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- FOREWORD

The ongoing COVID-19 pandemic has given rise to a range of adverse socio-economic
and health impacts. These negative fallouts have exponentially increased the demand for
reliable data from healthcare professionals, policymakers, and the public at large. Indeed, the
government’s ability to pursue necessary and effective public policy activities is hampered by
data deficit. Timely dissemination of reliable data is crucial to undertake public policies and
health measures.

It is worth noting that the COVID-19 pandemic has created new challenges within the data
ecosystem of Bangladesh and exacerbated the existing ones. As has been observed around the
globe, public access to crucial COVID-19 related data was either limited or too complicated for
the layperson to comprehend. The extent of the use of data to combat the pandemic remains
a critical question. Thus, it is critical to understand the method of generating basic statistics
in view of the pandemic in Bangladesh and assess how far these statistics have translated into
policy responses by the government.

The relevance of the current publication must be taken into cognisance. The study is based on
a wide-ranging appraisal of different data initiatives, a review of published materials including
grey literature, and a structured analysis of the perspectives extracted through key informant
interviews (KIIs) with data generators, data mobilisers, data users, and data appraisers. The
results were validated through discussions with policymakers, researchers, academics, and
development partners, both at the national and international levels.

The evidence put forward by the current study demonstrates that the data-driven approach to
policymaking has gained some momentum during the pandemic. However, the data generators
and the knowledge community must remain persistent in sensitising policymakers on the
usefulness and use of data. It will be necessary to chronicle the experience, generate evidence of
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the positive consequences of such activities, and develop consensus through engaging different
stakeholders. The adoption of the policy recommendations put forward by this study will
hopefully contribute towards a well organised and sustainable data ecosystem in Bangladesh.

I congratulate the research team led by Dr Debapriya Bhattacharya and thank all other CPD
colleagues involved in this scholarly and timely publication.

Fahmida Khatun, PhD
Executive Director
Centre for Policy Dialogue (CPD), Bangladesh

Dhaka
January 2022
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ABSTRACT

In response to the COVID-19 outbreak in Bangladesh, various government entities have
undertaken several data-driven initiatives amid persisting challenges in the data ecosystem.
Documenting the new and innovative initiatives and the lessons learnt from the experience
during the pandemic could benefit the data ecosystem from the perspective of development
strategy in a developing country in the longer term. Against this backdrop, the current study
attempts to i) understand the process of generating basic statistics in view of COVID-19, ii)
assess how far these statistics are translated into policy responses by the government and
apprehend how data gaps have posed challenges in terms of policy actions, and iii) identify
the best practices from global and national experience for replication and adaptation in future
policymaking. The study primarily focuses on health-related data initiatives in Bangladesh taken
in view of COVID-and public policy interventions and mainstream economic data during the
pandemic. The study emphasises that the real-time data generation system developed within
the health sector can be scaled up both vertically and horizontally. However, sustainability of
the data initiatives will require substantial resources — in terms of finance, human capital and
technology. The present study will offer some lessons for the international community and
future policymaking in Bangladesh. Adopting these is likely to pave the way for an efficient and
sustainable data ecosystem in Bangladesh.
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Section 1

Introduction

1.1 Context

The ongoing COVID-19 pandemic, undoubtedly, originated a vast range of adverse socio-
economic and health impacts, along with seismic shifts in the demand for reliable data by
healthcare professionals, policymakers, and the public at large (Lewis et al., 2021). Alongside
the rise in demand for data, there has been a shift in the type of data demanded. COVID-19
related data and information may include not just numbers of infected persons and casualties,
but also data about the vulnerable, ‘new poor’, volunteers, supply chain disruptions, and even
impacts on the environment (Mitchell et al., 2020).

Conventionally, this data would have been collected through in-person or field surveys,
presented in dashboards and reports, and further used in forecasting models. However, such
modes of data collection have become too risky to execute and have been rendered near
obsolete due to the obvious health risks and travel restrictions within countries and around
the world (Siddiqui & Rathinam, 2021). The existing methods of attaining, processing, and
using data on a policy level have been found to be outdated, resulting in data and information
that is “late, incomplete, and error-prone” (Lewis et al., 2021). Additionally, the precariousness
of the ongoing global pandemic makes it difficult to use historical data in a forecasting model
(Fakhruddin, 2020).

In addition to the evolving data collection processes, providing access to said data has been
identified as critical for both policymakers and the public alike (Pousadela, 2020). The
former because, amidst the pandemic, reliable and up-to-date health and socio-economic
data is a prerequisite to planning effectively targeted interventions. In the latter, the timely
dissemination of reliable information to the masses is vital to communicating public health
measures and other policies. Reportedly, public access to vital COVID-19 data was either
hard to come by or too complex for the layman to understand across the world. Countries in
which information was withheld by the state often resulted in confusion and overshadowing
important public health messages (Pousadela, 2020).



In this connection, it must be recognised that routine activities of national statistics offices
(NSOs) around the world were severely disrupted as a consequence of the pandemic. A
survey covering 122 countries revealed that nearly 65 per cent of the NSO headquarters
around the world were partially or completely shut down as a result of the pandemic. NSOs
from low-income and low-middle income countries were disproportionately affected (Fu &
Schweinfest, 2020). This is a matter of critical concern given the dire need for accurate data
for formulating targeted interventions across the world.

In response to the national emergency caused by the outbreak of COVID-19 in Bangladesh,
a number of government agencies such as Access to Information in Bangladesh (a2i),
Directorate General of Health Services (DGHS), Institute of Epidemiology, Disease Control
and Research (IEDCR) has started several data-driven initiatives (UNStats, 2021). The
objectives of these initiatives are to a) contain the spread of the virus; b) harness technology
and big data sources in a manner that is customised to the Bangladeshi context and utilised
by the masses for support of a potential COVID-19 patient surge; c) ensure the safety of
healthcare providers and maximise their productivity; and d) enable data-driven policy
making and response. These initiatives, however, are not free from the challenges persisting
in the data ecosystem of Bangladesh.

As Bangladesh’s experience in attaining the Millennium Development Goals (MDGs) reveals,
data generation and its disbursement to the public has increased over time. However, this
overall rise in production and availability of data does not ascertain many of the finer qualities
necessary to formulate policy responses. Such qualities would normally comprise adequate
disaggregation and processing of data, timely dissemination, and even reliability checking
mechanisms of the data (UNDP, undated). Indeed, the lack of an efficient data ecosystem
has been recognised as a critical issue potentially undercutting the implementation of the
Sustainable Development Goals (SDGs) (UNDP, undated).

The aforementioned are just some of the major issues that have been lingering within the
country’s data ecosystem predating the COVID-19 pandemic. However, as available evidence
suggests, there are other lingering issues within the data ecosystem. One of which is that the
few surveys used by BBS to generate data do not, themselves, undergo an upgrade over the
years. As such, the apparent outdated methodology and subsequent processes in handling
data result in information that is itself outdated, unreliable, and unrepresentative of the
population or of the country’s development progress (UNDP, undated). These lingering issues
have only been exacerbated during the pandemic when timely, relevant, and reliable data is
most crucial to inform necessary policies and strategies. It must be noted that the COVID-19
pandemic has also originated new issues within the data ecosystem of Bangladesh. One such
example is the rather drastic but necessary move towards contactless data collection methods.

Against this backdrop, it is critically important to understand the process of generating basic

statistics in view of COVID-19 in Bangladesh. It is also important to assess how far these
statistics are translated into policy responses by the government. How data gaps have posed
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challenges in terms of policy actions by the government is a key point of interest to this end.
It is assumed that this exercise will also have lessons for the international community and
future policymaking in Bangladesh. The adoption of these will hopefully pave the way for an
efficient and sustainable data ecosystem in Bangladesh.

1.2 Objectives and scope

In the abovementioned context, the overarching objective of the study is to provide an
overview of the data initiatives in Bangladesh that have been evolving in the backdrop of the
COVID-19 pandemic.

The specific objectives of this study comprise:

1. Reviewing and documenting the process(es), tools, and partnerships deployed for
generating statistics in view of the pandemic in Bangladesh.

2. Assessing the utilisation of data initiatives for designing policy response during the
pandemic and identifying the implications of the revealed data gaps for required policy
processes.

3. Identifying the best practices from global and national experience for replication and
adaptation in future policymaking.

The study primarily focuses on health-related data initiatives in Bangladesh taken in view of
the pandemic. The study also sheds light on how data initiatives have been used for COVID-19
related public policy intervention and how the pandemic has affected the flow of mainstream
economic data. To this end, the data initiatives taken by government agencies such as DGHS,
BBS and a2i will be focused upon. At the same time, data initiatives undertaken by non-
government entities such as ICDDR, B and BRAC will be looked into. In order to identify the
global best practices, data initiatives by international organisations such as United Nations
World Data Forum (UNWDF), United Nations Statistical Division (UNStat), European
Statistical System (Eurostat), Partnership in Statistics for Development (PARIS21), and the
Global Partnership for Sustainable Development Data (GPSDD) are highlighted. A cross-
country analysis to spotlight national-level data initiatives in diverse settings and contexts
has been undertaken for which five countries (Ghana, Vietnam, Estonia, South Korea and
Switzerland) were selected based on per-capita income level. As COVID-19 related data
initiatives are emerging on a continuous basis, the timeline taken into consideration for this
study spans the period from March 2020 to June 2021.

1.3 Conceptual framework, methodology and implementation
The current study takes on a qualitative approach to systematically review the data initiatives
in Bangladesh which have been undertaken in view of the COVID-19 pandemic. To this end,

the conceptual framework designed around the three specific objectives includes a number
of hypotheses that will be tested.
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The first specific objective aims to review and document the processes, tools and partnerships
used to generate COVID-19 related statistics in Bangladesh. Under this objective, the
conceptual framework consists of three hypotheses that relate to:

i) institutional mechanisms and systemic efforts towards generating statistics,
ii) integration, coordination and reconciliation within the data ecosystem, and
iii) storage of generated statistics and stakeholders’ access.

The second specific objective attempts to assess whether the generated statistics were
utilised for COVID-19 policy response and if data gaps were impeding this process. The two
hypotheses in this regard are associated with:

i) usage of data enabling delivery of COVID-19 targeted policy responses and
ii) data gaps undercutting policy design, implementation and monitoring.

The third and final specific objective is connected to the hypothesis that the global best
practices can be adapted taking note of the Bangladesh context.

To test the aforementioned hypotheses, a combination of tools and techniques have been
deployed. The present study heavily draws on a desk review of literature and analysis of
secondary data and information available from both national and international sources.
The study makes use of a number of case studies to highlight the use of data in the area of
COVID-19 response in Bangladesh. The current study also utilises key informant interviews
(KIIs) to elicit pertinent information and insights as regards the COVID-19 related data
initiatives in Bangladesh. To this end, actors involved in different stages of the data value
chain were interviewed based on a semi-structured questionnaire. The interconnection
between the specific objectives, the related hypotheses and the tools to test these is presented
in Annex Table 1.1.

1.4 Layout of the paper

The paper is organised as follows. Following this introduction (Section 1), Section 2 highlights
selected COVID-19 targeted data initiatives that have been undertaken by international
organisations and countries across the globe. Section 3 provides a mapping of the COVID-19
related data initiatives that have taken place in Bangladesh. Section 4 presents the perceptions
and insights of the KIs as regards the COVID-19 related data initiatives in Bangladesh. Section
5 concludes the study by consolidating the findings and offering suggestions as regards the
priority areas to act upon.
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Section 2

Data to Address COVID-19
Global and Country Experience

2.1. Overview of global COVID-19 data initiatives

Following the introduction, the subsequent section delves into some of the major
international data platforms and their COVID-19 targeted data initiatives. These platforms
include United Nations World Data Forum (UNWDF), United Nations Statistical Division
(UNStat), European Statistical System (Eurostat), Partnership in Statistics for Development
(PARIS21), and the Global Partnership for Sustainable Development Data (GPSDD). These
platforms were selected based on the important roles they have played in aiding the capacity
development of national statistics offices (NSOs) around the world to meet the rising
demand for data in view of COVID-19. These platforms and their COVID-19 data initiatives
have been categorised according to their functional framework illustrated in Figure 2.1. The
categorisation by functional framework comprises two major clusters: i) online resources
and ii) partnerships that have emerged and been leveraged during the pandemic to meet
rising data needs.

Figure 2.1: Categorisation of global COVID-19 data initiatives

Global COVID-19
data initiatives

Online

Partnerships

resources

Innovative Virtual

Online Surveys on tools and sharing Task Collaboratives
platforms NSOs ) . forces
practices sessions
I_I—I
Data
Websi
| ebsites dashboards

Source: Authors’ elaboration.
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The ‘online resources’ cluster is further broken down into four sub-clusters. The first of
these sub-clusters includes the various ‘online platforms’ that have materialised as a result
of the COVID-19 pandemic. Based on the ‘data products’ cluster from OECD’s analytical
framework, ‘online platforms’ encompass data repositories, data dashboards and websites
that have been created to collate and highlight relevant COVID-19 data (OECD and The
GovLab, 2021). The second sub-cluster, ‘Surveys on NSOs, relates to the surveys conducted
regarding statistical reporting activities by the NSOs during the pandemic. The third sub-
cluster, ‘innovative tools and practices, highlights the new data tools and practices that the
individual international institutions have launched. The final sub-cluster contains the ‘virtual
sharing sessions, which refers to the various peer-learning sessions and forums held online
with the intent to share data experiences in the COVID-19 context.

The second major cluster of the functional framework refers to the new partnerships that
have emerged due to the pandemic and the existing partnerships that have been utilised to
create (i) data dedicated task forces and (ii) coalitions in the context of the pandemic.

2.1.1 Online resources

It is no surprise that the direction of the global institutions regarding data initiatives has
shifted to online during the pandemic. As mentioned earlier, online resources take shape
in the form of, among others, (i) websites or data repositories, (ii) online NSO surveys, (iii)
new data initiatives and (iv) peer-learning sessions. A brief description of these four forms of
online resources has been provided in the following paragraphs.

a. Online platforms

The most often online platforms established by international organisations took the form
of dedicated COVID-19 websites or web pages. The websites/webpages provided an online
location wherein relevant COVID-19 data had been collated and presented. Alongside these,
there were data dashboards that presented information and statistics in a much more visual
and highly interactive manner.

In this vein, Eurostat’s major contribution in terms of COVID-19 data initiatives takes shape
in the form of the online ‘Statistics serving Europe’ platform. A section of Eurostat’s website
that is solely dedicated to providing statistics arranged within topics such as economic data,
population and health, society and work and sectoral data. The online platform presents
this data as datasets, as interactive visualisations, in a ‘European Statistical Recovery
Dashboard’ as well as provides links to further information (EuroStat, 2020). Within the
‘Statistics serving Europe’ platform is the ‘Support to Statisticians’ section. With the intent to
set an example not only within Europe but to the global community, this particular section
presents and continually updates guidelines and methodologies for statistical authorities
that can be applied during the COVID-19 pandemic (EuroStat, 2020). Similarly, Paris21’s
efforts towards fostering resilience within data ecosystems result in the development of the
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resilience indicator dashboards in partnership with UNESCAP and World Bank to track
‘national statistical resilience’ (Paris21, 2020a).

