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SUMDMZRRY ,

Our multi-year population strategy is divided intc five Sections.

Section I describes the Bangladesh Government's demographic goal and
commitment to the achievement of the goal. The Government's demographic goal
1s to achicve a net reproduction rate of one by 19&85. This target ranks as one ¢f
the most ambitious demographic goals ever set by 2 country. However, no other
country has ever been faced with such overwhelming demographic problems.
Government commitment 10 reducing fertility is strong.

In the first part of Section II, we summarize the history of family planning
efforts in Bangladesh anc provide 8 detailed description of current government ang
privaetc sector programs in family planning. Therc are 8 wide varicty of acuvities
in both sectors, donor support is multifaccted and plentiful, but program effective-
ness cannot yet be judged due principally to the fact that the prescnt program
approach, begun in May 1976, is not yet fully operational.

The secend part of Scction IT is devoted to the analysis of the most
important constraints to the practice of contraccption. With the exception of
abertion, there are no legal constraints to the practice of birth control. Howev-r,
management and organizational deficiencies and other "internai® factors constitute
major impediments to wider aveilability and use of family pianning servicss.

Although there is little undcrstanding of fertility beneviour in Banglade ¢b,
it is widely assumed, though not fully documented, that there are strong seciai
and economic decterrents 1o the achicvement of a smail femily norm. Thosc
assumptions are discussed. Two major studies of the determinants of fertility
are underway which will add to our understanding of the social ané economic

constraints to the practice of contraccption.
poor administrative

In the past, theselationship betwoen health and population has becn an/
constraint in the delivery of both services. Recently, points of cooperation at
different levils of heaith and family planning scrvice é- livery have c¢xpanded and
have given risc to the hope that both services will bencfit fom this increasing

cooperation.

In Section III, we assess the Government's demograghic goal. We revicu
the historical precudents of fertility recuction in ether countrics and ceonclude
that even the most successful expericneces (including meinland China) have not
achieved a fertility decline of the magnitude aimed at by Bangladesh. At the same
time, we admit to the impondcrables in the Banglad: ¢ch situation which render
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historical precedernts of only limited value in assessing what is possibie.

Little is known about the effects of extreme and spreading poverty orn fertility
behavior at the individual or societal level, especially ir Bangiadesnh which is
faced with demographic and development problems without paralle! among major
nations. There are, still to be documented, accounts of pilot program efforts
achieving prevalence of use rates in the range of 25 1o 4C% which suggest that
sOme communities are approaching the critical mass of sociel sanction which
will lead to a significant fertility recucticn. What emerges from our ciscussion
is a mixed picture: lack of historical precedent for 2 fertility decline on the scalc
of the Government's goal; yet the realization that Bangladesh's developmental
and demographic situation is unique. We statc that the Government's demographic
goal is overly optimistic and unachicvable given the present pelicy, program
characteristics, and seven-year strategy. We point cut that the sstiing of an
unrealizable target carries the risk of creating & discrecditcd program, o forcing
the program intc cocrcion in order to mect the tarcet. Additicnally, the reliance
on unrcalizeble population projections gives naticnal planncrs 2 dubious base

on which to plan foodgrain requirements, jobs, and social services.

We state that, although it is difficult to quantify what car be achizved
in the abssnce of a fully operating program, contraceptive privalence rate of
35 to 40% can be achieved if the Government institutes fundamental changls
necessary to meake the program function at its full potential. The expected
fertility decline from this level of prevelence would depend upor the cffective
use of contraception. I the more effective methods are used ancd used cffectively,
then @ CBR below 30/1000 can be expected frcm such 2 prevelence level. We
emphesize the point that our assessment of what can be achieved docs not imply
that the Government's goal of achieving 2 NRR of One should be abandoned.
Rather, we advocate that the Government develop 2 sclid program during the coming
two years and then decide on &2 more realistic time-frame for achieving NRR cf One
on the basis of good data.

Section IV deals with our analysis of the important actions anc conditions
necessary 1if not tc achieve replacement level fertilirty in seven yeers, at least
to bring about 2n increase in contraceptive prevalence to the range of 35 to 40%.
These actions are grouped 2s follows: 1) the enlistment cf community support;
2) the development of 2 good program administation; 3) the development of 2
program which earns the respect of the people; 4) the expansicn cof menstrual
regulation services; 5) the expansion' of high quality veluntary sterilization
services; 6) the creation of 2 social and economic environment conducive to 2
small family narm.

While we believe thaet @ comprehensive, wel managec family planning
program can achieve impressive declines in fertility in 2 short time, we discuss
additional measures (incentives, disincentives and coercion) which may have



to0 be considered depend nF cn hew rapicly the Ccovernment wishes t¢ 2chieve
its mcre ambitious goal. “we conclude this Secticn by s2ying that incentives
and disincentives which are tied directly to the use of contraceptior. shoulc not
be triec unti] 2né unless it can be demcnstrated that the family pisnning pro-
gram is nct producing significant fertility decline and unti!l therc—. hzs been
sufficient time tc plan 2n2 test incentives and disincentives on ilot basis,

In Section V we discuss ocur pecpulation assistznce strategy for the next
seven years. Cur populaticn assistance will be focusse cn 1) the establish-
ment of national availability of fertility control scmces and information angd
2) planning our other development 2ssistance projects in such 2 way that they
will centribute to declines in fertility. Cur support will match cur ca2pabilities
and clear program needs not filled by other doners. In family planning cur
new initiatives will concentrate on voluntary sterilizaticn services, f2mily
welfare centers, operations research and management infermaticn, the collzbera-
tiocn with other donors in researchinc the effects ¢f 2bortion on maternal
morbidity and mertality, and on management., e will continue our support
in contraceptive supplies, participant &r2ininc, 2nd technica!] =ssistance.

We believe non-bilaterz! support through intermediary or aan_iz=tions has peen
effective and we will encourzge them to expand their roles to fit clezr BDG
program needs,

In the 2rea cf other development prcjects, we are preparec to identily
future projects in rurzl] development which are likely tc have 2 greater ne2r
term impact on reducing fertility. V.e will also use rese2rch resources in
AID/W to better understand the indirect determinants of fertility. in adcition
we are prepared to assist the sDC undertzke 2 corprehensive review of
existing pclicies in crder to assess thelr pro- 2nd anti-n2talist implicztions,
We will also discuss with the Government the pessibility cf developing 2n
experimental research program to examine the acceptability, feasibility, anc
effectiveness of various forms of incentives 2nc disincentives relating to
fertility behavior and applied 1n the context of policies and programs in such
areas as food production, rurz ! development, rural crecdit, and foocd
distribution,

Assessing the demcgraphic impact of our assistance strategy will be done
with the BDC by developing ma2nagement information systems which include
the use of prevalence surveys 3nd by the periodic use of retrospectve fertility
surveys.

The Mission believes that the number and scope of the activities
identified in this paper will likely require additiona] staff. The exact n2ture
and number of additional st2ff will be identified as projects 2re developed.
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BANGIADESHE

U.S. PCPULATICN STRATEGY

I. THE DEMCGRAPHIC GCAL

A. Relevant Democraphic and Social Data

Population (Estimate as of Jan. 1977)
Crude Birth Rate
Crude Death Rate
Rate of Natural Increase
Number of Years to Double
Total Fertility Rate
Infant Mortality Rate
Maternal Mortality Rate
Percent of Popuiation 14 years and under
Average age of females at marriage
Life Expectancy at Birth
| Per Capita Income
Rural Population
Population Density per square mile
Annual Net Increment to lLabor Force
Literacy

Cverall

Male
Female

Number of Married Women, 15 to 49

Currently Practicing Contraception

82.4 million

44 per thousand
16 per thousand
2.B% per vear
25

6.5-7.1

130 per thousand
7 per thousand
46 percent
15-16

42.3 years

90 dollars

92%

1500

£00,000

22%

30%
14%

15,000,000
10%

Note: These data are BDC's estimates.



The statistics on the preceding page do not fully suggest the enor-
mity of the population problem in Bangladesh. The eighth most populous
nation in the world, with a population four times that of the combined
population of the countries of central America, its peopie are crowded into
an area the size of Wisconsin. All available arable land is already utilized,
leaving virtually no space within the country's borders for the growing popu-~
lation tc expand. Although the average farm size in this agricultural economy
is only 2.3 acres, 49 percent of the rural population 2re functionally land-
less, and the extent of landlessness continues tc increase. The addition
of 800,000 people to the job market each year worsens the problems of
unemployment and underemployment--now 44 percent.

Bangladesh is alsc one of the poorest countries in the world. Per
capita income, currently estimated at $90 per annum, reflects the poverty
and misery of the majcrity of the people. Nearly 50% of the people suffer
from serious deficiencies in calorie intake and 80% have vitamin deflcten—-
cies. Housing in the rural areas does not provide a minimum protection
against the elements. Even in urban areas, 70% of the housing lacks basic
masonry; about 80% has no water connection; and 90% is without electricity.

In this setting, where existing programs in every area--food produc-
tion, hsalth, education, housing--are aiready badly strained, the continuing
high rate of population growth threatens to absorb and éven surpass all
development efforts.

B. Population and Family Planning

Gevernment of Bangladesh's Demograovhic Goal

The Government of Bangladesh's demographic goal is to achieve a
net reproduction rate of one ** by 1985, Table I below summarizes the

¥ The Net Reproduction Rate {NRR) is the average number of daughters
a woman will bear if she experiences a given set of age~specific birth
rates throughout the reproductive ages adjusted for mortality of women
over their reproductive ages. A net reproduction rate of 1.0 when
reached, indicates that the country will be able to reach a zerc popula-
tion growth rate after five to six decades. The population continues
to increase after NRR has reached 1, because of the "above replace-
ment” daughters already born before the NRR fell to 1.0.

Source: Document of the International Bank for Reconstruction and Deveicp-
ment, Appraisal Report of a Population Project Bangladesh, Feb. 3,
1875.
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demographic and family planning targets requirec¢ each year from 1578 to

1985 tc reach the goal. The goal and the targets are contained in the Govern-
ment's Two (1878-80) and Five (1980-£5) Year Plans which were issued in
draft in September 1977. The Plans have been approved in principie by the
National Population Commission, the highest populaticn policy making body
of the Government.



Family Planning target during approach plan and the

~J

TABLE 1

Second Five Year Plan (populaticr figures are i miilion)
under an assumpticn of achieving NRR=1 by 1985

Popu- | Fecund | Crude | Crude | Popu- Total | Continuec| Continued
lation | married| hirth death | lation! Ferti-! users users as %
Year (milli- | women |{ rate rate gro- ity (miillons) ! of Fecund
ons} | {milli- | per per wth rate married
ons) 1000 | 1000 rate women
popu- | popu- |per
lation | lation |cent
CBR CDR GR
2 Year plarn
1978-1979,;, 87.951 12.89 35.67} 11.51) 2.4 5.70 3.73 28.71
1979~-19801! 90.11§ 13.40 32.89] 11.141 2.2 4,6¢ 4.E7 34.85
Second 5-Year Plan
1880-19811 92.07 13.82 29.751 10.721 1.9 4.24 5.71 41.32
1981-19821] 93.821 14,25 26.69{ 10.36] 1.0 3.83 6.78 47.58
1982-1983 ¢ 95,35 14.70 23.59) 10.111 1.4 3.35 7.82 53.88
1983-1984 ) 86,557 15.17 20.48) 9.589! 1.0 2.93 9.13 60.18
1984-1885] 97.69| 15.64 17.39! 8.09( 0.83 2.30 1C0.40 66.49
Source: Population Contrel & Family Planning Program

The Twe Year 1978-1980 anc the Second FTive
Year 1980-198S Plans. {Craft, Vol I, Sept. 1877)



The Government first enunciated & demrographic goai ir its First Five
Year Plan (1973-78) by projectinc & population of 189 * millior. persons
by the year 2000.basec on the assumption of @ moderate recduction of the
population growth rate. This goal implied a2 iowering of the populaticn
growth rate to 2.8% by 1978 and the achievement of replacement level
fertility in 25 tc 30 years.

In 1976 the Government decided that the projectec economic develop-
ment on the basis of known available resources could not maintain this
projected population at @ minimum acceptable standard ¢f living. There-
fore, the Government decided that the naticn must aim at bringing cown the
average number of 6.4 children per woman to & replacement level of 2.6
by 1985, and to maintain a 1.5% average annual growth rate through the
balance of the century. Under that goal, the projectes population by
the year 2000 would be 121 million which according to the Governmernt
would be of "management" size. The recently issued draft of the Govern-
ment's Twc (1975-80) and Five (1980-8%) Year Plans states the goal more
clearly: a Net Reproduction Rate of CGne (NRR=Cne) by 1385. Using dete
rom the 1874 census and the recently analysed 3angladesh Fertility
Survey (for which data were collected in late 1975 and early 1978), the
GCovernment has concluded that the achievement of the new goal wiil
result in @ population of 117.4 million by 2000.

The operational implications of the new goal are staggering, calling
for a reductior. of 60.4 percent in the crude birth rete--from an estimated
44 per 1,000 population in 1977 to 17.39 per 1,000 by 1985, Similarly,
the goal calls for a change in the crude de2th rate from 1€ per 1,000 in
1876 to 8.08 in 1985~ 2 49 percent drop. The annuel population growth
rate is expected to fall to 0.93 percent by 1885

Present fertility ancd mortality levels are estimates based upon pre-
liminary data ffom the 1575 Bangladesh Fertility Survey. That survey
indicated a 1975 crude birth rate of 47 per thousand population and a
crude death rate of 19 per thousand population. The 1877 CBR of 44 per
thousand was calculeted according tc the presumed fertility impact of
the current prevalence level of contraceptive use, based upon program
service statistics. Mortality levels anc trends in Bangladesh are even

* 189 million appears to have been @ miscalculation since it implies
an annual growth rate of 3.5% .



more sensitive to the vagaries of the Bangladesh eavirenmen: and gener21
cocnomi¢ $ituation. The 1975 Bangladesh Fertility Survey yielded a crude
death rate of 19 per thousand population, based upon survey figures of the
proportion of ever born children who had died by the time of the survey.

The distribution of these proportions was transformed into a life table func-
tion showing the probability of dying between birth and an exact age. Eigh
infant mortality appears to be 2 major cause of the high general mortality.
The CDR of 16 cited for 1977 is only an estimate, based upon likely declines
in mortality due to relatively plentiful food supplies during the past two
yoars.

