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GLOSSARY 

ALLOPAThY -- The treatment of disease by remedies that produce 
effects different from or oviosite to those Droduced 
by the disease (as orosed to homeopathy). esternstyle 
medicine. 

AYURVEDIC -- The traditional Indian medical system, usually Dracticed 
by Hindus. Concerned with the whole life it places 
emohasis on health maintenance and spiritual aspects of 
healthful living. 

BURI{A -- A garment covering the head, face and body to achievepurdah.
 

CEMST SHOP -- A pharmacy 

DAI -- A trained or self-taught traditional midwife. 

GRAM SARKAR -- The village level government with no administrative 
functions. Cram means village. 

HAKE4 -- A practitioner of Unani medicine 

H34!OPATHY -- A system of medical treatment based on the theory that 
certain diseases can be cured by giving very small doses 
of drugs which in a healthy person and in large doses 
waald produce syuptoms like those of the disease (as 
opposed to allopathy). Homeoathy is the most powular 
system in towns and is prevalent everywhere, but contrary 
to theory some hameoaths now give antibiotic injections 
and all of them prescribe other modern drugs* 

DIDiGENOUS 
PRACTITICNERS -- Hakims, hameoDaths, kobiraj, totkas spiritual healers 

jtta. prta elr

lx-O-Rher quack-s. 

W--Temporary. Used to describe a shelter made of thatch
 
and stick.
 

NATIONAL DCCTORS -- Licensed allopathic medical practitioners graduated fran 
alternativ, me,'ical schools established in oposition to 
the British colonial regime and closed in the mid 1966s. 

PALLI CHIKTSA( -- Licensed village medical practitioners trained for one 
year at BOG training centers. 

PARA -- The Bangladesh unit of geographica. ",lentity. A hamlet 
made up of a group of homesteads (3k[' -350 people). 
Usually a few paras comprise a village. * 
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PUCCA -- Permanent. Used to describe strictures made of steel
 

reinforced cment construction with doors, frames,
 
pliunbing, and utility connections.
 

PURDAH --The practice of secluding or hiding women from strangers. 
Literally nurah means the curtain or veil. 

QUACK --Village medical practitioners including indigenous

practitioners without any formal medical license.
 
The term as used in Bangladesh isnot derogatory.
 

QUALIFIED ALLOPATH-Medical practitioners with IfBBS degree or medical 
board license.
 

SEB1I-PUCCA --Seni-permanent. A term applied to buildings with an
 
anticipated economic life of 15-20 years, built with
 
modern materials, but not having finished interiors.
 

SPIRITAI
 
HEALEIP, --Those Dractitioners not usini any medicine and healing


throi:gh spirits, religious chanting or amulets.
 

SWAfNTRVAR -- Self-reliance. A government-sponsored movement which
 
seeks to enable oarticinating villages to manage their
 
own socio-economic development and rxnulation control
 
by setting Up five conittees to represent landowners,
 
the landless, artisans, women and youth.
 

THANA -- A goverment aadinistrative division--county. A thana 
is comprised of several unions (180,00-200.000 pe 7ne
 
and isthe local administrative headquarters for all
 
BDG programs including health 'ind family planning.
 

TOA --An indigenous healer. Totkas tend to be older, less
 
educated and more often women and usually treat only one
 
or two specific maladies.
 

UNANI --Associated with )kuslims it is a traditional system

of medicine which isderived largely from ancient Greek
 
medicine.* Also described as a synthesis of Ayurvedic

and Arab systems o- ,cdicine. 

UNION PARISHAD --
At the union level it is the lowest structure of
 
govermient. A union (18,300-20.000 people) ismade up

of three wards, each of which includes several villages.


UNQUALIF ED
 
ALLOPATH --A medical nracticioner vrithou'c a ediU. degree or
.. ' 

.Acense who a.s using allonazthic drugs. 

An electoral comn-.is ini 

hav-_-; no adrinis'z:-,:ive un.c-:,.ons ia ouz 6,000 Deople).
 

WARD --. unit several vial-:es but 

*Definitions are from Belicfs and Fertility in -angladesh by M'aloney, Aziz
 
and Sarker, 1980.
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UNITED STATES INTERNATIONAL DEVELOPMENT COOPERATION AGENCY 

AGENCY FOR INTERNATIONAL LEVELOPMENT 
WASHINGTON. DC 20523 

PROJECT AUTHORIZATION
 

,BANGLADESH 	 Palli Chikitsak (Village Medics)
 
Project No. 388-0055
 

1. Pursuant to Part I,Chapter 1, Section 104 of the Foreign Assistance
 
Act of 1961, as amended, I hereby authorize the Palli Chikitsak (Village
 
Medics) Project for Bangladesh (Cooperating Country) involving planned
 
obligations of not to exceed Six Million Nine Hundred Thousand United
 
States Dollars (U.S. $6,900,000) in grant funds over a four year period
 
from date of authorization, subject to the availability of funds in
 
accordance with the A.I.D. OYB/allotment process, to help in financing

foreign exchange and local currency costs for the Project.
 

2. The purpose of the Project is to increase the quality and availability
 
of low cost primary health and family planning services in rural Bangladesh.
 

3. I hereby authorize the initiation of negotiations of the Project
 
Agreement and its execution by the officer to whom such authority has
 
been delegated inaccordance with A.I.D. regulations and Delegations of
 
Authority. The Project Agreement that may be negotiated and executed
 
shall be subject to the following essential terms and major conditions,
 
as well as such other terms and conditions as 	A.I.D. may deem appropriate.
 

4. Source Origin
 

Goods and services including ocean shipping financed by A.I.D.
 
under the grant shall have their source and origin inthe United States,
 
the Cooperating Country or in the other countries included inA.I.D.
 
Geographic Code 941, except as A.I.D. may agree otherwise inwriting.
 

5. Other Terms and Conditions
 

The Project Agreement shall include, but not be limited to, certain
 
other conditions precedent to disbursement arid covenants, providing in
 
substance as follows:
 

(a) Except as A.I.D. may otherwise agree in writing:
 

(i) The BDG covenants to assign and coordinate counterpart

personnel as follows: (a)Two Ministry of Health and Popuation Control
 
("MHPC") health educ.-tors, qualified by education and experience for
 
their counterpart a:;signments, will be assigned as permanent employees

to the National Training Center ("NTC"); said employees will not be
 
transferred during the Project except in extraordinary circumstances,
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and if transferred, will be replaced immcdiately; (b) Following the
 
technical assistance phase of the Project, the BDG counterparts will be
 
assigned to the Health Manpower Development Directorate of the MHPC; and
 
(c) The Director of the Palli Chikitsak ("PC") program will work part­
time with the Consultant Team Leader to ensure Project coordination at
 
all levels.
 

(ii)The Medical Officers ("MOs") trained in the Project will
 
be assigned to Thana Health Complexes inwhich PC training is taking
 
place, and will be responsible for the coordination arid implementation
 
of all PC training activities; beginning in 1985, MO trainers will be
 
assigned to the permanent PC training centers, not less than two per
 
center.
 

(iii) PCs will be required to undergo bi-annual, in-service
 
training (two or three week program) as a condition of their re-certifi­
cation.
 

(iv)PCs will be considered private practitioners, entitled
 
to charge reasonable fees for their services.
 

(v) Female PC students will be admitted to the training
 
program whether married, widowed or divorced.
 

Clearances: Date: 
 Initial
 

Herbert E. Morris, GC/ASIA ,C ­ry 
G. R. van Ralte, ASIA/PD
 
Robert Halligan, ASIA/DP //,
 
James A. Norris, ASIA/BI ___ ______
 

Robert Ichord, A-ASIA/TR
 

Signa1
 

Bureau for s 

Date Ai 

GC/ASIA :GDay4dlton :.:.,/fv:8/13/81: X58450 



PART I: PROJECT SlJ 1!ky 

A. Description
 

This project will provide techmical assistance to the BangladeshGovernent for further devolormient of the Palli Chikitsak (PC) curriculun, the
training of PC trainers. and the 
Droduction of educational materials. 
Itwill
provide local cost financing oF TC training and the materials to erect teMWo­rary PC student hostels in 74 Thana Health Complexes.
 

The project will be implemmnted in cooperation with the ,inistry
of Health and Population Control (.{P.). The technical assistance will
be provided by a USA firm or qualified international research institution
through a Host Country Contract. The contractor will orocure equipment,
educational materials suplies' a-and Punister local training costs-, 
employ expatriate and local staff- and provide through lease the National
rainizg Center (>fl'C). 
 Other local, US and third colmtry ;roect costswill be provided directly by USAID through specific sub-obligating documents. 

The purpose of this project isto exDand and improve the quality
of medical and family planning services to the rural people who through
circumstances of age, sex, residence and poverty do not have ready access
to health care. 
 The purpose is to be achieved by training, equipping and
assigning one health practitioner to each of Bangladesh's 65,000 villages
by 1985. 
 The program is to be sustained in subsequent years by training
to replace the numbers lost through attrition and by the institutionalization
of in-service training foi all PC graduate practitioners.
 

The goal of tha project is to reduce substantially the morbidity
and mortality of the rural population.
 

The Governr.ent's PC program is three years old, having been
implemented and sustained since 1979 without donor assistance. 
At the
Government's request, USAID nrovided technical assistance in1980 to appraise
the PC progran s effects in the villages and to make recommendations for
program improvements and continaation. 
The exDerts nrovided by an
AID contract with Health Services International (HSI) found the program
to be effective and conceptually sound. 
To improve the quality of the PC
practitioners the experts made reccameneations for improvements in PC
curriculum training, equipping and linkages with the thana health
infrastructure. Using the consultant's findings together with recamienda­t.ons of 1,1-PC professionals and suggestions of other authorities in the
field, USAID and the *[PC have designed this project. 

B. Project Grantee and Implementing Agency
 
The US.A- 'ntributicn to the roject ill be fuci by a rant,
 

executed throug, a Grant Agreement, and, ifnecessary subsequent
amendments thereto, with the Government of Bangladesh (BG). The adminis­tering BDG agency will be the ,Ministryof Health and Population Control.
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Funds will be identified for conmitnent and sub-oblipated through Project
 
Implementation Orders and Project Implementation Letters, 

C. Project Costs and Funiding Souices 

The PC Project will begin in FY 1981 and it will be imrilemented over 
a four year period at an ?stimated overall cost of 23.5 million dollars. The 
AID contribut.on to the project will be 6.9 million dollars. The BDG's 
contribution will be Taka 248 million (US Equivalent 16.6 million dollars). 
The project budget is inAnnex C,Table C.2. 

D. Statutory Criteria
 

All statutory criteria have been satisfied, see Amex D.
 

E. M1ission Views an!! Recarmendations
 

This project isconsistent with the interests of the United States 
Government and supportive of its strategy for assisting the economic and 
social development of Bangladesh. All analyses of the project, from the 
technical, financial, social, econonic and adtministrative standpoints 
indicate that the project design is sound, The Mfission recommends approval 
of this grant project for the amount of US$ 6.9 million in accordance with 
the terms and conditions inthis proj.ect paper. 

http:contribut.on
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PART II: PRQJECT DESCRIPTION 

A. Background 

program. was in 1978 by the MinistryThe Palli Chikitsak (PC) begun 
of Health and Population Control G-PC). It is intended to train 65,000 

PCs, one for each Bangladesh village. The chikitsak (medic) will be the 
jfamiy planning and generalprincipal provider of higher ruality medicP1, 

health services to that 90% of Bangladesh's Donulation which resides in 

its villages.
 

When the program was proposed ' rcac-cions were vix, d xnong the 
foreign donor agencies and within Bangladesh's medical community. The 

raised will be discussed elsewhere in this oaver- theyissues that were 
the programi's size and rapid implementation,include concerns regarding 

second class: para-medical health 	care.the fee-for-service concept, and 
some foreign donors to endorse the Drogram, theDespite reluctance by 

HiPC remained firmly cormitted and began PC training, on schedule, in 

1979. The numbers of training centres has increased ranidly and on 
of the PCs. To date, theschedule, as has the recruitment and training 

program's cost have been born entirely by the BDG. 

1. Rural Health 

a. Lack of Basic Health Services 

Despite BDG efforts to expand rural health infrastructure and manpoMer, 
little access to modern medical and health care. Thevillagers have 

in the case of serious illness ("SoUNICEF--WHO survey (1978) shows that 
ill that he feels he needs to lie in bed") 22.3 percent could not consult 

any tyoe of healer, only 10.1 pcrcent consulted goverrment clinics and 
were7.9 	-ercnt consulted aualificd alloDahs, The rest (59.7 percent) 


and other healars.
attended by unqualified alloDaths 

4tlab Thanr shots that 34,5 percent of theThe CRL survcy (1975) in 
by any type of

deceased did not reccive, prior to their deaths, any care 
a consultation in government clinicshealer, only 13 *:&:cnt had single 	

withand in 11.1 pcercent of the cases therm were multiple consultations 

other healers.
qualified/unqualified allopaths an-; 

These figures illustrate th. acazc shortag'e of basic health care 

in th, rural areas. In addition, 	 utilization of existing nr-alfaciliti.-s 
to the uneven quality of services, personnelhealth facilities is Door duo 

and thne lack of free drugs and other necessari medical supplies.
shortages, 

Low Health Status (Disese P-rofile)b. 

s ;,cY facilities i. contributing factorThe of basic health care 
to the low hcalth stat-1.s of the r.ral porulation. In LIdition, the majority 

population lives
of the people iive in absolute povery _r1 aLnost the entire 


in relative poverty. Thus, the health status of the rural Door is also
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related to their economic status (See Table II-i- Banladesh Deographic,
Health and Economic Indicators.) 

M.alnutrition caused by inadequate caloric intake is the most importanthealth problem in Bangladesh. Particularly in children under 5 years of age,protein energy malnutrition (P2W) not only retards growth and brain develop­ment but also increases a child's vulnerability to diseases. Not only isthe body's resistance weakened but also its ability to recover. Diseasein turn contributes to malnutrition by increasing the body's caloricrequirements. Thus a vicious circle is set in motion by the interplay of
manutrition and disease. 

The diseases most common in the rural areas are diarrhea/dysentery,upper resp ratory tract infections, fever, parasites, tetanus, peptic ulcer,scabies and other infectious diseases. A survey in Matlab Thana (1974-75)shows that of all deaths, 29.89 perde-t" were due to dysentery/diarrhea,
9.53 percent were due to fevers (all forms), 9.12 percent were due to
tetanus and 1.9 percent, were due to measles. Maternal mortality is 5.7
 per 1000. Infant mortality is 4. per 1000.
live births. (See Table 11-2 for a list of major causes of morbidity and
mortality.) 

Some of the common diseases prevalent in the rural areas are causedby la :k of sanitation, safe drinking water, and hygienic waste disposal,
or are due to lack of adequate health knowledge by villagers. The rapid
population growth further a&gravates rural health problems. The mean numberof live births for currently married women is 7.6 and the completed familysize is 6.' The average birth interval is 33 months. ?-ean age of marriageis estimated to be 15 years and the mean age at first delivery 18.5 years.
All these contribute to increased maternal mortality and morbidity, and
consequent adverse effects on child and family health. 

c. BDG Health Interventions 

Four major interventions necessary to deal with the health problemsof rural Bangladesh, which wore identified in the PID, are simple curative care, improved water and sanitation, irmmization, and health education. TheBD activities in these areas, also described in the PID, will not bereiterated 'here. The Palli Chikitsak Program was designed primarily toprovide simple curative care ;s cuickly as possible to the under-served 
rural population.
 

