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I. RECOMMENDATION AND SUMMARY
 

RECOMMENDATION
 

USAID recommends that the Family Planning and Health
 
Services Project (FPHSP) be approved on grant terms for total
 
five year funding of $178.00 million. USAID will obligate
 
funds for support of Bangladesh Government (BDG) activities in
 
family planning (FP) and maternal and child health (MCH)
 
through annual Project Guant Agreements with the External
 
Resources Division, Ministry of Finance. Funds for
 
non-.governmental organization (NGO) activities in FP/MCH will
 
be obligated through Cooperative Agreements with international
 
and national NGOs.
 

PROJECT SUMMARY
 

The FPHSP has four components: (1) Support for BDG FP
 
Activities; (2) FP Social Marketing; (3) NGO FP Activities, and
 
(4) Other MCH Activities. Component 1 and some activities
 
under Component 4 provide direct support for BDG national FP
 
and MCH programs. Components 2, 3, and some activities under 4
 
provide support to national programs through NGOs.
 

The goal of the FPHSP is to reduce current high levels of
 
fertility and mortality that restrain the attainment of
 
sustained development in Bangladesh. The purpose of the
 
Project is to improve the coverage and auality of family
 
planning and maternal and child health services in Bangladesh.
 
The following objectives, set for 1991, will facilitate
 
measurement of interim and end-of-project progress in achieving
 
the project purpose:
 

Indicator 1991 Obiective 1986 level
 

Contraceptive Prevalence Rate 40% 29.8%
 

Oral Rehydration Therapy
 
Treatment (ORT) Rate 60% 20%
 

Effective Use Rate 75% To Be Estimated
 

Coverage Rate--Urban Infant
 
Immunization 65% 5%
 

Coverage Rate--Urban Female
 
Immunization 60% 5%
 



During design of 
the FPHSP. USAID has identified several
issues for regular attention during project implementation:
 

A fundamental project 
theme is promoting greater coverage
and continued use of 
family planning and MCH services ,ftiizing

public and private sector mechanisms to improve service

delivery. 
The FPHSP project design acknowledges the need
provide more effective services to 

to
 
"spacers" (relatively young


couples wishing 
to delay births). Supplementary travel

allowances 
to FP fleldwockecs and establishment of new
contraceptive/ORS sales distributorships 
in rural areas will
 ensure easier access to 
temporary FP methods. 
 In addition,

reimbursement payments for 
clinical procedures (11S and IUD)
will continue to ensure 
that poor couples can take advantage of
 
a full range of effective methods.
 

The project will pay particular attention to 
the oualitv
of service delivery. Efforts will be made to ensui:e 
that
 
clinical services are 
provided by well trained professionals

in a manner that allows for appropriate client counselling and
follow-up. 
 Family planning clinical surveillance teams will
contirm service quality and directly address inadequate

standards. In the case of 
non-clinical temporary methods,

FPHSP will support efforts to 

the
 
enhance the quality and frequency
of fieldworker-client contacts 
in BDG and NGO program areas.
 

The FPHSP will encourage the implementation of the BDG
decentralization policy involving devolution of 
responsibility

and resources "'or family planning and MCH to 
the Upazila

(Sub-district) level. The project will also give regular

attention to 
opportunities for administrative improvement in
 
FP/MCH

service delivery. Operations Research 
(OR) will test promising
alternatives to current 
(1) record keeping and reporting

sytems; (2) FP/MCH fieldworker performance standa rds; and
(3) fieldworker-client contact 
patterns. The FPHSP will also
 
support extensive training for MOHFP and non-governmental
 
fieldworkers.
 

The FPHSP will continue to be concerned with upgradinq
the FP logistics system. TA consultants will assist with

installation of 
new procurement, distribution, and information
 
systems and will continue to coordinate US-based contraceptive
 
procurements.
 



II. PROJECT BACKGROUND, GOAL AND STRATEGIES
 

INTRODUCTION
 

In Banoladesh, a predominantly rurral population of 102 
million lives 
in an area the size of Wisconsin under
 
conditions of extreme 
poverty and deprivation. Even though
 
over 80 percent of the population is rural based, the
 
population density in Bangladesh (1800 per square mile) is
 
only exceeded by the city states of 
Hong Kong .and Singapore

(BBS, 1986a). 
 The majority of the population lives below the
 
officially designated poverty line. 
 Roughly half of the rural
 
population is functionally landless and 
at least a third of the
 
labor force is 
either unemployed or underemployed. While there
 
has been some gradual improvement in educational attainment
 
over the past two decades, literacy rates are still among the
 
lowest in Asia. The 1981 Population Census reported that only

18.8 percent of all women over the age of 
15 years were
 
literate, while adult male literacy stood 
at 39.7 percent.

Long-term development may prove difficult 
to sustain owing
 
to population increase of at least 2.4 percent per 
annum,

uncertain prospects for agricultural production, and 
a slowly
 
growing industrial sector.
 

Nutriticnal deficiencies which 
induce and exacerbate
 
disease and increase the high risk of 
early death are endemic
 
in Bangladesh (Ahmed and Hassan, 1983). 
 Malnutrition most
 
severely affects children under five years 
of age and pregnant

and lactating women. Miscarriages and stillbirths 
are common,
 
a high percentage of babies are 
born with low birth weights,

and many children are malnourished from birth. 
At present,

fewer than 2 percent of all children receive basic
 
immunizations or have regular access to medical care.
 
The sex-biased distribution of available food among family

members compounds the difficulties experienced by female
 
children and mothers. Female children have almost three times
 
the rate of malnutrition as males and 45
a percent higher
 
mortality 
rate among the severely malnourished.
 

infant mortality is officially estimated 
to be 125 per

1000 live births, but unofficial figures are usually higher.

Expectation of life birth officially 50 years,
at is 
 the child
 
mortality 
rate is 22 per 1000 (tor ages 1-4 years), and the
 
overall death rate is ]5 
per 1000. Maternal mortality,
 
estimated at 6 per 1000 live births, at
is least. 100 times
 
higher than rates for developed countries 
(BDG, 1985:372-78).

Owing to the paucity of 
credible national morbidity and
 
mortality data, it is not possible to whether health
assess 

conditions are improving 
for the majority of the population.
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The basic problem in Bangladesh is simple but potentially
overwhelming: 
too many people living on too small a land area,
with insufficient infrastructure, natural 
resources, capital
and technical skills to significantly increase real per-capita

income and achieve improvements in health, employment,
environmental quality, and general living standards.
Development efforts have become, in 
essence, attempts to stay
ahead of the population growth rate and 
prevent social and
 
economic deterioration.
 

Projections show that population growth will continue in
Bangladesh for 
a long time 
to come even under the most
optimistic scenario. 
 Should fertility and the current official
growth rate of 
2.4 percent per year be maintained, the
population will double (to 
about 200 million) by 2010 and
continue to spiral upward to 
nearly 360 million by the year
2050. Even if fertility and the growth rate 
fall rapidly, the
high "population momentum" associated with the young age
structure of 
the population will sustain continued population
growth into the 21st century. Assuming that replacement level
fertility is reached by 2035. the population of Bangladesh will
only become stationary by the 21st century, at which time the
total population is projected to 
be 454 million (World Bank,
198,1:254).
 

The Government of Bangladesh (BDG) faces 
severe
constraints in its efforts 
to implement an effective family
planning program. While commitment of 
the highest government
officials to 
a strong family planning program is
unquestionable, inconsistent administrative policies, weak
infrastructure, a poor distribution system and cultural
constraints affecting the autonomy and mobility of 
women have
 
affected the program.
 

The national 
family planning program has experienced
numerous setbacks since its 
inception in 1972 (including a
decline in program performance in 1985), 
but the overall trend
has been a gradual 
increase in the level of contraceptive use.
When the program was launched in 1972, 
fewer than 10 percent of
married couples in the child-bearing ages were practicing
contraception. According to 
the 1985 Contraceptive Prevalence
Survey (CPS), 
29.8 percent of all eligible couples were
practicing either modern or 
traditional methods 
of
contraception (Mitra and Associates, 1987). 
 There are
indications that 
a modest reduction in fertility has occurred
between 1981 and 1985; 
namely, a decline in the total fertility
rate from 6.3 to 
5.6 (a decline of about 11 percent).
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In the long run, development assistance will 
].ikely have

little impact unless Bangladesh is able to substantially reduce

its rate of population growth. 
 Family planning and other
 
health programs, particularly maternal and child health 
(MCH)

services, must be addressed in a coordinated tasnion at the
 

as
same time the country strives to develop its agricultural,

industrial and human 
resource sectors.
 

RELATIONSHIP TO USAID STRATECY
 

A central element of tiue USAID Country Development

Strategy for Bangladesh consists of 
funding for programs that
 
promote the limitation and spacing of births. While major

support is provided foc public and private sector 
family

planning activities, USAID is also 
providing assistance for

additional MCH interventions such as 
oral rehydration therapy

and immunization services. 
 USAID is also interested in
 
identifying mechanisms 
that generate greater demand for 
family

planning and MCH services; (e.g. through information, education

and communication (IEC) initiatives and by promoting higher

female educational attainment, employment outside the home, 
and
 
postponement of early marriage).
 

The effort to reduce current high levels of fertility and
mortality complements the other development strategies that 
are

central to the USAID program of 
assistance in Bangladesh;

namely, increasing food security and 
expanding employment.

Fertility reduction and 
increased agricultural productivity

both essential in order to generate higher per capita 

are
 
food


production and consumption and reduce diseconomies associated

with continued land fragmentation. USAID is promoting greater

agricultural productivity through the development and
 
dissemination of agricultural technologies (including 
new HYV

inputs and fertilizers), improvement of irrigation and 
flood

control facilities, enhancement of 
rural infrastructure (e.g.

through village electrification and feeder 
road programs), arid
 
the promotion of market-oriented public policies.
 

Employment creation is 
crucial for the generation of
higher per-capita income in Bangladesh. The USAID employment

strategy encourages increased on-farm employment through 
the
 
promotion of HYV technologies and greater intensity of
 
production (multicropping), off-farm employment through the

expansion of small 
and mdium size enterprises, building rural

infrastructure, and expanded educational and employment
 



opportunities for 
women. However, if overall levels of
unemployment and underemployment are 
to be significantly

reduced within the 
next thirty years, diminution in labor 
force
size will need to complement future job creation efforts.
 

NATIONAL POLICIES, GOALS AND STRATEGIES
 

The Government of Bangladesh continues 
to view reduction
in the rate of population growth 
as 
its highest development
priority and remains committed to achieving this objective
through an effective public and private sector 
family planning

and MCH program. 
The BDG program provides a wide range of
contraceptive choice 
to married couples in 
a manner as
acceptable and convenient as 
possible for 
the client. The
program is totally voluntary and the BDG is 
firmly opposed to
coercion or pressure on couples 
to accept contraception or 
use
 
any particular method.
 

In the 1985-90 Third Five Year Plan 
(TFYP), the BDG
readily admits that 
it has fallen short of 
the demographic

objectives formulated in the Second Plan 
(1980-85); namely,
reducing the birth rate 
to 32, the death rate to 12 and
increasing the contraceptive prevalence level among eligible
women to 37.5 percent. However, 
in projecting future growth of
contraceptive use 
and reductions in tertility, the BDG 
remains
optimistic. 
 The TFYP adopts the following goals for the year
1990: 
increasing overall national contraceptive prevalence 
to
40 percent (from 29.8 percent in 1985). 
reducing the birth 
rate
to 31, the death rate to 13, 
and the population growth rate of
 
1.8 percent.
 

In addition to 
the demographic targets established 
in the
TFYP, 
a BDG MCH Task Force has developed a "National Strategy
for a Comprehensive MCH Programme" which- presents health
targets 
for the year 1990 adopted by the Ministry of Health and
Family Planning (MOHFP, 1985). 
 The specific targets
established include: 
 reducing the infant mortality rate 100
(from an officially estimated 125 
to 


in 1985), the child mortality
rate from 22 
to 12 (per 1,000 children aged 1-4), the maternal
mortality rate from 6 to 
4 (per l,OOc births), and raising life
 
expectancy from 50 
to 54 years.
 

These objectives are to be 
reached by implementing four
 
intervention strategies; 
namely,
 

o Family Planning (FP);
 
o 
 Expanded Programme of Immunization (EPI);

o Oral Rehydration Therapy (ORT);
 
o 
 Safe Birth Practices (SBP).
 



The objectives established for EPI, 
ORT and SBP coverage are as
 
follows:
 

o 90 percent of the 
infant and child popiuation

provided with ORT services;
 

o Basic immunization (DPT, measles, TB and polio)

to 
80 percent or more of all children;
 

o 65 percent of the population covered with primary
 
care health services and;
 

o 50 percent of expectant mothers provided with

ante-natal examinations and delivery by a trained
 
birth attendant.
 

USAID considers these goals laudable, but believes 
they

may be overly ambitious, especially with regard 
to the
provision of MCH services. However, the emphasis on reducing
infant, child and maternal mortality as well as fertility is
appropriate, and the focus 
on FP, EPI, ORT and SBP as primary

interventions sound.
 

PUBLIC AND PRIVATE FP/MCH PROGRAM STRUCTURE (1981-86)
 

Existing FP and MCH services 
are offered through the
following public and private sector 
resources.
 

1. With support from the World Bank, a network of
government clinics and 
health centers is being built to
provide a full range of 
family planning and MCH services,

the goal being one sub-center in each Union (average

population 20-25 thousand), with referral 
tc larger more

complex centers at 
the Upazila level (average population

250 thousand). According to recent BDG 
information, 1500
 
Union Health and Family Welfare Centres (UHFWC) are

functional and another 480 will 
be added through

conversion of 
other existing facilities (e.g. rural
dispensaries). After construction of 
1,000 UI-FWCs in the

plan period 1985-1990, nearly 75 percent of all unions
 
will have such a center.
 

2. A staff of about 28,000 at Upizila and Union levels

provide door-to-door services, 
recruit new family planning
and EPI clients, resupply current users 
of temporary

contraceptive meithods and distribute ORT packets. 
 This
staff includeE 
13,500 female Famil-y Welfare Assistants

(FWAs), 10,000 male health assistants (HAs) and 4,500

Family Plaqnng Assistants (FPA)s. An additionaL 10,000

FWAs will be be trained and assigned to the government's

FP/MCH delivery system over 
the next file years.
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3. 
Approximately 90 non-governmental organizations (NGOs)
are engaged in FP and MCH activities throughout

Bangladesh. These organizations function primarily in
urban and peri-urban areas, 
but are currently extending

services to rural areas as well.
 

4. A USAID sponsored private sector sales effort,
Social Marketing Project (SMP), 
the
 

was designed to make
inexpensive modern contraceptives and ORT packets widely
available in retail outlets 
throughout Bangladesh.
 

The primary implementation strategies currently being
pursued by the Government of Bangladesh are 
as follows:
 

o The functional integration of all health and family
planning activities at the Upazila and Union levels;
 

o Gradual expansion of MCH services through family

planning field delivery mechanisms;
 

o Increased utilization of NGOs and voluntary community
 
groups to provide services;
 

o 
 Greater emphasis on domiciliary services in public and

private sector programs.
 

The Ministry of Health and Family Planning (MOHFP) has 
an
extensive family planning service delivery network that has
potential to provide free 
the
 

or low cost services to the rural
poor, particularly in 
remote areas. The public sector
predominates in 
the delivery of clinic-based family planning
methods such as voluntary sterilization (VS), 
IUD and
injectable services and provides non-clinical spacing methods,
pcimarily oral pills and condoms. 
 The Social Marketing Project
(SMP) utilizes private 
sector promotional and marketing
techniques to 
expand the availability of condoms, 
oral pills
and foam tablets. The SMP currently sells its products at
subsidized prices through an 
established network of 25,000
retail outlets nationwide. Finally, NGOs 
use a wide range of
approaches for delivery of services, including both
clinic-based and community-based programs, in which female
fieldworkers deliver 
birth-spacing methods and 
limited MCH
services door-to-door and make referrals 
for clinical methods
 
and immunizations.
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FP/MCH PROGRAM RESULTS (1981-86)
 

The 	1981-84 USAID Family Planning Services 
Project (FPSP),

and the 1984-86 Amendment 
to that Project, concentcated
 
resources on improving and expanding the delivery rf 
family

planning services through the MOHFP system, social 
marketing,

and NGOs. The overall objective of 
the 	project was to increase
 
the 	prevalence rate 
for modern family planning methods and
 
reduce the rate of population growth.
 

The 	FPSP contraceptive prevalence objective, 
as amended in
 
July, 1984, was the attainment of a 25 
percent prevalence rate
.or 
modern methods among all eligible women (currently married
 
women aged 15-49) by December, 1986 (and 28 percent modern
 
method use by December, 1987). According to the 1985
 
Contraceptive Prevalence Survey (conducted in early 1986) 
the
 
following performance levels were achieved:
 

TABLE 1
 
CONTRACEPTIVE PREVALENCE RATES
 

1. 	 Percent of 
All Eligible Women (Currently Married Women
 
Aged 1.5-49) Using Contraception
 

1983 1985
 

Modern Methods 
 13.8% 18.4%
 
Traditional Methods 
 5.5% 6.9%
 

All 	Methods 
 19.3%. 25.3%
 

2. 	Percent of All Couples Using Contraception (Adjusted for
 
Underreporting of Male Methods Eligible Women
 
Respondents)
 

1983 1985
 

Modern Methods 
 16.2% 22.9%
 
Traditional Methods 
 5.5% 6.9%
 

All 	Methods 
 21.7% 29.8%
 

Modern Methods are Pills, Condoms, IUDs, Foams and Jellies,

Injectables, Vasectomy and Tubectomy. 
Traditional Methods are
 
Abstinence, Safe Period, and Withdrawal.
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While 1985 CPS estimates are not inclusive for the period

through December, 1986, it not that
is likely, the modern method
 
contraceptive use objectives of 
the FPSP (1981-86) were
 
achieved. This outcome can 
be attributed in part to
 
disappointing program performance during the 
last quarter of

1984 and much of 1985. Over this period, the number of VS and
 
IUD clients served by MOHFP facilities and workers declined by

about 48.8 percent and .7 percent respectively. Condom
 
distribution fell 
by 27.4 percent. pill distribution declined
 
by 11.3 percent, and foam tablet and 
Emko distribution dropped

by 63.6 percent and 
15.7 percent respectively. While the
 
decline in provision of VS is in
services apparent both BDG and
 
NGO programs, serious systemic problems impeding service
 
delivery within the MOHFP will require priority attention in
 
the near future.
 

MAJOR DONOR ASSISTANCE IN POPULATION AND HEALTH
 

In the population and 
health sectors, USAID

assistance has 
been focused on upgrading and improving access
 
to family planning services. In 
the future, significant
 
support will 
be provided to the provision of other
 
complementary MCH interventions. Major f:unding for family

planning is also provided by the World Bank and 
UNFPA. Other

donors giving assistance to the BDG in its 
family planning and
 
MCH programs 
include the Asian Development Bank, several
 
international NGOs, and bilateral donors; namely, the United
 
Kingdom, Japan, Canada, Norway, Sweden, Australia, Japan,

Denmark, the Netherlands, and West Germany.
 

In past years. UNICEF and WHO have 
taken the lead in

providing assistance in health. 
 These UN agencies, along with
 
the World Bank, will continue to have substantial influence in
 
the design and implementation of health care 
programs

(including MCH interventions) in Bangladesh. However, UNICEF
 
provides no support for 
family planning while WHO has 
only
 
marginal involvement.
 

Cooperation between USAID and other major 
international
 
donors has 
been excellent. 
 A local consu tative group of
 
donors 
meets quarterly with BDG officials 
to discuss problems

and insure smooth coordination of all inter-related donor
 
supported projects. In addition, a special committee meets
 
monthly for coordination of logistics support and 
there is
 
frequent informal consultation among donors.
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PROJECT RATIONALE
 

Given the objectives of the BDG in 
the population and
 
health sectors, the 1987-91 Family Planning and Health Services
 
Project (FPHSP) has two main goals:
 

o To assist Bangladesh in efforts 
to reduce fertility
 
and the rate of population growth:
 

o To assist Bangladesh in reducing current 
high levels
 
of infant, child and maternal morbidity and mortality

associated with closely spaced and 
other high risk births,
 
immunizable childhood diseases and 
dehydration due to
 
diarrhea.
 

The FPHSP will increase the availability and use of modern
 
contraception and 
promote the adoption of other effective MCH
 
interventions (particularly early childhood and maternal
 
immunization services, oral rehydration therapy, and 
vitamin A
 
supplementation). )'ursuit of the dual goal of reduced
 
fertility and lower mortality among children and mothers 
should
 
encourage balanced demographic change at the household level:
 
namely, fewer children will 
be born and more will survive to
 
live productive lives and avoidable maternal deaths will 
be
 
reduced.
 

The underlying rationale for 
this approach is based on
 
overwhelming evidence that family planning and MCH
 
technologies, when effectively deployed, 
can substantially

reduce fertility and mortality. It has also been demonstrated
 
that high use levels for FP/MCH technologies can be achieved
 
within the social and economic context of Bangladesh.
 

Recent research conducted by the International Centre for
 
Diarrhoeal Disease Research, Bangladesh (ICDDR,B) has 
provided
 
evidence that effective family planning service delivery can
 
reduce fertility as 
well as infant, child and maternal
 
mortality in areas that have 
not experienced substantial 
social
 
and economic development. When latent demand for 
culturally

appropriate family planning services 
is effectively met, the
 
result is an increase in contraceptive prevalence and lower
 
fertility and mortality among 
the most vulnerable segments of
 
the population: namely, mothers and 
children.
 

In order to sustain increases in contraceptive prevalence
 
over the long term in Bangladesh, it is likely that
 
socio-economic change affecting 
the demand for contfaception
 
will be required. 
 For example, improved female literacy and
 
educational attainment have been viewed 
in other environments
 
as requisites for major sustained declines in fertility and
 
mortality. In addition, improved infant and 
child survival
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are, in the long run, likely to be crucial factors in altering
the high fertility norms 
still prevalent in most Bangladeshi
families. However, the strength and 
temporal dimension of what
is commonly referred 
to as the "child-survivorship hypothesis"
is not 
immediately apparent within the present socio-economic
 
setting of Bangladesh.
 

The overall goals of 
the FPHSP include both fertility and
mortality reduction. Research findings 
indicate that
in severely impoverished settings such as 
rural Bangladesh
(characterized by high fertility, nutritional deprivation and
limited access to 
modern health care) family planning
interventions can have a substantial positive impact in
reducing childhood and maternal mortality. Reducing high risk
births (i.e. births 
to women under age 18 and over age 35,
parity four 
births and above and births occurring at intervals
of less than two years) has been shown to 
significantly improve
maternal and child health (e.g., 
see Trussell and Pebley, 1984;
Phillips, et 
al., 1984b; Koenig, et al., 1986a,b). Taking into
account cost, 
feasibility of implementation and potential
impact 
on mortality and morbidity, USAID has 
identified
improved access to family planning services 
as the intervention
likely to have the greatest impact on MCH in 
the near future.
 

In designing FP and MCH service delivery strategies, it
has often been maintained that offering comprehensive MCH
interventions simultaneously with family planning services will
lead to higher contraceptive prevalence. 
The credibility of
family planning workers and 
their acceptance in local
communities is thought 
to be enhanced 
if they provide curative
health services. While the 
intuitive logic of this view is
undeniable, there appears be
to little empirical evidence from
Bangladesh to support it. In 
fact, operations research
findings from the 
ICDDR,B program area in Matlab tend to
support an opposite conclusion; namely, that when family
planning fieldworkers providing the 
standard minimal package of
MCH services are trained to provide a wider range of MCH care,
their effectiveness 
in family planning suffers and
contraceptive prevalence declines, 
at least in the short run
(Phillips, et 
al., 1984(b) and DeGraff, et al., 1986). Family
planning fieldworkers can successfully take 
on additional MCH
tasks, 
but only if these are 
added slowly, in a carefully
phased manner, so that workers are not overwhelmed. 
The best
strategy appears 
to entail the provision of comprehensive
family planning services through female fieldworkers (with good
clinical backup at Upazila 
level Health and Family Welfare
Centers), and 
then to add time-intensive MCH services 
in stages.
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Essential elements of the FPHSP strategy are follows:
as 


1. Support for Public and Private Sector Family
 
PlannincT and MCH Services
 

The FPHSP will promote greater coverage and continued use
 
of family planning and MCH services utilizing public and
 
private sector mechanisms to improve service delivery. The
 
project will encourage the implementation of effectivo service
 
delivery strategies; namely, door-to-door provision ot
 
contraceptive information and supplies, service delivery to
 
women by women (preferably from the same local community), and
 
follow-up support to clients. Attention will 
be given to
 
enhancing logistical procedures that encourage adequate and
 
timely provision of contraceptive supplies to field workers, to
 
improving the recruitment and training of FP/MCH personnel and
 
to strengthening the MOHFP reporting system and program

analysis capabilities of the MIS kManagement Information
 
System) Unit.
 

In addition to the promotion of family planning as a
 
significant health intervention, other MCH interventions will
 
receive gteatnr support in the future. This strategy,

coordinated with other donor assistance, currently promotes

four health interventions; namely, child spacing, immunization,

oral rehydration therapy (ORT) and nutrition (primarily vitamin
 
A supplementation). Persistently high levels of maternal
 
mortality in Bangladesh may require additional program efforts
 
(e.g. safe birth practice training and improved referral
 
systems for pregnancy complications and ante-natal care) which
 
USAID will consider supporting in coordination with other
 
donors.
 

2. Enhancing the Range of Contraceptive Choice
 

USAID will continue its efforts to make a full range of
 
contraceptive methods readily available, to disseminate
 
information about all methods, and to ensure adequate

counselling of potential VS clients to promote informed
 
choice. While there is growing demand for temporary methods
 
that promote birth spacing (particularly among younger women)

the number of couples wishing to cease all childbearing remains
 
high. For most of these couples, VS has been the method of
 
choice. Therefore, USAID will continue to ensure that quality

VS services are available while, at the same time,
 
strengthening other clinical methods (e.g. the IUD and
 
eventually NORPLANT) and increasing the availability of condoms
 
and pills, thereby allowing couples greater access to
 
birth-spacing methods.
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In addition to the growing number of 
couples wanting to

delay or space their pregnancies, analysis of 
the 1985

Contraceptive Prevalence Survey indicates that 
a substantial

proportion of 
those wanting no more childlren preferred a
 
temporary method. 
 In order to meet 
the needs of both spacers

and limiters, 
increased attention will be given to making

information and 
services concerning non-terminal methods of

contraception widely available, 
 This will be supported through

better information and improved outreach by the flDG 
delivery

system, expanded NGO service delivery, targeted distribution
 
strategies utilizing social marketing and 
improvements in the

distribution system for contraceptives within Bangladesh.
 

3. ImDroving the Quality of 
Care
 

On the basis of numerous 
studies conducted in Bangladesh

and elsewhere, 
it is clear that the quality of care is a major

factor affecting initial adoption and continued use 
of family

planning and health services. Clinical services must 
be

provided by well trained persons a setting that
in 
 is conducive
 
to a positive medical outcome. Appropriate counselling and

follow-up are critical for ensuring that 
potential medical

complications are seen 
and properly treated. In the case of
temporary methcds, frequent client-worker contacts, preferably

in the home, are essential.
 

Unde: the proposed project, USAID will 
expand its efforts
 
to 
enhance the quality of both surgical and non-clinical

contraceptive services. 
 This will include continued monitoring

of the qualitative aspects of 
the voluntary sterilization and
 
IUD programs, in-service tr3ining for 
both public and priva.e

sector personnel, and provision of 
technical and commodity

support 
to help epsure proper sterile conditions. With respect

to non-clinical methods, USAID will support 
efforts to enhance

the quality and frequency of fieldworker-client contacts.
 
Through information, education and communication (IEC)

initiativeb, USAID will assist 
efforts to improve public

awareness and knowledge of 
non-terminal methods of
 
contraception.
 

A significant component of 
USAID's proposed FPHSP will
incorporate operations 
research as a tool for improving both

the availability and quality of 
BDG and NGO services. For

example, studies will be 
supported that idertify means of

ensuring proper follow-up of 
IUD acceptors and alternative
 
approaches to delivery of domiciliary-based family planning

services. Operations research will also 
be used to help

diagnose and resolve issues related to logistics (e.7.

transportation for fieldworkers); supplies (e.g. 
more efficient
 
distribution systems); FP/MCH service delivery (e.g. 
time use

appraisals of 
FWA and HA work routines); and MOEIFP reporting

and program analysis capabilities.
 



- 135 

4. Encouraqing Upazila Level 
Involvement in Family

Planning and MCH Service Delivery
 

USAID will encourage the implementation of the EDG
 
decentralization policy involving devolution of 
responsibility

and resources for family planning to the Upazila level. 
 This
 
strategy is 
consistent with USAID's long-standing goal 
of
 
making family planning and MCH services accessible at the
 
village arid household level. Through the FPHSP. U3AID
 
will assist the BDG in operationalizing its policy of
 
decentralization by channelling FP 
and MCH funding to the
 
Upazila level.
 

Over the coming years, the BDG expects that the locally

elected Upazila Chairman and Parishad (Committee) will play an
 
increasingly important role 
in implementing family planning and
 
health programs. Under the proposed FPHSP. USAID will support

efforts to train selected members of 
the Upazila Parishads and
 
administration in family planning program organization and
 
provide assistance in the design, administration and management

of FP/MCH programs at 
the Upazila level. An additional element
 
of the decentralization policy that will 
require attention is
 
the nature of existing coordination mechanisms between upazila
 
and union level health workers.
 

PROGRAM OBJECTIVES OF 
THE USAID FAMILY PLANNING
 
AND HEALTH SERVICES PROJECT
 

FPHSP objectives and program priorities ate 
essentially

consistent with the 
goals and implementation strategies

articulated by the BDG in 
its 
Third Five Year Plan and National
 
Strategy for MCH. 
However, USAID believes 
that official BDG
 
population and health objectives may be overly ambitious given

the relatively short five year planning period under review
 
(1985-90 in the BDG TFYP).
 

The major component of 
the FPI13P project will be continued
 
support for 
family planning in Bangladesh. As is shown in
 
Table 2. USAID anticipates that contraceptive prevalence in
 
Bangladesh will reach 40 percent by 1991; one year later than
 
anticipated in the TFYP. 
 Modern method use is projected to
 
reach 33.6 percent of all eligible couples while traditional
 
methods will account 6.4
for percent of contraceptive use.
 
'rhese prevalence objectives are ambitious, but achievable given

effective and 
timely program implementation.
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TABLE 2

PROJECTED TREND IN CONTRACEPTIVE PREVALENCE
 

Percent of All Couples Aaed 15-49 Using Contraceution(l)
 

1986 1991
 
Total 
 29.8 40.0
Modern 
 22.9 33.6
Traditional 
 6.9 6.4
 

In addition to family planning, the FPHSP will provide
funding for the national MCH program. Two major MCH
interventions 
to be supported are oral rehydration therapy
(ORT) and immunization. 
USAID believes that the following
treatment and coverage rates 
can be realistically attained by

1991:
 

o 60 percent of all diarrhoeal episodes in children
 
aged 0-4 treated with ORT;
 

o 65 percent of children aged 0-1 immunized against
measles, whooping cough, diphtheria, polio, tetanus, 
and
tuberculosis 
in the four urban municipalities of Dhaka,

Khulna, Chittagong and Rajshahi:
 

o 60 percent of 
women aged 15-44 immunized against
tetanus 
in the tour urban municipalities of Dhaka, Khulna,

Chittagong and Raishahi.
 

Projected demographic change over 
the period 1986-91 is
shown in Table 3. 
Given an increase in contraceptive
prevalence (modern plus traditional methods) from 29.8 percent
in 1986 to 40.0 percent in 1991, a decline from 83.5 
to 83
percent in the proportion of 
women currently married, 
a modest
reduction in the duration of postpartum ammenhorea (from 19.5
to 19 months) and a constant induced abortion rate of
.2 abortions per woman by age 49, 
the total fertility rate
 
should decline from 5.6 to 4.8.
 

l/. 1986 Contraceptive Prevalence Estimates 
are from the 1985
Contraceptive Prevalence Survey (Mitra and Associates, op cit.,
1987). The 1985 CPS eligible women and couple samples were
actually drawn over 
the period January-July, 1986. 
 Therefore,
there is no inconsistency in using 1985 CPS estimates as
 measures of 
program achievement in 1986.
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Slow gradual improvement in mortality is anticipated, with

life expectancy increasing from 52 
to 53 years between 1986 and
 
1991. As has case
been the in other South Asian countries over
 
the recent past, female mortality (particularly among infants
 
and children) may decline more 
rapidly than male mortality.

although it is axpected that Bangladv=h will continue to
 
experience excess female mortality beyond 1991. Much of the
 
mortality decline projected over 
 the period 1986 1991 will 
result from reduction in infant and child mortality.

Improvements in the coverage and quality of family p a~iriing and
MCH services will probabLy be a significant Cactcr in this 
decl ine.
 

Given the anticipated change in fertility and life
 
expectancy outlined above, it is possible 
 to estimate levels 
and trends in 
the crude birth rate, crude death rate and annual
 
rate of population grcwth between 1986 
and 1991. The c:rude
 
birth rate will likely decline from 38.9 births por 1000
 
population in 1986 to 35.5 in 1991. The crude death rate is
 
expected to decline from 14.6 deaths 
per 1000 population in
 
1986 to 13.5 in 1991. The rate of out-migration from
 
Bangladesh is insignificant in demographic 
terms.
 

The off-setting effoct of declining fertility and
 
mortality results in 
a rather modest reduction in the annual
 
rate of population growth between 1986 and 
1991; namely,

from 2.4 percent per annum in 1986 to 2.2 percent 
in 1991.
 
Given a tocal population oK 101.6 million in 1986, the 
population of Bangladesh is projected to be 113.4 million by

March, 1991. (Long-term demographic trend analysis is
 
presented in the Technical Analysis in Annex 
I). 
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TABLE 3

PROJECTED DEMOGRAPHIC ESTIMATES FOR THE PERIOD 1986-91
 

1986 1991 

Total Population (1000) 101553 113359 

Annual Growth Rate 2.4% 2.2% 

Crude Birth Rate 38.9 35.5 

Crude Death Rate 14.6 13.5 

Total Fertility Rate 5.6 4.8 

Life Expectancy 52 53 

Infant Mortality Rate 128 123 

Child Mortality Rate 24 21 

Maternal Mortality Rate 6 5 

1/ The 1986 total population estimate of 101.6 million (as of

March. 1986) was 
obtained through a projection of the 1981
 
census population (corrected for 
a 3.2 percent undercount) thac

incorporated a decline in fertility from 6.3 
to 5.6 and an
 
increase in life expectancy from 51 to 52 years. This
 
projection is roughly consistent with the mid-year 
1986 BDG

total population of 102.9 million reported 
in the BDG Third
 
Five Year Plan.
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III. PROJECT COMPONENTS
 

The 1987-91 Family Planning Services Project (FPSP)
 
contains four major components: (1) Suoport for BDG FP
 
Activities, (2) FP Social Marketing; 
(3) NGO FP Activities: and
 
(4) Other MCH Interventions. (An overview of Project
 
Components and Sub-Components is provided in Table 4).
 

