emphasize mother-tongue
instruction, recruitment of indigenous teachers, accessible infrastructure, and early identification
of disabilities, actual coverage is narrow. Schools often lack ramps, Braille materials, assistive
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devices, and teachers trained in inclusive or special education practices. Mechanisms for early
identification and referral are weak, resulting in delayed or missed support for children with
physical, sensory, or intellectual disabilities. Similar implementation gaps are evident in Indonesia
and the Philippines, where children with disabilities experience lower participation despite
inclusive policy frameworks (UNICEF Indonesia, 2025; Navarro, 2024). Thus, inclusion in
Bangladesh remains more aspirational than institutionalized.

Gender disparities appear relatively limited at the institutional level, yet household-level economic
pressures and social norms still influence participation patterns for some children. Overall, the
findings suggest that while Bangladesh has developed a strong normative framework for equitable
and inclusive early primary education, persistent poverty, geographic isolation, and limited
institutional capacity constrain its realization. Without stronger implementation mechanisms,
improved targeting of financial support, and systematic investment in inclusive infrastructure and
teacher preparation, early primary education risks reinforcing rather than reducing existing social
inequalities during this foundational stage.

9.5 Financing and Resource Allocation in ECCD

The findings of this study reveal significant challenges in the financing and resource allocation
landscape for Early Childhood Care and Development (ECCD) in Bangladesh. National policies,
such as the Comprehensive Early Childhood Care and Development (CECCD) Policy 2013 and
the National Education Policy 2010, emphasize the importance of sustainable financing and
multisectoral resource mobilization. However, in practice, the financing structure remains
fragmented and insufficient. ECCD service providers rely heavily on international donor funding
and organizational self-financing, while government contributions are relatively limited. Budget
allocations for ECCD are embedded within broader sectoral budgets for health, nutrition, and
education, making it difficult to track expenditures specifically dedicated to early childhood
development. Practitioners consistently reported that severe budget constraints affect service
quality, infrastructure, nutrition provision, and recreational facilities. At the household level,
parents in rural and economically disadvantaged areas experience a substantial financial burden
when accessing ECCD services, whereas families in more affluent urban settings generally
perceive service costs as reasonable.

A substantial gap exists between policy commitments and actual financing mechanisms supporting
ECCD implementation. The CECCD Policy calls for integrated financing across ministries, costed
action plans, and collaboration among government, private, and development partners. Yet, the
current system remains largely donor-dependent and fragmented across multiple institutions. This
reliance on external funding raizes sustainability concerns, as donor-funded programs are typically
time-bound and vulnerable to withdrawal. Sustained public investment is therefore essential to
ensure equitable access to quality ECCD services and to scale successful pilot initiatives. It mirrors
the similar situation as the Philippines mentioned in the Green Paper by the Second Congressional
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Committee of Education published in 2023, where ECCD implementation under Local
Government Units is limited by insufficient government funding, restricting service expansion.

However, increasing public spending alone does not guarantee improvements in accessibility and
quality; the structure and facilitation of financing mechanisms are equally critical. In liberal
welfare states such as the United Kingdom, New Zealand, Australia, and Quebec, public spending
on ECCD is relatively high, but it is delivered largely through demand-side mechanisms such as
parental subsidies, tax credits, or rebates, rather than direct public provision. This approach has
encouraged the rapid expansion of private and for-profit childcare providers, transforming ECCD
systems into competitive markets rather than coordinated public service networks (White &
Friendly, 2020). Operational challenges within ECCD service delivery are closely linked to budget
allocation practices. Practitioners across institutions reported that limited budgets directly affect
the availability of essential services, including nutrition support, safe infrastructure, adequate
sanitation, and age-appropriate learning resources. Similar financial constraints have been
observed in other developing contexts where ECCD lacks a dedicated budget, resulting in
inconsistent and unpredictable funding (EDCOMII, 2023).