GPSDD provides a common space for sharing information through their dedicated
‘COVID-19 resource page. This resource page collates information from all other platforms
and classifies them under several categories such as overall data, regional and country-level
data, visualisations and maps, responses and calls to action, research and analysis reports, and
guidelines and tools. The purpose of this website is to gather relevant COVID-19 resources
on a single platform for ease of access (Melamed, 2020).

Following its own COVID-19 resource page, GPSDD partnered with UNStat and Open Data
Watch (ODW) to create the 'UN COVID-19 Response’ website. It is a platform created to
collate global and local responses to the pandemic in terms of best practices and innovative
tools and mechanisms of data collection and dissemination and serve as a guiding force for
both international and national statistical offices. UNStat also partnered with ESRI to launch
the ‘UN COVID-19 Data hub’ to create an interoperable environment by providing an online
platform that collects and showcases COVID-19 data initiatives worldwide. This coalesced
network of national and international COVID-19 data hubs is facilitated through the usage
of web GIS technology (UNDESA, 2020a). Where the COVID-19 Data Hub is more focused
on making data ‘open and interoperable] the earlier mentioned COVID-19 Response website
is centred on ‘sharing knowledge’ (UNDESA, 2020a). The core focus of this platform is
about maintaining the continuity of operations and providing further information related
to remote work, external data sources, other COVID-19 resources and overall sharing of
experiences (Paz, 2020).

b. Surveys on NSOs

As the coronavirus spread rapidly throughout the world, conventional data collection
methods such as field surveys and even in-office work rapidly became unfeasible. This,
unsurprisingly, impacted the short and long-term functioning of NSOs everywhere. As such,
UNStat not only adapted its core functions to the needs and requirements of COVID-19 data
initiatives but partnered with World Bank to conduct a global survey on NSOs (UNDESA,
2020b). This particular survey was focused on the extent to which lockdown measures have
impacted data collection, processing and statistical reporting and the capacities of NSOs to
adapt to restrictions and disruptions alongside rising demand for data (UNSD, 2020).

While the aforementioned survey was focused more on the operations of NSOs, Eurostat
conducted its own COVID-19 and data-related survey in March 2020. This survey
encompassed mapping of new data initiatives induced by the pandemic, innovative
new statistical products, the status of data dissemination, as well as COVID-19 targeted
household or business surveys that have been conducted or are in the pipeline (EuroStat,
2020). Similarly, Paris21 partnered with World Data Lab and Dane Colombia to conduct
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their innovative poverty and population mapping study as part of their efforts to recover data
ecosystems (Paris21, 2020a).

¢. Innovative tools and practices

In terms of innovative data tools and practices that have emerged as a response to the
COVID-19 pandemic, Paris21 has taken online-based initiatives to deliver technical
assistance through the Paris21 e-learning academy to ‘transform tools and processes’ and
virtually support NSOs in their daily operations, medium-term plans, and long-term
planning (Jutting, 2020).

In the backdrop of the rising demand for data due to the pandemic, Paris21 focused on rapidly
providing data by introducing and integrating new sources (such as citizen-generated and
administrative data) and data from civil society organisations (CSOs) for a gender-sensitive
response. Additionally, Paris21 utilised social media platforms to improve communications
to the public during the pandemic alongside encouraging NSO partners to use the Paris21
Advanced Data Planning Tool (ADAPT) to implement a data needs assessment (Paris21,
2020a). Paris21 has also led efforts to establish a clearinghouse to match donor funding with
the development data needs of a nation (Paris21, 2020a)

Apart from Paris21, GPSDD has curated an electronic mailing list of NSOs around the world
for ease of communication and peer-to-peer knowledge sharing between the statistical offices
(Melamed, 2020).

d. Virtual sharing sessions

While NSOs around the world were forced to suspend field-based activities and statistical
operations as the virus spread, major international actors shifted their focus on providing
platforms through which organisations could share their experiences over the pandemic period.

With the advent of the COVID-19 pandemic, UNWDF held a virtual data forum from 19 to
21 October 2020. This event was participated by more than 10,000 members of the global data
community from 180 nations. The 2020 UNWDF redirected the focus of data generation,
dissemination and usage on recovery from COVID-19 at the centre of the Sustainable
Development Agenda. The virtual sessions and exhibitions during the forum contributed to
the formation of partnerships within the data ecosystem with a focus on bringing back ‘trust
in data, data privacy and governance! Most importantly, it was collectively recognised that
data availability on a global, national and local level was an underlying impediment to not
just achieving the 2030 Agenda but also to battling the pandemic across the world. Among
the many takeaways, some of the major highlights were integrating artificial intelligence (AI)
into the data collection and dissemination process, forming successful partnerships between
the private sector and NSS as well as increasing the funding for data (United Nations, 2020).
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Similarly, Paris21 has played a significant role in delivering virtual advice and technical
support to NSOs that have been affected by the pandemic (Paris21, 2020a). To this end, Paris
21’s initiatives were designed around three main pillars: providing rapid response, fostering
resilience within data ecosystems, and paving the way for recovery. Under the ‘resilience’
pillar, Paris21 reports on providing a platform to facilitate peer-learning between nations
regarding crisis management and recovery techniques. An example of this would be the
forums held by Paris21 on high-frequency phone surveys and communication in times of
COVID-19 (Paris21, 2020a).

2.1.2 Partnerships

The majority of data initiatives tackling COVID-19 related issues have centred on online-
based solutions and resources. However, an additional cluster of data-related initiatives has
emerged based on leveraging existing relationships and forming new partnerships to address
COVID-19 data challenges. Some examples of such initiatives are provided below.

a. Task forces

To tackle the emerging issues in the data landscape, international organisations have
been found to form their own dedicated task force to take on the challenges pertaining to
streamlining communication and activities among key stakeholders along the data value
chain. For instance, in order to ameliorate the degradation of NSO activities around the world,
Paris21 established the ‘COVID-19 task force’ as a bridge to engage NSO partners during this
critical period as a means of streamlining global, regional, and national knowledge sharing
(Paris21, 2020b).

b. New collaboratives

Alongside Paris21 establishing its own task force, GPSDD has also utilised its partnerships to
form new collaboratives as described below:

Data for Now initiative

In partnership with the United Nations Economic Commission for Africa (UNECA), GPSDD
brought forward the ‘Data for Now: Building Africa’s Resilience to COVID-19’ initiative.
Through engaging 35 nations across Africa, this initiative has created a network connecting
over 40 key stakeholders within the continent’s data ecosystem. The basis of the initiative is
rooted in i) tracing COVID-19 infection concentration and at-risk areas, ii) providing skills
training and capacity development opportunities to strengthen existing data ecosystems, iii)
Strengthen existing healthcare systems through an enhanced emphasis on the adequacy of
physical infrastructure and other requirements, and iv) monitoring mainstream economic
indicators to track COVID-19 impact on economies. With the rising need for timely data,
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this initiative has already had 27 of the 40 partnerships deliver dedicated country-level
COVID-19 data dashboards and updated sector-based information dissemination within
countries (GPSDD, 2021a).

Administrative Data Collaborative

Data and information collected by governments and their agencies have become more
important than ever as major sources of official data that could be used to fill in data gaps,
monitor development progress and face pandemic-led challenges. To this end, GPSDD has
partnered with UNSD to establish the ‘Administrative Data Collaborative’ with the objective
of fostering a multi-stakeholder network of national, regional and international entities
to uphold and strengthen the usage of administrative data for statistical purposes. This
collaborative comprises over 20 NSOs and 20 NGOs, international and regional entities, and
is divided into three specific task teams that are led by partner nations. The first team is led
by Chile, Denmark, and Palestine and focuses on ‘Institutional framework, coordination,
and partnerships. The second team focuses more on the data management aspect and data
standardisation. This task team is led by Namibia and Norway. Finally, the third task team
is led by both Ecuador and Uruguay and focuses on IT interoperability and the linking of
administrative data (GPSDD, 2021b). The integration of these major sources of official data
has the potential to improve the timeliness, quality, and coverage of data and provide a deeper
level of disaggregation. As such, this collaborative’s efforts include sharing best practices,
new and innovative tools, and urgent mitigating issues whilst forging the path to meet the
long-term needs of NSOs across the globe (GPSDD, 2021b).

Civil Society Collaborative: Inclusive COVID-19 data

The ‘Civil Society Collaborative’ focuses on integrating data generated by CSOs to either fill
in data gaps and/or bolster data produced by government agencies. This collaborative aims to
leverage CSOs’ relationship with the left-behind or pushed-behind communities to understand
the intersectionality of COVID-19 impacts and ‘collectively advocate’ for inclusivity, through
data-focused movements, in pandemic-borne interventions (GPSDD, 2021c). Led by a
steering committee that includes ActionAid Denmark, Christian Aid, Development Initiatives,
International Civil Society Centre (ICSC), and GPSDD, the collaborative currently comprises
over 20 CSOs who came together to achieve a specific set of objectives (GPSDD, 2021c).
These include: i) encouraging inclusive actions in response to COVID-19 through increased
understanding of marginalised communities, ii) highlighting voices from marginalised
communities in both national and international forums, and iii) emphasising the value of
CSO-generated data and information and its usage in inclusive actions.

2.2 Country initiatives
Alongside the global organisations, countries worldwide have taken various initiatives to

meet their data needs during the COVID-19 pandemic. Of these countries, many have shared
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their exemplary experience with the global community. This sub-section highlights a select
set of such national initiatives. For this exercise, five countries have been selected based on
their development status (e.g., income), geographical locations, statistical capacity and ‘best
practices’ in terms of COVID-19 targeted data initiatives. The selected countries are Estonia,
Ghana, South Korea, Switzerland and Vietnam. The information pertaining to the data
initiatives of these countries is clustered according to the three core data dimensions they
address, viz. (i) health and COVID-19, (ii) public policy interventions and (iii) mainstream
economic data.

2.2.1 Health dimension

Unsurprisingly, given the nature of the global crisis and the need to contain the virus, the
most in-demand types of data relate directly to health. Whether these are the figures for the
infected population within countries and particular areas, adequacy of healthcare facilities
or even mobility tracking of the citizens, COVID-19 data largely refers to health-related
information. Consequently, the majority of COVID-19 targeted data initiatives are health-
centric. As mentioned, conventional data collection methods such as in-person interviews,
surveys, field visits, and others have lost their relevance in the pandemic context. Despite such
setbacks, countries have risen to the challenge and evolved their data collection techniques
to adapt to the new normal.

a. Contact tracing

With the intent to track down suspected patients and contain the contagion, the first move
made by many of the countries was to monitor the spread of COVID-19 through contact
tracing. What emerged through the cross-country review was that citizens had either taken
up the responsibility to record and submit their own symptoms online or through mobile
applications. Contact tracing was also carried out by leveraging Bluetooth functions on
mobile phones.

Self-reporting: Estonia is one of the pioneers in terms of effectively implementing digital
solutions for challenges originating from COVID-19. One of the new initiatives undertaken
by Estonia’s Health Board was providing an online questionnaire, called the Koroonatest,
through which citizens were able to submit their own health status information and probable
COVID-19 symptoms. The data gathered through this mechanism bolstered the Health
Board’s efforts towards tracking and predicting the spread of infection within Estonia.
Simultaneously, this online platform would also provide individualised instructions and
information to the citizens who have submitted their health status data (Basile, 2020).

Another example of self-reporting is Vietnam’s usage of a mobile app. In terms of COVID-19
response, Vietnam quickly became one of the success stories in Southeast Asia through the
development of the NCOVI mobile app. This app allows individuals to submit their health
status data voluntarily through an in-app survey (Vietnam News, 2020). The details regarding
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a person’s health status and symptoms are then fed back into Vietnam’s ‘National People’s
Health Database’ Not only does this app provide a COVID-19 related data collection point
for the country, but it is also a point of data dissemination to the people of Vietnam. The
NCOVTI app allows citizens to access a map that tracks COVID-19 hotspots and provides
follow-up instructions in the case of a COVID-19 related emergency (Vietnam News, 2020).

While both locals and foreigners can access the NCOVI app, Vietnam has also introduced the
Vietnam Health Declaration app for in-bound foreigners and locals. With over ten languages
available on the app, it requires new arrivals to fill out a travel history form spanning the
preceding two weeks with a particular focus on COVID-19 symptoms. While the form is
available both in-app and online, it was not declared mandatory. The app also provides
updates on COVID-19 cases, a map tracking the epidemic and other related government
updates (Saigoneer, 2020).

Leveraging Bluetooth: Apart from the app-based and online surveys to obtain health status
information of citizens, the majority of the countries under the current review have taken
advantage of Bluetooth technology to trace the COVID-19 movement. Besides the NCOVI
app, Vietnam has also introduced the Bluezone app, which utilises the ‘Bluetooth Low
Energy’(BLE) technology. This official app ensured that the collected data would be encrypted
and only be stored on the individual’s phone and not in any central database while being
shared with relevant authorities for virus containment purposes. However, it is the usage of
BLE that ensures anonymity through no collection or sharing of location data in addition
to very limited battery drain on smartphones (Bluezone, 2020). For this app to work, the
users would have to turn on their Bluetooth and come within 6.6 feet of each other for their
respective phones to record that they had ‘come into contact’. The app would record the time
and duration of close contact, and this information would remain encrypted in the users’
respective phones. In the event that one of the users tested positive for COVID-19, their
status would be logged into the system by the health authority, and persons who had been
in contact with the infected individual would be sent a warning message with the required
instructions (Bluezone, 2020).

Similarly, both Estonia and Switzerland launched mobile apps that use Bluetooth for contact
tracing. In the case of Estonia, the HOIA app works similar to the Bluezone app. Here the
phones with the app and activated Bluetooth connection generate and exchange unique ID
and record the period of ‘contact. In the case when an individual tests positive for COVID-19,
that individual may report it in the HOIA app. As the app updates the list of infected people, a
person who had previously come into contact with the newly COVID-19 positive individual
will receive a notification from the app (HOIA, 2020).

Switzerland’s ‘SwissCovid’ app also functions in a similar way. However, what differs is that

this app also provides a ‘check-in’ function that requires neither Bluetooth nor GPS. This
function is particularly useful for events where the organisers will take on the responsibility
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of generating a QR code for the event. This QR code is to be scanned by each of the guests
upon arrival, and when leaving, they can “check out’ by confirming on the app. If an individual
at the event tests positive for the virus, they will receive a COVID-code from relevant local
authorities, doctors, other healthcare workers, and even testing centres. The code is then
used to activate the notification function within the SwissCovid app, which then goes on
to anonymously notify all other individuals who have encountered the infected person and
allows them to avail a free COVID-19 test (FSO, 2020). The Federal Statistical Office then
receives the information gathered through the app by the Federal Office of Information
Technology, Systems and Telecommunications (FOITT). The information that is collected
includes the installation and usage statistics of the SwissCovid app, the duration between
identification of symptoms and entering of COVID-codes, the number of COVID-codes that
have been entered and a subsequent number of warnings delivered. This information is also
published and presented to the public in an easy-to-read, visualised format (FSO, 2020).