Table I also lists the number and percentage of current contraceptive
users required to achieve the desired fertility reductions. Prevelence of
contraceptive use must rise from an estimated 10,2 percent of married
women ¢f reproductive age in 1977 to 66.5 percent in 1985, 2 more than
sixfold increase. The Government estimates that about 1.25 million fecund
married women or their spouses currently use contraceptives; this number
must increase to 10.4 million persons by 1985 in order to meet the popula-
tion goal.

The Mission's assessment of this demographic goai is treated in
Section III. It should be noted, however, that no other country has ever
attempted to achieve such an ambitious demographic goal; and probably no
other country has ever been faced with such overwhelming demographic
problems.

Bangladesh Government Commitment to Fertility Control

The present Government, in power since November 1975, has evidenced
a strong commitment to achieve a rapid decline in fertility. During 1876
the President and other officials were outspoken in their concern about the
gravity of the population problem anc their support of the family planning
mm-

These public utterances have become less frequent since Spring 1977,
with a corresponding reduction in the number of population news stories,
articles and features which, for more than & year, had appeared almost
daily in the press. Although the reasons fcr this lower prefile are undlear,
the change coincided roughly with publicity about pyblic reaction in indiz
to fertility cantrol measures adopted bv some of the states and to the most
recent instance in Pakistan of politicians turning family planning into a
political issue,
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Even so, political support of fertility contrcl programs remains stronger
then in most developing ccuntries, ancd the highest officials focliow the pro-
gress of the program closely. The populaticn policy body, the ministerizl-
level National Population Council chaired by the President, has met eleven
times since June 197€&. Many public officizis and proiessicnai leaders
are acutely aware of the penalties of delay in lowerinc fertility in terms of
the country's inability to support an ultimate population size of over 100
million. Indeed, it is this sense cf urgency which has promptecd the Govern-
ment to elevate its target to 2 Net Reproduction Rate of one ir seven years.

Recogrition of 2 problem and 2doption of a policy 2imecd 2t recuction
or resolution of the problem 2re measures of one 2spect of commitment.
Another set of measures concerns the actions takern tc translate the policy
into action. Cn this leved, the recorc is less impressive.

A chronology of key actions since independence follows:

December 1971 to Extended debate on strategyv; nc active program.
December 1973
January 1974 Initiation of integrated health enc family planning

program using multipurpose f{ielcd workers.

January 1975 Decision to abandon integration attempt and to
revert to a verticai family planning program.
Creation of 2 separete division for population/
family planning in the Ministry of He2lth and
Family Planning.

Merch 1975 Transfer of responsibility for maternal and child
heaith (MCH) from Health tc Population Divisicn.

April 1975 BDG approval of field structure with 12,000 new
MCH/FP field workers.

September 1972 Approval of Population Control 2nd Family Planning
Directorate to implement the MCH/FP program.

January 1976 Approval of budget for Directorate 2nc fielc staff,

May 1976 Nearly 18% of field workers posted.
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Cctober 1976 Expandec PCFP Directsrate crganizaticn 2pproved
February 1977 About 9% of field workers posted.
September 1977 About o60% cf field workers postec.

That the basic organization is not yet fully in place nearly three years
after the decision to use @ separate structure for MCH/FP services is due,
in part, toc cumbersome established administrative procedures which the
Government has only occasionally set 2side on 2 exception2i basis tc faci-
litate more rapid implementation of this high pricrity program.

Another aspect of the probiem, in our view, has been the evident
failure to a2ssign highest pricrity to development of a sclid infrastructure
for carrying out 2 long-renge, well-administered program. Program ener-
gies are repeatedly diverted into high-pressure activities tc 2chieve impre-
ssive results quickly. Unrealistic time tables for completicn of actions
are set which force the sacrifice of quality for speed. The motives 2nd
pressures which cause such administrative behavior can cnly be guessed
at by outsiders, but the effect has been the repeated diversion of attention
from the sustained, undramatic and difficult work of building an efficiently
functioning program. Thus, a strongc management system and such basic
program recuirements as high-quality tr2ining, supervisior, service statis-
tics, and commodity logistics rem2in unrealized prereguisites to an
effective program.

Given the pace of implementation and the program's ability tc spend,
the population/family planning program has been amply funded since its
incepticn. The fcllowing table shows the 2pproxdmate level of Annual
Development Plan budgets for the most recent four yvears.

TABLE 1O
Annual Development Program
Population/Family Planning

74-75 I  75-7§ ] % sine.] 76-77 1% inc.Y 77-78 Ixine.

Tk. 84,976,000 185,000,000 118% 295,000,000 59% 287,871,000
$ 10,755,895 12,671,233 19,566,508 19,198,065

-2%
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It has not been possible to isolate precisely the portior. finznced by
the BDG's own resources since they are commingied with Genor contribu-~
tions. It is clear, however, that in the national budgeting process, items
which are cf little or no interest to internaticnal] funding zgencies have
first call on the Government's own resources. Population is an 3re2 in
which external funds have been abundantly availabie and rel=uvely more
reliance 1s placed on donor agencies. It should also be notes that the
budget figures given above include funds for pcpulaticon/family planning
activities of other development ministries, although the l2-grst share is
for the national family planning program of the PCFP Divisicr.. The budgets
are understated inasmuch as they do not include AID's centrz2lly funded
contraceptives and mcst of the intermediary grent and contract 2ciivities
items which are not funded under bilatera} agrecments.

II. ASSESSMENT CF THE CURRENT POPUILANCUN PRCGRAM:
ACEIEVEMENTS AND CCNSTRAINTS

A. Publicly and Privately Financed Proccrams

Background

The history of family pleannirq in Bangladash is traced in USAID’s
Development Assistance Program, December 1974, and its Pocruiaticn/
Family Planning Project Paper, December 1875, Briefly, in .z early
1950's, the family planning message began to be prepagated in what s
now Bangladesh by the private~sector Family Planning Associaticn. In
1960 the Government of Pakistan began a8 modest program of family planning
services through its static hezlth facilities. In 1962, the program, based
largely on the IUD and sterilization, was greatly expanded anc put in
charge of a newly created unipurpose family planning crganization. Ser-
vices and education were delivered by female paramedics, the lady Family
Planning Visitcrs {(LFPVs), in thane family planning clinics ar by the
part-time, largely uneducated dais (traditional birth attendants) anc Chief
Male Organizers {(CMCs) who visited homes. Government2] dcctors, private
practitioners, clients and recruiters received per-case cash payments for
sterilizaticns. The large numbers of vasectomies reportecd in the late 1960's
were later acknowledged to be grossly inflated.
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By 1568, according to the Naticnal Impact Survey, about 70% of the
target couples had heard about some method of family planning, about
eight percent had ever practiced a modern method of contraception, and
taree to four percent were currently practicing.

Program operations were disrupted by the political and military events
which began in March 1971 and culminated in the independence of the
People's Republic of Bangladesh in December 1871. The famiiv planning
program remained dormant until two years later, when an attempt was made
to integrate health anc family planning services.

In this phase of the program, nearly 12,000 male workers of the ver-
tical malaria and smallpox programs were given several weeks'training in
each other's tasks and in family planning. Called ramily Weifare Workers
(FWWs), they began operating in January 1974 es multipurpose workers
responsible for delivering preventive health and family planninc services
during their reqular rounds of home visits.

Serious problems arose from the beginning. "Integration™ was at the
field worker level only. Separate chains of command and separate sources
of salaries remained intact at every ievel. The family planning organization
which had bitteriy opposed integration, never became fully reconcilec to
the decision and was less than wholehearted in trying to make it work.
FWW treining was inadequate, a matter of particular concern since oral
pills were being introduced into the program for the first time cutside the
clinical setting. Workers were ill-prepared toc give clients reliabie
information to satisfy guestions, doubts and fears. They not onlwhad a
long list of duties to perform but were frequently called off the job for
special assignments: periodic malaria spraying, intensive smailpox eradi-
cation campaigns, disaster relief, electior. duty, and rice procurement
drives,.

It is small wonder that @ special evaluaticon team 2ssessing the program
after one year found that family planning was not receiving attention com-
mensurate with the urgency cf the population problem. Thus, irn January
1975, the Government decided tec revert to & vertical family planning pro-
gram and, three months later, to combine maternal ancd chilc health (MCH)
with family planning. Accompanying this action was the bifurcation of
the Health Division of the Ministry of Health into the Eeelth Divisicn ang
the Population Control and Family Planning Divisjon and the renaming of
the Ministry as the Ministry of Health and Population Contrci. Nine months
later, the vestiges of the erstwhile Pakistani family planning organization
were assimilated into the new PCFP Directorate.
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Although FWWs have continued to distribute oral pills and condoms
from their remaining stocks or an ever-cdecreasing scale, they have been
disregarded by the PCFP Division as a family planning resource. USAID
regards with cautious optimism copinions expressec recently by a few
Health and Population officials that FWVs, FWWs, Family Welfare Assis-
tants (FWAs) and Family Planning Assistants (FPAs) (female anc male
 family planning workers) ought to consider themselves natural--and
necessary--allies in their complementary, mutually supportive provision
of a3 wide range of preventive health services: communicable cdisease con-
trol, environmental sanitation, nutrition, MCE and {family planning.

During the year that elapsed while the PCFP Directorete sought Govern-
ment approval of its organizational structure and the budget for the new
MCE-based family planning program, two program changes were made,
both in May 1875. The part-time dais and Chief Male Crgarnizers {an
estimated 8,000 ancd 4,000 respectively), who remained on the rclls from
the Pakistan program but who had not been used in the post-independence
program, were reactivated and permitted to distribute contracegtives tc
homes. However, they were given no special training on oral pilis, which
they had not been permitted to dispense before. Second, it was decided
to distribute oral pills and condoms free instead of continuing to sell them
at the nominal prices (orals: three U.S. cents per monthly cycle; condoms:
five U.S. cents per dozen) that had been in effect since the inception of
the integrated program. Whether to charge fcr contraceptives had iong been
an issue within the family planning organization. The decision tc provide
them free appears to have been arbitrary anc unsupportec by any studies.

A study now underway is testing public acceptance of reverting to selling
at highly subsidized prices.

The Present Public Program

Assuming that the requisite management competence ¢an be developed,
the basic strateqgy of the Bangladesh family planning program is appropriate
to the environment of Bangiadesh. The population is overwhelmingly rural
and largely illiterate. Press circuletion is small ancd mostly urban. Co-
verage by the radio network is good but there are few receivers, some of
which are not operating because of the high cost of batteries. Roacd and
other communication networks are inadequate. The movement of most women
outside their homesteads is severely restricted.
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In such 2 setting, it makes sense to rely heavily on person-to-person
communication and doorstep delivery cof convention2: contraceptives in the
ruraz] areas. The program recogrizes the natwal reiationship betweern fer-
tility and the welfare of women anc children and makes extensive use of
women workers for delivery of matermnal and child health and family plann-
ing services. In this traditional Mus!im society, womern have much
easier access to the fernale populatior and they are more acceptable than
men as deliverers of services te other wemen. The decisions te let non-
medical field staff select oral pill clients and dispense pills, to rely on
women paramedics to insert IUDs, anc tc authorize shops te sell oral
pills without prescription are practiczl, given the cearth of qualified doc-
tors, nearly half have accepted employment in Miccle Easterr: and Afrjcan
countries. The majority of the balance are concentrated in urban areas.
The decision to develop services first in rural areas, where $2% of the
population live, is also reasonable. Steps are plannecd cduring the Second
Five Year Plan to expand the urban clinical services.

Another significant feature of the strategy is the active involvement,
on @ pilot basis, of other ministries in family planning education and
services, These activities are being assisted under the Worid Bank aad
UNTPA projects. The PCFP Division is alsc experimenting in selected
areas with promotion of fertility control in the context of comprehensive
rural development--the so-called Zerc Population Growth Project--with
assistance from Japan and the Netherlands, and in the BDC's own effort
at community involvement in self-help, the Swanirvar (Self-Reliance)

program,
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Crganjzation

The Populadon Contro: and Family Planning Program is directed from
the national level through 2 monolithic organizational structure whose
tiers corresnond tc those of loca] government acministration: national
level, distnct, subdivision, thena, ang union.

Union Level

The major pr~¢ram contact with the rur2] population is provided by three
female Family W=zif2re Assistants (FWAs), one in each of 2 union's wards
with an average population of 5,000-6,000. These apprcximately 13,500
FWAs visit homes tc give MCH/TP information anc to supply ora! pills,
condoms and contrzceptive foam. They refer TUD and sterilization clients
to thana or district ciinical facilities as available. As Family Welfare
Centers are estaplisted during the next seven vears, IUD insertion services
will be available at <he union level. In each of the nearly 4,500 unicns, one
male Family Plarning Assistant {(FPA) is responsible for administrative
supervision and “acilitating the work of the FWAs, talking with potential
male clients, anc werking with the union council {an elected local govern-
ment body) anc c¢:her groups.

FWAs and FFAs are required to be permanent residents of the ward or
the union, respecively, in which they work.

FWA candidates 3re requirecd tc be between the ages of 18 2né 30 and
to have 2 minimum of fve vears of formal education, with preference {anc
a higher grade) given tc those who have completed ten years. FPA qualifi-
cations are twelve or (at iower pay) ten years of school and incumbents
must be between 18 and 30 years old. Marriage, parenthood and current
use of contraception are not requirements.

The Mission belleves that these criteria are overly restrictive and
should be broadened to permit the recruitment of more mature married women
with children, especially those who are current users ¢f contraception.
Experience in many other countries has shown that such women 2are the
most effective field workers. As we point out below, the Government is
planning to hire some 13,500 such women to work as part-time 2ides to
the FWAs. While such 2 measure will undoubtedly be helpful, we believe
that clder, more mature women shoulcé be eligibie for recruitment as FWaAs
as well.
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FWAs and FPAs are given one month's injti2] training in MCE and
family planning subjects, to equip them with the minimum basic know-
ledge anc skills they need to begin working.

In order to make bhasic cliniczl services more 2ccessibtle to the people,
the BDC plans to establish about 4,000 Family Welfare Centers (FWCs) by
1885, one in each rural union not containing the thana headquarters and
its thana health complex. Cf the 1,030 FWC's planned by mid-1978, about
450 have already been established, some in rented or rehabilitated existing
buildings. When fully staffed, the FWC will offer basic curative he2lth
services provided by the Eealth Division's new category of peramedic, the
Medical Assistant, and MCH/FP services provided by the PCFP Division's
paramedic, the Family Welfare Visitor (FWV}.

The principal focus for involvement of community leadership in suppert
of family planning i{s the union council, Assuming their Zuties in February
1977, union council chairmen anc members have been exhortecd by the
President anc other officials to tzke an active role in promoting family plan-
ning. The chairmer have recently been given responsibility for “"supervi-
sion"of the FWAs and FPAs in their respective unions. It is anticipated
that the two appointed women members of each council may be 2ssigned
principal oversight of this activity.