2. The BDG RuralHcalth Outreach System
 

Bangladesh isdivided into four administrative divisions, 21 districts
(provinces), 65 sub-divisions, 356 rural thanas (countie) 
 and approximately
3,700 rural unionfs (tomships), each with 10 to 20 village . The BDG Health
Division has a 100 to 300 bed hospital in each district and smaller hospitals 



TABLE TT - 1 

Bangladesh Demorahic. Health and Economic Indicators 

Demographic 

Arcea S5,598 sqmiles 
Population (1980) 89.7 million 
Density 1,614 oer sq. mile 
Crude birth rate 43 per 1000 
Crude death rate 16 per 1000 
Growth rate 2.7% 
Porulation Lnder 15 years of age over 45% 
Contraceptive Prevalency(1979) 12,66% of fertile couples 
Ave-age Family Size 6 

Health
 

Lifc Expectancy at Birth Less than 50 years 
Life Fxoactancy at ago 1 54 years 
Infant Mortlity Rate (0-.12 no) 140 per 1000 live births 
Child Mortality Pate (0-S yrs) 250 per 1000 live births 
Maternal Mortality 5.7 per 1000 live births 
Average daily caloric intake (rural) 

(1975-76) 2,114 Kcal
 
Children trader 12 with 2n. or 3rd degree 

malnutrition (Gomrez Classification) 86%
 

Economic
 

0.P (1980) US$ 10.5 Billion
 
GDP nua- growth rate (1975-1930) 5.6%
 
GDP per caiit., (1979) US$ 100
 
Agriculture Sector %of ,NP 53%
 
Rural Labor Force:
 

Engaged in Agriculture Production 46.4% 
Unarployed 32%
 

Land Holdings by Rural Households­
.tmctionally Lindless 54%
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TABLE II - 2 

(1) (2)

Major. Causes of Ibrbidity
 

1. Gastrointestinal Diseases 19.03%
 
2, Scabies 12.06%
 
3. 	 Respiratory tract infections 12.43%
 

(excluding TB)
 
4. Stomach pains 	 1i.85%
 
5. ,Itritional Disorders 	 8.18%
 
6. Other 	 36.45%
 

(1)(3)
 
Mjor Causes of Mortality
 

1. Dysentery 	 31.5%
 
2. Fever 	 27.8%
 
3. Diarrhea 	 15.5%
 
4. Tetanus 	 3.5%
 
5. Pneumonia 	 2.3%
 
6. Jaundice 	 1.4%
 

(1) ",.OCoutry Health Programming Bangladesh, April 1977 

(2) Based on outDatient records from onc Thana Health Complex in each district
 

(3) Based on reported deaths inTeknaf Thana of Chittagong District
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at the sub-divisional to-zw. The rural health outreach program begins at thethana level. The thna health facility is a Thana ealth Complex (THC), acombined inpatient .nd outpatient facility, with 31 beds (25 general and 6maternIy beds) :staffe by up to four physicians (medical officers), 5
 nurses. and other techiical personnel. 
 The THC serves an average bopulation
of 200:000 with clinical health and family plning services. It is the

lowest levcl at which physicians are assigned,.
 

There are about 10 unions in every thana. The government is nowconstructing union health sub-centers. or Family Welfare Centers (FWCs), onefor every rnal union. The F4Cs are to be staffed by two clinical practitioners.
male and female, to provide simele curative care and family- planning services.The male. known as a I:edical Asistant (MA), will have received two yersof classroom/clinical training lus six months of field practice and iscopetent to treez the majority of commnon diseases. provide first aid, setbones and perform simple surgery (such as lancing ofboils). The female,known as the Family Welfare Visitor (FO*, has received eighteen months
of similar training but with emhasis on maternal and child health care
and family pla-ning. Besides 
 those clinical workers, there 1re also in eachn-ion three male health visitrs plus one supervisor, and three female familyplanning/maternal ind child health visitors plus one supervisor. These fieldworkers, who have received tVO months of fonmal training, arc responsible fordomiciliary visiting, health education, environmental sanitation, and contra­ceptive distribution and follow-un. Villagers in need of curative care arereferred to the FWC, and those cases requiring a physician's cmre are thenreferred to the THC. The medical officers (1!s) at the THCs provide technicalsupervision to the MAs and F'Vs. who in turn provide technical supervision

to the field workers.
 

By the end of the Second Five Year Plan (SFYP) (1981-1985) the MHPChad planned to 363construct Thana Health Complexes and 4500 Family Welfare
Contrest however these co.struction--programs begun in the mid-seventies

have not adnere-.d to schedules. 
 At the end of 1980 only 290 THCs were completeor nearin completion, and only a few hundred of the FWCs were minimallyoperational. Given the competition in Bangladesh for modern constructionmaterials and the labor to build more modern structures, it is unlikely that.the current pace will be greatly increased. In the meantime, older unionhealth dispensaries and family planning sub-centers serve some areas. Training•of I.{4s and FWVs was initiated foTr years ago. and total union coverage isseveral years away. The health and family planning field vnrkers and theirfield stmervisors have been trained and assigned to: rural.areas, but trainingwas ina-dequate and field workers are still inadequately supervised. 

The BDG s effort to imlevent this health delivery system is assistedby a nuTrber of donors. !'NO has provided advisors for all aspects of healthdel ivery system. Othcr donors. primarily IB'RD/IDA, UNPA UNDP, UNICEF,the ,Notherlsnds, Danida and CAP-U-.EDICO are financing cons,:ruction, trainingof paramedics, an. rcdical supplies and equipernnt. 

Duc to recent MC-'Ciitiative to inte rrate health and family planningservices this job title (and others) is being changed. See Part V.D.
A miiistrativc Analysis. 



The Pall; hikitsak (PC) is the ddrd and newest category in themedical manpower hierarchy- the 7.B.B.S. doctor 040) is at the top, the MA(and F"W) in the middie and the PC at the base. In the 	goverment healthservices structure they are placed at the thana, nion and village levelsrespectively. The first two are supported by the BDG while the'third is to beindivially and conri.rty snMxported. 

3. The Palli Chikitsak Progrmn 

a. Program Norms 

The PC Training Program- is a one-year, full-time, comrehensive,
curative, and public health trcining program at the technical level.Theoretical and clinical components are taught to secondary school graduatesby Thana Health Administrators (TflAs) and Medical Officers (1140s) 	 who usecurriculm materials created by physicians specifically for the program.
 

The curriculum includes, 
 general sciences, anatomy and physiologyr,pharmacology, physical assessment, first aid, etiology and treatment of
conmon diseases, food and nutrition, family planning/population control,
nutrition., and rural develo.psent and leadership. 

Students are roctiited froni the village to which they will return
mnd are licensed to practice upon completion of the course. Seats for women
and indigenpus practitioners (20% for each group2) are reserved in an effortto uograde and enhmnc2 the participation oi these groups. 

Students study, practice and reside at the 711C where patients areattended daily. Ech PC recedves a .overnent stipend of I00 Taka per monththroughout the student oxperience and for one calendar year after graduation.Books 	 and lodging are also provided chring the study year. 
Successful completion of the progra requires passing grades on twoexainations at the end of each six -month semster. Graduates receive acertificate and are eligiblo to practice in their unions upon receipt offinal 	grades. N{casures to assure quality control include attendance at amonthly meeting at the Thanr Health Complex and the maintenance of a patientrecord book where TF1A coments are recorded. License renewal requiies a

refresher course every two years. 

Specifically, upon competion of the program. the graduate would be
expected to, 

a. provide the rural population with treatment for camlon diseases:b.provide first aid for fractures and other injuries;

c. do minor surgery, e.g. boils; 

1 A description o' the program is also repeated in the s,,udy which is Annex G. 
2 The 	 quota for indigenous practitioners was raised to 50% in December 1980. 
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d. refer complicated illnesses and injuries to the most appropriate
 

higher level practitioner And Drovide foilow-up care for these cases;
 

e.provide family planning services' 
f. -rovide immuization services" and 
g. be available to the villa~ers for advice regarding sanitation and
 

notable water, school health education. andhousehold hygiene, 
nutri tion. In the original PC curriculum it is also stated that 
PCs would receive some general training in integrated rural 
development. 

The first 2500 students (50 croups) were acdnitted to 50 Thana Health 
These groups completed a yearCcaitlexes in all districts Ln January 1979. 

Itwas
of training and wrote their final examinations in December 1979. 
anticipated that each would beein private Dractice about March 1980; upon 

receipt of their licenses. Thus, by August 1980, approximately 2,500 

graduate PCs were delivering curative health services in 2,500 Bangladesh 

villages. The goai of the BDG's project is to train enough PCs inorder to 

provide one practitioner for each of the country's 65,000 villages, and to
 

comlte the process by 1985. (See PC Training Schedule,Table 11-3)
 

b. Program Rationale
 

The PC Program design is seen by the Gove-nment as an efficient way 

of using scarce funds and resources. By elaying existing Thana Health 

Administrators as the principal trainers of the PCs and by using existing 

facilities, miniimal changes are required to jiinlement the program. Training 

of PCs at the thana level is seen as being more cost-effective than creating
 

series of separate centers and developing new organizational s-cructures.
 a 


The dcvelcnmient of a cadre of curative village medics isconsidered 

to be a .elf-sumoprtin approach to health care at the village level. It 
easily inclined to nay for curative
isrecognized that patients arc <ore 

are more eas-sily observed than the resultsservices because the outcomes 
health care. Thus, to meet health needs mnd to encourageof prevenive f non- govermnent-dcvendent -ractitioners, the programthe"developmnt 

made available services' a) which ar- at a curazive level, and b) which 

,.ill ensu:'c perpetuation of the -rivatc fee-for-service reimbursement system. 

The PC r was desio ne; lma affordable, safe and effective avoroach to 

services to thL rurral Dorulation.providing these 

Pooram= Lrmlementation i JSAID Assessmen. of 1-c4. Result-- of 


a. Su-.-mia 

as to a-ssess the imDleentation of the PCThe -purpose of the study 
program with regard to selection criteria of candidz " ,- program conponents, 

1 Annexes G . H include complete study and results.
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Palli Chikitsak Training Schedule 

1979 - 1984 

ass Number Year of Training 
(Jan. - Dec.). 

Number of 
PC Trainees 

Number of Training 
Lentres (ThCs) 

1 

2 

3 

4 

S 

6 

79 

80 

81 

82 

83 

84 

2,500 

7,500 

10,000 

13,750 

15,000 

16,2S0 

so 

150 

.200 

275 

300 

32S 



facilities, bquinrment and personnel neods, nerceptions of trainers and PC 
graduates, and follow-Lu of actual outcomes of the 7orTair. Thus, an overall 
curriailumi assessmen. was undertaken by the investigators. Curriculum was 
conceived of as all aspects of study and/or living which affected the 
learners throughout their course of study.
 

To conduct the as;e.sment, questionnaires were crec.ted, tested (through 
a no-iot study) and administcred to 24 IT'As and 98 PC graduates. The sanmle 
of ThAs was selectcd randomly and the PCs were included by virtue of their 
presence in the randc.rny selected thana. 

Trained ince-.-reters accompanied the three investigators during 
three weeks of July 1980, at which tine 98 unannounced visits were made 
to the PCs in their village homes. 

The data were summarized. tabulated, coded, analyzed and discussed in 

relation to the spe.ific areas of BDG and USAID interest. 

b. Conclusions 

On the basis of literature reviewed, persons interviewed, thanas and 
villages visited and analysis of all research findings, -he investigators 
made'recommendations which a'e being incororated into this project design. 

Overall, the PC Progrs.m was viewed as a dynmic, creative, socially 
usefal and relevmt program designed to meet a need mong a poor, deprived 
and remote substrata of population. Founded on the principles of fee-for­
service and private practice, the Drofaram seemed to promote on the part of PCs 
an urgenc/ for learning useful infoTration and seeking approaches to enhance 
their effectiveness. There was a sense of nride and interest among th,. 
gr-aduates P-nd the data reflected an overwhelming rC percencion thrt the 
traLnj- pro ,ram was too short. In another respect -hen, in incidental but 
most imort-anz effcc-t of the pro-an was the gencration in the PC's of feelings 
of motivation, involveent and personal investment in. their activities and 
development.
 

Like ay new program involving so many peoDle, change and progress 
occurred on several levels and at var-ring rates. The investigators noted 
the following milestones, fjiding some in greater e zidence than others. 

First, the basic structure o3 -Lhe zrogra-m was in nlace and was being 
j,,olcmenze. Second, 150 THCs had been established at which the first class 

of 2 500 students had completed a year of training and a second class of 7,500 
was in training. And, third, 7raclutos were Dracticinp. and serving the 
target poulation with relative degrees of success. 

i. Recruitment 

For the . st part, students -idutted to the progr a met enmission
 
criteria. It was suggested that the need for intense recruitment efforts
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aimed at women and indivenous practitioners would further ensure health
 care to more child-bearin mid- child-rearing womebn--the 
 group found to be
the least often served by the rural healtYh systen. 

ii. CurniculL-: 

"in"heir review thc investigators observed differences between what was vrritter, in the origi-al training and progran plans and the actual imple­renta ion of those plans. Differences were seen in a number of areas: course content and instruction, undrsZanding, of the programns UTroses'ex-ectation of PC trainees- and roles of graduate PCs. Ingeneral, the
 a mhasis of training was on the DCs 
curative functions, and other roles
o-L-jinally pla=,ed, e.g. andhealth promotor rural developer, were de­enphasized. Course content as originally planned was too extensive for a
 on year pr.-rxyr. Reco-nendazions were made to review the nurposes, 
 revise
the curric"limi, 
and to realign theory and clinical hours into a well defined

series of rmnageable units for instruction. 

To train effectively the agreed upon number of SO students per class,
and tco 
acconodate the learning environenz to the unredictable and

seasonally-dependent clientele, alternatives to oroviding effective field
experiences were determined to be urgently needed. 
Teaching methodologies
using simpl; technology were also deemed necessary to fill a critical gap
Ln the t-airu~ng,
 

iii. Learning Enviroment/Living Conditions
 

Problems associated with living conditions and the learrng atmospherewere ment:oned by T ?,PC trainees and graduates. At least half the THAss-.ec: fically mentioned the need Zor separate student quarters away from theDatien-.: popultion. Cur--ently, the in-patient wards on the second floor of
th, THCs .-e used as dormitories and classrooms for the PCs. 
 Small 10-bed
wards ,havebeen squeezed into rhe f lrstfloor for in-patient caie. Inthe 
past, 10-bed wards would have been sufficient for most THCs, and in fact,man, lacked beds, nursinp staff and cooking facilities so that they wereunabie to accept any in-patients. ith an active sterilization orogrnn
-Lz-eiway at m-ny THCs, however and an increase :n sterilization acceptorsexpec- ed, lack of adequate ward s-pace will become a real constraint to the
sterilization program. Currently a snortage of ward space does not seem tohave affacted 'he nuiber of sterili:zation "atients accepted, but it has
already adversely affected the quali't,, of out-patient care, since clients are crowded into iiai':-ed stace. 
In adz~on because the PCs are occupying
-za'zen. beds clinicai case: 
for student ieanning have been elimirated.
,:cs:els - acco.rmodaze classes of 30 students are needed. 

iv. P.C. S.ioends 

, the basi- of the ac'-ua oractices of the gradua the investigators
conc'uaed tat ": 'esent sysce:F,, 
of a one yrear -ti-Dend o- '00 Taka per monthMAnno othe: . nent fimding is ar, effective way of assisting the new 
gr- 'e to Center .ractce nG should be continued. It further 
concluded that additional government su-ppor of the PCs would undermine
their motivation.
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v. Follow-un Activities
 

The investigators noted two discrepancies vetween the Curriculum 
Guidelines and the actual practice oF tionitoring the PCs. Only 20 of the 
PCs interviewed had attended monthly meetings at M,ICs. Those who did not 
attend meetings had not done so because none were held. It was aL.,o noted 
that PC record books were not nintained during or after training. One 
reason given was that the cost of the books was an ex-ense PCs could not 
afford. " Greater' ewnhasis on follow-um activities and con­
tinuing education was reconmended by the consultants. 

vi. Needs for the Future
 

Teacher Training_ 

To implement this progranm, the investigators recmmended that available 
resources be committed for the tr.ining of the trainers. The investigators 
determined that it was difficult1to teach in the field without having had 
exposure to role models who could demonstrate clearly the most effective 
teaching methods. PCs were found to be enthusiastic, responsive and 
impressionable. The investigators concluded that the use of coaqetent 
medical officers as trainers and role models would serve best to meet 
program objectives.
 