Alternative data use: While the majority of the countries under the current exercise have
chosen to deploy online/in-app surveys or Bluetooth tracking or a combination of the two,
South Korea has chosen to use alternative forms of data to track and monitor the population
movement and the spread of the virus.

Jointly launched by the Korea Centre for Disease Control (KCDC) and the Ministry of Land,
Infrastructure and Transport, the Epidemiological Investigation Support System (EISS) builds
on South Korea’s ‘Smart City’ data system with the help of Korea Electronics Technology
Institute (KETT). EISS streamlines the process of digitally recording credit card, location and
smartphone usage data in a spreadsheet format. In addition to the recording process, EISS
allows authorised investigators to send in requests regarding specific COVID-19 cases. The
data that is then processed and provided requires the relevant law enforcement authorities
to approve ‘requests for location data from three telecom service providers while the Credit
Finance Association manages approval of credit card data from 22 credit card companies..
Despite privacy concerns, EISS has fast-tracked the survey process, subsequent movement
tracking and notifying and monitoring persons who have come into contact with an infected
individual (Shin, Jin, and Smith, 2020).

Alongside EISS, South Korea had launched the KI-Pass for high-traffic areas. The KI-Pass
implements the voluntary usage of QR codes as a replacement for manual sign-in sheets in
locations such as fitness centres, bars and restaurants, which are usually considered as ‘high-
risk’ areas. With the rising concerns over data privacy, the KI-Pass ensures that data gathered
will be deleted 14 days after the time of collection (Kim et al., 2021).

2.2.2 Quarantine and lockdown monitoring

As the numbers of infected persons and subsequent death tolls rise due to COVID-19,
countries around the world have found themselves going into repeated lockdowns and
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enforcing quarantine for infected persons. Although the majority of the selected countries
have focused primarily on contact tracing, countries such as Ghana, Vietnam and South
Korea have gone a step further to monitor lockdown and quarantine related activities and
their effectiveness.

With the objective of preventing new cases and slowing down the spread of COVID-19,
Vietnam had released their Hanoi SmartCity app in early 2020. Infected persons were
required to install and activate this app on their phones which would then monitor their
symptoms, track their location and adherence to quarantine rules and regulations. In the
event that an infected person strayed 20 or 30 meters away from their designated quarantine
area, the app would then notify respected area heads and family members as regards the
quarantine violations (Vietnam Times, 2020).

Much more invasive, however, was South Korea’s Self-Quarantine Safety Protection app.
While the country had already been enforcing the conventional phone call monitoring
process of persons in self-quarantine, the app launched by the country’s Ministry of Interior
and Safety used GPS to monitor the locations of infected people. In the case of a quarantine
violation, case officers monitoring the app will enforce the violator to wear an electronic
‘safety band’ that is connected to their phones. In addition to this electronic wristband, South
Korea imposes a hefty fine of over USD 8000 for self-quarantine violators (Kim et al., 2021).

Finally, Ghana’s National Statistical Office (GSS) has reportedly leveraged its partnership
with the private sector, including telecom operators, to conduct telephone surveys and use
anonymised and aggregated call details records to aid decision-makers during the pandemic.
GSS has used call details records to track, monitor, and analyse population mobility and
produced two successive mobility analysis reports in collaboration with the Ministry of
Planning and Ministry of Health. These reports were crucial in highlighting the impact
on population mobility in the pre- and post-lockdown periods and, thus, analysing the
effectiveness of imposing lockdowns in Ghana altogether (UNDESA, 2021).

2.2.3 Mainstream economic data dimension

As noted, COVID-19 targeted data initiatives have been health-centric in nature for the most
part. However, the pandemic has been more than a global health crisis. The socio-economic
costs of the pandemic have been enormous. Countries like Ghana and Estonia have taken
data initiatives to map impacts on their economies alongside their health scenario.

In the case of Ghana, GSS has leveraged its partnerships with UNICEF, UNDP and World Bank
to develop and launch COVID-19 business, local economy and household and job trackers.
To understand and assess the impact of the pandemic across the three abovementioned areas,
GSS primarily used telephone-based surveys to collect data, particularly regarding business
activity and employment after the pandemic, the rise in criminal activity and other socio-
economic issues across local areas and distribution of government assistance to households.
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GSS then collated this information and published it in separate reports that are available
to the public on the official GSS online platform (GSS, 2021; GSS, UNDP and World Bank,
2020; GSS and UNDP, 2020). While Ghana relied on telephone and panel surveys to obtain
mainstream economic data, Statistics Estonia made use of employment registers and VAT
returns to publish short-term labour and enterprise data (Statistics Estonia, 2020).

2.3 Summary of observations

The review of the initiatives led by the selected international organisations has shown that
efforts towards supporting the data ecosystem during the pandemic fall within two major
categories: shifting priorities online and leveraging partnerships. Within the scope of the first,
the organisations discussed so far conducted surveys to assess the state of NSOs. Following
this came the plethora of online platforms in the form of websites and data dashboards
presenting relevant COVID-19 statistics and the development of new tools to support the
continuity of NSO activities. COVID-19 data initiatives launched by the aforementioned
international organisations also included virtual sessions facilitating peer-learning among
the key stakeholders of the global data ecosystem. The second major category of global
COVID-19 data initiatives included leveraging old partnerships and forming new ones to
create new pandemic focused coalitions to address data gaps and related challenges.

Unsurprisingly, COVID-19 targeted data initiatives by the countries discussed above
have placed greater emphasis on health. Within the health-focused initiatives, however,
there has been a greater concentration on contact tracing through online based surveys
and Bluetooth tracking. Whereas Vietnam, Estonia and Switzerland were found to favour
dedicated COVID-19 mobile applications with Bluetooth tracking installed, South Korea has
taken a much more invasive route through the usage of alternative sources of data. While
the surveys and Bluetooth tracking of Vietnam, Estonia and Switzerland have already come
under scrutiny for data privacy concerns, South Korea chose to coordinate with relevant
agencies to obtain credit card data, location data and QR codes to track movements of
infected individuals and people they made ‘contact’ with. For stricter monitoring, electronic
wrist bands linked to smartphones were distributed to infected individuals along with fines
for violating self-quarantine rules in some instances. Ghana, however, used alternative
data sources to monitor the effectiveness of enforcing lockdowns by obtaining call detail
records from telecom operators. Additionally, Ghana’s focus has also been on establishing
COVID-19 data initiatives that address the pandemic’s impact on the country’s local
business, employment, and households. Whereas the majority of the previously mentioned
countries favoured digital solutions to the rising data challenges, Ghana pursued telephone-
based methods.

Given that the data initiatives discussed in this section are largely targeted towards COVID-19,
their sustainability in the post-pandemic era may come under pressure. The overall ‘digital’
nature of these initiatives is time appropriate in the pandemic context. However, it is also
true that it has raised the critical concern of the digital divide. Data privacy has also emerged
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as a critical concern owing to the data initiatives taken with a view to controlling the spread
of the pandemic. For a post-COVID era, the policy interest lies in the areas of sustainability
of successful initiatives, data access, standardisation, interoperability and privacy. These
issues are explored in the context of Bangladesh in the following sections highlighting the
challenges and recommendations for the future.
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Section 3

Bangladesh During COVID-19 Period
A Mapping Exercise of Data Domains

3.1 Taxonomy of health-related data initiatives in view of COVID-19

The concept of promotive, preventive, curative and rehabilitative health care goes way back.
In 1945, Henry E. Sigerist described the four vital functions of medicine as promoting health,
preventing illnesses, curing the sick and rehabilitating the injured or the disabled (Kumar and
Preetha, 2012). These four functions are part of primary health care which comprises a range
of essential health services, from health promotion to prevention, treatment, rehabilitation,
and palliative care throughout the life span of an individual (WHO, 2021a). OECD etal. (2017)
classified health care functions into eight major groups viz. curative care, rehabilitative care,
long-term care (health), ancillary services, medical goods, preventive care, governance and
health system and financing administration, and other health-related services not elsewhere
mentioned. A previous study by OECD (OECD, 2000) conceptualised health care functions
as a combination of personal health care goods and services and collective health care
services. Here, personal health care goods and services comprise services of curative care,
rehabilitative care, long-term nursing type care, support services to health care, and medical
goods allocated to out-patients. Similarly, collective health care services include prevention
and public health services, and health administration and health insurance (OECD, 2000).

In the health system of Bangladesh, the Ministry of Health and Family Welfare (MoHFW)
is primarily responsible for planning and management of preventive, curative, promotive
health services to the population. However, this responsibility falls to the Ministry of Local
Government, Rural Development and Cooperatives in the urban areas. The public sector
provides most of the preventive, curative, promotive and rehabilitative services in Bangladesh
(GoB, 2020). Given the significance of these four types of health care as components of both
primary health care and universal health care (WHO, 2021a; 2021b), it is critical to see their
usage in Bangladesh in the backdrop of COVID-19. Before doing so, it is essential to have a
better understanding as regards these four types of health care functions.

Promotive care relates to an extensive political and social process to enhance the

capacity of people to control over and improve their health. It focuses on the
population as a whole (Kumar and Preetha, 2012) rather than concentrating on

Data for Policymaking in the Pandemic Period 17



individuals with a particular disease and aims towards prompting actions related
to determinants of health (WHO, 1998). One of the focuses of health promotion is
to amass personal and societal influence to raise awareness of and create demand
for health care through mobilisation of material and human resources (WHO,
1998; WHO, n.d). To this end, the health care providers and health activists can
play a catalytic role, for instance, by providing access to information (WHO, 1998).

Preventive care includes measures that aim to avoid or decrease the number or
severity of injuries and diseases, their consequences and complications (Pomey et
al., 2000 cited in OECD et al., 2017). These interventions are conducted in three
levels viz. primary, secondary and tertiary. Primary prevention measures relate
to reducing health-related risks before these generate some effects, for example,
by providing vaccines. Secondary prevention is associated with interventions
aimed towards identifying the illness and providing measures to restrain it from
exacerbating, for instance, via screening. Tertiary prevention aims at lessening the
impact of an already existent disease, for instance, by early surgery on a damaged
organ (OECD et al., 2017).

Curative care comprises health care services to mitigate illness symptoms, reduce
the severity of illness, or restrain it from exacerbation that could otherwise be
life-threatening or affect the normal functioning of an individual (OECD, 2000;
OECD et al, 2017). Curative care includes all elements required to treat an
illness or injury, ranging from diagnosis to formulating prescription, surgeries,
therapeutic procedures, obstetric services etc. Curative care services also include
routine administrative procedures, for instance, completing and updating patient
records. Management of chronic illnesses for which complete recovery may not
be possible also falls under the category of curative care if a partial recovery is
expected (OECD et al., 2017).

Rehabilitative care includes services that are associated with improvement of the
functional limitations of individuals caused by recent illness or injury, or injury
of a recurrent nature, with the aim to help them achieve and maintain optimal
functioning, a better quality of life and participation in the community and society.
Rehabilitative care requires episodic patient assessment and review of treatment
plans until the condition is stabilised (OECD et al., 2017).

As will be evinced in the following sub-section, the health-related data initiatives in
Bangladesh which were taken in view of COVID-19 are mostly related to the promotive,
preventive and curative aspects of health care. Clustering these data initiatives according
to their various types under each aspect of health care will allow a clear understanding of
where the primary focus has been. This exercise will also align with other literature that has
classified the data initiatives during the COVID-19 period based on their type. For instance,
OECD and The GovLab (2021) sorted various COVID-19 targeted data initiatives based on
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five central elements viz. what is the type of data products, what are the needs addressed, what
are the types of analysis provided, who are the potential users, and which crisis management
phase is addressed. The various types of data products mentioned in the study include data
repository, data dashboard, data visualisation, hybrid products, websites and reports, and
press releases and bulletins'. Alamo et al., 2020 categorised the data initiatives based on their
source. Such sources may include institutions providing worldwide COVID-19 data, open-
source communities, and various regional and national statistical bodies.

For the present study, the health-related data initiatives in view of COVID-19 in Bangladesh
will be classified by combining the ideas of Sigerist and the data product types described
by OECD and The GovLab (2021). As such, the classification will be primarily done in
two layers. The first layer will put each data initiative under the health care functions they
serve. The second layer will provide information on the types of data products that are being
generated. While doing the classification, whether the data initiatives are new or extension or
continuation of old initiatives will also be mentioned. The framework for this classification
is presented in Figure 3.1. Given the sheer number of health-related data initiatives, an
exhaustive examination of each and every one of them may prove to be an unwieldy exercise.

Figure 3.1: Classification of the health-related COVID-19 data initiatives

Helath-related data initiatives

A%

Health care function

Promotive Preventive Curative Rehabilitative
Data product type
Data Data Data Hybrid Websites, Press releases
dashboard repository visualisation products webpages and bulletins
and reports

Source: Authors’ elaboration.

'Data repository is an online platform which is designed in a logical manner, and stores and make data available for
using. Data dashboard is a webpage which provides the summary of any progress or performance, usually in an easy-
to-read or graphical format. Data visualisation demonstrates complex data in an easy-to-read format and through
visuals such as graphs, maps or charts. Hybrid products intend to document information using various formats,
such as, map, visualisation, dashboard etc. (OECD and The GovLab, 2021).
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As such, the current study will look at the more prominent sources that provide statistics
and information related to health and COVID-19. Mapping of such initiatives is provided in
Annex Table 3.1 in more detail.