Household-level findings demonstrate how financial barriers influence access to ECCD services.
Many parents reported difficulties covering the costs associated with childcare, healthcare, and
early education, particularly in low-income rural communities. Previous research indicates that
socioeconomic status plays a significant role in accessing ECCD (Enns et al., 2019; Kauts et al.,
2025). While some urban families perceive ECCD services as valuable investments in their
children’s development, families in disadvantaged regions often struggle to meet basic expenses,
which may discourage participation in structured early learning programs. In the developed
contexts, the parents’ are often subsidized. Subsidies help parents manage childcare costs, reducing
out-of-pocket expenses. Thus, access to structured ECCD services remain higher (White and
Friendly, 2020). In developing contexts like Bangladesh, as the public funding is limited, parents
often cover food, transportation, and other basic needs of the child.Thus, even though public
investment reduces costs for families, it does not fully eliminate financial burdens, especially for
low-income households (Tongson, 2023).

Overall, the current ECCD financing structure in Bangladesh remains fragmented, donor-
dependent, and insufficient to sustain service delivery. The absence of a dedicated national
financing framework, limited transparency in public expenditure, and reliance on household
contributions create significant barriers to equitable access.

9.6 Monitoring, Evaluation and Research in ECCD

The findings of this study indicate that monitoring, evaluation, and research systems supporting
Early Childhood Care and Development (ECCD) in Bangladesh remain fragmented and
inconsistent, despite strong policy recognition of their importance. While the CECCD Policy 2013
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and other national frameworks emphasize systematic monitoring, data collection, and evidence-
based planning, the implementation of these provisions varies widely across regions and service
providers. Record-keeping practices are limited, often restricted to basic administrative documents
such as birth certificates and vaccination cards, with comprehensive developmental data on
children rarely collected or analyzed. Monitoring activities exist across both government and
NGO-led initiatives, but they are primarily administrative and compliance-oriented rather than
focused on improving service quality or child development outcomes. Furthermore, the study
highlights significant gaps in ECCD research and locally generated data, with much of the
evidence used in policy discussions derived from international studies rather than the national
context.

The findings reveal a considerable disconnect between policy intentions and the actual functioning
of monitoring and evaluation systems within ECCD services. National policies advocate for
participatory monitoring, integrated data systems, and evidence-based decision-making; however,
in practice, monitoring remains fragmented and inconsistent across sectors. Many ECCD service
providers rely on periodic supervision or reporting mechanisms rather than systematic evaluation
frameworks that track developmental outcomes or program effectiveness. Monitoring practices in
both the education and health sectors were largely compliance-driven rather than quality-focused.
Education officials and institutional supervisors primarily emphasize administrative oversight,
paying limited attention to pedagogical quality or holistic child development outcomes. Similarly,
monitoring in health-related ECCD services depends heavily on routine reporting systems, with
minimal field-level verification. While some NGO-led initiatives employ structured monitoring
tools such as checklists and development manuals, these systems tend to be project-specific and
are rarely integrated into a unified national monitoring framework. This fragmentation is not
unique to Bangladesh but is observed across other South Asian countries as well. The distribution
of ECCD responsibilities across multiple ministries and service providers, without a dedicated
workforce for implementation and monitoring, adds to the workload of monitoring officials and
leads to duplication of administrative oversight (Iskandar, 2020; Malik & Behera, 2024). Research
suggests that administrative or compliance-based monitoring often fails to contribute meaningfully
to quality enhancement, whereas calm observation, constructive feedback, appreciation, and open
discussion with ECCD providers are more effective approaches for improving outcomes (Schifer
& Eberhart, 2017).

Weak record-keeping practices further illustrate the challenges of building a robust monitoring
ecosystem despite its recognized importance for ensuring optimal child development, informing
policy, and evaluating program effectiveness (Raikes et al., 2023). In many regions, data collection
remains limited to basic administrative records such as birth registration or vaccination cards,
while systematic information on children’s health, nutrition, and developmental progress is rarely
maintained. Even when indicators such as height and weight are recorded, the data are often not
analyzed for planning or program improvement. Given the critical role of monitoring, evaluation,
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and record-keeping in guiding policy and program decisions, it is recommended that child
development be tracked consistently so that policymakers and practitioners can identify
developmental risks, evaluate program outcomes, and allocate resources effectively (Raikes et al.,
2023).