Component I
 
SUPPORT FOR GOVERNMENT FAMILY PLANNING ACTIVITIES
 

A. 	Information, Education, and Communication Services
 
(FY 87-91: $5.07 million)
 

Evaluations of the 1981-86 Family Planning Services
 
Project (FPSP) in 1983 and 1986 encouraged USAID to support IEC
 
activities in order 
to ensure informed choice by clients,
 
promote sustained use of family planning methods, and 
more
 
quickly achieve contraceptive prevalence goals. The MOHFP
 
subsequently requested USAID and 
UNFPA assistance to redesign

and reinvigorate IEM Unit activities of 
the Family Planning
 
Directorate. Sub-component activities require collaboration
 
with the Health Education Unit of the Health Directorate, the
 
Ministry of Information and Broadcasting, the Social Marketing
 
Project, and 	NGOs, among other actors. While many IEC
 
activities are being implemented by these agencies, there is no
 
coherent communications strategy to coordinate family planning,
 
immunization, oral rehydration, safe 
birth practices, and
 
nutrition messages to ensure 
that they are mutually
 
reinforcing. Most media messages 
are for a literate public
 
while the target audience is overwhelmingly illiterate. Media
 
materials exist for the non-literate population, but need to be
 
improved in content and design.
 

Numerous studies indicate that virtually all adults
 
recognize family planning symbols, messages, and products.
 
FPHSP assistance will emphasize design of messages in FP/MCH
 
that are targeted on specific practices and audience segments.
 
Specifically, USAID will support audience research and 
audience
 
segmentation; message development; creative use of a wider
 
variety of communications channels; improved communications
 
training: and wider dissemination of service provider,
 
fieldworker, and client educational materials. 
 USAID will also
 
support operation of IEM mobile audio-visual linits; folk
 
singing troupes and other communication techniques for rural
 
illiterates; design and distribution of 
bill boards, posters,

refresher training materials, and user materials. 
 In addition, 
national and local workshops on population and FP/MCH themes 
will be organized for newly-elected Members of Parliament, 
community leaders, and other decision-makers.
 



Table 4 

PROJECT COMPONENTS AND SUB-COMPONENTS
 

Component or Sub-Component Intended Output of Component or 

------------------ Sub-CoIonent 


I. 

SUPPORT FOR 3D FAMILY deliver FP ervices throunh
 

Cosoonn : 	 Strengthen capacity of MOHFP to
 

• PLANNI6 ACTII\TIES, 
. 

clinics and C. 

A. Information. Education, _& Increase knowledge of, demand 

Communicatio:n Services. 
 for, full range of FP services. 


B.Clinical & Commun itBased Provide access to 
full range of 

FP Services FP methods by reimbursing unusual 

o - S costs associated with clinical 
o - IUD treatment. Increase mobility, 
a - NORPLANT effectiveness of FP workers by 
o - Fieldworker Mobility enhancing travel allowance, 

C.FPO TrainingandUgazila Support decentralization of FP 

Fail.Planning.Grants services by training FP workers/ 


local leaders and providing 


block grants.
 

0.Cotraceglive Commodities Provide MOHFP, NGOs & SMP with 

&-Logistics contraceptives related commodities 

o - Commodities TA to improve logistic system. 

o - Logistics Support 


E,	National Family Planning Support administrative coherence 

Headgurters.. 
 inFP program by providing 


national headquarters. 


F.Research ?lit0Ping &
 
Training
 
o - CPS 	 Monitor impact, quality of ongoing 
o - VS/IUD national FP program through 
o- Monitoring biennial CPSs, quarterly VS/IUD 
o - Strengthening the MIS monitoring, MIS; Improve planning 
o - Demographic Forecasting through accurate demographic 
o - Research--New Methods forecasting; Field testing of 

Service Delivery promising FP methods; OR on 
o - The ICODR,B Extension innovations inadministration and 

Project CBD--Training for MOHFP personnel. 
o - OR & Diagnostic Stud. 
- - TRRT 

Assistance 


Provided .
 

TA 	support fIr 

research, training & 

innovative field prog.
 

Reimburseoent to 

MHOFP for payments 

to clients, helpers 

provides reimbursement
 
to MOHFP for additional
 
travel costs of workers.
 

Training costs. 

Block grants, TA. 


Contraceptives, other 

commodities. TA. 


20 stoty, 1409000 sq.ft. 

building. A&E and 

construction services, 


Research costs, 


Training costs 

TA. 


Planned
 
National I'plenentinn Funding
 
Orani:ation (S-illion)
 

.
 

IEM Unit.
 
Buy-ins-PCS/AED.
 

HOHFP requests 11.23
 

reimbursement from
 
USAID.
 

FPMT buy-in 3,57
 
PF Works with MOHFP
 
& Upazila Parishads,
 

AID/W procures at request 37.52
 
of USAID. Logistic
 
Advisors under TA
 
Contract.
 

MOHFP. American A&E 5.00 
firm. Local 

construction firm. 

MOHFP, BFRP, URC. 14.09
 
ICDDR,B; Population
 
Council, Local Consul
ting firms, etc.
 



--- -- -- --- -- -- -- --- -- -- -- ----- -- -- --- -- -- -- --- -- -- -- --- -- -- --

!Comonent2-

SUPPORT FOR SOCIAL MARKETING 


A.FPSocial Marketing . 

Co:nt 3: 
 .Complement, 


NGO FP ACTIVITIES 


:..SubCRofonets
 

A.FPAB 


B.BAVS/AVSC 


C.FPSTC 


D.FPA 


E.PF 


F.TAF 


------.------------. 


Cgooonent.4: 

SUPPORT FOR HCH ACTIVITIES 


Sub-Comooents: 
A.ORT.Social-Marketing 


B.Municip .1[munization 

Progi! 


C Innovative MCH 


Make retail market effective
 
-
channel for delivering contra
 

ceptives ORS.
 

lake contraceptives available at 


retail shops all over Bangladesh

with increasing efcny.TA~ 


extend range and
 
availability of FP/HCH
 
services available from
 
MOHFP through support for NGO
 
activities.
 

Expanded CBD coverage Testing of 

innovative CBD strategies. 


taoroved standards of care in 

VS. Widespread adoption of
 
safe birth practices,
 

Expanded higher quality CBD 

coverage. Effective coordination 

of NGO activities.
 

Expanded CBD coverage Testing of 

decentralization strategies. 


Expanded CBD roverage Testing of 

decentralization strategies. 


Expanded CBD coverage Testing of 

strategies for NGO/IOHFP/Local 


gov. cooperation. Field testing
 

of female education 9rogams.
 

Lower mortality and morbidity of
 
infants, children, and mothers.
 

Make ORS available at retail 


outlets all over Bangladesh with 

increasing efficiency; establish 


village distributorship scheme.
 

Effectively extend EPI to Ohaka, 

Khulna, Chittagong t Rajshahi. 


Reserve funding for innovative 

MCH research & other delivery 


tivities defined itlater date.
 

Contraceptives CA 


with PSI provides
 
2E
tc.
 

Contraceptives, 


Training, OE, etc.
 

Training, OE, etc. 


Contraceptives, 


Training, OE, etc.
 

Contraceptives 


Training, OE, etc.
 

Contraceptives, 


Training, OE, etc.
 

Contraceptives, 


Training, OE, etc.
 

ORS sachets procured 


by SHP, CA with PSI
 
provides TA, OE,
 

Commodities, TA 

Equipment, Training. 


Training, 

TA, GE, etc. 


SmPiPSI 16.47
 

FPAB 2.62 

5AV3/A'SC3.41 

FPSTC 7,50 

FPIA 9.25 

PF 12.00 

TAF 18.00 

SMPIPSI 15,00 

4 Municipal Gov'ts, 10.00 
Assisted by TA 

contractor, MOHFP 

MOHFP, NGOs, Local 2.00 
Consultants, etc, 

http:efcny.TA


B. Clinical and Community-Based Family Plannina Services
 
and Voluntary Sterilization Reimbursements
 

(FY 88-91: $1.65 million)
 

USAID has reimbursed the MOHFP for payments made to
 
individual voluntary sterilization (VS) acceptors, helpers and

providers of vasectomy and tubectomy services since 
1981 with

the purpose of improving access 
to, and quality of, VS services
 
in Bangladesh. Payments make clinic-based methods available at

little or no cost to the client, thus broadening overall access
 
to family planning and expanding the range of feasible
 
contraceptive options. 
 Men and women who choose VS receive
 
Tk.175 ($5.80) in compensation for work loss, travel and food
 
expenses. Helpers, who accompany clients 
to clinics and assist

with personal needs and child care 
receive T.45 ($1.50) to
 
compensate for transportation and food costs. 
 Service
 
providers are compensated for surgical and aftercare services
 
and for working after hours - Tk.20 ($0.66) for 
physicians and
 
Tk.15 ($0.50) for assistants.
 

In addition to support for payments, USAID has funded

several related activities which improve 
access to and safety

of VS services. These includa 
training, production of
 
educational materials, technical assistance to 
service
 
providers, and provision of surgical equipment and supplies.
 

USAID supports only a portion of 
the costs of providing VS

services in Bangladesh. The World Bank Consortium and UNFPA
 
provide support for medicines, clinical equipment, surgical

apparel, and the operational costs of the FP Clinical Services
 
Surveillance Team. 
 These donors will continue to support such
 
costs over the next several years. The BDG also provides

some financial support for the surveillance team and other
 
operational costs.
 

USAID support of VS services in Bangladesh is conditioned
 
upon continued program compliance with medical quality and
 
voluntarism standards. USAID concerns have been made clear by

inclusion of Conditions Precedent and Covenants in 
the FPHSP
 
which require continued implementation of a sterilization
 
surveillance system acceptable to USAID and 
scrupulous

conformity to informed consent procedures. VS compensation

payments, particularly client payments, 
are one of the most

closely monitored and thoroughly evaluated aspects of the

13,ngladesh Population and Family Planning Program. 
A major

external evaluation of the VS compensation system published in
 
September. 1986, concluded:
 



The client reimbursement payment does not coerce people
 
to have the operation and does not appear to be an
 
important influence on the decision as to whether to get

sterilized. Rather, its importance appears to be in
 
enabling an individual to have the operation relarively
 
soon once the decision has already been made (Pillsbury

and Knowles, 1986).
 

USAID will arrange a follow-up external evaluation in
 
1988 to again scrutinize the effect of payments and their
 
relationship to client access, satisfaction and voluntarism.
 
Client payments improve the convenience and safety of services
 
by allowing clients to act earlier on their decision to 
seek
 
sterilization; making available faster, more comfortable modes
 
of transportation to and from the clinic; improving nutrition
 
during the post-operative period: and increasing the likelihood
 
they can take adequate post-operative rest. All of these
 
factors reduce risk of VS-associated medical complications and
 
facilitate recuperation.
 

Experience has shown that forecasting demand for
 
sterilization in Bangladesh is extremely difficult. 
 For
 
example, none of these recent developments were foreseen; an
 
unprecedented level of demand between October, 1983 and
 
October, 1984 followed by a dramrtic decline in sterilizations
 
at BDG and NGO clinics beginning in late 1984 (and continuing
 
to the present) and a significant shift in the sterilization
 
method mi3 away from tubectomy towards vasectomy. In 1980, the
 
vasectomy:tubectomy ratio was 
1:9 while in 1986 it was 1:0.7.
 
On-going research may explain some of these developments and
 
improve our ability to predict future performance levels.
 

The following conditions have been considered in
 
estimating budget requirements for 1987-1.991:
 

I. Deliberate Work slowdowns by family planning workers
 
disgruntled by integration of family planning and health
 
programs at the upazila level appear to have contributed
 
substantially to the 1984-86 decline in sterilizations,
 
although late 1986 and early 1987 performance may have
 
picked up somewhat.
 

2. Previous program success has led to relatively high

sterilization prevalence in some areas of the country. In
 
these areas, demand for permanent FP methods may be
 
"plateauing".
 

3. Ongoing improvements in availability and quality of
 
other family planning services, particularly IUDs and
 
injectables have led to shifts in demand and method mix in
 
favor of non-permanent spacing methods.
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4. The relative importance of sterilization will continue
 
to decline as spacing is better understood by clients as a
 
health measure and as services become more accessible.
 

USAID will continue to support research on determinants of
 
demand for sterilization. This work may explain or confirm
 
some of these developments and improve the ability of the BDG
 
and USAID to predict future performance levels. BDG
 
projections in the TFYP will be constantly monitored and
 
evaluated in light of this research. Program changes in
 
reimbursement strategies, information and education campaigns,

and new product introduction will be proposed over the life of
 
the FPHSP as appropriate.
 

IUD Reimbursements
 
(FY 88-91: $0.97 million)
 

At the request of the BDG° USAID has supported certain
 
local costs of IUD services provided by MOHFP and NGO programs

since 1982, including reimbursements for compensation payments

made to IUD clients, helpers, and providers. Payments are made
 
under the same rationale applied to VS payments. They make a
 
clinic-based method available to acceptors at little or 
no
 
cost, thus broadening overall access to family planning and
 
expanding the individual's range of contraceptive options. At
 
present, payments are made as follows: women who choose the IUD
 
receive Tk.15 ($0.50) in compensation for travel expenses:

fieldworkers receive Tk.15 ($0.50) in compensation for
 
"non-routine services"; and providers (physicians or Family

Welfare Visitors) receive Tk.5 ($0.17) for follow-up services
 
rendered.
 

To complement quantitative findings from annual
 
evaluations, IUD users are being included in lualitative
 
studies funded annually by USAID which explore influences on
 
the IUD decision-making process (including payments, the
 
quality of counseling, and satisfaction with IUD services).
 

At the end of 1987 there will be approximately 986,400
 
improved IUDs (Copper T. series 380A) in country, sufficient to
 
meet projected demand for two years. USAID will procure

adequate supplies during the FPHSP to maintain an 18 month
 
stock in-country at all times. A consulting group, PATH/PIACT,

has recently been commissioned (with FPSP funding) to work with
 
the MOHFP and NGOs to design and implement a strategy for safe,
 
successful introduction of the new Copper-T IUD 390A in
 
Bangladesh. Educational materials will be dissu:minated to both
 
users and providers.
 



NORPLANT Reimburseients
 
(FY 89-91 $0.04 million)
 

The Bangladesh Fertility Research Project (BFRP) and
 
Family Health International (FHI) are currently undertaking
 
clinical trials of NORPLANT with FPSP funding. The trials will
 
be expanded during FY 87 with funds available under the FPHSP.
 
The BDG will decide in 1988-89 whether to pursue wide-scale
 
introduction of NORPLANT in the MOHFP program.
 

USAID anticipates supporting a major expansion of
 
NORPLANT-related training in 1988 and procucing requisite
 
equipment and supplies needed for efficient, safe introduction
 
of NORPLANT. If future research supports the position that
 
payments facilitate access (and there is a request from the
 
BDG) USAID may reimburse the MOHFP and NGOs for payments made
 
to NORPLANT and injectable clients, providers, and helpers.
 
USAID has budgeted separately for reimbursements and other
 
costs associated with NORPLANT adoption beginning in FY 90.
 
Before that time, funding for FHI/BFRP research and AVSC/BAVS
 
training will cover necessary costs.
 

Fieldworker Mobility: Transportation Support
 
(FY 87-91: $12.57 million)
 

Senior Family Welfare Visitors (SFWVs), Family Welfare
 
Visitors (FWVs), Family Planning Assistants (FPAs) and Medical
 
Assistants (MAs) play a key role in providing technical support
 
for Family Welfare Assistants (FWAs), Health Assistants (HAs)
 
and Traditional Birth Attendants (TBAs). The ability of
 
supervisors and fieldworkers to do their jobs is seriously
 
constrained by lack of travel funds, a problem particularly
 
acute during the monsoon when circuitous routes and costly
 
forms of hired transport are needed. Under ti FPHSP. USAID
 
will supplement present reimbursable monthly travel allowances
 
of MOHFP fieldworkers up to the following levels based 
on
 
actual travel time delivering family planning services; namely,
 
SFWVs - Tk.600; MAs, FWVs, FPAs and FWAs - Tk.200.
 

The BDG may propose using a portion of this budget item to
 
enhance worker mobility in other ways. One possibility is to
 
acquire transport on a hire-purchase basis, as has been done in
 
ICDDR,B Extension Project areas. Another possibility is
 
assistance to fieldworkers for subsidized purchase of bicycles
 
and metor cycles.
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C. Training and Financial Support for Upazila
 
Family Planning Initiatives
 
(FY 87-91: $3.57 million)
 

From 1980-82, USAID supported a training program in
 
Indonesia for 300 Upazi.la Family Planning Officers (UFPOs) and
 
a small number of other FP officials. The training upgraded

UFPO skills in field supervision and stimulated community
 
participation in FP programs. In 1986, the MOHFP and USAID
 
agreed to re-establish the training program in order to reflect
 
the BDG's current emphasis on strengthening elected local
 
government and decenti:alization of central ministry functions
 
to the upazilas.
 

Over the next 5 years, additional UFPOs will be trained
 
and, starting on a pilot basis, Upazila Teams will be sent to
 
Indonesia for training. Each Upazila Team will have 5-6
 
members including the elected Upazila Chairman, the appointed

Upazila Nirbahi Officer, the UFPO, and the UHFPO. In addition.
 
a representative of a local NGO, a district family planning

officer, or an appointed female member of the Upazila Parishad
 
may be included. One intended outcome of Indonesian training

is the development of better working relationships among

elected and appointed officials, all of whom will travel and
 
learn together.
 

The FPHSP will also make available modest Family Planning

Block Grants to supplement limited family planning funding

currently available to Upazila Parishads. These funds will be
 
used to implement proposals developed by Upazila Teams and
 
approved by Upazila Parishads. The MOHFP and USAID are
 
collaborating to develop mechanisms for defining acceptable

criteria for channelling Block Grants to Upazila Parishads.
 

UFPOs, (who have been particularly diligent in ensuring

good local communications, community participation,
 
improvements in quality of local services, and adequate
 
contraceptive supplies), will be given priority for
 
participation in this program. In Indonesia, participants will
 
learn from the successes and failures of an effective family

planning program in a Muslim country known for enthusiastic
 
participation of elected and appointed local officials, active
 
community involvement, and full participation of women.
 
Careful attention will be giver to the transfer of relevant
 
aspects of the Indonesian experience to Bangladesh.
 

Follow-up workshops in Bangladesh will emphasize lessons
 
learned in Indonesia, with particular stress on planning
 
for community invo].vement, IEC, couple registration,

record-keeping, and supervision. Each Team will analyze

population data from its own Upazila prior to developing Action
 
Plans that will utilize FP Block Grants.
 

http:Upazi.la
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This program will begin in mid-1987 with FPSP funding.

About 200 UFPOs will be trained as individuals or members of
 
Upazila Teams. 60 upazilas will eventually participate in this
 
program. With 5 members on each team, about 300 Team members
 
will be trained. In total, around 450 Upazila elected and
 
appointed officials, UHFPOs, and UFPOs will be involved.
 

D. Contraceptive Commodities and Logistics
 
Commodity Assistance
 

(FY 88-91: $53.7 million required; USAID-FPHSP: $36.72
 
million: and second donor, to be identified, $17.0 million)
 

USAID has been the largest donor of contraceptives to the
 
Bangladesh FP Program since 1973. Since 1.981, it has provided

approximately $50.0 million worth of condoms, oral pills, IUDs,
 
foam, catgut, surgical equipment and supplies, drugs, and
 
surgical apparel. With the exception of catgut and surgical

apparel procured regionally or in Bangladesh, other
 
contraceptive commodities were procured by AID/W and delivered
 
to the MOHFP Central Warehouse or to SMP for distribution.
 

USAID will continue substantial commodity assistance under
 
the FPHSP but will seek to attract a second donor to share
 
costs for the 1988-91 period. There have been some indications
 
that CIDA will be in a position to assist the Bangladesh
 
program with additional commodity support. In esta'blishing
 
copraodity projections, USAID has consulted with the MOHFP and
 
other donors. USAID has projected a requirement of $53.7
 
million from 1988-1991 for procurement and delivery of
 
contraceptive commodities and has budgeted $36.72 million for
 
AID/W procurement under the FPHSP. Requirements for each
 
commodity have been developed on the basis of current
 
performance and anticipated improvements in service delivery by

the MOHFP, NGOs, and the SMP over the 1987-91 period.

USAID anticipates the need to supply NORPLANT and possibly
 
injectables to MOHFP and NGO clinics from FY 90 (subject to
 
approval of NORPLANT and/or injectables by the U.S. Food and
 
Drug Administration and a decision by the Government of
 
Bangladesh to introduce the method into the program).
 

USAID Assistance for the Logistics System
 
(FY 87-91: $0.80 million)
 

Since his arrival in October 1984, USAID's Logistics
 
Management Advisor has developed and supervised three annual
 
rounds of a National Physical Inventory of Contraceptives,
 
Surgical Equipment and Drugs, and MCH materials; organized a
 
Logistics Management Information System for the Central
 
Warehouse (including installacion of a microcomputer,
 
development of software programs, and training in their use);
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organized the revision, translation, and printing of the MOHFP
 
Supply Manual; organized and implemented logistics training for
 
1100 storekeepers and field officers; 
analyzed annual
 
contraceptive requirements and 
prepared and processed AID

commodity procurement orders; monitored shipping and receipt of 
AID-procured commodities in country on the MOHFP and
behalf of 

USAID; monitored distribution of USAID and 
other donor-funded
 
commodities; 
and coordinated development of an Upazila

Storeroom renovation and construction program.
 

In spite of these accomplishments, much remains 
to be

achieved in logistics management. The 1985 and 1986 Physical

inventories found that 35 
percent of FWAs held no condom stocks
 
and 29 percent were without oral on
pill stocks the date of
 
inventory. Problems of 
managerial inexperience, inadequate

training, and lack of initiative are endemic in the logistics

system. Utilizing FPHSP funding, USAID will 
continue to retain
 
the contract services of an expatriate Logistics Management

Advisor (FY 88-91). In addition, USAID will contract for an
 
expatriate Logistics Training Advisor 
(FY 88-91) and a
 
Bangladeshi Logistics Management 
Information Specialist (FY

88-92). Through design of new management systems and regular

monitoring of commodity distribution and other assistance, the
 
LogisLics Advisory Team will provide vita. 
services to MOHFP,
 
USAID. and other donors.
 

Filling of vacancies awaits approval of 
an MOHFP document
 
which has been under review for more than a year. USAID will
 
press for quicker action on 
staffing since understaffing will
 
reduce the effe-tiveness of USAID assistance to 
strengthen the
 
commodities management and distribution system. USAID will
 
encouraqe the MOHFP to 
create two more national posts: namely,
 
an Assistant Director for 
the Logistics Management Information
 
System and an Assistant Director for 
Logistics Training. USAID
 
funds will be made available to 
provide salary support for
 
these posts on a declining scale for three years (100%, 50%,
 
25%).
 

Logistics training provided to 
District and Upazila

officers is presently inadequate. Only three days of
 
orientation are devoted this no
to subject and refresher
 
courses are offered. USAID will 
support expansion of this
 
training effort. 
 Training curricula and audio-visual support

equipment have already been procured developed with FPSP
or 

funding. Continuation of annual commodities inventories ;s
essential for project monitoring. therefore
USAID will provide

funding for fouL additional annual surveys (1988--91). Other
 
logistics studies 
(e.g. to test stocks of in-country

contraceptives for durability) may also be undertaken with 
this
 
funding.
 

Movement of commodities is generally hampered by the
absence of a vertically integrated national tran 3port plan.
Under the FP11SP, USAID will work with the MO11FP to identify 
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critical weaknesses in the supply chain and develop a National
Commodities Transport Plan to 
strengthen the system at key
levels and ensure 
adequate, timely resupply of commodities to

frontline fieldworkers.
 

E. National Family Planning Headquarters

(FY 87-91: $5.00 million)
 

The Bangladesh Program isFP one of tho T3D'_ .ajordevelopment initiatives. 
 It is staffed by highly trained civil
servants responsible for 
managing thousands of fieldworkers,
and coordinating with hundreds of 
indigenous NGOs and more 

a dozen bilateral and multilateral donors. 

than
 

Management is shared between the Minister, Secretary, and
other FP Directorate senior staff loc .ted at 
the Bangladesh
Secretariat and FP Directorate staff dispersed throughout Dhaka
in rented offices. This situation is not conducive to
effective program management. 
 Offices housing the Manalement
Information System are 
located in a dilapidated markeL
noisy throughfare. 
Computer facilities 
on a
 

are damp and dreary and
miles away from the offices of maintenance personnel. 
 The
National 
Institute of Population Research and Training (NIPORT)
had difficulty finding adequate premises and 
finally displaced
an MOHFP health clinic. Due to lack of 
space, the IEM Unit
must store bulk printed materials in small occupied offices.
 

Transportation between the Bangladesh Secretariat and most
Directorate offices 
(and among individual Directorate

locations) often takes more 
than thirty minutes in each
direction. Officers frequently spend 
more time commuting than
conducting useful 
business. Telephone communications among
offices are erratic and meetings are too oft.?n missed. This
inefficient arrangement has 
a debilitating effect on 
program

management and efficiency.
 

The MOHFP has requested USAID funding 
for design and
construction of 
a National FP Headquarters. The plan is to
construct a building large enough for all 
headquarters offices

of the FP Directorate and 
some Miristry personnel. The
building will also supplement inadequate training space
by adding classrooms, conference facilities, and 

in
Dhaka 

a small
auditorium. A population library will be 
established on the
premises for 
use by MOHFP employees, students researchers, and
consultants. Conference facilities can rented andbe out,proceeds used to maintain the building and pay utilities. Theground floor will have for
room rental space 
that will offer a
further source of income for recurrent costs. A parking garage

will be constructed below ground. 

USAID will support construction as major contribution toa
orderly program marn, gmen t and coordination. UjS7,AID w [ilcontract with an Architecture and Engineerinq firm for all 
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aspects of design planning and construction monitoring under
941 procurement procedures. Construction will be done by a
contracted Bangladeshi firm beginning in early FY 90, 
and is
 
expected to be completed by FY 91.
 

F. Research, Monitoring, and Training
 

Contraceptive Prevalence/Mortality-Fertilit

7 Surveys


(FY 87-91: $1.67 million)
 

USAID has provided funds 
for National Contraceptive
Prevalence Surveys (CPSs) 
in 1979, 1981, 1983, 1985, and 1987.
Because of 
the uneven quality of MOHFP and NGO statistical

reporting systems, and 
the variety of sources of contraceptive

supply, the CPS is an 
essential instrument for assessing family
planning performance in Bangladesh. 
 In addition to its utility
as a periodic global indicator of program progress, the CPS
also has day-to-day administrative applications. 
 It provides a
basis 
for periodic adjustment (and re-interpretation) of MIS

figures, and through estimation of 
unmet need, provides

guidance 
on procurement decisions for contraceptives and other
 
products.
 

Earlier surveys were carried out, with MOHFP approval, by
an independent Bangladeshi research firm under 
contract to

USAID. The contract for 
each CPS has been awarded
 
competitively. 
Technical standards have been excellent and 
the
activity has served to 
strengthen local 
research capacity. The
FPHSP will continue to fund CPSs in 
1989 and 1991 and, 
as

linked activities to the 1987 and 
1991 CPSs, will provide

supplementary support to fertility and mortality studies.

USAID will 
rely on AID/W technical assistance projects 
to
 ensure 
that standard fertility/mortality and MCH survey modules
 
are made available for implementation in Bangladesh. FPHSP

funding will also be provided for a series of mini-CPSs in
 areas wnere FP NGOs are active. These surveys will provide
essential information on NGO performance. (See Data Collection,

Monitor and Eval.uation Plan in Annex I).
 

Clinical Services Monitoring--Quality of Care,

Voluntarism, and Access
 
(FY 87-91: $1.35 million)
 

A comprehensive system for monitoring clinical program
impact and compliance with BDG and donor policies for 
medical

quality and voluntarism in sterilization and IUD services 
is
already in place, established in part with FPSP funding. it

has two main components: data collection and analysis, and
direct program surveillance. Several mechanisms generate data
 on a monthly, quarterly, annual, and biennial basis, and permitcontinuous monitoring of key indicators of quality of care,voluntarism, access to services and program impact. Key 
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elements of the system are (1) a USAID-funded quarterly

external evaluation survey of the national VS program and (2)
 
an annual external evaluation survey of the IUD program.
 

USAID is currently exploring several ways to make the
 
quarterly VS survey more accurate and useful in 
program

monitoring. For example, consideration is being given to the
 
adoption of stratified sampling to ensure that the survey

addresses aspects of the system not fully understood at present

(e.g. selection of explicit sub-samples of clinics that perform

fewer than 40 steril'.zations per quarter; of individuals with
 
home addresses in "non-contiguous" upazilas, etc.);

introduction of 
new questions which address voluntarism, client
 
satisfaction and payment effects in greater detail; 
development

of improved administrative feedback procedures which ensure
 
that deficiencies are identified and addressed by the MOHFP and
 
NGOs; and merging the VS and IUD surveys so that both VS and
 
IUD clients and service providers are sampled quarterly.
 

An essential element of the VS/IUD monitoring system is
 
the Family Planning Clinical Surveillance Team (FPCST),

formerly the Voluntary Sterilization Surveillance Team. The
 
FPCST monitors VS. IUD, and injectable services provided in
 
both BDG and NGO clinics. Effective functioning of the FPSTC
 
will continue to be a USAID Condition Precedent for VS and 
TUD
 
reimbursements to the MOHFP for client, provider, and helper

payments. Temporary suspension of VS reimbursements in late
 
1986 demonstrates USAID seriousness in requiring compliance

with this CP. 
 (No funds will be provided for reimbursements
 
while the FPCST lacks a full complement of expatriate advisors
 
and functioning vehicles.)
 

USAID will continue to monitor closely BDG compliance with
 
AID Policy Determination 3, and quality of services through

such mechanisms as surveys and focus group interviews,

attendance at FPCST monthly meetings, and USAID field visits.
 
In addition, two supervisory MOHFP cadres (the district level
 
Medical Officer/CC and the Upazila level Medical Off~ier/MCH)

have major responsibility for overseeing VS, IUD and
 
injectables service delivery and will 
receive project-funded

travel allowances and refresher training. USAID will also
 
continue to employ one 
personal services contractor under the
 
FPHSP responsible for monitoring voluntarism and quality of
 
clinical services.
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The World Food Program has included questions in its
monitoring system to ensure that no 
food inducements are made
with respect to sterilization. 
 In addition, BAVS/AVSC, PF and
FPAB will continue to monitor quality of 
care, indicators of
voluntarism, access to services, and impact of 
the NGO clinical
 program through medical and program staff 
field visits and

special studies funded under 
the FPHSP.
 

Strengthening the Management Information System

of the MOHFP Population Service Statistics Cell
 
(FY 87-91: $0.75 million)
 

The MOHFP Management Information System (MIS) at 
the
Population Service Statistics Cell collects statistics on
acceptance and use of contraception for BDG and NGO family
planning programs. 
 The MIS provides monthly performance data,
a valuable tool for program management. At present, monthly

reports 
are prepared and distributed on contraceptive

acceptance data 
(by upazila and district) for both government
and NGO programs: monthly inspection accounts of field visits
by senior officers; 
monthly summaries of all FP Directorate

activities; and a report to 
the President's Secretariat on

clinical services, Upazila Health Complex construction, and
 
service delivery activities.
 

The FPHSP will provide technical assistance to the MOHFP
to strengthen the capacity of 
the Population Service Statistics
Cell. An important objective of 
this technical assistance will
be to assist the MOHFP in 
assessing the effectiveness of
supervisory systems 
in client outreach and quality of
worker--client interactions. 
 Technical assistance will 
be mach
available to 
the Population Service Statistics Cell 
through

collaboration with the 
ICDDR,B MCH/FP Extension Project's

long-term MIS Intern and other 
short-term consultants. 

support will 
include assisting in the design and introduction

This
 

of two new data systems: one for collection of management

information in eight specially selected upazilas and 
another
in 40 urban wards. Special attention will be given to
 
low-performing upazilas and wards.
 

ICDDRB Extension Project researchers have developed 
an
alternative system which encourages 
more frequent worker-client
 
contact visits and relies less 
upon method-specific and
worker-specific targets for 
monitoring performance. This
system has 
improved worker motivation and job performance in
pilot areas. TA provided to the Population Service Statistics

Cell under the FPHSP by the Extension Project and the
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University Research Corporation, an AID/W contractor, will
assist in modifying the national MIS system by incorporating

elements of the experimental system and by replacing

method-specific targets with coverage jbjectives and other
 
,. sures which clearly reflect quality of care.
 

The World Bank will also 
provide support to the MIS unit
for development and modification of the 
service statistics
 
system, with particular attention qiven to 
incorporation of MCH
services 
into the MIS reporting system. USAID assistance to
the MIS unit will be carefully coordinated with World Bank
 
support.
 

Strengthening Population Forecasting and Development

Planninaby the Plannina Commission
 
(FY 87-91: $0.68 million)
 

The Population Development and Evaluation Unit 
(PDEU) is
 an element of the Population Planning Wing of the Planning
Commission established to analyze population and health issues
relevant to 
development planning in Bangladesh. Specifically,

the PDEU is responsible for 1) evaluation of the quality of

dcmographic statistics generated by the BBS, BIDS, ICDDR,B, and
other organizations; 2) assessing demographic trends that 
can
be attributed to specific development programs: and 3)

increasing effective use 
of demographic information in

national, regional, and 
local planning. The PPW establishes

national program objectives for population and health

(including goals 
set in the TFYP), formulates national
 
population policies, and coordinates planning of BDG and NGO

implementation strategies 
in population and health.
 

For several years, PDEU activities were supported by
UNFPA. However, due to 
budget constraints, UNFPA will 
not
 
support the PDEU beyond December, 1986. 
 USAID and Planning

Commission officials 
are currently discussing possible
arrangements for support of 
the PDEU under the FPHSP. Ties
will be established between the PDEU and 
the INPLAN project of
the Office of Population, AID/W. INPLAN provides Third World
Planning Ministries with technical assistance 
in population and

development planning, including sector--specific planning
techniques that incorporate information on 
population size,

distribution and growth; 
appropriate microcomputer hardware;
and in-country and US-based training 
in national and regional

planning. FPHSP funds will be used 
to provide necessary

technical resources to strengthen PDEU data analysis,

forecasting, strategy development, and planning activities.
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The PDEU should play a more useful role in national
planning since evaluation activities will increasingly be
oriented 
toward the analysis of administrative and technical

effectiveness of 
FP/MCH service delivery in Bangladesh; e.g.,
1) progress and problems 
in FP/MCH functional program

integration, including factors affecting FP/MCH worker
motivation: 2) comparison of 
high-performing and low-performing

upazilas and 3) evaluation of the role of 
Upazila Parishads in
 
population and family planning.
 

Research on New Contraceptive Methods
 
and Improved Service Delivery

(FY 88-91: $0.22 million)
 

Support under the FPHSP will be 
channelled through Family
Health International 
(FHI) to its affiliate, the Bangladesh
Fertility Research Program (BFRP), 
to carry out research on 1)
the safety and effectiveness of presently-used and 
new
contraceptive methods, 2) appropriate strategies for

introduction of new contraceptive methods into 
the national
 program, and 3) opportunities for improving quality of 
care for
existing clinical methods. 
 FPHSP support will enable BFRP to
place greater emphasis on 
analysis of data and dissemination of

findings from clinical and epidemiological research.
 

BFRP/FH1 will collaborate closely with the Technical
Review Committee of 
the MOHFP, medical societies and research

institutes 
in Bangladesh and eminent Bangladeshi physicians and
scientists. 
 BFRP's main clinical research activity under

FPHSP will be an expansion of 

the
 
ongoing NORPLANT trials. Support


for an additional three year program will enable BFRP 
to
further evaluate the safety, efficacy and acceptability of
 
NORPLANT in Bangladesh.
 