A one-month, intensive training program for medical officers (Ms) 
from each thana that would serve to clarify the philosophy, purposes, scope 
and limitations of the PC training was recommended. This training would 
actively involve the M3s in preparation of lectures, use of slides, use of 
live patients, and development of evaluation instruments. Suggested topics
for such a training exercise might include: lecture techniques, evaluation 
techniques, teaching methods, physical assessnent, observation and inter­
viewing techni4.s and the essential components in clinical teaching and 
evaluation.
 

Given materials and personnel sutmoort as well as teacher training
opportunities, the investigators felt that the quality of the teacher-student 
learning experiences could be enhanced and could serve a multitude of student 
learning styles.
 

Materials 

Teacher manuals to show medical officers how to teach interviewing, 
observation and Dhysical assessment need -ob- developed. Situational 
ethics vignettes are also needed to assist medical officers to improve
the quality of care delivered by the PCs in their practices-

The creation of a center for lcarning whic' would be a model for THC 
training centers, a prLnciT!a -. conmendarion of the L. .tigators, would 
provide MOs a - ssroom to ica.- the ia-nageria2 aspect .' maintaining a 
clean, aesthetically pleasant learning environment. 
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B. Project Goal, Purpose and Strategy 

I. Project Goal
 

The Palli Chikitsak (PC) project goal is to reduce rorbidity and
 
mortality inrural Bangladesh.
 

2. P o ect Purpose
 

The project purpose isto increase the quality and availability of the
low cost primary health and family planning services in rural Bangladesh.
 

3. PToj ect Strategy 

The strategy for achieving the oroject purpose is the training of the
PC trainers. 
 These are the 325 thana level medical officers CMOs) who will
be trained inthis project to be the trainers of the PCs who will return
to provide health care services in 'th, 65,000 villages of Bangladesh.
Bi-annual, in-service training of graduated PCs will be required as a
condition of thcir recertification, and this institutionalization of PC
training is also an important part of the program strategy.
 

The consultant s 
report and the M-iPC experience in the initial years have
caused the M-PC to choose the thana level 1.,Ks* as the trainers rather than
the Thana Health Adinistrators (TiAs) who aie the MO supervisors and who
have been primarily responsible for PC training. 
This is because the THAs
carry large responsibilities for many programs and have too many demands upon
their time. 
The W'1s have fewer .commitments and can more easily fit the PC
teaching assignments into their schedules.
 

The Ms . under the supervision of the TiAs. will be technically resDonsible
for PC activifies, e.g. periodic review of PC patient record books. 
The
ThIAs will be responsible for the management of thrice yearly PC meetings
at the 7-TCs, 
 management of the in-service training sc:hedules, and the
administration of PC re-certification.
 

This strategy makes attainable the 1985 goal of having a 
trained health
practitioner incvory Bangladesh village.
 

* WPC official doctrnents show two ca-cegories of Mledical Officers assignedto Thana Health Complexes. There is one Thmaa Medical Officer'' or ThO"responsible for IMGi and clinical famil-planning programs, i.e. sterilization.
There are three 'Wedical Officers responsible for both in and out patient
care at thle-MCs. This paper will use the term 'Mledical Officer" 'IO'"orand make no distinctioit between the two categories. 
7NI)s or MOs mayparticipate in the PC training program.
 



C. Proj ct Beneficiaries
 

The three groups of direct beneficiaries of this proj'ect, listed in order 
of their priority, are" the villagers of 3nyladesh, who will have access to 
better hea'th care; the palli chikitsaks themselves, who benefit from their 
training and employment- and the Health Division of the .IPC, which will 
acquire new competence in curricutlum design, paramedic training and program 
management. (Project beneficiaries are described further in Part V.B. 
Social Soundness Assessment.) 

D. Detailed Description 

1. Proj ct Activities 

New resources will be invested in a recently implemented, on-going
BDG program in order to improve its quality and to insure the project 
purposes are actieved. Six activities are planned and funded under this 
project. 

(a) A one month training course will be given to the PC trainers-­
325 thana based .4Js. Consultants and their IPC counterparts will staff 
and equip a National Training Center (NTC) and will desiign the course 
curriculumn and teaching materials based on the 1980 consultants' report and 
subsequent evaluations of on-going PC instruction. The NTC will have two 
clas.srooms and a laboratory allwing 40-50 MOs to be trained during each 
month from November 1982 until August 1983. 

(b) The PC curriculum., will be reviewed and revised. The review 
began with the consultants' study in August 1980. Based upon that study
and subsequent investigation by the .rrC staff, new educational materials-­
texts, manuals, audio-visual and other teaching aids--will be drafted, tested 
and then reproduced in Bengali for use in all the PC training centers. i 

(c) The'PC bi-annual, in-service, Recertification Course curriculm 
will be designed. tested and teaching materials reproduced for use in the 
three week training courses schedJuled for early 1984. A workshop for the 
Recertification Course trainers is scheduled Drior to the start of in-ser-ice 
training. 

(d) Midwifery and family planning will be given emphasis for an 
estimated 5000 female PCs. The idwifery/Family Planning (C/E'P) activity
will include a six to eight week corse in a third country (probably W. 
Bengal, India for cultural and linguistic reasons) to train the trainers. 
Forty I-VPC female physicians or other higher level female paramedics, e.g. 
Family Welfare Visitor Instructors, who will be selected as the trainers, 
will attend one of tiio courses offcred in a .third country in 1982. Three 
in-country wrkshops will be scheduled upon the return of the trainers, 
throughout 1983, to allow them to develop the course czi.-'iculum, to test 
teachinp materia .l;, and to schedule about 180 two-week 1-1/P courses for 
5000 ferMle PCs. It is .nticipated that approximately 2400 students 
enrolled in PC Class 5 will be instructed in 1983. and 2600 (from Classes 
1-4) will attend the course n conjunction with their in-service training 
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.... inearly 1984; The trainers- who wi IIdevelop M/FP stuident rid t-eacher 

manuals, will also determine the contents of midwifery kits, which are
being provided to the female PCs as motivation for serving more female
clients.
 

(e) Two complementary continuing education and monitoring activities
 are scheduled beginning in late 1983. 
 (.i)Thrice yearly, one or 0.wo day

meetings will be held at the THCs for the practicing PCs in the thana. 
At
these meetings, administered by the THAs, the PC patient record books will
be reviewed, patient referral 
and individual problems discussed, and

additional instructional materials provided to the PCs. 
 There will be an
opportunity at these meetings for PCs and government health workers to
exchange information on health conditions in their areas. 
 (ii)Two to

three day orientation workshops for THAs will be held at the National
Training Centre to discuss and plan the continuing education PC meetings.
District and Central level MHPC officials whose work requires their having
knowledge of the PC program will 
also attend these orientation workshops.
 

(f) Hostel Construction. In Bangladesh there are two terms, each
generic, to describe construction. One is "kutcha" and the other is "pucca".
(Very roughly, the English equivalents are "temporary" and "permanent".)
Within each category t~iere is 
a wide range of subordinate, related

definitions. "Kutcha" accurately describes 
a lean to put up for one night
to give shelter, a thatch and stick shelter meant to 
last during a harvest,
or a "permanent" home in rural and urban areas. "Pucca" tends to mean
steel 
reinforced cement construction with doors, frames, plumbing, utility
connections 
(as available), etc. "Semi-pucca" broadly applies to buildings
with an anticipated economic life of fifteen to twenty years, built withmodern materials, but not having finished interiors. A pipe-frame attachedto brick or cement foundations and supporting a galvanized iron roof would
be in the category of "semi-pucca" (semi-permanent). It is construction

in this category which is planned for the hostels at the 74 permanent THC
training centers and which should be manageable by local contractors
because of their, familiarity with the necessary construction techniques.
 

The MHPC will provide land for the hostel construction which is already
a part of the Thana Health Complex areas as well 
as labor, transport and
procurement.* The Construction Unit of the MHPC will be responsible for
designs, adherence to specifications and bui-ldingcompletion certifications.

The Ministry will submit final designs and construction drawings including
detailed specifications for the 
 hostels along with cost estimates
for USAID approval prior to issuance of construction contracts. The
Ministry will then allocate funds for the building of the hostels to Thana
Health Administrators. Materials and labor will 
be contracted locally
within cost and other guidelines of the Government which apply to this kind
of construction. 
 Engineers of the MHPC's building, planning and design unit
will 
inspect and certify adherence to specifications, and funding disburse­
ments will be in ,,ccordance with agreed schedules.
 

*NOTE: The Thana Health Complexes where hostels are 
to be built are 
large, walled compounds with resident professional and auxiliary
staff including day and night watchmen. Security arrangements,

therefor, meet the best available in Bmgladesh.
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USAID will contribute $15,000 toward the cost of .constructionmaterials 
requi r d for each hostel..USA will , in the normal' course of project
monitoring, record construction completion at the 74 sites, seeing that 
tile hostels built are o, the approximate size described in the building
plan. The mission will also verify that the buildings are used for 
intended purposes. The building plan and detail.s.-o.f.the.construction 
schedules will be in a Project Implementation Letter (PIL). Construction 
will begin in 1982 and be completed before 31 December 1983. USAID, as 
prescribed in PILs, will provide money against agreed schedules, e.g. 40%,
40%, 20% at, respectively, s'igning of the PIL, completion of 30 of the 
structures, completion of all structures. 

2. 	 Proj ect Cut-outs 

a. 	 Conm-rehensive teachor training provram for medical officers: 

(i) 	 A well-equipped national teacher training conter 
(ii) 	 Production of a teaching manual for trainers­

(iii) Training of 325 N-Ys using appropriate educational technology;
(iv) 	Effective program evaluation of educational technology and
 

teaching materials.
 

b. 	 Rcvised PC curriculum and related materials development: 

(i) 	 Revision of PC curriculum into modules based on technical skills 
requirements 

(ii) 	 Production of runp.lementary manual and other BDG training

marerials (in the Bengali language);


(iii) Production of siinmle, relevant classroom aids for teaching

clinical skills and theoretical content:
 

(iv) 	Comprchensive evaluation of educational technoloiy and revised
 
curriculum.
 

c. 	 In-service Recertification Course training program for graduate PCs: 

(i) 	 Development of course schedules and curriculun. 
(ii) 	 Workshop tooriant course instructors­

(iii) Three week training of 33,750 PCs;
(iv) 	 Evaluation of curriculum, materials and teaching. 

d. 	 Supp-nentary M/FP training program for fenale PCs: 

(i) 	 Third counztry training in MFP for '0 trainers­
(ii) 	 Three urkshops for trainers to develop ,%VFP course, 

(iii) Development of course schedule and curriculm-:
 
"'(iv) Prod'.ct ion of tc'.cher and student manuals: 

(v) 	 ProcurcLc-it of an appropriate midwifery kit;
(vi) 	Training of 5000 fcm.ale PCs;

(vii) Receipt of mw::a!s and miisifer' kits by 5000 femvale ?Cs;
(viii) Evaluation oz oachcr training, curriculum and materials and
 

PC training.
 

e. 	 Effective planning and management for equinment delivery: 

(i) 	 Rceipt of manuals and record books by all PC trainees. and 
graduates;


(ii) 	 Rcceipt of modified medical kits by all PC trainees and graduates. 

http:Prod'.ct
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f. Continuing education and monitoring system functioning effectively: 

(i) Tks briefed on PC monitoring at workshops.
(ii) Threc meetings hold at each ThC to r--view PC records and discuss 

referrals and medical issucS
(iii) Comprehensive evaluation of Continuing Education an('. overall
 

PC performance.
 

g. Construction of sami-pucca hostels at 74 THCs. 



SProjcct Inputs 1 

Budget Surn-ary FY81 FY82 FYG3 FY84 TOTAL 

a.Foreign Advisors C-3 
C-4 

$371.6 $401.2 t191.2 $964.0 

b. National Personnel C-S 8.5 12.4 6.5 27.4 

"c.Nr't'. Trnr Center 
lease, equipment. 
vehicles 

C-6 
C-7 

88.0 40.8 19,8 148.6 

d.Perdiem, travel, 
trainLn7 stipends 

C-8 22.5 39.0 587.1 647.6 

e.M/FP Training C-9 S0.1 448.5 182.0 710.5 

f.Supplics & equipment 
for PC Traincas 

C-10 780.0 1,625.0 2,405.0 

g.ThC training aquint. C-10 213.7 - - 213.7 

h.Hostel ConstrUction 
Mfazerials 

i.Evaluation 

500.0 

15.0 

500.0 

15.0 

100.0 

25.0 

1.100.0 

55.0 

Sub-Total 2,079.3 3,080.9 1,111.6 6,271.8 

Total (10% add.nd) AID 2,28P.2 3.389.0 1,222.8 6,900.0 

j.BDGPMiPC Contribution 3,0A2.0 4,109.0 4.519.0 4,892.0 16:562.0 

GRAD,TOTAL $3,0,4.2.0 6,397.2 7,908.0 6,114.8 23,462.0 

* Refers to year of exponditure (not obligation) 

1* Refer to budget tablcs in,'.nrex C 
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d. (i) Per Dien,, Travel and Housing for 1,1 Trainees and Other ,4,PC Staff 

MO trainees will spend one month each at a centrally-located training 
center (Dacca). Three hundred. twenty-five 3Os rill be traind in eight 
sessions from November 190,32 through July 1983. Inaddition, there will be 
short orientation workshocs for Thena, District and MH2C personnel. Total 
cost of travel Pnd per diem is $6,2,600. (The average cost per MO trainee for 
travel and per diem for one month course is estimated at $180.) 

d. (ii) Per diem and Travel for PC Recertification Training 

The trained Ne s will begin taking up their teaching positions during 
19S3 and will reach directly, through the regular program., 31;250 PC 
trainees of Classes 5 and 6 in 1983 and 1984. To insure the benefits of 
the new curriculn and improved teachinp' are available to all previously 
trained PCs, -they will be scheduled for the in-service training Recertifica­
tion Course beinming e-ither in the latter part of 1983 or in 1984. The 
33 750 PCs from Classes 1 to 4 ill receive, as a part of their in-service 
training, the new rmlanuals, blood pressure instrments, and patient record 
books. To accoplish this large retraining, the ?MHPC ill have to make some 
adjusniments in the 1983/1984 schedules. Among the options are: (a) open up 
25 THC zn-aning c ntres prior to their scheduled openings in 1984 (325 MOs
will be trained by kugust 1983 but only 00 training centres will be 

operainig chiring that year. The additional 25 could be onened in late 
1983 to begin the in-service training procram.); (b) in-service training 
could be scheduled 0t 32S TC training centres during the first months 
of 1984 and thE regularly scherkuled PC Class 6 could be delayed for two 
zo thre months- (c) other adjustments could be made in scheduling, e.g. 
accelerating and shortcning the course or taking mid-term breaks during
wich :iqe centres could brig in oracticing PCs for in-service training. 

The in-service Recertification Course training f " under the project 
in FY34 for 33,750 practicing PCs, will req.iire perdiem and travel 
cosz rotailng $ 292,500. Subsequently, PC Recertification training will
 
be required by the -o C every two years for PC re-licensing. 

d. (iii) Per diem md Travel for PC Thrice Yearly Meetings/ 

Con:'-inun Educ-.tion 

1,1onitoring anf- follow-up of th- quality of care delivered by VCs 
has been less than adequate. In order to facilitate regular 1L1C reviews 

exoensesof DC performance the project will provide travel and perdiem 
for PCs to attend y:rice ve.rly meetings beginning in FY84, At these 
mcetings, T7r.As an' PCs will review patienzc record books and discuss 
patient referrals and problems. Total cost for travel .nd Der diem 
for three two-cl.- meetings is $ 292,500. 