Thana Level

Staff consists of : 2} the Thana PCFP Cfficer, acministrator of the:family
planning program in the thana; b) two FWVs whe operate the family plan-
ning clinic 2né provide MCH/FP services including midwifery ancé IUD
insertion; c¢) a storekeeper, responsible for storage ancd issuance of sup-
plies to field workers and clinics; and d) supporting staff. A pesition
exists for 2 family planning doctor, the Thana Technical Cfficer; however,
the PCFP? Division finds it virtually impossibie to recruit doctors. Thus,
most of these positions remain unfilled.

Space for the family planning clinics is provided in the Health Divi-
sion's thanz health complexes or rural health centers, which exist in
nearly half of the rural thanas; elsewhere, MCE/FP service f2cilities are
located in the free-standing clinics established uncer the former program.
Under the recently approvesd plan to extens voluntary sterilization services
throughout the country, major reliance will be placed on the Health Divi-
sion's thana doctors to perform these operations.



18 .

Most of the officers of the development ancd social service ministries
posted at thana level are members of the Thana Pcpuization Coorcdination
Committee, which is chaired by local Gevernmernt's Circle CHicer (Develop-
ment) and is responsible for coordination of multisectoral population plan-
ning effcrts.

Subdivision Level

An additicnal layer in the administrative ch2in has recently been
created with the fiiling of the new Subdcivisional PCTFP Cfiicer positions.
This is intended to ensure more intensive administrative supervisior of
thana anc union activities than has beern possibie from the district. The
subdivision is not includecd in the union-~te-thana-to-Zistrict reperting and
data aggregation system of service statistics.

District Level

District family planning activities are administere2 by the District
PCFP Cfficer. Cther staff at the cdistrict level include & District Tech-
nical Cfficer (a2 doctor) responsible for technical supervisicn; @ Storekeeper
responsikle for storage and issuance of supplies tc thana stores, clinical
facilities in the district town, and cooperating voluntary organizations:
and supporting staff. The multisectcral District Population CocrZination
Committee is chaired by the Deputy Commissioner, the ranking Local
Government official.

National Level

Directing all these units and activities 3t the naticnai level is the
PCFP Directorate, headed by a Director-General. The Directcrate has
five units, each with 3 Director and technic2l staff: Service Delivery;
Research, Evaluation, Statistics and Planning; Information, Educaticn and
Motivation; Training;and Administration. The newly cpenecd Nationzl Insti-
tute of Population Training (NIPCT! 2isc repcrts tc the Directzr-General.

Cverall planning, policy formulation and guidance is provided by the
PCFP Division of the Ministry of Health, Population Control and Family
Planning. The Division is headec by & Secretary, the highest Civil Service
positicn. It elso serves as secretariat for the highest pcpulation pelicy
body, the ministerial-level National Population Councii, chaired by the
President, &nd for the interministerial, secretary-level Cent2] Cocorcination
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Ccmmittee, chaired by the Adviscr for Heaith, Pcpulation Contel and
Family Planning. *

Under the control of the PCFF Directcrate are nine FWV Treining Inst!-
tutes, to be increasec tc eleven, for trefninc of femaie paramedics in
MCH/FP. The Dacca College of Nursing, under the Health Division,
assists this activity by conducting six mcnths' training courses for nurses
and senior Lady Health Visitors tc become trainers in these institutes.

The National Institute of Populaticn Training (NIPOT)., whose Director
is responsible to the Director-General, has recently been creztec tc pro-
vide management training for district and thana PCTP cfficers ang cther
middle~level managers of the program.

The Directorate has taken over the 93 existing Maternal anc Chiid
Welfare Centers, many of which had fallen into disuse. It wculd be {air
to say that there have been virtually no MCE services ir the past. The
activation cf these centers as urban MCHE/FP clinics, further training of
FWAs, and the establishment of FWCs staffeZ by FWVs in the unicns for
rural outreach, should for the first time provide 2 firm base for this jimpor-
tant aspect of primary health care.

Cther ministries with populaticn/family planning programs have desig-
nated officers as Population Project Cfficers tc carmry cut IBRD- 2nd UNFPA-
funded pilot projects. Pilct prejects are underway in seven Government
programs:

Integreted Rural Development Program: development cf women's co-
operatives for income~-procducing activities; population education
of men's cooperative leaders.

Directerate of Social Welfare: forr_naticn cf mcthers clubs and ycuth
groups in rural areas.

Ministry of Education: incorporation cf populaticn education content
into curricula of the formal educaticn system.

Ministry of Labor: family planning in labor welfare centers, industrial
plants, and tea plantations.

* At the present time, in the absence cf 2 Parliament, cakinet f:ncticns
are carmriec out by 2 Ccuncil of Adviscrs to the President, each with
assigned portfolios.
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Ministry of Agriculture: family planning promotion as a part of the
work of agriculture extension agents.,

Women's Rehabilitation and Welfare Foundation: vccationa! trajning
centers and rural groups.

Ministry of Information and Broadcasting: press, radio, T.V., films,
spezers.,

The Bangledesh Institute of Development Studies (BIDS) is responsible
for carrying out economic, behaviora: scilence and demographic research
related tc population, and the Health and Population Section of the Plan-
ning Commission has established a unit to concduct external evaluations
of all family planning activities with assistance from Worid Bank. In
addition, a number of university departmernts and jinstitutes carry out
studies independently and at the request of the PCFP Division.

In the draft plan for the next seven years, some cf the major actions
contempiated are the following:

- Hiring of 13,500 middle-aged and older women as pari-time aids
to the FWVs . Traditional restrictions on the mobtility of women,
especially young women, are 2 handicap tc FWAs ir making home
visits. Simiiarly, the taboo against intergenerational sex-related
communication is still strong.

- Establishment of union-level clinics, the Family Welfare Centers,
as discussed earlier.

- Creation of training centers throughout the country for in-service
training of fieic staff, one in sach of the 19 districts in the first
phase, later ‘o be increased to pernaps 40.

- Expansion of the role of veluntary sterilization ir the program by
extension of services into every thana.

- Increasing the number of urban clnics in order to augment urban
MCH/FP services. The government intends to accomplish this by
rehabilitating existing Maternal anc Child Welfare Centers, many
of which are disused, and by encouraging voluntary agencies to
establish clinics.
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- Expansion of NIPCT inte NIPCRT-~the Naticn2! Institute of Popula-
tion Research and Training. Research elements are now projected
to include biomedical, operations, demographic, anc social science
research. Although approved in principle by the National Popula-
tion Council, detailed plans and budget for the research components
have not yet been drawn up. The training functior. is principally
concermed with middle~level management.,

Private Sector Programs

The BDG welcomes and encourages the participation of voluntary orga-
nizations in family planning. Perhaps 30 agencies, domestic and foreign,
are actively engaged in family planning: a large number of local community
organizations throughout the country are assisted by one or more of the
Jarger voluntary progrems. Such voluntary agencies are especially impor-
tant for legitimizing family planning because they commonly have greater
credibility than government.

These programs operate in a variety of contexts, sometimes with family
planning as only one aspect of broader development activities. Most
voluntary agencies operate in relatively small areas, and many achieve
considerable success. It is not uncommon for voluntary agency projects
to reach  and sustain prevalence rates in selected areas two to three
times the rate so far achieved in the naticnal program. A systematic ana-
lysis of these experiences to determine replicability has yet to be undertaken.

A few of the private sector projects with specijal {mportance in the
national program are described below.

The Bangladesh Family Planning Association (BFPA), an affiliate of
IPPF, is the pioneer family planning agency in Bangladesh. It conducts
an active public information and education program through radio, publica-
tions and film production and, through its nine district branches, public
meetings. It has reportedly achieved from 25% to 40% prevalence rates
in the nine rural unions assigned to it by the PCFP Division. With a 8DC
. grant of World Bank funds, it has begun to involve selected local voluntary
organizations in family planning.

With the cooperation of the BDC, Population Services International
(PSI) has developed an organization which markets locally branded "Raja*
condoms and "laya"” oral pills through some 30,000 retzil outlets through-
out the country--drug, stationery, and general merchandise shops--at



23

subsidized prices ($0.03 for three czndoms; $0.09 for twe monthly cycles

of pills). Funded under an AID/Washington contract, the program has demon-
strated the existence of 2 sizeable demand for low-priced commercially
marketed contraceptives.

Two clinics in Dacca, supported under AID/W grants by the Pathfinder
Fund and the International Program of the Association for Voluntary Steriliza-
tiorn, have shown that there is a3 steady demand for high-quality services
in Metropolitan Dacca and its rural hinterland. These clinics have helped
to popularize sterilizations and to fill an important need for the training of
dectors in sterilization techniques.

Cf special interest is Concerned Women for Family Planning (CWFP),
8 neighborhood outreach project in Dacca City, managed and staffed entirely
by women. Funded by a2 subgrant from Family Planning International Assis-
tance (FPIA), an AID/W grantee, CWFP has achieved unusually high con-
tinuation rates for all methods (85% after 12 months). The program's success
{s attributed to good worker training and supervision and to the intensive
follow-up provided by knowledgeable, sympathetic field staff and neigbber-
hood volunteers., CWTFP's example has now been taken up by women I
several other cities.

Severu] private-sector agencies have picneered in the use of icng-acting
injectable steroids, which are now being considered by the 8DG for further
testing and possible introduction into the national program. Cne agency,
the Gonoshasthaya Kendra (People's Health Center), has demonstrated the
feasibility of paramedics' performing minilaparotomy procedures under
medical supervision. A number of other agencies have made family plan-
ning 2 normal aspect of rural development and have showr the high rates
of contraceptive use that can be reached through programs that give com-
munity leaders and groups the opportunity to convince themselves of the
importance of fertility control.

Donor Support

The gravity of Bangladesh's population precblem and the seriousness of
the Government's commitment have attraoted the eupport and cooper>tion
of many external donors. Four major donors--UNFPA, the World Bank,
USAID, and Ford Foundation-~-have resident pcpulation representatives in
Bangladesh, WHC and UNICEF, which are implementing agencies for
UNFPA-funded projects, and the Cholera Research Laboratory, have
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population professionals on their staffs. In the privete sector, FPlA has 2
regional representative for South and West Asia, and 2 number ¢f voluntary
organizations have expatriate family planning staff members engaged in

project implementation. Other bilateral donors assign non-population
specialists from their respective embassy stafis 1c moniter all their assistance,

The first World Bank project carmried a price tag of $435 million, including
$5 milldon for the BDG contribution, $15 million in an IDA loan, and $25
million in grents from six associated countries--Australia, Canada, Federal
Republic of Germany, Norway, Sweden, anc the Unitec Kingdem. Although
the original schedule called for the project to be conductec 1o the period 1875~
1978, expenditures did not begin unti! 1976 because of del2ys in meeting
conditions precedent and in impiementation. It is now expected that the bulk
of the funds will be expended by mid-1980. The World 8ank will plan its
Second Project to begin in 1978, on the basis of discussions with the BDG
and other donors, and consideration of the draft Approach Plan (mid-1978 to
mid-1980} * and Second Five Year Plan, which the PCFF Divisicn presented
to the World Bank, UNFPA 2nd AID during their simultaneous —issicns te
Bangladesh in Cctober 1877.

The UNFPA signed an agreement with the BDG in July 1874 {cr assistance
valued at $10 million over a period of three years. The new Government's
Limited project planning capability and the press cf other business caused
delays in programming the funds, however. It is expectec that this first
grant will be largely expended by 1978,

USAID assistance has totalled over $14 million frcm FY 15873 through
FY 1977, including centrally funded contraceptives. Acccrding tc present
program projections, USAID’s contribution through FY 1980 wii! be 2pproxd-
mately $48 million.

Ford Foundation support to the population program has averaged about
$500,000 per year since 1974, and has been devctec tc the provisicn cf
scholarships for study abroad and in-country research grants,

* The BDC plans to have an interim two-year plan tc 2llow sufficient
time for careful preparation of the Seccnd Five Year Plan.



25

Donor and BDG contributions are generally ccmplementary. Ir fact,
to an unusual degree, the full benefit of any doncr's ‘nputs depends on
the timeliness of the BDG's and cther donors' inputs. The following list
of sources of suppcrt fcr key prograin components illustrates this inter-
dependence;:

Personnel - Managers and Service Deliverers

.

Salaries: Mostly BDG
5,500 FWAs - UNFPA and World Bank
Additional personnel needed by other ministries for
carrying out multisectoral pilot projects - Woric Bank
and UNFPA

Training: FWAs and FPAs - BDG, UNFPA anc Werld Bank

Clinic paramedics - UNFPA/WHC

Doctors ~ BDG and AID intermedizry - supported BAVS
and Model Clinic

Selected administrative and technica! personnel for
long~-term and short-term training adroacd - USAID

In-country administrative training - BDG

Long~term consultant to deveicp Directcrate’s institu-

tional capability to manage the training function -~ USAID

Advanced academic studies by schclars and researchers -
Ford Foundation
Medical students - BDG ané¢ UNTPA/WEC

Service Delivery Facilities

Thana family planning clinics and some urban clinics - BDG

MCW Centers - BDG: UNFPA suppcrt fcr repair and equipping

Union FWCs - BDG, UNFPA funds for rental of severa! hundred
existing buildings. USAID and Wcrld Bank are considering
BDG requests for establishment of others

Hospitals - BDG and veoluntary organizations

Additional FP clinics - World Bank, and AILC {ntermediaries JPAVS,
Pathfinder Fund, and FPIA

Training Facilities

FWV Training Institutes - BDG and Woerld Bank
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Ccliege of nursing, eight rural health centers, each with three
union Family Welfare Centers: construction cf these facilities
for training of paramedic trainers and field training of para-
medics - World Bank

Supply Management and Logistics

Auditiona! vehicles - UNFPA

Vehicle and other equipment maintenance - UNFPA/UNICEF
Supply management - USAID anéd UNFPA/UNICEF

Central Warehouse - UNFPA/UNICEF

District and thana storerooms - BDG

Supply personnel - BDG

Technical assistance - USAID and UNICEF

| Ccmmodities

Pills, condoms, IUDs, foam - USAID

Pills, condoms - SIDA and DANIDA {n 1973)

Pills - UNFPA (2 million cycles) and DANIDA (1.5 million cycles)
in 1977, et request of BDG which wanted 2n 2lternate pill in
program

Medical kits -~ UNFPA and USAID; smaller quantities by AVS and
FPIA for government and private programs

MCH and sterilization drugs and supplies - BDG, UNICEF

Private sector contraceptives - AID through IPPF, PSI and FPIA

Communication

Infrastructure and personnel - BDG

Planning of communicaticn strategy - UNFPA/UNESCC
Technical assistance - USAID, UNFPA/ESCAP

Multisectoral outreach pilct projects ~ World Bank and UNFPA

" Research and Evaluation

Various demographic, contraceptive and fertility research studies -
AID through intermediaries .