The study also underscores substantial gaps in research and evidence generation within the ECCD
sector. Stakeholders consistently emphasized that locally generated research remains limited, with
only a few institutions conducting small-scale studies. Consequently, policy discussions and
advocacy often rely heavily on international evidence rather than context-specific data from
Bangladesh. Similar challenges are observed in other low- and middle-income countries.
Alongside limited research, data misalignment persists (Raikes et al., 2023), highlighting the need
for a coordinated national research agenda and an integrated ECCD data hub to support evidence-
based policymaking.

In summary, the findings suggest that despite strong policy commitments to monitoring,
evaluation, and research within ECCD, the current system in Bangladesh remains fragmented,
administratively focused, and weakly linked to service quality improvement. Strengthening the
ECCD monitoring and research ecosystem will require the development of integrated data systems,
systematic child development tracking mechanisms, expanded local research initiatives, and
stronger coordination across sectors responsible for child development.

9.7 Key Stakeholders and Coordination

The policy framework in Bangladesh assigns comprehensive and clearly differentiated roles to
multiple ministries and stakeholders under the leadership of the Ministry of Women and Children’s
Affairs (MoWCA). The CECCD Policy 2013 envisions a holistic, life-cycle approach, linking the
Ministry of Health and Family Welfare for maternal and child health, the Ministry of Primary and
Mass Education for early learning and transition to school, the Department of Social Services for
child protection and disability support, Bangladesh Shishu Academy for early stimulation, local
government institutions for grassroots coordination, and development partners, NGOs, and
research bodies for capacity building and innovation. It further proposes formal ECCD committees
at national and subnational levels, ECCD cells, and a Directorate of Child Affairs to ensure
coordinated planning and accountability. This architecture aligns with global practice, where many
Asian countries, including Cambodia, Indonesia, India, and the Philippines, rely on designated
lead ministries and inter-ministerial committees, while countries such as Finland and Thailand
embed coordination within stronger legal and institutional accountability structures (Rodriguez &
Chua, 2021; Alexiadou et al., 2024).

However, field evidence reveals a substantial gap between this comprehensive design and
operational reality. Although 19 ministries are formally recognized, stakeholders at the community
level are largely familiar with only a few key actors, mainly the Ministry of Health and Family
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Welfare, the Ministry of Women and Children’s Affairs, and, to some extent, the Ministry of
Primary and Mass Education, while other designated ministries remain invisible in day-to-day
service delivery. Formal coordination committees and mechanisms exist on paper but are mostly
inactive, constrained by weak leadership authority, bureaucratic fragmentation, and limited
operational mandates. As a result, ECCD services are delivered in parallel rather than through an
integrated ecosystem linking health, nutrition, early learning, protection, and parenting support.
Referral systems are weak, shared monitoring frameworks are absent, and collaboration often
depends on individual initiative rather than institutionalized processes. Compared to more
institutionalized models in Finland or legislated intergovernmental agreements in Canada
(Alexiadou et al., 2024; UNESCO, 2024), Bangladesh’s coordination remains structurally
ambitious but functionally underdeveloped.

Non-state and community actors further illustrate this fragmented landscape. NGOs provide
valuable, often innovative, community-based services, yet their contributions are geographically
concentrated and project-dependent, limiting scale and sustainability. Research institutions and
ECCD networks generate evidence and training opportunities, but their engagement is typically
urban-focused and not systematically linked to government planning, resulting in limited
translation of research into policy reform. Private sector engagement is minimal, and local
government bodies, though assigned central coordinating roles, have limited visibility and capacity
at the field level. Parents remain the primary caregivers across all age groups, with mothers playing
the dominant role and fathers and extended family members providing additional support. Despite
policy emphasis on parental empowerment, structured parenting education and community-level
guidance mechanisms are largely absent, leaving families reliant on informal knowledge sources.

Survey data also reveal uneven stakeholder awareness across ECCD domains. While knowledge
of basic health and protection is relatively strong for younger children, awareness declines for the
6-8 age group, and understanding of responsive caregiving and early learning remains consistently
low. This indicates that the multisectoral vision has not translated into a shared understanding of
holistic child development among frontline actors.