22 e. Udwifery/Family Plamin (/Fp) Traing for Female PCs 
Pjnal women constitute tho grou most in need yet least served by thehealth delivery system. Social-cultural factors discussed in Part V.B.The Social Soundness Assessment are nartly to blame.that by increasin the ntmbers of female It is reasonedhealth practitioners (female PCsin rh-is case) services -o wanen will also increase. The consultantof July 1980 confirmed that female PCs 

study
serve a greater percentage of women,but their total patient Ioad is sn ller than that of the average male PC.Inorder to motivate women practitioners to exoand their female patientloads and to give emphasis to these important areas of health care, the
project includes a com-rehensive training program in midwiferyp!a-nni-p. Activities under this orogr m include 

and family 
0f trainers - third countr,/ training40 ''-PC ferale physicias or higher levci taram.edics - attvo six to eight week Ni/FP courses scheduled in the latter pz.rt of 1982,
possibly in W. Bengal, India, at a 
cost of $ 160,000. Two ten-day workshops
will be held for these trainers upon their return from third comtrytraining to allow then to develop ind test a two.week I/FP curriculum anddesign and order an apprcpriate M/FP kit. Totalincluding third, planned for Augst 1983 

cost of the workshops,a 
curriculun and sche~ule, wil, 

to finalize the i/VFP coursebe $ 12,000. Per dim, travel and othercotnse-related expenses for 5000 PCs (180 classes) trained inM/FP in late19V3 end 198-. will cost $ 350,000. 
Costs of teacher and student manuals
and M/FP kdts total
$ 710 .500, 

188, 500. Total cost for this training program will be 

f. .ijnuals_ Rccord Books nd:Euinment for PC Trainees
 
Supple, entary materials will be ,iven to 
PC students who are tranedby a :;'neD#3 in "he regular or recertification courses. Thesuppie-r~/a~, mt':erials are blood- pressure instruments ($ 25.00 each),BX 7anuals (S 3.50), supplenentary manualswhich to r cord patient visits, 

(5 7.50) and record books (inS 1.00) ior aassisted PC or a 
total of $ 37.00 .er technicallytotal of $2,405,000 for the project. 

g. Equipment forT±YCs
 
.Auio-i-'suai equ-
 ent anuals _or trainers -and other suDplementaryteaching mterials will be provide4 to 325 THCs with trained '140s. Thetotal costs for these mteriaIs ill be $ 213,700. 

h. Construcvion costs
 
After the total of 6..000 Palli Chikt-saks -w. continue to teach ?Cs r:o 

have been trained 74 permanent 
centres w&..1 

mrn.,Ie up for attrition. In addition, therov-le 
Couxn-e. This will 

to 
a 

-rac- icin< PCs the required bi-annual Recertificationbe z-.e ":, course. i- '-tecentres, S-m: "Ostels will be built. 
74 '. *ianent PC training

hese hostels .. .(se.i-permanen. be "'semi-pucca_:-cturcs designed .and constructed by the *[PC Construction 
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hit. The BDG- wil provide the land and costs.labor USAID will contributeto the costs of th,-= basic buildinv materials. It is estimated that the USAID

contribution will be , 1.5,000 for each hostel, a total of $ 1,110 o00for
 
the construction program.
 

i. Evaluation 

The technical assistance contractor with 'I-UPC counterparts will carry

out interim evaluations of the various project activities.,. In January 1983
the ,'N training course will be evaluated and revised. In Seotenber, 1983
there will be a more comrehensive evaluation including a survey of PC
trainees and nractition.rs. A fina-l project evaluation will be done 
 inthe Spi:ing of 1984 by JSPID and the M-tPC. Short term consultants will beeloyed for a total o-5 afive and half months to assist in these evaluations.
The estimat7d cost of these cosulting services is $ 55,000. 

j. BDGH:i C Finalcial Contribution 

The $ 16.562000 expenditure by the BDG for the operation of the MCtraining units nd the training of the PCs is already substantial and
comprises the majority of the total project costs. 

AID's contribution to the project will be $ 6.9 million from FY 1981
through FY 1984. The BDG contribution will be Taka 248 million 
 (US $
equivalent 16.6 irillion).
 

E. Proj ect Relationship to Mission Strategy and Host Country Priorities 

1. PelationshiD to CD1SS
 
,Nring initial project design discussions, USAID acknowledged that 

the project T linkage vrith the Mission asstrategy outlined in the FY82 CDSS was mainly indirect. Nevertheless 'SAID decided to go ahead with Drojectdevelopment beca,.c, in the ov.ri of the PID. 'The ,-ission sees immroved health care as a worthy go-.l in itselfl because it contributes to an overall improve­ment in tho cuality of life for B--ngladeshi rillagers. in this particular
cas- we see opportunity to assist the Bpngladesh Government with anin-,ovaive hoa .'-' care pror,- which is wholly Bangladeshi conceived,rcc a-5izes the constraints of the Governent health program and utilizes the 
private sector to overcome them. 

i-uring subsequent -roiect revIcormxent, ho;wever. the proj ect haszndergone so-me '.hic, n,-xo-- brigg.si,it directly %,,ithinthe , i changa-s.-ihb: cFY83 ZSS strcogy. First is increaseJ =tphasis or. femnily planning
in PC traiinK-r. Th? PCs are to become prirary family plamning as well asheal .h care providers. Poten;cially rhe-y will be contracentive ie-oot-holders
for the national farniiy plarning prog-nam. As The most readily available 
source of both family plarning n6 health services, 'C,-re expected to 

http:nractition.rs
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•have a significant imact on rural contraceptive acceptance. (Since the
B1X3 has recently integrated 
 its 	health and Family nlarning services,PCs 	as third-tier health/family planning personnel also fit well into the

BDG's new concept of integrated service delivery)
 

Secondly, the project places emphasis on recruitment of womenas PCs and on special training for women in /F?. This will result inincreased benefits for rural women as both participants and beneficiaries.

The 	importance of improving women s 
status as a necessary step in reducing
fertility has been stressed inthe CDSS. 
This oroject will provide more
direct benefits to women through training and relevant, high-status

e mployment opportunities than any other project in the Mission. 

2. 	BDG Priorities
 

The 	BDG's increased emphasis on rural health services is apparent.The 	recent Country Health Programming exercise, the Alma Ata Primary HealthCare Conference, and the follow-on Asian Fegional Conference in Delhi have
made a strong impact on Bangladeshi health policy makers.
 

The PC program has had a strong BDG commitment. The program was
conceived, designed, and executed entirely by the Health Division with BDG
funds. 
Inthe first three years of project life all costs--including
curriculun design and textbook production, teachers' payments and student
stipends--have been assumed by the BDG, and funds have been budgeted for
expansion of the prooram in future years. 
 The entire training unit of theHealth Division has undergone staf- changes, including anpointment of aspecial director for overall coordination of primary health care persoimel
training as well as separate directors for each program.
 

The 	budget already eaymarked for 	this program and public statementsof high level officials indicate the government's comitment to the program.As im.,plementation problus have arisen the BDG has recognized the need to
analyze and make prog-am changes. 
 Increasing the quota for recruitment of
indigenous Tractitioners from 20 to 50 percenz, is an example of theBDG's continuing cormTitment to thc success of this program. 

F. 	 Project Issues 

1. 	issues identified in the PITn
 

a. 	Villager's need for and acceptance of PCs­b. 	 Equitcy considerations in a fee -or service system:
c. 	 Govenent's capacity for introlucing innovations inthe PC


training program and PC adcinistration,

d. 	Delegation to the Mission to approve the Project Paper (PP). 
e. 	Eligibility for FY 1981 initial funding.
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2. Issues identified inthe PID aproval cable STAT)_86929 of- -7*-"oem ..... . 

a. Inclusion of (e~phasis on) family planninq services delivery­
b. Le-ngth of PC training course:
 
c. Participation of women inthe PC program;
d. Continuity of trainers­
e. Length of proj ect (USAID participation):
f. ission staffinq - capability to monitor PSI portfolio:g. Potential contractor (for technical assistance). 

(l.a. and l.b.) Village Acceptance of PCs and Equity Issues
 
Through the study carried out 
in mid-1980 by AID contractwe consultants,confirmed there is a need for PCa 

accept the PCs as they are now 
in the village and that villagers

trained. (Study: AnnexG.) It was alsolearned that there are inevitable inequities in a fee for service system,but that despite these inequities it is the less affluent who will benefitmosc from PC services. (See Part V. A. Economic Analysis, also ArM F)
(It is specious in Bangladesh to-make distinctions between the rural poor
and the rural middle classes,
Improvements 

for these groups all live in abject poverty.)in the training of the PCs, e.g. emphasis on less expensivetreanent, will result in lower overall costs (diagnosis, traatment
drugs) thus minimizing inequities. 

and
 

tl.c.) BDG Capacity for PC Program 
 Innovations and Administration
 

The Government has participated throughout 
 in the design of this project,has reviewed and concurred in this Project Paner; and han,oroposed manyof the innovations which are described here. This is a large training progrmnfor Boangladesh, but the -PC has experience (shared by USAID and other
major donors) Ln managing such programs 
 fcr its family planning workers.This was an issue only because, when mentioned, it was still an. unknown.
We feel it is not now an issue.
 

(l.d.) Miission Authority to ADtrrc OP
 

Authority 
to the '4ission for PP approval was granted- however,approval was based upon the project cost 
that

being below S 5 million. Thecost of the project as finally designed is in excess of that amount, and thePP will be submitted to AID/W for approval. 

(l.e.) FY 81 Funding 

FY 1931 fLids are authorized by AID/W for project start-up costs. 
(2.a.) Family Planning Services 

Family planniriz and population control has been a sL''- ct in the PCcurrialum frc:' beginning. It will be given increasea amhasis(a) the trainn.; *,othe trainers in
0,13s), (b) the in-service training ofthe PCs, and (c) thc thrice-yearly one or two day PC meetings at TPCs. 
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The innovation introduci in this project which will have the most 
innediate, direct ef.Wects w.ill be the traiin, of female PC trainers in 

and:amil, plaonirn, and the subsequent training of the estimated500 fe~al:Ps. he raiir.-of ,,0, li,- ,..ainers will be done in a third 
country, most probably India 0' . lengal), where there is cultural and 
linguistic ccratability. The female PCs wil be trained at their THC
traininj centres. The extra micwifory training of the female PCs will be 
continued for all far-ales later a.,erin?. PC trainig. 

Not included in this project, but .un.cr discussion ith the Ministry's
separate Divisions of Health and Family Plarming (PCFP). is the Drorosal 
to establish PCs as a new, fourth tier in the contraceptive distribution 
system. The PCs would be depot holders and would charge a fixed price for
pills and condoms. The price would be the same or less than the same
comodities in the Social Marketing (CR'S) prcgram in angladesh. 

PCs will be designated as recognized motivators, ths able to 
-participate in the national sterilization, program. 

(2.b.) Lengbh of PC Course 

The, cmgth of thc PC co .rse (one year) was considered by the consultants 
in their 19.l0 st.-Iy. They conclude the course is not long enough when
related to the conT.ent. They find there is support among trainees and others
for a longer course. Their recomtendation is to retain the present course
length and to modernize and revise the curricultm so it may reasmnably be
covered in the one year program, 

USAID, in its talks %,iththk ?.F.C beginning in 1979, did encourage
consideration oF R shorter course: however, the one year choice had been
made at a very high level a:J iad rnsiderable sunport. Since that time 
a number of high and middle 1cvul '.HC officials have visited the China 
program ("Bar.3'foot ,Doctor") and. on their return, talked of continuing
PC education to brin the..:vontually, to the Chinese standard. 

USAID feels nrogram obi;ectives could probably be achieved through
a variety of different traininp a proaches, and concludes this one is the 
best for Bangladesh becausc itworks, because ithas support, and because
 
it inludes the concent of continuing ed-ucation. 

(2.c.) Participation of WOomen 

The particination of women in natinal ,corxrr.ic and social develorimentis among the Presidunt 's hiihest tirioritics. Tie oarticipation of women ir 
the PC program remains a high priority of the ..HPC. At this time. given
cultural constraints, we see no casy wey to increase markedly the partici­
pation of women, no more in this prograi than in others in Banglidesh.
Over time, however, as villa. rs i the value of ,mall. chikitsak services
and learn that in many nlaces trained women can and do provide services to 
women that the calc nure prevents males from providing, they may exert
influence on young women to take the courses. 

http:corxrr.ic
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Two direct incentives will be mrovided for females in this project.

One will be the addition of a special midwifery/family planning course
 
for the female PCs and the provision to each female PC of a midwifery kit
 
and manual. The other will be the construction of hostels at the 74 permanent

PC centers. The addition of this space will make it much easier for the
 
Thana Health Abinistrators to provide space for female trainees.
 

(2.d.) Continuity of Trainers 

The continuity of trainers should not now be considered an issue. In 
the initial, intensive stages of PC traininq there will be 325 Ms, one for 
each THC training centre. When the M-PC cuts back to 74 permanent centres,
it will have available more than four HO trainers for each centre. The 
HiPC will also have available to it the personnel (contractors' cotmterparts)
who could again conduct the training courses. The WPC agrees that from 1984 
onward, there will be not less than two NOV trainer at each of the PC training 
centres. 

(2.e.) Length of USAID Project 

The length of the project as described here is from FY81 through FY85. 
Activities financed by the project are stretched out over a longer period
than proposed in the PID, however, the long term consultant tours are 
reduced slightly. Project design has dictated the length, not vice-versa. 
We believe the schedules can be. adhered to. 

(2.f.) Mission Staffing/Project Monitoring 

Mission staffing is adequate to monitor this additional project. The 
PHW Division, beginning in FY 1982, will have resonsibility"for one major,on­
rn- project, "Family Planning Services Delivery II," in addition to 
Palli Chikitsak. In the PHW Division there are five TJSr- positions, one 
direct hire (DH) part-time position, one PSC (expatriate), four II
 
Bangladeshi professionals, and three administrative/secretarial/clerical positions.
 

Palli Chikitsak rill be managed by the Assistant General Develonment 
Officer (HeaIth and WID). The PHVJ physician will assist in the tecItical 
aspects of medical curriculun design and training. The General Development
Officer C(PI Division Chief) will assist with monitoring, administration,
HiPC liaison, etc. Other P-W employees will assist with those project
elements which are within their expertise. The Program and other offices 
of the Mission will provide staff assistance. 

The LSAID Engineering staff will assist in the negotiating of the Project
Implementation Letter for construction with the BDG. The PIL for construction 
will specify construction schedules, USAID financial Drocedur . for releasing
of money for constrmctz-on materials, building specifications .a'dcontent 
cf BDL.3 certification of adherence to design, specifications and schedules. 
Certification of construction will be by the BDG. USAID will verify
completion of building units on the agTeed schedules. 
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(2.g.) Potential Contractor
 

Selection of Contractor for technical assistance: Inthe PID, MEDEX
 
was referred to, hypothetically. A number of US firms have provided this kind 
of technical assistance. We do not know of one with predominant capability. 
We plan to follow, inaccordance with usual USAID policy in Bangladesh, 
competitive contracting procedures leading to a host country contract. 
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I1. A. Summary of Implementation Plan
 

Training,1. Curriculum.. Redesign, 1110 and Recertification Course 

The Implementation Schedule which follows covers a four yedr period
from Mrch 1901 to September 1984. USAID inputs begin when the
project's long-term technical advisors are contracted by the K*PC. 
The advisors, who are scheduled to arrive in Dacca in February 1982,
will establish a 'ational Training Center and immediately begin review
and revision of the PC course curri,-ulum and subsequent design of the
teacher training course for MO instructors. Teaching materials and
manuals will be developed: tested, revised, reproduced and made available
in Bengali for the 1983 PC Class and the eight MO Trainer classes. At 
the conclusion of the M teacher training classes the Mid-Project
Evaluation will take place providing the information necessary to develop
the first PC Recertification Course. Prior to the start of this in­
service training, a workshop is planned for the instructors to present
the course syllabus and materials. USAID financing of the in-service 
training courses for the first four PC classes will ensure that they
also benefit from proj ect improvements in teaching and curriculum design.
The new manuals and additional equipment and materials provided under
this Grant to PC Trainees, will also be supplied to the PCs attending
this Recertification Course. 