3.1.1 Promotive health care

As has been mentioned, promoting health strategies refers to facilitating a supportive
environment for health, ensuring and strengthening community participation, and mobilising
material and human resources to protect health (WHO, 1998; n.d). Hence, providing health-
related information to create mass awareness, disseminating information about telehealth
services, and statistics on the provision and reception of such services provide indication
towards the ongoing health promotion activities in a country. This is particularly pertinent
in the context of COVID-19, where issues such as proper use of masks, social distancing and
maintaining personal hygiene have attained heightened importance.

a. Data dashboard

The ‘COVID-19 Dynamic Dashboard for Bangladesh’ by DGHS provides designated mobile
phone numbers to seek information on tests, treatment, and hospitals, which is part of
promotive health care.

b. Hybrid product

‘Corona Info’ is a new initiative of the Government of Bangladesh, and the affiliated
organisations are MoHFW, DGHS, IEDCR, NTMC (National Telecommunication and
Monitoring Centre), a2i, Cabinet division, ICT division, and UNDP. This hybrid product
contains a COVID-19 dashboard, a COVID-19 Telehealth Centre dashboard, COVID-19
Telehealth Centre daily reports, a web page that visualises ‘COVID related overall scenario’
and alink to another website named ‘COVID-19 Tracker’. The COVID-19 dashboard contains
data, graphs and visualisation regarding infection, death, recovery and tests, whereas the
COVID-19 Telehealth Centre dashboard contains data, graphs and visualisation regarding
the total number of telehealth services provided, the total number of COVID positive patient
assessments, the total number of COVID positive patients follow up and the number of calls
received from the patients directly. Both cumulative and most recent individual values are
provided but not in a downloadable format. On the web page for visualisation of ‘COVID
related overall scenario;, there are graphs for the number of people tested positive, the number
of deaths, the total recovered, and the total number of tests daily until the recent date.
Moreover, there are web pages for ‘live corona test, ‘contact tracing app and telemedicine
services on the ‘Corona Info’ website. The webpage for telemedicine services provides contact
details of several such services. This webpage also provides data and graphs related to the
number of available doctors, number of patients during the past week and total suspected
patients of the ongoing week. However, the data only provides cumulative values and is not
present in downloadable format.
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On the ‘Corona Info ’website, there is various information related to COVID-19 such as
symptoms of infection and related actions, sample collection and hospital admission,
direct consultation service with doctors through hotline numbers and information service,
vaccine-related information, and emergency services such as oxygen and ambulance
facilities. Provision of such information belongs to promotive health care as the purpose is
to create awareness among people regarding prevention, diagnosis, treatment/cure, available
logistics etc. There is another webpage on the website for providing feedback on the available
information. This initiative also belongs to promotive health services.

c. Website

There is a website for ‘live corona risk test, which is a new initiative undertaken by the ICT
division and DGHS. This website hosts an app that helps to identify whether a person is
infected with COVID-19 or not. This app also helps the suspected patient to understand
the severity of the infection and recommend actions accordingly. The app has been created
following the guideline of WHO.

d. Report

The ‘COVID -19 Telehealth Centre daily report, available at the ‘Corona Info’ website, provides
information such as hotline numbers and mobile numbers to seek telehealth services that can
be considered part of promotive health care.

e. Bulletin

The ‘COVID-19 Situation Related Health Bulletin’ provides information related to sample
collection facilities for people expected to travel abroad, for instance, names and contact
details of government and private institutions that collect COVID samples, emergency
contact numbers for COVID related activity, hotline numbers for seeking COVID related
information and a web link to send COVID-19 related grievance. Providing these through
the bulletin falls under the category of promotive health care as it makes people more aware.

f. Other products

The ‘Corona tracer BD’ app is a collaborative initiative by the ICT division, DGHS, IEDCR,
a2i and SDMGA to prevent the spread of COVID-19. This contact tracing app utilises
Bluetooth technology, as was evinced in many other countries. The data system of the app
was developed by ‘SHOHOZ’ A section of the app provides the latest statistics on COVID-19
in Bangladesh. Apart from these, the app also provides information relevant to COVID-19
symptoms and possible actions in case of suspected infection. While the contact tracing helps
prevent the spread of COVID-19, the other features help make people aware of COVID-19.
Regrettably, this contract tracing app could not be successful due to its usage model and the
poor public health behaviour of Bangladesh.
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3.1.2 Preventive health care

As discussed earlier, preventive health care refers to services that help to prevent illness
either by deterring health risks completely or by lessening the intensity of illness by initiating
immediate action. Preventive health care services are associated with health promotion
activities (OECD et al., 2017), and hence the indicators for preventive and promotive health
care may overlap. Among the COVID-specific data initiatives in Bangladesh, many provide
statistics on the number of tests, infection, recovery, and death across locations and for
different age groups and genders. These provide an indication regarding the prevalence,
intensity and movement of COVID-19 and can help determine interventions duly. Thus,
the data initiatives or data products that contain information related to the aforementioned
indicators are associated with preventive health care and hence have been discussed in the
subsequent part of the study.

a. Data dashboard
COVID-19 Dynamic Dashboard for Bangladesh

Interactive dashboards were the most visible data initiative that was taken during the onset
of COVID-19. The majority of these dashboards were created and published by DGHS in
collaboration with national, international, and private organisations. The ‘COVID-19 Dynamic
Dashboard for Bangladesh’ is a new initiative by DGHS after the COVID-19 outbreak in
Bangladesh. This dashboard provides an overview of the pandemic scenario based on various
indicators and georeferenced data. The dashboard has been modified and taken different
forms over time. For instance, initially, it was a single webpage consisting of a number of
indicators. However, currently, the dashboard consists of four separate sections specific to
four different groups of indicators. Among these four sections, three viz. ‘national statistics,
‘weekly dashboard, and ‘vaccination’ provide data relevant to preventive health care.

The ‘national statistics’ section of the ‘COVID-19 Dynamic Dashboard for Bangladesh’
comprises figures on daily infection rate (number of lab tests vs confirmed cases), the
total number of confirmed cases (both the cumulative value and individual value) across
the districts and divisions. The number of confirmed cases is also disaggregated by gender
and age groups. Figures are also provided for the total number of daily deaths with
disaggregated values by division, gender, and age group. There is a map in the dashboard
where the cumulative number of confirmed cases are shown across districts. Another map
exhibits COVID-19 testing facilities across the country. Two tables in the dashboard provide
information pertaining to confirmed cases, one with daily updates and the other with the
updates of the current week and previous week, with a particular focus on the most affected
districts. These tables also contain other information, such as number of tests, positivity
rate, total COVID-19 dedicated beds in hospitals, bed occupancy rate, number of patients.
Apart from these, there is information provided in the dashboard for the number of lab tests,
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number of recovered patients, number of persons in isolation, number of deaths, and number
of second doses of vaccination administered, both in cumulative and daily-basis forms. There
is a pie-chart in the dashboard that provides information regarding complaints related to
COVID-19 patient admission and treatment. The pie chart shows the shares of COVID
related complaints received from various sources, such as diagnostic centres, consultation
centres, and hospitals and clinics. In the dashboard, data are available in downloadable excel
format for the number of lab tests against confirmed cases, confirmed cases for the divisions
and top 10 districts, number of deaths and COVID related complaints.

The 'weekly dashboard’ part of the ‘COVID-19 Dynamic Dashboard for Bangladesh’ provides
comparative statistics for the number of tests, detection, and death for the previous one week;
map of district-wise risk level based on detection rate; weekly city corporation infection map,
a spreadsheet for the number of tests, test positivity rate and positive cases in last seven days;
and a trend chart for detection rate at the district level based on daily examination. Data in
this dashboard is not available in downloadable format. All the data are obtained from the
MIS of DGHS and IEDCR.

The ‘vaccination’ section of the ‘COVID-19 Dynamic Dashboard for Bangladesh’ contains
figures related to the total number and percentage of people who have received the vaccination.
This information can be viewed specific vaccine wise or in an aggregate manner. The data is
presented in an irregular time interval. The dashboard also provides time-series data for the
number of vaccine recipients per 100 people. Apart from these, there are figures showing
the total number of first and second doses of vaccination administered. Along with these
disaggregated data, the dashboard also provides cumulative value for total vaccine targeted
population (including people aged over 18 and frontline workers), number and percentage
of total registration, percentage of the first dose against registration, percentage of the second
dose against the first dose and total AEFI (Adverse Events Following Immunisation). Most of
the statistics are provided for all districts and divisions of Bangladesh.

Shonkhay Corona Virus

The dashboard titled ‘Shonkhay Corona Virus’® (Corona Virus in Numbers) provides
statistics relevant to daily and cumulative confirmed cases, daily and cumulative number
and percentage of deaths, and cumulative number and percentage of the recovered patient
across the world, including Bangladesh. This dashboard also provides information regarding
infection rate in each million, cumulative and percentage of people under treatment, the
cumulative number of vulnerable people in countries and the total number of countries
affected, including Bangladesh. The data on the dashboard is regularly updated. However, it
is not available in a downloadable format. This dashboard is a new data product created after
the onset of COVID-19. The data has been collected through various international sources
such as WHO, CDC, ACDC, Rapid API, DXY, and Worldometer.

Data for Policymaking in the Pandemic Period 23



b. Hybrid product
COVID-19 Impact and Recovery Management System

In view of COVID-19, a hybrid product titled ‘COVID-19 Impact and Recovery
Management System’ has been added to the pre-existing SDG Tracker of Bangladesh. In
this new initiative, the statistics have been provided by DGHS and IEDCR in partnership
with the Cabinet Division, with the technological assistance from a2i. This hybrid product
consists of visualisations, maps, dashboards and data repositories presented in multiple
sections with multiple indicators. For instance, a dashboard named ‘COVID-19 key statistics’
provides information relevant to daily and cumulative confirmed cases by districts, daily
and cumulative number of deaths, and daily and cumulative number of tests done. There is
one visualisation named ‘COVID-19 daily trend for Bangladesh, which consists of trends of
confirmed, recovered, death cases and percentage of positive tests. The ‘Corona spread over
time’ section provides a map that shows confirmed cases by districts over time. One section
titled ‘Dhaka city scenario’ provides a map for area-wise total confirmed cases in Dhaka
city. The ‘COVID-19 demographic distribution’ visualisation provides graphs related to the
percentage of confirmed cases by age group, gender, and percentage of deaths by age group.
There is a dashboard named ‘Global cases’ where country-wise total number and percentage
of confirmed cases, active cases, deaths and recovery are provided along with the total
number of countries affected with COVID-19. The dashboard provides the latest statistics
on COVID-19 for the whole world according to the data from Johns Hopkins University.
None of the data in this new product of SDG tracker is in downloadable format. The data is
updated on a regular basis.

The ‘COVID-19 Impact and Recovery Management System’ of SDG tracker includes a socio-
economic dashboard that is again disaggregated into six subsections: health, education,
economy, social protection, relief, and environment. The health subsection displays, among
others, the upazila-wise total number of daily calls to 333 by collecting data from telecom
operators. It also shows the time trend of daily callers to 333 per 100,000 population by
districts. Information on district-wise COVID-19 affected institutions, division-wise closed
educational institutions, division-wise affected students and teachers are recorded under
the education subsection. The economy subsection provides data on household income and
consumption, remittance, employment, banking and foreign trade. The data on employment
is of particular interest as it shows the effect of lockdown on employment categories and
households. The social protection subsection exhibits information on social safety net
allowances and child protection. The relief subsection shows the data on the amount of
corona cash relief, cash relief by division, the distribution of female and male beneficiaries
etc. Using the satellite image data from SPARRSO, the environment subsection presents the
data on the 2020 flood with the COVID-19 scenario.
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COVID-19 tracker

The hybrid product named ‘COVID-19 tracker’ has been jointly developed by the ICT
division and Bangladesh Computer Council (BCC) of the Government of Bangladesh. This
new data initiative collects information from reliable and recognised international sources
such as Worldometer and Johns Hopkins University. The information in this data product is
updated at a very high frequency. This hybrid product contains two data visualisations. The
first provides maps and statistics about the daily and the cumulative number of confirmed
cases, daily and the cumulative number of death cases, daily and cumulative number of
recovered cases, the cumulative number of people under treatment, the cumulative number
of tests done, and death rate. This visualisation also provides cross-country data for the
same indicators. The second data visualisation provides graphs about the same indicators
mentioned above along with trend lines to show the total number of infections, recovery,
and deaths over time. This data visualisation also provides graphs for demonstrating cross
country statistics. In both of the visualisations, there is no option to download the data.
Another data product in the ‘COVID-19 tracker’ is the data repository which provides a
downloadable spreadsheet with data about the cumulative number of confirmed cases across
the districts of Bangladesh and areas of Dhaka city. This repository provides data for the new
and cumulative number of confirmed, death and recovered cases, the cumulative number of
tests, the new number of people under treatment and the death rate.

c. Website

In order to facilitate the registration for the vaccination process, the ‘Surokkha  website
alongside a companion app has been developed by the ICT Division in collaboration
with MoHFW and DGHS. Other affiliates include a2i, Bangladesh Computer Council,
Bangladesh Election Commission, Finance Division, BRTC, WHO, UNICEF, BEXIMCO
Pharma, SSL wireless, and mobile telecom operators. This website is dedicated to services
such as providing vaccine registration status, vaccination card download facility, vaccination
certificate download facility etc., besides the vaccination registration services. Although the
website or app itself does not provide any data, the registration process generates data on a
number of indicators such as the number of people registered for vaccine by age and gender,
recipients of the first dose and second dose, recipients of first dose and second dose against
registration etc. Some personal information such as mobile number, national ID number
and comorbidity status are also collected during registration. The collected information is
stored in a secure server managed by ICT Division and DGHS. Only authorised personnel
are allowed to access the stored data. These data are shared with and analysed by the ICT
Division and DGHS to design and implement COVID-19 targeted public health interventions
or support COVID-19-related epidemiological research.
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d. Press release
Vaccination Press Release by DGHS

DGHS produces three types of press releases regarding COVID-19 vaccination in Bangladesh.
The first one provides summary statistics on the overall vaccination scenario in Bangladesh.
This press release includes indicators such as the number of people receiving first and second
dose by gender and types of vaccines viz: Pfizer, Sinopharm, AstraZeneca and Moderna, and
the number of people receiving first and second doses. The second press release contains data
specific to Dhaka city on the aforementioned indicators. This document also provides the
number of provisional AEFI for all four vaccines. This data is disaggregated by 47 hospitals
or vaccination centres across Dhaka city. The third press release contains the same indicators
as the second one, but the data is disaggregated by districts and divisions of Bangladesh. All
three types of press releases are part of new data initiatives by the government, which have
been developed and published by DGHS, MoHFW and MoH after the pandemic had started.
All these press releases can be downloaded in PDF format.

COVID-19 Daily Press Release by IEDCR

The press release by IEDCR was the first of its kind in Bangladesh, which continued till
March 2020. This press release contains information on the daily and cumulative number of
people screened at different points, use of hotline services (such as number of calls to hotline
numbers), lab tests (such as number of tests), number of people in isolation before doing the
test, number of confirmed cases, number of people in quarantine. Apart from these, there
is information regarding the prevention of COVID-19, and hotline numbers and Facebook
links for seeking COVID related help.

Novel Coronavirus (COVID -19) Press Release by DGHS

The ‘Novel Coronavirus (COVID-19) Press Release’ contains data regarding COVID-related
sample tests, confirm cases, death cases, recovery cases, isolation, quarantine, screening,
logistics, telehealth services etc. However, the information or data is only available for March
2020, when the prevalence of COVID-19 first started. It is understood, with the emergence
of new forms of communication tools, this press release was abandoned.

e. Bulletin

The ‘COVID-19 Situation Related Health Bulletin’ by DGHS contains a large amount of data
on various indicators which can be divided into three clusters. Each cluster of indicators
can be connected to different types of health care services. For instance, the first and third
clusters can be associated with preventive health measures, while the second can be linked
to curative health care. The first cluster includes information relevant to the daily and the
cumulative number of tests done for people going abroad, daily and the cumulative number
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of people entering and leaving quarantine, daily and the cumulative number of people
entering and leaving isolation, daily and the cumulative number of people screened at
different times, daily and the cumulative number of calls received through helplines, the
total number of vaccination registration, daily and the cumulative number of the first and
second doses of vaccination. The third cluster in the bulletin consists of data associated with
infection, recovery, and death. This cluster includes indicators such as daily and cumulative
number of COVID identified patients by division, districts and by per 100 sample tested;
daily and cumulative number of COVID recovered patient by divisions, by per 100 positive
cases identified, and per 10 lakhs population; daily and the cumulative number of death due
to COVID-19 by gender, age group, by per 100 positive cases identified, and by per 10 lakhs
population; the daily number of death across private and public hospitals and at home; the
daily number of death who were brought to the hospital as dead.