Overall, Bangladesh has established a broad and inclusive coordination framework consistent with
international norms and the Nurturing Care approach, yet weak institutionalization, fragmented
implementation, and limited integration of state and non-state actors constrain the emergence of a
coherent national ECCD ecosystem. Strengthening functional coordination, clarifying operational
mandates, and embedding accountability mechanisms across sectors remain critical for realizing
the policy’s integrated vision.

9.8 Overarching Questions

Based on the findings of the study, an effort is made to address the overarching questions that
guided the entire research. Specifically, the analysis examines whether existing ECCD
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interventions collectively contribute to a comprehensive, integrated, and developmentally
appropriate system of support for children, and whether an effective ECCD ecosystem exists where
stakeholders effectively coordinate and collaborate. The discussion below therefore assesses the
extent to which an integrated, holistic and coordinated approach is followed in current ECCD
policies, services, and institutional practices.

Status of ECCD Service Delivery Across Developmental Stages

The field evidence suggests that ECCD services in Bangladesh are structured across prenatal, 0-3,
3-6, and 6-8 stages; however, functional continuity between these stages remains weak. In the
prenatal and perinatal phase, limited pre-conception awareness and the absence of maternal mental
health support create an early gap in nurturing care. Although national policies promote a life-
cycle approach, services are not systematically designed to prepare families for the next
developmental stage. As a result, the foundational link between maternal well-being and early
childhood development is not institutionally reinforced.

For children aged 0-3, services are predominantly health-oriented, centered on immunization and
basic survival needs. While pilot initiatives attempt to integrate early stimulation and nurturing
care messages with health platforms, these efforts are inconsistent and poorly disseminated.
Importantly, there is no structured mechanism ensuring that developmental screening outcomes,
parenting guidance, or early learning messages inform service planning for the 3-6 stage. Weak
referral systems and limited early detection capacity further disrupt developmental continuity,
especially for children with delays or disabilities.

At the 3-6 stage, early learning opportunities expand, particularly through pre-primary education
initiatives, yet these are not systematically linked to children’s earlier health and developmental
records. School readiness efforts operate largely independently from the 0-3 health-focused
interventions. Similarly, during the transition to early primary (6-8 years), service provision
becomes more education-centered, with limited integration of nutrition, psychosocial care, or
developmental monitoring. The absence of coordinated child tracking systems prevents smooth
transitions across stages and weakens the cumulative impact of earlier interventions.

Overall, while policy frameworks envision integrated and collaborative ECCD service delivery,
implementation reflects fragmentation rather than continuity. Coordination structures remain
largely non-functional, financing is fragmented, and monitoring systems are compliance-driven
rather than child-centered. Consequently, services across age groups operate in parallel rather than
as a connected developmental pathway. This lack of an integrated ECCD ecosystem limits the
potential for holistic child development and undermines the intended life-cycle approach.

Status of the ECCD Ecosystem: Assessing Whole-of-Government and Whole-of-Society
Coordination
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The current ecosystem for Early Childhood Care and Development (ECCD) in Bangladesh
demonstrates strong policy recognition but weak system integration, indicating that a
comprehensive whole-of-government and whole-of-society approach has not yet been
operationalized. National frameworks, particularly the Comprehensive Early Childhood Care and
Development Policy 2013 and its operational and implementation plan, formally assign
responsibilities to 19 ministries and government agencies, and multiple non-state actors, reflecting
an intention to build a multisectoral ecosystem supporting children’s holistic development.
However, the evidence suggests that coordination across sectors remains limited in practice.
Engagement is largely concentrated within the health and education sectors, while institutions
responsible for child protection, disability services, local governance, social welfare and other
institutions have comparatively limited visibility in community-level ECCD delivery. As a result,
services frequently operate in sectoral silos rather than through coordinated platforms linking
health, nutrition, early learning, protection, and parenting support. The absence of an operational
whole-of-government coordination mechanism further reinforces this fragmentation. Although
national policies envision inter-ministerial committees and multisectoral coordination structures,
these mechanisms are largely inactive, resulting in parallel planning and weak referral linkages
across ministries and service providers. At the community level, frontline workers such as health
staff, teachers, and local representatives tend to operate independently, and families typically
interact with isolated services rather than a coordinated support system for children’s development.