Operations Research - USAID

Determinants of fertility study by BIDS - Werld Bank
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. Ewveluation - World Bank .

. Long-term research consultant - USAID

. A wvarlety of R & E studies - Ford Foundation

. Technical assistance in service statistics - World Bank
. Technical assistance in census analysis - UNFPA/UNDP

In additicn to USAID's bilateral assistance program, & number cf acti~-
vities in Bangladesh are funded under AID/Washington grants and contracts
with intermecdiary agencies. Scme of these-~PSI, IPAVS, The Pathfinder
Fund and FPIA--have already been mentioned. Others include the fcllowing:

World Fertility Survey - funding of the Bangladesh Fertility Survey.

Cholera Research labcratery (CRL) - an experiment2]l project toc measure
the effect on fertility cf intensive hcusehold distributicn of contraceptives.
The project is carmried out in CRL's Matlab Thana field test area, for which
there is an excellent demographic data base.

johns Hcpkins University has recently completed three years cf com-
parative studies of the effectiveness 2nd acceptability of various contra-
ceptives under Bangladeshi conditions.

International Fertility Research Program, wcrking throcugh the Bangla-
desh FRP, suppcrts research on fertility control techniques. The research
is carried out by individual doctors using standard protcccels for intermational
comparability.

The International Association of Schools cf Social Werk and the American
Home Economics Association have provided consultant services for incor-
porating population/family planning content intc the prefessicnal education
of social] workers and home economists.

Donor Coordination

The spirit of cooperation among population doncrs and between the BDG
and the donors has been excellent. The recent jcint visit to Bangladesh by
- teams from the World Bank, UNFPA and AID provided an unusuz2} oppcrtunity
for these three principal donors to work together in reviewing the progress
of the Bangladesh population program and to reach 2 general agreement on
needs for further assistance. Day-to-day coordination cf dcnors is largely
informal, with resident represent2tives of the major deners initiating meet-
ings as needed for consultation cr informaticn exchange.
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Effectiveness

Any judgment of the family planning program's effectiveness must be
tempered by the knowledge that a full~fledged program is nct yet in opera-
tion, nor has the capability yet been developed to administer the program
adequately.

The present program approach was begun {n May 1376 with the partial
staffing cf one~-third of the thanas with field werkers. By September 1977
field workers had been placed in all thanas, but about 20% of field worker
positions nationwide remain unfilled. Impcrtant parts of the infrastructure
are not scheduled to be completed unti]l 1585--union-level Family Welfare
Centers, a full complement of Family Welfare Visitors, and facilities for
training Held workers. The process of making sterilization services widely
avaijable 1s in the beginning stages. The capacity to train middle-level
program managers and field workers {s yet tc be develcped. Systems of
service and supply statistics reporting and anaiysis still dc nct meet the
needs of program administrators. Supervision cf field and clinical workers
is minimal. Urban clinical services are sparse. )

Most of these deficiencies are addressed in the two-year and five-
year plans now under discussion. Until now, however, the Government’s
strategy has not had a chance to develop its full potential or tc demonstrate
its efficacy. Since ¢ significant pcrtion of the pcpulaticn does not yet
have dependable access tc services, there is nc reliable measure of exist~
ing demand, although survey data indicate high demand. The encouraging
results obtained by several voluntary organizations, cited earlier, are
associated in every case with high~-quality training cf staff, good suppor-
tive supervision, and careful follow-up of contraceptive users--characteris~
tics not yet evident in the national program, **

It is not possible to extrapolate a2 fertility rate with confidence from
the estimated 8% iz i0% pravzlence of usa r2te because nc data exist on
use effectiveness or user characteristics. However, impcrtant baseline
data ageMiow available from which fertility trends may be measured in the
future with some reliability. If planned improvements ir service statistics
take place, it should be possible to make concurrent inferences about the

program’s demographic impact. *

* See Section I, B. _

*+ Indeed, after a rising trend in usage of conventional centraceptives in the
government program during 1974 and 1975, the trend has been down from
mid-~1976 until May and June 1977, frcm which time 3 gradual up-turn has
been observed. Per-worker/per month performance remzins low, USAID
attributes this largely to poor supervisicon and training 2ncd, for part of the
period, unusual emphasis on recruitment of sterilization clients.
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B, Constraints
Two principal kinds of constraints--those relating tc people's desire
and ability to contro] fertility and those associated with program manage-
ment-~hamper the achievement of program chjectives.

Constrzints tc Practice of Contracepticn

1. lack of Information. USAID believes that a leading sause
for the gap between existing expressed demand and actuzl practice, in the
areds where services are available, is the lack of accur2te infcrmation
about each cf the contraceptive methods. Program workers 2as well as the
generzl populaticn share ccuntless fears, doubts, misinformation and
prumors. This situation is directly attributable to inadequate training of field
and clinic workers. The problem has reached such preportions that twoe
of the most effective means of contracepticn--the cra2l pill ané vasectomy--
ape in danger ¢f being discredited and lcst to the program, as was the IUD
in the 1960s.

2. Legal Cconstraints. There are nc legal or regulatory constraints to
the importaticn or use of mcdern contraceptives. Cral contraceptives are
not a prescription drug and all categories of program personnel are permitted
to select and issue supplies to oral pill clients. Sterilizaticn for contra-
ceptive purposes is legal, and paramedical personnel are authcorized to
insert IUDs.

Abortion is illegal except when necessary to save the life of the
mother; reportedly, however, this law is seldem if ever cnfecreced. In the
knowledge that liberal abeortion laws have had a powerful effect on fertility
and maternal mortality rates in a number of ccuntries, the writers of the
First Five Year Plan stated the Government's intenticn tc liberalize the
abortion law. Legislation has been drafted which wculd permit 2borticn up
to twelve weeks cf pregnancy, with the consent the woman's husband
or guardian, for socic-econcmic or medical reasons. This draft rem2ins on
the shelf, hcwever, and is not being actively promoted. In the meantime,
demand has proven tc be high in the few sites where menstrual regulaticn
{MR) services are available, and a2 plan to expand such services during the
next seven years is under discussion. Althcugh reliable data cn the inci-
dence of "illegal" abcrtions are not available, physicians report that many
of the insufficient number cf hospita] beds are cccupiecd by women with {n-
complete or septic aborticns attempted by inccmpetent persons under unsa2fe
conditions, and cften by fclk methods.
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The present minimum legal age at marriage, established !n 1829, is
16 for women ancd 18 for men. It is estimated that, in practice, the aver-
age age of women at marriage has risen from 13 or 14 in the recent past
to between 15 and 16 at present, Men average eight to ten years older
at first marriage. Suggestions for reising the minimus marriace age for
women tc the late teens are of questicnable utility in the shomrun, It
has not been established that such a change wculd affect (12 tctal number
of children a woman would bear in her lLifetime. Furthermorz, in the absence
of birth registration, enforcement is virtually impcssible ever {f the for-
midable administrative problems could be sclved. Such z . easure may
have value as a statement cf social policy and intent, hcwever, Raising
the minimum legz] marriage age for females to twenty or accve would have a
greater impact on fertility, assuming again that it couid be enizreced.

Two cother approaches--educational 2nd economic-- may ~.ave 2 greater
effect on raising the marriage age of women. The Government =ould in -
corporate, in its worker training and public educzation efforts, information
on the strong positive correlation between first pregnancy = 2n early age
anc maternal and infant mortality and morbidity. Similarly increasing
opportunities for daughters to contribute tc the family inccr.e could counter-
act the impulse cf parents tc marry them off soon after pubetty,

3. Seccial and Econcmic Constraints

It is widely assumed, though not well documented, that social and
econcmic factors currently werk strengly against the achievemeat ¢f a
small-family norm in Bangladesh. Two studies ncw underwa2y--2 majcr
study cf determinants of fertility, being conducted by the Bangladesh
Institute of Development Studies (BIDS), with the participation of the World
Bank and the Johns Hopkins University: and an anthropological study of the
influence of world view and belief systems con populaticr in Bangladesh
with a grant from USAID--may add significantly tc the present meager store
of firm data on fertility behavior.

Several currently accepted assumptions about the influence of social
and economic factors on fertility are mentioned briefly below. Fuller dis-
cussions sre inciuded in USAID's DAP (December 1974) and in the Populz-
tion/Family Planning Project Paper.
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The pecpie of B2ngladesh place high value cn scns. They ensure
continuity cf the family and prcperty ownership and strengthen the family's
position in conflict situations. In rural areas sons begin decing useful
work at an early age and are expected tc care fcr aged parents if necessary.
For capital-poor families, sons represent potential wage earners. Daugh-
ters, on the cther hand are not credited with contributing tc the family
eecnomy through their performance of household tasks. Thelr marriages are
costly and they become part of their husbands' families after marriage.

Many cther pronatalist forces exist in the society, There is strong
social apprcval ¢f large familles. Marriage is almost universal and, for
girls, cccurs at &n early age. Althcugh the relaticnships between fertility
and {nfant and child mortality rates, which 2re still high in Bangladesh,
are not well understcod, it is commonly assumed that perscnal or community
experience cf infant and child death may lead to cvercompensaticr. fcr anti-
eipated losses. Cash cutlays for children are not great, especially for
parents without gre=2t educaticnal aspiraticns fcr their children, and children
in rural areas begin performing useful work a2t an early age. In the extended
family Hving situaticns common in rural Bangladesh, parents are buffered
from the full burden of caring for 2 new child. In life situaticns with few
pleasures, one may assume that children are alsc valued fcr the emoticnal
gratification they afford. Perhaps most fundamentally, there are nct many
family situations belcw the poverty line in which it can be shown that
having only two surviving children--which is what is required to meet the
Government's stated goal--wculd cpen any realistic cpticns for improving
the family's circumstances.

Previous USAID dccuments have included little det2il cn the status of
women in Bangladesh and their access to educaticn ané employment. These
subjects will be treated mcre fully here.

The majcrity religicn sanctions the prevailing bellef in the natural
superiority of men and the subservient status cf women. Traditionally,
Bengali women's identity is defined by their relaticnships with males--
daughter, sister, wife, mcther, daughter- and sister-in-law. They gain
status by becoming mcthers~-especially mcthers of sons. Although rural
women are frequently qucted 2s wanting no more pregnancies, their lowly
status leaves them no alternative but tc acquiesce in the wishes of their
husbands and mothers-in~law, on threat ¢f beating cr divorce. In additicn,
there are traditicnz| restricticns on women discussing sex-related matters
with their husbands.
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The leaders cof the proliferating efforts to raise the status anc level
of participation ¢f woinen are cenvinced that cpportunities for incc~e=~
prozucinc work and education are crucial tc irprovinc worren's self-
esteem and saininc a greater vcice in fa.ily decision makinc.

In many countries, greater accessibility of women tc education is
associated with lower fertility rates, although the nature cof the relation-
ship is not well understood. In 3angladesh, 1574 Census figures show a
slightly necative, though not sicnificant, association between level
of schooling and fertility, but only after corpletion of prirary scheel.
Table III reflects little effect of education cr urbanizaticr cn past child-
bearing. This unigque findinc {s substantiated by the 3ancladesh Fertilty
Survey. It may be that the level and rance of educational] attainment is
still so iow that it has not yet had an appreciable effect on woren's aodility
to take a more active role in raking fertility decisions anZ on reailistic

alternatives (o continued childoearing. Urban women, accorzing tc the
1974 Census, have & literacy rate of 32% and rural women 12.423% for an

overall rate of 14%, as compared with about 22% for the tota! population
five and over,
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TABLE 111

Reported Average Number cf Children
Born Alive tc Ever-married Wemen by

Educational level and Broad Age Groups

Educationa] Level Average Number cf Iive Births/Wcman
and Age Groups Al] areas Urban Rural
Nc School: - 3.91 3.45 3.93
Under 25 years 1.24 1.24 1.24
25-34 years 3.86 3.55 3.88
35~44 years 5.55 4.98 5.58
45 + years $.28 4.44 5.33
Primary: 3.38 3.75 3.33
Under 25 years 1.27 1.48 1.24
25-34 years 4.08 4.12 4.07
35-44 years 6.06 5.98 6.07
45 + years 6.11 5.65 6.20
Secondary & Cver: 2.58 2.89 2.37
Under 25 years 1.10 1.25 1.03
25-34 years 3.50 3.45 3.56
35-44 years 5.57 5.32 5.82
45 + years S.65 5.34 5$.93
Nct reported: 3.41 3.60 3.38
Under 25 years 1.24 1.41 1.22
25-~34 years 3.88 3.80 3.89
35-44 years 5.76 5.55 5.79
45 + years 5.50 4.93 5.61

Source: Rabbani, A K.M.G., S. D'Scuza and S. Rahman.
"1974 Census estimates cf fertility levels in
Bangladesh." Deacca, 1976.
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In 1874, only 13% cf rural girls attended schocl. With the dearth
of girls' scheols and female primary teachers, many parents withdrew
their daughters frem school when they a2pproach puberty, if they haven't
already dropped cut. Even where educaticnal facilities for girls are
avallable, little attenticn is given tc functional educaticn which might be
perceived as useful in daily life. Instead, the rural schoo! system, as
the urbzn, is criented toward preparaticr. for entry tc & following stage cf
scheeling.

In the most recent Pcpulation Census, scme ambiguity existed regard-
ing the classificaticn of wemen within the labor forece and in the hcusewife
categery. Thus, it is difficult tc determine the re2l level ¢f partdcipaticn
cf women in the eccnomic secter. In any event, women's participaticn
is nct very great. The Census estimated that cnly 2.5% of 21l wemen
were economically active, and only 4% cf women 10 years and cver partici-
pated in econcmic activity. The highest percent2age cf eccnomicaily active
wemen, 6.4%, fell intc the 10 tc 14 age group. This prcbably reflects the
use of young girls as domestic servants and as field labcrers. The per-
centage falls to 3.4% between the ages cf 15 and 64 due tc the fact that
married women have less cppcrtunity t¢ beccme eccncmically productive.

It 2lsc disregards the impcrtant contributicn ¢f women to agriculture through
their pcstharvest processing and sterage cf focodgr2ins and seed 2nd their
care of livestcek, pcultry and kitchen gardens.