Two additional activities included in this project to increase the
 
quality and availability of health care provided by PCs to their clients
 
are: 1) special training for female PCs in midwifery and family planning

(M/FP). and 2) the introduction of a monitoring/continuing education
 
program including PC reetings at THCs to review record books.
 

2. M/FP Training 

After receiving training for six to eigh: weeks in a third country

in midwifery and family planning, forty MIPC female physicians or nurse

practitioners (FWV Trainers) will teach short courses on this subject

to all femalc PC graduates and trainees. 
 Third country training scheduled 
for two groups of 20 in August and November 1982, will be complemented
by three in-country workshops where course schedule, curriculum and
materials will be developed and tested prior to reproduction. Training
of female PCs will begin after August 1983 with the women enrolled in
PC Class 5. Feiiale PCs from Classes 1-4 will receive M/FP training in
conjunction with the Recertification Co.-se scheduled in early 1984.
Midwifery kits and manuals will be given to all trainees as motivation 
to better serve the rural female population. 

3. 'Sonizoring/Continuing Education Activities 

In order to assist the P-FC to standardize its monitor'..., of PC
activities USAID . " rovide record boofs for all PCs. Wor:.:shops will be
held with THAs anci other key 1,-PC staff to set up thrice yearly meetings
for PCs at Than, Hialzh Complexes. These meezings, which will consist of
record book reviews and other educational activities, will begin during FY84 



4, -'J Cc -,struction Actiitic. 
Tlh;c inplerientation scheOdule for the construction of 74 hostels, which will be detailed in a 

Project Implowntation .ttcr,. will begin in 192 and take approximately two yaars to complete. 
5, 1"PL.MFTATIM SQIEDULE 

Dates 	 Activities Personnel Outcomes 

Feb 1981 1. 	 Project Paper completed USAID Project Paper 
and approved by USAID 

brch/,pr 1931 2. Project Paper approved by AID APAC/AID 	 Project Authorization 

May/Junc. 19L1 3. 	 Grant Agreement signed by USAID 1I.PC/AID Grant Agreement 
and BDGP1PC 

4. 	 BDG/I.2 C begins recruitment for BDG/At14PC Staff Local Consultant 
local Project Personnel 

July/Aug 1981 S.a. Evaluation Criteria established AID14iPC 
for host country contracting 

b. RP_', includling qualification 	 Wip 
facto-s for contractor selection,
 
prepared for contracting
 
services of foreign consultants
 

Aug/Scpt 1931 6. 	 flifP advertised AID/14IPC 

Sept/Oct 1981 7. 	 Techical proposals received t4-PC/AID 
and analyzed 

October 1981 3. 	 Contractor selected by ?IAPC MIPC/AfD 
and approved by AID 

Novcrber 1981 9. Invitation to negotiate and MPC/AID 
contract preparation Contractor 



Tl H. AcZi(' "-v 	 Personnel Outcomes 

Decerber 1981 10. 	 Contract negotiated between I-I!PC/ b4-PC/Ccntractor Contract 
Ccntractur approved by USAID and AID 
signed (cuplc:s subndited to AID/iT) 

Feb/1Marclh 1982 !l.a. Contr:.icc, 's expatriate 	 IIPC 
pcrsoriel in placc (2 Advisors) Team Leader 
with esscntia! equip)ent to Health Educators 
begin work; fictiona] Counterparts 

Administrator 
b. National Counterparts 	 and Secretaries 
Adinistrator 	in place; Clerk 

Driver 
c. Sc.cretaries. Clerk , Driver 	 Shrt-tena Con:iultat/ 
in 	place: rnua1l 

National Counterpart/ 
d. Short-term Consultant for t';na.
 
.1anuals and National Counterpart
 
for Manuals employed;
 

e. IRemaining stpplies and cquipialent
 
ordered
 

!arch/April 19?.2 12. 	Contractor personnel begin work ii Contractor Office, training
 
Dacca: National Training Center center location
 
established established
 

May to Sept 19S2 13.a. PC curriculu. analysis and revision ContractorMIPC Revised UC Curriculum 
corpleted 

b. ID Teacher Training Course and Ccntractor/fqPC Teaccr Training 
s :,due developed Curricultm, " 

Syllabus
 
c. 	All training materials developed Manuals, slidesetc.. 

ready 

June to Sept 1982 14. Training Center classrooms and '-ea:, Leader, 2 Classroons &
 
lab equipped National Counter- Laboratory ready
 

parts.. Health
 
Educators
 



Bates 

December 1991 
Aug/Sept 1982 


Oct 1M2 


Oct 1982 


OcL 1.9f2 


Hov/Dec 1982 


Nov ?2 - Aug 83 


Jan 1983 * 22. 

ActLvi ticS Personnel Outcomes 

15. 1'aterials Pproduccd Contractor Copies of Manuals etc. for 
16. First ft/FT Co t;s for TPainrs all PCs and iv4 Trainers 

17. Progress Pport subniuted to USAID Contractor Progrcss Report
 
arid to i'IIPC
 

l. First 2 wk zorLshop for all Trainers 
I.JFP course 

19. M) Training Course tested Contractorfi-PC
 

20. Second I//Fr Course for Trainers M)2 
ir 3rd country 

21. iDs Trained according to schedule belo:- Contractor/liPC PC Trainers trained 

Mn TRAINING SQEEDUL
 
1982-1983
 

IN D 
, 
!J *F .4 A H J J 

I
 

-1*
 
Grcuo Ik-be-r i ' i
(2Ciasscs/Grcup) 1 2 1 ;3 s *6 7 i 11
 

of WsItiunber i 

Trained 40 40 ' 40 I 45 45 45 45 15
 
Numnber of Th1Cs JI T7
 

;rved by Trained 

4o 88 o lO 165 21o 255i 300
 

Evaluation and revision of ()D Contractor Revision of trainer
 
training using pro-post-training data course curriculum
 

-. III 



Datcs 
 Activities 
 Personnel Outcomcs
 

Jan 19S3 23. 	 Sccord 2 wk vorkshop for H/FP .MPC 	 Curriculun and material
Course Trainers ready for reproduction; 

equipment ordered 
Lib to Jm,- 1983 24. I laterials Reproduced for NiPC Marwnals ready

iI/FP training 

ay/Jun 1!c.. 2S. Progrcss Report to USAID 
 Contractor Progress Report
an'I I HIC 

Aur/S. jt 19C3 26 a.	Or.--site evailuation of NO Contractor/! DC Evaluation Report
Train-rs, n-w PC curriculm 
and materials, selected sample
 
of practicirg PCs 

b.Curriculum revisions completed 
 Revisecd Curriculmn
 

c.Plan devclkrpd for thrice yearly Plan for PC meetings

PC meetings at ThCs
 

Au 19S 3 	 27. Third worhshop for ?.1/FP Trainers IC
 

Sept to Eec 192: 28. 	 Class 5 feix~le PCs receive 2 wk NFPC WFP trained and equipped 
I/FP traiiiing feIale PCs 

Oct/Nov 1983 29.a.PC Recert:ification Course Contractor/-IPC Syllabus 
developed 

b.Orientation workshops for
 
IF-PC personnel developed
 

Dec 193 	 30.a.l'brkshop held for PC Recerti-
 Contractor/&JPC
 
fication Course instructors
 

b.Workshops held for tI-!C 
personnel
 



Dates Activitis Personnel Outcomes 

Jan to March 1924 31.a.PC P'certification Courses 1I.PC Recertified PCs 
given (Class 1-4), and 

b.14/FP Coursc for femrale PCs ?VFP trained and 
given (Classes 1-4) according equipped female PCs
 
to schedule below: 

PPOPOSED S&IEDULE FOP PC BIP.INUAL RECERTIFICATION MD FIEMALE PC IVFP (XURSFS 

Rcccrtif.,cation 
Coursc JAN 1984 FE1 1984 i'PP. 1984 

SWFP Course 
PC Training Class I and 2 3 4 

1.hurjer of PCs 10,000 10.000 13,750 

Female PCs 750 850 1000 

I 
ntaber of TraininpF 
Centers 

325 325 325 
I 

40 40 40 

Ave. Number of I 31 31 .42 
PCs per class 

19 22 25 



Datcs 
 Activities 
 Personnel 
 Outcomes
 

Jan 1984 32. 	 Final Progress Report to Contractor Progress Report
USAID and IILPC 

Apr 1984 33. 	 PC Class 6 begins training MIPC 

;Mar/A-.r 1984 34. Summ.ative Evaluation of UAID Evaluation Report
Project 



3. Disbursement and Procurement Procedures 36 

1. AID established disbursement procedures wlft be followed. Requeststo open letters of coxtminent for goods and services will contain appropriatecertification that items listed are required for project and are eligible forfinancing under the grant. Disbursement for local currency costs will be madein a marnner acceptable to AID. 

2. Me M-ITC will negotiate a host country contract under establishedinvitation for bid procedures for the services of a qualified firm or aneducational or international research institution which will provide for;
a) the long term technical services outlined in
as the project proposal;b) establishment of a centertraining including hiring of local staff; c)procurement of cormodities, workshops and training courses, and short termconsultant services. AID must approve the contract which will, in turn, befinanced under standard AID Letter of Commitment 

3. Hostel construction materials will be financed in local currencyreleascd to M-WC. At agreed upon intervals during the project, AID willprovide the BDG local currency subject to satisfactory progress accoriingto a schedule which will be detailed in a P.I.L. 

4. Goods and services procured under the grant shall have both theirsource and origin in countries included in Code 941 of the AID GeographicCode Book and in the cooperata.g .. untry., 

C. Monitoring and Reporting Arranements 

1. The USAID Project Manager will: 

a) Mnitor and work closely with NiPC and contract team leaderto assure provisions of Project agre-ments, contracts, inple­mentation letters and/or memorandums of underlanding are inaccordance with established AID guidelines and procedures:

b) ParticiDate. as r'.rronriate; in rebws and evaluations to be
 

undertaken in this project-: 

c) Monitor use a& AID financed commnodities­

d) Coordinate with USAID Training Office 
 in the monitoring of the 
third-country training progTmn a.mniotered under the project. 

2. USAID Engineering Division nersonnol wil"
 
a) Review the '.'mC cost 
estimates for the building .materials to be.used in hostel construction to insure costs conform to current

market prices in Banpladesh. 

b) Assist "h i.SAJ) T -roiectman.ger in nefotiating the Projectirmnlementazion Letter for hos-el construction to insure -TCdesigns, sp.cifications and schel.ules conform to PTD, standards. 
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3.. 	 The Contractor will: 

a) Submit progress reports according to the project implementation 
schedule­

b) Submit all required financial reports to USAID as provided for 
in 	the terms of the technical assistance contract; 

c) Fulfill all reporting obligations to HVC as called for in the 
negotiated contract; 

d) 	 Arrange and deliver all evaluation inputs required for this
 
project to WSJD and i.C.
 

4. 	 The MiPC will: 

a) 	Provide AID an arnual report concerning project activities
 
and .tiplementationproblems, 

b) Provide financial reports, as required, e.g. an anmual financial 
report on total BDG contributions* 

c) Others as may be specified in Project Implementation Letters (PILs). 
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PLANEVALUATIONIV. 

A. 

Evaluations, which are scheduled throughout the PC project, will assessthe quality of the training components and the overall impact of theprojects' activities on PC performance. Two of the formative evalua­tions-- (A) W0 Training Course Evaluation and (B) Mid-Project FieldEvaluation-- will be administered by the contracting team. These,along with (C) the "idwifery/Family Planning Course Evaluation,measure the degree willto which project objectives are being met, identi­fying strengths and wea!messess, and providing information for modifyingthe training programs and/or reformulating strategies to assure achieve­ment of the poject purpose. The fourth evaluation, (D) the FinalProject Field Evaluation, will be summtive in nature and will constituteUSAID's final evaluation of the effectiveness of the project in achievingits purpose and goal. The evaluation framework outlined on the nextpage identifies the objectives, methodologies, indicators and timingof evaluations for each of the project components. 
Evaluation schedule is as follows: 

Evaluation Title Agency Responsible Dates 
(A) NO Training Course ContractoVIPC JAN 83 
(B) Mid-Proj ect Field Contractor/USAIyI~PC AUG/SEP 83 
(C) WFP Training Course ?HPC EC 83 
(D) Final Project Field USAID / 41PC M/APR 84 



B. EVALUATIO4 FRAM RK 

_ __41 T OBJECTIVE flK)BOLOG INDICATORS TIMIG 

1. .0Teacher 
Training 

--To assess the degree to 
which I'D course objectives 

Pre-test given to 1,1s 
before training compared 

--Changes in knowledge, 
attitude and skills 

-- In conjunction with 10 
classes: NOV 82--fava L., 

are met with post-test given 
after (A) --PC perceptions of 

(In-lepth analysis JA ," 
-- 14it-project Fiel Ev..5 

--To assess the effective-
ness if Wfs as Field Evaluation (B) 

I.D teaching skills ti.n- AUG/SEPT 83 
--Fiial Field Eval-lAI', 

instT'Etors 
Field Evaluation (D) 

2. PC Course Crri-
culum/Recertifi-
cation Course 
Curriculum 

--To determine the effective-
nLss of new curriculum 

Field Evaluation (B) 

Field Evaluation (D) 

--Changes in knowledge, 
attitudes, skills 

--Course content diffi-
culty and relevancy 

Mid-3roject Field Evajb 
AUG/SEP 33 

Final Field Evaluatio..-
NARAPR 34 

-- Adequacy of learning 
environment 

--Teacher effectiveness 

3. H/FP Training 
(Fe.,le PCs) 

--To assess the degree to 
which r./FP course 

Pre and post tests 
given to trainees before 

--Changes in knowledge, 
attitude and skills 

In conjunction with" 
classes: OCT 83 -

objecives are met and after training (C) 

Field Evaluation (D) 

--Changes in female pa­
timt load/treatmnts Final Field Eval .1.V/,"I' 

4. Orietation Work -- To asse3ss the degree Feedback after each --Schedule of record Informal discussins a. 
shops for 1IIPC to wnich torkshop workshop review meetings workshops: OCT_/DEC 33 
Personnel objectivef are met Field Evaluation (D) -­Qual.ity of record inal Field Evaluatioi­

keeping 
--Other educational acti-

F Ia /iAPR 

vities undertaken 

5. Nbnitoring/Con-
tinuing Educa-
tion 14ectings 

.--To ass ss the quality 
of records kept and 
effectivmiess of meetings 

Field Evaluation (D) --Attendance at meetings 
--Quality of record 
keeping 

Final Field Evaluation--
MAR/APR 84 

to review PC work and 
offer additional educa­
tional experiences 
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PARF V: SU1,(RY OF ANALYSES 

A. Summary of Econcmic Analysis 

1. Introduction 

The Palli ChikitsaI1 program was develoned by the BDG/!VPC as an attemt to
provide static, curative health care at the village level. The need for this 
service has been described in the PID and in earlier sections of this document.
Alternative means for providing this service are (1) village-level practi­
tioners who are salaried emplcyeos of the BDG and can nrnvi.-le servires free of 
charge: and (2) practitioners trained by the BrG but supervised and financed
by the local commmty (e.g., gram.sarkar or union parishad) through local 
taxes or a cnmmniity health iniance scheme. These alternatives have been 
considered and rejected on eccnomic or technical grounds. 

The first alternative, salaried. BDG health practitioners, is simply
unaffordable to the government. Annual salaries alone for such a cadre of 
health workers in 65,000 villages would cost over $ 31 million, and this 
excludes other costs such as fringe benefits, medical supplies, logistical
costs, and increased numbers of supervisory ersonnel. This camares to an 
annual recurrent-cost budget for the entire Health Division of under $ 35
million ane a development (caital cost) budget of $ 3R million (1978-79).
The increased budget allocation for health which such a propram implies is 
not feasible, considering the many cometing demands for additiunal budgetary 
support. 