The ICDDR,B MCH/FP Extension Proiect
 
(FY 87-91: ICDDR,B-$4.62 million; Population Council-$2.36
 
million)
 

Since 1977, the Internatioial Center 
for Diarrhoeal

Disease Research, Bangladesh (ICDDR,B), with financial and
technical 
support from USAID and other donors, has 
conducted an
Operations Research project 
in Matlab Thana. The project

evaluates demographic and health effects of FP and MCTI
services and identifies specific causes of program success.
One important finding is that when previously unmet demand issubstantially met hy a high-quality planninqfamily program,contraceptive prevalence increases and ertility and mortality
decline substantially, even in the absence of significant
social and economic development. Key features of the field 
service program are: 

http:Council-$2.36
http:ICDDR,B-$4.62
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o 	Enough trained female fieldworkers 
to permit bi-weekly

visits to women's homes to effectively meet women's needs
 
for FP counseling, re-supply, 
follow-up and ancillary MCII
 
care;
 

o 	 A broad range of modern contraceptive methods offered by
fieldworkers at the household level, with referral for 
clinical services;
 

o 	A strong supervisor-to-worker relationship and 
an 	MIS
 
system designed with the needs rhe
of fieldworker in mind;
 

o 	 Additional gender-appropriate FP 
and MCII tasks carefully

and gradually phased in, after planning, training, and
 
evaluation.
 

The ICDDRB MCH/FP Extension Project, supoted by UISAIDwith technical assistance from the Population Council, 
was

launched in 1982 to test the transferability of key components

of the Matlab system to the MOHFP field 
program. Two upazilas

(Sirajganj and Abhoynagar) were selected as 
field test areas.
 
Performance of workers in areas
those has improved, and
contraceptive prevalence 
rates have risen significantly since

1983. The Extension Project has 
now been formally asked by the
MOHFP and CIDA to advise on, and participate in, recruitment

and phased deployment of 	 be
10,000 female fieldworkers who will

added to the MOHFP system nation-wide by 1990. This will 
mean
 
a major commitment of Project resources outside of two field
test Upazilas as well 
as continued wor: 
in 	those areas. The

Extension Project will 
have the opportunity to improve the

performance of newly-deployed FWAs by influencing 
recruitment
 
procedures, training, 
and supervisory relationships in to
areas 

which new FWAs are assigned.
 

Extension Project staff will 
also continue to work with
the MOHFP through a Steering Committee and on various task

forces to institutionalize 
new policies and administrative
 
practices. An Extension Project 
Intern with expertise

FP/MCH program analysis and MIS systems will be deputed 

in
to work


half-time with the Director, MIS, Population Service Statistics
Cell, MOHFP. Dissemination efforts of 
the Extension Project

will be intensified and expanded under the FPHISP so that the
MOHFP, NGOs and donors 
are fully aware of Project research
 
results and policy recommendations. An A.-so,-iate Director incharge of liaison with the 13LG and donors, assisted by aCommunications Specialist, collaboratewill to prepare shortpolicy briefs for key national and international policy makrs;
organize periodic workshops on Projoct innovatibts such assimplified reccrd keeping, injectabLe contaceptive progrims,
etc; and closely coll.aborate with four divisional Management
Development Units to be established in L987 under the WorldBank Project. These activities wil! carry Extension Project
innovations beyond fi.I Lost area to other ' :l t ricls nd 
upaz i las. 
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As 
new problems arise, the Extension Project will continue
to re-define its research agenda. 
 Current efforts include a
study of declines in sterilization acceptance in the MOHFP
system; estimations of unmet 
need for FP in Extension areas;
evaluation of alternative strategies for 
the Expanded Program
of Immunization in 
rural Bangladesh; evaluation of 
the Matlab
tetanus 
toxoid immunization program; 
and determinants of
variation in household visits by FWAs.
 

Personnel, data processing costs, in-country
transportation, materials and supplies, printing, rental of
premises and utilities for the Extension Project will 
continue
to be supported under the FPHSP through ICDDR,B, and USAID will
extend its buy-in to 
the AID/W contract with the Population
Council for provision of TA to 
the Extension Project. Two
Population Council consultants are employed on the Matlab and
Extension Projects. One, a demographer, will continue
full-time as 
Project Director during 1987-91; another
demographer/data analyst will work half 
time during 1987-89.
In addition, another full-time position will 
be supported to
assist with Extension Project management (recruitment, hiring,
supervision) and communications/liaison activities.

Population Council will also continue to 

The
 
provide short-term
specialized consultants and 
two post-doctoral fellows per year
with FPHSP funding. Consultant funds will also 
be used to
support continued collaboration with the University of 
Michigan
as well as to provide specialized consultants 
from other
institutions 
in support of Extension Project needs.


post-doctoral fellows will, 
The
 

to the extent possible, be
Bangladesh nationals currently working or 
studying abroad who
will be brought back to work at 
the ICDDR,B for periods 
of at
least two years. Similarly, FPHSP funds will be 
used to enable
the Population Council to administer a fellowship program for
Bangladeshi Extension Project staff 
identified as strong
candidates for further professional training abroad.
 

Other Operations Research 
(OR) and Diagnostic Studies
 
(FY 87-91: $1.63 million)
 

In addition to OR conducted under the ICDDR,B MCH/FP
Extension Project, USAID, in collaboration with the BDG and
other institutions, will commission additional OR and
diagnostic studies critical for 
implementation and 
expansion of
the Bangladesh Population and Family Planning Program. 
 Several
pilot projects in Bangladesh have demonstrated that 
access to a
range of 
quality family planning services results 
in CPRs close
to 50 percent. The FPHSP will 
support OR efforts to field test
cost effective modifications of current 
BDG and NGO program
systems and implementation strategies.
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A topic of major 
interest will be worker motivation based
 on quality of 
care criteria. Mechanisms will be tested to
recognize and compensate workers and supervisors for providing
improved services to a large number of couples: providing
accurate information on all available methods; 
counseling in a
sensitive, humane manner: 
and ensuring ready access 
to a broad
 
range of contraceptive methods.
 

Another important topic will be identification of
constraints 
to even greater levels of modern contraceptive use
in high performing areas. A third 
area for investigation is
the effectiveness of 
traditional methods of contraception in
Bangladesh. 
A fourth issue will be the effect 
on fertility and
mortality if exceptionally long birth intervals 
are reduced
(e.g. in 
areas where the length of breastfeeding is in decline).
 

Other topics of interest for diagnostic studies itclude
methods for measuring unmet need tor 
FP services; causes of
recent declines in demand 
for VS and increases in demand for
other clinical methods: reasons for cLange in 
the
tubectomy/vasectomy "mix"; and time-in-motion studies of
fieldworkers participating in household-based FP and
immunization service delivery at 
fixed clinic sites so as to
determine whether they can 
effectively participate in delivery

of both interventions.
 

Technical Resources, Research and Training

(FY 88-91: $0.90 million)
 

When the FPSP was amended in 1984, a budget line was 
added
to fund new activities proposed by the Bangladesh Government,

as well as unanticipated consultancies, evaluations, and
training opportunities for Government personnel. 
 A 1986
evaluation found this 
to be 
a highly effective arrangement and
recommended an enhanced budget for 
these purposes in the new
 
FPHSP.
 

A variety of 
training activities (shoct-term and long
term: US-based, third country and 
in-country) in population,
family planning, and MCH subjects will be 
supported under the
TRRT budget line. 
 Training opportunities will 
be made
available to MOHFP and 
other BDG middle and senior managers;
university faculty and 
recent graduates in appropriate fields:
and to members of 
professional organizations in population and
MCH. (Funds for NGO TRRT are 
built into The Asia 
Foundation
Cooperative Agreement and will 
be administered 
by TAF on behalf

of other NGOs and USAID).
 

USAID will fund training in population, family planning,
and MCH mainly from the U.S. Government's Population Account,
and supplement that funding with additional 
resources from the
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Health and Child Survival Accounts. Funding from the latter
account will specifically support training in primary health
care; health interventions 
such as immunization, diarrhoeal

disease control and prevention of respiratory infections; 
and
maternal and child nutrition. Training funded under 
TRRT will
focus on developmenz of 
planning, implementation, evaluation,
and research skills, and will update knowledge in specific

technical areas.
 

USAID will sponsor at least two short-term in-country
workshops or courses each year 
to be designed and implemented
by a local university, institute or 
professional association 
in
collaboration with U.S. counterpart organizations. Likely
topics include demographic survey and analysis techniques,
focus group interview skills, and quality control 
issues.
support to 
strengthen computer capabilities and libraries of
Some
 

universities and other institutions working 
in FP and MCIi will
 
be considered.
 

The MOHFP and USAID will collaborate to develop a Training
Plan for 1987-91. 
 Requests for training, unanticipated

consultancies, evaluations, research, 
or other special projects
will be discussed between the MOHFP and USAID for 
funding under
TRRT. In 
some cases, USAID may suggest alterations in original
proposals before giving final approval. TRRT funds will also
be used 
to support major FPHSP evaluations in 1988-89 and 199].
as well as special project assessments required by 
the BDG and
 
USAID.
 

Component II
 
FAMILY PLANNING SOCIAL MARKETING
 

(FY 87--91: $16.47 million)
 

The Social Marketing Project (SMP) has provided subsidized
contraceptives (condoms and pills) through commercial 
outlets
since 1975. It was supported directly by AID/W until 
1981 when
USAID began to fund it under the FPSP 
through a Cooperative
Agreement with Population Services International (PSI). 
 Under
the FPHSP, USAID will continue to fund management and technical
assistance to 
the SMP; natioual personnel costs; transport,
other 
equipment and supplies: and evaluation research.
 

SMP has concentrated on 

two 

promotion, marketing, and sales of
brands of pills, three brands of condoms, and foaming
tablets. 
 These commodities 
are also sold _hrough a wide
variety of stocklists and retailers, 
including pharmacies,
grocecs. "paan" shops, and 
private physicians and rural medical
practitioners. 
 SMP has also supported a generic advertising

campaign in support of 
FP and product specific advertising

campaigns.
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In 1985-86, several consultants appraised various aspects

of the SMP. One analysis (Laing and Walker, 1986) 
found
 
that the "condom gap" (the difference between SMP condom
 
distribution figures and condom prevalence reported 
in the CPS)
 
was narrower and not as serious as 
had been thought. Also,

recently available data suggests that SMP pills 
and condoms are
 
effectively used and 
have moderately high continuation rates
 
(Chowdhury, et 
al., 1986). Furthermore, it 
has been confirmed
 
that, compared with the 
BDG service delivery system, SMP is 
a
 
relatively cost effective mechanism to 
provide contraceptives
 
in Bangladesh (Simmons et 
al.. 1986).
 

The Laing-Walker assessment indicates that adequate
 
management information is 
not generally available for SMP
 
decision making. 
They strongly recommended that SMP accelerate
 
development of an internal MIS, pursue a retail store audit and
 
consumer intercept study, and 
carry out segmented market
 
surveys in order to develop appropriate strategies for
 
subgroups of potential customers. Specific strategies are
 
needed for conversion of 
non-users to users; encouraging

sustained use by current users; 
encouraging adoption of other
 
suitable methods 
by those who have discontinued use; and
 
encouraging birth spacing by younger 
couples of low parity.
 

SMP sales targets are currently defined by overall 
volume,

but should in the future be 
related to 
SMP brand share within a
 
given market. Precise sales 
targets as well as detailed price,

distribution and advertising strategies will 
be planned for
 
each SMP market segment. Where there is insufficient
 
information on 
target groups, additional market and attiLudinal
 
research will be undertaken. 
 SMP will also establish an
 
in-house analytical capability to 
use such data in more
 
sophisticated planning.
 

From 1987, SMP will continue to refine its generic family

planning information campaign, concentrating on overcoming
 
resistance to adoption of 
family planning and stressing

benefits of delaying births, child spacing, and 
family

limitation. 
SMP will, in particular, place greater emphasis 
on
 
increasing pill 
sales and decreasing user discontinuation.
 
Additional SMP 
products may also be distributed; namely, 
a
 
progesterone-only pill, 
new condoms, and pregnancy test kits.
 

Component III
 
NGO FAMILY PLANNING ACTIVITIES
 

In 1985-86, the BDG invited NGOs 
to play an increasing

role in providing services 
in rural areas. With careful
 
planning, NGO workers 
can complement activities of 
BDG workers,

thereby improving coverage of households in rural areas. NGOs
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are flexible and can 
respond quickly where services are
particularly limited. 
 Through local affiliates, national NGOs
 
have already developed good working relationships with Upazila
Parishads, Union officials, community leaders, religious

leaders, and the medical community. NGOs in Bangladesh have
also pioneered development of 
clinical and community-based

services 
in urban areas, and will continue to play a major 
role

in municipal service delivery. 
 Close BDG-NGO collaboration in
support of national FP and MCH progcams is 
a model in South
 
Asia.
 

At present, six USAID-assisted Cooperating Agencies

(national or international NGOs) 
in turn support 90

sub-projects run by indigenous NGOs at 
350 sites throughout

Bangladesh. 
From 1981, physical expansion of programs with

USAID assistance resulted in 
the six NGO Cooperating Agencies

(CAs) increasing their eligible couple coverage five-fold and
their active user totals by ten-fold. In 1986, NGOs accounted

for about 15 percent of eligible couple coverage and 22 
percent

of active users nation-wide. 
Mini-CPSs conducted in six

sub-project areas 
have verified prevalence rates of 33-65
 
percent.
 

AID has supported NGO family planning efforts for 
more

than a decade, at first through AID/W grants and 
contracts.
 
Since 1981, USAID has provided FPSP funding for 
family planning

activities of several major NGOs. 
 From 1981-84, the USAID NGO
 
strategy was to replicate and expand project models 
of

community-based distribution (CBD) and clinical services 
in

urban and peri-urban areas. Thie 
1985-88 USAID NGO strategy

emphasized consolidation and improvement of 
existing projects;

expansion to 
rural areas; and improvement of NGO management,

evaluation, and training.
 

USAID subscribes to the position that 
strong public and
private sector 
service delivery presents individuals with a

choice of facilities. In any municipality in Bangladesh, and

in many contiguous rural 
areas, poor clients can choose between

MOHFP and NGO facilities which 
are free of cost, or can buy

conventional contraceptives at low cost 
from SMP shops. This

situation contributes to voluntarism by supporting 
individual
 
options.
 

The main elements of 
the USAID NGO Strategy for 1987-91
 
are:
 

1. NGOs will continue to concentrate on urban areas,

improving quality of service and 
increasing continuation rates

and the CPR by creating management systems that permit

fieldworker home visits 
to clients 
once every two months;
rationalizing urban coverage and making it more 
cost-effective
 
by re-assigning areas among to duplication:NGOs avoid and
undertaking limited urban expansion, enlarging existing
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projects by incorporating contiguous 
areas for coverage, and
focusing on sub-sets of 
the population: young males,
soon-to-be married, and recently arrived 
the 

job seekers in urban
 
areas.
 

NGOs now provide coverage to 80 percent of urban wards.
Since some wards are not 
yet covered, and rural-urban
immigration is contributing to 
annual urban growth rates of 4-8
percent, 
both absolute coverage and intensity of coverage must
be improved 
in urban areas. it is anticipated that the urban
CPR will increase from 37 
to 50 percent by 1991 and that NGOs
will be major contributors to 
that accomplishment.
 

2. NGOs will gaduallyejpand services 
in rural areas.
in close collaboraticn with Government outreach efforts. 
 NGOsalready have considerable involvement 
in rural areas. Five of
USAID's six Cooperating Agencies work 
in rural upazilas. A
variety of models 
for BDG-NGO collaboration are evolving and,
if deemed successful in FY 87-88, will be 
expanded with FPHSP
and possibly other donor assistance.
 

Through management improvements and 
phased geographical
expansion, NGOs 
can 
cover 25-30 percent of eligible Bangladeshi
couples by 1991. Furthermore, they can 
share their experience
in IEC, trainina, supervision, and record-keeping with
Upazila-level MOHFP staff. 
 In several areas, FPIA and 
TAF nave
already worked out 
local systems for collaboration between NGO
 
and BDG workers.
 

3. NGOs will collaborate with the BDG and 
local
government in efforts to decentralize family planning
activities to the Upazila 
level. In several areas, NGOs have
already been working closely with Upazila Parishads. These
efforts will be expanded during the FPEjP project period.
The Pathfinder Fund will coordinate pianning workshops in
Bangladesh for Upazila teams 
after returning from Indonesia and
transfer block grants 
to selected Upazila Pacishads for support
of local 
family planning initiatives.
 

4. 
 NGOs will continue rn rmiphsize training for their
fieldworkers by participating in 
an 
NGO Training Coordinating
Committee. FPHSP funds will 
be used to strengthen tieLdworker

and management training offered 
by FPSTC and CWFP.
 

5. NGOs will focus on impovin. sub-aroject maement
systems, 
including simplifying client-based record keeping,
maintenance of 
medical standards, efficient handling of
commodities, and intensified monitoring of 
voluntarism.
Increased attention will be paid to younger clients of lower
parity, particularly to spacingthose second and third births.Mini-CPus will be developed to ;norlitor ne. and studies oncontinuation and quality of care wll be designed. 
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6. NGOs will give furt-ter emphasis to MCH activities, in
 
a nhased manner. At presentifive of six Cooperating Agencies
 
support MCH activicies other than FP in their sub-orojects.

The level of MCH activity varies greatly, ranging from referral
 
to nearby immunization points, to direct provision of a full
 
range of MCH services. NGOs plan to extend MCH services in a
 
phased, coordinated manner, 
thereby avoiding negative impact on
 
family planning activities.
 

The FPHSP will provide support to NGOs through the six
 
existing Cooperating Agencies. The CAs will in turn provide

direct support for CBD and clinical activities of local,

indigenous NGOs throughout Bangladesh, in both urban and rural
 
areas. USAID may seek out one oc more additional CAs in order
 
to further expand CBD coverage and test other approaches to
 
service delivery. In addition, NGOs that provide public and
 
private sector support services (e.g. FPSTC coordination
 
services; BAVS training of MOHIFP medical officers; FPSTC and
 
Concerned Women in Family Planning (CWFP) training for NGO
 
fieldworkers and managers; PF workshops for Upazila officials)
 
will continue to 
receive assistance for these activities.
 

A. Family Planning Association of Bangladesh (FPAB)
 
(FY 89-91: $2.62 million)
 

The FPAB, established in 1953, is the oldest family

planning NGO in Bangladesh, with programs implemented through

branches in 20 districts. It is the national affiliate of the
 
International Planned Parenthood Federation (IPPF). FPAB's
 
primary objective is provision of family planninq in'ormaTion,
 
education, and services to supplement the national program,

accomplished through reliance on volunteers, youth, and women
 
as service providers. FPAB's strength is its status as the
 
first FP organization in Bangladesh and the experience it has
 
gained over the years.
 

Under the FPSP, FPAB developed and carried out two
 
innovative CBD sub-projects; one with traditional rural 
healers, the other with village clubs. Each sub-pL'oject works 
within 20 district sites, primarily rural areas, scattered 
throughout Bangladesh. Contraceptive distributors (2000 in the 
two sub-projects) are volunteers who rece-ve travelproject 
allowances. As of September 1985, the two sub--projects
reported contraceptive prevalence rate:' ofU 51 percent for areas 
served by traditional healers and 63 p'froert tor areas served 
by village clubs or voluntary agencies. These activities will 
be expanded with support provided under the FPISP. 
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FPAB will also expand activities in demand creation and.
along with PF and the MOHFP's IEM Unit, organize training
workshops for elected Upazila and Union leaders, opinion
makers, and religious leaders. 
 FPAB activities will emphasize
the health benefits of 
child spacing. In addition, FPAB will
produce documentary/motivational films for 
presentation in
rural areas 
by Mobile Film Units, and will maintain a film
lending library. 
 To date, FPAB 	has produced 11 high quality
films 
on family planning and related subjects for cinemas and
 
mobile units.
 

Continuing an FPSP service, FPAB will requisition
contraceptive supplies from MOHFP Warehouses and distribute
them to 
other NGOs under the NGO Commodity Distribution Scheme,
which reduces 	the logistical burden 
on the BDG and ensures that
other NGOs and the 
two FPAB sub-projects 
receive a continuous
supply of contraceptives. 
 FPAB will improve stcrage and
distribution capacities under the FPHSP.
 

B. Bangladesh 	Associaticn for Voluntary Sterilization/

Association 	for Voluntary Surgical Contraception
 

(FY 88-91: $5.41 million).
 

Since 1974, BAVS, affiliated with AVSC, has 
been a leader
in establishing voluntary sterilization as a routinely
available health service in Bangladesh. BAVS has developed a
network of 33 	clinics that has served 16 
percent of all
Bangladeshi couples who have chosen voluntary sterilization.
Moreover, BAVS has led the way in 
improving service quality by
introducing counseling, improved medical supervision, safer
anesthesia, effective asepsis, and basic and 
refresher training

for BDG and NGO personnel.
 

Under 
the FPHSP, BAVS will continue to provide high
quality voluntary sterilization services; 
will initiate 	IUD and
non-clinical contraceptive services, and 
basic MCH services in
selected clinics; and will introduce NORPLANT into the national
clinical network. 
 Once field trials are completed and the BDG
approves NORPLANT for wider use, BAVS will assist 
in training
practitioners 	and 
in delivering 	services. 
 In addition:
 

o AVSC has designed a project to strengthen family planning
education in medical colleges. 
 Also, in collaboration

with the MOHFP and the FPCST, BAVS will design and
implement refresher training in 
clinical and non-clinical
contraception 	for personnel 
at clinic sites.

Consideration 	will 
be given to implementing this training
program through Mobile Teams which will 
conduct training
at MO[IFP sterilization clinics, BAVS 
clinics, and medical
 
colleges.
 

o AVSC will post a US-trained 
physician in Bangladesh to
provide technical and medical assistance 
to BAVS and otherNGOs on all aspects of the VS program. 
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USAID will also support a BAVS pilot project on safe birth
 
delivery among women under 18 years of age in urban and
 
selected rural areas emphasizing pre-natal and post-natal

counselling, improved medical supervision, safer anesthesia,

and more effective asepsis for high risk births. This effort
 
will be combined with a new initiative promoting child spacing

methods for high risk mothers.
 

C. Family Planning Services and Training Center (FPSTC)
 
(FY 87-91: $7.50 million).
 

FPSTC is a national organization formed in 1978 to serve
 
as Secretariat for 
the Family Planning Council of Voluntary

Organizations. Originally funded by 
the Ford Foundation and
 
FPIA, FPSTC began receiving USAID support with initiation of
 
the FPSP in 1981. These three donors still provide the bulk
 
of support to FPSTC which, in turn, funds 
over 50 CBD
 
sub-projects. Organizational objectives of FPSTC include
 
encouragement of coordination among NGOs and provision of
 
technical assistance to local NGOs providing FP services.
 
FPSTC also directly develops, funds, and monitors service
 
projects in family planning, some of which also incorporate

MCH and income generation activities.
 

Under the FPHSP, USAID will continue to support the FP/MCH

service delivery projects of FPSTC and new activities including

development of streamlined management systems 
for better
 
project monitoring and evaluation; efforts to strengthen

involvement of oca2J 
 opinion leaders in project development and
 
management; and a training program for project managers and
 
supervisors. In addition, FPSTC will. expand 
its role in
 
providing a forum for 
exchange of information and ideas between
 
the BDG and NGOs (and among NGOs) on innovative model projects,

service delivery strategies, and program evaluation. FPSTC
 
currently coordinates activities of NGOs 
by serving as the
 
Secretariat of the Family Planning Council for Voluntary

Organizations. In its position as 
"part-NGO, ,art-government"

organization, FPSTC is in to
a unique position coordinate BDG
 
and NGO collaboration, particularly in rural areas.
 

D. Family Planning International Assistance (FPIA)
 
(FY 87-91: $8.25 million)
 

FPIA, the International Division of 
the Planned Parenthood
 
Federation of America, has 
funded projects in Bangladesh

through an AID/W Cooperative Agreement since 1972. FPIA began

receiving bilateral funds under the FPSP in 19a4 and, in
 
keeping with USAID's current NGO strategy, has funded large

consolidated sub-projects through indigenous organizations
 
operating at multiple sites.
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FPIA has supported sub-projects targeted specific
on 

socio-economic groups rather 
than using the more traditional
 
NGO approach which serves 
an entire geographic "catchment"
 
area. Other FPIA innovations include use of part-time

fieldworkers with reduced caseloads, 
and an innovative
 
self-help scheme for 
family planning workers 
in which withheld

salary payments a: e used for skill .ra .,nling andor ea,:cm oL a 
revolving fund for short-term personal needs of workers. 
FPIA's Rural Development and FP Project in Barisal provides an

excellent example of collaboration between NGO, MOGiFP and local 
government officials for 
the benefit of the national program.
 

Under the FPEISP, FPIA will continue to provide family

planning services in large community-based distribution
 
projects. Support for the International Union for Child
 
Welfare, the Bang].adesh Birth Control and Family Welfare
 
Association, and Family Development Services and 
Research will

continue. 
FPIA w-l also provide support :o P 'Cto enabLe it 
to continue to support over 
50 smaller Bangladeshi NGOs.
 

E. The Pathfinder Fund (PF)_ 
(FY 87-91: $12.00 million) 

The PF currently supports 24 CBD sub-projects and three
 
clinic-based sub-projects (serving 10 sites). 
 CPRs at
 
sub-project locations range from 19 
to 64 percent; most are in

the 30 to 40 percent range. Ongoing CBD activities will be
 
supported under the FPUISP, and, in many cases, local NGOs will

be supported in expansion to adjacent areas. Emphasis will 
be
 
given to incorporatinq new record keeping, 
reporting and work
 
scheduling systems 
at all CBD sub-project sites.
 

The PF will initiate a major rural expansion effort by

working with a large indigenous NGO, .Swarirar, whlicn wiL( 
provide family planning and immunization services (in

collaboration with the BDG EPI 
in 12 Upazilas in the Dhaka and
 
Chittagong Divisions). Swanirvar emphasizes 
self-reliance in

various development efforts and currently works in 137 
upazilas

throughout 
the country. If successful in the first 12
 
upazilas, family planning and 
immunization services will 
be
 
expanded to additional Swanir ar upazilas. 

The FPHSP will provide continued support for PF to

organize selected conferences, workshops and coordination 
meetings at the request of the BlDG and other NGCs. The PF
successfully assumed this role under the FPSP. Also under the
FPSP, IJSAID provided a Population Dat-a Specialist (a University
of Michigan Intern) to be based at PF to work with all NGOs on
standardizing service statistics, record keepin, reporting
systems, data collection and anallysis. Although rationalizing
disparate systems wil be difficult, standardization of service
statistics and record-keeping is essential as NGOs begin to 
work more closely with the MOHFP rural field system. 
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F. 	The Asia Foundation (TAFi
 
(FY 87-91: $18.00 million).
 

TAF's FP Project currently operates through 25
sub-grantees working at 
73 project sites (12 urban areas 
and
 
44 Upazilas are covered). 
 By 1990-91, The Asia Foundation
 
expects to cover 
2 million eligible couples and attain 
a
prevalence- rate.-of...43. p 
 eercent-..-  ..
 

Under the FPHSP, in cooperation with the MOHFP and local
 
government, a new pilot program in joint NCO/BDG/local

government delivery of family planning services will be
implemented 
in four upazilas. TAF management, supervision, and
reporting systems will be applied in support of 
both NGO and
MOHFP workers. 
 This pilot effort will be closely monitored and
expanded as results warrant. 
 Eventually, this effort may lead
to 100 percent coverage in some 50 Upazilas.
 

Urban coverage will be expanded, especially in Chittagong
and Dhaka. TAF plans to 
provide family planning coverage to
all areas of Chittagong Municipality not covered by
currently-funded NGOs and to improve administration, efficiency
and performance through an umbrella organization called the
Chittagong Unit. 
Coverage by TAF-funded NGOs in Dhaka will

also expand using a similar support system.
 

TAF will operate a Technical Resources, Research, and
Training Fund (TRRT) for the benefit of other NGOs to 
support
technical assistance, local CPSs, small OR projects, training,

and workshops and conferences.
 

TAF will also continue to assist the Female Secondary
Education Scholarship Proiect. Established under the FPSP.
this activity is an experiment in delaying age of marriage, and
FP/MCH demand creation. Needy young women will be kept in
school through grade 12 on the assumption that they will gain
confidence in their ability to control their own 
lives; aspire
to have fewer children; marry relatively late; readily adopt
family planning; and have fewer children. 
A 1985 evaluation of
pilot activities in three upazilas indicates that these 
are

reasonable expectations.
 

USAID has chosen to 
keep this project component small
while assessing its potential demographic impacts and
evaluating the appropriateness of various selection methods and
administrative strategies. 
 If successful, USAID may decide 
to
expand support at a later date (roughly FY 89). Since female
education is likely to have a number of positive impacts in
addition to fertility reduction (e.g. lowered infant and child

mortality, increased female employment, improved family
nutrition, etc.) consideration will be given to funding this
activity from various USAID functional accounts. Other donors
would also be invited to 
join USAID in funding this activity.
 

http:rate.-of...43
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G. Strengthening NGO Training Capacity
 

The bulk of training for family planning workers is
 
conducted by FPSTC and Concerned Women for Family Planning
 
(CWFP). FPSTC is concerned with training of managers and,
 
until recently, field supervisors. CWFP proivides vi r:tua y a1l 
fieldworker training. CWFP will soon begin training field
 
supervisors. PF has assisted training programs through

provision of technical assistance and by convening the NGO
 
Training Coordination Committee (TCC) which addresSes common
 
NGO concerns in the training field. A 1986 TCC NGO training

needs assessment identified weaknesses .in course content and
 
methodologies, lack of appropriate teaching materials and aids,
 
inadequate reference materials, -he need for additional staff
 
and physical facilities to accommodate the large increase in
 
trainees anticipated in coming years, and the need for
 
refresher training.
 

Through a US-based Cooperating Agency, USAID will finance
 
one long-term Training Specialist to assist senior FPSTC and
 
CWFP staff in planning, implementing, and evaluating training
 
efforts. USAID will also provide salary support for trainers
 
and funding for upgrading and expansion of existing training
 
facilities.
 

Component IV
 
OTHER MCH ACTIVITIES
 

Under the FPHSP, USAID will draw on Population, Health,
 
and Child Survival Accounts to expand assistance for MCH
 
services in Bangladesh in order to reduce fertility, mortality,
 
and related maternal and childhood morbidity. USAID will
 
assist the Bangladesh National MCH Program with FPHSP funding
 
for oral rehydration therapy, immunization of mothers and
 
children, MCH training, and other innovative pilot
 
interventions. Particular emphasis will be placed on TEC
 
activities and increasing access to 
selected MCH interventions
 
in addition to FP. Major indices of progress in MCH programs

will include treatment rates for ORT, coverage rates for
 
maternal and childhood immunizations, and adoption of improved
 
nutritional practices. Quality of service indicators will be
 
regularly reviewed and refined.
 

AID/W provides significant funding for MCII activities in
 
Bangladesh. These resources are provided to UNICEF, ICCDR,B,
 
Save the Children Federation, the Salvation Army World Service
 
Organization, and Helen Keller International 
(LIKI). Projects
 
implemented by HKI seek to improve the BDG's effi.ciency in
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Vitamin A capsule distribution and establish vitamin A's
 
effects on diarrhoeal disease. 
 ICDDR,B evaluates treatment
 
methods for 
diarrhoea! and dysenteric disease (including

cholera) and acute lower respiratory tract infections in
 
Bangladesh.
 

USAID funded the Urban Volunteers Project (UVP) in FY 86
 
with $4.0 million in Child Survival funds. Assistance was
 
provided via 
an AID/W project which already provides major

support to the ICDDR,B. The purpose of the UVP is to deliver a

package of MCH interventions to urban slum-dwelling female
 
volunteers who identify, 
treat (and refer for treatment)

children with diarrhea, scabies, vitamin A deficiency, and
 
malnutrition. Volunteers also refer mothers and 
children for
 
immunization and provide counseling and referrals 
for FP. The

project will expand to cover 95 percent of 
the slum areas in
 
Dhaka, Chittagong and Khulna by 
1990. In FY 87, USAID provided

UVP with an additional $500,000 to support extension of
 
services through FY 91.
 

A. Oral Rehydration Therapy Through Social Marketing,
 
Including Village Distributorships
 

(FY 87-91: $15.00 million)
 

UNICEF, the World Bank and BRAC are 
already assisting or
 
planning to 
assist the BDG's National Oral Rehydration

Program. When USAID began plan a major child
to 
 survival
 
initiative in FY 85, a decision was made 
that the best strategy

was to 
assist with commercial private sector distribution. 
Funds alreadl committed to ORT-SMP will be supplemented to 
carry through FY 91. USAID provided $5.0 million in 1985 for 
promotion o[ oral reiiydration therapy (both labon- gur and or31
 
rehydration salts), procurement of 
ORS from Bangladeshi

manufacturers, and 
3ales of ORS through the Social Marketing

Project. 

Intended outcomes of ORT-SMP activities through 1991 
are
 
an increase in ORT treatment rates (from 20 percent in 1985 to

60 percent in 1991); improved case management of diarrhoeal
 
episodes: and greater availability of subsidized ORS sachets 
in
 
retail 
shops throughout Bangladesh. SMP sales of packaged ORS
 
are expected to from 7.5
r'se million sachets 
in FY 96 to 20.5
 
million in FY 90, representing an increase in SMP's share of
 
total distribution of packaged ORS 
from 3 percent in -v 86 to
 
24 percent in 1990. By FY 90, 
the SMP will be distributing

ORS through 65,000 pharmacies and other retailers. 
 SMP has
 
also successfully test marketed Safe Delivery Kits 
(SDK) for
 
use by medical and 
lay people and will advertise and sell SDKs
 
widely.
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Funds are already available under the FPSP for
establishment of a comprehensive monitoring and 
evaluation
 
system for ORT-SMP° including an ORT-SMP Treatment Rate and

Childhood Mortality Survey that will measure the effectiveness 
of ORT and assess national efforts in diarrhoeal disease
 
control. This survey will be conducted in 1.997 and repeated in
1991. (See Data Co llect ion, Monitor ing and EvaLuat ion Pan in 
Annex L). 

A major new ORT-SMP innovation during 1987-1991 will 
be
development of a community-based sales distributorship system

based on retail sales by rural women ("runK ladiesl and
others) to rural 
women. Village saleswomen will sell special

brands of SMP-ORS sachets emphasizing proper and effective 
use

of ORS, including recommended nutritional practices. 
 Th:y

will also distribute oral contraceptives, (and advise on

contraindications and side effects) and refer village women to

clinics Vherieithods. 

products in their homes will 


for o 'P Women who stock these 'Nic 
be able to supply their neighbors

even in 
the rainy season, thus substantially improving 
access.
 
Design studies for this activity are currently under way and a
 
pilot test will begin in FY 88.
 

B. Municipal Immunization Program

(FY 87-91: $10.00 million)
 

The BDG initiated 
the Expanded Program on Immunization
 
(EPI) in 1979.- An estimated 200,000 to 
400,000 Bangladeshi

children die each year due 
to six communicable diseases which
 
can be prevented through immunization. Steps were taken in
 
1985 to accelerate EPI 
service delivery. Additional funds
 
totaling $23.1 million were provided by the BDQ, UNICEF, WHO,

SIDA, World Bank, NORAD, and BRAC 
for the period 1985 1990.