The detericrating economic situation has ircnicz2lly given 2n impetus
to women's development. In the rural areas it has been nZted that a
redistributicn of 2ssets (land, animals, etc.) from lcwer to upper fnccme
groups has fcrced househcld members not previcusly engaged in economi-
cally productive activities tc be called intc service t2 help meet family
consumpticn needs. Thus, if wives cr daughters are capable <f contribut-
ing tc the family income, they are then locked upcn 2s assets and thelr
status within the family imprcves. Although the BDG is currently trying
tc meet the demand fcr mere rural schocls and for mere fem2le primery
teachers, it is particularly urgent tc provide specizlized training for the
wcmen whoe are past schocl age and fcr young village women for whom
culturelly acceptable schccls are 2s yet unav2ilable. This dces nct nece-
ssarily mean training tc be prcvided through fcrmal lteracy programs cr
even through the schocl system. Several small “grassrocts™ mrojects for
wcmen have demenstratecd that meaningful 2ncd usefu! le2aming ¢2n be pre-
vided thrcugh prcgrams cutside the fzrmal schecl system.
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Constraints t¢ Procram Efficiency

Administrative practices, crgeanizaticnal deficiencies, bureaucratic
hurdles, 2nd cther "internzl" factcrs constitute 2ncther set cf constraints
tc reaching grocram cbjectives.

1. The dec:sicn-making process has tended t- we2ken the program.
Impcriant progrem decisicns are scmetimes taken precipitcusly, with in-
sufficient anelvsis ¢f infecrmaticn, consideraticn of feasibility cr 2ssess-
ment of previcus experience. There is little -r nc discussicn with program
st2ff of pros and cons, altemative ccurses of acticn, and cltimate con-
sequences. As 2 result, the ccurse ¢f the progr2m since {ndepencence has
been erratic--markz3 by abrupt changes 2nd by bursts zf intensive activity
aimed at achieving mpressive achievement quickly. USAID belleves that
& mcre stable, ccherent program wculd result if planning and decisicn
making were cati=d cut . thrcugh 2 mcre corderly, participatcry process.

The repid . ncver ¢f perscnnel in top positicns since the first Bangla~-
deshi family pis nning program began in January 1974-- twc ministers;
three secretarie~; three jcint secretaries, cf whcem cne was on an ad interim
basis; and five chiefs, cne ad interim, =f the implementaticn crganizations,
the Family Planring Bcard and its successcr, the PCFP Direcicrate--con-
tributes to deci.izn-making problems. It has brcught not only discontinuity,
but, as in any bureaucracy, differences in perscnzal style and the desire of
many administrators tc leave their individual marks on the program 2nd tc
clzim credit fcr achievement in 2 reiatively prief pericd. Such psychclcgical
needs are cften inccnsistent with the careful building of the sclid, stable
proegram structure which is essentia] for 2 sustained, high-quality effcrt
cver many decades.

2. Perscnnel prcblems continue to plague the program. The program
is heir tc a legacy <f several categeries 2f perscnnel--these from the
Pakistani naticnal gcvernment service system, from the provincial system,
and frcm the "tempcrary” autoncmcus family planning crganizaticn, ng
the latter are the experienced, well-trained family planning prcfessicnals
whc, under present regulaticns, are nct credited with senicrity for mcre
than a decade of service as tempcrary emplcyees. Thus, highly qualified
perscns are assigned tc responsible positicns on 2 temporary basis,
withcut the jcb security, status cr salary they merit. Althcugh much prc-
gress has been made in filling the PCFP Directcrate pcsiticns, the majority
cf such eppointments are nct regularized and permanent. Understandably,
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8 serious morale problem impedes program progress. For the sake of
equity anc for the good of the program, & formule needs tc be worked out
to rationalize the merger of these three categories intc a2 single permanent
personnel structure.

Another sericus personnel problem is rigidity in application of the
seniority criterion in posting staff. Merit and technical qualifications
for positions appear to be larcely disregarded, The result is assignment
of persons incompetent to carry out their tasks and waste of existing
talent and experience. The urgency of the population problem justifies
measures that ensure that the best qualified pecple will be placed ir these
jobs.

3. Cther program constraints have been referred to earlier:

a. Training of the field workers is still inadequate to thelr tasks
of providing correct infcrmation about contraceptives, com-
batting rumors, and providing follow-up services,

b. Program administraetors cannot yet obtain the administrative
intelligence they need from service statistics. The need for
regular, reliable information on what {s going on in the program
is urgent, as is the need for capacity to analyze these data
for problem {dentification and corrective action.

c. A simple, potentially effective supply system has beern designed
and is in partial operation. Previously no information was avai-
lable on amounts and location of supplies in country. Moaore
training of thana- and field-level staff is needed to make the
system for management and accountability of supplies fully
functional. Staffing actions at national level have still not
been taken which would ensure the kind anc number of officers
who have the competence, authority and support of program
administrators to maintain the system. This problem will
become more acute with the introduction of the complex array
of supply items needed for MCH and sterilization services.
Accountability, timely and adequate resupply to service delivery
points, and rational projections of future supply needs depend
upon establishment of a reliable supply system.
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d. No supervision of FWAs, FPAs and TWVs exists, for all prac-
tical purposes, ancd no plan under discussiocn woulc address
this problem adequately. This has serious consecuences on
several levels. Program administrators, from the thana level
up, need to know what these workers are doing. Such informe-
tion is not routinely aveilable now. Workers whe are new in
their jobs and insecure in their knowledge neec considerable
practical help and the knowledge that the:- and their work are
valued. Furthermore, as pioneers in opening new ogportunities
for women in a still hostile environment, FWAs need 2 great
deal of supportive supervision., If they were to fail, the women's
movement as well as the MCH/FP program would suffer. Finally,
there have been recent indications that acceptor targets will be
imposed on individual weorkers and administrative units, together
with & system of penalties and rewards. The risk of abuses
inherent in)such an action greatly multiplies the need for the
control funftion of supervision many fold. If adoption of family
planning is to remain entirely voluntary, and if program adminis-
trators are to receive reliable information on progrem performance,
surveillance of workers and case records woulc have t¢ be mare
intensive and efficient than is possible under any measures yet
contemplated.

€. The export of trained medical personnel, particularly doctors
and nurses, has reached such critical levels that it threatens
the success of both health and family planning grograms, unless
remaining personnel are more strategically deployed and utili-
zed. This problem, as it relates to doctors, was mentioned
earlier. Bangladesh has one of the lowest nurse-population
ratios in the world, yet there are more senior staff nurses deputed -
to the Middle East than remain in country. Cnly 273 out of 408
sanctioned posts for medical professors are filled, yet ¢l pro-
fessors have left for fcreign employment. Nineteen out of 30
recently trained FWV triiners have left 2u-ing the last eighteen
months. The Government would do well tc reexamine its needs
angd priorities.

The Relationship Between Health and Population

The reletdonship between health ancd family planning has been a diffi-
cult problem area for the Bangladesh Govermment. From 1960 to 1965,
family planning was the responsibility of the health services. After 1966,
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it was separated from Bealth and put under the direction of the speciaily
created autonomous body, the Family Planning Board. During 1974, for

the period of one year, health and population were again integrated.

Feeling that the population activities of heaith personnei did ncot receive
adequate priority, the BDG once again separatec Population &om Health,
this time combining it with maternal and child health services. For nearly

a year, Health and PCFP were under different Presidential Advisors, although
this position has recently been rectified. While the problem cf lack of a
unified viewpoint at the top may have been resoclved, many problems

remain, ‘

This historiczl development has left a territorial mentality among both
population and health personnel, reinforcec by 2 perceptible zero-sum
strain in the national character. Furthermore, both hez2lth and pcpulation
people appear to have a narrow, compartmentalized concept of their res-
pective areas of responsibility. Hezlth personnel, still largely curative
or disease-oriented in their bias, do not commonly regard fregnancy
counselling as a normal and essential aspect of gooc health care. Family
planning personnel are generally not aware of family planning as a power-
ful public health measure. Thus, the ccmplementarity and interdependence
of these aspects of total family welfare tend to be lost in jurisdictional
disputes and dissension over semantics and policy at senior levels.

At the moment, the disputed issue of the allocation of responsibility
for maternal and child health services is being raised acair. This is par-
ticularly unfortunste and, in fact, should be a nonissue. In the past,

MCH services were virtually nonexistent and did not reach the rural popula~-
tion at all. For cultur2] reasons, such services must be jelivered by
women. It is only the PCFP Division which has women Held workers in
‘rural areas and women paramedics with MCE/FP training, and the subject
matter of MCE presents natural entry points for family planning counsell-
ing. The linkage of MCE with family planning, therefore, seems logical.

At present, there are some points of cooperation between the two
divisions. The thana health complexes and rural health centers, where
they exist, provide accommodation for the MCH/FP clinics. The union-
level clinics, to be constructed under the aegis of the PCFP Division,
will accommodate both the Health Division's Medical Assistants and
Population's FWVs. Instructors in the FWV treining institutes are being
trained in the College of Nursing. Sterilization services are to be pro-
vided mainly by doctors of the Health Division, althouch the majority are
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unwilling to do so without extra remuneration. A propeszl is under dis-
cussion in the Government to establish a single cadre of doctars in govern-
ment service, eliminating the distinction between "Eealth" doctors and
"Family Planning” doctors. This would make it possible to designate medi-
cal officers as MCE/FP doctors without their losing career advancement
opportunities available to doctors empioyed by the Eealth Division. Such
a move would help to ensure availabilty of doctors for sterilization ser-
vices and would strengthen technical supervision c¢f MCH/FP paramedics
and field workers. It would also require wholehearted cooperation between
Health and Population regarding essignments, cuties anc remuneration.

Another positive effort towards cooperation was the inclusion of popula-
tion-related health problems in the recently completed Country Hea2lth
Program, prepared as the first part of the health plan tc 1985. The plan-
ning team included Population representation at both the working 2ng the
steering committee levels. The draft Population Plan unfortunately did
not include Health participation; therefore, the coordinated program implied
in the health plan is not considered in the population plan.

Primary health care and family planning services for the rurzl popula-
tion are both in & rudimentary stage. At the moment, the degree of co-
ordination between Population's FWAs 2ncd FPAs ancd He2lth's r'wWs s ill
defined anc their assignecd functions do not make slanned, coordinated
programs. Similarly, the relationship between FWVs anc Medical Assis-
tants, both to be assigned to union clinics, needs to be defined.

At the field level, a focus on objectives anc the complementary
nature of the technical content of their jobs should ensure that personncl
of the two Divisions could work out constructive, cooperative relationships.
Shared trzining, for a portion of their courses, between FWAs anc FPAs,
on the one hand, and FWWs, on the other, and between FWVs 2né Medical
Assistants might facilitate such 3 team spirit 2nd mutu2l] understanding.

However, a salutary relationship between hezlth 2nd population acti-
vities will in the end depencd on the will of the senior cfficials, their
readiness to analyze problems individually on 8 techniczl level 2nd to
select solutions beneficial to both population 2nd he2lth perspectives, 2nd
on the establishment of an effective management system linking the two
services in an appropriate manner while ensuring proper balance anc focus.
Since much of the population 2ctivity is tc be done by he2lth personnel and
rhysical facilities are shared, it is important th2t the supporting manage-
ment system contribute to cooperation rather than encourage Zisruptive
conflicts.



40
II. MISSION ASSESSMENT CF BANGLADESH'S DEMOGRAPEIC GCALS )

The most clearcut statement of the Bangladesh Government's demographic
goal is found in [x. M. Ibrahim's speech before the December 1976 meeting
of the World Population Society in Washington and since published by the BDG.
"1yrBangladesh is now aiming at reducing the annual growth rate to 2.0 percent
by 1980, and achieving a Net Reproduction Rate (NRR) of one by 1985..." Clearly
this is one of the most ambiticus demographic goals ever established by a country.
It reflects Government leaders' understanding that, without a dramatic decline in
the growth rate in the near future, the human population will soon outstrip the
country's carrying capacity.

On the basis of this demographic goal, the Government has calculated
targets for the crude birth rate, the total fertility rate, and prevalence rate of
contraception in order to achieve a 2.0 percent growth rate by 198C, and a 0.93
percent growth rate by 1985, (See Table I). Preliminary and as yet unpublished
estimates from the Bangladesh Pertility Survey put the NRR at approxdmately 2.8
in late 1975. If we accept that figure, then a decline in the NRR from 2.8 t0 1.0
by 1985 would represent a fertility decline of 64.3 percent over 2 period of ten
years, an average decline of 6.4 percent per annum for the decade. The Crude
Birth Rate, currently estimated by the BDG to be 44 per thousand, will have to
{21l by 60% to 17,39 per thousand by 1985 tc meet the stated demographic goal
(See Section I, B for a detailed accounting of the demographic goal).

Assessment of the Goal

A useful way of approaching the question of whether or not the Bangladesh
demographic goal is feasible is to compare it with the experience of countries
which have registered the most rapid fertility declines in recent years. Accerding
to McNamaral, the largest fertflity decline registered in recent years was
Singapore’s 55 percent between 1955 and 1974, Other countries which are generally
regarded as having achieved dramatic fertility declines in recent years (all of
which have also had vigarous family planning programs) are Colombia, Ceosta Rica,
Chile, Taiwan, Korea and Thailand. According to McNamara's figures, their
1955-74 percentage declines were as follows: Colombia -25 percent; Costa
Rica -42 percent; Chile -33 percent; Taiwan -47 percent; Karea -30 percent; and
Thailand -25 percent.

1 Robert S. McNamara, "Address to the Massachusetts Institute of
Technology, " (Warld Bank, 1977), page 17.

* Dr. Ibrahim was rerlaced as Presidentjal Advisor for Health anc Pepulation
by Dr. Badruddoza Chowchury in December, 1977
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. . Locking at more recent dat2, frackett anc Ravenhoi? have calculoted .
recent fertility declines in these same countries {excluding Singapcre) as follows:
Colombia -33 percent in six years; Costa Rica ~38,5 percert in nine years;

Chile -23.4 percent in seven years; Talwan -37.5 percent in ten years; Korea -17.8
percent in ten years; and Thailand -15.9 percent in eight years. China, the world's
greatest demographic unknown, is generally acknowledged to heve achieved
dramatic fertility decline in recent years. By far the mos? optimistic estimates of
this decline are Ravenholt's. According tc his estimate, China realized & 6] percent
fertility decline in the 11 vears betwe=2n 1564 and 1975 aad a 57 pescent decline in
the seven years between 1963 and 19/3. Vary few demcgrazhers ere in agreement
with Ravenholt's estimate of @ 1975 CBR of 14, Most put the present CER in the
20's. If they are right, China's fertllity decline since 1368 {using Ravenholt's 1968
estimate) would be on the order of 20 to 30 percent.