3.1.3 Curative health care

Information pertaining to hospital logistics, health workforce, and health commodities
provide some indication of the capacity of delivering curative health care services in a
country. Hence, data products relevant to these indicators can be associated with curative
health care.

a. Data dashboard
COVID-19 Dynamic Dashboard for Bangladesh

In the ‘hospital information’ section of ‘COVID-19 Dynamic Dashboard for Bangladesh;
there are data tables related to hospital bed information which include information on
the total number of COVID-19 dedicated available and occupied general beds, ICU beds
and HDU beds, bed occupancy rate and ICU equivalent bed with high flow nasal cannula.
COVID-19 oxygen status includes occupied bed, vacant bed, bed occupancy rate, number
of available and used high flow nasal cannula, number of oxygen concentrators available,
number of oxygen cylinders available (full/empty/ in use), and the total number of beds
with central oxygen supply. COVID-19 designated human resource includes data for the
number of doctors, nurses, and other staff. The information is disaggregated by location (i.e.,
districts and divisions), hospital type (i.e., private and government). Data is made available
on a cumulative basis till the latest period. A downloadable excel database is provided for all
the data.

COVID-19 Commodities Dashboard
The DGHS website hosts the ‘COVID-19 Commodities Dashboard, which provides
information related to the stock of commodities such as the cumulative number of gloves,

masks, aprons, sanitiser, head/face/eye shields, shoe protector and PPE kits available, and
commodity movement trend. Statistics related to donation, procurement and stock of health
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care commodities such as the quantity of stock received from certain donors, name of the
donors, and name of the districts and hospitals receiving the products; statistics for central
donation, central procurement, local donation, local procurement; facility stock summary
by districts; total stock at facilities are also provided. This dashboard is updated on a regular
basis, but none of the data is downloadable. This is a new initiative of the Government
of Bangladesh which has been undertaken by the MoHFW through DGHS, with the
collaboration of USAID.

Coronavirus COVID-19 Dashboard, 2020

The ‘Coronavirus COVID-19 Dashboard, 2020’ is a new data product of the Government
of Bangladesh which provides data related to cumulative and daily number of lab tests,
confirmed cases, isolation, recovery, and deaths, with figures showing the scenario over time,
daily case rate (number of lab tests vs confirmed cases) across division and districts. There is
a downloadable spreadsheet for confirmed cases across districts. A trendline shows a daily
number of people who were quarantined and released over time. There are figures for hospital
logistics such as the number of general and ICU beds and number of admitted patients in
such beds and the number of isolation beds across divisions and districts. All these data are
downloadable in excel format. Apart from these, statistics relevant to the preparedness of
hospital (e.g., control room, medical team, isolation unit, and separate OPD for RTI patient)
and a spreadsheet for medical supplies (e.g., number of aprons, gloves, head, face and eye
shields, PPE kits, sanitiser, shoe protector and others) are also provided. This dashboard
has been prepared under the authority of MIS of DGHS, and data has been collected from
HEOC and control room, IEDCR, and obtained from DHIS2 system, daily DGHS bulletin
and eLMIS. UNICEF has provided technical assistance for this. The dashboard is being
updated on a regular basis.

b. Webpage

On the DGHS website, there is a webpage titled ‘Information including empty beds in
Corona hospital’ This is a new data product created by the DGHS to provide hospital-
related information associated with COVID-19. This webpage contains indicators such as
the number of general, ICU and HDU beds and number of admitted patients occupying such
beds, number of ventilators, number of admitted or discharged patients in the last 24 hours,
the total number of oxygen cylinders, total number of oxygen concentrators, total number
of available and currently used high flow nasal cannulas, availability of central oxygen line
etc. The data is provided for 44 hospitals of Dhaka and eight hospitals of Chattogram district,
which is being updated on a regular basis. The data can be downloaded in PDF format.

c. Report
DGHS produces areport titled ‘COVID -19 Telehealth Centre Daily Report, which is regularly

published on the website of ‘Corona Info’ This report contains data related to total infection
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rate, number of patients going through the daily assessment, number of people receiving
health advice through telehealth, number of infected people who received telemedicine
assessment services, number of infected people who received follow up services, number of
infected people who were requested for taking telehealth advice, percentage of other diseases
among the COVID-19 infected people, total number of infected people by divisions, age
group and gender, and number of COVID-19 infected people by the level of intensity of the
infection. Value for all the indicators, except for the percentage of other diseases among the
COVID infected people, is provided in a cumulative manner till the reporting period. In
the report, data are represented through graphs, and they are not in downloadable format.
The data provided in the report are obtained from the ‘COVID-19 telehealth centre, which
is a digital platform established with the purpose to provide health services to the COVID
positive and suspected population through doctors or Health Information Officers over
mobile phone (audio/video).

d. Bulletin

The second cluster in the aforementioned ‘COVID-19 Situation Related Health Bulletin’
is related to hospital logistics and diagnosis-related information where the constituting
indicators are the total number of empty and available ICU beds, ICU equivalent beds with
high flow nasal cannula, HDU beds, HDU equivalent bed with oxygen concentrators, the total
number of oxygen concentrator and the existence of central oxygen line. Data for all these
indicators are disaggregated by location (divisions) and type of hospital (private and public).
All these data have been collected from HEOC and Control Room, DGHS. The cumulative
value for the number of oxygen cylinders, oxygen concentrators, high flow nasal cannulas,
central oxygen lines is separately provided in the health bulletin for the eight divisions in
Bangladesh, and the source of this data is Divisional Directorates, Health. Apart from these,
data is also provided for indicators including the number of diagnostic centres by type of
COVID-19 diagnosis methods (RT-PCR, Gene expert, Rapid Antigen) and for private and
public hospitals, the daily number of samples collected and tested, and a cumulative number
of samples tested by the aforementioned three types of diagnosis methods across divisions,
districts, and hospitals.

3.1.4 Overall assessment

A number of observations emerge from the review of the COVID-19 targeted health data
initiatives in Bangladesh. First, the sheer number of data initiatives can be quite overwhelming
for the uninitiated. Lack of a central data repository can be often felt while going through such
initiatives. Second, most health data initiatives have focused on the preventive and curative
aspect of health care. The data initiatives did not reflect the rehabilitative aspect of health
care. Third, the overwhelming majority of the data initiatives utilise data from DGHS and
its various wings. Fourth, the same indicators from the same sources are often reported in
different initiatives. Given the difference in reporting time and frequency, this often creates
confusion as regards the latest state of affairs. Fifth, in terms of regularly providing up-to-date
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status of key variables of interest, the COVID-19 targeted health data initiatives exhibited
considerable improvement compared to the pre-pandemic scenario. Sixth, data dissemination
also took a more multipronged approach compared to the pre-COVID-19 situation.

3.2 Data initiatives for designing policy response

In view of COVID-19, countries across the world have taken various support measures to
safeguard the health and revive the economic status of their people. The Government of
Bangladesh has been no exception to this end. Among the various public policy interventions
taken in Bangladesh in view of the pandemic, the BDT 2,500 each to five million households
and the vaccination programme have received heightened attention. The current subsection
will review the experience of application of data-driven initiatives while carrying out these
interventions and assess their successes and limitations. While reviewing the BDT 2,500 cash
support programme and the vaccination programme, two case studies were put together
(Boxes 3.2.1 and 3.2.2). The relevant information was collected from KIIs, secondary
literature, and from the deliberations of a dialogue held by CPD and Oxfam in 2021.?

Box 3.2.1: How data-enabled the BDT 2,500 cash support programme

The cash support programme of BDT 2,500 each to five million households is one of the
stimulus packages that were initiated after the COVID-19 pandemic hit the country. The
targeted population of this support programme includes people who do not generally fall
under the tax net and was hit hard by the pandemic. The target groups include, inter alia, day
labourers, domestic workers, farmers, transport workers etc. This cash support programme
is one of the definite examples of data-driven public policy intervention during COVID
times. Despite the attempt to integrate multiple actors and data systems for disbursing the
cash support through a G2P? system, the government was not able to reach the intended five
million households in a timely manner. Hence, a closer look at the process of undertaking the
initiative will help identify the challenges that must be addressed for future such initiatives.

At the early stage of the programme, the list of beneficiaries was prepared, verified, and
modified by a number of government entities. The primary list of beneficiaries was prepared
by BBS using the ‘National Household Database’ through proxy means test (PMT) scoring
and then distributed among the Deputy Commissioner (DCs) via email. The DCs then sent
the list to the UNOs in excel format, which was subsequently sent to the local government
representatives (such as chairman or member of Union Parishad). The local government
representatives updated the list as per requirement. For instance, in case someone has changed
his/her mobile phone number or migrated elsewhere. Furthermore, the local government
representatives modified the list as per field level realities. As was mentioned in the KIIs, the
local government representatives might have added or replaced some people based on their
own judgement.

(Box 3.2.1 contd.)

“This dialogue was held on 27 May 2021.
’G2P refers to Government to Person payment system.
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(Box 3.2.1 contd.)

In the second stage, the list was sent back to the DCs, who forwarded it to the Finance Division.
The Division sent the list to the Ministry of Disaster Management and Relief for further
verification and assessment. The Finance Division cross-checked the list with other beneficiary
databases and removed the names of people who were receiving other allowances (Bryon,
2020). In this phase, a2i has contributed to the data cleaning process by checking duplication
using mobile numbers and by cross-checking the list with other databases. Beneficiaries of
other allowances were removed from the list as per the guideline of the programme. The
government service holders were also removed by cross-checking the list with iBAS.* After
being cross-checked by a2i, the list was sent to NTMC® where it was matched with the NID/
mobile phone number and hence shortened further. The list was repeatedly cross-checked in
the aforementioned manner and finalised with around 3.6 million beneficiaries.

In the third stage, the money was distributed among the beneficiaries either though Mobile
Financial Services (MFSs) such as Nagad, bKash, Rocket and SureCash or through bank
accounts. Among the MFSs, majority of the money was disbursed through Nagad (Bryon,
2020). Nagad received the beneficiary list from the iBAS system of the Finance Division.
Afterwards, Nagad verified the list once again with all mobile operators through the use of
their biometric database. The verification process was conducted following the compliance
guidelines of BTRC.® Bulk beneficiary account was opened with the collaboration of
Bangladesh Bank, taking advantage of the eKYC’ regulation to distribute the money through
commercial banks (CPD and Oxfam, 2021).

Absence of registered mobile number against NID, the mismatch between the registered mobile
number with NID, the mismatch between the date of birth in NID and the database provided
by the election commission, mobile number written in the wrong format, lack of detailed
occupation-related information were some of the issues identified at the field level which
hindered the listing and consequently the distribution process of the BDT 2.500 allowance
(Bryon, 2020). In some districts of Bangladesh, commendable initiatives have been noticed
on the part of local administration while collecting beneficiaries’ information. For example,
in Gopalganj, the DC has hired community volunteers to go door to door for collecting
information through survey, which reduced the time and cost required for preparing the
list of beneficiaries (CPD and Oxfam, 2021). However, there were complaints from the local
level government functionaries as regards finding very limited time for preparing the initial
beneficiary list. Also, lack of clarity among the service providers on how to execute the BDT
2,500 cash support programme has constrained the delivery of this programme (Rahman et
al,, 2021).

(Box 3.2.1 contd.)

YiBAS refers to integrated Budget Accounting System, an integrated financial management software system which
is an internet-based software and conduct activities such as budget preparation and distribution, pension payment
through EFT, online submission of bills, and accounting of all receipts and payments of government.

NTMC refers to National Telecommunication Monitoring Centre

SBRTC refers to Bangladesh Telecommunication Regulatory Commission.

7eKYC (Electronic Know Your Customer) is the remote, paperless process that minimises the costs and traditional
bureaucracy necessary in KYC (Know Your Customer) processes.
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(Box 3.2.1 contd.)

The cash support programme undertaken in 2021 after the second wave of the pandemic
added people from other occupations such as fisherman, motorbikers engaged in ride sharing
etc. However, the list of such beneficiaries has not been integrated into the first version of the
database yet (CPD and Oxfam, 2021). Creating a comprehensive database by integrating the
list of all possible beneficiaries would bring the complete success of any such initiatives in
the future.

Box 3.2.2: Use of data in the COVID-19 vaccination programme

The vaccination portal titled ‘Surokkha’ is one of the brightest examples of the use of data
in the case of COVID-19 response in Bangladesh. This portal covers almost the entirety of
the vaccination process, from registration to receiving the vaccination certificate. The data-
driven vaccination management system has made it possible to push the vaccination drive in a
systematic manner, to reach the targeted population without requiring any human contact (in
most steps) and to administer the vaccines on the dot, subject to the availability of vaccines.

The use of data in the vaccination process can be divided into two separate stages. The first is
related to the supply chain management of vaccines, while the second deals with vaccinating the
citizens. As regards the first stage, the distribution of vaccines has been primarily determined
by four major factors, viz. total availability of vaccines, the administering capacity of certain
regions and vaccination centres, estimated daily coverage and estimated daily coverage for
prioritised groups. Besides these, the infection rate of certain locations was also considered
while distributing vaccines. However, this has not been considered as a strong determinant as
the aforementioned four factors. In the case of supply chain management, two sources of data
have been used. The first is the data collected from sources other than the ‘Surokkha’ portal,
such as administrative data on the availability of vaccines and logistics, infection rate etc.
The second is the data generated by the ‘Surokkha’ portal itself, such as the number of doses
administered to date and the number of doses required down the line.

The capacity of the available cold chain facility oftentimes determines the regional
distribution of vaccines. For instance, the Pfizer vaccine needs to be stored at temperatures
below minus 600 and hence, is not feasible to administer in most parts of Bangladesh. As
a result, this particular vaccine was distributed in Dhaka City Corporation only. Among
the other vaccines, Moderna was distributed in 12 city corporations across the country.
Besides these two, the available cold chain as part of the routine EPI® can handle the
vaccines from Sinopharm and AstraZeneca up to the Upazila level. Furthermore, availability
and maintenance capacity of other logistics such as a syringe, mixing syringe, diluent,

safety box, vaccine carrier etc., also determine the distribution of vaccine across regions.

(Box 3.2.2 contd.)

8EPI refers to Expanded Programme of Immunisation.
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Ensuring maximum coverage has been one of the highest priorities of the authorities with
a view to reducing COVID-19 transmission. The front liners and the migrant workers have
been prioritised in this regard. The distribution strategy of multiple vaccines was very much
determined by the procurement or availability of vaccines and the number of people in
prioritised groups. For instance, 100,620 doses of Pfizer vaccine were obtained, with which
50,310 people could be covered for both doses. In this case, the first challenge was to cover the
entire country given the lack of cold chain capacity; and the second was to provide adequate
coverage given the volume of available vaccines, which was again reserved for migrant workers
as per instructions from the government. To facilitate this, a separate window was created
to register migrant workers, particularly those from middle eastern countries (e.g., Saudi
Arabia and Kuwait), to waive them from quarantine requirements in destination countries. In
general, all relevant information pertaining to vaccination is analysed by the line manager of
the EPI and the decision about the quantity and type of vaccine to be provided to each division
and centre is taken by the line manager based on the aforementioned information.