The present program supports rural exparns ion. No :spec iic
 
steps were taken to 
accelerate EPI in 
urban areas. However,

the BDG and ISAID have decided, with concurrence from UNICEF
and WHO, that USAID will focus support from FY 87 91 the
on 

large metropolitan areas 
of Dhaka, Chittagong, Khulna and
 
Rajshahi (with an estimated 1987 total population of 8.8
 
million).
 

The Municipal Immunization sub-project 
of the FPHSP
 
conforms to the BDG's National EPI Action Plan. 
 Targeted age
groups include children under two years of age and women of
child bearing age (15-14 years). The sub-project goal is to

reduce infant and childhood morbidity and mortalit y from
tuberculosiso diphtheria, pertussis, 
 tetanuius, polio, typhoid
rind ineas les. Sub- pro lect purpose; are : 1) to r :overa;e
levels for EPI vaccines so that siqnlifLic, ,,inItairnoble 
reductions in morbidity and mortaltiry can b1, 1(-h;ovod in Dnaka,
Chittagong, Khulna, andiRajshahi, and 2) develop itil :;trien'then
Municipal Corporation mangement capabi ii t is and dliJivry
infrastructure to the point where they cIm sutin ,in etective 
immunization pr oq r,)m. 
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Primary responsibility for immunization service delivery

lies with the Municipal Corporations. To strengthen the
capabilities of Municipal Corporation health personnel, and 
to

increase the capacity of the present system to achieve and
sustain necessary EPI coverage in targeted areas, 
the following

approaches will be followed:
 

1. A management system will be developed to 
identify

appropriate site locations, transport and 
logistics needs,

and personnel requirements for EPI; develop a training

plan for employees; prepare a communications strategy for

beneficiary motivation and promotion; 
and design a
 
monitoring and evaluation strategy.
 

2. 
Management capabilities will be strengthened through

increased 
training and sustained counterpart

relationships. Supervisors, vaccinators, and motivators
 
will be trained in centers established in each of the
 
municipalities.
 

3. 
Appropriate locations for Municipal Corporation EP[

primary and out-reach centers will be identified, and
 
equipped and upgraded as necessary.
 

4. An appropriate logistics system for management and
 
delivery of vaccines will be established or expanded,

including introduction of routines for regular equipment

maintenance.
 

5. A simple recording and reporting system will be

established to 
meet management, monitoring, and evaluation
 
requirements.
 

Inputs during the six year sub-project will include:

technical assistance; local salaries; training; 
commodities
 
sufficient to meet program requirements; limited facility

improvements for offices, operating centers and vaccine
 
delivery posts.
 

C. Training and Innovative MCH Activities
 
(FY 88-91: $2.00 million)
 

USAID will set up 
a Training oad Innovative MCH Activities

Fund within the MCH component to -ilow for training in MCH

subjects. In general, USAID will 
fund feasibility studies or
small-scale trials and will 
join with other donors to cover
 
costs of expansion if warranted.
 

Through funding to PF, the Bangladeshi self-help NGO

Swanirvar (presently working in 
137 of the country's 464
Upazilas) will expand FP/MCH education and services, including

immunization referral services from 12 
Upazilas in 1987 to 48

Upazilas in Chiztagong and Dhaka Divisions 
by 1991. USAID is
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considering additional support 
to cover further expansion to
the remaining 89 Swanirvar Unazilas. 
 FPHSP assistance may be
combined with ODA funding under the World Bank's Third
 
Population and Family Health Project.
 

USAID is also considering (a) assistance to 
a local

organization that will coordinate design and funding of 
health

activities implemented by local-level NGOs throughout

Bangladesh and maintain liaison between the MOHFP and smaller

NGOs; (b) support to BAVS to add 
selected MCH/Safe Birth

Practice services at 33 BAVS clinics throughout Bangladesh;

(c) support for ORS treatment and training centers 
in selected

Upazila Health Complexes; and (d) investigating the feasibility

of developing a national morbidity and mortality surveillance
 
capability in Bangladesh.
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IV. FINANCIAL ANALYSIS AND PLAN
 

BUDGET
 

Cost estimates provided in the Summary Budget 
are 	based on

experience gained with previous USAID family planning projects

in Bangladesh. The total USAID cost of 
the 	FPHSP is $178.75
 
million. 
 Of the total, $151.0 million is drawn from the
 
Population Account and $27.75 
trom the Health and Child

Survival Accountu, Project costs are 
to be financed from an AID
 
grant and obligated over 5 years.
 

Table 5
 

SUMMARY BUDGET--..FPHSP*
 

% of
 
1987 1988 	 1990
1989 1991 TOTAL Total
 

1) BDG/FP** 21 97 16.92 15.45 12.75 
 13.66 80.75 45%
 

2) 	 FP/SMP 
 '. 8" 3.37 3.39 3.49 3.40 16.47 9%
 

3) 	 NGOs 5.21 9.71 11.66 13.76 13.44 53.78 30%
 

4) 	 Other
 
MCH 5.31 3 44 5.56 6.21 6.48 26.75 16%
 

TOTAL 35.31 33.4,. 36.06 36.21 36.98 178.00 100%
 

A relatively large pipelin- is required for most of the

elements. 'JGOs experience long 'elay between obligation and

actual expenditure for sub-proje-ts because there several
are 

steps involved. CA funds are 
nor.,ally obligated to NGOs
 
mid-way through each. fiscal year. 
kThere will be an attempt

during the FPHSP to 
make multiple year obligations whenever

possible, to reduce management responi.bilities). Cooperating

Agencies then sub-obligate funds to indigenous PVOs, which then

expend funds over the life of 
their projects. The government
 
program also requires a fairly long pipeline as is
it based on
 
a system of payments and reimbursements at the local level.
 
There is considerable accounting necessary before reimbursement
 
for VS and IUD payments can be made to the government. Similar
 
delays can be anticipated in making reimbursements for
 
fieldworker travel costs.
 

*Items 1-3 are Population Account and 
item 4 is from Health and
 
Child Survival Accounts.

**Included in the Bangladesh Government FP program are
 
contraceptive commodities totalling $37 
million.
 



FINANCING POPULATION AND FP/MCH CARE IN BANGLADESH:
 

The FPHSP will contribute significantly to population and

FP/MCH programs in Bangladesh. The TFYP states 
that the total
 
cost of population and 
family planning activities for 1985-90

is $522 million. This 
includes all gcvernment expenditures and
 
donor contributions. 
 The FPHSP covers a 5 year peiCd "lagged 
one year behind the 5 year BDG planning cycle. Thus,
approximately 80 percent ($400.0 million) of population/FP

costs are 
being met by donors, including appro..imately 30
 
percent from USAID. 
Clearly, the tinancial needs of the
 
program in Bangladesh are being met primarily by the donor
 
community. This is likely to continue into 
the foreseeable
 
future. This grant 
meets public and private sector needs not
 
being covered by the BDG or 
other donors.
 

In 1986, USAID commissioned a consultant to examine the

potential for FP/MCH program sustainability, specifically the

question of recurrent costs 
(Stinson, 1986). The conclusion of
 
the study was that, although sustainabilicy is a worthy

objective in the long run, it will not 
be achieved during the
 
life of the FPHSP, 
nor for many years hence. In Bangladesh,

people are generally reluctant 
to spend limited resources on

preventive care. 
given the much greater unfulfilled demand for
 
curative care and other requirements of daily life. In

addition, communities must perceive that 
primary health care is
 
of high quality before they will willingly support it.

Strategies for cost containment and continued use 
of existing

private sector 
providers and distribution channels 
are more

viable responses to AID's financing guidelines than is a
 
premature emphasis on cost 
recovery. Some finance-related
 
innovations will be possible during the FPHSP period, 
but heavy

BDG dependence on donor assistance will continue well beyond

th,, end of the Project in 1991.
 

Beginning in late 1987, the World Bank a
(IDA) will support

major study of 
the financing of Bangladesh FP and health
 
sectors which promises to provide useful insights into trends
 
in family planning and health expenditures; the appropriateness

of these expenditures in relation to and
BDG sector objectives:

the total resource 
gap in meeting BDG objectives over the next
 
decade.
 

A covenant under the World Bank's Third Population and

Family Health Project proposes, consistent with AID recurrent
 
cost policy, a time-phased schedule for 
the BDG to absorb
 
"selected" costs of 
FP and MCH programs (e.g. salaries of
 
family planning staff, operating costs of field clinics and

training centers). Assuming a 5 percent real annual growth in
 
MOHFP expenditures, IDA believes this 
cost assumption is
 
possible. If 
the MOHFP's current 5.9" share of the annual
 
budget remains constant, recurrent cost
the portion of the
 
MOHFP budget would be approximately the same at the beginning
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and end of the Project. The IDA-sponsored study will also

explore cost recovery measures 
to increase BDG financing
 
capacity.
 

TA early in the 
IDA project will perform a financial
 
analysis of the health sector. The study will analyze

recurrent cost implications of the MOHFP investment plan,

and review the potentia. for increased cost recovery through

a numbel of measures, includi.ng user charges for services.
 
AID is similarly concerned about the 
cost recovery issue and
will closely monitor BDG efforts to 
implement recommendations
 
emerging from the IDA study. 
 If, as a result of the study and

donor/BDG diallgue, changes 
are required in strategies or

funding levels, the 
FPHSP will be modified accordingly.
 

http:includi.ng


V. PROJECT ANALYSIS
 

INSTITUTIONAL ANALYSIS
 

During the FPHSP, USAID will 
be directly concerned with
 
administrative efficiency in 
the following institutional
 
settings:
 

(1) Various levels and units of 
the BDG. including: (a)

Presidential and Ministerial support 
for the FP program, anu
the ability of political figures to communicate a sense of
 
commitment to lower-level officials, and 
to hold them
 
accountable for their performance; (b) the efficiency of the

Planning Commission and External Resources Division in clearing

and approving project activities: (c) the need for improved

management practices, full 
staffing, and better professional

and technical training for MOHFP staff at 
national, district,

upazila, and union levels; 
and (d) involvement of Upazila

Parishads in the FP program, particularly through clearer

definition of the responsibilities and authority of 
the elected
 
Upazila Chairman for implementation of FP programs.
 

(2) Urban consolidation and rural expansion of six

USAID-assisted NGOs and the SMP: 
(a) working productively with

the BDG and among themselves: (b) pioneering cost-effective
 
innovations in service delivery; 
and (c) generation of demand
 
for birth spacing among younger couples with few children.
 

(3) Influence on national 
policy and program decisions
 
by various research institutions, including BFRP, the
 
universities, and professional associations in FP/MCH.

(Private firms, working under contract to USAID on 
studies and

evaluations, 
can also influence major administrative and policy

decisions.)
 

Public/Private Sector Assistance
 

During the mid-1970s USAID has channeled population and FP

assistance to the public and private sectors 
in Bangladesh in

order to: (1) present individual FP clients with varied service

options; (2) increase access 
to information and services
 
country-wide through several different types of 
service

outlets; and (3) influence the efficiency of the MOHF'P by

supplementing and complementing its work with efforts of 
NGOs,

including 
the SMP, and encourage innovations in presentation of

information and services by these more 
flexible private sector

organizations. While the BDG has 
been tolerant and supportive

of the growth of NGOs and SMP since the late 
1970s, some
 
bureaucrats resent the relatively high levels of 
USAID support

received by NGOs since 1981 and have argued 
for tighter

controls over NGOs and flow of 
funds to them. in response,
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USAID and NGOs have emphasized services provided by the 
private
sector to the public sector, and 
that these services can be

further extended to the benefit 
of the national FP/MCH

program. 
 USAID has, in spite of occasional criticism,

continued to administer its assistance to public and private

institutions under separate obligating instruments. 
 As a
result, the NGOs have retained full control 
ov-r their
 
resources, 
still have substantial operating autonomy, and
continue to 
offer unique strengths in service delivery. In
discussions with the BDG, USAID will continue to 
emphasize U.S.
policy which requires assistance to both public and private

sectors 
in pursuit of cost-effective FP and MCH programs.
 

Functional Intecration
 

Population and FP activities have been under the
administrative control 
of the MOHFP establishment of

Bangladesh. 
 Since 1980, "functional integration" of all field
activities at the upazila level and below has 
been mandated.

Several administrative changes in 
1883 and 1985 effectively

placed the UFPO and lower-level FP workers under the authority
of 
the health system. This step was designed to strengthen both

FP and MCH activities by enabling all fieldworkers to serve a
"dual purpose". However, functional integracion in practice

has had serious negative effects 
on FP worker morale and

productivity and resulted 
in deliberate work slowdowns.
Unfortunately, there have been no 
observable positive changes
in attitudes and performance of health workers vis-a-vis 
their

FP duties. Serious frictions between FP and health workers
 
continue to cause problems in 
the field.
 

BDG decisions 
on UFPO encadrement (conversion from
non-professional to professional 
career status, with salary
reclassification) has implications for 
the status of employees

in other ministries and 
is therefore being carefully studied by
a BDG committee at the President's order. 
 In a more positive
development, UFPOs have recently been restored 
to membership on
the Upazila Parishad -- another professional "demand". UFPOs
will now serve as 
Union Parishad members in addition to the

UHFPOs, with their physician-supervisors having overall

responsibility for health and FP activities. 
 Other status and
 
management problems resulting from functional 
integration
continue 
to disrupt MOHFP service delivery. UFPOs have lost

signatory control over operational funds and they function at
present under 3 "supervisors" whose roles 
in FP, and mutual

relationships, are unclear. 
When USAID raises concerns about
 program performances, 
the MOHFP point to late 1986 improvements

in contraceptive acceptance rates, 
and a recent World Bank

review team acknowledgment of 
FP program recovery. USAID
remains unconvinced by these data, and 
believes that the FP
 
program is lagging badly.
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A Task Force on Integration, including NGO as well as
MOIIFP representation, presented a report in 
late 1986 to the

MOHFP with recommendations on functional integration 
issues.
 
The Task Force, and the MOHFP, operate on the premise that

functional integration must be made to work, that the MOUFP can

take practical management actions 
to make it work, and that

Upazila Parishads should 
assume greater responsibility for the
 success of the national program. 
 The Task Force Report is

still under review by the MOHFP. 
 USAID will urge speedy and

serious consideration of its recommendations. Some time will

be required to observe the effect of 
implementation of Task

Force recommendations on FP performance, but USAID will require

a review of performance against expressed TFYP FP objectives 
in

1988 and an analysis of 
the overall effect of functional
 
integration on the FP program. 
 A 1988 external review will be
 a Covenant of 
the FPHSP. Among donors to Bangladesh FP

activities, USAID believes 
most strongly that the program has
 
lost impetus and must 
be accelerated considerably.
 

Female Fieldworkers
 

In 1986. without prior testing of 
consequences, the MOHFP
decided that FWAs would 
be taken off their household rounds one

day a week to participate in immunization activities at 
fixed

clinic sites. (There is evidence that this has extended to 2

days in some areas.) USAID has pressed to hav' the effect of
this action on 
FP service delivery carefully evaluated, since
 
research by ICDDR,B and other NGO projects indicate that

maintenance of frequent, regular household 
rounds is crucial

for FP acceptance and 
effective follow-up and continuation,

particularly of 
spacing methods. A prospective study of this

issue was planned by 
the World Bank and UNICEF in collaboration
 
with the BDG in 1985-86. However, 
the study has fallen victim
 
to other priorities under the World Bank and 
UNFP. assistance
 
programs. USAID and CIDA have now decided to pursue this study

directly with the BDG and will collaborate closely in its

design and implementation. 
 The study and the issue are crucial
 
because one female fieldworker is expected to cover (under

adverse field conditions) a population of 
7,500, an impossible

task even when FWAs not
are participating in EPI service
 
delivery at clinics. 
 The BDG decision is particularly

distressing given that clinic-based workers in health and FP,

male and female, have 
more time to participate in EPI than
FWAs, 
the only females who provide outreach to women in their
 
homes.
 

Under the FPH5P, USAID has responded to the BDG's
expressed need for NGO female fiieldworkers to supplement
activities of FWAs by providing resources for NGOs to begtin
phased expansion into rur,[i arTa, . ' PF wii'."P A, and I.
closely coordinate their pl,-ns or expansion with up,zi la- level
MOHFP personnel and with Upazila Parishads. In addition, 



under the SMP. USAID will support development of a system of
 
contraceptive/ORS sales distributorships 
run by village women
 
who stock commodities in their homes, 
sell them at nominal
 
prices, and promote effective use of ORS and contraceptives in
 
their neighborhoods. The ICDDR,B Extension Project is now
 
working with MOHFP, CIDA, and 
USAID in establishing streamlined
 
procedures for recruiting, training and deploying 10,000

additional FWAs, whose presence in field will
the help

establish a more favorable female worker-to-population ratio.
 

MOHFP Staff Vacancies
 

USAID has 
joined with other FP donors to press the BDG to
 
fill the many staff vacancies among sanctioned health and FP
 
posts. A number of Director and DepuLy-Director positions in
 
the Supervision, Logistics and MIS Directorates and 
in NIPORT,
 
are vacant, and 1500 of 13,500 sanctioned FWA positions nave
 
fallen vacant even as the MOHFP moves to recruit, train and
 
deploy 3,000 of 10,000 new FWA positions. The World Bank has
 
set 1987 deadlines for the MOHFP to fill key positions; USAID
 
will support that position with a Covenant in the FPHSP.
 

Professional Training
 

There is a disturbing lack of professional and technical
 
skills in population and FP among high and mid-level 
planners

and managers at 
the MOHFP and Planning Commission. USAID has
 
budgeted funds for MA-level and short-term training so that
 
when current program managers (recruited and trained in the
 
mid-60) retire, their replacements are adequately prepared to
 
take over program responsibilities. The BDG's reluctance to
 
clear personnel for long-term training will 
be discussed with
 
senior BDG officials as a formal USAID Population and Health
 
Office training plan is developed in FY87. In addition to 
PDG
 
personnel, USAID also plans increase the pool
to 
 of trained
 
population professionals in universities and 
research
 
organizations.
 

Improved Supervision of Clinical Program
 

In late 1986, USAID suspended reimbursements to the BDG
 
for VS and IUD payments until improvements could be made in the
 
FPCST monitoring system. 
An MOHFP Task Force has been formed
 
to review USAID recommendations and 
to ensure adequate
 
responses by the MOHFP. A full complement of WHO Advisers for
 
the FPCST is expected to be in country by the end of April, and
 
decisions have been made by 
the MOHFP and WHO which will
 
improve logistical support 
for the FPCST by that time.
 
When these tasks are completed, USAID will recommence
 
reimbursements. 
 The MOHFP has also accepted an offer of USAID
 



assistance for refresher training for District and
Upazila-level MO/MCH-Fr o.ficials, which will extend the
outreach of the FPCF. 
 monitoring, supervision and training
at service sites. 
 1'- Lhere is evidence in.- 87
Y:._Sthat _.the...
 
--- PCT d~c16-dequately-as- part -of thea-ant FP' Directorate,the Secretary, MOHFP, has agreed to consider shifting

responsibility for the FPCST to his direct control.
 

Setting Demographic and Health Goals
 
and Measurinq Performance
 

National goals and objectives developed by the MOHFP,
Planning Commission, and BBS are not mutually consistent or
grounded in solid analysis. USAID has budgeted funds to
strengthen skills, particularly in the Planning Commission.

Emphasis will be placed on establishing goals and then
converting them to actionable objectives related to coverage,
prevalence and quality-of-care. 
The MOHFP is keen to develop

compensation systems in which worker performance is evaluated
and compensated according to 
explicit quality-of-care or
 coverage indicators. USAID will assist with design of such a
system and also help the MOHFP to make qualitative improvements

in FP reporting systems and the MIS.
 

National Program Implementation Reviews
 

The National Council on Population is chaired by the
President and meets irregularly. USAID will recommend

formation of a high level Expert Group Committee on Population
to advise the President and the National Council on Population

regarding program implementation and progress against
Development Plan goals. 
 In 1987, USAID is also supporting the
annual meeting of the Bangladesh Population As'sociation, which
will review TFYP progress in population and family planning.
 

Decentralization and Upazila Capacity
 

The Upazila FP Implementation Committee is convened

irregularly by the Upazila Chairman, but is a potentially

important element in monitoring and reviewing MOHFP
activities. USAID will ensure that the Upazila team training
program for elected and appointed officials, encourages active
committees to 
review local FP policies, strategies, goals and
resources, and to stimulate the interest and commitment of

local leaders in relation to FP activities. At present,
elected Upazila Chairmen and members 
are asked to work closely
with and supervise appointed civil servants of Ministries

working at 
the upazila level. However, in practice, authority
relationships are not clear. Knowledge of 
technical subjects
 

....
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by elected officials is limited, even 
though FP is designated
as a "transfer subject" 
to be implemented by Parishads. 
 Actual
government funding (via block grants) for 
transfer subjects is
small. 
 Under the FPHSP, USAID will supplement BDG funds
available to Parishads with FP Block Grants 
to accelerate local
 
area MOHFP activities.
 

USAID Management of the FPHSP
 

A $150.0 
million FP program and $26.75 million MCH program
constitute about half of 
USAID/Dhaka's OYB. 
 The Mission's
population assistance program is 
the largest in the Agency.
USAID will 
use a combination of grants/CAs, competitive
contracts, and "buy ins" 
to 
S&T projects to implement FPHSP
sub-components. 
 In addition, USAID will 
strengthen the Office
of Population and Health (OPH) with two 
full-time USDH
employees, in order to 
manage this program. At present, OPH
has 5 US Direct Hires and has 
made imaginative use 
of PSCs and
university interns 
to extend technical assistance in clinical
contraception quality assurance, 
logistics management, ORT
program evaluation, demographic analysis and NGO service
delivery. 
USAID will continue to utilize all 
of these
 
mechanisms.
 

The FPHSP ccitemplates a substantial on-site TA component
and heavy reliance on 
TA rendered by staff of AID/W projects.
This reflects USAID's strongly-held view that the BDG and NGOs
require substantial technical and management sub-support 
to
implement a large, complex work program. 
 Sub-components which
particularly require such assistance include 
IEC, Upazila Team
Training, Municipal Immunization, NGO training, Contraceptive
Logistics Management, and various OR studies. 
 The level of TA
funding may be a contentious issue 
in negotiations with the
BDG, which tends to underestimate its 
needs for technical and
management assistance, and to 
cut back TA elements in
development projects. 
 In this 
case, USAID will insist on full

funding of TA activities.
 

TECHNICAL ANALYSIS
 

The FPHSP anticipates that 
a 40 percent contraceptive
prevalence rate will 
be achieved by 1991. 
 An ORT treatment
rate 
of 60 percent and municipal immunization coverage rates of
65 percent for children and 60 percent for 
mothers are foreseen
by the end of 
the project period. 
 If these objectives are met,
Bangladesh should continue to 
experience declines 
in fertility
and morality; namely, a reduction in 
the TFR from 5.6 to 4.8
and an in
increase life expectancy from 52 
to 53 years (which
would entail a modest reduction in infant, child and 
maternal
mortality). However, owing to 
the offsetting effect of
declining birth and death rates, 
the population growth rate is
projected to be 2.2 percent by 1991, 
a figure considerably
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higher than the 1.8 percent projection of the BDG. Demographic

trend analysis suggests that the total population of Bangladesh

will be at least 150 million by 2001 unless a contraceptive
 
prevalence rate of over 38 percent is achieved within the next
 
fourteen years. (FPHSP technical analysis is given in Annex 11). 

SOCIAL ANALYSIS
 

If FPHSP objectives are achieved, the social welfare
 
of children and mothers in Bangladesh will be enhanced.
 
Reductions of high risk pregnancies (high parity and
 
short-interval births) and improved MCH service delivery will
 
not only lower maternal and childhood morbidity and mortality,

but will reduce the fatalism many women currently attach to
 
their own health prospects and overall social status. When
 
effective FP/,MCH programs are implemented in a culturally

acceptable manner (as has been the case in the ICDDR,B 
program areas of Matlab, Sirajganj and Aboynagar Upazilas),
 
Bangladeshi women have been shown to readily utilize program

services. Even in regions of the country that are relatively
 
underdeveloped, effective service delivery can stimulate
 
measurable declines in fertility and mortality within a
 
relatively short period. However, the extent to which
 
fertility and mortality reduction can be sustained in the
 
future is unclear, particularly given the uncertain long-term

development prospects facing the country. One recent analysis

maintains that the demand for contraceptive services (and the
 
desire to limit family size) may actually increase over time
 
if significant long-term development fails to occur. (FPHSP
 
social analysis is given in Annex I).
 

ECONOMIC ANALYSIS
 

Cost-benefit analysis of the FPHSP indicates that family

planning expenditures are highly cost-effective: namely, an
 
overall cost-benefit ratio on the order of 8 to I is projected

for the project period 1987-91. Analysis of the major

sub-components of the FP program shows that NGO and SMP service
 
delivery has been more cost-effective than the BDG program in
 
recent years. This outcome may be partly due to the relatively

high use effectiveness of NGO program methods (e.g. the
 
provision of sterilization services) and the fact that NGO
 
program services have been delivered primarily in urban areas.
 
No cost-benefit or cost-effectiveness analysis was attempted

for the MCH component of the FPHSP. (FPHSP economic analysis
 
is given in Annex J).
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INITIAL ENVIRONMENTAL EXAMINATION
 

Generally, population, health, and 
nutrition projects
fall under Section 216.(c)(2)(viii) Categorical Exclusions 
ofthe Agency Environmental Procedures that 
do not require an

Initial Environmental Examination. 
However, under this
 
Project, AID funds are 
programmed for construction of a

multi-storied office building to 
house the Family Planning

Directorate of 
the MOLIFP. thus requiring a complete LEE.
 

The MOHFP has been given a plot of land in the Kawran
Bazar area of Dhaka to construct its office complex. 
All
building construction within Dhaka 
city limits must conform to

building requirements established by 
the Dhaka Improvement

Trust (DIT); a building permit issued by DIT is mandatory. DThas zoned various sections of 
the city for different fuinctional
 
uses and, through the building permit approval process,

maintains control 
over adherence to established standards.
 

The plot on which the MOHFP will 
construct its office

building is located in an area 
zoned for commercial use,

including construction of multi-storied office buildings.

Adjacent to 
the property, a government agency is constructing a
20 story office building, and the work is 
approximately 30
 
percent complete.
 

The area is serviced by the city sanitary sewer and water
supply systems. Sewage is transported by a closed 
sewer system

to a treatment plant where processing of waste The
occurs. 

water and sewer requirements for the building can be met by the

existing system: 
no additional provisions 
will be required.

The power supply required to operate the building will be
provided by the national grid that 
feeds Dhaka. The area is
classified as commercial. Therefore, provisions are already

made for 
the power and voltage requirements of office buildings.
 

It is not anticipated that design of 
the building will
contain any special innovations requiring unusual 
environmental
 
considcrations. 
 High-rise construction in Bangladesh

primarily masonry (reinforced 

is
 
cement concrete) with a minimal
 

amount of wood used for finished work. The plot for the Faimily

Planning Headquarters building is 
not located in a recent land

fill area. and the proposed building will 
not alter exi.sting

drainage patterns. There are no trees on the proposed site,
thus the construction will not reduce tree population in the
 
area. 
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The final design for the building has not been completed.

The firm that will eventually be engaged to finalize the

designs will be instructed by USAID to be alert to any

environmental considerations. 
 USAID will retain approval

authority for each phase, of theides ign.._ and,.-cons tr-uct ion-proces s
and will be able to intercede if environmental issues surface.
 

It is USAID's recommendation that, as a result of this
Initial Environmental Examination, a negative determination be
 
made for this Project.
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VI. IMPLEMENTATION AJD PROCUREMENT PLAN
 

The FPHSP will follow implementation procedures established
 
in the current project, FPSP. The Family Planning Directorate
 
of the MOHFP will administer components I and part of IV. PSI
 
through SMP will administer social marketing of contraceptives

and ORS and initiate the new Community Based Sales Project.

Various NGOs will administer a large number of subproject
 
adctivities. In addition, several non-governmental research
 
organizations will undertake various studies, operations

research and consultancies. A detailed implementation
 
schedule is presented in Annex D.
 

In the Bangladesh Government (BDG) portion of the project,

the primary method of implementation will be through AID direct
 
contracts with payment being made by USAID. 
 At present, the
 
planned exceptions to this are the Management Information
 
System (MIS) component and the Family Planning Services and
 
Training Center (FPSTC). The method of implementation for
 
these two components of the project agreement will be through

PILs. Funds will be advanced to the BDG for these components.

Prior to advances, USAID will assess the capacity of the
 
implementing units to administer the funds.
 

The bulk of contraceptive commodities for the project are
 
procured by S&T/POP and SER/OP directly on USAID-issued
 
PIO/Cs. Other commodities (catgut, IEC and EPI materials and
 
equipment, fieldworker supplies, etc) will be procured using

contpetitive direct contracting procedures. USAID is
 
considering utilizing on 8(a) PSA to 
handle all procurement for
 
the Project not handled by AID/W or NGO grantees (CAs). USAID
 
plans to continue relationships with the major Cooperating

Agencies (CAs) mentioned in components I, II and III of the
 
Project because of their established relationships with
 
indigenous NGOs and with the MOHFP. 
 The programs of these
 
CAs (PSI/SMP, AVSC/BAVS, PF, TAF, FPIA, FPAB, FPSTC,

ICDDR,B/Population Council, FHI/BFRP) are described in detail
 
above. In order to renew cooperative agreements with these
 
CAs, as shown in the implementation plan chart (Annex D), USAID
 
requests AID/W approval to select these assistance recipients

(HB 13, Ch 1). The Population Council and FHI are funded by

buying-in to AID/W projects. The IEC component will be
 
executed through buy-ins to two extremely well-suited AID/W

projects; the Population Communication Services Project of
 
S&T/POP and the HEALTHCOM Project of S&T/H.
 

PSC positions at USAID/Dhaka have always been competed,

with excellent results. TA requirements for new components

will be viewed as prime opportunities for involvement of Gray

Amendment Organizaticns, in particular the possibility of
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utilizing an HBCU paired with a major university's health
 
department by the MOU arrangement recently announced by AID/W

for the EPI subcomponent. 8(a) firms may be appropriate for TA
 
in the Innovative MCH and Logistics & Commodities subcomponents

and will be encouraged to apply for these TA contracts.
 

A&E and construction contracts for design and construction
 
of the MOHFP headquarters building will be awarded
 
competitively to firms of Code 941 or Bngladeshi nationality

under FAR Part 36. By signing the fa._esheet, the USAID
 
Director certifies that this project is appropriate for Gray

Amendment contracting as stated above.
 

Provision has been made in the budget for non-federal
 
audits of the BDG component to be coordinated by IG/Singapore.

USAID will work with the IG to develop appropriate scopes of
 
work to assure implementation of the planned audits. In
 
addition each NGO will be required to provide USAID with annual
 
audited financial statements.
 

VII. COVENANTS AND CONDITIONS
 

Covenants and conditions precedent listed in the draft
 
Authorization (pp. iii-iv) are almost identical 
to those in the
 
amended FPSP Authorization (388-0050), and contain prohibitions
 
concerning abortion and sterilization required by FAA 10,'(f)

and Policy Determination-3. The last covenant, that all funds
 
shall be used in accordance with AID population policy, is
 
intended to incorporate all proscriptions in the current year

appropriations legislation, as well as any future changes in
 
FAA 104 or AID population policy. Since language in the
 
appropriation bills changes from year 
to year, USAID has not
 
included additional proscriptions from the FY 87 Congressional
 
Resolution in the draft Authorization.
 

USAID/Dhaka is well aware of AID population policy and
 
applicable scatutory and Congressional Resolution language,

which have been followed scrupulously in drafting the FPHSP
 
USAID therefore requests taat AID/W authorize the FPHSP as
 
written, and continue to inform us about other requirments of
 
AID population policy. In addition to conditions and covenants
 
in the Authorization, the Project Grant Agreement will contain
 
several conditions precedent to disbursement and covenF ts
 
reflecting specific implementation concerns of USAID/Dhaka.
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Outputs to Achieve Punose. 
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3. tkbre cost effective 
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out-
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delivery of contracep-
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access to a full range of 
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5. Better trained, nre 
effective fieldmarlkers 
and atuinistrators in 

IIFTP and XV progrums in 
I'/1-10j. (Cchnpolients
I.C, I.F, III.C.) 

6. SubsLtIntial expaision 
R' A-provided IP 
services in urban and 
rural areas. (Cantxonents 
Iff.A,111.F.)
 

1. Uixnber of "potential 

spacing couples" (wife's age 

under 30 anl parity below 4) 

actually practicing teuporary 

FP increases by 1,00,000 

frcm 1987 to 1991. 


2. An 18 month supply of all 
essential contraceptives and other 
cainiodities incountry throug)ictit

Project life. By enid of 

Project MIFP is successfully 
procuring and importing 25% of 
related coiniodities 
internationally proctlred. 

3. Operating costs associated
 
with retail sale of ea:ch 
conaln, pill, and ORS sachet 
decline by at least 25%. 

4. Verified household visits 
per bIA, per mmnth increase by 
at least 20% betuein 1988 and 
1991. 

5. CPR increases to 40% by 1991. 

6. Mimnber of eligible couples 
served by t", increases by at 
least 75% bet~& en 1987 and 1991. 

1. Quarterly reports and 

meetings for each project 

sub-compoiaent. 


2. At least tWU external 
evaluations for each sub-

component. Generally, an 


interim evaluation in 

1988/89 and a final eva-

luation in 1990/91. 

3. USAID Project records. 

4. M"3lFP service statistics 
especially fra MIS). 

5. NC) service statistics.
 

6. Contractor reports and of 
records. 

7. Upazila Parisliad bIdgets 
and neeting minutes. 

1. Other donors wi l 
continte to provide 
coinploraintary support 
to MXA!VP activities 

2. The BDG will continue 
efforts to strengthien 

local governaent and 
decentralize service 
delivery programs. 

3. Six Liternational aril 
natin-nal NXI (COxJpera
ting Agencies) wil I 
continue to wrk in 
FP/1121 in Bangladesh. 
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Otputs to Achieve Purpose, Cont.) 
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in delivery of lP/QlI cooperation are established
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9. 	 InprovedJ coordination and 9. CPR reaces 40% by 1991. 
kimigcrrent of the national 
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12. Widespread, proper 12. WRT treatnt rate rises to 
adninistration of 01S by 607 by 1991. Effectiveness ratio 
iangladeshi ilvthers (proportion of treated episodes 
(Cnponents- I.A, LV.A.) treated pro-erly) ri.,;es to 75%. 
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2. External evaluation 

reviews. 
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4. Project Officer re)rts 
and records, 
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records. 
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ProjecL Inplementation Plan. 
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ANNEX B
 

OTHER DONOR PROGRAMS
 

The following brief descriptions of major donor
 
supported activities in population and health, by 
no means
 
exhaustive, a:e nevertheless instructive regarding the 
manner
 
in which USAID assistance relates to other on-going donor
 
programs.
 

1. The World Bank
 

The World Bank is the largest multilateral donor in
 
population and health in Bangladesh. Resources are drawn from
 
the Bank's internal operating budget, the IDA fund and a
 
consortium of six participating governments (Canada, Australia,

West Germany. Netherlands, N,)rway, and the United Kingdom).

The new World Bank Third Population and Family Health Project

(1985-90) involves commitments of $213 million. The project

will finance major family planning and MCH activities under the
 
Third Five Year Development Plan. Recognizing the long time
 
horizon for program and institutional development in the
 
population and health sectors, and 
the continuing dependence of
 
the BDG on external financial assistance, the project will
 
continue selective support for field staff salaries, transport,

medical equipment, clinic construction, training, women's
 
programs, and evaluation and research.
 