Even {f one accepts Ravenholtl's China estmates, it is clear that nc county
in the warld has achieved a fertility decline of 60 percent in seven years--Bangla-
desh's goal, FRurthermcre, every one of those counties wihich has vndergone
substantal fertility decline in recent years exhikits one o more developmental
characteristics not found in Banglacdesh. All have literacy rates which are orders
of magnitude higher then Bangladesh's 22 percent. All have sudbstandally higher
incomes per capita. All have fa- higher proporticas of girls enrolled in schoel.

Al are far more highly wbanized. And most have errperienced relatively sustained
economic development thrcugiout the pericd of rapid fertility decline.

Let us assume that the Government of Rangladesh will be capable of
mounting what proves to be a highly effective Izmily planning pregram. Such
a program would involve many of the following eiements: 2 Lighly effective
system cof mass and interpersonal communicaticn on the benefizs and means of
limiting fertility; developing community suppcn for the =2l family norm;
integration of fomily planning and MCE services; 222 improved toining and
motivation of workers in the delivery of conTaceptive services. Such 2 program
might be comparable with Indonesia‘'s T2va-B2li mrogram which is often cited as 2
model of effective family planning., Unfortunstely, published catr on fertility in
Java and Bali are not availcble ior recent vears, However, informal and preliminary
estimates froia the recent World Fer:U-tv Swvev activisr n Indonesia sugges:
that the decline in fertility over the paci five 10 seven yzars {roughly the period
of vigarous family planning activity) may be as high as 35 percent. X so, ndcnesia
would join the company of such highiy successiul ccuntries as Cclombiz, Costa
Rica and Tajwan.

2 James W. Brackett and R.T. Ravenhelt, "World Tertility, 1876: an Analysis
of Data Sources and Trends," Populaticon Repcris, Sexries J, No. 12,
November 1976", page J-215.
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The Indonesian program represents not only an effective service delivery
system but also 2 high degree of political pressure and suppcrt, widespread
community involvement, and a highly effective mass mecia and interpersonal
communication campaign--all elements of Bangladesh's stated aspirations and
intentions. Like Bangladesh, Java is Muslim., Per capita income, while higher
than that in Bangladesh, is substantially lower than it {s in the other countries
which have achieved fertility declines of over 30 percent during the past decade.
Population density is very high. Literacy is considerably hicher in Java than it is
in Bangladesh. OQOur point is that while lessons can be learned from the experience
of other countries with similar o dissimilar backgrounds we dc not yet khow what
are the upper ldmits in fertility reducticn a country can achieve over a short period
of time by family planning and associated supporting activitics alone.

The history of family planning efforts in Bangladesh does not encourage
optimism for the prospects of fertility decline. Of the 30 developing countries
reviewed by McNamara, Bangladesh is one of only two (the other is Nigeria) which '
have registered no decline in the crude birth rate over the past 20 years. Even
Pakistan, with its dismal reccard, registered a2 five percent decline by McNamara's -
reckoning. According to Brackett anc Ravenholt, the tota] fertility rate in Bangladesh
registered a small increase (from 6.9 to 7.1) between 1962 and 1874, Yet during
the earlier part of this period, Pakistan (of which Bangladesh was then a part) had
cne of the werld’'s larger and more active family planning programs. We are not
attempting to argue here that family planning programs have never been effectively
administered or implemented in Bangladesh, only that the history of family planning
programs is not cause for great optimism.

Considerable attenticn has been given in recent years to the demographic
impact of programs in the other development sectors. Of particular importance,
according tc studies in many countries, are education, employment, infant and
child mertality, income distribution, and age at marriage. Clearly the Government
believes that activities in the areas cf education anc age at marriage can play a
significant rcle in stimulating smaller family norms. While the Missicn is persuaded
that overall development, particularly in the health, educaticn, and employment
sectors is of great impoartance, we are dubious that even substantial changes in such
variables as levels of female education, infant and chilé mortality rates, levels of
female employment, income distribution, or age at marriage will produce significant
changes in fertility curing the seven vear period covered by the Government's plan
and this paper. No doubt substantial progress with respect tc these variables would
preduce major fertility reducticns before the end of the century but ncne cf this
reduction is likely tc show up in less than ten years even if today there were
dramatic increases in female primary education, dramatic declines in infant and
child mortality rates, a2 majcr increase in the age at marriage, impcertant increases
in female employment rates, and large increases in per capita income, especially
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2inonc the largely cr::cge*.ecus rurz]! s 2sses. Y hile this conciusion coes noe
imply that the .issicn will mccify its 2poreach to rurz! develcpment, it dces
sucgest thz2t the ‘ertihty consecuences cf even 2 hichly successiul rural
developrent stratesy will not be felt before the populaticn ¢f 3anglzZesh h2s
crown by 3 very substantiz] nargin, In other words, even optimistic assump-
tions abcut the presoects for socizl ans eccnoimnic develepment cznnct inerelse’
- our cptimism th2t in the short-term eccnomic cevelopment will have 3 maior
rele in contributing to fertility recuctions.

-

J.l

Vhen viewed 2g2inst the experience of fertility declines in cther
developing countries, the less than successiul 2ttempts 2t reducing fertility
when Bancladesh w2s part of P2kistan, 2n¢ the not toc ,.ro'“.-sinc impact on
fertility of the cther develcpment 2ctivities in the Rangladesh context {3t
lezst in the next seven vears), the prospects of recucing fer* ity or the
scale called for under the Covernnient's statec dermographic o2l 2re not very
promising.

At the same time, there 2re impcnderzbles in the Bancizdesh situztion
which render historical precedents of only lirited value In 3ssessing vwhat is
pcssible. 3angladesh's population size, censity and ¢rowth rate, its lack
of the safety valve of significant unsettled or sparsely settlec are2s, 2nd
lack of resources for ez2rly cre2tion cf 3 highly industri2l or cormercia!l
econcmy--this combination ¢f factors is withcut para2ilel 2mcng majer natic
Much h2s been written about development-fertility and eguity-fertility relz don-
ships. 3ut little is known 2bcut the effect of extreme 2nc sprezding poveny
on fertility behavior 2t the individuzl or the sccietz] level

Forty-nine percent of the rurzl pcpulztion 2re functicnaliy 1z2ndless;
th2t is, they own less than cne-~h2lf 2cre of 13nd other than horeste2Z. The
balance of the rural populaticn hold, on the averzge, less than three 2cres
of land per family. It is estimated th2t forty-twc percent cf the labor ferce
are unemployed or underemployed. In the next ten years, 2beout five million
additional perscns will enter the agricultur2l labor force 2lone.

There is considerzble dispute amrong economic democraphers abcut the
fertility effect of risinc incomes. fome evidence exists 12 suppert the
prcposition that 2s incomes rise slightly 3above subsistence, fertility
rises. Cther evidence suggests that income levels are less imponant
than the distributicn cf income in society, 2nc thzt eguzlization of
income distribution (zlcnc with cencear ut nt improvements in geners
access to socizl and econornic cppertunity) is associztes with cecl-::mg
fertilis
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How great does the threat of catastrophe have to be before a society's
instinct for self-preservation overrules individual choices ?

There are hopeful signs of recent social changes favoring lower fertility.
Many observers are convinced that exdsting demand for family planning services
exceeds the Government's present capacity to meet it. Reports of prevalence
of contraceptive use rates from a variety of voluntary agency programs and
governmental experimental projects support this view. With continuing-user
rates in the range of 25 to 40%, it may be that some communities are approaching
the critical mass of social sanction of contraceptive use needed to influence
late adopters. There are many anecdotal accounts of individual opinions and
actions which, in the aggregate, lend credence to the contention that conditions
are right for a rapid reduction in fertility. While one must guard against the
temptation to generalize from individual cases, the fact is that such reports were
unheard of as recently as independence,

Some of the still preliminary findings ¢of the Bangladesh Fertility Survey
for which fieldwork was carried out in late 1975 and early 1876 are of interest
in this regard:

- 8l.8 percent of the respondents had heard of family planning methods;

- 67.8 percent said they either did not want their last pregnancy or wanted
ne additional children;

- the mean number of children ever born to ever-married women is 4.0;
mean currently living is 3.0;

- 13.0 percent of the respondents had at some time usec a method of
contraception;

- 10.0 percent who had no education, 21.1 percent of these with primary
education, and 37.9 percent of those with higher education had ever used
cantraception;

- 8.6 percent of women currently exposed to risk of pregnancy reported
current use of contraception; of those, 5.5 percent reported use of 8 modern,
effective method;

- 7.4 percent of the respondents at risk and with no education, 14.2 percent
with primary education, and 27.2 with secondary or higher education
reported current use of 28 modern, effective methoc of contraception.
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- What emerges from all this is a mixed picture: lack of histcrical precedeni
for a fertility decline on the scale represented by the Covernment's target,
family planning program failure in the past, the heavy baggage of traditionalism
and poverty, yet small signs of promise and hope in a few comers of the country.
This review of the past and present in Bangladesh and the recent histoary of

fertility decline in other countries brings us to the gquestion of what the Mission
believes is possible in Bangladesh.

We regard the Government's target as overly optimistic--as unachievable
given the present policy and program characteristics and the Government's
seven-year strategy. In this regarcd it should be pointed out that setting an

unrealistically high goal carries the risk of undesirable, unintended con-
sequences.

- If the national target, apperticned among subordinate units and warkers,
is regarded by them as impossible, staff become disheartened and
frustrated. They may give up, or they may falsify reports, thus denying
program administrators reliable information on program performance.

- Similarly, a large gap between performance and a widely publicized
goal usually results in a discredited program. This has a number of long-
lasting deletericus effects: on political suppert, budget allocations,
donor interest, public opinion and staff morale.

~ If achievements appear to be Inadequate to reach the goal, pressures are
introduced which may impe!l the program into unproductive crash efforts or
implicit coercion out of 3 sense of urgency or to vindicate selection of
of the goal.

- Population projections based on the assumption of NRR=1 by 1985 give
national planners a dubious base on which to project such requirements
as foodgrains, jobs, and social services. Reliance on achievement of
a questionable goal, for national planning purposes, may lead to a
serious underestimation of 2 host of other, related problems.

Although it is difficult to quantify what can be achieved in the seven shaort
years under consideration, our best estimate of what can be accomplished is
the achievement of @ contraceptive prevalence rate in the renge of 35 to 40%.
We believe that this can be accomplished, only if the Government institutes
the changes we regard are absolutely fundamental to make the program function
at its full potential. (See Section IV). The achievement of a prevalence rate
on this scale would be/nonumental accomplishment for Bangladesh. Neverthe- /a
less, it can be done if the Government, which has recognized the seriousness
of its demographic situation, acts decisively and quickly.
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What would be the expected impact on fertility from a 35 to 4C% prevalerice
rate ? Estimation of fertility decline from prevalence data requires, inter alia,
assumptions about use effectiveness of contraceptive methods-~infcrmation which
is not aveilable in Bangladesh. However, the Government's seven year plan
calls for empbasizing the use of theoretically more effective methods, such as
voluntary sterilization, the pill, the IUD, andé Depo-Provera. If use of these
methods increases, supported by corect informatdon on proper use and good
foliow-up and backed up with mare readily available MR services, we believe the
CBR will fall below 30/1000, a drop of about 34% in fertility. This would place
Bangladesh on the list of developing countries which have achieved significant
fertility declines over short periods of time.

It is impossible at this time to predict what the annual population growth
rate will be in the context of a 34% decrease in fertility since we have no ide2
how quickly the CDR will fall during this same period. We do believe that
unless greater progress is made in developing 2 primary health care program,
especijally one which provides at least rudimentary MCH services, 2 CDR decline
on the scale projected by the Government in Table I will not occur.

We want to emphasize that our assessment of a re2asonable expectation of
achievement in so short a time period does not mean that the Government's
demographic goal of a Net Reproduction Rate of One should be abandoned. We
endorse the Joint IBRD/UNFPA/AID Missions recommendation that the Government
monitor the achievement of the expanded program closely during the interim
1978-80 period. The experience during this time would provide the baseline
data needed to determine 2 more realistic time frame for the achievement of NRR
of One.

In the following Section we outline what we believe the Government will
have to do to achieve & prevalence figure in the 35 to 40% range, and in Section V
we discuss whnt we propose to do to assist the Government in this ambitious,
but achievable goal.

IV. PROGRAM IMPLICATIONS OF THE DEMOGRAPHIC GOAL

This section includes an assessment of what in our view would be required,
{f not to reach replacement-level fertility in seven years, (which we have judged
unlikely) at least to bring about an increase in contraceptive prevalence to
around 35 to 40%. We will deseribesome of the most important actions and
conditions necessary to make the Population Contrel and Family Planning Program
function at its full potential under its present policy guidelines ancé strategy
design. We will then discuss additional measures which might be considered
and, Hnally, more extreme actions which, aithough antithetical to present
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policies and political realities, may become necessary if achievement of the
Government's goal is considered imperative or if populaticn pressure becomes too
great. USAID believes that it would be advisable to give the present program
strategy a fair chance to demonstrate the extent of its efficacy befcre mare
drastic approaches are attempted.

Present Policlies and Strategy

Wwhat will have to be done to maximize the effectiveness of the program
as it is presently designed ? The Government has undertaken to direct a social
change of enormous proportions. The majority of families are being asked to adopt
untraditional, unfamiliar practices. Under the policy that acdoption of family
planning practice must be entirely voluntary and free £om coercion, this means
that millions of couples must feel convinced that their best interests lie in having
2 small completed family. This implies several things for the program and the way
in which it is carried out.

The decisions must come from the people; telling them what to think anc do
is not sufficient. In no other way can a great social change come about
voluntarily, The people must have confidence in the program. They must have
belief in the competence of the service deliverers and in the safety of the services.
They must be able to recelve services without loss of dignity. They must believe
that the services are offered to benefit them, not primarily tc benefit the program
werkers. And they must know that their neighbors approve of their actions.

Specifically, the program implications of a2 goal of raising the prevealence of
use by as much as four times its present level and of the selected strategy to
reach the goal include the following:

1. The Government plan speaks of the necessity of enlisting the support
and involvement of community leaders. Two points should be made, by way of
background. Villages in Bangladesh are rarely, if ever, the unified, close-knit
communities commonly found in East and Southeast Asfa. The settlement pattern
is more dispersed, and villages are frequently split inte factions in conflict with
each other. Recognizing the limitations of generalizations, one may s2y that a
sense of community extends beyond the extended family only in certain circums-
tances~-~for example, In case of membership in mosques of varicus Islamic sects,
or in the event of an external threat or challenge to the safety or the prestige of
the entire village. The second point concerns leadership. The readily identified
"community leaders” are usually men whose power base is land ownership or
other wealth. Many of them maintain a feudal relationship with the poor majority
and use their leadership position in an exploitative way.