The calculation of vaccine wastage is made in the EPI headquarters using the information
on the number and type of distributed vaccine to a certain centre and the number of people
receiving the vaccine in that centre. Vaccines with multi-dose vials require a certain number
of people to be present and ready for vaccination before being unpacked. For example, the
AstraZeneca vaccine, which has ten dose vials, require ten people to be present for vaccination
before unpacking. Hence, the vaccination centres have been instructed to administer the
vaccine considering the number of doses in each vial to reduce wastage. However, it has also
been instructed that even if eight people are present instead of ten, they must get the vaccine.
In such cases, ten to twenty per cent doses of each vial might get wasted. For single-dose
vaccines, the wastage is less. However, such vaccines require substantial storage capacity.

When it comes to the vaccination of citizens, as soon as registration is completed in the
‘Surokkha portal, real-time data is generated based on which the citizens receive the
vaccination card and registration number. Later, the citizens receive an SMS for vaccination
appointments. Finally, the citizens can get the vaccine certificate using the ‘Surokkha’ portal
through their devices. The data generated from the ‘Surokkha’ portal help the authorities to
estimate the demand for vaccines in a certain centre and enable them to come up with a
coverage plan given the cold chain and logistics capacity of the centre. An estimation is made
for the percentage of the population of certain categories (e.g., medical students, general
students, migrant workers) who can be covered, given the capacity of the centre. Based on
this estimation, the SMS is sent to individuals and the sequence of coverage is maintained.
However, as was found in the KIIs, maintaining the sequence of coverage can only be
conducted based on occupational categorisation. Age-based sequencing is not feasible yet due
to technical reasons.

The ‘Surokkha’ vaccination portal was planned to be created as a ‘turnkey solution where the

entire journey of vaccines, starting from their arrival at the airport to reaching peoples’ hands,

(Box 3.2.2 contd.)
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will be recorded. With this aim, the portal was designed with four modules viz. registration
module, Logistic Management Information System (LMIS) module, certification module and
Adverse Events Following Immunisation (AEFI) module. Among these modules, only the first
and the third are activated at present. Activating the other two modules could be useful for a
more accurate distribution of vaccines.

The data-driven vaccination programme can indeed be considered a success story for
Bangladesh, given its population and limited technological prowess. The promptness of
distribution, provided by the worldwide shortage of vaccines, is especially commendable.
However, the requirement of an internet facility to register for vaccines leaves out a large
number of eligible people. The Government of Bangladesh is trying to mitigate this through
spot registration while carrying out the mass vaccination programme. But this is a deviation
from the data-driven approach, which leverages the traditional system to ensure mass
coverage. In these circumstances, estimation of coverage considering the percentage of ultra-
poor people, percentage of people living in remote areas and reaching out to these people
through local government functionaries could be useful.

3.3 Implications for mainstream economic data flows

As mentioned in Section 2.1, the COVID-19 pandemic has severely affected the regular
functioning of NSOs across the world. Bangladesh has been no exception in this regard. The
ongoing pandemic has adversely impacted the regular data-related activities in Bangladesh
in various degrees, starting from data collection to dissemination. The current subsection
will attempt to highlight the challenges faced by BBS in terms of mainstream data provided
during the pandemic times.

As was found from the KIIs, the pandemic has forced a number of large-scale surveys in
Bangladesh to be rescheduled because they require face-to-face interaction. For instance,
the Population and Housing Census, one of the largest undertakings of BBS, has been
rescheduled to October 2021, which was supposed to be started at the beginning of 2021. The
unpredictable nature of the pandemic is still causing uncertainties as regards conducting the
survey on the targeted timeline. The Household Income and Expenditure Survey (HIES), the
primary source of poverty related information in Bangladesh, was scheduled to be conducted
in 2020. However, it had to be postponed given the COVID-19 situation. The pilot survey for
this round of HIES has been conducted. The Labour Force Survey (LFS) has also been delayed
due to the COVID pandemic. However, BBS has started doing the background works, which
are expected to be finished by 2021. For instance, updating of the household frame, which
takes about three months, is expected to be started from September 2021. Accordingly, the
main LFS is expected to start from January 2022.

According to the KIIs, the activities pertaining to regularly provided data (e.g., inflation,
industrial production, wage rate, demographic data etc.) were continued despite the pandemic.
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Collection activities for such data, even at the field level, has never been stopped. Collecting
price related information was less challenging given these can be obtained from facilities
(e.g., shops or markets). However, obtaining demographic information, particularly from
upscale parts of urban areas, proved to be challenging in view of the pandemic. In such cases,
alternative approaches were required to collect the information. For example, information
often had to be collected from the gatekeeper or through mobile phone conversation.

Apart from these, the data collection processes of some of the other initiatives have been
hampered due to the pandemic along with their associated activities. For instance, the
Literacy Assessment Survey was scheduled to be started in 2020 but has been shifted to 2021.
The same case is also applicable for another survey on climate. A new survey on tourism
was to be initiated by BBS in 2020. But the data collection process was hampered due to the
pandemic. The survey was designed to focus on both outbound and inbound tourism. The
data collection process for the latter involved interviewing the incoming tourists at airports
and thus, was not feasible due to the pandemic. The survey report ultimately had to be
finalised based on outbound tourism and secondary data sources.

3.4 Summary of observations

There has been a significant number of new and innovative data initiatives taken in view of
the pandemic in Bangladesh. These initiatives have primarily focused on the health sector.
Within the health sector, data related to preventive and curative aspects received heightened
importance. Real-time data generation through digital pathways also rose to prominence.
It was to be appreciated that the use of new data sources, such as the application of user-
generated data and telecom data, have been observed in designing and implementing policy
responses. The traditional methods of collecting mainstream economic data were disrupted.
This is particularly true for large scale national level surveys. Barring one or two small-scale
attempts, efforts towards analysing the impact of the pandemic on key macroeconomic
correlates were largely absent. It might be safe to argue that the mainstream data generation
system was not able to cater for the needs of data-driven pandemic response.
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Section 4

Interpreting Pandemic and Data Nexus
Insiders’ Perspectives

4.1 Importance of stakeholder perspective

The review of the global and national data initiatives in the earlier sections provides a
comprehensive overview of these initiatives. However, behind the scene dynamics are
often not captured through such exercise. To this end, a diverse group of actors in the data
ecosystem of Bangladesh, who were directly or indirectly involved in the COVID-19 targeted
data initiatives, were interviewed (Annex Table 4.1). The data ecosystem generally includes
multiple actors® (Curry, 2016). However, to serve the specific objectives of the current study,
only certain groups of conventional actors were selected for the interviews, which include
data suppliers, technology providers, researchers and academicians, and data end-users.
Based on the roles played by the mentioned actors, the key informants (KIs) were categorised
into four groups (Table 4.1).

Table 4.1: Categorisation of KIs with their respective organisations

Category Conventional Role of the conventional key actors | Organisations of the KIs
of KIs key actors of
data ecosystem
Data Data suppliers | Individuals or organisations who Bangladesh Bureau of
generator generate, collect, integrate and Statistics (BBS); Aspire
transform data from multiple to Innovate (a2i);
sources (public or private) International Centre

for Diarrhoeal Disease
Research, Bangladesh
(ICDDR,B); Institute
of Health Economics,
University of Dhaka
(Table 4.1 contd.)

9Multiple actors of data ecosystem may include data suppliers, technology providers, data end users, data marketplace,
start-ups and entrepreneurs, researchers and academics, regulators, standardisation bodies, and investors, venture
capitalists and incubators (Curry, 2016).
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Category Conventional Role of the conventional key actors | Organisations of the KIs
of KIs key actors of
data ecosystem
Data Technology Organisations or agencies that A2i; Directorate
mobiliser | providers provide tools, services, know-how General of Health
and platform for data management | Services (DGHS)
Researchers and | Individuals or organisations who a2i; ICDDR,B; Institute
academicians explore and assess new technologies, | of Health Economics,
methodologies, models and societal | University of Dhaka
aspects essential to advance data
initiatives
Data user | Data end users | Individuals, organisations or Health, Nutrition and
policymakers who leverage data Population Programme,
initiatives to serve their respective BRAC; Nagad; DGHS;
objectives ICDDR,B
Data N/A Individuals or organisations who Health Watch; National
appraiser assess and provide an impartial Committee on Health
and unbiased opinion about the Rights Movement
execution of any data initiative

Source: Authors’ elaboration based on Curry (2016).
4.2 Process, partnership, policy response and best practices

While a data ecosystem refers to an environment supported by a community formed with a
diverse group of interacting organisations and individuals, a data value chain refers to the key
activities carried out within a data ecosystem' (Curry, 2016). Data value chain involves the
processes that data go through, starting from the identification of the need for data to its final
use for impact. The data value chain comprises of four stages, viz. collection, publication,
uptake and impact, which can be further disaggregated into twelve phases (Open Data
Watch, n.d). The activities under each stage are presented in Figure 4.1.

Not all of the aforementioned activities are aligned with the objectives of this study. Hence,
the subsequent analysis based on the KIIs will only consider the activities that distinctly
address the three specific objectives of this study. The first objective (i.e., reviewing and
documenting the process, tools and partnership of generating COVID-19 related statistics)
relates to four activities within the data value chain, viz. identify, collect, process and

'In the present section, ‘data’ refers to both ‘traditional data’ and ‘big data’ ‘Big data’ is different from ‘traditional data’
based on three dimensions, viz. volume, variety and velocity, and hence, requires new methods of processing (Laney,
2001). In other words, ‘big data’ is not simply large volume of data but it is very much unstructured and assorted,
and gathered so rapidly that the generally used methodologies and techniques for traditional data processing cannot
be applied (Kaminskiy, 2017).
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Figure 4.1: Activities within the data value chain
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release. The KII findings pertaining to these activities were clustered under the following
dimensions: motivation, innovation and generation, storage and accessibility. The second
objective (i.e., assessing whether data initiatives are being translated into policy actions and
the effect of existing data gaps in policy implementation) relates to five activities of the data
value chain, viz. process, release, connect, use, and change. The information pertaining to
these activities have been clustered under the dimensions titled usability and comparability,
and policy use. The third objective (i.e., replicating and re-using the best practices in future)
relates to the following activities: connect, incentivise, influence, change, and re-use. These
have been further clustered into one dimension, i.e., sustainability. Additionally, this section
aims to highlight the operational modality of the actors of the data ecosystem. Finally, the
findings from the KIIs will also focus on the pre-existing strengths and weaknesses of the
data ecosystem in Bangladesh, which have garnered renewed attention in view of the COVID
specific data initiatives. Table 4.2 demonstrates the connection between the study objectives,
the activities within the data value chain and the dimensions of the KII findings.

Table 4.2: Association between study objectives and activities of the data value chain

Objectives of the study Activities within the | Dimensions of KII findings
data value chain

1. Reviewing and documenting the « Identify  Motivation

process(es), tools, and partnerships « Collect « Innovation and generation

deployed for generating statistics in « Process

view of the pandemic in Bangladesh. . Release . Storage and access

o Operational modality"!

2. Assessing the utilisation of data o Process o Usability and comparability
initiatives for designing policy response | « Release
during the pandemic and identifying « Connect « Policy use
the implications of the revealed data « Use
gaps for required policy processes. « Change
3. Identifying the best practices from « Connect « Sustainability
global and national experience for « Incentivise
replication and adaptation in future o Influence
policymaking. » Change
» Re-use

Source: Authors’ elaboration.
4.2.1 Motivation behind the data initiatives
According to the KIIs, the government deeply felt the need for timely health data, particularly

in the early days of the COVID-19 pandemic when the number of testing centres was very
limited, and there was an exigency to predict the direction of transmission. It was mentioned

"t is not a distinct stage of data value chain rather a cross-cutting feature.
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that a number of government agencies took a ‘demand driven’ approach in terms of
COVID-19 targeted data initiatives. For example, a ‘National Corona Care’ repository was
developed by a2i under the leadership of DGHS in order to obtain real-time information
pertaining to the pandemic. According to one KI, the government approached academicians
and other relevant entities to predict the pandemic’s trajectory through various statistical
projection techniques, particularly before the second wave of the pandemic. Some of the
data initiatives were supply-driven in nature and led by non-resident Bangladeshi (NRB)
academics from multidisciplinary backgrounds and other stakeholders such as policymakers,
telephone companies (telcos), data scientists, and epidemiologists. One such example is the
‘syndromic surveillance’*? system which was set up to monitor the trend, cluster and outbreak
of the coronavirus using telecom data’® before they were actually reported to public health
agencies. However, there was some inertia on the part of policymakers towards accepting
the various models and projections produced by independent actors. This was especially
prevalent during the early phases of the pandemic, but the situation improved afterwards.

As per a KI from a non-government entity, the data initiatives used to be mostly supply-
driven. However, the scenario changed in recent years. For example, in 2020, DGHS invited
a number of non-government stakeholders such as BRAC while developing the strategic plan
for digitalisation. Both positive and negative feedbacks were received with due admiration.
According to a respondent from another non-government organisation, the COVID-19
targeted data initiatives received due assistance from the government, irrespective of them
being demand-driven or supply-driven. In fact, there were certain supply-driven data
initiatives that could not be possible without the partnership of government agencies. For
instance, IEDCR is mandated to surveil COVID-19 trajectories, and such data initiatives
require a partnership with IEDCR.

Collaborating with government agencies might often be difficult for non-government
entities. However, it is not always due to the reticence on the part of the government. The in-
built bureaucratic procedures can oftentimes be too cumbersome as these require permission
from higher authorities regarding collaboration or sharing certain information.

4.2.2 Innovation and generation of data

A large volume of user-generated data has been accumulated during COVID times through
a number of new data collection methods, which include syndromic surveillance through
telehealth or telemedicine services or hotline numbers, IVR system,' USSD etc. Data was
collected under all these methods, either by inquiring people regarding their symptoms or

12Syndromic surveillance is a process to monitor diseases in real time or near real time to detect an outbreak. This
system takes advantage of automated data processing and alerts the authorities before diseases are actually reported
to public health agencies.
BObtained when people report their symptoms by calling in a number, sending text, using USSD (Unstructured
Supplementary Service Data), or using an app.
14 . .

Interactive Voice Response.
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by allowing them to self-report.”” There have been collaborations between mobile operators
and other government agencies such as a2i for such data initiatives. Apart from the hotlines
and mobile-based data collection systems, the hospital-based data collection process has
also evolved. For instance, hospitals are now connected to the DHIS2 system of DGHS. A
designated person has been assigned to regularly upload the logistics-related data in this
system which provides an almost real-time scenario.