Major components of the Third World Bank Project are as
 
follows:
 

1. FP/MCH service delivery expansion through the 
MOHFP, including strengthened supervision and 
monitoring of field activities ($21.6 million),
service training for staff ($11.5 million),
salaries for 14,500 Family Welfare Assistants 
($25.2 million), supplies and MCH related drugs 
and surgical supplies ($16.2 million),
construction of 1,000 new U)azila Health and 
Family Welfare Centres (UHFWC), upgrading of 73 
rural dispensaries and maintenance of existing 

in 

centres ($44.4 million): 

2. Expansion of three MCH activities: immunization, 
dirrhoeal management and improved child birth 
practices, including support for training,
vehicles and operating costs ($3.3 million): 

3. Women's programs, including mothers clubs, 
cooperatives and vocational 
Upazilas ($14.9 million); 

training in thirty 
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4. Support to NGOs including experiments with
 
innovative demand-creation, birth-spacing and MCH
 
oriented programs ($9.0 million).
 

2. United Nations Fund for Population Acti.vities
 

UNFPA has been providing family planning assistance to
 
Bangladesh since 1974. 
 The Third Country Program is scheduled
 
for implementation over the period 1986-91 at a funding level
 
of $21 million ($15 million in direct UNFPA funds and $6
 
million from other cooperating bilateral donors).
 

The UNFPA-funded components include (1) continued
 
support for the MOHFP integrated FP/MCH program includin-.g

equipment and logistics advisory services ($11.9 million); 
(2)

strengthening of IEC activities within the MO}IFP ($2.3

million); (3) creation of 
a Policy Operations Advisory Unit in
 
the Planning Cell, Family Planning Wing, Ministry of Health and

Family Planning ($.3 million); and (4) support for training and
 
research at the Centre for Population Management and Research
 
(CPMR), University of Dhaka ($.03 million). Projects funded
 
through UNFPA by bilateral donors include (1) strengthened

FP/MCH field activities including salary support for 1,500

female fieldworkers ($.3 million); (2) three small projects
and 

supporting family planning education and 
training activities in

the Agricultural Extension Service Rural Women's Cooperatives

and support for various NGOs ($.9 million).
 

3. United Nations Children's Fund
 

UNICEF concentrates the majority of its program efforts
 
in three areas; namely, environmental sanitation, education and
 
health. 
 Over the period 1985-88, UNICEF committed $55.2
 
million from its general resources and $36.5 million in
 
supplementary funding for program activities in Bangladesh. Of
 
this amount, $33.3 million is budgeted directly for health.
 
UNICEF's child health care projects include 
(1) provision of

drugs to the MOHFP and training of storekeepers; (2) support to
 
the MOHFP's National Oral Rehydration Program for the
 
production and distribution of ORS packets; (3) blindness
 
prevention through the provision of 
Vitamin A capsules; (4) the
 
accelerated EPI program and 
(5) nutrition supplementation.
 

UNICEF works closely with many donors. Some bilateral
 
organizations (e.g. DANIDA, NORAD, and SIDA) contribute
 
significant amounts to UNICEF projects. 
 The Government of
 
Sweden is presently contributing $i0 million of the $14.7
 
million budget for UNICEF's EPI program. Although the UNICEF

mandate is to design and implement projects with the BDG, it
 
works with a variety of international and indigenous NGOs. For
 
example, UNICEF collaborates with Helen Keller International on

its blindness prevention program and with CA[ E on the XP[ 
program. UNICEF distributes DDS (Druq and Dietary
Supplementation) kits procured witn funds from the World Bank. 
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In addition, UNICEF is working with the Bangladesh Rural
 
Advancement Committee (BRAC) on a nationwide ORT program.
 

4. Other International Donors
 

The Asian Development Bank, a new multil'teral
 
contributor to the government program, i- deve -dng a $30
 
million Health and Population Project at che request of the
 
BDG. The project is expected to strengthen health care and
 
family planning service delivery in four districts; namely,

Dinajpur, Mymensingh, Comilla and Jessore, improve 
the national
 
system for procurement, storage and distribution of medical
 
supplies, and upgrade the maintenance and repair of medical
 
equipment.
 

The World Health Organization (WHO) is continuing 
to
 
implement a small 
family planning clinical surveillance
 
program. This activity was 
initially supported by SIDA. but
 
has recently been transferred to NORAD funding. The Federal
 
Republic of Germany has suppcrted a $2.8 million MCH based
 
Family Planning Project in Munshiganj. The objective of the
 
project was to deliver family planning messages as 
an adjunct
 
to primary health care 
activities. This was to be accomplished

by generating community interest through a variety of IEC
 
programs at mother's clubs, family welfare centers and rural
 
dispensaries. The Netherlands has also provided 
bilateral
 
assistance for family planning activities.
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ANN*EX C 
DETAILED PROJECT BUDGET 

FOR FAMILY PLANNING & HEALTH SERVICES PROJECT OBLIGATIONS 

PROJECT COMPONENTS 
FPSP 
PTPELINE 

( 2 /37) 

Total 

I. GOVERNMENT (BDG/FP) 

A. Information, Education & Communication 0.31 5.07 

-Technical Assistance 
-Local Personnel 
-Equipment & Suoplies 
-Training: Incountry 

US/Third country 
-Program Support Services 

-Evaluat ions/Research 

1.04 
0.28 
0.00 

0.29 
0.00 

,33 

0.63 

B. Clinical & Community Based FP Services 
-Local Personnel 

VS Reimbursements 
IUD Reimbursements 
NORPLANT Reimbursements 
Other Field Worker Mobility 

8.30 

7.21 
1.09 

15.23 

4.65 
0.97 
0.04 

12.57 

C. Upazila Initiatives 
3.57 

D. Contraceptive Commodities & Logistics 2.70 36.72 

-Technical Assistance 
-Contraceptive Conmodities 

0.80 
35.92 

E. National F.P. Headquarters 5.00 

-Construction 
5.00 

F. Research, Monitoring & Training 4.09 14.08 

1. Contraceptive Prevalence & Fertility
Mortality Surveys (1989, 1991) 0.45 1.67 

-Technical Assistance 
-Local Personnel 
-Equipment & Supplies 
-Training: !ncountry 

US/Third Country 
-Program Support Services 
-Evaluation/Research 

0.45 0.90 
0.35 
0.11 
0.04 
0.07 
0.10 
0.10 

2. Cliniral Services Monitoring 
-Evaluation 1.35 

1.35 
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FPSP
PROJECT COMPONENTS 
 PIPELINE Total
 
(2/87)
 

3. Strengthening MIS 
-Local Personnel (Consultants) 
-Equipment & Supplies 
-Project Support Services 

0.75 

0.25 
0.25 
0.25 

4. Strengthening Population 
Development Planning
-Technical Assistance 

-Local Personnel 
-Equipment & Supplies 
-Training 
-Audit/Evaluation 

& 0.58 

0.30 

0.10 
0.08 
0. 08 
0.02 

5. Research on New Contraceptive Methods 
and Improved Service Delivery 
-Program Support Services 
-Equipment & Supplies 

0.57 
0.56 
0.01 

0.22 
0.21 
0.01 

6. a. ICDDR,B, MCH/FP Extension Project 0.90 4.62 

-Technical Assistance 
-Local Personnel 
-Equipment & Supplies 
-Program Support Services 

0.25 

3. 32 
0.25 
0.80 

b. Population Council Assistance to Ext. Proj 0.57 2.36 

-Technical Assistance 
-Equipment & Supplies 
-Training* Incountry 

US/Third Country 
- Ev', 1.ua t ion 

1.75 
0.07 
0.21 

0.24 
0.09 

7. Other Operations Research & Diagnostic Studies 1.63 

-Technical Assistance 
-Local Personnel 
-Equipment & Supplies 
-Training. Inco untry 

US/Third Country 
-Program Support Services 

0.62 
0. 34 
0.08 
0.08 
0. 21 
0. 30 

8. Technical Resources, Research & Training 1.60 0.90 

-Training" Incountry 
US/Third Country 

-Evaluation, TA & Research 

0.00 
0.45 
0.45 

9. Non Federal AudLt-Financial & Compliance 1.00 

TOTAL GOVERNMENT 
15.40 80.75 

A
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FPSP
PROJECT COMPONENTS PIPELINE Total 

(2/87)
 
II. FAM4ILY PLANING SOCIAL MARKETING 4.75 16.47

PROJECT(FP/SMP) (12/86)
 

-Technical Assistance 1.84
-Local Personnel 

-Equipment & Supplies 4.78 

2.79-Training: 
Tncountry 
 0.05

US/Third Country


-Program Support Services 
0.02 
4.93
-Evaluation/Research 

2.06
 

III. NON-GOVERNME,T O1:AN1ZATIONS (NGOs) 

A. Family Planning Assoc. of Bangladesh (FPAB) 
 1.60 2.62
-Technical Assistance 
 0.00
-Local Personnel 

-Training: Incountry 

0.25
 

US/Third Country 
0.06
 
0.09
-Program Support Services 2.10
-Evaluation/Research 

0.12
 

B. BAVS/AVSC* 
 5.10 5.41
-Technical Assistance 
 0.35
-Local Personnel 
-Equipment & Supplies 

0.12 

-Training: incountry 0.83 
0.62


US/Third Country 

-Program Support Services 

0.15
 
3.18
-Evaluation/Research 

0.16
 

C. Family Planning Services & Training Center 
 1.00 7.50 
(FPSTC)
 
-Technical Assistance 


0.00

-Local Personnel 

-Equipment & Supplies 

1.37
 

-Training: Incountry 
0.23
 
0.25


US/Third Country 
 0.13
-Program Support Services 
-Evaluation/Research 5.49 

0.03
 

D. Family Planning International Assist. (FPIA) 
 1.80 8.25
-Technical Assistance 
 0.79
-Local Personnel 
-Training: Incountry 

0.48 

US/Third Country 0.26 
0.08
-Program Support Services 6.44-Evaluation/Research 
0.20 
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FPSP

PROJECT COMPONENTS 
 PIPELINE Total
 

(2/87) 

E. PATHFINDER FUND 
 3.20 12.00
 
-Technical Assistance 
 2.74
 
-Local Personnel 


I. 55

-Training" lacountry 
 0.12
 

US/Third Country 
 0.05
-Pro,ran, Suipport Se rv ices 7.47
-Eval ua tion/iLesea rch 0. 07 

F. The Asia Foundation (TAF) 3.50 18 .00 
-Technical Assistanca 5. 08 
-Local Personnel 

. I 
-Equipment & Supplies 0 .15
-Training" Incountry 0. 28 

US/Third Country 
 0.13

-Program Support 
Services, FP Services (subgrants) 10.40
 

Female Education* 
 1 .82
 
-Eva luat ionI/ Re search 0. G4 

Total NGOS 
 16.20 53.78
 
Total Population Account 
 30.00 151.00
 

IV. OTHER MCH ACTIVITIES (MCH)
 

A. 1. Oral Rehydration Therapy Social 
 4.40 5.00
 
Marketing (ORT/SMP)
 

-Technical Assistance 
 1.42 
-Local Personnel 
 1. 26
 
-Equipment & Supplies 
 0.12

-Training Incountry 0. 02 

US/Third Country 
 0.00

-Program Support Services 
 1.80

-Evaluations/Research 


0.38
 

2. ORT/SMP Community-Base:I Sales Distributorships 
 10.00

-Technical Assistance 0. 00

-Local Personnel 
 1.62
 
-Contraceptive Commidities 
 & Supplies* 
 6.43
 
-Training" Incountry 
 1 .15

US/Third Country 0. 00 
-Program Support Services 0. 30 
-Eva luations /Research 0. 25 

B. Mun ic i a 1 immun i za t ion 10.00 
-Technical Assistance 2. 50 
-Local Pers3onnel 1. 27
-Training, Incountry I .10 

U/Third Cou n t ry 0 .23
-Equipment & Supplies 2. 42 

-Facility improvement 2 34 
- Eva lua t ion/ NFA-Fi nancial & Compliance 0. 14 

C. Training & fnnovat ive HCH act ivit ies 2.00 

Total Cl iiLd Su rvi .laI Heilth %c:o n L 27.00 
Total Pop, ChiLd Survi'j.il, Heal ih Accounts 34.40 173.00 

http:Survi'j.il
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ANNEX C
 
(CONTINUED)
 

Budgeting Assumptions, Definitions and Notes
 

1. 	 The first time the budget was prepared for this
 
project it totalled far 
more 	than would be realistically

available. Budget cuts were 
made 	in several components,

notably in later years of IEC,
the contraceptive
 
commodities, and 
field worker mobility elements. There is
 
reason to nelieve that other donors will 
be able to
 
ihcrease wheir contributions in those years and that
 
supplemental funding will be 
made available to these
 
elements.
 

2. The pipeline of the Family Planning Services Project
 
was taken into account in developing this budget. (It was
 
calculated from February 1987 
in all cases except FP/SMP,

where it was calculated from December 1986.) Planned
 
obligations from pipeline will reduce it as the FPHSP
 
begins, but in cases where there will 
still be a balance
 
of pipeline, obligations will be seen to be smaller in the
 
early years of the FPHSP.
 

a. 	 In the IEC component, the $.31 million pipeline is
 
from "increasing demand" 
line 	item of the FPSP.
 

b. 	 Clinical and Community Based FP Services
 

(1) 	Reimbursements (VS & IUD):
 

Pipeline $8.3 million as of the date USAID
 
temporarily suspended reimbursements; the 1987
 
budgeted reimbursement obligation is 0 because
 
it has been assumed that reimbursements will
 
begin again as of 5/87 and the pipeline will be
 
expended throughout FY 87 and part of FY 8.
 

(2) 	Other Field Worker Mobility:
 

The 	obligation budgets for FY 89, are
90 and 91 

for 	half of the BDG's needs; USAID will work with
 
the 	BDG and other donors to acquire other
 
complementary donor support for item in
this 

those years.
 

C. 	 Contraceptive Commodities and Logistics:
 

As of early 2/87, the pipeline under FPSP for
 
commodities and logistics $6.7
was million. PILs and
 
PIO/Cs under processing reduced this amount to $2.7
 
million by late 
2/87. P&H office expects to obligate

$3.5 	million by the end of FY 87 for 
a major TA 
contract ($2.75 million) and Lot oral contraceprLves
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for SMP ($.75 million). To do this, the FPSP
commodities and logistics pipeline of $2.7 million
will be fully utilized and the balance required of $.9million will be drawn from new FPHSP FY 87 budgeted
funding. 

3. The primary line items used throughout this budget are
defined below. Not all components have funds budgeted
against every line item. 

a. Technical Assistance (TA): 

Long term or short term expatriate technical 
assistance and all associated costs, including
overhead arid administration for contractors, and 
internal travel. A long-term adviser is budgeted at 
$150,000/yr. 

b. Local Personnel: 

This line item includes all costs issociated with
local personnel wages, benefits, travel, overhead of
local institutions, etc. Under "clinical &community-based family planning -services", this line 
item includes reimbursements to the BDG for payments
to health and family planning field workers, other
service providers and clients for VS, IUD and NORPLANT 
procedures. 

c. Commodities: 

All contraceptive commodities are budgeted under I.C.except those required for the SMP Community Based 
Sales Program. Quantities of contraceptive
commodities needed have been projected on the basis of
expected method-specific contraceptive prevalence
rates. However, contraceptive commodities have been
bi.geted at a lesser amount than indicated by the 
proJected CPR due to budget constraint and inantic:ipation of finding another donor(s) to 
participate in costs. (33% reduction in 1989, 60% 
reduction in 1990 and 1991). 

d. Eqi gment and Supplies: 

Equipment and supplies are items otheL than 
contraceptive commodities associated with the
projects. These funds will be used for in-country 
or out-of-country procurement. 
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e. 	Training:
 

Training is brokf n down into in-country and US/third
country training. It includes all costs 
that might be
associated, such as 
travel, tuition, insurance, per

diem, etc. 
 Overseas training for government and

University personnel is 
included in 
the 	TRRT element.
 

f. 	Construction:
 

This includes A & E contracts as well as the
 
construction itself.
 

g. 	Program Supoort Services:
 

In the case of NGOs, "Program Supput Services"
 
means actual delivery of services; the work that NGOs
perform. 
For 	the BDG and SMP. it includes the support
services required 
to carry out the function of the
implementing institution or office such as 
printing,

producti-a of materials, conference costs, 
some
 
transport, some 
office expenses, etc.
 

h. 	Evaluation & Research:
 

Although there is 
a project component entitled
 
Research, Monitoring & Training there 
are 	also certain
evaluation and research activities to 
be carried out

in relation to 
specific project components.
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AN*:X D 

S(IEDILE OF ItJOR OBLIGATIONS AND OuIlER IPUNMZE/ATION ALT[VITIS 

Grants, Contracts, Biuy-in, Procuriient Actior 
Family Planning & lb-alth Services Project 1 388-0071 

1987 1988 1989 1990 1991 

A. Infonnation, Education & Cammum. Pro Ag Pro Ag Pro Ag 

-Tecluical Assistance 
-local Persomel 
-Fquipa1t & Supplies 

-'ftairniig" Incoantry
US/'ILird country 

Prograi Support Services 
-Evaluai io-s /ResearCii 

Buy-in" 
PCIS, 
JIG(S&T/P) 

Buy-in 

AED/ 
lIEAL'[IXI'(S&T/H) 

Buy-in" 
PCS, 
JIIG(S&T/P) 

Buy-in" 

AD/ 
HEAL1HO(IX(S&T) 

Buy-in" 
PCS, 
JIIG(S&T/P) 

Buy-in, 

AD/ 
IIEALTHOI}1 

S&TIP) 
B. Clinical & Cominity FP Services 

-Local Persousiel 
Pro Ag 

PIls 
PA Amexd. 

PIS 
PA Amend. 

PILs 
PA AnerM. 

PILs 
PA Aiend. 

PILs 
VS Rehnburstments 
ILR) Rtibibirst~iients 

tN(PIANF Rein drscnts 
Other Field Uorker Ibbllity 

C. UpaziLa Initkltives Pro Ag PA Amend. PA Amend. PA Awend. PA Mi&nd. 
Buy-in-
FP Iit.Tr(S&T) 

Buy-in-
FP kf6t.Tr(S&T) 

Buy-n-
FP 1-4;t.Tr(S&T) 

Buy-in-
FP gtgt.Tr(S&T) 

Buy-in-
FP mit.Tr(S&T) 

D. Contraceptive Camiod. & Logist. Pro Ag PA AmerM . PA Awned. PA Akend. PA Anand. 
-Technical Assistance 
-COnt ruceptive Cmiodit ies 

AID Cobnt. 
Po/c(S&T/P) PIO/C(S&T/P) PIO/C(SYP/P) PI )/C(S&T/P) PIO/C(S&T/P) 

E. -Lr/onzil F1P ILMqijrters PA Aa!nd. 

-Conb Cnuct ion AID (but. 
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1987 1988 1989 1990 1991 

F. Research, Monitoring & Training 

1. CPS ari Fertility/Mortality 

Surveys (1989, 1991) 

Pro Ag PA Amend PA Annd PA 'iend PA Amend 

-Technical Assistance 
-Local Personnel 

-Equi prent & Supplies 
-Training: Incountry 

US/Third Country 
-Program Su[port Services 
-hEvaluation/Research 

AID Cont. 
Res./Eval.Adv. 

AID Cont. 
1989 CPS 

AID Cont. 
Res./Eval.Ad3v. 

AID Cont. 
1991 (CPS) 

AID Cent. 
Res./Eval.-Adv. 

2. Clinical Services MoVnitoring 
-Evaluation 

Pro Ag 
AID Cont. 

PA Amend. 
AID Cont. 

PA Amend. 
AID Cont. 

PA Amend. 
AID Cont. 

PA Amend. 
AID Cont. 

3. Strengthening MIS 
-Local Persomel (Consultants) 

-EqlipTent & Supplies 
-Project Su1fort Services 

Pro Ag 
PILhs 

PA Amend. 
PILs 

PA AMend. 
PILs 

PA .Amnd. 
PILs 

4. Strengthening Population & 
Develoi-ent Planning 
-'Technical Assistance 

-LocA Personel 
-Bquipient & Suplies 
-Training 
-Audi t/ val uation 

Pro Ag 
Buy-in: 
INP[AN(S&T) 

PA Amend. 
Buy-in: 
INPLAN(S&T) 

PA Airond. 
aly-in: 
INPLAN (S&T) 

PA Amend. 
Buy-in: 
1NPLAN(S&T) 

PA Amend. 
Buy-in: 
INPLAN(S&T) 

5. Resarch on New Cont. Methods 
ar Improved Service Delivery 

-Prorapr Suj&rt Services 
-Erluiprnt & Suitplies 

PA Amend. 
Buy-in: 

FHI(S&T) 

PA Aiend. 
Buy-in: 

FH I(S&T) 

PA Airend. 
Buy-in: 

OII (S&)T) 

PA Mend. 
Buy-in: 
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1987 1988 1989 1990 1991 

6. a. IOCDRB f!k41/FP Ext. Proj. CA Amendment CA Amend. CA Amend. CA Amend. CA AMend. 

-av\±chnical Assistance 
-Local Personnel 
-Equiprnent & Supplies 
-Program Support Services 

6. b. Pojixlation Ccuncil Assistance 
to Ext. Project 

-rtIWchnical Assistance 
-Equiplirent & Surpilies 
-Training: Inckxntry 

US/Third Cokintry 
-Evauat ion 

Buy-in 
Pop Cownc.(S&T) 

Buy-in 
Pop Cotnc.(S&T) 

Buy-in 
Pop Counc.(S&T) 

Buy-in 
Pop.Ccunc.(S&T) 

Buy-in 
Pop Ccunc.(S&T) 

7. Other Ca & Diagnostic Studies Pro Ag PA Amend. PA Amend. PA Anend. PA Amend. 

-Tcfnical Assistance 
-Local Personnel 
-Equipiant & Supplies 

-Training: Incaintry 
US/ ird Country 

-Frogra; Supoort Services 

Buy-in: 
URC &/or 
Pop Counc.(S&T) 

Buy-in: 
UiC &/or 
Pop Counc.(S&T) 

Buy-in: 
URC &/or 
Pop Cconc.(S&T) 

By-in: 
UIC &/or 
Pop (>unc.(S&,T) 

Buy-in: 
URC &/or 
Pop Counc(S&T) 

8. Tech. Rusorces, Research & Trg 

-Training: incontry 
us/bird CoJntry 

-Evaluation, TA & Research 

PA Amend. 

PiQ/Ps 
AI) Cont. or 

IS[i Buy-in(S&T) 

PA Amind. 

PIO/Ps 
AID Cont. a. 

ISlI Buy--:n(S&,) 

PA Amend. 

PIO/Ps 
AID Cont. or 

iSrTI Buy-in(S&T) 

II. FP iX1 AL MAMER1Jr PRlA. CA CA CA CA Amend. CA Amend. 

- 1 cuica] .ssistance 

-Local Persoriel 
-E)quifient & Su[l)lies
-raining: Inccntry 

PSI PSI PSI PSI 
PSI 

US/Th'Itird Cclntry 
-Program Supxrt Services 
-Eval uaL iort/Researdi 
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1987 1988 1989 1990 1991 

11. N0}-GIrE 4E ORGANIZATIONS 

A. FP Assoc. of Bangladesh (FPAB) 
-Tedcnical Assistance 

CA CA Airnd. CA .Amend. 

-Local Personnel 
-Training: Incountry 

US/Thiird Country 
-Program Support Services 
-Evaluat ion/Research 

B. BAVS!AV!C* 
-Technical Assistance 

-Local Persornel 
CA Amed. CA Amend. CA Amend. 

-E--Xjiprent & Supplies 
-Training: Incantry 

US/'Tird Country 
--Program Support Services 
-EvaluatiorV/Researcd 

C. Family Planning Services & 

Training Center (FPSIC)
-Technical Assistance 

-Local Personnel 

Pro Ag 

PILs 

PA Amend. 

PILS 

PA Amend. 

PILS 

PA Amend. 

PILS 

PA Amend. 

PILs 

-FqipTLmnt & Suplies 
-Training: Incointry 

US/ihird Country 
-Progra Suport Services 
-Lval uat ion/Researdm 

D. Faidly Planning International 

Assist. (FPIA) 
-Tehd nical Assistance 

CA CA Amend. CA Amend. CA Amend. CA Amend. 

-Local Personnel 
-Training: Ino3untry 

U i/'Itiird Country 
-Program Support Services 
-Evaluat ion/Research 

F-z. 
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1987 1988 1989 1990 1991 

E. PATHFINDER FiL4D 

-Technical Assistance 
-Local Personnel 

CA CA Amend. CA Amend. CA Amend. CA Amend. 

-Training: Inccuntry 
US/Iffi rd Country 

-Program Surport Services 
-Evaluat ion/Res_ardh 

F. the Asia Fc1indation (TAF) 

-Technical Assistance 

CA CA Amend. CA Amend. CA Amend. CA Amend. 

-Local Personnel 
-Eluipmnt & Supplies 
-Training: Incountry 

US,"Tird Cantry 
Program Support Services: 

Fanale Education* 
-Evaluation!Research 

IV. CIYIER rI-1f AcTIVrTIES 

A. cfi Social Marketing CA Amend. CA Amend. CA Amend. 

-Tedhlical Assistance 
-Local Personnel 
-F1uiFtr:nt & Supplies 
-Training: Incountry 

US/ihird Country 
-Program Su[port Services 
- Jdluat ions/Research 

CiT/4IP Ccnuiity-B7sed 

Salus Distribution 
-TXd-inical ASS istanc 

-Local Personnel 
Cotraceptive Clarinodities & 
EXui[InUt Supplies* 

-Training: IncvIntry 
US/Third Colntry 

-Prograin Su port Services 

-Eva lua t ions/Research 

CA 

PSI 

CA Amend. 

PSI 

CA Amend. CA Amend. CA Amend. 
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1987 1988 1989 1990 1991 

B. Municipal immunization 
-Tedinical Assistance 

Pro Ag 
AID Cont. 

PA Amend. 
AID Cont. 

PA Amrnrd. 
AID Cont. 

PA Amend. 
AID Cont. 

PA Amend. 
AID Cont. 

-Local Personnel 
-Training: Incointry 

US/Third Country 
-Equipfant & Sulplies 
-FaciliLy Liprovctrent 
-Evaluat iorVAudits 

C. Innovative tllI activities PA Amend. PA Amend. PA Amend. PA Amend. 
PIO/Ps PiO/1Ps PIO/Ps PIO/Ps 
RFPS/CAS RFPs/CAs RFPs/CAs RFPS/CAs 



ANNEX E
 

GOVERNMENT OF BANGLADESH REQUEST FOR FAMILY PLANNING
 
AND MCH PROJECT SUPPORT
 

The BDG letter of request will be cabled to AID/W.
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ANEX 

Q)rTl1WAEPT[V PIfCURIu'FVr 'ABLE FOR FAMILY PLAMMI.f SERVICES PIUXECL 
PER[(o 1987-1991 (US $-1000) 

[Iml 1987 
QILL-TIY 

PMD)[XXJF 
COST 

SIIPPI% 
COs'F 

193 
QuANrl Y 

PI)DXir 
COST 

SHIPPIXC 
oXsr 

198-
q1ILNPI [Y 

P1 IJCr 
COsa 

SIIIPPINJ 
COST 

CMrL,-.S TAHITI 
(114lIX)S RAJA 
0.,JUIm3,, MIES[TC 
OtCAL PILLS OVAGN 
CfAL PILLS kYAk 
IUDS 'RLr380A 
,,l iXAf 

42,000 
75, COX0 

0 
2,100 
2,6X) 

500 
0 

1,764 
3,150 

0 
U() 
754 
475 

0 

141 
252 

0 
49 
60 
38 
0 

71,363 
103,744 

0 
2,0(30 
1,867 
1,000 

0 

2,997 
4,357 

0 
580 
541 
950 

0 

240 
349 

0 
46 
43 
76 
0 

89,427 
114,119 

8,o)1 
1,750 
1,510 

775 
0 

3,756 
4,793 

340 
507 
438 
736 

0 

300 
383 

27 
41 
35 
59 
0 

[22,_ 2tUTALs00 6,752 540 179,974 9,426 754 215,672 10,570 846d5 

ltiM 1990 
QUAN'WIY 

PIODLK.T 

COST 
SHIPPING 1991 

COST QUA'_IY 
PR9l)DCr 

COST 
sWrPPIr 

COST 
Pl l)Lk2T 

7ur-L. 
VALIE 

Wo siapt, 
CO-T OF 
sTpPlim 

TUN.,I 
CYS-r 

aka)IS TAITI 
CMflXS RAJA 
OWNli, 1kJESIC 

ORAL PILLS (NAAa)N 
(k\-.Pills MAYA 

IUDS 'lM3BSA 
T A1PlAIf 

"1)EA[ S 

102,842 
125,530 
8,90L 

1,981 
1,616 

800 
100 

241,770 

4,319 

5,272 
374 

574 

Z69 

760 
500 

12,269 

346 
422 

1) 
46 
37 

61 
40 

981 

111,027 

138,04 
9,791 

2,179 

1,729 

900 
150 

263,860 

4,663 

5,800 
411 

632 

501 

855 
750 

13,612 

373 

464 

33 
51 

40 

68 
60 

1,089 

416,659 

556,477 

26,783 

10,010 
9,322 

3,475 
250 

1,092,976 

17,500 

23,372 

1,125 
2,903 

2,703 

3,214 
1,250 

52,067 

1,40C) 
1,870 

90 
232 

216 

302 
10)0 

4,210 

18,900 
25,242 

1,215 
3,135 
2,920 

3,516 
1,350 

56,278 
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ORGANIZATION OF UPAZIlA ADMINISTPATICN FOR HEALTH A.ND FAMILY PLANNING 

1 
1, X**4Aa~tAtc--A~tl 
U.N.7.P.0. mt15-0) 

(Mal 20-1431 
1 gtCtt Iciao (xicoo 370-741, It vradmisto 00chirv 1421300-1,401 

1 es Clotk-Cma-TYP~t Of'Sa 370.-74S It qfadut. Otbogwiffe PHSI 100-11441 

1 CAaht (MUaI 370-14S if qraduetqe tbwrvL. Was 340-11401 
x Stao-k."t~ (WAdi 3004101 

11=0'(P3rlX A 071 F 0FCIAL S"AV1rS* (4) =101. Ortflr1 (PC-Y (I) r ?UEA=d 0IZm ( 

x3 34.0. flwlI 90-14LIO- I to) 
1 Is iugqLcal SP--W64 I4O~l 1130-11001 

X. C'nla&eo*4LI ("1 1150-14001 
Xa IadIcaL SP-18allit (Ic J130-1,1001 

&L 9 q- (-ads 1 00-1410 1 
23~dttcaL atficag r'Se 6900-1610) 

I x W*&Lth IAP.Ct~CCWPCI 323-410) 
(rt I A.M.11 

1 a etitary, 5nrqtnc(mdf1S4l0j 
Xa Ir"n-u'-wd1cili, CAtrIet 

(NMlI 2311)IaAe(.U.i 
o.C LbIPC-xAa(~ 

2. x 

1 x 

owdca1 offloc(l 90-16la/ 
1130-acal 

really mentare 
Vj&Lt (mile 370-74' 

2.U 

1 x r73 (swal 923-1313/7$0-L4701 
1 2 AM? (moIM21.i13) 
3 x 3MA(sado 34"-401 
1 a P.3rqo (was 2.21.315) 

2a uladtcAL AmataAI (mdIC 423-1035)1 tCAlCL(bS 123c-L1aP-apo WImis 

S a StL Wue (-I 300-540/423-103S) 
2 N LE*fTWOb INNS# J234101 oe 
x, x 
1 x 

x3 

C.P.Z 1.ca (Wad1 322-4141 
otawi (ma. 32S-41.01 
3-oay .. (MdI ,00-1401 

L 1. @1 "4.Jt~h Zftav*Ct046C -ill 
4dca4 on thg aa of~a AAtt 

1 t J.10t IWC*ALC "WI 300-S401 Wel~ lfm-t04 

2 x L.D. JArt (la-1 J00-540) 
x W&aCdtmylmdal 22415)1 2. 0r,0 poo mw-t~e*'bapoieis. cacttis toot ore kIM&th 

2a Avg ("do IlU-IZS) 
1 PAIlel (olmse 225-diLl 

x 0erw,/C 44& (mile 223-31S) 

Invpecx*9 

1 a cood Isseg 22$-:131 

1 w r(al M13315 

tune tsommet Is 4kt64J."d 



Page 5 of 4 

Organi sation of Health and Family Planning Prcxg-am 
at District Level ind Below 

C,.4I r,,l L L .--. " 

I ~~ li -I- M ime" " 

TTI 

Ik4clC t,-.t _ .. . 
CA~ICI1. _______________ 

•. 
•A 

---V 
\ 

.I--
" I II'/ 

-- JI-- ]
,\' 

"-t 

. . . . ... : " /• o:"' "/"\ ____1! " A". I L..t n&- " " IW' t" / ff- I - - * " 
tpSI rAT n1Ht W IYV lM 

ts.Jt41 kI. S101 



Pagec 4 of -1 

MCII Program Organilsation Chart 

Una um~jrj,IL&nlI jZA I L IM 

pliD yxmLY K~A1JU11NG - --

IEAU1UPAZILA .I IE Z UIJ,-OUID~c UVAZII 

-I-J 

bitilazATICII uaw-own ir(.C .m 

IIUIrnZAI~a4SLIIIOR FAMILY 
TEGU I CIAA Vc u.tLFA V 1SI1TU 

TILAD ITII U AL 

BIRT11 ATTUwAl.i8 i 

http:ATTUwAl.i8


Page I of 18
 

ANNEX H
 

TECHNICAL ANALYSIS
 

1. Proiect Obiectives in Family Piannine
 

The original Family Planning Services Project (FPSP)

(1981-84) and the Amendment to 
the FPSP (1984-86) planned to
 
increase the level of contraceptive usp in Bangladesh from
 
13.6 percent of all eligible women (using both modern and

traditional methods) 
to 25 percent (using modern methods) in

1985. An additional goal specified in the Project Amendment
 
was to increase the use of modern contraceptives among eligible

women to 28 percent by December, 1987. An assumption was made
 
that the use of traditional methods would continue at about
 
4 percent, implying an overall 1987 contraceptive use rate of
 
32 percent.
 

Owing to the problem of underreporting of male methods by

females (i.e. vasectomy and condom use), the 1983 and 1985 CPS

design included interviews with husbands and couples. A

"working rate" 
for couples was developed which incorporated the

reported use rates for male methods from the husband sample in

1983 and the couple sample in 1985(1). Table I presents

national prevalence data for eligible women and couples (the

"working rate") from the contraceptive prevalence surveys

conducted to date, including the final estimates from the 1985
 
CPS.
 

The 1985 Contraceptive Prevalence Survey found that 18.4
 percent of all eligible women and 22.9 percent of 
all couples

were using a modern form of contraception by 1986. In 1983,

modern method use was 
13.8 percent among eligible women and
 
16.2 percent among couples. Using the prevalence estimates for
couples, modern method prevalence grew by 41 percent (from 16.2
 
to 22.9 percent). If modern method contraceptive prevalence

increases at the same rate between 1985 and 1987, the Project

Amendment goal of 28 
percent modern method prevalence by 1987
 
should be achieved. However, because of 
recent setbacks in
 
program performance (discussed previously), this goal may prove

difficult to attain.
 

1/ The 1983 CPS conducted eligible women, husband and 
couple

samples in order to assess 
overall contraceptive prevalence in
 
Bangladesh. Final "working rates" were 
estimated by

incorporating male method prevalence from the husband sample

and female method prevalence from the eligible women sample.