In addition, such a program wuld be extremely difficult to implerient 
administratively. Weaknesses in supervision, technical support, and 
logistical supply already ha-iper service -Lelivery even in the existing, BDG 
rural heq.lth systen. These uroblems would ba exaggerated many times through 
an extension of the systen to the villages. 

The second -_Iternative, locally superviscd and paid practitioners financed
through a village health insurance system, has awny Pavantages over the first. 
One costs to the BDG ul. be no higher than those of the PC program. The 

BDG neec,. not be resnorsible for recurrent costs. Salaries and drug costs 
would be financed by the commity. That the com.nmity coult' generate the 
resources to pay these costs is corifirned in the analysis below (section 3).
Since the practitioner woul be suported by the commnity, he or she would 
be resnonsible and resoonsive to the coimmifn,. Finally, since a health 
insurance program coul. '.e developed w4.ich called for graduated premiums
depending upon the income level of the mnber, the program theoretically 
at least, u-ld be affordable even to the poorest members of the conmmnty.
Thus from an equity standpoint it is preferable to the PC program. The 
problem with this approach is administrative and cultural. There is little 
sense o cohesicn or coniity spirit above the para level- certainly not 
at the village level. While some se blance of a7v--age-level government 



does exis" nunc. in fa.ct is, ba n,, *.-rawtr by the national govornment at tJ'st ,Mrit has 7n11 fotional r..c-cn1bilitics an.! no utho.ri'-L or collection ofrzeveos or enforce4..t of .;r1znt s.. there. is at this timeprogr Thus,
no oroaaizaio',_al entity at the village level ,.'ich has ca 1in financin... ad nr-vidirv, public services or in ch rural teople haveapsense of articipaticn. H.71oertheiess swe ex erinionts with health insuranceschceeas have been miade on. aaea otntby th Banglades
As3ociatioin 1cor' !tzal Develoment (flAfl) the, p3asngjciosh Rbra1 Advance et

connitt.-e (omCt -s zaar.shast'_ 7wm'ro (tVIe- Pe-ole s Health Canter), The
 ..ofeithese or'7.,dzat' . ich have established healt!.., insurancecooperatives Ii.:s n tat it is ,Io10t ipossible to obtain the narticipatonof .ho werithier me..rs. of the c~m. ity, althongh their -articipation isnecessal, to s-bsiize the poorer members. Coopratives ,.d, un only of thepoorer n,nborr axe only viable if they provi-!o extr. mely li'itei health caresrvniccs' w'ith Yrn iall y trai-wd porsornel, ,Studios of the"i comparative: wxnerience,in Banglosh indicate'. that cooDeratives""l Uc conisti' IFelofof. L'iivi.uals of diversem v r- a s o d ve sinc,..e levels to become da.ainated by those with hiqf):er inco..ies, and that
the benefits *raa -J'1 coope-atives accru, dispromrtionately to the better-off
individu1is, This phenomenn ild Le as liiley to occur in a health'insurance
cooperative as in ny other trne. 

AL this is not to s . tnt n health isurance system should not beatte...t. I it coid1 be lakoTted success-!L!y, it o!u.d bn the mostequitai. mo-ans of grovid.n.'. hsil'.h c.re to the villagers. In wdition, sucha p-ra cou1i sz,. a as a ioans to , chievin, the .noverzment s ,oa ofincreasing the role oi incal ,iovr '., This is run activity which 'SAIDshou.d ,nccurage an, be willing to sm!tort.
 
In the minti.o. Niover 
 .the PC DroTTam o .f"ers ths opportwiity to improvethe quair:, of .. incr-mse aic'e-ssihility to b.sic nedical care services int a nral area. 1:f a conmmix.i/ he."Ith financing schee i-nre develovd, lhePCs traincti in this nro ram iould be an - ropriato -roui to nrovide services 

under the schane. 

71"I PID identified tm basie auestions to dete=dne te economic viability
of the PC project: 

1. Can the co, Arit,, sxpport PC ? 
2. A oe,the PCs' services affordable to most rural people? 

Tie feasibility study t mnconsidere., these and idontified aditional 
questior_5 

(1) Arc the costs of drugs prohibitively ,mxensiv.e ?(2) Wqill the n'. ber of PCs -to be. tralned. be so great thiatthc riarkot will be imable to orlnort the.? 
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lhe follwing m.-elysis wil sumrize br.i.ely the methodology used toobtai;n the 5:inancial ,.ta on whZich the consultant s findings were based and

then .- eacit of the ahove quertiorLs b:'&. ..
!ildiscu-s Ton the. feasibility
stUdy's fineings and USAI:'s mzn analysis of the data. 

2. ethcdolo , for Collection and Analysis of Econon.ic .Data 

Anney?! is the ecc-.cmic analysis per-formed by the feasibility consultants.
To gaTh irfor-ation on income and clientele o. PC, items were included in
the sur yequestionnaires 
 for both PC trainers an, the PCs thermselves.Trainers were .sked which villagers .,ould the PCs benefit rist, The PCs
 
were askex. how many patients they sm weekly and what they charged in fees
-/d.. icLne for three corinon rmral ailments- -diarrhea; pneumonia and s]dn
disease. It be c:_'tione, thatLsthe data, i4hich are based purely on

verb,?l resronses to these questions. are not entirely reliable. .bst PCs

maLntaincd no d clients they saw,i,icating the .number o.ieco types of:seases or fees ':,x..\4. One ic.Th acx-ct some umrar., exaggeration of the_nLber of cliencs seen. since PCs were eager to appear successful to theirin.7,ervieirs. One might alsn exrect a low estimation of fees charged, since
PCs ha.4 bcon instruct.edi to cmax.-
 no more .thntwo Taka per case. Unfortunately,it wns not possihbl for the consultants to carry out any cross-chekcs" howeer,
they wocre abl'" to co-mare PC res,-)ons -with dcata from other studies regarding

fees o; indigerous prntiticners, and ,thedata appear to be consistent.
 

It .-ust also be roted, that total PC incc.e aA average cJhrges per visit
,'ere b-ased on the nrnbo.r of natients seen an fees charged for only three
categories of dizeascs--diarr'iea. skin. disease and :,met-onia. Since the
PCs would likely amve treated other kin'.s of comon diseases sfich as fevers,
inrtigestion and first aid cases durizrg the same time period for M.Jich data
 were collected 
 the income anri caseload iata from the study are not ccmlete.
These three disease ty.cs wer. sel.c-ted because they were .ong the more common rural ailments and other datca ocxisted. on fees charged by health
practitioners for these disease tynes. The feasibility team used these data 
to comare responses as a way of zubstantiz'ting then. 

The d,.rt, ,,.rere analyzed in ter., -,'F-esclrged by disease, by sex of PCby sex and agc of client. by erlace of Tractice versms hame consultation, andby consaltation fee. versus ,r.g. c1hrges. Since the progrm emphasizestraining of ndigenous mr'nctitioncrs as PCs, the m..lysis lso includedcompa7isonrs of fees and client'.ele betw.en PCs who ,:ore formr indigenous
practitioners and those whio ha.c no previo',s heal h care experience. 

3, Can the C --. _ity S;Tnort P:.i Chikitsak? 

Th.e f-easibilit-, s-,,iy estimated PC income based on survey responses,by mrultilyi,"the average ni,-ber of natients sem. per week by the average

fee (weihtcd by tyne W., frequncy of illness treated). This resulted in an esti.teoi income of 250 T,-1c rer wee: or 1,075 Taka per month. FemalePCs tended to soc fewer cients t.hn 1:he average consequently, their averageincome i.,as sonewj,.at lower, at 735 Tak per month. PCs who were previously
inligno.ms practitioners saw more patients than the average. so their incae
averagezd ! 261 Ta.i --o01- ly, 

http:inligno.ms
http:sonewj,.at
http:Econon.ic
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nhc'r vey also as1..,:' P's what WOi!i bc th. nini'7inn salary they ipould be 
irilling to receive in lieu of chrgg for serviccs. Prosiulably thqis Would 
a-Drrminiats tha amac..t act.y in .fecs. The averoe~ response was 
727 T.-'= ,er monS: or 75. Tn..z for male ?Cs ,ii'. 630 Talra for female PC:. 
Based on these re o'cnscs the stu.iy concluded that the mnnthly income for 
the average PC ..s 750 to 1 200 T!:2. ".r ricnth. Lhus, the oroqran s experience 
to dato indicates thato- nit!.s have bee-, able to adeqW-tel.y -qumort theirPCs°
 

l4. Are the Palli ,'i-t7co- Cervices i%.C:fordab' tc !fcst Rural People ? 

^A'olqh some PCs do maintoin their own suply of ±ru!s. many do not. 
Fees for services thereforr :ere considered separately from charges for drugs.
This section deals only with fees for services. 

!n their feasibilityj an7.lysis: the consultnts estimated the ner capita
health expeiUbres for .. ferent ez'ai.ture groups in rural areas, based 
on a rrc,ection of results from ti.- BDG -.ureau of Statistics ousehold 
S,.rve o1976/77 and 1973/74. Per canita -annual health expenditures were 
estiinated for four expenditure .rcr.ns as follows 

Average Annual Armial Per 

rr-, 1 Attre 
Per Capit F.!bPqendi-
ture in Tak.. 

Capita Health 
rbxcenditure, 

Gro 1979/i Taka 

Bottom 40% 792 19 
Lo.qwr W1idle 40% 
Up.oer :1iiddl 15% 

1 151 
. 513 

37 
62 

Top 5% 2,216 100 

(From Anne. i. Table !.L6). 

It is i,-,rt nt to note hen that according to this expenditure
proje'3ction ern for thc grau., classified as the unper .mid.e 15% 
avernge per ca-init xoenditure is only about 1 500 Ta-k-a or US, 100 annually. 
a/ any stan.--.rL; t' -nur;,iC'le. grou, is oor. The difference is 
averan z-nual ,er c,.-.ita e'nenditurrs bntween this group aid the lower

40% i oay about US 25. In thi s =a-e the terms low middle 
and ;zpcr riddle as used in thr, .lanysis disti'friish between relative 
degrees of p':erty. 11!ote also that the higher the enxnenditure 'level, the 
greater the propjortion of total expenditure on health; thus, while the 
urner midrle 15% s7end 32 percent more on all items annually than the 
-lowermiddle 40% they spend 60 percent more on health care. 

,ts caloalated frn the PC questionnaire resoonses, th!e average fee for 

throe crmon disease cateyories (diarrhea. pnetrionia and shdn diseases) 
is 5.9 'raIa (about 40 cents). This foe appear.; to N- a fezsible expenditure 
for the Doorest 40% as an occazioial exp diture, indis certainly within 
the exnopdituro range of the loier uiiddle 40%, 

http:stan.--.rL
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For comparison purnoses, the consultants compared PC fees for these 
disease categories with the fees charged by other types of indigenous 
practitioners for the same diseases as renorted in other studies (See 
Table E.1 of Annex H). The conrarison indicated that PC fees were lower 
than fees of pMyicins trained in allopathic medicine and were only 
slightly higher than or equal to fees of other indigenous practitioners. 

Thus the fees charged by PCs are similar to fees charged by other 
village practitioners and appear to be affordable to most rural 
Bgladeshis. The conclusion Lhanges somewhat, however, when the cost 
of drugs is added to the equation. 

5. Are Drug Costs Prohibitively Expensive ? 

The consultants' analysis of drug costs is based on survey responses 
by PCs regarding the drug charges for the same three comon disease categories 
discussed above. Sixty six percent of the PCs provided drugs directly to 
their patients.
 

Average drug charges were high, several times higher than consultation 
fees. The combined cost of drugs and consultation fees averaged 36 Taka 
for diarrhea, 27 Taka for pneumonia, and 30 Taka for the average patient 
seen. Since this is greater than the total average annual health expenditure 
for the poorest 40%, the total cost of treatment may be prohibitive for rmuch 
of this group. 

The high cost of drugs has long been recognized as a major constraint 
to the delivery of primary health care. The BDG and WHO have prepared a list 
of 31 essential drugs recommended for domestic production. Domestic 
production of these drugs could reduce their costs. The BDr's S-cmdEFive 
Year Plan states the goal of increasing production of these drs through 
iidustry Division promotional programs in both the public and private sectors. 

Gonoshasthya Kendro (The People's Health Center) has constructed a factory 
for production of drugs which could begin operating within the next few months. 
If these and other planned programs are successfully imlemented, they will 
have an impact on drug costs. 

A far more important factor, however, which affects both the cost and 
the quality of health care, is overuse of drugs, particularly of antibiotics. 
This was found with regard to treatment of diarrhea cases. On the question 
regarding the number of patients seen weekly for cases of diarrhea, 
pneumonia and skin diseases, PC responses indicated that aboat 64 percent 
of all illnesses treated were diarrhea cases (Table E.4). The drug charge 
associated with treatment was higher than the drug charge for either pneumonia 
or skin disease. Yet cases of diarrhea can be treated less exoensively 
through oral rehydration therapy (OPr). (For an adult with severe diarrhea, 
oral rehydration treatment for four days would cost approximately 12 Taka.) 
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To assess the PCs' curative skills, survey respondents were asked to
describe their treatment for three patient problems, one of which was a child

with severe diarrhea. Only Si pcrcent of PCs prescribed ORT. An additional

27 percent prescribed correct dosages of antibiotics, a much higher-cost

treatnent. Five percent presr.Tibed damaging dosages of drugs.
 

A second vignette to which the PCs were asked to resoond was a
case of
pneumonia ina small child. 84 rercent o responses were correct, but most
 
incorrect responses prescriL'd overdoses of antibiotics.
 

As these vignettes indicate, PC training must be revised to emphasize

low-cost therapy and proper prescription of drugs.


The I'SAID inputs have been designed Drimarily
to focus on the quality of care issue, as brought out inthe feasibility

study. From the standpoint of economic feasibility, low-cost therpy would

reduce the average cost of treatment for the diseases •which'were -alyd.


Replacement of ORT for antibiotics as treatment for diarrhea, for

example, would reduce total costs for fees and medicine inTable E9 to 18

Taka, which would inturn bring down average costs for the three diseases
 
to 19 Taka.
 

Since project inputs are geared towards trainer training, the emphasis on

low-cost therapy and proper drug use should be reflected inpractices of 
MOs as well as PCs.
 

The consultants' analysis concluded that the combination of consultation

and drug charges probably placed palli chikitsak fees beyond the reach of the
poorest 40%. For the 'lower middle" group, treatment was still feasible
 
but difficult.
 

With properly focused training, however, PCs can reduce their charges

for medicines for many common diseases, thus bringing the cost of treatmentwithin the range of many who hav3 been unable to afford thtn up to now.

Inad.ition, through improved knowledge of the use and dangers of allopathic

drugs, along with promotion of traditional, Ayurvedic and Unani medicines

of recognized efficacy, PCs will be able to increase the effectiveness and
 
reduce the costs of the drugs they prescribed.
 

6. Will the Market be Able to Support the Large Number of Palli
 
Chikitsaks to be Trained?
 

There are already large numbers of health practitioners inrural
Bangladesh, mainly untrained and non-allopathic. Two recent studies

carried out indifferent areas of the country surveyed existing practitioners

and found the density of allopathic practitioners (trained and untrained)
 



46 

to be .6per 1,000 population and .7per thousand population*. Thesestudies indicated that peopl prefer allopathic practitionors, particularly
trained practitioners. 
The only trained allopathic practitioners available
now, however, are the small numbers of physicians, pharmacists, "National
Doctors" and a
few medical & paramedical specialists; e.g. dentist, nurses,
who are neither readily accessible nor affordable to the vast majority of
people. Because PCs are trained practitioners whose fees are competitive
with those of untrained allopathic practitioners, their practices are
expected to gain insize partly at the expense of allopathic and other kinds
of practitioners inthe area. (The BDG's recent decision to reserve at least
50 percent of all PC training slots for indigenous practitioners will reduce

this competition somewhat.)
 

The data from the two studies cited previously would indicate that each
village could support its oiwn PC, at least ifthe PC were the only allopathic
practitioner utilized. 
Ifthe studies arc indicativL of the country as a
whole, a
population of 1,400 to 1,700 can support an allopathic practitioner.
By the time all 65,000 PCs have been trained the average village size will
be 1.380 or nearly enough to support one allopathic practitioner at the
income level those practitioners now achieve.
 