Financing patterns also illustrate the limited institutionalization of a unified ECCD ecosystem.
Funding for ECCD remains disintegrated across ministries, development partners, NGOs, and
private initiatives, with no consolidated national financing framework guiding investment
priorities. Government allocations are embedded within broader sectoral budgets and rarely
disaggregated, making it difficult to track ECCD-specific spending or coordinate resource
allocation across sectors. At the same time, many ECCD initiatives rely heavily on time-bound,
project-based donor funding, which restricts continuity and long-term institutionalization of
successful interventions. The absence of coordinated national financing mechanisms limits the
ability to scale effective models and sustain integrated services across regions.

Similarly, monitoring, evaluation, and data systems remain fragmented along sectoral lines, further
weakening coordinated governance. Monitoring responsibilities are typically divided by sector,
with health officials overseeing health-related interventions and education authorities monitoring
early learning initiatives, while NGO and private sector programs are largely monitored internally.
In the absence of a national ECCD monitoring and evaluation framework, there are no shared
indicators, common reporting standards, or integrated oversight mechanisms linking these efforts.
Data collection practices are therefore inconsistent and largely administrative, focusing on
individual program requirements rather than child development outcomes across sectors. The lack
of an integrated national child data platform further limits the ability to generate system-wide
evidence for policy decision-making. Research and data generation remain scattered across
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universities, NGOs, and development partners, with limited coordination or mechanisms to
synthesize findings into accessible national evidence. Consequently, research outputs,
administrative data, and program experiences are not systematically consolidated to inform
planning, budgeting, or program improvement.

Despite these structural gaps, non-state actors, including NGOs, academic institutions, and ECCD
networks, continue to play important roles in advocacy, service delivery, and innovation. However,
their contributions remain insufficiently integrated into formal governance and coordination
structures, limiting the development of a truly whole-of-society ecosystem. At the household level,
parents remain the primary providers of care and early stimulation, yet structured parenting support
initiatives are limited. Overall, the findings suggest that while Bangladesh has established policy
foundations for a multisectoral ECCD ecosystem, the system currently functions through
fragmented institutional efforts rather than a coordinated national platform that mobilizes all
sectors and stakeholders. Strengthening ECCD therefore requires moving beyond policy
commitment toward operationalizing whole-of-government coordination, integrated financing
frameworks, unified monitoring and data systems, and structured engagement of non-state actors
and communities.

9.9 Key Recommendations

e Strengthen Regional and Socio-Economic Equity in ECCD Services

ECCD services should ensure equitable access for children from underserved regions and socio-
economically disadvantaged families across all life stages. Prenatal and postnatal care must be
scaled up through home visits and community health worker models in haor, char, hill tract, and
flood-prone areas for early risk identification and continuous follow-up. For children aged 0-3
years, inclusive daycare services, mobile outreach, and NGO-supported centers should provide
flexible, accessible, and quality care. Children aged 3—6 years should benefit from alternative
learning methods, community-based early learning centers, and sustained financial and material
support to reduce household barriers. For children aged 68 years, early primary education should
be strengthened through satellite schools, flexible arrangements, and government-NGO
partnerships to overcome geographic and seasonal barriers.

o Institutionalize Inclusive ECCD Services for Children with Disabilities or Special
Needs

Children with disabilities or special needs should be fully integrated into ECCD programming
from prenatal to early primary education. It should start with the necessary facilities for early
identification of disability. Prenatal and postnatal care must follow disability-inclusive guidelines,
provide accessible facilities, and equip health workers with disability sensitive training. For
children aged 0-3 years, daycare centers should implement inclusive caregiving practices,
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psychosocial support, and gender-sensitive routines delivered by trained caregivers. Children aged
3—6 years require standardized assessment tools, mandatory teacher training on disability
inclusion, and strengthened parental awareness through NGO-government collaboration,
particularly in remote and disaster-prone areas. Children aged 6—8 years should access early
primary education programs with accessible classrooms, tailored learning support, and trained
teachers. Integrating early screening, referral pathways, and inclusive practices across all life
stages will promote equity, reduce barriers, and ensure meaningful participation for children with
special needs.