Since male method use in the 1983 husband and couple samples

was nearly identical, it was decided to conduct only an

eligible women and couple sample as 
part of the 1985 CPS survey.
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The increase in contraceptive prevalence between 1981 and
 
1986 has been an important factor responsible for the mederate
 
decline in fertility between 1981 and 1986. Results shown in
 
Table 2 utilizing the Bongaarts' "Target" model of
 
contraceptive prevaLence suggest that fertility may have 
declined from 6.3 in 1981 to 5.6 in 1986 (Bongaarts, 1986). It
 
is assumed that this decline was accompanied by a gradual rise
 
in the average age at marriage (a decline in the proportions of
 
women currently married from 84 to 83.5 percent), a slight
 
decline in the duration of breastfeeding and post-partum
 
infecundability (from 28 to 27.5 months and 20 to 
19.5 months
 
resfectively) and a constant induced abortion rate of .02 (i.e.
 
roughly two abortions for every 10 women who have completed
 
their reproductive years).
 

The family planning objective of the 1987-91 FPHSP is to
 
increase the 1986 contraceptive prevalence rate from 29.8
 
percent (traditional and modern methods) to 40 percent by

1991. The project hopes to increase modern method use from
 
22.9 percent in 1986 to 33.6 percent in 1991. Table 3 shows
 
that 9.2 million users will be required to reach an overall
 
prevalence level of 40 percent by 1991. If this level 
is
 
attained, and the proximate determinants of fertility conform
 
to the levels and trends outlined in Table 4 over the period
 
1986-91, Bangiadesh should have a total fertility rate of 4.8
 
by 1991.
 

The projected 1991 total fertility rate of 4.8 is
 
sensitive to parameters t'iat account for the "proximate

determinants" of fertilit,. Unfortunately, obtaining reliable
 
national estimates of the proximate determinants (i.e., the
 
proportion of women curr.ently Married, the duration of
 
breastfeeding, the length of post-partum infecundability and
 
the level of induced abortion) is highly problematic in
 
Bangladesh. For example, the only source of data on marital
 
status is the 1981 Population Census. There are no reliable
 
data currently available that provide evidence of trends in the
 
average age at marriage between 1981-86. For the purposes of
 
this exercise, a modest increase in the female average at age
 
marriage was assumed.
 

The median duration of breastfeeding has recently been
 
reported to be as high as 33 months in Matlab Upazila and as
 
low as 18 months by the World Fertility Survey (WFS:1976).
 
Given the uncertainty surrounding estimates of breastfeeding
 
duration, there is also confusion regarding the length of
 
post-partum infecundability. The present analysis has
 
incorporated the Matlab breastfeeding duration figure (33
 
months), but has introduced a downward adjustment of five years
 
to account for lower breastfeeding durations thought to prevail
 
in other regions of the country, particularly in urban areas.
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National estimates of 28 months (1981), 27.5 months (1986) and
 
27 months (1991) were adopted in this instance. The gradual

decline in breastfeeding duration assumed over 
the 1981-91
 
period is consistent with recent experience in neighboring
 
South and East Asian countries.
 

Few estimates of the number of induced abortions in

Bangladesh are presently available. 
 Data from the Demographic

Surveillance System in Matlab indicate that the annual induced
 
abc,--ion rate in recent years has averaged between 
.08 and .10
 
abo :[ions per women by the end of the reproductive age period

11 ,9 years. However, these figures are gene rally thought to
 
underreport the actual number of 
abortions occurring in
 
Matlab. Tietze (1981) reports an induced abortion rate of .06
 
for India, but this figure is also likely to be seriously

underreported. Given the lack of 
reliable estimates, this
 
analysis has adopted an induced abortion rate of .20. There
 
is no evidence that the incidence of abortion is changing in
 
Bangladesh. Therefore, a constant abortion rate has 
been
 
assumed for the period 1981-91.
 

An additional factor that is crucial for attaining a 1991
 
total fertility rate of 4.8 is change in the method mix of
 
contraception during the project period. 
 USAID anticipates

that BDG expectations in this respect will be realized; namely,
 
a greater emphasis on reversible methods of contraception for
 
women interested in birth spacing as well as fertility

limitation and, among sterilization acceptors, an increasing

prevalence of vasectomy in relation to tubectomy.
 

Reversible methods (primarily oral pills, injectables,

NORPLANT and the IUD) will experience the most rapid rise in
 
prevalence between 1986-91. Table 5 indicates that 8 percent

of all eligible couples (aged 15-49) will be 
users of the oral
 
pill, 3 percent injectables/NORPLANT and 3.2 percent the IUD by

1991. However, sterilization will continue to be the primary

method of contraception by the end of 
the FPHSP. 15.2 percent

of all eligible couples will be utilizing sterilization
 
services by 1991.
 

Table 6, which gives the projected 1991 method mix as a
 
percent of total prevalence, shows that 38 percent of all users
 
will be sterilization clients in 1991 (a decline from 39.3
 
percent in 1986). 16 percent of 
total method use will be
 
represented by vasectomy and 22 percent tubectomy. 
 This
 
pattern assumes a major decline in the 
relative prevalence of
 
female sterilization, both in relation to 
male sterilization
 
and total method use.
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The number of users by method for the period 1981-91 is
 
given in Table 7. An increase in the CPR from 29.8 percent in
 
1986 to 40.0 percent in 1991- entails an increase from 5.7
 
miilion to 9.2 million users over 
the project period. Most of
 
this increase will result from the rapid adoption of modern
 
contraceptive methods. By 1991, 84.0 percent of total method
 
use will consist of modern contraception (an increase from 64.0
 
percent in 1981 and 76.9 percent in 1986). This expansion in
 
modern as opposed to traditional method use may be due in part
 
to a substitution effect; namely, couples that have been using
 
traditional methods tend to switch to modern contraception as
 
the coverage and quality of modern method service delivery
 
improves. Despite the downward trend in the proportional use
 
of traditional methods (a decline documented by the 1981 and
 
1985 CPS surveys), the absolute number of couples using
 
traditional methods will nevertheless increase during the
 
period 1986-91 (from 1.3 to 1.5 million users).
 

The annual number of acceptors and users required to reach
 
a CPR of 40 percent by 1991 are given in Tables 8 and 9.
 
Method specific estimates of use effectiveness and annual
 
discontinuation (shown in Table 10) have been employed to
 
estimate annual acceptors. Discontinuation rates for pills and
 
condoms are based upon the 1986 Use-Effectiveness Survey of
 
Oral Pills and Condoms (A.Y. Choudhury. et al., 1986) while
 
other methods are assigned standard values that have 
been found
 
to prevail in other developing countries (Bongaarts, 1986).
 

2. Project Objectives in Maternal and Child Health
 

The FPHSP will be supporting several MCH efforts in
 
addition to family planning over the five year period of the
 
project. Primary attention will be given to increasing the use
 
of oral rehydration therapy to combat diarrhoeal disease among
 
infants and children and raising coverage levels of urban
 
immunization services for mothers and children. 
USAID may also
 
support vitamin A and iron supplementation programs as part of
 
the MCH component of the FPHSP.
 

Treatment rates for ORT and immunization objectives

established by the BDG in the Third Five Year Plan are more
 
ambitious than those adopted by the FPHSP. The BDG anticipates
 
that 90 percent of all diarrhoeal episodes will be treated with
 
ORT by 1990. In addition, the BDG hopes to immunize 85 percent
 
of all children under 2 years of age against diphtheria,
 
whooping cough, tetanus, measles and polio by 1990. USAID
 
considers these objectives to be overly ambitious.
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Table 11 provides treatment and coverage 
rates for ORT and
urban immunization that will hopefully be attained by the end
of the FPHSP. A major effort will 
be made to promote the
effective use 
of ORT during the period 1987-91. It has been
estimated that an 
increase in national ORT treatment rates
20 to 
60 percent could conceivably reduce the 
from
 

rate of
diarrhoeal deaths per 
1000 children aged 0-4 
from 13.2 to
10.5. This decline would result 
in a 2.6 percent reduction in
overall mortality among children under 5 years of age 
(Osinski,

1986).
 

An important factor determining the potential mortality
impact of ORT is effective community utilization (e.g.

solutions mixed 

are
 
in the right proportions, are solutions
ingested in sufficient quantity to compensate for fluid loss,
are solutions taken at the onset of the first watery stool).


As part of 
the planned SMP Treatment Rate and Childhood
Mortality Survey, an effort will be made 
to assess the
knowledge and effective use 
of ORT throughout Bangladesh.

An additional element of 
this study will deal with the
effectiveness of ORT in relation to different types of
diarrhoeal and dysenteric disease, particularly schigella,

in lowering infant and child mortality.
 

Since the rural immunization program is 
receiving support
from other donors, primarily UNICEF, immunization activities to
be supported by the FPHSP will be 
limited to the four urban
municipalities of Dhaka, Khulna, Chittagong and Rajshahi. 
 By
1991, USAID anticipates that 65 
percent of all children in the
four main urban areas of Bangladesh will be immunized against
measles, whooping cough, diphtheria, polio and tetanus and that
60 percent of 
all women aged 15-44 will receive tetanus
immunizations. The urban immunization program will continue
through 1993, 
at which time 80 percent coverage levels for
children and mothers will hopefully be achieved.
 

3. Demographic 
Indicators and Obiectives, 1986-91
 

Table 12 
provides estimates of demographic indicators and
objectives over 
the period 1986-91 that have been adopted by
the FP1ISP and the BDG Third Five Year Plan 
(BDG:1985). The
FPHSP expects that the contraceptive prevalence rate will 
reach
40 percent by 1991, 
one year later than anticipated by the
BDG. The projected method mix for 
1991 results in a prevalence
rate of 33.6 percent for modern methods and 
6.4 percent for
 
traditional methods.
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Using the "proximate determinant" parameters shown in
Table 4 and an increase in prevalence from 29.8 percent in 
1936
 
to 40.0 percent in 1991, USAID estimates that the total

fertility rate will 
be 4.8 by 1991. The BDG TFR projection of

4.2 can only be attained with a contraceptive prevalence rate

of 48 percent. 
 The number of eligible couples required to

reach a CPR of 
40 percent by 1991 is projected to be 9.2

million, a figure considerably above the BDG expectation of 
3.2
 
million.
 

The BDG projection of a four year increase in life
 
expectancy (from 50 to 54 years) over 
the period 1985-90 may

be too optimistic with regard to 
the short term mortality

impact of the family planning program and selective MCH14

interventions. 
 However, USAID believes that the BDG life
 
expectancy estimate of 
50 years for 1985 (which implies no
 
improvement in mortality since 1981) may be overly

pessimistic. 
 Given recent gains in contraceptive prevalence,

there may have been some modest mortality decline among

infants, children and mothers in recent years.
 

USAID believes that there will 
be slow gradual improvement

in mortality conditions between 1986 and 1991. 
 Overall life
expectancy is projected to increase by 1 year (from 52 to 53
 
years), with female life expectancy remaining slightly lower

than male life expectancy by the end of the project period.

This modest improvement in mortality is assumed on 
the grounds

that nutritional levels 
as well as environmental sanitation
 
conditions will not 
improve rapidly during the 1987-91 period.

In addition, per-capita FP/MCH program coverage (including

household rounds by FP/MCH fieldworkers) will likely remain

inadequate and replacement mortality (mortality arising from

multiple causes) may inhibit the effectiveness of FP/MCH

interventions.
 

The fertility and mortality trends postulated by USAID

result in a 1991 crude birth rate of 35.5, a crude death rate

of 13.5 and an annual population growth rate of 2.2 percent.

The infant mortality rate (IMR) is projected to be 123 deaths
 per 1000 live births, the child death rate 
(CMR) 21 deaths per

1000 children aged 1-4 
and the maternal mortality rate (MMR) 5

maternal deaths per 
1000 live births. The level of net

out-migration from Banqladesh, estimated 
to Le between
 
50,000-80,000 annually, does not 
significantly affect the
 
annual population growth rate.
 

The BDG annual growth rate objective of 1.8 percent can
only be attained if the total fertility rate declines to 4.2

(with a 1991 e(O) 
= 54) which, to be achieved, will require a

contraceptive prevalence rate of 
48 percent. Barring a sudden
 
dramatic upturn in the fortunes of the family planning program,

a CPR of 48 percent is not likely to be achieved by 1990.
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4. Demographic Trend Analysis 1986-2001
 

During the 
remainder of this century, the population of

Bangladesh will continue to 
grow rapidly. This outcome is
largely pre-determined owing to the current high annual growth

rate (at least 2.4 percent in 1986) and the relatively young

age structure of the population. Table 13 outlines a future
demographic scenerio fof 
Bangladesh that USAID believes 
can be

realistically attained 
by the year 2001. Fertility is

projected tc de-line from 5.6 
in 1986 to 3.6 in 2001, life
 
expectancy to increase from 52 
ye'rs in 1986 to 55 years in

2001, and the annual population growth rate to fall from
 
2.4 percent in 1986 to 1.8 percent by 2001.
 

Assumptions with regard 
to trends in the proximate

determinants of fertility to 
the year 200i are given in Table
4. It has 
been assumed that the pattern of change between 1981

and 1991 will continue until 
Zhe year 2001; namely, a decline

in the proportion of women currently married from 
.830 in 1991
 
to .820 in 2001, a reduction in the duration of 
breastfeeding

(from 27 months in 1991 to 26 
months in 2001) and post-partum

infecundability (from 19 months 
in 1991 to 18 months in 2001)
and a constant induced abortion rate 
.20 until the end of the
 
century.
 

In order to attain a fertility rate of 3.6 by the end of
the century, the contraceptive prevalence zate will need 
to

rise from 29.8 percent in 1986 to 56.3 percent in 2001. The
contraceptive method mix for 
the yeer 1991 has been assumed to
remain constant until 2001, with modern methods continuing to
 account for 84 
percent and traditional methods 16 
percent of
 
total use.
 

The infant mortality rate will likely remain above 100 for
the remainder of this century. Utilizing a United Nations

South Asian model life table, a life expectancy of 55

corresponds to an infant mortality rate of 113. 
 USAID expects

that projected improvements in mortality will closely follow
the age and sex patterns established for different levels of

life expectancy in the UN South Asian model 
life table. This

model incorporates a more rapid decline in infant and child

mortality than in adult mortality with an 
increase in life
 
expectancy from 52 
to 55 years. However, if the age pattern of
mortality were to change more 
rapidly than anticipated by the
UN South Asian model life table (e.g. if infant and child

mortLality were to decline 
even more quickly relative to adult

mortality), it is possible that 
the infant mortality rate could

fall below 100. However, within the relatively short
 
projection period under consideration (15 years), it is not
likely that major in agea shift the pattern of mortality
(beyond that anticipated by the UN model) will occur.
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A population projection based upon USAID program

objectives through the year 2001 
is shown in Tables 14 and 15.
 
If fertility and mortality change occurs along 
the lines
 
postulated, which will require consistently effective
 
implementation of 
family planning and MCH services until the

end of 
the century, the total population of Bangladesh will be
 
137.9 million.
 

Table 16 presents alternative population projections based
 
upon different levels of 
family planning performance. Five

future scenarios are presented, ranging from constant fertility

to very rapid fertility decline (i.e. replacement level)

between 1986 and 2001. 
 (All projections assume an increase in
 
life expectancy from 52 years in 1986 to 55 
years in 2001).

This analysis indicates that the population of Bangladesh will
 
range between 125 and 155 million by 2001.
 

If the contraceptive prevalence rate does not 
rise above

38 percent by the end of 
the century, Bangladesh will likely

have a population of at least 150 million by 2001. 
 Even with a

decline in fertility from 5.6 to 5.0, age structure effects
 
(i.e. progressively larger female cohorts entering 
the child

bearing years coupled with more women surviving through the
 
reproductive ages as 
a result of falling mortality) will tend
 
to bias the crude birth rate upward (from 38.9 in 1986 to 39.4

i. 2001). thereby forcing the population growth rate higher.
Only a rapid increase in contraceptive prevalence (e.g. to 56.3
 
percent by 2001) will reduce 
the population growth rate
 
to less than 2 percent per annum by the end of 
the century.

Replacement level fertility (TFR 
= 2.1) by 2001 will require a

contraceptive prevalence rate 
of 75 percent, a figure that is

almost certainly beyond the combined reach of BDG, 
NGO arid SMP
 
program efforts within the next fourteen years.
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TECHNICAL ANALYSIS TABLES
 

TABLE I
 
CONTRACEPTIVE PREVALENCE RATES 
(1979-85)
 

Eligible Women Sample 
 Couple Sample
 
Methods 
 1979 1981 1983 
 1985 1983 1985
 

Modern Methods

(Total) 
 8.9 10.9 13.8 18.4 16.2 22.9
 

Oral Pill 
 3.6 3.5 
 3.3 5.1 
 3.3 5.1
 

Condom 
 1.5 1.6 1.5 
 1.8 2.7 4.0
 

Vaginal Method 
 .1 .3 
 .3 .2 .3 
 .2
 

Injection 
 .2 .4 
 .2 .5 
 .2 .5
 

IUD .2 .4 1.0 1.4 1.0 1.4 

Tubectomy 
 2.4 4.0 
 6.2 7.9 
 6.2 7.9
 

Vasectomy .9 .8 1.2 1.5 2.5 3.8 

Traditional
Methods (Total) 3.8 7.7 5.4 6.9 5.5 6.9 
Safe Period 
 2.2 3.9 
 2.4 3.8 2.4 
 3.8
 

Withdrawal 
 .2 1.8 1.3 
 .9 1.3 .9
 

Abstinence 
 .8 1.2 .4 
 .5 .4 
 .5
 

Other .6 .7 1.4 1.7 1.4 1.7 
Any Method 12.7 18.6 
 19.1 25.3 
 21.7 29.8
 

No Method 
 87.3 81.4 
 80.9 74.7 
 78.3 70.2
 

I. Columns do 
not always add exactly owing to rounding.
Source: 
 Mitra and Associates (1985, 1987).
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TABLE 2
FERTILITY AND CONTRACEPTIVE PREVALENCE
 
IN BANGLADESH (1981-86)
 

Married Women 

TFR CPR 
of Reproductive 
Age (1000) 

Total Users 
(I000) 

1981 
1982 
1983 
1984 
1985 
1986 

6.3 
6.2 
6.0 
5.9 
5.7 
5.6 

20.9 
22.8 
24.6 
26.4 
28.1 
29.8 

15895.3 
16475.8 
17077.4 
17700.9 
18347.3 
19017.1 

3322.1 
3750.3 
4198.0 
4666.2 
5155.6 
5667.1 

1. Computed Using the Bongaarts Proximate Determinants

"Target Model", (Bongaarts, 1986).
2. The CPR of 20.9 for 1981 was 
derived by correcting for
underreporting of male methods 
(vasectomy and condom use) by
female respondents. 
 Since no husband or couple sample was
conducted in 1981, 
the rate of female underreporting of male
methods found in the 
1983 CPS was applied to the 1981
eligible couple sample to 
obtain "working rates" 
that provide
a valid comparison with the 
1985 couple sample prevalence

estimate of 29.8%
 

TABLE 3
PROJECTED FERTILITY AND CONTRACEPTIVE PREVALENCE
 
IN BANGLADESH (].986-91)
 

Married Women
 
of Reproductive Total Users
TFR CPR 
 Age (1000) lOO0i 

1986 5.6 29.8 
 19017.1 
 5667.1
1987 
 5.4 31.9 19740.2 
 6292.9
1988 
 5.3 33.9 20490.8 
 6954.2
1989 
 5.1 36.0 
 21269.9 
 7652.5
1990 
 5.0 38.0 22078.6 
 8389.6
1991 
 4.8 40.0 
 22918.0 
 9167.4
 

1. Computed Using the Bongaarts Proximate Determinants

"Target Model", (Bongaarts, 1986).
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TABLE 4
ESTIMATION PARAMETERS USED IN BONGAARTS TARGET MODEL
OF FERTILITY AND CONTRACEPTIVE PREVALENCE 
(1986-2001)
 

1981 1986 1991 1996 2001 

Proportions of WomenCurrently Married (15-49) .840 .835 .830 .825 .820 

Duration of Breastfeedsing
(In Months) 28.0 27.5 27.0 26.5 26.0 

Duration of Postpartum
Infecundability (In Months) 20.0 19.5 19.0 18.5 18.0 

Total 
Rate 

Induced Abortion 
.20 .20 .20 .20 .20 

1. The proportion of women aged 15-49 in 
1981 was computed
from the 
1981 Bangladesh Population Census 
(BBS, 1984:25).
Estimates for 
1986 and 1991 allow for 
a gradual increase in
the average age at marriage over 
the 1981-91 decade.
 

TABLE 5
 

METHOD MIX OF CONTRACEPTIVE USE 
(1981, 1986, 
AND 1991)
 

1981 
 1986 
 1991
 
Vasectomy 


12.8
Tubectomy 
7.9 16.0
 

18.7 
 26.5 
 22.0
Injectables/Norplant 
 1.9 
 1.7 
 3.0
IUD 
 1.9 
 4.7 
 8.0
Oral Pill 
 16.3 
 17.1 
 20.0
Foam/Jellies 
 1.4 
 .7 
 1.0
Condom 
 15.9 
 13.4
Traditional Methods 36.0 
14.0
 

23.1 
 16.0
 

Total 
 100.0 
 100.0 
 100.0
 

Modern 
 64.0 
 76.9 
 84.0
Traditional 
 36.0 
 23.1 
 16.0
 

1. 1981 and 
1986 estimates are 
from the 198. and 1985
Contraceptive Prevalence Surveys (Mitra and Associates,
1985, 1987). 
 1991 figures constitute FPHSP objectives

adopted by USAID.
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TABLE 6
 
CONTRACEPTIVE PREVALENCE BY METHOD (1981, 1986, AND 1991)
 

1981 1986 1991
 

Vasectomy 
 1.6 3.8 6.4
 
Tubectomy 
 3.9 7.9 
 8.8
 
Injectables/Norplant 
 .4 .5 
 1.2
 
IUD 
 .4 1.4 3.2
 
Oral Pill 
 3.4 5.1 8.0
 
Foam/Jellies 
 .3 .2 .4
 
Condom 
 3.4 4.0 
 5.6
 
Traditional Methods 
 7.5 6.9 
 6.4
 

Total 
 20.9 29.8 40.0
 

Modern 
 13.4 22.9 
 33.6
 
Traditional 
 7.5 6.9 
 6.4
 

1. 1981 and 1986 estimates are from the 1981 and 1985
 
Contraceptive Prevalence Surveys (Mitra and Associates,
 
1985, 1987). 1991 figures constitute FPHSP objectives
 
adopted by USAID.
 

TABLE 7
 
USERS OF CONTRACEPTION BY METHOD (1981, 1986 AND 1991)
 

1981 1986 
 199i
 
(1000) (1000) (1000)
 

Vasectomy 
 262.3 725.4 1466.8
 
Tubectomy 
 621.5 1501.8 2016.8
 
Injectables/Norplant 63.6 96.3 
 275.0
 
IUD 
 63.6 266.4 733.4
 
Oral Pill 
 542.0 969.1 1833.5
 
Foam/Jellies 
 46.1 39.8 91.7
 
Condom 
 527.7 759.4 1283.4
 
Traditional Methods 
 1195.3 1309.1 
 1466.8
 

Total 3322.1 5667.1 9167.4
 

Modern 2126.8 4358.0 7700.6
 
Traditional 
 1195.3 1309.1 1466.8
 

1. 1981 and 1986 estimates are from the 1981 and 1985
 
Contraceptive Prevalence Surveys (Mitra and Associates,
 
1985. 1987). 1991 figures constitute FPHSP objectives
 
adopted by USAID.
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TABLE 8
 
ANNUAL NUMBER OF USERS BY METHOD REQUIRED
 

TO REACH CPR = 40% BY 1991 (1000)
 

1987 1988 1989 
 1990 1991
 

Vasectomy 845.0 
 978.5 1126.0 1288.4 1466.8
 
Tubectomy 1611.5 1821.6
1718.1 1921.4 2016.8
 
Injectables/Norplant 123.9 154.9 230.1
190.1 275.0
 
IUD 
 337.2 418.6 511.1 
 615.8 733.4
 
Oral Pill 1113.3 1270.4 1629.5
1442.2 1833.5
 
Foam/Jellies 48.1 57.2 67.5 
 78.9 91.7
 
Condom 
 850.3 948.1 1052.7 1164.3 1283.4
 
Traditional Method, 1363.7 
 1408.4 1441.3 1461.3 1466.8
 

Total 6292.9 6954.2 7652.5 8389.6 9167.4
 

TABLE 9
 
ANNUAL NUMBER OF ACCEPTORS BY METHOD REQUIRED
 

TO REACH CPR = 40% BY 1991 (1000)
 

1987 1988 1989 1990 1991
 

Vasectomy 152.7 170.3 189.3 
 209.8 225.0
 
Tubectomy 145.8 145.5 143.0
144.6 131.8
 
Injectables/Norplant 71.0 
 85.7 102.1 120.5 139.7
 
IUD 
 193.6 232.8 325.8
276.7 376.7
 
Oral Pill 
 558.2 630.0 708.0 
 792.8 876.2
 
Jellies/Foam 25.1 29.3 39.2
34.0 44.4
 
Condom 
 430.9 476.1 524.4 575.9 624.8
 
Traditional Methods 518.8 523.1 522.1 515.3 
 496.1
 

Total 2096.1 2292.8 2722.3
2501.2 2914.7
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TABLE 10
USE EFFECTIVENESS AND ANNUAL DISCONTINUATION RATES
 
BY METHOD (1986-1991)
 

Annual 
Use Effectiveness Discontinuation 

Rate Rate 

Vasectomy 
Tubectomy 
Injectables/Norplant 
IUD 
Oral Pill 
Foam/Jellies 
Condom 
Traditional Methods 

1.000 
1.000 
.980 
.950 
.900 
.800 
.00 
.700 

.010 

.010 

.333 

.333 

.358 

.333 

.385 

.333 

1. The annual discontinuation rate 
for pills and condoms
is from the 
1986 Pill and Condom Use Effectiveness Survey,

(A.Y. Chowdhury, et. 
al.. 1986).
 

TABLE 11
TREATMENT AND COVERAGE RATES FOR ORAL REHYDRATION THERAPY
 
AND URBAN IMMUNIZATION PROGRAM (1986-1991)
 

Oral Rehydration Therapy (ORT)
 
Treatment Rate
 
(% of All Diarrheal Episodes 
in Children Aged
 
0-4 Treated With ORT)
 

1986 20%
 
1991 60%
 

Immunization
 
Immunization of Children Aged 0-1 
in the Four Urban

Municipalities of 
Dhaka, Khulna. Chittagong and
 
Rajshahi
 

]986 5%
 
1991 65%
 

Immunization of Women Aqed 15-45 
in the Four UrbaL.

Municipalities of 
Dhaka, Khulna, Chittagong and
 
Raishahi
 

1986 3%
 
1991 60%
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TABLE 12
 
PROJECTED DEMOGRAPHIC OUTCOMES OF THE 1987-91
 

FAMILY PLANNING AND HEALTH SERVICES PROJECT (FPHSP)
 
AND THE BDG THIRD FIVE YEAR PLAN (1985-1990)
 

USAID USAID BDG
 
Estimates Projection Projection
 

1986 1991 1990
 

Total Population 101.6 113.4 111.5
 
(Million)
 

CBR 38.9 35.6 31.0
 
CDR 14.9 13.5 13.0
 

Annual Growth 2.4 2.2 1.8
 
Rate
 

TFR 5.6 
 4.8 4.2
 

Life Expectancy 52 53 54
 
IMR 128 123 100
 
CMR 
 24 21 12
 
MMR 
 6 5 


CPR 29.8 40.0 40.0
 
Modern 22.9 33.6 -

Traditional 6.9 6.4 -


Eligible Couples
 
Using Contraception
 
(Million) 5.7 
 9.2 8.2
 

1. The Third Five Year Plan, (Dhaka: Planning Commission,
 
Ministry of Planning. 1985:372-33, 378).
 

2. Infant mortality and child mortality 
rates estimated by

USAID have been computed from South Asian pattern model life
 
tables corresponding to e(0) values of 52 and 53 years
 
(United Nations, 1983).
 

4 
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TABLE 13
PROJECTED PROGRAM OBJECTIVES AND DEMOGRAPHIC OUTCOMES
 
1981-2001
 

TFR CBR CDR r CPR e(Q) IMR 

1981 6.3 42.8 15.8* 2.7 20.9 51 133 

1986 5.6 38.9 14.6 2.4 29.8 52 128 

1991 4.8 35.5 13.5 2.2 40.0 53 123 

1996 4.2 33.6 12.8 2.0 48.3 54 118 

2001 3.6 30.3 11.9 1.8 56.3 55 113 
* The 1981 CDR of 15.8 was computed from the UN South Asian
 
Model Life Table using the central age death rate (Mx) for
male e(O) = 51.5 and female e(0) = 50.5 applied to the 1981
 
census age distribution.
 

TABLE 14

POPULATION PROJECTION CORRESPONDING TO USAID PROGRAM
 

OBJECTIVES FOR THE PERIOD 1986-2001 
(1000)
 

Total 
 Male Female
 

1981 89915 46361 43554
 

1986 
 101553 52320 49233
 

1991 
 113359 58370 54989
 

1996 
 125805 64763 
 61042
 

2001 137904 70982 66922
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TABLE 15
 
POPULATION PROJECTION BY AGE AND SEX


CORRESPONDING TO USAID PROGRAM OBJECTIVES 1986-2001 
(i000)
 

1986 Population 
 1991 PoDUlation
 

Male Female Total Male 
 Female Total
 

0-4 8039 7572 15610 8308 7819 
 16127
 
5-9 7234 7057 14290 7593 
 7079 14673


10-14 7314 7086 
 14400 7143 
 6953 14096

15-19 
 6371 5536 11907 7255 7012 
 14267

20-24 4217 
 4085 8302 
 6309 5459 117.58

25-29 
 3306 3586 6893 4168 4021 8188

30-34 3294 
 3218 6512 3259 3522 6781

35-39 2521 
 2492 5014 
 3233 3149 
 6382

40-44 2367 
 2090 4456 2455 2428 4883

45-49 1903 
 1768 3670 2276 
 2021 4296

50-54 1538 1253 
 2791 1792 
 1684 3476

55-59 1333 ].215 
 2547 1405 
 1161 2567

60-64 
 830 635 1465 1163 1076 2239

65-69 875 
 770 1645 
 675 527 1202

70-74 395 
 293 689 
 646 580 1225

75-79 784* 
 578* 1362* 256 190 446

80+  _ 
 - 434 
 309 743
 

*= 75+
 
Total 52320 49233 
 101553 58370 
 54989 11.3359
 

1996 Population 
 2001 Population
 

Male Female Total 
 Male Female Total
 

0-4 8820 8293 17112 
 8837 8303 17140
 
5-9 7877 7339 15217 8392 7814 
 16206


10-14 7504 
 6982 14486 7790 7245 
 15035

15-19 
 7089 6886 13975 7450 
 6918 14369

20-24 7188 
 6921 14110 
 7027 6802 13830

25-29 6240 
 5378 11618 7114 6825 
 13939

30-34 4111 
 3953 8064 
 6160 5293 11452
 
35-39 3201 
 3451 6652 4042 3877 7920
 
40-44 3151 
 3072 6223 3125 3370 6495

45-49 2364 
 2351 4715 3040 
 2979 6019

50-54 2148 1928 
 4077 2237 
 2247 4484

55-59 1643 
 1564 3207 1975 1795 
 3770

60-64 
 1231 1033 2264 1444 1396 2840

65-69 951 
 897 1848 1011 865 
 1876
 
70-74 
 501 399 901 711 684 1395

75-79 421 
 379 800 329 263 
 593
80--84 143 
 103 246 237 
 207 444
85+ 177 114 291 60 38 
 98
 

Total 
 64762 61042 125804 70982 
 66922 137904
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TABLE 16
ALTERNATIVE POPULATION PROJECTIONS ASSUMING DIFFERENT
 
FERTILITY TRENDS BETWEEN 1981-2001
 

Total
TFR CPR 
 CBR CDR r Population
 

(1000)
1. 	 Constant Fertility
 

1986 5.6 29.8 
 38.9 14.6 
 2.4 101553

1991 5.6 29.8 40.9 
 14.2 2.7 116037
 
1996 5.6 42.9
30.3 	 14.1 2.9 134035
 
2001 5.6 43.0
30.8 	 13.5 3.0 155344
 

2. 	 Low Fertility Decline
 

1986 5.6 38.9
29.8 	 14.6 2.4 101553

1991 
 5.4 32.4 39.6 14.1 2.6 
 115362
 
1996 5.2 35.4 40.3 13.7 
 2.7 131761
 
2001 5.0 39.4
38.5 	 13.1 2.6 150293
 

3. 	Moderate Fertility Decline
 

1986 5.6 29.8 38.9 14.6 
 2.4 101553
 
1991 5.0 37.5 36.9 13.8 
 2.3 114013
 
1996 4.6 
 43.2 36.4 	 13.2 2.3 128058
 
2001 4.2 48.7 34.4 12.4 2.2 
 142935
 

4. 
 Rapid Fertility Decline (USAID Program Objective)
 

1986 5.6 29.8 
 38.9 14.6 
 2.4 101553
 
1991 4.8 40.0 35.5 
 13.5 2.2 113359

1996 4.2 48.3 33.6 
 12.8 2.1 
 125804

2001 3.6 30.3
56.3 	 11.9 1.8 137904
 

5. 	 Replacement Level Fertility by 2001
 

1986 5.6 38.9
29.8 	 14.6 2.4 101553
 
1991 4.4 45.3 32.8 13.2 
 2.0 112010
 
1996 
 3.2 61.1 26.4 11.8 1.5 
 120464
 
2001 2.1 75.4 18.9 10.5 
 0.8 125646
 

1. All projections estimated with the 
following pattern of
mortality change between 1986 and 2001: 
 e(o) = 52 in
1986. 53 	 1991.
in 54 in 1996 and 55 in 2001. A one year

differential in 
favor of males is 
assumed throughout the
 
projection period.
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ANNEX I
 

SOCIAL ANALYSIS
 

The impact of a successful family planning and MCH program

should be considerable in Bangladesh. Women still 
typically
 
marry early (between 16 and 17 years on average), begin

child-bearing immediately upon marrying and lack full 
access to

education, gainful employment, knowledge of legal and social
 
rights, and economic independence. Having many children and

caring for them (particularly sons) is the role-model into

which women are socialized from birth. Providing the means for
 
women to limit fertility will be an important step in
 
transforming traditional role models. 
 This effort will

complement parallel efforts to 
increase female educational
 
attainment and labor force participation and to further
 
strengthen women's institutions 
(e.g. social and economic
 
cooperatives and women's clubs).
 

Family planning and MCH programs are important in

providing women with a changed view of 
their own prospects and
that of their children. 
By providing basic immunizations and
 
giving women necessary training and skills in ORT and 
personal

hygiene, infant mortality and morbidity should be reduced.
 
Enhancing a women's ability to control her 
reproduction will

also have a major impact on infant and maternal mortality by

reducing health risks associated with pregnancy (especially

high parity births to older women and births occurring at short

intervals). 
 Such change should have a powerful modernizing

impact on the village women of Bangladesh.
 

The "fertility transition" in most western and an

increasing number of Asian and Latin American populations has

been accompanied by other transformations, including changes

in the structure and function of 
the family. During the
 
process of modernization, the family tends to 
evolve from a

male-dominated institution aimed primarily at guaranteeing the
 
survival of 
the family lineage to a more equalitarian center
 
for market and home production designed to benefit all members

of the household. 
 The family planning and MCH interventions
 
outlined in USAID's FPHSP (1987-91) will be an important step

in encouraging such social change in Bangladesh.
 