A dashboard has been created based on data collected through various telehealth services.
Another dashboard named NISE3'® has been created to collect employment data from
multiple offices and industry associations. However, this is based on administrative data
rather than real-time data. Also, it lacks data and statistics for the informal sector. Even
the data for the formal sector is not detailed and organised. The ‘Contact Tracing App’ was
another innovative attempt in Bangladesh, even though it could not be successful due to its
usage model and poor public health behaviour in the country. A system has been developed
to track the nationwide distribution of masks through a collaboration of government and
private entities. A ’socio-economic dashboard, created to provide key socio-economic
indicators, has been attached to the pre-existing SDG tracker. This dashboard was developed
taking cognisance of the recommendations provided by various stakeholders at the national
level, such as the SDG coordinator at the PMO, various government functionaries like DCs,
DGs and agencies like BBS, among others.

The Health, Nutrition and Population Programme (HNPP) of BRAC has developed a
community based digitalised syndromic surveillance system to identify the suspected
COVID-19 cases through a combination of actors and entities, including community
informants, community health workers, telemedicine services and further management
support.”” HNPP has developed an online data management system for RT-PCR and Antigen
test registration.

4.2.3 Operational modality of individuals /organisations

In the case of most of the initiatives, a ‘government agency centric’ approach was followed
while a selected few took the ‘whole of society’ path. Government agencies such as IEDCR
and DGHS played their part in various capacities viz. data generator, data mobiliser or
data user for a number of data initiatives. For example, the ‘National COVID Dashboard’
was created under the authority of the Epidemiology and Public Health Committee, which
is comprised of senior officials from IEDCR and DGHS. A team of experts analyses the

For instance, people could call to a certain USSD number and answer 5 questions by pressing 0 and 1. This is how
data could be generated about the symptoms of an individual.

"®National Intelligence and Skill Education, Employment and Entrepreneurship.

A community informant would inform about a suspected COVID-19 patient, then a community health worker
would visit that person’s house to screen and verify based on an operational definition. If the suspected person
would be confirmed based on the operational definition, then further support (follow up service or telemedicine)
would be provided.
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dashboard on a weekly basis, and the analysis is presented to the committee for decision
making. These agencies not only facilitate the data generation process of government entities
but also for other non-government institutes. For instance, as was mentioned during the KIIs,
IEDCR and DGHS have facilitated the data collection process of ICDDR,B for a number of
COVID-19 related activities. These activities involved generating data for indicators such
as seroprevalence of vaccine effectiveness, COVID mortality rate, vaccine test-negative
design,'® vaccine response rate etc.

a2i has played the role of both generator and mobiliser for several COVID-19 related data
initiatives. It has facilitated the data generation process by coordinating among multiple
global and national organisations, the government, and private sector entities. a2i brought
together their technologies and know-how for generating data besides developing new tools
and methods for data generation on behalf of the government agencies. Furthermore, it
has facilitated the educational process pertaining to data-driven real-time policy analysis
and policy action within the government actors. As a data mobiliser, a2i has developed the
pipeline to move data through interoperable systems by several entities and contributed to
their synchronisation mechanism in order to exchange data in real-time. Examples of such
activities include contributing in setting up labs for sample collection, coordinating with data
operators for inputting data in the lab/hospital data system, re-creating sample collection
PHP" tool to overcome the challenge of continuous data inputs, and finally uploading the
data in the DHIS2 system in real-time before sending the test results to people via SMS and
uploading in the ‘National COVID Dashboard..

Telecom companies have played the role of both data generator and manager for some
COVID-19 targeted data initiatives. The role of data generator was played by contributing
to data collection for real asymptomatic cases through the syndromic surveillance system.
The data manager part was played by contributing to verifying, cleaning, and analysing the
collected data using Artificial Intelligence and sending the final dataset to the DHIS2 system.

According to the KIIs, HNPP has performed as both data user and data generator during
COVID times. For example, it has used the syndromic surveillance data mentioned above to
design a project for reaching out to people who needed health services or food. Furthermore,
HNPP was actively involved in disease surveillance and contact tracing committees that were
formed during the pandemic and worked in all sectors of implementation such as sample
collection, disease surveillance data management system improvement etc.

Some local administrations were involved in policy interventions and contributed to the
utilisation of data. For example, the zone-wise lockdowns were imposed in Dhaka through

"8The number of vaccinated people among the COVID-19 infected people.
19Hypertext Pre-processor is an open source of scripting language that is suited for web development and can be
embedded into HTML.
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the collaboration with Mayors and the district-wise lockdown was imposed with assistance
from the DCs. Regrettably, these could be implemented only at a limited level.

4.2.4 Storage and accessibility of data

According to the KlIs, storage systems have been developed for some of the COVID-19
related data initiatives undertaken by government agencies. For example, the aforementioned
‘National Corona Care’ repository is connected to the DHIS2 system of DGHS and the DHIS2
system itself is further connected to contact tracing app, hospital databases, vaccination
database, and other systems that contain statistics related to transmission trends, hospital
logistics, hospital wise death trend, area-specific demand for a certain measure etc. All this
information is stored in the repository and can be viewed through a dashboard.

The online availability of the data resources was very encouraging in the backdrop of the
pandemic. However, this also creates some concern of a ‘digital divide’ where people without
internet access could not reap the benefits of the various data initiatives. While interviewing
some data generators and managers, it was found that not all of the COVID-19 related
data initiatives are available in public domains in their entirety. For example, the ‘National
COVID Dashboard’ only provides some indicators to the general public through the online
portal. However, all of the indicators and statistics of this dashboard can only be accessed by
selected senior officials of DG Health, Health Ministry, Cabinet division, ICT division with
limited access to DCs and civil surgeons. Member organisations of ‘Data Analysis Task Force’
have been given access to the ‘National COVID Dashboard’ database subject to signing an
NDA.?® A2i has created a database to track peoples’ movement, which is accessible only
by DGHS, IEDCR, PMO, and Cabinet division. Among the government agencies, IEDCR
is less conservative compared to DGHS when it comes to sharing data. According to the
KlIs, a protocol has been created for data alliance between government and private research
organisations. However, it was evident from the interviews that both government and private
organisations are reluctant to share data in a common platform.

As per the KlIs of data users, no formal mechanism has been set up to obtain COVID-19
related data. There is a scope for applying and obtaining data from DGHS or IEDCR through
email. However, the subsequent lengthy and complex bureaucratic process often diminishes
the usefulness of this mechanism, especially when immediate response is required. Other
than the bureaucratic process, accessing data often require tumbling around through
various segments (IEDCR to MIS to NCDC? to ADG planning) of the pipeline due to the
absence of a designated system and person.”” Additionally, there is no formal mechanism to

2Non-Disclosure Agreement.

INon-communicable disease control.

In some instances, even if approval of higher authorities could be attained, employees in the downstream were
found to be less helpful. Lack of technical capacity to provide data as per requirement and being overburdened with
work are the most common cited problems to this end.
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obtain data from the local level. Informal ways such as personal connection work in such
cases. According to another KI, accessing data from government agencies might often be
conditional upon pre-existing liaisons. For some of the big organisations like BRAC, it might
be possible to obtain the data. But for small organisations or independent researchers, there
may be no such scope.

More proactiveness is required on the part of the government for integrating data generated
by non-government entities. The technical limitation might be an issue in this regard.
However, the reticence of the government agencies towards utilising data generated by the
non-government actors might be the main barrier. Also, it was mentioned during the KlIs
that there a was lack of drive on the part of the government in terms of disseminating relevant
statistics so that it can be used for further research, modelling, and policy response. The reason
behind this gap includes inadequate capacity and a specific vision to invest in research.

4.2.5 Usability and comparability of data

The available data related to COVID-19 provides an overview regarding the spread of
the disease in Bangladesh. However, as was opined by some of the key informants, the
representativeness of this data often falls into question. One of the reasons behind the possible
under-reporting of COVID-19 cases in Bangladesh could be that the data source is hospital-
based, not community-based.” Also, the COVID-19 reporting is done based on confirmed
cases, not based on the presence of symptoms. Additionally, the shortage of testing facilities,
a large number of outbound migrants within the testing samples, and false-negative cases of
PCR tests might have contributed to the under-reporting of COVID-19 cases. There were
also instances of mismatch between the data reported from the ground and the data shown
in dashboards. Lack of synchronisation among different entities adds to the problem. For
example, the Civil Surgeons send COVID-19 infection data to the MIS of DGHS on a daily
basis, but the publicly reported data often do not reflect the updates.

As was mentioned during the KIIs, the usability of the data received from government
agencies can be challenging as there are questions regarding the accuracy and format of the
data. Data is often not present in a well-structured manner which implicates that these might
have been collected in an unorganised way from the beginning. This reduces the usability of
data and induces the reluctance of government agencies to provide the data to other entities
when they are asked for it. Furthermore, there is a lack of granular data for detailed analysis.
Despite the problems and the inherent limitations of the Bangladesh data ecosystem, the
continuous provision of COVID-19 data can be perceived as a success.

Among the COVID-19 targeted data initiatives, interoperable data systems have been
developed by both government and non-government entities. For instance, a system was

The statistics are only collected from the people who take services from hospitals but are not available for the
people who do not approach any formal health care service (stay home).
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developed by a2i to track the mobility of positive COVID-19 cases. In this system, the data
is passed through a number of channels such as DHIS2 platform to NTMC,* NTMC to
telcos and vice versa. The data curation process of the corona care repository also provides
evidence for an interoperable data system. In the case of the non-government organisations,
similar instances were mentioned. For example, the lab results of the COVID RT-PCR test
conducted in ICDDR,B and three of its sample collection facilities (Gopalganj, Shariatpur
and BRAC booths) can be directly uploaded in the DHIS2 system. When HNPP developed
its digitalised data platform in 2019, it was done in a way so that the generated database was
compatible with the DHIS2 system. Similarly, the COVID-19 surveillance database created
by BRAC was also made compatible with the DHIS2 system with the aim to share the data
with the government.

4.2.6 Policy use of data

Bangladesh has made notable progress in terms of developing systems for accumulating
COVID-19related data. However, when it comes to translating these data initiatives into policy
action, the performance was less satisfactory. As was found from the KIIs, the understanding
as regards the overall data initiatives is still very limited within the government. This poses
a challenge towards utilising these initiatives in a timely manner, which is a must in COVID
type pandemic scenario.

Nonetheless, a number of attempts have been made on the part of the government to
translate the data initiatives into policy action. For example, the location-specific lockdown
was imposed in some parts of Dhaka city based on risk zoning which was derived from data.
However, this attempt was not successful due to the challenges coming from administration
and law enforcement standpoints.” According to the KlIs, the ‘National COVID Dashboard’
is actively used for policy action by the Health Ministry, PMO, and the experts of the public
health committee created to monitor COVID-19 related issues. However, the uptake of this
dashboard for policy use was rather slow. As was mentioned during the KIIs, this dashboard
started getting due attention during the last quarter of 2020, which increased after the second
wave of the pandemic. The DG Health has taken actions based on syndromic surveillance
by calling suspected cases and bringing them for testing. The government was proactive in
accepting data-driven analyses by academicians. However, some reservation was observed in
the cases of using COVID-19 related forecasting for policy actions. One of the key reasons
was the wide range of results generated by different forecasting models. Another caveat
was the inherent limitation of the assumption-based forecasting models, which often fail to
capture rapidly changing real-world dynamics.

**National Telecommunication Monitoring Centre.
»Lockdown was imposed in one area, but the people living there might work in another area that does not have
lockdown. In that case, it was hard to refrain people from moving out of the quarantine zone.
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Lack of coordination among different government entities hindered the effective use of data
for policy actions during COVID times. The process and basis of decision making are often
unclear, even amongst government officials, since a number of ministries, agencies and
political actors are involved in the process. Sometimes the implementation of data initiatives
was not congruent with their design. The top decision-making bodies oftentimes do not
have adequate representation of public health experts. Furthermore, there was no in-built
mechanism to involve local government officials in the data initiatives.

4.2.7 Sustainability of data initiatives

It was mentioned during the KIIs that the technical committee assigned for COVID-19
related data initiatives was rather homogenous. It should have accommodated young talents
from multidisciplinary backgrounds such as economists, sociologists, anthropologists etc.
The socio-economic dynamics of the country must be taken into cognisance while designing
the data initiatives in order to ensure their sustainability. Furthermore, involvement and
utilisation of the local government system would be useful in the case of the effectiveness of
future data initiatives.

Some pre-existing data initiatives in Bangladesh are successfully functioning despite the
pandemic and are able to provide useful information. For example, the DHIS2 system of
DGHS is updated almost in real-time when any health-related activities take place in hospitals.
According to a key informant, a real-time database of such a large volume is rare in the world.
Apart from DHIS2, there are many systems attached to the MIS of DGHS that can be useful
to take various decisions, such as resource allocation. The actual use and effectiveness of these
systems in terms of decision making is questionable. However, a system is already in place if
data-driven policymaking gains more momentum. The syndromic surveillance system, the
COVID-19 testing and subsequent reporting system, and the ‘COVID-19 dashboard’ are
some of the new data initiatives that have the scope for replication and possible future use.

As mentioned during the KlIs, research institutes, universities, and data scientists are
conducting COVID-19 related research and generating data on a regular basis. Strengthening
these entities through adequate funding can help expand the data ecosystem of Bangladesh,
both vertically and horizontally. A number of COVID-19 targeted data initiatives have been
undertaken by NGOs or CSOs in Bangladesh. Regrettably, their acceptance at the policy level
remained very limited. By accommodating such initiatives into the policy decision process,
Bangladesh could create an example in front of the world.

4.3 Summary of observations
A number of notable observations emerge from the in-depth discussions during the

KIIs. These observations have been clustered under the six hypotheses mentioned in the
conceptual framework.
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Hypothesis 1.1: There are institutional mechanisms and systemic efforts currently in place in
Bangladesh to generate basic statistics given COVID-19.

There have been institutional data initiatives in the face of the pandemic, but they are yet to
evolve into a structured and regular system. First, the COVID-19 targeted data initiatives were
both demand and supply-driven. The pandemic created an opportunity to build a partnership
between government and non-government entities. In some instances, the higher-ups in the
government had to be pursued proactively to sensitise them for undertaking the initiatives.
Second, a number of innovative data initiatives were taken in view of the COVID-19
pandemic. Some of these were built upon pre-existing data generation and management
systems, while others had to be developed from the ground up. It can be mentioned that
while the former took a ‘doing by learning’ approach, the latter, in most cases, followed a
‘learning by doing’ method. The utilisation of user-generated data and telecom data gained
heightened importance.

Hypothesis 1.2: There is an institutional arrangement of integration, coordination and
reconciliation within the data ecosystem.

The institutional arrangements are concentrated on health and have not spilt over to other
areas of the data ecosystem. First, both government and non-government entities had to
take up multiple roles (e.g., data generator, data manager, data user, data appraiser etc.) in
order to carry out the data initiatives. The government entities and officials were able to
perform in a coordinated manner while performing these roles. The collaboration between
the government and non-government organisations has become more robust after the
COVID-19 outbreak. The acceptance of non-government data initiatives to the government
has gradually increased. Second, among the COVID-19 targeted data initiatives, interoperable
data systems were observed in the cases of both intra- and inter-governmental data initiatives.
There were some instances where non-government entities were connected to such systems.
Most of such data system is affiliated with the DHIS2 platform of DGHS.