e Strengthen ECCD Workforce Capacity and Resource Availability Across the Early
Childhood Continuum

To address shortages in skilled personnel and essential resources, ECCD services must strengthen
workforce capacity, facility readiness, and infrastructure across all life stages. Prenatal and
postnatal care should ensure adequate deployment of trained health workers, quality assurance
mechanisms, and essential medicines and diagnostic tools in public and private facilities. For
children aged 0-3 years, daycare and home-based services should meet minimum quality
standards, provide accessible play and breastfeeding spaces, and implement standardized training
and competency frameworks for ECCD personnel. Children aged 3-6 years require
professionalized pre-primary teaching, improved teacher-student ratios, child-centered pedagogy,
inclusive infrastructure, and structured in-service and refresher training. For children aged 6—8
years, early primary education should ensure sufficient qualified teachers, continuous professional
development, inclusive classrooms, adequate learning materials, and safe, child-friendly
infrastructure.

o Promote Awareness and Engagement Across ECCD Stakeholders

Coordinated efforts should be made to enhance knowledge and understanding of ECCD across all
levels. Preconception, prenatal, and maternal health information should be integrated into school
curricula, pre-marriage counseling, and community health programs, ensuring adolescents, newly
married couples, and families receive structured guidance. Maternal physical and mental health
counseling should be actively involved in home based and community, with community health
workers trained in culturally sensitive support and stigma-reduction. Parents and caregivers should
be informed about early childhood development, daycare benefits, and available services through
school meetings, community platforms, media, and mobile messaging.

e Adopt an Ecosystem Approach for Multisectoral Integration in ECCD

ECCD service delivery should adopt an ecosystem approach that reduces bureaucratic
fragmentation and aligns all relevant actors - government ministries, local government institutions,
NGOs, development partners, and the private sector under a unified national framework to improve
coordination, accountability, and service coherence. This requires reactivating multisectoral
coordination committees outlined in the CECCD Policy (2013) at national, district, and upazila
levels, while simplifying approval, reporting, and coordination processes. Clarifying institutional
authority and decision-making responsibilities across MoWCA, MoHFW, MoPME, local
government bodies, and partners and establishing a separate Directorate of Child Affairs would
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help minimize procedural delays and power imbalances. Formal mechanisms for NGO
engagement, streamlined information-sharing systems, and policy incentives for private sector
participation would further reduce administrative barriers and enable integrated planning and
implementation.

e Institutionalize Sustainable and Equitable Financing for ECCD

Sustainable ECCD outcomes require the institutionalization of a dedicated and predictable public
financing framework that reduces reliance on short-term donor funding and ensures continuity
beyond project cycles. This can be achieved by consolidating ECCD-related budget allocations
and costed action plans across relevant ministries under a coordinated financing mechanism,
alongside progressively increasing government investment. Disaggregating ECCD budgets within
national and sectoral allocations and linking them to need-based planning would improve
transparency, accountability, and efficiency, particularly in addressing regional disparities and
quality gaps. Complementary targeted financial support for economically disadvantaged families,
combined with strengthened parental awareness on the long-term benefits of ECCD, would reduce
household financial burdens, promote equitable access, and support sustained participation in
ECCD services.

e Establish a Unified and Integrated ECCD Monitoring System

To address fragmented monitoring in ECCD, a unified and digitalized monitoring system should
be established to integrate child data and service information across health, education, and social
protection sectors. This requires standardizing core child indicators and record-keeping practices
at local government, school, daycare, and community levels, while linking existing administrative
databases. Strengthening staff capacity, integrating NGO and community-based reporting in
underserved areas, and institutionalizing participatory monitoring involving local institutions and
parents would enhance accountability and data use. A coordinated monitoring framework would
support quality assurance, evidence-informed planning, and equitable ECCD service delivery.

e Establish a Comprehensive ECCD Data, Research, and Record-Keeping System

A nationally standardized ECCD data and record-keeping system should be established to capture
key indicators, including birth registration, vaccination, nutrition, growth, and developmental
milestones. A national ECCD data hub must be developed at the Union Parishad level, serving as
a centralized repository where all child-related information is systematically stored. Local
governments, schools, daycare centers, and community-based organizations should maintain
updated records using standardized tools, linked across sectors, supported by training of ECCD
personnel, regular audits, and participatory monitoring. Complementing this, a national ECCD
research hub should integrate local evidence into planning, define research priorities, improve
access to data, and promote collaboration among government agencies, research institutions, and
service providers.