In order 
for family planning and other MCH programs to be

effectively implemented, adequate demand must exist 
for program

services. Preliminary results from the 1985 CPS 
indicate that
 
31 percent of all currently married women (32 percent rural and

24 percent urban) were 
not using contraception and did not want
 
any more children. These figures provide 
a rough indication of
 
the level of unmet demand for family planning services in

Bangladesh. It is likely that 
some women in this group are not
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using contraception owing to cultural constraints (e.g.

opposition from husbands, family members or religious leaders)

rather than lack of access to services. However, if the
 
expressed desire for greater use of spacing methods 
is taken
 
into account, the overall level of unmet demand among eligible
 
women would probably exceed 31 percent. If male contraceptive

demand is also considered, the level of unmet demand among

couples would also likely exceed current CPS estimates.
 

The level of existing demand for family planning and MC11
 
services in Bangladesh, while not insubstantial, is
 
nevertheless modest. 
A program strategy oriented to improving

the coverage and quality of services (a "supply side" approach)

would seem appropriate in Bangladesh since the delivery of
 
services is still inadequate in many areas of the country,

especially in rural areas. However, in order 
to stimulate
 
greater demand for services, there is an ongoing need to
 
strengthen Information, Education and Communication (IEC)
 
programs and "beyond family planning" activities (such as
 
expanded educational and employment opportunities for women).
 

The nature of demand is also of tundamental importance in
 
determining resource allocations and implementing strategies.

For example, greater demand may exist for contraceptive methods
 
that limit family size rather than increase the spacing of
 
births since birth intervals are already long in Bangladesh

owing to the extended duration of breastfeeding and post-partum

infecundability. However, as 
the average age of users declines
 
(which is commonly encountered when the level of prevalence

increases), it is not unrealistic to expect 
that the demand for
 
reversible methods will increase more 
rapidly than permanent
 
method demand.
 

While family planning performance has not attained the
 
goals initially established for the program, there does appear

to have been a significant increase in prevalence (from 20.9
 
percent in 1981 to 29.8 percent in 1985) and a moderate decline
 
in fertility (from 6.3 in 1981 to 5.6 in 1986). This change

has occurred despite the lack of substantial social and
 
economic development in Bangladesh in recent years. Deborah
 
and Ronald Freedman (1986) have argued that gains in
 
contraceptive prevalence (and a higher level of demand for
 
family planning services) may be the result of a widening gap

between expectations and living standards. In other words, in
 
environments typified by extreme poverty, the consumption costs
 
attributable to children may constitute 
a growing proportion of
 
family income, with the result that children may no longer be
 
perceived as net productive assets. The Freedmans comment 
as
 
follows:
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Among many of the desperately poor, more than a modest
 
number of children may not be economically useful either
 
in the family's own economic activity or in in a
 
non-familial labor market. 
 This becomes more probable

with increased landlessness and the growing
 
pressure on small fraqmented land holdings where the
 
non-agricultural sector offers iimited opportunities for
 
the rural poor (Freedman and Freedman, 1986:9).
 

Other factors that itay account for the increasing cost of
 
children, particularly in agrarian settings, are the growing

monetization and commercialization of the economy (including

the substitution of contractual labor 
r-elations for traditional
 
paymeiht-in-kind distributive mechanisms), diminished 
access
 
to agrarian technical innovations and extension services
 
(including financial credit), increasingly ::estrictive
 
educatioi.al and employment opportunities beyond the immediate
 
village setting and a shiftin pattern of consumption that
 
entails new aspirations for guds that cannot be obtained
 
directly through the mobilization of household child labor.
 
Improved communication and transportation systems may also be
 
defusing alternative aspirations affecting the pattern of
 
consumption and the perceived va.iie of children.
 

Clues regarding demand for contraception and the future
 
course of demographic change in Bangladesh can possibly be
 
identified from the experience of Matlab Upazila, a program

service area of the ICDDR,B(l). In the mid-1970's, an initial
 
attempt to test demand through an 
intensive contraceptive

supply effort in Matlab met with only short-lived success.
 
Initial high rates of acceptance were followed by a rapid

decline in levels of contraceptive use related to extensive
 
unattended side effects associated with the 
use of oral
 
contraceptives. Women were ready to limit child-bearing, but
 
not at the expense of perceived coscs to their health.
 
Beginning in 1977, when quality issues 
were addressed and
 
delivery mechanisms became more culturally appropriate (e.g.

door-to-door delivery of FP/MCH services by women 
to women),

higher rates of family planning acceptance were sustained over
 
many years (Degraff, et al., 1986).
 

1/ Substantial increases in contraceptive prevalence have
 
also been achieved by other NGO family planning efforts in
 
Bangladesh, but their success 
is less well docuriented (e.g.,
 
see Alauddin and Khan, 1983; Alauddin and Muhri, 1984).
 

http:educatioi.al
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The Matlab experience suggests that survey results
 
indicating latent demand 
for family planning had some validity,

but that high quality, culturally appropriate services were
 
required 
to meet the demand and make it manifest in
 
contraceptive prevalence. It would be difficult 
to argue that
 
increased contraceptive prevalence in Matlab was a result of
 
rising demand produced by socio-economic development. If
 
anything, conditions in Matlab have deteriorated, and given the
 
existence of appropriate services, demand for 
family planning
 
may have risen as circumstances made it increasingly difficult
 
for parents to support 
their children. Despite persistently

high mortality, survey findings between 1977 and 
1984 report

an increase in demand for 
fertility limitation in the Matlab
 
treatment and comparison areas.
 

In addition to demonstrating the existence of latent
 
demand in rural Bangladesh and the importance of quality family

planning services 
in meeting this demand, operations research
 
in Matlab has generated potentially important findings

regarding the effect of 
improved services on the composition

of contraceptive demand. After several years of 
improved

service delivery, demand in 
the Matlab treatment area
 
appears to 
be changing from an almost exclusive focus on
 
permanent contraceptive methods that limit births to 
demand
 
for reversible methods that 
both limit and space births.
 
Similarly, in the FP-MCH Extension Project of
areas Aboynagar

and Sirajganj, where important elements of 
the Matlab service
 
system are being adapted and transferred to the government
 
program, much of the increase in contraceptive prevalence is
 
due to greater use of reversible contraception. In addition.
 
increased contact with female 
family planning workers (in both
 
the Matlab and BDG programs) has been found to result in
 
increased levels of contraceptive use and a broader method mix.
 

Despite the gains in contraceptive prevalence and
 
reductions in fertility obtained in Matlab, Aboynagar and
 
Sirajgang. there is still considerable uncertainty regarding

the extent to which fertility will decline in the future given

persistent high mortality and 
slowly improving (it not
 
stagnant) living standards. Clearly, the future coverage and
 
quality of family planning and other MCH services will be a
 
major factor influencing demographic trends in Bangladesh.

However, change in social 
and economic perceptions of the value
 
of children and the utility ascribed to large families
 
(particularly in traditional agrarian communities 
typified by

low agricultural productivity and 
high land fragmentation) will
 
also likely play a critical role in determining the demand for
 
contraception and the 
course of future demographic change.
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ANNEX J 

ECONOMIC ANALYSIS
 

Family Planning
 

The following analysis is based upon a study commissioned
 
by USAID in 1984 entitled An Economic Analysis of Family

Planning in Bangladesh by Georae Simmons, Ubaidur Rob, and Stan
 
Bernstein. Certain coefficients employed in this study have
 
been questioned by a subsequent investigation completed by John
 
Laing and David Walker (1986). However, the major findings of
 
the Simmons analysis are not significantly affected hy the use
 
of the revised Laing-Walker coefficients.
 

(1) Measuring Benefits
 

The benefits of the family planning program arise
 
from specific outputs, measured variously as clients,

continuous users, units of supplies distributed, and
 
procedures performed. Couple years of protection (CYP) is
 
the conventional statistical denominator that allows for the
 
aggregation of various program inputs and outputs into a single

total. A CYP is one year's protection afforded a couple (male
 
or female partner) from the risk of pregnancy by the use of
 
contraception. Table 1 shows the coefficients, based 
on
 
Bangladesh experience, used in this analysis to convert various
 
program inputs and outputs into standard CYPs.
 

CYPs can be converted into births prevented (BPs) by

dividing total CYPs by the average birth interval for all
 
eligible non-contracepting women. In Bangladesh, it has been
 
determined that the mean birth interval is approximately 42
 
months. Therefore, 3.5 CYPs prevent one birth. Using this
 
calculation, total CYPs yield an 
estimate of births prevented

(BPs), the ultimate "output" of the program. Actual program

performance data are shown in Table 2 in terms of specific

methods distributed or performed. Using these figures in
 
conjunction with the CYP-conversion coefficients presented in
 
Table 1. it is possible to estimate total CYPs and births
 
prevented (BPs) in Table 3(1).
 

1/ Table 3 is in terms of "Adjusted Births Prevented", with
 
adjustments allowing for the greater value to planners of
 
assessing immediate rather than delayed demographic impact. A
 
discount rate of 15 percent was used for all future BPs in
 
order to ad'ust these figures to present BPs. Table I shows the
 
adjustment factors as well as other coefficients used in
 
calculating CYPs and BPs. This adjustment reduces the relative
 
impact of sterilization and raises the effect of temporary
 
methods. 
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Table 1
 
Coefficients used for Calculating Demographic


Impact of Contraceptive Use
 

Temporary Methods
 

Method Units per 
 CYPs per Units per Adjustment

CYP BP 
 BP Factor
 

Oral Pill 14 3.5 
 49.00 0.870
 

Condom** 250 
 3.5 875.00 0.870
 

Emko 5.33 
 3.5 18.66 0.870
 

Foam Tab 123 
 3.5 437.50 0.870
 

Injection 
 4 3.5 14.00 0.870
 

Long-term methods
 

Method CYPs per CYPs per 
 BPs per Discount Adjustment
 

IUD/CU T 2.45 
 3.5 0.70 0.15 0.756
 

Tubectomy 7.75 3.5 
 2.21  0.572
 

Vasectomy 7.75 
 3.5 2.21 
 - 0.572 

*Average expected lifetime effects of 
methods used in
 
calculating adjustment factors:
 

Temporary methods 
 1.0 year

IUD/Copper T 
 1.0 years

Sterilizations = 4.0 years
 

** Laing and Walker (1986) conclude that 180 rather than 250
condoms provide one 
couple year of protection. The conversion
 
factor employed by Simmons et al. 
may over-estimate the

utilization of condoms by 
as much as 28 percent. However, the

final CBA estimates obtained by Simmons 
et al. with regard to

the overall benefits of the family planning program are not
 
significantly affected by this disagreement.
 

Source 
: George, Simmons, V. Rob and S. Bernstein, An Economic
 
Analysis of Family Planning in Banfladesh, (Ann Arbor,

Michigan Dept. of Population Planning and international
 
Health, 1986)
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Table 2
 
Contraceptives Distributed by Year and Method
 

Method Unit Year 1983 1985
1982 1984 


Oral Pill 
 Cycles (1000) 8121 6839 10935 11828
 

Condom Pieces (million) 107 127 157 127
 

Emko Vials (1000) 67 72 64 64
 

Foam Tablet Pieces (million) 4 6 4 3
 

Injection Units (1000) 64 108 141 
 193
 

IUD/CU T Units (1000) 108 182 400 402
 

Tubectomy Operations (1000) 297 290 336 144
 

Vasectomy Operations (1000) 97 113 306 169
 

Total (thousand units) 
 8865 9737 12343 12930
 

Source: Dhaka: Management Information System (MIS), 1985.
 

Table 3
 
Adjusted Births Prevented by Year of Contraceptive
 

Adopcion and Method (thousands)
 

Method 1982 1983 1985
1q 8 4 


Oral Pill 144.1.17 156.859 194.055 210.0
 

Condom 106.335 126.211 156.025 126.3
 

Emko 3.123 3.356 2.983 3.1
 

Foam Tab 7.950 11.925 7.950 8.0
 

Injection 3.975 6.708 8.758 
 12.0
 

IUD/CU T 57.164 96.333 211.720 212.74
 

Tubectomy 376.009 367.147 425.384 182.03
 

Vasectomy 122.804 143.061 387.404 213.50
 

Total 821.479 911.601 1394.279 967.12
 

Simmons, et al., p. 58.
 

http:144.1.17
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Estimates of the social gain (or economic benefit 

society) of preventing 

to
 
a birth involves constructing a model of
 

the interaction between demographic and economic variables.
 
Simmons et al. (1986) discuss two approaches for deriving such
 
a model. One can initially assume that the future marginal
productivity of additional members of 
the labor force will be
 
zero and that future births ,will have the effect of reducing

per capita consumption. Any birth prevented raises future per

capita consumption for 
other members of the population.

Therefore total benefits are the discounted pcesent values of 
future gains in consumption.
 

A second assumption allows for a slightly more 
complex

interaction, including the possibility that 
the future marginal

productivity of added labor 
force members may be positive.

Thus, future GNP may be slightly lower 
if fewer births occur.
 
This must be offset against consumption benefits in calculating

net benefits of births prevented. Two additional interactions
 
can also be allowed for: (a) a reduction in the savings rate
 
due 
to lowered per capita income accompanying rapid population

growth and (b) the possible effect of increased population

leading to greater technical change and more
hence rapid

economic growth. Other assumptions could be added but 
this
 
exercise is already highly conjecturail since no data for
 
Bangladesh are available these
on linkages.
 

Table 4 summarizes the resulting values birth
per

prevented for these various assumptions. The range is from
 
10,000 Taka to 20,000 Taka. Thus, the
under least pessimistic

assumptions (and using the relatively high discount 
rate of 15
 
percent to convert future to present BPs) the economic benefit
 
of preventing a 
birth is over 10,000 Taka, or roughly 3 times
 
current per capita income.
 

(3) Measuring Costs
 

Simmons, et al., (1986) 
reviewed the difficulties of
 
arriving at definitive totals 
for the actual expenditures on

family planning in Bangladesh. 
 The majority of family planning
 
program expenditures are donor-funded. However, some
 
establishment costs 
are covered from the Covernment Revenue
 
Budget. There are 
also non-Annual Development Plan inputs from
 
donors directly to 
NGO's for projects and centrally allocated
 
supplies that are not reflected in BDG accounts. The total 
BDG
 
and NGO budget allocations tor family planning was $52.7
 
million in 1983 and $56.8 million 1984.
in 


(4) The Benefit-Cost Ratio
 

From estimates of total births prevented and the value of
each birth prevented it is possible to estimate total program
benefits. Table 5 presents these res3ults. The ratios for the
three years considered are highly favorable, averaging 8 to I. 
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Table 4
 

Alternative Estimates of the Value of 
a Birth Prevented
 
Discount Rate = 15%, Values in Taka
 

ASSUMPTION 
 VALUE OF A BIRTH PREVENTED
 

A. Effects on Per Capita Income:
 

1. 	Pure Denominator Effect (INDEP) 15,570
 
2. 	Mixed Numerator and Denominator Effects:
 

a) Population growth increases labor force
 
and thus GNP (LAB FORCE). 12,309
 

b) Population growth discourages saving
 
and thus decreases GNP (SAVING). 19,062
 

c) 	 Population growth stimulates 10,432 
technological change 

d) Combined 2a, 2b, and 2c effects. 10,664
 

Source: Simmons, et al., p. 63.
 

Table 5
 

Benefit-Cost Calculation for the Bangladesh
 
Family Planning Program, 1982 - 1985
 

Adjusted BP Value of Total Benefits Total Benefit
 
(thousand) BP (Tk.) (million Tk.) Expenditure /Cost
 

1982 8226 10,000 8,226 869 9.46 

1983 9111 10,000 9,111 1,261 7.23 

1984 1,3943 10,000 13,943 1,492 9.14 

1985 967.2 10,000 9,672 1,512 6.40 
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The cost-benefit situation of 
the 1987-91 FPHSP is
expected to be similar to 
that of previous years. A cough
cost-benefit calculation yields the following:
 

........
(a).-In 1991, 
40 percent -of an estimated 23-million

couples will be contracepting (or roughly 9.2 million
 
couples).
 

(b) Assuming 3.5 CYPs equals one BP, then 2.6 million BPs
 
will result.
 

(c) Assuming one BP equals 10.000 Taka, then total annual
 
1991 benefits are 26 billion Taka.
 

(d) The official BDG estimate in the Third Five Year Plan
is that 9.4 billion Taka (US $293 million) will be
spent during the Third Five Year Plan period 1985-90
 on FP. or 
roughly 1.9 billion Taka (US$58.5 million)

per year on average.
 

(e) Even allowing for another 1 billion per year for the
non-budgeted inputs from USAID (direct commodities,

SMP. NGO's, etc) and other donors, the resulting
overall cost-benefit ratio is still on the order of 8
to 1. an estimate similar to the 1982-1985
 
calculations.
 

(5) Cost-Effectiveness Analysis
 

The Simmons Report also undertook an extensive
cost-effectiveness analysis (CEA) of 
the major sub-components
of the overall program. The three sub components compared
were: (1) NGOs; 
(2) SMP; 
and (3) the BDG program (the residual
effect). The cost and performance (or output) in terms of CYPs
and BP's were estimated for each of the three sub-components
and a cost per unit measure derived for 1982 and 1983.
 

In deriving separate measures of output and costs,
certain issues should be taken into account. The most
 
important are as follows
 

a. 
The SMP has no independent estimate of the actual
 
number of persons buying and using its 
products. The
CYPs (and BPs) attributed to SMP are, therefore,

derived by assuming a per client use rate for
products and dividing' this figure into total 
products
distributed to 
obtain total clients per year (as
CYPs). 
 In this analysis the assumed use-rate is 250
condoms and 14 
pill cycles per year per client. (As
noted previously, Laing and Walker have recommended a
lower estimate of 180 condoms per CYP). The 250
condoms per client estimate might appear high since
coital frequency has been estimated at 150 per couple
per year. 
 The 250 figure is intended to allow for
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other factors arising Zrom the difference between
 
the number of condom users obtained by the 1983
 
Contraceptive Prevalence Survey (2.7 percent of
 
eligible couples or 400,000 usezs in 1983) and
 
estimates derived from SMP distribution Wigures(!).

Laing and Walker suggest that several factors
 
explain most of this so-called "gap": condom use
 
under-reporting by couples; wastage and 
loss;
 
non-marital use (chiefly prostitutes): and minor
 
non-contraceptive use. Allowing for 
these factors
 
approximately doubles the number of 
condoms which
 
must be distributed to achieve one CYP;
 

b. 	Some NGO's frequently refer clients to government

clinics and 
hence get no credit for the output,

although they bear some of the field costs leading
 
to the adoption of family planning;
 

c. 	NGO's have worked chiefly in urban areab where travel
 
costs are lower, density higher and hence unit costs
 
on average lower:
 

d. 	NGO's also receive some administrative support and
 
assistance from the government;
 

e. 	The SMP expends considerable resources on media
 
advertising of family planning which creates demand
 
for program components other than SMP products.
 

These problems might require adjustments in the coots
and/or outputs attributed to the three sub-components. It is
 
not unreasonable to assume 
that items (b) through (d) are
 
largely off-setting and that no adjustment is needed. Item (e)

remains an imponderable. SMP probably has generated greater

NGO and BDG proqram performance, but there is no reliable
 
estimate of this input.
 

Under the assumptions made by the CEA exercise, 
the
 
principal USAID-funded elements 
- NGOs and SMP - appear to be
 
cost-efficient compared to the BDG 
(residual component). For
 
1983, cost efficiency estimates of 
three program components
 
were as follows: $67.67 per BP for the BDG Program, $ 51.25 per

BP for SMP, and only $ 31.86 per VP for NGO programs. The
 

I/ Laing and Walker (1986) have questioned the 1983 estimate
 
of the number of eligible couples estimated by Simmons et al.

employed to estimate the number of 
condom users. The 1983 CPS
 
derived an estimate of 
18.3 million eligible women (recommended

by Laing and Walker) while Simmons et al. employed a BDG
 
Planning Commission estimate of 15.4 million. 
Using the lower
 
BDG 	estimate places the SMP program at 
some disadvantage since
 
SMP is the major distributor of condoms in Bangladesh.
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relative cost efficiency of NGO programs can be partly

attributed to the high use effectiveness of vasectomy and
 
tubectomy. These methods 
constitute a significant proportion

of NGO service delivery. The SMP program, which has been
 
primarily oriented 
to the sale of condoms (a method of
 
relatively low use effectiveness) can therefore be expected to

be less efficient than the NGO sector. 
 In addition, the BDG
 
and SMP programs are concentrated in rural areas (as opposed

to most NGO services that are urban based). Given the higher

logistical costs of delivering FP/MCH services 
in rural areas,

it is not surprising that BDG and SMP cost efficiency estimates 
are somewhat unfavorable relative to NGO estimates.
 

2. Maternal and Child Health
 

Official BDG estimates indicate that the 
infant mortality

rate has fallen from 150 to in last
125 the 6 to 8 years and
 
that the incidence of numerous 
infant and childhood diseases
 
has been reduced. The crude death rate has reportedly declined
 
from 15.0 to 13.0 per thousand, implying 200,000 fewer deaths

annually. However, there is considerable uncertainty regarding

the quality of BDG mortality estimates. The national level and
 
trend in mortality in recent years is essentially unknown.
 
Therefore, no calculation of the cost and benefit of past MCH
 
activities in terms of 
deaths prevented is advisable.
 

it is also im.possible to divide any overall mortality

decline into a USAID program component (as is possible for
 
family planning outputs). The same situation applies future
to 

MCH achievements under the FPHSP. Problems of joint cost and
 
multiple causation will make measuring individual agency
 
outputs impossible.
 

The ultimate benefit of MCH activities (i.e. reduction
 
in infant, child and maternal morbidity and mortality) defies
 
easy economic quantification. The purely economic value of a

human life is sometimes taken to be the discounted present

value of lifetime productivity minus lifetime consumption

requirements. This measure of the value of a human life is
 
probably low in Bangladesh. Such a calculation, which would
 
suggest that it is uneconomic to save lives, is at best
 
irrelevant.
 

The USAID MCH Strategy guidelines state that cost benefit
 
analysis is not to
required justify MCH activities. Cost
 
effectiveness analysis is possibly useful for 
maximizing the
 
impact of a given USAID expenditure on MCH activities, but
 
research is only now attempting to identify relevant variables
 
(performance measures 
and key inputs) in the Bangladesh
 
program. One important future activity will be to construct a

better statistical baseline and 
develop monitoring and
 
evaluation procedures for assessing the impact of MCH
 
activities.
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ANNEX K 

DATA COLLECTION, MONITORING, AND EVALUATION PLAN
 

The Family Planning and Health Services Project (FPHSP)

will undertake a wide array of moni.oring and evaluation 
activities during the period 1987-1991. A major element of the
 
FPHSP Evaluation Plan wil. ccnsist of quarterly and annual
 
reviews of BDC, NGO and SMP program performance. BDG and NGO
 
performance reports (provide6 monthly by the MIS Unit at the
 
MOHFP) and various survey instruments will be utilized in
 
preparing these reviews. 
 Pe:iodic monitoring activities will
 
include (1) qualitative revi'!w of progress in attaining program

objectives, (2) analysis of administrative and managerial

efficiency, (3) assessment oil cost effectiveness in program

implementation and 
(4) appraLsal of technical capabilities.
 

More comprehensive exte.:nal evaluations of 
the FPH3P will
 
be conducted at the "mid-term" of the project (during 1989) and
 
at least six months prior to the conclusion of the project

(early 1991). These in-depti evaluatiuns will assess
 
performance in relation to the original stated purpose of 
the
 
project, provide recommendations for the successful completion

of the project and determine long-term "follow-cn" needs for
 
population and health assistance in Bangladesh.
 

The principal evaluation mechanism for the FPHSP will be
 
the measurement of levels and trends in fertility, morbidity,

mortality, and contraceptive prevalence over the 1987-91
 
project period. During 1987, USAID plans to sponsor a
 
contraceptive prevalence survey, a national fertility and
 
mortality survey (to be conducted as part of the 1987 CPS) and
 
an ORT treatment rate and childhood mortality survey focusing
 
on the use of oral rehydration therapy (1). Survey results
 
should be available by mid-1988, with findings serving as
 
baseline measures to assess program performance.
 

In 1989, another contraceptive prevalence survey will be
 
undertaken to measure family planning performance at the
 
mid-point of the FPHSP implementation period. 1989 CPS
 
estimates are scheduled to be available by mid-1990. This
 
survey should provide clear guidance as to whether FPHSP
 
prevalence objectives can be attained by the end of 1991.
 

I/ The 1987 CPS has been funded under the 1981-86 Family
 
Planning Services Project (FPSP)
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The final evaluation of 
the FPHSP will be conducted

utilizing results from the 1991 contraceptive prevalence survey

which, as in 1987, 
will be coupled with a national fertility

and mortality survey measuring change 
in basic demographic

parameters between 1987 
and 1991. The ORT treatment rate and

childhood 
mortality survey undertaken in 1987 
will also be
repeated in 1991 
in order to assess 
progress in promoting

effective knowledge and 
use of ORT, increasing ORT treatment
 
rates and lowering morbidity and mortality levels 
in the under
 
five population.
 

1. Users of the Information: 
 The major users of information
 
generated by the 
FPHSP Evaluation Plan will be 
the Family

Planning and Health Wings 
of the MOHFP, the MIS Unit at the
 
MOHFP, the Population Development and Evaluation Unit of

Planning Commission, NGO and SMP 

the
 
project managers, and relevant
 

program officers at 
USAID and other donor organizations (e.g.

the World Bank, UNFPA and UNICEF) that support segments of the

family planning and MCH program in 
Bangladesh.
 

2. Institutional Locus: 
 An important goal of the FPHSP will

be to 
strengthen data collection, analysis and policy

formulation capabilities in Bangladesh. 
While the major

evaluation studies 
for the FPHSP will be contracted to private

survey research organizations following competitive bidding,

USAID is concerned that public 
sector institutions engaged in

basic data collection and 
research on population and health
 
issues be encouraged and further 
strengthened. USAID will

follow a pluralistic strategy with regard 
to supporting

research studies 
in Bangladesh; 
namely, by providing assistance
 
to BDG institutions such 
as the MOHFP, the 
Planning Commission,

and the Bangladesh Bureau of Statistics whi Le, at the same
time, creating opportunities for private sector 
organizations

(including professional university personnel) 
to become more

active in 
the collection, analysi:. and dissemination of

information central 
to the future development of Bangladesh.
 

3. Project Goal, 
Purpose, Output Questions, Indicators 
and
 
Data Collection Methodologies?
 

A. Project Goal: 
 The goal of this project is to reduce
 
current high levels of fertility and mortality that 
inhibit
 
rapid and sustained development in Bangladesh. 

1. Goal-Level Questions: 
 (1) What level of fertility will be

attained by 1991? 
 (2) To what extent will infant, child and

maternal mortality decline between 1987 and 1991? (3) What will
be the average life expectancy in Bangladesh by 1991? (,1) Will
 
Bangladesh succeed in significantly reducing 
its rate of

population growth by 
the end of the project period?
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2. Indicators: The following demographic indicators will be

employed to measure success in achieving the overall goal of
 
the FPHSP.
 

1986 1991
 
Indicator 
 Status Obiective
 

Total Fertility Rate 5.6 4.8
 

Crude Birth Rate 
 38.9 35.6
 

Crude Death Rate 
 14.9 13.5
 

Annual Growth Rate 
 2.4 2.2
 

Infant Mortality Rate 128 123
 

Child Mortality Rate 24 21
 

Maternal Mortality Rate 6 5
 

Life Expectancy 
 52 53
 

3. Data Collection Methodology: Demographic and health
 
measures of program performance will be obtained primarily from

the 1987 and 1991 fertility and mortality surveys that will be
 
implemented in conjunction with the 1987 and 
1991 CPS surveys.

These surveys will 
contain romplete maternity histories (the

first full maternity histories to be collected in Bangladesh

since the 1976 World Fertility Survey) and questions that will
 
allow for the direct and indirect measurement of infant,

child and adult mortality (e.g. questions on widowhood and
 
orphanhood). 
 Additional health status information relating

to children and mothers (e.g., on breastfeeding patterns,

nutritional status, post-partum infecundability, and secondary

sterility) will also be considered for possible inclusion in
 
these inquiries. The ORT treatment 
rate and childhood
 
mortality surveys will also be 
utilized in measuring trends in
 
health conditions in the under five population. Demographic

levels and trends may also be assessed through MIS service
 
statistics, BBS census records, NGO Fand 
SMP performance data

and 
internal and external USAID sub-project monitoring reports.
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B. Project Purpose: The purpose of 
this project is to improve

the coverage and quality of 
family planning and other MCH
 
services in Bangladesh. The FPHSP aims to increase the

contraceptive prevalence rate 
to 40 percent of all eligible

couples by 1991 
(from 29.8 percent in 1986). Emphasis will be
placed on promoting prolonged duration of 
modern method use and
 
increasing the number of 
ever-users in the program. This

achievement will 
be largely dependent upon improvements in

client/worker ratios and 
the expansion of domiciliary FP/MCH

service delivery through the fielding of additional Family

Welfare Assistants (FWAs). be
However, consideration will also

given to mechanisms that may stimulate greater 
awareness and

demand 
for FP/MCH services (e.g., female secondary school
 
scholarships and programs that 
promote greater labor force

participation for women). 
 The FPHSP will also strive to
 
achieve significant gains in treatment rates for oral

rehydration therapy and coverage rates 
for infant and maternal
 
immunization services 
in the fovr major urban municipalities of
 
Bangladesh.
 

1. Purpose-Level Questions: 
 (1) To what extent will

contraceptive prevalence among eligible women 
and couples

increase between 1987 
and 1991? (2) Will national treatment
 
rates for ORT reach 60 percent by 1991? (3) Will coverage

rates for 
infant and maternal immunization services in urban
 areas reach 65 and 
60 percent respectively by the end of the
 
project period? (4) What client/worker ratios for FP/MCH

service delivery will be achieved with the addition of 
10,000

FWAs and the extension of 
female NGO workers in the rural
 
areas? (5) Based upon evaluation research findings, what 
new

policy and program initiatives could be recommended 
for
 
implementation that might stimulate greater demand 
for FP/MCH

services and enhance the 
status of women in Bangladesh?
 

2. Indicators: 
 The following indicators (and quantified

objectives) will be used in evaluating the purpose of the
 
FPHSP. (TBE = to be established).
 

1986 1991
Indicator 
 Status Objective
 

Contraceptive Prevalence 
 29.8% 40%
 
Rate (Percent of Eligible Couples
 
Using Modern and Traditional
 
Methods of Contraception)
 

ORT Treatment Rate (Percent of 20% 
 60%
 
Diacz"oeal cases Treated with
 
ORT)
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Effective Use of ORT (Percent of TBE 75% 
Diarrhoeal Cases in which 
ORT Appropriately Administered) 

Coverage Rate of Infant Urban 5% 65% 
Immunization Services (Percent of 
Infants Aged 0-i Immunized 
Against Major Childhood Di3eases 
in Dhaka, Khulna, Chittagong and 
Rajshahi) 

Coverage Rate of Maternal Urban 3% 60% 
Immunization Services (Percent of 
Women Aged 15-45 Immunized 
Against Tetanus in Dhaka, Khulna, 
Chittagong and Rajshahi) 

3. Data Collection Methodology: Trends in contraceptive
prevalence over the 1987-91 project period will 
be measured by

biennial CPS surveys consisting of 200 sample areas (120 rural
 
and 80 urban) in which a total of approximately 10,000

households will be interviewed. As in past years, the CPS will
 
collect information on knowledge of family planning methods,
 
ever use and current use of contraception, source of supply for
 
services, unmet demand for contraception, duration of use and
 
reasons for non-use. Data on current and retrospective

feLtility and infant and child mortality will continue to be
 
collected by the CPS, although in 1987 and 1991 
the main source
 
for such information will be the planned national fertility and
 
mortality surveys to be implemented in conjunction with the CPS.
 

Estimates of 
national ORT treatment rates will be derived
 
from the 1987 and 1991 ORT treatment rate and childhood
 
mortality surveys to be conducted under the auspices of the
 
Social Marketing Project. 8,400 women will initially be
 
interviewed 
(in both rural and urban areas) to establish the
 
incidence of recent diarrhoeal episodes (within ? weeks
 
preceding the survey) and ORT treatment patterns. Coverage
 
rates for the urban immunization program and client/worker

ratios for FP/MCH fieldworkers will be established thirough

MOHFP and NGO service statistics and Bangladesh Bureau of
 
Statistics census records (including results from the recently
 
completed 1986 Economic Census).
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C. Project Outputs: The major outputs of the project

will consist of (1) increased demand for a full range of FP/MCH

services (especially birth spacing methods), 
(2) improved
 
access to quality FP/MCH services in rural and urban areas 
of
 
Bangladesh (including more 
cost effective utilization of retail
 
outlets and private sector social 
marketing techniques for
 
delivery of contraceptives and ORS), (3) better trained and
 
more effective fieldworkers and ditto in aDC
dnd NGO
 
program implementation. (4) greater cooperation of 
BDG and NGO
 
fieldworkers in the delivery of FP/MCH services, (5) a more
 
effective logistics system for 
procuring and distributing

contraceptives and related commodities. (6) an expanded role
 
for elected leaders, concerned citizens and local groups in
 
establishing goals and 
'olicies for FP/MCH service delivery at
 
the local level, and (7, enhanced capacity to undertake data
 
collection, monitoring and evaluation research on 
population

and health issues in Bangladesh.
 

1. Output Level Questions: Major output level questions

include the following: (1) How has the level of unmet demand
 
for contraceptive services changed 
over time in Bangladesh?
 
(2) Have family planning and MCH services become more readily

available throughout Banjladesh (either through BDG, NGO or 
SMP
 
program sources)? (3) Ha:s the quality of 
FP/MCH service
 
delivery improved over the project period (in terms of the
 
frequency and quality of client/worker contacts, the
 
availability of a broad contraceptive method mix at housenold
 
and clinic levels and tho enhanced quality of clinical
 
procedures)? (4) Have essential contraceptives and other
 
commodities been supplied 
on time and in sufficient quantity

during the project period? 
 (5) Have indigenous demographic and
 
health research capabilities been strengthened over the project

period? (6) To what extent have population policy and planning

capabilities in Bangladesh been strengthened over the project
 
period?
 

2. Output Indicators: The 
following output indicators
 
will be employed to measure achievement of FPHSP objectives:
 
(TBE = to be established)
 

1986 1991
 
Indicator 
 Status Objective
 

Contraceptive Prevalence 
 29.8% 40.
 
Rate
 

Municipal Immunization 
 5% 65%
 
Coverage 
 Infants Infants
 

3% 60%
 
Mothers Mothers
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ORT Treatment Rate 20% 
 60%
 
(Percent of all Diarrhoeal Cases
 
Treated)
 

Unmet Demand (the Proportion 31% 20%
 
of Women who say they do not
 
want any more Children and
 
are not using any form of
 
Contraception)?
 