Hypothesis 1.3: There is a systematic process of documenting and archiving the generated
statistics, and relevant stakeholders can access these statistics when required.

The documenting and archiving process is mostly scattered, and accessing micro-level data
may become an arduous task. First, the majority of the data initiatives, both government
and non-government, have well defined and formal storage systems. Second, the absence
of a formal mechanism for accessing COVID-19 related data from the government was
highlighted during the KlIs. Accessing data becomes easier with pre-existing liaisons or
through informal ways. Data access becomes difficult due to complex and lengthy bureaucratic
processes, privacy concerns on the part of the government, or the absence of any designated
person or system to provide data.

Data for Policymaking in the Pandemic Period 47



Hypothesis 2.1: The generated statistics enabled efficient delivery of the various policy measures
taken to tackle COVID-19.

All data and analyses did not result in decision making. Buy-in by the policy actors was
slower for many cases and often did not take place. The policy use of data was found to be
rather limited. There was a clear lack of understanding on the part of the government as
regards the data initiatives. The multitude of actors involved in the decision-making process
made the situation worse. Furthermore, the policymakers were not ready to accommodate
the data initiatives undertaken by subordinate agencies at the beginning of the pandemic.
The acceptability increased prior to the second wave. It was encouraging to find that the
government is interested in accommodating data-driven findings from academicians and
researchers in order to plan future interventions.

Hypothesis 2.2. The generated statistics are adequate for policy design, policy implementation,
and monitoring process of the policies.

New data obviously contributed to policy actions; however, not all demands for data were
met. Although the continuous provision of COVID-19 related data is commendable, there
are some underlying concerns regarding the accuracy, representativeness and quality of data.
This puts the usability of such data at serious risk.

Hypothesis 3.1. The experience of international organisations and other countries will help
Bangladesh to adopt the best practices and vice-versa.

There are obvious scopes for cross-learning while being cognisant of the country context.
The scope to utilise some pre-existing data initiatives and replicate some of the new ones is
evident within the data ecosystem of Bangladesh. Strengthening the non-government entities
would allow expanding the data ecosystem both vertically and horizontally. Data initiatives
should take cognisance of the country-specific context.

Opverall, there have been commendable efforts towards generating data and statistics in the
face of the pandemic. These initiatives, however, were more agency-centric in nature and have
yet to transform into a systemic effort. The pandemic provided an opportunity to enhance the
collaboration between government and non-government entities. Overall acceptance of these
initiatives gradually improved despite some initial reticence on the part of policymakers.
Policy use of data and availability of data to design and implement policies were two areas
where more improvement was necessary. The scope to replicate and scale up the successful
data initiatives is evident within the Bangladesh data ecosystem. Accommodating the non-
state actors could prove to be useful in this regard.
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Section 5

Conclusions

The COVID-19 pandemic has kept policymakers around the world on their toes. Indeed, the
countries were not prepared for the nature of the challenges posed to them by the scourge, and
often, they have tried out policy actions with limited information. In developing countries,
where the data ecosystem is less mature, policymaking was doubly challenging. Bangladesh,
being one of the emerging economies, faced considerable challenges in this context. At the
same time, it provides renewed opportunities to improve the data ecosystem at the country
level. The present paper documents the new initiatives regarding data in Bangladesh to
address the challenges of policymaking in the COVID-19 pandemic period with a significant
focus on health-related areas and public support as well as other development areas.

The paper highlights the fact that there have been several new and constructive data
initiatives, particularly in pandemic-related health issues. The government primarily took
these initiatives with the view to take immediate pandemic response. Despite some early
reticence, the government accommodated supply-driven initiatives as and when necessary.
With time, these initiatives also improved in terms of scope, efficiency, institutional capacities
and utilisation in the policymaking. During this pandemic period, Bangladesh has made
use of new and innovative data technology such as telecom data and apps. More proactive
uses of existing databases such as NID for policy actions were also observed. Bangladesh
has also embraced new institutional frameworks which enabled them to collect data in
real-time. New partnerships were formed involving multiple stakeholders both within the
government agencies and with the non-government organisations. Such initiatives were not
necessarily absent in the past, but definitely broadening the scope and expediting the process
compared to past experiences were notable. There has been a considerable improvement of
data dissemination as evinced from developing dashboards, regular press releases and use of
websites and social media platforms.

Along with the notable positive developments mentioned above, these initiatives had to face
several challenges. It has been clear that the improvements in the data ecosystem during
the pandemic were largely concentrated in the area of health. The use of such initiatives
was limited in providing public support. Even within the health issues, for the rehabilitation
domain, no such initiative was found. Pre-conditions were important for the success of the
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initiatives. While using the NID database was possible as it covered a larger section of the
population, the use of the tracing app failed due to very little penetration of smartphones and
other technical issues. Overall mindset and flexibility of the stakeholders were also found
to be critical. It is to be noted that all data and analyses did not result in decision making.
Buy-in by the policy actors was slower than it should be for many cases and often did not
take place. There is also ample scope for improving transparency in these initiatives. This has
perhaps also constrained improving political buy-in. The scope for scaling up and involving
more stakeholders could be done with improved transparency.

The future course of actions in view of the present achievements and the challenges will
critically hinge on the following three issues: (i) the system-wide adaptation of the successful
initiatives; (ii) enhanced scalability across domains - both horizontal and vertical; (iii)
ensuring sustainability in terms of human resource, financing and institutionalisation.

i. In terms of system-wide adaptation, there is a need to establish a clear institutional
architecture of the initiatives ensuring the issues related to governance and rules of
business. The pertaining discussion should not be limited to a legalistic nature. Rather, the
involvement of all relevant stakeholders, from both the demand and supply sides, should
be ensured. The creation of a ‘knowledge hub) containing all relevant data, statistics,
research and analysis contributed by both government and non-government entities,
might be beneficial in case of system-wide adaptation. The proposed knowledge hub
could be an integrated form of the numerous existing data platforms. Issues pertaining to
data standardisation, reconciliation, disaggregation, interoperability, access, and quality
assurance should receive due attention during the formation of the knowledge hub. Data
privacy and confidentiality must be ensured in such efforts. Formulation of data privacy
policies and the development of data sharing frameworks should receive top priority.

ii. Taking cuesfrom experience, the scaling up of the data initiatives should focus on involving
more sectors/issues as well as stakeholders both within and outside the government.
Formation of a ‘data community’, following a whole of society approach, might be useful
in terms of scaling up the data initiatives. This will facilitate overcoming the traditional
silos existing within the data ecosystem. This will also provide the non-state entities with
a gateway to be integrated into the mainstream data-related activities, which will, in turn,
ensure the utilisation of local capacities to their fullest.

iii. The sustainability of the data-related initiatives will require more resources - financial,
human resources and technical - from both domestic and foreign sources. This is
particularly pertinent for non-state actors who might lack the resources necessary to
develop a robust data architecture. The learnings during the pandemic time should be
utilised to bolster and modify the existing data initiatives. For instance, health-related
modules could be integrated into the mainstream economic surveys. The real-time health
data generation mechanisms developed during the pandemic should be maintained
and expanded to other sectors. The use of administrative data, user-generated data and
geospatial data must be expedited by the BBS in order to provide more up-to-date socio-
economic scenarios.
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Overall, political buy-in is critical for all three areas mentioned above. As has been mentioned,
the data-driven approach towards policymaking has shown some improvement during the
pandemic. However, the data generators and the knowledge community must continue their
endeavour to sensitise the policymakers regarding the usefulness of data and its use. To
ensure this, documenting the experience, generating evidence of the positive impacts of such
initiatives and opinion building by engaging multiple stakeholders will be needed.
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Annexes

Annex Table 1.1: Analytical framework of the study

documenting the
process(es), tools,
and partnerships
deployed for
generating
statistics in view
of the pandemic in
Bangladesh.

mechanisms and systemic
efforts currently in place
in Bangladesh to generate
basic statistics given
COVID-19.

1.2. There is an institutional
arrangement of integration,
coordination and
reconciliation within the
data ecosystem.

1.3. There is a systematic
process of documenting
and archiving the generated
statistics, and relevant
stakeholders can access
these statistics when
required.

Objectives Hypotheses Scope Approach and
method
1. Reviewing and 1.1. There are institutional | The following o Desk review of

domains and agencies
will be considered for
analysis:

Domains:

o Health and
COVID-19
Public policy

interventions
Mainstream

economic data
Agencies:

DGHS, ICDDR, B,
BRAC

o BBS

a2i (crosscutting)

literature
o Analysis of
secondary data
Key informant
interviews (KIIs)

2. Assessing the
utilisation of data
initiatives for
designing policy
response during
the pandemic and
identifying the
implications of the
revealed data gaps
for required policy
processes.

2.1. The generated statistics
enabled efficient delivery of
the various policy measures
taken to tackle COVID-19.

2.2. The generated
statistics are adequate

for policy design, policy
implementation, and
monitoring process of the
policies.

The following
domains will be
focused upon:

o Health and
COVID-19

o Public policy
interventions

Desk review of

literature

Analysis of
secondary data
Key informant
interviews (KIIs)
Case studies

focusing on i)
the government’s
distribution

of BDT 2500

to 5 million
households

and ii) the
vaccination drive

in Bangladesh

(Annex Table 1.1 contd.)
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global and national
experience for
replication and
adaptation in future
policymaking.

and other countries will
help Bangladesh to adopt
the best practices and vice-
versa.

organisations and
countries will be
considered:

International
organisations:
« UNWDF

o UNStat

o Eurostat

« PARIS21

« GPSDD

Countries:

e Ghana

e Vietnam

¢ Estonia

« South Korea
Switzerland

Objectives Hypotheses Scope Approach and
method

3. Identifying the 3.1. The experience of The following o Desk review of

best practices from | international organisations | international literature

o Analysis of
secondary data

Source: Authors’ elaboration.
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Annex Table 3.1: Mapping of COVID-19 related health data initiatives
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Data Initiatives

Dhaka city confirmed
cases (area wise
distribution)

Total and percentage of

active cases

Percentage of
confirmed cases

Trend for confirmed

cases

Number of COVID

infected people by the
level of intensity of

infection

Percentage of other
disease among the
COVID infected

people

Recovery from COVID-19

Cumulative and/

or daily number of
COVID recovered

patient
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Data Initiatives

Percentage of recovered

people

Trend for recovered

cases

Death of COVID infected people

Daily number of deaths

who were brought to

Cumulative number of

death rate

Quarantine of COVID infected people

hospital as dead
cases by place of death

Trend for death cases
(hospital/home)
Number of people in

Percentage of death
quarantine

Cumulative and/ or
cases

daily death cases
Number of death
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Data Initiatives

Number of people
released from
quarantine

Trend of daily
quarantine

Number of people

in quarantine before

doing tests

Percentage of COVID
infected quarantined

people

Hospitals and hospital logistics dedicated to COVID-19

Total number of

COVID dedicated
general bed and

admitted patient at

those bed

Total number of

COVID dedicated

ICU bed and admitted
patient at those ICU

bed
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COVID occupied bed
Bed occupancy rate
with high flow nasal
Number of available
and used high flow
nasal canula

Number of oxygen
concentrator available

occupied HDU bed
canula

Data Initiatives
Total number of
COVID dedicated
HDU bed and
admitted patient at
those HDU bed
Total number of
Total number of
COVID dedicated
occupied ICU bed
Total number of
COVID dedicated
ICU equivalent bed
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Data Initiatives

Number of oxygen
cylinder available

Total number of beds
with central oxygen

supply

Availability of central

oxygen line

Number of COVID

dedicated manpower

(doctors, nurses etc)

Number of isolation

bed across district and

division

Medical supplies

gloves, shield, PPE kits,
sanitizer etc) available

(number of aprons,
in hospital
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COVID-19 tele-health services

Total number of calls
received through

and discharged patients
helplines

in last 24 hours
Total number of service
recipients from tele

isolation unit, separate
health service

room, medical team,
OPD for RTT patient
etc)

Number of ventilators
Number of admitted
Number of infected
people who received
tele-medical
assessment service

Data Initiatives
Preparedness of
hospitals (control
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Data Initiatives

Number of infected
people who were

requested to receive

tele-health advices

Number of infected

people who received

tele-medical follow-up

services

Total number of

tele-health service

providers

COVID-19 vaccination

Cumulative and /

or daily number of

vaccine registration

Cumulative and/or

daily number of people
administered for first
and second doses

administered for first

Percentage of people
and second doses

Percentage of

first doses against

registration
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Data Initiatives

Percentage of second

dose against first dose
Total and/or daily

number of people
receiving first and
second doses

COVID-19 screening at point of entry

Cumulative number for
total vaccine targeted

population
passenger who comes

from overseas by

screened passengers
airplane/sea/rail

Total AEFI (Adverse
Events Following
Immunisation)
Cumulative and/

or daily number of
Screening tests of
station/ land port
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Data Initiatives

Medical supplies dedicated to COVID-19

Availability of

masks, apron, sanitizer,

commodities (gloves,
PPE kit etc)

Donation and

procurement of stock

Facility stock summary

by district

Other indicators

Cumulative and

percentage of COVID
infected people under

treatment

Total number of

COVID affected

countries

Comparative statistics

for COVID infection,
recovery, and death

cases over time
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Annex Table 4.1: List of participants in the KIIs

SL Name Designation Organisation

1. | Mr Md. Alamgir Hossen Focal Point Officer SDG Cell, Bangladesh Bureau
of Statistics (BBS)

2. | Mr Md. Anowarul Arif Khan | Results Management Aspire to Innovate (a2i)

Expert

3. | Mr Kawsar Shojib National Consultant Data Innovation, Aspire to
Innovate (a2i)

4. | Mr Anir Chowdhury Programme Advisor Aspire to Innovate (a2i)

Dr Shah Ali Akbar Ashrafi Chief Health Information System,

MIS, Directorate General of
Health services (DGHS)

6. | Dr Firdausi Qadri Emeritus Scientist International Centre for
Diarrhoeal Disease Research,
Bangladesh (ICDDR,B)

7. | Dr Mushtaque Chowdhury Convenor Health Watch

8. | Dr Morseda Chowdhury Director Health, Nutrition and
Population Programme, BRAC

9. | Dr Shafiun Nahin Shimul Assistant Professor Institute of Health Economics,
University of Dhaka

10. | Professor Rashid-E-Mahbub | Chair National Committee on Health
Rights Movement

11. | Mr Sadat Adnan Ahmed Chief Commercial Nagad

Officer
Source: Authors’ compilation.
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Multiple data-driven initiatives have contributed to decision-making
during the critical period of COVID-19 in Bangladesh. A number of good
practices can be identified from the national experience, in view of
cross-country and global measures, for replication and adaptation.
Real-time data generated within the country’s health sector
demonstrates the potential of being scaled up both vertically and
horizontally. However, sustainability of these data initiatives will
require substantial resources—finance, human capital and technology.
In this context, the study maps the data initiatives in Bangladesh
during the pandemic, reviews the national experience in the context of
relevant international development and puts forward policy
recommendations towards putting in place an efficient and sustainable
data ecosystem in the country.
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