Conclusion
The findings demonstrate that Bangladesh has established a strong normative and policy
foundation for ECCD; however, implementation remains fragmented across developmental stages
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and sectors. While access to services has expanded, particularly in health and primary education,
quality, equity, financing sustainability, and coordination mechanisms remain inconsistent and
unevenly institutionalized. Comparative literature suggests that countries achieving stronger child
development outcomes tend to align integrated governance, dedicated financing, professionalized
workforce systems, and unified monitoring frameworks—areas where Bangladesh continues to
face structural challenges. The absence of functional whole-of-government coordination,
integrated data systems, and sustained financing limits the realization of a coherent ECCD
ecosystem. As a result, services often operate in parallel rather than as a continuous developmental
pathway. The broader implication is that advancing ECCD in Bangladesh requires shifting from
policy commitment to systemic integration, embedding accountability, inclusivity, and life-cycle
continuity at the core of governance, financing, and service delivery.
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ANNEX

Annex 1

Key Informant Interview Guide

Consent Form

Title of the Study : Scoping Study on Status of Pre-natal to Transition to Schooling including Early
Primary Education in Bangladesh

Purpose of the Study:

Assalamu Alaikum, [ am Dr. Mohammad Mahboob Morshed. Bangladesh ECD Network (BEN) is
conducting this study under the‘Enhancement of favourable environment for the promotion of ECCD
(EFEP-ECCD) project to understand the overall state of Early Childhood Care and Development (ECCD)
in Bangladesh.

Methodology:

You have been selected as a participant in this study as an experienced and expert professional in the field
of Early Childhood Care and Development in Bangladesh. Your valuable insights as a Key Informant will
greatly enrich this research. The interview will take approximately 40 to 60 minutes. A questionnaire will
be used during the interview. To accurately capture your views, the interview will be audio-recorded.

Risks and Benefits:
There are no risks or benefits associated with participating in this study. However, the findings may help
inform effective policies and programs for Early Childhood Care and Development in Bangladesh.

Confidentiality:

Your information will be kept completely confidential and will only be used for research purposes. The
information you share will be combined with others’ responses and presented in the report. Your name will
not appear anywhere in the report.

Voluntary Participation:

Your participation is entirely voluntary. You may ask me any questions you have. You may also choose
not to answer any question if you wish. Even after giving consent, you may stop the interview at any
time. If needed, you may continue the interview later at a time convenient for you.

Rights of the Participant:

If you have any questions regarding this study, you may contact the researcher Dr. Mohammad Mahboob
Morshed (Mobile: 01767903624), Research Associate Sayeba Bintay Zahir (Mobile: 01771535038), or
Bangladesh ECD Network representatives Syeda Sazia Zaman (Mobile: 01716418275) / Mahmuda Akter
(Mobile: 01755592937).

Do you consent to participate in this interview? (Please tick)

Yes O No O
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Signature of Key Informant & Date
Name:
Organization:

I have read this consent form aloud to the participant, and they have given / not given their consent.
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Annex 2

In-Depth Interview Guide for Health Officer/ Education Officer/ ECCD Service Provider
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Annex 3

Parents’ Focus Group Discussion Guide
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Annex 4

ECCD Practitioners’ Survey Questionnaire
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Annex 5

Parents’ Survey Questionnaire

TR W o-b I I g Y/ e #@ (consent form)

AT : Scoping Study on Status of Pre-natal to Transition to Schooling including Early Primary
Education in Bangladesh
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Annex 6

Observation Protocol for Day Care, PPE, and Primary Classes

g T/ -2 wfi/enie @t e s FnfEesa/f e 7 fes@ (consent form)

AR T: Scoping Study on Status of Pre-natal to Transition to Schooling including Early Primary
Education in Bangladesh
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