We agree that the support of such leaders may be important to the program's
success. However, other channels are needed to stimulate the extensive
individual behavior change and the degree of social support required for the program
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to affect fertility. Although no well-developed radidon of commurnity action
to solve common problems exists in Bangladesh beyond the sxtended family,

we see the development of such involvement and action as criticz. to achieving
widespread practice of contraception.

Government programs to bring about community accepiance of new ideas
and practices in any sector often rely on abrupt and sometimes :mpersonal
attempts to impose such innovations from above--e.g. through exhortations,
speeches to groups, and assigning responsibility to unjon councils. Such programs
have had only limited success in introducing changes, however, and do not appear
now to be the most promising way to convince the vast mainri~v cf people that
their common and individual best interests lie in siowing popuiztion growth and
in limiting the size of their own families.

Several isolated instances in which community workers in Rangladesh have
stimulated community understanding and action in develcpmert programs suggest
an approach for community family planning workers. In these caszs, workers have
served as catalytic agents to spark community discussion of prohems, reflection
on the causes and consequences of the particular situation, ¢nc reaching of their
own conclusions and action plans. Through this gradual proc=-ss, the people
in these villages have decided that having toc many children ; : 2 problem, linked
with many other problems, and they have brought about signif.cant reductions in
fertility in a2 short time.

Following this approach, the Bangladesh Government should provide family
planning field warkers and administrators training in understa..2ing human
behavicr and in communication and human relations skills. This would equip
the warkers with the attitudes and skills needed to enable communities to arrive
at understandings and decisions which lead to action.

2. Another essential condition for achieving a four fold increase in
prevalence is 3 service program which has earned the trust 2and confidence of the
people. One characteristic of such 2 program is good administrationn. The process
of planning will need to be greatly improvecd., The PCFP Divis'on is fully aware that ! -
the recently written two~year and five-year plans are preliminary drafts. At present,
these plans are little more than statements of intent--a description of where the
program should be in seven years. The steps required to get there-~-the chain of
interdependent actions, the resources required, and when--hzve not yet been
thought through and described. All elements of the arganization need to be
integrated into this process. Because of the interrelatsdness of their substantive
agreas and the interdependencies at every level, the Health Division should
participate with the PCFP Division in this planning process. The BDG should
consider using the two-year Approach Plan period to develop its management
control system in order to produce a first-rate Second Five Year Plan and 2 strong,
well-functioning program of family planning information and services. Such an °
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approach would address the full range of elements uf administradon. Some of
these we have already identified as present weaknesses; we will reiterate
them because an effective program is not possible without them.

a, The several organizational units must be given authority commensurate
with their as signed responsibilities.

b, Lateral and verticel communicaticn channels need t¢c be opened and
used to avoid the present situativn of organizational units' operating
in a vacuum, duplicating effort, and striving for status through deni~
gration¢f each other.

c. Introduction of those elements of supervision of field staff which give
technical support and on-the-job staff raining must be undertaken.

d. Training should be recognized as a specialized skill. A cacdre of
trainers needs to be developed who have been trained in educational
and training methodology. They should be rotated between training
and {field supervisory assignments so they understanc the training
needs of their rainees and can evaluate their training.

e. In addition to human-relations and communication skills, field workers
need to be much more secure in their grasp of MCH/FP knowledge.

f. Management information systems must be greatly improved, and
managers at every level need to learn how to use such information
for preblem identification and corective action.

g. Personnel policies should ensure equitable employment conditions and
assignments on the basis of qualifications.

3. Ancther characteristic of a8 program which merits the confidence of the
people is integrity. It must be fee of any hint of corruption. In this regard,
we believe the Government should reexamine its use of targets in the program,
Quantified objectives serve a8 useful purpose in planning, badgeting and evaluation.
When they are apportioned among individual workers, and especially when they
are combined with promises of reward and threats of penalties, cbvious dangers
are introduced which may work to the detriment of the program in the long run.
Such a use of targets also creates a situation of unhealthy competition among
PCFP Division warkers and those of other ministries and voluntary agencies in
which one worker's gain of 2 client is all other worker's loss. A cooperative team
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spirit is unlikely tc flourisn in such circumstances. Ancther negaty
consecuence is that targets, as presently ZiscusseZ, place :~cre gre:n iuu

on recruitinc new accepicrs than cn xeepinc accepters in the pregram as
continuing users. Severel stucies have fcund 2 sicnificant leve: cf inproper
use of pills anc condorn.s anc resultant high dropout rates. fcmre small
projects, on the other hand, have fcund that hi¢h continuaticn rates can oe
achievec by intensive follow-up by kncwlecceanle workers in the first few
months after adoption. For preventing 2irths, the procgram anc the field
workers would dc well to emphesize centinuatien.

4. The BDC draft plan includes 3 procposal toc make menstrual
regulation services more widely availaple without waitinge for a change In
the restrictive but unenforcec abortion law. It is known Scm hospital
physicians anc rural health workers that there is consideradlie cemanc for
abortions anc that, under present ccnditions, abcriicns constitcte 2 sjgni-
ficant public health problem. “hile increasec use of safe menstusl regula-
tion services may nct, in anc of itself, leacd toc an increase in contraceptive
prevalence, it vill have an impact on reducing fertility, 2n< thus is men-
tioned here.

S. Volunatry sterilization services must be prcviZed throcuchout the
countTy to responcd to the existing demand for these services., ZIvidence of
the cemand is clear wherever services have been made available. In the
Covernment's sterilization campaign in 185 thanas in early 1977, fcr example,
7€,000 procedures were performec~-surpassing the target of ¢0,000 by more
than 2% percent--anc at least as many pctential acceptors 2re saic tc have
been turned away because of the scarc*ty of facilities 2nc time. rrivate
organizations and government ciinics that reguiarly cffer sterilizaticn
services report @ steacdy demand that matches a3nc frecuently exceecs the
supply.

The 3angladesh Government should continue tc sevelep 3 cempre-
hensive long-term pian which both establishes 2nc sustains :‘ne wighest
possibde quality of services. Tounseling must be deveicped to zuarantee
clients’ m#.rmed consent.

i Targets have worked very well in severz! cf the countries ¢f E2st Asia
but have been subject tc consicerable abuse in Fakistan 2nd Bangladesh
{then East Pakistan) in the past. e believe that targets may be
appropriate at such time 3s the 3DC is 2ble te build 2 strong manage-
ment system anc full accountability intc the Zeliverv of Zfielc services.



51

Facilities and trained doctors are needed to make voluntary sterilization -
services avallakle in every thana., Approximately 400 medical facilitics now
exist which can cifer sterilization services or which can be equipped and staffed
to do so. These include governmental, armed forces, police, railway, industriz],
and private-sector institutions. With the construction and staffing of additicnal
thana health complexes in nral thanas, this number will increase to over 500.
This action, however, is not expectad to be completec before 1985. In the
meantime, fifteen mobile stertiization teams have been sanctioned to serve thanas
without surgical facilities. The Government estimates that 500 trained doctors
are needed to provide services at these facilities.

The Mission believes that the 500 facilities and 500 physicians specified
in the Government's plen are theoretically sufficient to ensure the availability
of voluntary sterilization services throughout the country. However, considerable
additional thought needs to be given to planning the most effaective geographical
distribution of the centers and, in particular, to resolving difficulties of recrulting
doctors for these positions. Although the amount of physician time required by
the voluntary sterilization plan should not seriocusly strain the country's medical
resources, past experience suggests that problems 2re likely to arise because
of the export of Bangladeshi doctoars to other countries ancd the undesirability of
service for the PCFP Division in rural areas. The negative effect of the export
of doctors on sterilization services, per se, is principally in the interTuption of
services in specific localities by creation of vecancies which are often not flled
quickly, and in the loss of the investment in specizl training.

Only the BDG can make the decisions which will ensure adequatc avail-
ability of medical manpower far voluntary sterilizations and technical supervision
of MCH/TP services.

Early action is needed by the Government on the proposal to create a single
cadre of doctors, subject to deputation t¢ MCH/FP duty without loss of career
opportunities. Conditions of employment, remuneration, training cpportunities,
linkage of MCH/FP service with conditions for employment abroad, and places of
posting are 21l subjects which will need to be jointly considered by the Health
and the PCFP Divisions. The Govecrument should also weigh the possibility of
extending {ts scarce medical expertise by experimenting with the use of paramedics
to perform vasectomices under qualified medical supervision.

6. It seems obvicus that family-size limitation must seem raticnal tc
families, o ven thelr circumstances anc their perceptions of realistic options.
While the dynamics of the relationships are not fully understood, there is
increasing evidence that equitable distribution cf the bencfits of development
and access tc social services are associated with fertility ceclines. It is
therefcre incumbent upon the Government to pursue the goals of: 2) creation of
off-farm job opportunities, particularly Sor women. <™ - b) reducing the
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deprivetion of the poor; ¢) reising literacy rates; ¢é) improving hezlth and
nutriticn and lowering infent 2nd child mertality; and €) imprceving the status

of women,

Additionz] Measures

While the Mission belleves that 2 prevalence rate in the range ¢of 35 to
40% can be echieved by 1985 under the program conditicns outlined immediately
above, we cannot ignore the fact that the Government has set far more ambitious
targets for itself. What follows is a discussion of the measures which we believe
may be necessary if the Government is to accomplish the official goai cf
replacement level fertility by 1985. Furthermcre, we believe that some of
these measures mey be required after a prevalence rate cf 35 tc 40% has been
achieved, depending upon how rapidly the Government wishes to achiesve its
mcre ambitious goal.

Incentives - There hes been considerable debate about the use of varicus types

cf rewards 2s incentives tc individuals tc either limit their fertility or to dellver
family planning services more effectively. Proponents have argued that incentives
are a2 time-honorec means of promoting behavior modification. There are, of course,
ccuntiess examples of ways in which incentives, particulariy mcnetery incentives,
have produced important behavicral changes in all societies, especially capitalist
ocnes, These propcnents argue that an effective wey of changing individual

fertility behavior is tc pay pecple not t2 have children. On the field werker side,

it is argued very simply that fieldwcrkers (or cther deliverers cf services) are

likely to perform best to the cxtent that they recelve rewards for actual perfarmance.

Critics cf incentives base their oppcsition ¢n three majcr arguments, First,
there are those whoe argue that, as far as acceptor incentives are concerned, they
are not necessary because “"demand" for family planning services {and hence,
fertility control) already exists. Al that is necessary is to effectively deliver
services and ccntraceptive commodities~~tc achieve availability. A second
argument holds that both acceptor and fieldworker incentlves are difficult to
administer, especially in develcping countries, ancd that they tend tc lead to
corruption. The third anti-incentives argument ccntends that, depending cn thefr
form, acceptor incentives can be coercive - that they represent 2 fam of bribery
in which the bribe may be so attractive that the perscn being cffered the bribe has
nc effective choice but to accept it. Furthermcre, the pocrer the perscn the mcre
the incentive can be seen as 2 bribe.

In the case cf Bangladesh, the Missicn believ e *hat befare
incentives can be effectively administered, the present 2nd potenti2l demancd fcr
family planning services shculd be filled. The Missicn believes this potential



cemand is 1ar-e. Im 3Zciticn tec the 2212 penerstec £oo0 the 537%, scme Chrig-
tian Fealth Carz Froject extensicn 3ress repcrt preva.ence ¢f contrzceptive
US€E 3§ high 2s 507, Inform3! 2ccounts of the ZPC 2nC the Self Feliant villages
indicate that nct cnls h2s prevalence increased dramaucally but that fertjlity
has decreasec sharpiy. Nc evidence is yet 2vaiiable, but the 3angladesh

Institute of DCeveloprent Stucies {s currently develeping 2 study 1o examine
the impact cf these ciforts.

The 5.isczicn pelieves that in the face cf these sm2il Sut premising signs
cof demanc, it - ouid not make 2éministrative or financi2l sernse tc begin large-
sc2le incentives/zrograms 3t this time, Cnce 2 high guality f2mily zlanning
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program is in glacs 3gainst which effective Zemz2nc c2n be mez2sured, this first

arcument ma2y not -2 so persu2sive, 2nc incentives may 2ppear to be mere
appropriate than thev 2ppesr to be now.

The second 2rgument is %C US €EVEDR T°CTe persuasive. Cermepticen is net
unknown in 3angiadesh. There i{s no doubt that certzir kinds of incentives
schemes would reores znt 3n enormous ter-ptaticn tc comrupt or commuptible
officials 2ancd tc mznv potential acceptors 2s well, Furthermere, the 1...pIemc—’:’°-
tion empacities cf '..-': Banglades'n Cevernment are exwremely dmitec. It seer
unlikely that 2ny .ncentives scheme except the simplest kinc wcuid be pessi ole
to ca2rry off in Ban l2desh.

The third arcument against incentives is 3 verv difficult one bec2use {t
deels with indivicu2l value systems 2anc nermative structures. Odreeinly some
kinds of incentives zre more coercive than others. A& huge cne-time payment
to 2 sterilization : cceptor is quite different from sr2l! incremental payments
into 2 blockesd s2vings 2ccount which is t¢ be used 2s ¢léd-2ge insurance by 2
successful acntraceptar.

The Mission is not preparec tc write ¢ff incentives zitogether 2nc is not
prepares to reccmmenc that the Covernment de sc. 1f the Cecvernment believes
that incentives 3re 2 necess2ary part of its procram 3t this time, we believe that
they would nave 2t lezast 2n initia! impact on fenility, Dut 3t 2 high 2dminis-
trative and perhaps social cost. At this st2cge in the Z2ngladesh family planning
program, thevy mayv complic3ate the rather s*"-"gl tiorward work of making services
2vailable to meet existing demand, If thot derza2nd {or the dem
pregram efforts) turns cut to be less than is needec tc 2chieve
of 35 tc 40% in the short run or the Covernment's 1 p}aceme:‘.t
goal in the lcnger run, then we believe th2t littie choice wi
tives m2y then be 2 program necessity.