The feasibility consultants estimated average village expenditure on
health care at 4,950 Taka per month. They concluded that the total was
large enough that, as the village's most immediate source of trained allopathic
care, the average PC could earn an adequate income.
 

*Chen, 
L."Are There Barefoot Doctors inBangladesh?"
 
Social Sciences andMedicine. (inpress)
 

Claquin, P. "Private Health Care Providers inRural Bangladesh."

Social Sciences and Medicine.(inpress)
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B. Social Soundness Pssessment 

The purpose of the Palli Chikitsak Project (Village Hadics) is to 
increase the availability and quality of low-cost primary health and family 
planning services to rural Bangladesh. Therefore, the purpose of this 
Social Soundness Assessment will be to describe the manner by which the 
project has been designed to meet criteria of social-cultural compatibility, 
equity, and maximum potential for positive spread effects. Project design, 
and this assessment, are based on a study commissioned by U-[AID/Bangladesh 
and executed by Health Service Intcrnational (HSI) during July.-August 1980, 
and upon the available literature on social and cultural aspects of health 
care in Bangladesh and elsewhere in Souch Asia. (See List of References at 
end of PP.) 

1. The Setting 

Bangladesh, by almost any measureent, is one of the most desperately 
poor countries in the world. The outline of these conditions is presented 
in the Introduction to this Proj oct Paper and will not be repeated here. 
Over 90% of the population lives in rural areas; the economy depends upon 
a basic subsistence-oriented rice agriculture; the mean per capita income 
is ' )t $90 per year: and transport and comtamications in a monsoon 
delta environment are extrunely difficult. 

2. Social Organization in Rural Bangladesh 

Rural life in Bangladesh is built upon the foundations of the household 
and the homestead of related households. Descent and inheritence are calcula­
ted through the male line; women join the household of their husband at 
marriage. The effective unit of economic cooperation and social support is 
the minimal homestead kin-group; beyond this, especially for women, social 
ties are weak and unreliable. 

Homesteads are grouped into named para, cr wards, of a village. Within 
the p there tends to be approximate eq--ity of social status and, often, 
religious or ethnic or occupational identity. The para may have corporate 
ritual activities as well. Beyond the para, at the v-l age level, there is 
little social cohesion. 

Administrative links downward from national levels becoae weak md 
infrequent at local levels. Union Councils including several villages fom 
a locus for political activity, but few formalities relate a and village 
to the wider society and its officialdom. "Outsiders", incluing most 
government officials, are often viewed with suspicion. 

Within the village, most life revolves around agriculture. However, 
many villagers may possess special health-related knowledge utilized by 
their neighbors, such as bne-setting, midwifery, curing snake or insect 
bites, or casting out demons. A few may earn a significant part of their 
income from medical practice, based either on Hindu Ayurvedic or Nislim 
Unani works, on homeopathy, or on a combination uf these with allopathic 



48 
ideas and nostruns. These local practitioners are usually lumped togetheruder the term I 

3. The-Quack and the Doctor: Social Roles inMedical Practice
 
Social analyses of the roles of medical practitioners inSouth Asia
are increasing innumber and practical applicability. (Cf. Leslie: 1976
for a
recent summar/.) There isgeneral agreement that a wide range of
indigenous practitioners compete successfully with western-trained allopathic
doctors for clients. Those practicing medicine range from persons acting
intermittently and without charge intreatment of a
single ailment to those
earning their total incomes by full-time practice. Theories and practicesstem from alloDathic, Lhni, Ayu..rvdAT, homeopathic. and shamanistictraditions, often complexly blendea inan individual's practice. 
Most full-time allopathic practitioners are recruited from upper
income strata, inpart due to the time and expense required for medical
training. 
Mbst are located inurban areas
Bangladesh, only a 

(of the 6,216 allopaths in
small percentage are fotnd inrural areas).
Itraditional'! practitioner- -the hakim The trained or kobiraj--is often less well educatedinwestern terms and more likely tolive dandpractice inrural areas, but
may only practice part-time.
 

Two recent studies (Chen; Claquin) have investigated the range of
medical practitioners found inrural Bangladesh. 
Both describe a large
number of indigenous specialists, often wcnen, most part-time, utilizing
a mixture of shamanistic practices, herbal medicines, and elements of
allopathic, Unani, and Ayurvedic techniques. 
These persons, generically
called totka, are often of humble status inthe community, but are known,
familiar specialists assessible both physically and socially. 
Overall the picture of rural medical care isone with a
very few,
highly prestigious full-time practitioners--mostly allopaths--who are
approached by ordinary villagers only rarely due to social barriers,
economics, and physical distance factors. 
They are complemented by a
host of indigenous traditional specialists, whose powers are more limited,
and whose status isless, but who are more readily available, approachable,
and affordable. 
As Islam (1980:25-26) notes, allopaths are consulted only
after more accessible remedies fail. Since by that time the problemshave become more serious and treatment more difficult, skepticism concerning
the efficiency of allopathic treatment grows.
 

4. Cultural Themes inBanladesh Life 
Life inBangladesh isstrongly influenced by attitudes, norms, and
values which stem from its long cultural tradition. Inaddition to being
an intensely conservative Muslim country, Bangladesh partakes of the coplex
and rich tradition of the Indian subcontinent. These traditions inform and
regulate social life, especially among the less educated inrural areas.
Some important themes are outlined briefly here.
 

P-Bangladesh quack 
isnot pejorative. 
It's use does not iudiicate
 
app Dval or disapproval.
 



a. Rigid distinctions in social class i9
 

Land control in Bangladesh is highly skewed. Less than 7% control over 
30% of all faim land, and half of all households are lpndless or nearly so
(Jannuzi &Peach 1979 : 110). Control of lane and capital allows the upper
income groups to educate their children, to travel, and to engage innon­
agricultural enterprises. Because of the education required, government
positions.even at lower levels tend to be occupied by persons with roots

inupper-ncome families. Both rich and poor recognize the advantages in
 
terms of prestige, wealth and power, which are derived from access to resou 'es. 

Mile there isno caste system per se inBangladesh, society isrigid-y

stratified in terms of wealth and power, 'Ed interpersonal relations tend ti
be strongly hierarchical in content. Those who cannot, by dress and demeanr, 
display prestige and coamimad deference, are restricted intheir access to
 
resources and services. While giving lip-service to the formal equality

specified by Islam, Bangladesh rural society maintains a variant version of
 
traditional South Asian hierarchy. (Maloney et al:1980). 

b. Personalism insocial relationships
 

Bangladeshi villagcrs spend most of their lives with individuals with
 
whom they have grown up. Relationships are highly personal and intense-­
whether positive or negative. Establishment of relations with persons

outside-this network isa process filled with tension and uncertainty, and
 
there isa strong tendency to personalize suach relations ifat all possible,

through use of intermediaries, gift exchanges, and the like. The impersonal

doctor-patient role found inthe West isnearly impossible to maintain in
 
Bangladesh, but the demands for its personalization make itextremely uncom­
fortable for high-status, educated doctors who wish to avoid involvement
 
with low-status clients. The result isoften avoidance of situations where
 
such confrontations may occur, as inrural health-care settings.
 

c. Sex-role segregation
 

InBangladesh, the worlds of m:en and women are quite separate. This
 
separation ismarked physically by separate living areas within the home­
stead where strangers are not admitted- separate women's sections on buses
 
and public areas- and the frequent use, by women, of the burkha (asymboli­
cally obscuring garment), outside the home. Women are viewed s inherently
dependent and subservient, as well as nurturant, and their restriction to 
tasks inside the home often excludes them fr. the general work force (although
with recent decline Ln rural well-being more women are taking low-paid
agricultural or construction; jobs outside their homes, with concomitant loss 
of family prestige).
 

The separation of the sexes results in li-iiited physical mobility for 
women. Ina land where water travel isimportant, most women do not paddle
boats. Many women never travel outside their thana areas. And many are 
not allowed to go for treatment by outsiders': even to Thana Health Comlexes. 
The constraints of the purdah ideology prevent male doctors from examining 
many female patients. 



S. Beneficiazy Profile so 

Two major categories of beneficiaries inolvi,*in tcthe village medics themselves, and their rural clientele. 
of these two categories are described briefly. 

prjoct -r.: 
Characteristics 

a. Health and the Villager 

The Health of villagers in Bangladesh is poor. Pcor and inadequatediet, lack of sanitation, the presence of a number of endemic diseases such as malaria all contribute to illness. Every investigator's report repeatsdreary descriptions of morbidity and despair. Since three-quarters of thepopulation is composed of women and children, and they have relatively lessaccess than men to what little health car there is, it is understandable
that female and child health is worse. A major factor in lack of access isphysical distance from health care facilities; a second factor is the socialsegregation of women through pudah. Provision of facilities closer to thevillage, by a person of a knownFThiily may increase use of health care
services by rural women and children. 

b. PC as Beneficiary 

Village medics are recruited at present from educated segments of therural population. They are usually male, mostly from middle- and upper­income households and young (18-30 years). The initial group of PCs,however, need not be representative of all PCs, since the Govenment ismaking serious efforts to recruit more women and more traditional practi­tioners to the program. This becomes important, since the HSI studyindicated that activities of the first PC graduates (1979) are directedmost to men and that their current practices are still small.- The few 
wonen in the program seem to be even less active, for reasons likely.
related to village customs. 

The traditional quacks, who are also a target population for recruit­ment as PCs, face a dilenma in that they are alrzady in practice, in some cases supporting themselves from it and in other cases working in combina­tion with agriculture or other occupations, and are not in position to takea year' s time for attending training courses. From "9181 the MiPC increasedthe quack quota to 50% and emphasises their recruitment. It is not yet
known if the quota can be met in full. 

c. Benefits to the PC's Clientele 

The PC Project not only establishes a set of better-trained privateallopathic practitioners in villages, but also provides a system for vettingtheir capabilities, and infoning them of improved practices and medicines.The benefits to rural clients from this project, once it is established,
are manifold. In the first place, most villagers at present lack readyaccess to any medical care. Those who do receive care get it mostly from
poorly-traied in~digenous practitioners. 



Special benefits will be received by women and by children in rural
 
areas, since they are notoriously under-supplied with medical assistance
 
of any kind.
 

The elderly, who often are reluctant to travel under difficult 
circumstances to distant and expensive health care centres, and whose 
ailments often arc chronic, requiring repeated attention, will be benefited 
by the presence of a trained practitioner within easy travelling distance 
from their homes. 

A strong constraint in getting government officials to serve or 
even to visit rural areas is lack of available health care for themselves 
and their families. Although they can often afford private allopathic 
specialisCs, these are very scarce in rural areas. The existence of a 
reputable, trained PC may make a difference in the officials' willingness 
to take up posts in backward regions and, once there, t)remain on the job. 
This, in turn, will benefit a wide range of rural development efforts 
currently hindered by lack of effective, functioning staff. 

It is possible that; if indigenous preparations are to be used 
for treatment, local preparers of these nostrums may find a lucrative 
market with the PCs and their patients. Since many of those engaged in 
the preparation of indigenous medicines are low-income individuals, many 
of them women, this may add a modest economic impact to the project. 

d. Who will suffer from the PC Project? 

The PC will increase existing alternatives for good quality health 
care in villages, and those who receive the training and support from the 
PC project will compete at an advantage for clients. Less qualified, less 
skilled, and less effective practitioners will find their services less 
indemand.
 

Hospital based practitioners, who often engage in private practice 
at higher fees, "nay find their clienteles reduced. With PC services
 
in place, the ill and injured will seek aid in distant, expensive, and 
impersonal centers only when the matter is too serious to be dealt with 
locally--some estimnat that only about 10% of all cases are of this sort. 
The accompanying bribes to hospital attendants, doorkeepers, and the 
like, will also be reduced. 

Both these effects will be by-products of improvement in the availa­
bility, reliability, and affordability of rural health care through the 
use of para-medical personnel performing on a fee-for service basis. 

6. Equity Issues: PC Project 

The PC Project does not seek to introduce an entirely novel 
intervention into rural life. Rather, existing local health care roles 
will be strengthened, while the essentials of the relationship between 
local health practitioners and their clients will be retained. Although 
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ultimately more practitioners will be produced by the PC program and it:
training, they will for the most part continue 
to perform in long-estab ished 
fashion. 

The differences engendered by the PC project lie in the provision of
 more adequate allopathic training, tailored to the educational limitaticns

of rural practitioners. and aied at treatment of a wide range of cononconplaints endemic in Bangladesh's villages. In this project, equity issuesmust be considered in recruitment of PCs; and in access by various classesof clients to their sorvices after they enter intc practice. 

In its earlier phases, the PC program required that candidates pos, esscertain educational qualifications, obtain, certification from their Union
Council Chairmen, and post a performance bond. These criteria constitutcd
barriers to recruitment of PC trainees from lower-income groups.
 

The social constraints of purh have been another factor inhibitingrecruitment of women to the project. In the initial trainee groups, less than10% have been women, despite a reservation of 20% of seats for them.
shortfall is particularly significant because virtually all traditional

This
 

birth attendants, 
 and those who treat women, are themselves female. 

So far as can be detcrmined, there are few if any cases of unequal
access to training on the basis of regional, or ethnic, grounds. These
might become issues later in the project, as more people are trained, and
as the PC becomes recognized as a desirable and perhaps lucrative occupati-t

in rural areas.
 

7. Equity Issues in Treatment of Clients 

The HSI study indicates that for low income groups the cost of medicaltreatment and medicines is very high. For this reason, and for reasons of
limited physical access and social distance, the poor make little use of theextremely limited medical facilities available in rural areas. The charge forservices is about the s'ne for PCs as for other allopathic practitioners,
but the cost of medicines remains n issue. 

One suggested approach to supplying medicines at lower costs to PCclients is through an arrangement with a local eleemosynary operation such ,sGonoshasthaya Kendra which has recently begun a pharmaceuticals manufacturhigfacility. This operation would supply good quality medicines at 	lower costs. 
Anotherelement may be posting and publicising prices of medicines, to overcomeinflated markups by PCs as well as other practitioners and chemists' shops. 

By comparision with the existing overall system of medical care inrural areas, where the pocr have limited and infrequent access to qualified
practitioners, the PC project appears to offer a feasible and potentiallyeffective system of rural health care. In a limited fashion, it is workingalready under the strong sponsorship of the BDG. Improvement of training
and supervision of PC performance are the keys to "incrcasing quality of care. 
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8. Diffusion of Project Effects 

Assessment of project impact nm.Lst take into account the diffusion of 
project effects beyond the initial target groups--the PCs and associated
 
ad-inistrative structures, ,_nd the clientele of the PCs in rural areas-­
tc .he wider society. This assessment is necessarily tentative and speculative.
 
-kwever, it may identify potential areas for direction of the project, and
 
areas which may create problems in the future. Another element considered is 
the durabiliy of project impacts: how long, as well as widespread, might

they be?
 

The PC project will kiy a foundation; in training materials and phys.Lcal 
support facilities, and in an overall system for providing them, which wi.,I
 
ccntribute to establishment of the PC as a significant element inrural health
 
care in Bangladesh. By fitting into an established, familiar role for hea.ith
 
care providers in the village, the PC may be expected to win ready acceptcnce.
 
By virtue of better training and preparation inmeeting client needs, the
 
PC should compete successfully with other, established rural practitioners,
 
upgrading the overall level of health care in the countryside. By being
 
available and accessible, as well as affordable, the PC will be of especiaL
 
benefit to lower-inccze groups, women, and children, on a continuous basis.
 
The results of this might be seen within a period of a very few years to
 
Wiffuse widely throughout the coLTrtry, and perhaps in low-inccme urban
 

areas as well. 