Verified Household Visits TBE 20%
 
Per FWA Per Month Increase
 

Operating Costs associated TBE 20%
 
with Retail Sales of Condoms, Decline
 
Pills and ORS Packets
 

Number of Upazilas with TBE 30
 
Formal or Semi-Formal
 
Agreements for Cooperation
 
between BDG and NGO Organizations
 

Supply Time Horizon (Months' 12 18
 
for Essential Contraceptives and
 
Other Commodities
 

Data Collection, Monitoring
 
and Research Activity Supported
 
by FPHSP (1987-91):
 

Local Senior Professionals 5 25
 
Mid-Junior Level Personnel 20 50
 

3. Data Collection Methodologies: Project outputs will be
 
evaluated primarily through the same instruments used to assess
 
the project goal and purpose; namely, biennial CPS surveys,

fertility/mortality surveys, ORT treatment 
rate and childhood
 
mortality surveys, MIS service statistics, BBS census records,
 
and NGO/SMP program performance data and USAID sub-project
 
monitoring reports.
 

IV. Special Studies: USAID will be assisting the MIS Unit at
 
the MOHPP in improving the quality of FP/MCH service
 
statistics, including the installation of a simplified FP/MCH

reporting system that will increase the quality and
 
timeliness of data and reduce the administrative work load of
 
fieldworkers. Support will also be provided the 0 opulation
to 

Development and Evaluation Unit (PDEU) of the Planning

Commission in order to strengthen BDG capabilities in
 
population and development planning (including the
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establishment of national program objectives 
in family planning

and MCH for the Fourth Five Year Development Plan). A central
 
focus of the research studies to be implemented by the PDEU
 
will relate to the issue of demand for FP/MCH services within
 
various social and economic settings in Bangladesh. The FPHSP
 
may also provide modest technical assistance to the Bangladesh
 
Bureau of Statistics in order to assess the reliability of
 
demographic statistics generated by the Vital Registration
 
System (VRS) and field test the feasibility of incorperating
 
innovations utilized in the ICDDR,B Sample Registration System
 
(SRS) as permanent elements of the VRS program.
 

The FPHSP will also assist private sector evaluation and
 
research efforts over the period 1987-91. Continued support

will be given to the ICDDR,B FP/MCH Extension Project which,
 
among other activities, will study fertility and mortality
 
trends in Aboynagar and Sirajgang Upazilas resulting from the
 
introduction of new FP/MCH service delivery strategies the
in 

MOHFP system. The University Research Corporation (URC) will
 
be undertaking operations research to 
assess means of improving
 
the efficiency of BDG and NGO FP/MCH service delivery
 
strategies. Issues to be addressed by URC include
 
establishment of family planning worker quality-of-care
 
performance measures, the effectiveness of management
 
innovations (involving NGO work planning, record-keeping and
 
client-worker relations) and time-use analysis of 
FWA work
 
routines. The FPHSP will also 
provide support to NGOs in order
 
to measure contraceptive prevalence levels and trends in NGO
 
sub-project areas.
 

The Social Marketing Project (SMP), as host institution 
for the two national childhood ORT treatment rate and childhood
 
mortality surveys mentioned previously, will generate 1987
 
(baseline) and 1991 estimates of the incidence of 
diarrhoeal
 
and dysenteric disease, the knowledge and use of oral
 
rehydration therapy, and the effectiveness of ORT in reducing
 
infant and child mortality. This information will provide a
 
partial assessment of the success of SMP efforts to distribute
 
ORT packets commercially and promote greater awareness and
 
effective use of ORT. SMP will also undertake several research
 
studies on the sale and distribution of contraceptives in
 
Bangladesh. A contraceptive product market segmentation study
 
will be undertaken to provide information on the demographic
 
and behavioral characteristics of SMP customers and an analysis
 
of retail store audits and "consumer intercept interviews" to
 
provide information about consumer purchasing habits.
 
Additional studies will determine whether 
to include a
 
progesterone only pill in the SMP product line and how to 
more
 
effectively target consumer 
groups in mass media motivational
 
campaigns.
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During the 1987-91 project period, quarterly audits of the
 
voluntary sterilization and IUD payment programs will be
 
continued (assuming that currently suspended VS payments 
are
 
reinstated in the fuzure). These quarterly audits serve to
 
monitor levels of compensation payments in relation to VS
 
prevalence and the socio-economic characteristics of 
sterilization clients. 

Additional data collection, monitoring, and evaiuation 
activities may be developed and recommended for implementation 
as part of the 1987-91 FPHSP. For example, USAID may study the
 
feasibility of implementing an "early warning" national
 
morbidity and mortality surveillance system similar to those
 
currently being established in several sub--Saharan African
 
countries. Such a system could conceivably monitor short-term 
regional fluctuations ir the prevalence of disease (including
 
the outbreak of major diarrhoea! and dysenteric epidemics),
 
nutritional levels, and treatment rates for various health
 
interventions.
 

V. Feedback: Evaluation research reports supplied by local
 
contractors will be carefully reviewed by USAID to that
ensure 

data is reliably collected, responsibly analyzed and
 
effectively disseminated to the users identified in Section I.
 
Efforts will be made to see that research findings 
are
 
presented in a timely and concise manner that allows for their
 
ready incorporation in program evaluation activities (including
 
internal USAID quarterly, annual, mid-term 3nd final impact
 
evaluations) and policy analysis oriented to the design of
 
future family planning and MCH programs. In order to
 
facilitate more effective dissemination of evaiuation research
 
findings, in-country seminars and workshops will be sponsored
 
during the project periid and opportunities will be provided
 
for local researche-s to present their study results in
 
appropriate international for1.ms.
 

VI. Budget: The total budget for data collection, monitoring
 
and evaluation activities is $14.710 million (or 8.3 percent
 
of the total 1987--91 FPHSP budget). Individual budget
 
components are shown below:
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Activity 
 Budget
 
-(US$ million)
 

I. 	 Contraceptive Prevalence and 
 1.67
 

Fertility/Mortality Surveys
 

2. 	 Clinical Services Monitoring 


3. 	 Strengthening MIS 
 .75
 

4. 	Population and Development .58
 
Planning
 

5. 	Research on New Contraceptive .22
 
Methods and Improved Service
 
Delivery
 

6. 	ICDDRB MCH/FP Extension Project 4.62
 

7. 	Population Council Assistance to 
 2.36
 
the Extension Project
 

8. 	Operations Research and Diagnostic 
 1.63
 
Studies
 

9. 	IEC Evaluation Research 
 .63
 
9. 	Technical Resources, Research and 
 .90
 

Training (TRRT)
 

Total 
 14.71
 

VII. Evaluation Schedule: The schedule for major survey

research activities under the FPHSP is 
as follows:
 

Implementation Completion

Activity Date 
 Date
 

1. 	 1987 Contraceptive 12/87 9/88

Prevalence Survey
 

2. 	 1989 Contraceptive 12/89 9/90

Prevalence Survey
 

3. 	 1991 Contraceptive 12/91 
 9/92
 
Prevalence Survey
 

4. 	 1988 Fertility and 2/88 
 12/88

Mortality Survey
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5. 	 1992 Fertility and 2/92 12/92
 
Mortality Survey
 

6. 	 1987 ORT Treatment 3/87 12/87
 
Rate and childhood
 
Mortality Survey
 

7. 	 1991 ORT Treatment 3/91 12/91
 
Rate and childhood
 
Mortality Survey
 

8. 	 FWA Time-Use Study 6/87 12/87
 

9. 	 Family Planning 2/87 10/87
 
Quality of Care
 
Performance Measure Study
 

10. 	 Voluntary Sterilization On-Going On-Going
 
and IUD Quarterly By Quarter
 
Surveillance Surveys*
 

* The current IUD annual survey will be converted to a 
quarterly survey and linked with the voluntary sterilization
 
surveillance 6xercise.
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ANNEX L
 

BANGLADESH
 
FAMILY PLANNING & HEALTH SERVICE PROJECT
 

CERTIFICATION PURSUANT TO SECTION 611 Ej OF THE
 
FOREIGN ASSISTANCE ACT OF 1.96i, AS_ ,AENDED
 

I. John R. Westley, Mission Director, the principal officer of
 
the Agency for International Development in Bangladesh, having
 
taken into account, among other things, the maintenance and
 
utilization by 
the Bangladesh Government and its agencies of
 
similar projects previously financed by the United 53-te-. do 
hereby certify that in my judgment Bangladesh has the financial 
and human resources capability to utilize etrectjv.lv the 
project to be financed by this grant. 

The judgment is based upon considerations discussed in the
 
Project Paper to which this certification is attached.
 

I,'a ;, t ' 
John R. Westley
 
Mission Director
 

Datd
 

http:etrectjv.lv
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PROJECT NO. 388-0071 
5C(1) - COUNTRY CHECKLIST 

Listed below are statutory criteria applicable generally to FAA Funds, and
 
crLteria applicable to individual fund 
sources: Development Assistance and
 
Economic Support Fund.
 

A. 	 GENERAL CRITERIA FOR COUNTRY ELIGIBILITY
 

1. 	 FAA Sec. 481(l); FY 1987 Continuing Resolu
tion Sec. 526. Has it been determined or No.
 
certified to the Congress by the President
 
that the government of the recipient country
 
has failed to take adequate measures or steps
 
to prevent narcotic and psychotropLc drugs or
 
other controlled substances (as listed in the
 
schedules in section 202 of the Comprehensive
 
Drug Abuse and Prevention Control Act of
 
1971) which are cultivated, produced or pro
cessed illicitly, in whole or in part, in
 
such country or transported through such
 
country, from being sold illegally within the
 
jurisdiction of such country to United States
 
Government personnel or their dependents or
 
from 	entering the United States unlawfully?
 

2. 	 FAA Sec. 481(h)(4). Has the President
 
determined that the recipient country has not 
 No.
 
taken adequate steps to prevent (a) the
 
processing, in whole or in part, in such
 
country of narcotic and psychotropic drugs or
 
other controlled substances, (b) the trans
portation through such country of narcotic
 
and psychotropic drugs or other controlled No.
 
substances, and (c) the use of such country
 
as a refuge for illegal drug traffickers? No.
 

3. 	 FAA Section. 620(c). If assistance is to a
 
government, is the government liable as
 
debtor or unconditional guarantor on any debt No.
 
to a U.S citizen for goods or services fur
nished or ordered where (a) such citizen has
 
e:thausted available legal remedies and (b)
 
the debt is not denied or contested by such
 
government?
 

4. 	 FAA Sec.620(e)(1). If assistance is to a
 
government, has it (including government
 
agencies or subdivisions) taken any action
 
which has the effect of nationalizing, expro
priating, or 
otherwise seizing ownership or No.
 
control of property of U.S. citizens or enti
ties beneficially owned by them without
 
taking steps to discharge its obligations
 
toward. such citizens or entitLes?
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5. 	 FAA Sec. 620(a), 620(f), 620D; FY 1987
 
Continuing Resolution Sec. 512. Is No.
 
recipient country a Communist country? If so,
 
has the President determined that assistance N/A
 
to tie ou,_ry is ",nportant to the nat LonaI
 
interests of the United 
 States? Will
 
assistance he pro'ied 
 to Ingla,('ohod a, No.
 
Cuba, Iraq, Syria,-1S.1 Vietnam, -. :, 0"" ',u 0
Y -!Tn -1 


emene Will ass istance be p1)v 'ded to No.
 
Afghanistan wijtholt a cert ....... ..
 

6. 	 FAA Sec. 20(j). Has the country permitted, No. 
or failed to take adequate Measures "_o pre
vent, the damage or destruction -by mob action 
of U.S. pr.opert%? 

7. 	 FAA Sec. 620(1). Has the country failed 
to No, OPIC Agreement signed
 
enter into an agreement with OPIC? 
 January 15, 1975.
 

8. 	 FAA Sec. 620(o); Fishermen's Protective Act
 
of 19b7, as amended, Sec. 5. (a) das tile a) No.
 
country seized, or imposed any penalty or
 
sanction against, any U.S. fishing activities
 
in international waters? (b) If so, has any b) N/A
 
deduction required by the Lishermen's Protec
tive Act been made?
 

9. 	 FAA Sec. 620(g); FY 1987 Continuing Resolu
tion Sec. 518. (a) Has the government of a) No.
 
the recipient country been in default for
 
more than six months on interest or principal
 
of any AID loan to the country? (b) Has b) No.
 
the country been in default for more than one
 
year on interest or principal on any I.S.
 
loan unde- a pi-OgrawIor 4i h the appLop:a
tion bill (or continuing resolution) appro
priates funds?
 

10. 	 FAA Sec. 620(s). If contemplated assistance
 
is development loan or from Economic Support
 
Fund, has the Administrator taken into
 
account the 
 amount of foreign exchange or
 
other resources which the country has spent
 
on military equipment? (Reference may be 
made N/A
 
to the annual "Taking Into Cons iderat Lon"
 
memo: "Yes, taken Lnto account by the Admin
istrator at time of approval of Agency OYB."
 
This approval by the Administranor of the
 
Operational Year Budget can he t he basis for
 
an affirmative answer during the fiscal year
 
unless significant changes in circumstances
 
occur,)
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11. 	 FAA Sec. 620(t). Has the country severed
 
diplomatic relations with the United 
 States?
 
If so, have they been resumed and have 

new bilateral assistance agreements been nego
tiated and entered into since such resumption? 

12. FAA Sec. 620(u). What is the payment status
 
) L the coui rv's . N. ori I Y L 
country is in arrears were such arrearages 
taken into account by tile AID Adminstrator 
in determining the current AID OperatIonal 
Year 	Budge:? (Reference may be made to the
 
Taking into Consideration memo.) 

13. 	 FAA Sec. 620A. Has the government of the 
recipient country aided or abetted, by 
granting sanctuary from prosecution to, any
 
individual 
 or group which has committed an
 
act of international terrorism? 

14. 	 ISDCA of IV65 Sec. 552(b). Has tie Se.rerar'
 
of State determined that the country is a 

high terrorist threat country after the 
Secretary of Transportation has determined, 
pursuant to section 1115(e)(2) of the Federal
 
Aviation Act of 1958, that an airport in tle 
country does not maintain and administer 
effective security measures?
 

15. 	 FAA cec. 666. Does the country object, on 
tie basis of race, religion, national origin 
or sex, to the presence of any officer or 
employee of the U.S. who is present in such 

country 
 to carry out economic development 
programs ,ndcr the FAA? 

16. 	 FAA Secs. 669, 670. Has the country, after 
August 3, 1977, delivered or received nuclear 
enrichment or reprocess ing equipment, 
materials, or technology, without specified 
arrangements or safeguards? Has it transfer
red a nuclear explosive device to a non-
nuclear weapon state, or if such asate , 
either received or detonated a nuclear explo
sive device'? (FAA Sec. b2UE permits a 
special waiver of 
Sec. 	669 for Pak stan.) 

17. 	 FAA Sec. 670. If the country LS a non
nuclear weapon st ite, has "t, on or after 
August 8, 1985, expo rted LlLegally (o r 
attempted to export lIlegally) fr-om the 
United States any mater-Lal, equiLpment ,)o 
technology wh iCh would contribute 
sign Lf icantlv to the abLi i'v or such country 
to manufacture a nuclear cxplos ive dcv ice? 

No.
 

N/A 

Not 	 in arrears. 

No. 

No.
 

No.
 

No. 

No. 

No. 
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18. 	 ISDCA of 1981 Sec. 720. 
 Was the country
 
represented at the Meeting of Ministers of
 
Foreign Affairs and Heads of Delegations of 
the Non-\llgned Countries to the 36th General 
Assembly of the U.N. of Sept.25 and 28, 1981, No.
 

r
and failed to disassocLa e itself fron the 
communique issued? If so, has the Presidenttaken it iito account? (?~ fereco na' be 
made to the Taking into Considerat:-on melo.) 

19. 	 FY 1987 Cont inuin Resolution Sec. 540i. 

Are any ,)o the funds to be used for the No. 
performance of abortions as a method of 
family planning or to motivate or coerce any 
person to practice abortions' 

Are any of the funds to be used to pay for 
the performance of involutarv sterilization No. 
as a method of family planning or to coerce 
or provide anv fLnancLai incentiLve :u an' 
person to undergo sterilization? 

Are 	 any of the funds to be used to pay for
 
any biomedical research which relates, in No.
 
whole or in part, to methods of, or the
 
performance of, abortions or involuntary
 
sterilization as a means of family planning?
 

20. 	 FY 1987 Continuing Resolution, Title II, Population.
 

If the assistance being made available to any
 
organization or program which has been No.
 
determined as supporting or partLcLpatrng Ln 
the maovagoent , a p':(3 rrin ,) cotrc-c "e 
abortLon on Involuntary steriL.zation? 

If assi;stance Ls from the popularion 
functional account, are any of the funds to 
be made available to family planning projects 
which do not offer, either d rectly or 
through referral to. or informat ion about 
access 
 to, a broad range ot family plannLn
methods and services? No.
 

21. 	 FY 1987 Continuing Resolution Sec. 528. 
Has the recipient country been determined by 
the President to have engaged in a consLstent 
pattern of oppositLon to the fore ign policy No. 
of the United States? 

22. 	 FY 1987 Continuing Resolution Sec. 513. Has No. 
the duly elected Head of the Government of 
the country been deposed by military coup or 
decree?
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B. 
 FUNDING SOURCE CRITERIA FOR COUNTRY ELIGIBILITY:
 

I. Development Assistance Country Criteria.
 

FAA Sec. I16. Has the Department of Stare 
determined that this government has engagen No. 

in a consistent pattern of gross violations
 
Lnt2rnat ,naLy 71 

If so, can it be demonstvatea thac contem
plated ass istance will directlv benefit the N/A 

0 ru!ognize human 'gh 

needy?
 

2. Economic Support Fund Country Criteria: 

FAA Sec. 502B. Has it been determined 
that the country ias engaged in a consistent 
pattern of gross violations of international
ly recognized human riglits? If so, has the N/A 
counrry maue such significant improvements in 
its human rights record that furn- Shing Such 
assistance is in the national interest? 
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PROJECT NO. 388-0071
 

5C(2) - PROJECT CHECKLIST 

Listed below are 
statutory criteria applicable to projects. This section is
divided into two parts. 
 Part A. includes criteria applicable to all projects.

Part B. applies to projects funded from specific sources only: B.I. 
applies to
 
all projects funded with Development Assistance loans, 
 and B.3. applies to
 
projects funded from ESF.
 

CROSS REFERENCES: IS COUNTRY CHECKLIST UP TO DATE? 

HAS STANDARD ITEM CHECKLIST BEEN
 
REVIEWED FOR THIS PROJECT? 


A. 	 GENERAL CRITERIA FOR PROJECT
 

I. 	 FY 1987 Continuing Resolution Sec. 523, 
FAA
 
Sec. 634A.
 

Describe how authorizing and appropria-

tions committees of Senate and 
 House have 

been or will be notified concerning the 

project.
 

2. 	 FAA Sec. 611(a)(1). Prior to obligation in
 
excess of $500,000, will there be (a) engi-

neering, financial or other plans necessary
 
to carry out the assistance and (b) a reaso-

nably firm estimate of thA cost to the U.S.
 
of the assistance?
 

3. 	 FAA 
Sec. 611(a)(2). If further legislative
 
action is required within recipient country,
 
what is basis for reasonable expectation that
 
such action will be completed in time to
 
permit orderly accomplishment of purpose of
 
the assistance? 


4. 	 FAA 
 Sec. 611(b); FY 1987 Continuing
 
Resolution Sec. 501. If for water or water
related land resource construction, has
 
project met the principles, standards, and
 
procedures established pursuant to the Water
 
Resources Planning Act (42 U.S.C. 
 1962, et
 
seq.)? (See AID Handbook 3 for new
 
guidelines.) 


5. 	 FAA Sec. 611(e). If project is capital 

assistance (e.g., construction), and all U.S. 

assistance for it will exceed $1 million, has
 
Mission Director certified and Regional
 
Assistant Administrator taken into considera
tion the country's capability effectively to
 
maintain and utilize the project?
 

a) Yes.
 

b) Yes.
 

Congressional Notifica
tion will be made before
 
obligation.
 

(a) Yes.
 

(b) Yes.
 

Not required.
 

N/A
 

Yes, 611(e) certification
 
Is attached to PP.
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6. 	 FAA Sec. 209. Is project susceptible tc
 
execution as 
part of regional or multilateral No.
 
project? If so, why is project not so exe
cuted? Information and conclusion whether
 
assistance will encourage regional develop
ment 	 programs. 

7. 	 FAA Sec. 6011a). information and conclus'ons (a) NA 

whether project will encourage efforts of the (b) Approximately one-half of 
country to: (a) increase the flow of inter the project operates in the
national trade; (b) foster private initiative private or nongovernment
and compet it ion; and (c) encourage develop- sectors. 
ment and use of cooperatives, .ind credit (c) N/A
unions, and savings and loan associations; (d) Contracts will competitively
(d) discourage monopolistic practices; (e) let.
 
improve technical efficiency of industry, (e) The Social Marketing Project
agriculture and commerce; 
and (f) strengthen promotes village-level commerce

free 	 labor unions. i contraceptives, OiS, and 

Safe Birth Kits, which ,,Lll 
have pos'tive effcCts On 
othle r -orIs of)].ocaI' commerce. 

(f) N/A
8. 	 FAA Sec. 601(b). Information and conclusions 

on how project will encourage U.S. private N/A 
trade and investment abroad and encourage 
private U.S. participation in foreign assist
ance programs (including use of private 
trade channels and the services of U.S. pri
vate enterprise). 

9. 	 FAA Secs. 612(b), 636(h); FY 1987 Continuing The host country will 
Resolution Sec. 507. Describe steps taken to contribute salaries, faci
assure that, to the maximum extent possible, Lities and operating expenses
the country is contributing local currencies during project iplementation. 
to meet the cost of controctual and other The 3[G use.s its o;wn resources
services, and foreign currencies owned by the to support tile .klFP. 
U.S. 	 are utilized in lieu of dollars. 

10. 	 FAA Sec. b12(d). Does the U.S. own excess 
foreign currency of the country and, if so, 
what arrangements have 	 been made for its release? No. 

11. 	 FAA Sec. t)0I(e). 4111 the project itilize 
competitive selection procedures for the
 
award Lng of contracts, except where
 
applicable procurement rules allow otherwise? Yes.
 

12. 	 FY 1987 Cotlnu n,,, Resolution. if 
ass ist.ance is for the p)roduct io 1 on any 
cominod it' for export , is the cominamoity Likely N/A 
to be in surplus on world markets at the time 
the 	 result ing product Le cApac ity becomes 
operative, and is such assis ,. ance Likely to
 
cause substatil injury to U.S. producers of
 
the same, simiLaIr or compet ng Coimodity?' 
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13. 	 FAA Sec. 118(c) and (d). Does the 
 project 

comply with the environmental procedures set
 
forth in AID Regulation 16? 
 Does the project 

or program take into consideration the 
 prob
lem of the destruction of tropical forests?
 

14. 	 FAA Sec. 121(d). if a Sahel project, has a
 
determinationi 
been made that the host goern
mert has an adequate syscm for accounting
for 	 and controlling receipt and expenditure 
of project funds (dollars or local currency 
generated therefrom)? 

15. 	 FY 1987 Continuing Resolution Sec. 
 532. Is
 
disbursement of the assistance conditioned 
solely on the basis of the policies of any
multilateral institution? 


16. 	 ISDCA of 1985 Sec. 
 310. For development 
assistance )roje,ts , now ;nuch 	 of the ftznus 
will he available only for activities of 
economically and socially disadvantaged 

enterprises, historically black colleges and 

universities, and private and voluntary orga-

nizations which are controlled by individuals 

who are black Americans, 
 Hispanic Americans, 

or Native Americans, 
 or who are economically
 
or socially disadvantaged (including women)?
 

B. 	 FUNDING CRITERIA FOR PROJECT
 

1. 	 Development Assistance Project Criteria:
 

a. FAA Secs. 102(a), 111, 113, 281(a).

Extent 
to which activity will (a) effectively

Lnvolve thie poor in development, by extending 
access to economy at local level, 
 increasing

labor-intensive production and the 
 use of 

appropriate technology, 
 spreading investment 

out from cities to small towns and rural 

areas, and 
insuring wide participation of the 

poor in the 
 benefits of development on 
 a 

sustained basis, using tle appropriate U.S. 
Lnstitutions; (b) help 	 develop cooperatives,
especially by 
technical assistance, to assist 

rural and urban poor to help themselves 
toward better 
life, and otherwLise encourage 

democratic private 
and local governmental 
ilnst itut ions; (c) support the self- elp
efforts of developing countries; (d) promote 
tile participation of women in the national 
economies of developing countries and the 
improvement of women's status; (e) utilize 
and encourage reg ional cooperation by deve-
loping countries? 

a) Yes.
 

b) N/A
 

N/A
 

No.
 

USAID!Bangladesh will
 
ldKe eftorts to ! roviue
 

that a substantial
 
proportion or technical
 
assistance contracts are
 
let to minority (Gray
 
Amendment) firms through
 
the 8(a) and IQC processes.
 

(a) Beneficiaries of 
the project
 
are primarily the rural poor
 
and women. The Social Narket
ing Program is extending its
 
commercial influence opportu
nities to the village level.
 
Also the Upazila Lnitiat,e
 
will involve local officials
 
in population program deve
lopment and nanagenent. 

(b) N/A
 
(c) Self-help plays a najor role 

in subproj ects and in the 
new 1n.iatlve.
'pazila 


(d) As this is intended to
 
increase family planning and 
material/child health, the
 
participation of women at all 
levels will be critical. 

(e) The training ot Bangladeshi 
Upazila officials in Indonesia 
will foster regional cooperation. 

'I
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b. FAA Sec. 103, 103A, 104, 1 106. Does 
the project fit the criteria for the type of 
funds (functional account) being used? Yes, Sec. 104 

c. FAA Sec. 107. Is emphasis on use of 
appropriate technology (relat ively smaller, 
cost-saving,labor-using technologies that are 
generally most appropriate for the small 
farms, small businesses, an. small incomes 

Yes. 

of the poor)? 

d. F.A Sec. 110(a). ill the recipient 
country provide at least 25% of the costs of 
tile program, project, or actLvity with res
pect to which the assistance Ls to be 
furnished (or is the latter cost-sharing 
requirement being waived for a "relatively 
least developed" country)? 

Yes. 

e. FAA Sec. 122(b). Does the activity give
reasonable promise of contributing to the 
development of economic resources, or to the 
increase of productive capacities and self
sustaining economic growth? Yes. 

f. FAA Sec. 128(b). If the activity 
attempts to increase the institutional 
capabilities of private organizations or the 
government of the country, or if it attempts 
to stimulate scientific and technological 
research, has it been designed and will it be 
monitored to ensure that the ultimate 
beneficiaries are the poor majority? 

Yes. 

g. FAA Sec. 281(b). Describe extent to 
which pro,-ain recognizes the particular 
needs, desires, and capacities of the people 
of the country; utilizes the country's intel-
lectual resources to encourage institutional 
development; and supports civil education and 
training in skills required for effective 
participation in governmental processes 
essential to self-government. 

(a) Family Planning-MCH 
services are critically 
needed 'n Bangladesh and 
desired by both the govt. 
and the rural & urban poor. 
(b) Institutional develop
ment will take place at the 
MOFP, the Social Marketing 
Program and at indigenous 
non-governmenal organizai,.ons. 

2. Development Assistance Project Criteria 
(c) N/A. 

(Loans Only): 

a. FAA Sec. 122(b). Information and conclu
sion on capacity of the country to repay the 
loan, at a reasonable rate of interest. N/A 
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b. FAA Sec. 620(d). If assistance is for 
any productive enterprise which will compete
with U.S. enterprises, is there an agreement 
by the recipient country to prevent export to 
the U.S. of more than 20% of the enterprise's 
annual production during the life of the 
loan? N/A 

3. Economic Support Fund Project Crireria: 

a. FAA Sec. 531(a). Will this assistance 
promote economic or political stability? To 
the maximum extent feasible, is this 
assistance consistent with the policy
directions, purposes, and programs of part i 
of the FAA? N/A 

b. FAA Sec. 531(c). Will assistance under 
this chapter be used for military, or parami
litary activities? N/A 

c. ISDCA of 1985 Sec. 207. Will ESF funds be 
used to finance the construction of, or the 
operation or maintenance of, or the 
supplying of fuel for, a nuclear facility?
If so, has the President certified that such 
country is a party to the Treaty on the Non
nonproliferation of Nuclear Weapons or the 
Treaty for the prohibition of Nuclear Weapons
in Latin America (the "Treaty of 
Tlatelolco"), cooperates fully with the IAEA,
and pursues nonproliferation policies 
consistent with those of the United States? N/A 

d. FAA Sec. 609. If commodities are to be 
granted so that sale proceeds will accrue to 
the recipient country, have Special Account 
(counterpart) arrangements been made? N/A 
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PROJECT NO. 388-0071
 

5C(3) - STANDARD ITEM CHECKLIST
 

Listed below are the statutory items which normally will 
be covered routinely
in those provisions of an assistance agreement deal ing with its iplemtaton,

or covered in the agreement by imposing 
 limits on certain uses of funds. 

These items are arranged under the general headi.gs of (A) ?rocuren , (3)
Construction, and (C) Other Restrictions. 

A. 	 PROCUREMENT 

1. 	 FAA Sec. Are there arrangements to
 
permit U.S 
 small business to participate
 
equitably in 
the furnishing of commodities and
 
services financed? 
 Yes.
 

2. 	 FAA Sec. 604(a) Will all procurement be
 
from the 
 U.S. except as otherws . 
by the President or under delegation from
 
hin? 
 Yes.
 

3. 	 FAA Sec. 604(d). If the cooperating country
 
discriminates against marine 
insurance compa
nies authorized to do business in the U.S.,
 
will commodities be insured in the United
 
States against marine 
risk 	with such a company? Yes.
 

4. 	 FAA Sec. 604 (e); ISDCA OF 1980 Sec. 705(a).

If offshore procurement of agricuLtural corn- N/A

modity or product Is to be financed, is there
 
provisions against such procurement when the
 
domestic price of such commodity is less than
 
parity? (Exception where commodity financed
 
could '1ot 1sabiybe po cured in U.S.) 

5. 	 FAA Sec. 604 (g). Will construction or engi
neering services be procured from firms of
 
countries which 
 receive direct economic
 
assistance under the FAA and which are
 
otherwise eligible under Code 941, but which
 
have attained a compeLit ve capability in No. 
internat Lonal markets in one of these areas?
 
Do these countries permit United States 
 firms
 
to compete fer construction or engineering
 
services financed from assistance programs of N/A
 
these countries?
 

6. 	 FAA Sec. 603. Is the shipping excluded from 
compliance with requirement in section 901(b)

of the Merchant Marine Act of 193b, 
 as amen
ded, that at least 50 per centumn of the gross
 
tonnage of commodities (computed separately
 
for dry bulk carriers, dry cargo Liners, and 

http:headi.gs
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tankers) financed shall be 
 transported on
 
privately owned U.S. 
 flag commercial vessels
 
to the extent such vessels ar2 available at
 
fair and reasonable rates? 


7. 	 FAA Sec. 
Tinanced, 
by private 
the fullest 
lities of 

621. If technical assistance is 
will 	such assistance be fu.-nished 
enterprise on a r,ntract basis to 
e:_xont rtl..fa.. 
other Federal1 agencies will be 

utilized, are they particularly suitable, not 
competitive with private enterpr*se, and nade
 
available without undue inter fe-Lnce with 
domcst iL programs? 

8. 	 International Air Transaort. Fair Competi
tive Practices Act, 
 1974. If air transpor
tation of persons or property is financed on
 
grant basis, will U.S. carriers be used to 
the extent such service is available? 

9. 	 FY 1967 Continuing Resolution Sec.504. if the 
U.S. Government 
is a party to a contract for 

procurement, does 
 the 	 contract ccntain a 

provision authorizing termination of such 

contract for the convenience of the 
 United 

States?
 

B. 	 CONSTRUCTION
 

1. 	 FAA Sec. 601(d). If 

tion) project, will 

professional services 

2 FAA Sec. oil(c). LC 

capital (e.g., construc-

U.S. engineering and
 

be used? 

contracts for construc
tio-n are to be financed, will they be let on 
a competitive basis to maximum extent practi
cable?
 

3. 	 FAA Sec. 620(k). If for coastruction of
 
productive enterprise, will aggregate value
 
of assistance to furnishedbe by the U.S. not 
exceed $1O0 million (except for productive
 
enterprises 
 in Egypt that were described in 
the CP)? 

C. 	 OTHER RESTRICTIONS
 

1. 	 FAA Sec. 122(b). If development loan, is
 
Lnterest: rate at 2,% perleast annum during 
grace period and 
 at least 3% per annum 
thereafter? 

No.
 

a) Yes.
 

5) N/A 

Yes. 

Yes, 	 sucn clauses are 
routinely inserted
 
in all A.I.D.-direct
 
contracts under the
 
FAR.
 

Yes.
 

Yes.
 

N/A
 

N/A
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2. FAA Sec. 301(d). If fund is established 
solely by U.S. contributions and administered 
by an international organization, does 
Comptroller General have audit rights? N/A 

3. FAA Sec. 620 (h). Do arrangements 2xist to 
insure that United States foreign aid is not 
used in a manner Thich contra r' to tIa 
best interesrs of the United Statcs, promotes 
or assists the foreicn aid projects or acti
vities of the Communis t-bloc countreLos? Yes. 

4. Will arrangements praclide usc of f inancing: 

a. FAA Sec.114(f);
tion Sec. 525: (1) 

FY 1987 Continuing
To Pay for per-

Resolu
n of (1) Yes. 

abortions as a method of family planning or 
to motivate or coerce persons to practLce 
abortions; (2) to pay for performance of 
involuntary ste r L lL ion as method of fanily 
planning, or to coerce or provLde f:.nancial 
incentive to any person to undergo steriliza
tion? (3) to pay for any biomedL,.al 
research which relates, in whole or part, to 
methods or the performance of abortions or 
involuntary sterilizations as a means of 
family planning; (4) to lobby for abortion? 

(2) Yes. 

(3) Yes. 

(4) Yes. 

b. FAA Sec. 488. To reimburse persons, in 
the form of cash payments, whose illicit drug 
crops are eradictd 

Yes. 

C. 
for 

FAA Sec. 620(g). To compensate owners 
expropriated nat Lonal i ,z"d property? Yes. 

d. FA 
advice 
police, 
forces, 

Sec. eon. To provide tr.ain ing or 
or provide any financial support for 
prisons, or other taw enforcement 

except for narcotics programs? Yes. 

e. FAA Sec. 662. For CIA activities'? Yes. 

f. FAA Sec. 636(i). For purchase, sale, 
long-term lease, exchange or guaranty of the 
sale of motor vehicles manufactured outside 
U.F., unless a waLver is obtained? Yes. 

g. FY 1987 (Continuing,E,esolution, Sec.503. To 
pay pens ions , annuities , roet1rementr pay, or 
adjusted service compensation for military 
personnel? Yes. 

h. FY 1987 Continuing Resolution, Sec.505. To 
pay U.N. assessments, arrearages or dues? Yes. 
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i. FY 1987 Continuing Resolution, Sec.506. To
 
carry out provisions of FAA section 209(d)

(Transfer of FAA funds 
 to multilateral
 
organizations for lending)? 
 Yes.
 

j. FY 1987 Continuing Iesolutin, Sec.510. To
 
finance 
 the export of nuclear equipment,

fuel, or echnology? 
 Yes 

k. FY 1987 Continuin iResolution, Sec. 511. 
For the purpos,, of a ding the efforts of thIe Yes. 
government of such country to repress the
leg",mate rigL.ts of the popularon of such 
country conrr-iry to the gUn ersa i)clarat Lon 
of Human Rights? 

1. FY 1987 Continuing Resolution, Sec.51o. To 
 Yes. 
be used for publicity or propaganda purposes 
within U,S. not authorized by Congress? 
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