Since the PC project activities fit into rural social systems in a 
manner highly compatible with existing relationslips and norms for health 
carg, and the PC is expected to rLmain in the private sector--it may be 
expected to diffuse widely in a short period of time--five to ten years 
subject to the ability of the BDG to train PCs in sufficient numbers. But 
the durability of the project incontinuing to achieve an overall trans­
formation of the rural health care scene imst also be examined. How 
thoroughly might the project inputs--material, technical, and social--be 
expected to penetrate and transform the existing system? 

Two existing factors inthe PC program should contribute significantly
 
to its durability. The first, again, is its overall copatibility with
 
existing social relations and cultural traditions. Since the PC role will
 
constitute a more effectively functioning variant of a long-established

element in rural village society, PCs will not disrupt existing patterns. 
Individual PCs may be expected to utilize their growing prestige to gain
 
influence in local affairs, but this marks no overall structural change. 
At the same time, however, health care for more people will show marked 
improveent, with consequent effects on productivity, employment, reduction
 
of morbidity and mortality, and overall quality of rural life. 

The second factor incraasing the durability of spread effects of the 
PC project is that one important output is creation of simplified, compre­
hensible training programs xd materials, which may be modified by experience
while retaining basic outlines. By this process of "routinization" expan­
sion and longevity are enhanced. 
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C. Technical Analysis of Educational Technology
 

Increasing the availability and quality of low cost health and fmi".v
planning services to rural Bangladeshis will be done by training effecti rely

a cadre of village practitioners who will deliver these basic services.

This project will not attempt to introduce a highly sophisticated educatf.onal
 
technology but rather one which is relatively simple and has been proven

effective inhealth ducation projects inother developing countries.
 

1. MO Training 

Simple slides will be taken of local poationts who present clinical syngtoms

of comon illnesses and disorders which are visible, such as scoliosis,

malnutrition, signs of dehydration, ,rms, skin diseases, etc. The value and

importance of using culture-specific raterials cannot be overemphasized vhen
 
one considers the resulting high levels of distractibility created when rl-her
 
cultural factors are part of the learner's visual field. Simple-to-oner -.e,
battery-powered, projectors will be used by MOs to show slides to suppler.,nt
field work and textbook assignments.
 

To assist the 1,Ds inlearning the methodology of teachIng physical

assessment, interviewing and observation, a portnak cassette videotape

recorder will be used. The equipment iseasily transported, simple to
 
operate, and produces low-cort tapes which can be erased. 
Video isprefe.rid

to movies because -thecosts o mdvie films are often prohibitive and usually
unavailable on the needed topics. This technology isused currently by RDRS

inLalmonirhat (Pangpur District) inits training of village health workers
with much success Mintaining the equipment has not been a problem for lie 
RDRS project.
 

Itisthe plan of this project to produce teaching materials which can

supplement textbook learning. The field investigation which took place in

July and August 1980 revealed that patients were often unavailable for PC

student learning expariences, and, ifthey wore on site, they presented

disease entities which the students were not currently studying. Itwas
 
concluded that the logistics of exposing 50 students to specific patients

with specific diseases on a daily basis was indeed .difficultand that
 
alternative approaches were needed ifthe application of theoretical learning 
to a clinical situation were to occur.
 

2. PC Curriculum Revision
 

This project paper proposes the creation oF a national teacher training

center where MO's will be introduced to the PC Program and trained to teach
the PC curriculum. After ccmpleting the field work for the PC study, the
consultants, whose report isincluded as Annex G, addressed the issues of 
what changes could be madr,to reduce the errors made by PCs, and what changes
were necessary to increase the retention of important knowledge, understanding

and skills by the graduating PCs. The elements which should be amplified,
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reduced or eliminated and thc program objectives which were central and whichwere peripheral to the program were also studied. The conclusions of theirwestigat6rs which are summarizcd below address the feasibility of selected
curricular elements. 

a. The curriculum should be viewed, clearly, at a technical rather thanat a professional level. For example, the hours devoted to theoretical cntentshould be tailored specific,.1y in anatomy and physiology of the skin to thediseases of the skin found in Bangladesh. the effects of pharmacologicalsolutions on the skin, and the effects of nutrition on the development ofskin disorders. Detailed content about disease processes and theoreticalteaching of pathology are not necessary at this level of practice. 
b. The study of drugs should be related directly to the disease processesstudied, and should also include the traditional approaches to plrmacy usein the count-ry. The importance of calculiting the proper dosage, especiallyfor children, must be reinforced throughout thercurriculum. At this level,repetitive attempts must be made to transfer ? respect for drugs; theirtoxic effects, side effects, potential for stimulating allergic reactions,and contra- indications. 

c. The importance and timely administration of tests to serve as a meansfor discriminating as between content learned and content not learned mustbe reinforced along with the understanding of the remedial value of tests.Quizzes or te.sts should be used readily and frequently in order to identifydifficulties in comprehension, understanding mid/or transfer of lemaTdng. 
d. At a technical level the program emphasis should be on the directapplication of principles. Field work is the heart of this type of curriculumand should be carefully monitored and supervised. For each theoretical les!ona clinical application capontnt should be identified as well as the necess .-ypsychomotor skills essential to that experience. 
e. Each student should keep an accurate student record of clinical symptomsseen and treatment analysis completed in the field or reviewed throughslides. The eligibility to sit for exmninations should be based on thesuccessful completion of a predetermined number of clinical experiences. 
f. The curriculum should be designed to provide for- modules of packagesof content which are comprehonsive, stress principles, including eximples,and use oral-visual and auditory exercises to reinforce principles and toidentify and .malyze major symptoms and treatments. 

The technology and parnnedical training curriculum presented here arepart of the standard equipment and strategy used in similar programs ofother developing countries. With care and proper maintenance, the suggestedequipment can produce effective and low-cost teaching aids that will complewr.£
the curricular model. 

http:specific,.1y
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D. Administrative Analysis 

1. National Level Organization 

The Palli Chikitsak Progrm is administered by the Health Divisionof the M4PC which is responsible for both oreventive and curative healthservices. Within the Health Division xnder the Director General forHealth Services is the Director of Health Manpower Development (D*.rI)(see Figure V-i) who is responsible for training activities, including
those of the PC program. 

The National TrainLng Center (NTC), which will be establishedunder this project will also fall under the overall authority of theDirector General and the Dl-pD. The long-term contract tcam, whichwill be emloyed under the general terms and conditions .specified inthe host country contract, will work with its designated coumterparts:the Advisor/Tem Leader with the Director of the PC program- the HealthEducators with the two 14LDC Health Educators assigned to the NTC. 
The Building, Planning and Designs Unit of thie Ministry of Healthand Popudation Control is responsible for all the Ministry Is building

programs. This office is staffed by the following professional levelpersonnel: Superintondent Engineer, Architect, Executive Engineer,four Assistant Engineers, Pnd four Sub-assistant Engineers. The ProjectImplemontation Letter on construction wil.' describe the designs,specifications and construction schadules for the 74 thana PC studenthostels to be built as part of this project. Authority for contractingand procurement will be delegated to the Thana Health Adminstrator (M1A)who will report directly to the Building Planning and Design Unit staffon the construction program. The Assistant and Sub-assistant Engineers
will insure adherence to Bangladesh Government specifications forbuildings of this type. They will certify build3ng completion and providecopies of the certification to USAID according a schedule,to and in aform, which will be agreed to and described in the PIL. 

2. Thana Level Organization
 

The ?W4PC is in the process of integrating health and ,.opulation
activities and to this cnd. at the national level, one Secretary has
been appoin.,d to be responsible for both sectors. Personnel at the
thana level and below are 
 -Iso being effected by this integration
process. As seen at Figure V-2 changes hi, o beth '.-,d'in job titleswith ill be accompanied by subsequent changes in job responsibilities.Supervisory duties have also been reorganized but these changes are
 
not expected to impact negatively on 
 the PC program or the MO trainingcorponent. In fact, as the TMAs assume increased reosonsibilities 
as T'FPAs. the project proposal to train ?Os as PC teachers and to
give the YOs the responsibility for PC program coordination, 
 is viewedby *,UPC as an acceptable administrative change. 
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FIGURE V - 2
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3.. Current Project Administration 

Consultants visited THC training ceiters in July and August 1980
and met with PC trainees in Class 2 as well as graduates from Class 1.
More recently USAID personnel have visited some of the 200 currently
operating training centers where Class 3 PCs are enrolled. In all casesclasses were in session and PCs were receiving stipends of 100 Taka
according to the progrm plan. Medical kits were also provided buteducational materials in many cases were not available. The WPC, awareof the weaknesses in curriculum, design, educational materials and qualityof teaching, has specifically requested assistance to make needed improve­
ments and trill fully support the NTC and proposed project activities. 

4. Contractors' Administrative Responsibilities
 

Under the host cotntry contract the long-tern advisors will assumemuch of the administrative work of the project including materials
reproduction and comnodity procurement. The entire WIC operation including
MO training courses will be administered by the contractors. 
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E. Financial Analysis 

Total AID inputs for this project are $ 6,932,000. The budget by
project cmponent is as follows (based on detailed budget tables of 

LJSAID Inputs $000~ 

FX LC To.1_ 

1. Technical Assistace(Foreign Advisors) 89.1 72.9 964.0 

2. National Training Center Operation 52.9 123.1 176.0 

a. Staff - (27.4) 

b. NTC Rental -md Furnishing (52.9) (95.7) 

3. PC Core Training Improvment 1,763.1 918.2 2,681.3 

a. Trainer Training - (58.5) 

b. Orientation for senior MiPC 
field staff (4.1) 

c. THC Training Equipnent (138.1) (75.6) 

d. PC Training .Mnuals&Equipment (1,625.0) (780.0) 

4. MCH/FP Training for Female PCs 310.0 400.5 710.5 

5. PC Recertification Course 292.5 292.5 

6. PC Thrice Annak-l Meetings - 292.5 29.5 

7. Hostel Construction 1,100.0 1,l0Go 

8. Evaluation 55.0 51.0 

9. Contingencies (10%) 301.7 326.5 628 2 

TOTAL 
 3,318,8 1,q81.2 6,900.0
 

(481/1) (52 %)I 
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4/.9 percent of USAID inputs -re foreign exchange costs and 52.1 Dercent 
are local currency costs. The largest component of nsistance is improvement
to PC core training (38.7%) followed by hostel construction (15.9%) and
 
foreign technical assistance (13.9%). Supplentary j./FP training for
 
female PCs constitutes 10.2% of total AID inputs.
 

The BDG contribution for the four-year project period, as shown in 
Amex C, is $ 16,562,000, covering all recurrent costs of the PC training
prog-ram, including honoraria for trainers, student stipends, and basic trainirI
materials. This budget does not include the in-kind costs of 144K personnel
involvement in project administion and training -and other overhead costs.
Addition of those in-kind costs would substantially increase the BDG
 
contribution.
 

The BDG will be able to continue financing the On-,di.g costs of the PC 
progr arafter USAID inputs are conmleted. The BDG is already financing all
 
recurrent costs for the progrm. By the end of the project, all 65,000 PCs
will have tmdergone basic training. the earlier classes will have received 
recertification training which includes skill upgrading, and all female PCs
will have receivod supplecentary "./FP training. After that point, the only
-annual recurrent costs for the BG will be occasiorul PC courses to replace tho:,e
lost by attrition.; biennial recertification training, and thrice-nnual tPMna.
meetings, Assuming a 5 porc_nt annual attrition rate, PC core training will 
cost approxirately $ 250,000. Thrice-annual PC meetings will cost $ 300,000
.,d recertification trnining $300,000 annually, for a total annual recurrent. 
cost of $ 850,000. The ,,IPC is aware of this modest recurrent cost rnd has 
planned for it. 
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F, Bhirgnmental Analysis 

I. Exainatki of Na uue, Sc:ve and U4agitudce o' EnviroOz2enta l Ipact, 

A. !Pescriptic of Project
 

The Bansladesh Govermznent has ";nidtei a 
progra= to train oneindivid'ual fro= each o$the 65; 000 vi_.Iages in Bangladesh as a zI.iaryhealth care mractitioae:, k1ow as ,:alii ch.kila" or ,villag eThese pa.li chi-1itsak will be trained to treat the majority of cormmonvillage diseases, to give If:ist a;id, to.provide iLformatio, on hygiene
and other aspects of preventiva health care, 
 to provide fam--ily planninginormatioa and services, an-d I6c res--r cases which they are unable totreat to the neares! gv'erm.ment h1.alth,,4cility. They will be paid bytheir comrn.miues oa a fee or servid'.asis. To the greatest e.tent
possible, the gover=.ent 
v. 
 attempt to recruit wc'=ea and indigenousvillage health practitioners Zc. this training. The program has beenunder'ay for about a year. The 1.frst fifty trainink centers have beenopened, each with a c Lass of up to fifty sudents. The PalIi ChikitsakProject will assist the gcverment"to L-mprove the quality of pal
ch.iitsak training through technical assistance, teacher trainingtraining
=aterials poduction, and other cquipnent and supplies. By the endof the project, the goveroment will have increased capability to expandthe training prograrm so th-.t its aeal of nationwide heiath coverage
eventially be reached. 

can 

B. 
identillcation and Evauluatom of EviZroar-ental Izmpacts: 

Since this project is a hu=aa resources 
does not havz a di:ect !=pact 

and training program- it 
on the environ~ent.

successi-al in the long 
If the project iste= 
 in Leading to improved health and consequentlylower mertalit- in rural Ba!iladesh, iZ =ay have one indirect adverseenvLron=ent-I eifect by a.UowLn=S lor zz increased population growth rate,thereby. increasing the pressures on the Land-. This adverse effect =ay,be counteracted, however, by the fact that paLU chikiteak wil zmakeavaflable Contraceptive information. and servicesthat decreased rmrtalitt and by the probability=ay"radice the villagers' pezceived need for
 

many claildrem.
 

IL Recom==e:r.4--za for Z-virozetal Ac"om
 

The project will not ha", 
 a siniicant eff.ct or. the eavi-oa-,ec,T-erelore a N.Ne-antive. '7etermy---icai recormendecL 
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 cant) FY l, $5,000, 000 

Life oi- Project : FY 81;-Y 8. 

IEZ Prepared by : Vi-rikka Molldrern rate: September 17, ;979 
"Action, aeci"" ~Negative J"eternjiajo

", - ,.;. - *: See Page attcited. 

\Cciaxrence : K1ii -a.iiector Date: 

Assistant Axi.hiaitratorus C'ecisic,: 

Approvc. : 

Disapprove : 

Date : 2-9,/f 7 
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PART VI: PROPOSED CONDITIONS AND COVENANTS 

The following conditions and covenants will be written in theBDG/USAID Grant Agreement: 

A. USAID. Subject to the availability of funds,the resourc-s in the amounts AID will provideand according to the schedules described in theProject Paper. 

B. Government of Bangladesh (BrGr/!WC). 
1. The BDG will provide the budget in the amounts and on the scheduleshown inTable C-U. 
2. The BDG will assign counterpart personnel as follows: Two KWhealth educators will be assigned as permanent employees to the NTCwho will be qualified by education and experience for their counterpartassignments. Except in extraordinary circumstances they will not betransferred during the course of this project. If transferred, theywill be replaced imediatcly. Following the termination of technicalassistance, the BDG counterparts will be assigned to the Health ManpowerDevelopment Directorate of the IHPC. The Director of PC program willwork parttime with the Consultant Team Leader to ensure project coordina­tion at all levels.
 

3, The 
C:!-,exes 

32S NOs trained inthis project will be assigned to Thana Health 
at the THC, 

inwhich PC training istaking place. They will be responsiblefor the coordination and imnlmentation of all PC trainingactivities. From 1985 onward the W) trainers will be assigned to the74 permanent PC training centers, not less than two per centre. 
4. Palli Chikitsaks will be required to underago bi-annual. in-s"rvicetraining (two to three week program) as a'condition o- their recertifi­
cation. 

5. Palli Chikitsaks will be private practitioners, entitled to chargeclients reasonable foes for their services. 
6. Female PC students will be a4nitted to the progr-m without regard
for their marital status, 
 , married, widowed or divorced. 



SEE #3880055005801 FOR CONTINUATION
 