2nd created by

32 prev2ience rate
evel "rtility
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Disincentives - The same controver sy which surrcunds incentives surrounds -
discussion of disincentives. They assume lack of mctivation cn the part cf
individual couples; they can be very difficult tc administer; anc they are,
perhaps, mcre coercive than incentives. Furthermcre, in & society like that

of Bangladesh, there is considerable questicn about their applicability.
Disincentives may be effective in a3 semi-authoriterten city-state like Singapcre,
but ince pocr, rural country like Bangladesh does the Gevernment effectively
control any benefits which might be withheld ? R is possible tc imagine that
the Government could withhoeld agricultural credit or food raticn cards from
families which exceed cfficially prescribed family sizes. Such measures wculd
certainly qualify as coercive and, possibly be extremely difficult to administer.
As In the case of our discussion of incentives, we believe that until the level
of effective demand is identified and actual demand served, we cannct justify
recammending the implementation of disincentives at this time,

Coercion: Although it is possible to imagine various farms of coercion that

could be applied to enforce adherence to an officially prescribed demographic
norm, and it is equally possible to judge that Bangladesh's demographic situation
requires coercion, the fact remains that the BDG has officially rejected coercion
as a palitically feasible alternative. The very fact that coercicr is mentioned as

a possible alternative emphasizes again the severity cf the prcblem. If Bangladesh
cannot reduce the growth rate rapidly enough, nc one may have the lwary of
debating the pros and cons of coercion. It may have become & necessity.

In the next section we return teo these difficult areas “beyond family planning”
in our discussion of Mission strategy. We reiterate here cur view that incentives
anc disincentives should not be instituted as elements of the national program
until and uniess a) it can be demonstrated that the program planned by the
Government is not producing significant fertility decline; and b) there has been
sufficient time to plan and test on a pilot basis various incentives and disincentives
schemes.
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V. U,S8. PCPULATICN PCLICY AND STRATEGY IN BANCIADESE

e

IMPLICATIGNS FCR 175 PRCCRM SUPPCRT

U.S. Policy

The primary U.S. Government objective in Bangladesh is developmental
and humanitarian. In this context, the United States has usac both diplo-
matic initiatives and program assistance tc emphasize the importance of
solving the populztion problem in Bangiadesh as 2 contributing means to
improving the lives of the poor majority and gaining 2 measure of economic
development, Continued diplomatic effort and program 2ssist2nce will
remain the twin pillars of U.S, policy for the foreseeable future.,

U.S. Government Population Assistance

The Mission's population assistence strategy in Bangladesh is to
support activities which maximize the availability of family planning
services and information. Cur population assistance will be focused on
two basic themes: 1) development of the institutional capability to pro-
vide fertility control services 2nd information to meet exdsting demand
and generate greater demand; and 2) planning our other development
assistance projects in such 2 way that they will contribute to declines
in fertility.

AlD suppaort focuses on those areas in which AID's particular experi-
ence and capabilities match clear program needs not fllled by other donors.
The areas in which we plan to provide support in the next few years are
described below. We will continue to coordinate our efforts closely with
those of other donors, and in particular will pay close attention to the
new Werld Bank~ and UNFPA-funded projects that are expected to be
developed as 2 result of the joint IBRD/UNFPA/AID populaticn 2ssessments
in Bangladesh in October 1977.

AID's current relationship with the Bangladesh Government in bilateral
and centrally funded projects gives us flexdbility ancd the 2bility te provide
suppart more quickly than is pessible under 2 multilateral funding amrange~
ment. We would be receptive to considering another method of providing
assistance in the future, if it appears that such 2 method would be suitable
and more effective in promoting the population effart in Bangladesh.
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The purpcse of the [..ission's current Pepulzticn/Tamily Flanning
Froject is to assist the 2DC in develeping 2 functicning naticn2l institu-
tionzal structure providing family planning services 202 populatcn/family
planning informaticn and ‘ecucaticn on 2 continuin i the pecple
of 3ongladesh. Since we believe that the est2blishment ¢f such 3 structure
can centribute to significant reducticns in fers ll.y ir. Ssngl cesh, we
intenc tc expancd our 2ssistance in this field.

1. Contracentives

AlD is the larcest supplier of contraceptive commedities in the
Bangladesh Program. This fereign exchance item, 2n essenti2! incredient
in implementing 3 family planning program, weuld be very difficult for the
BDC to finznce in the foreseeable future. Al is the logiczl] dener for
contraceptives because of its experienc= iz plznning, precuring 2nd
shipping ther in an efficient manner and at reascnable costs. However,
given the cgrowinc need for cont‘:=cept.ves ang their 'nc:‘e=si:‘.c ccsts OVer
the years, AID will encourage other deoners te increase their participaticn in
this growing procram expenditure.

The r.ission recrets that the U.S. cannot provide Tepc-Provers injec-
able contraceptive to the Bangl:desh Population Program., Although recem-
mended for 2pproval by 2 scientific commitiee cf the U.S. TTA, the FDA
h2s not yet apgroved this druc for cont:aceptive use. Where Depo~Provera
has been introduced here, such 23s in the Christian *ealth Care Project,
the iv:odel Clinic, the M3atlab Contraceptive Listributicn Prciect, the Hopkin
Fertility Research Prcject, 2nc = number cf other "'cjec:s, it has gained
significant 2cceptance without any sericus side effecis. V & recuest
AIC/W to continue its efforts to 2llcw this grug tc be beught by Al for
develeping country populaticn programs. Until-such time as we can procure
Cepo~Provera, the 2DC must rely on other donors for its increasing neecs
for this contraceptive.

2. Participant Training

AID believes that its investment in participant trajni .g wil! begin
tc pay cff as students return to assume work in the naticnal pregream. The
short-term visits of BDC officials and family planning staff tc cther Asfan
countries tc observe naticnal programs have been vaiuvable in expesing

procram officials tc a range cf approaches. Although the L.issicn intencds



in
“.t

t¢c be respcnsive t¢c BLC requests to continue participant wraining prograrts,
we believe that cnce a critical core of retumec participanis is in place
further investrents {n participant traizinc asroacd wiil yiels zi~imdshing
returns. Therefore, we estimate that future support in this area wili be
procressively reZucec.

New Initiatives

The i-lssion believes that its support, tc be effective, shouid be
flexible in order to respond tc changes in the 23C's approach to solving
its population proble:r anc to increasinc neezs for creater resources.
The r.ission intends, in collaboration with cther :acn...s, *Cc seex cut ang

urport innovative activities which prorise ¢ have the greatest effect
on fertilitv. There are several such activities now which were no? fore-
seen or which were not emphasizesd in our present ®roject but which the
Mission believes warrant AIC's suppor:.

1. Volunatarv Sterilization Services

In response tc a -ancladesh Tovern—ent recues: for supper: for its
plenned procram to provide voluntary sterilization services nationwide,
USAILC has pezun negotiations with the {cvernment ¢ icdentify corponents
of the program most suitable for AID funding. Ve will review the plen
with the Covernment to determine whether additiona! facilit!es ang per-

sonnel are reguirec to »~ ake services fully available in each thana.

“While the exact nature anc level of our support are stili ungecided,
all AIT support will be clearly within the cuidelines estabiishec in AID's
voluntary sterilization peolicy Zirective, L 70. Any AID supgper: tc voluntary
sterilization services w.ill be reviewez yearly and - {l! be sensitive tc anid
supportive of S3CC efforts to easure that no coercicn is present in
prograxr ., In acdition, in view of the probiemxs citel earlier resu"‘nc fror
export of phvsicians anc undesirable workinc conditions, we will condi-
ticn AID suppert on the Covernrent's assurance that phvsicians an?
auxiliarv personnel are recruitec to the orocrar te~ ~ake voluntary steriliza-
tion services fully available in the centers as they are establishesz.

2. Fa~vily v.elfare Centers

As notecd in Sancladesh’'s Tirst Tive Year Flan, Z-.eai-"- care i's sti‘l
largely urban orientec ang curative, The £23 ¢f the peou
in rural areas have little access to ~cgern health services. Lhe health
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services availanple in mcst villages consist only ¢f the villace Zai, the
traciticrnal practitioner, anz occasicnatl visits ov the fielZ-nasez neaith
workers anc family planning werkers.

Cf the 356 rural thanas, about 164 have Thana ! eaith CTorroiexes
(2 stcry building with 31 secs} ¢r Rural I ealth Tenters tc be expanded
into T-Cs. The C—ovem*.*ent intends t¢ construct 2 I—'c—a::.‘: Compiex in
€ach thana. The next step in the process of mplerenting an 1ntegrated
health delivery syste:: in ali rural areas is t¢ build anZ staff subcenters
n each of the country's 4, 352 rura! unicns. /fee fecticon IIG

Recinning in FY '76, USAIL intengs tc procvide health funds in a three-

year Project tc 2ssist the 2DC in constructing up tc 50C of these health
enters. The 237 has estimatec that the tota! cest of puilding 2li 4,
centers will be in the rance of 75-100 ~illion dellers. I3RZ anZd cthe
bilateral doners have expressec interes: in supporting this efion as well.

After coirpletion of 300 centers, USAIL -.ay consifer 2 seccns preiect,
dependin¢ on the remaining need anc the experience of the {irs? project.

3. raTily Tlanninc Cperaticns Fesearch

Cne of the prinary reasons the far ily planning pregram cannst - ake
reascnaple and positive adjustrents in its procram cperations is that it
does not have the :reans to assess problers in an accurate ang co:. pre-
hensive m.anner.

In late FY '77 the I.ission in concert with DS/P( 2 'Research beoan
a family planning operations research project. Sr 3i: research crants will
be 2warded to governmental and private research concerns tc stuly practical
operational probler:s anz recosrn end changes which vill lirprove prograr
cperations. The initial year's funding is 3150,200. If the project operates
well the first vear, USAIT will continue the preciect through 19BC Sy etilizine
AID/W funds and then incorporate the project into the ...issicn's second
Zopulation/Fa:.ily Plenning Froject.

4, Trzininc ans Suvervision

Vve have er.phasizes, perhaps reduncantly sc, througheout this paper
the in:pcrtance of hich cuality training 2ng s upew‘ sion 3s p:‘i:—arv Seter-
minants of deliverinc effective family rlanninc services. The n.ission is
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vities/previding technical assistance and funds for traininc expenses.
(Presently v.e are funding a walning manacement consultant.} v e have
alsg repeatedly stated that the traditional type cf training will nct accem-~
plish what has to be done. Training cf the scrt we weuld be willing to
suppert woulc have to have as its main focus the Jevelcpment cf workers
sensitive and competent enough to cuicde the people in werking cut their
own solutions which they see 2s being in their best interests,

: Py i : H : -
preparec tc assist the 2TC in improving theése 1wWe jmperiant procram acti- -
-~
o]

8. Nhanacement Inforraticn

At the mcment there is no functicning management informaticn system
in the Bancladesh population progranm:. Administirators and conors zlike
are fcrsed to Zepend larcely on visua! inspecticn ancd anecdctal evicance
in their eficrts tc evaluate program operations.

Three types of data 2re required in crder tc evaluate tne effectiveness
of the program: data cn client response tc the avaiiability cf centraceptive
services: data on fieldworker performance; and gat2 cn contracestive
logistics. These types cf d2ta can be ccllectec throuch information systems
cf the following types; contraceptive prevalence surveys; client recerd
systems; and contraceptive distributicn vouchering systems.

The Bancladesh lvission believes that efforts which we have pre-
viously supported anc are now supporting have resultec in the develcpment
of a workable contraceptive logistics monitoring svstem. V. e intend, curing
the period covered by this strategy paper, tc fcllow clesely the Covern-
ment's efforts in implementing the systemr on 2 naticnwide basis.

We have given considerable thought tc the problems cf collecting
client data and data on fieldworker perfcrmance. Cur inclinaticr at this
point is to begin by assisting the 30C to ccllect both tvpes c¢f information
through 2 single contraceptive prevalence survey. The survey will be
designed in such 2 way that it collects data not only on client centraceptive
practice, but also cn contacts with program wcrkers., Ve believe that
such 3 survey, well designed angd well administered, could previde the
basic minimur of information.

V. ¢ are not planning at this time to support the establishment of 2 client
record system. Experience in severz] other countries suggests that such
systems are extremely difficult to administer, are sudiect to considerable
degrees cf 2buse, 3nd are tcc costly to justify the marginaily mere detailed
information they vield. Perhaps in time, after the basic delivery system
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is e=tebiiched and funciicning, it will =e pcesible 12 irpleTent 2 client .
reccrd system. However, for the next three 1€ four years we Dille.z @

regular, rzpetitive prevalence survey will scroe the Covernrent’s and
our purpcses. Vee intinc tc re.uest gssistenc: thrcugh #I0's centrally
fundcd cen trac’ with Wwestinghcuse in thé drsign and inplem:niaticn of
this survey cystem, assuring thet discussicns with the Coiernment ove
the next few menths yield a workable agreoment,

§. Aberticn

Althouch nc statistics are coliected on the incideance cf apcrtiorn in
Bangladesh, aborticns are believed tc be cocmmen. i:edical anc paramezical
personnel--physicieans, hespital and clinic administrators, down to lccal
practiticners such as dais --routinely attest tc the wizd espreef
practice of abortion and its heavy influence ¢r. maternal death rates. The
few small privately-fundec projects o‘fc-‘.ng menstrual regulation &nd that
the steady cemand for this procedure fregquently exceeds their capacity tc
provide services.

¥ hile AID assistance for the provisicn cf aborticn services is prohibited,
we recognize that abertion is an impertant means of fertility centrel in
2angladesh, anc that it will become ever. mcre sc if the 3angladesh Covern-
ment carries out its plan tc liberalize the 2borticn laws.,

Civen the many cuestions remaining about this Impcriant issue, the
Mission may assist the 3ancladesh Covernment in collaboration with the
Ford Foundation in undertaking a stucy tc measure the incicence cf abortion
in Bancladesh tc determine its impact on fertility and on maternal mortality
anc morbidity.

7. Manacement

Several times in this paper we have commented on the critical need
for the EDC tc strencthen its program management. 3v provicding consultant
services anc an cperations research grant, we have supperied 3DC efionts
tc improve its cperaticnal and management capebility in training,
research, service delivery, and logistics. Earlier in this Section
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we identified m2nagement information 2s another are2 of ow interest and *
possible suppart. We intend to pursue ways by which we can continue

to play 2 helpful 2and supportive role to remove obstacles which hinder

the improvement of program operations.

In Bangladesh where it is often difficult to determine the ex=ct nature
of management problems, 2 useful first step would be t5 develop with
the Covernment and other donors 2 series of short workshops whnere pro-
blems can be clearly defined and remedial actions planned. If 1t beccmes
clear that a longer term comprehensive effort is indicated, we 2re prepared,
in coordination with other donors, to support 2 longer term effort. This
might require the use of outside management consultants to 2pproach
problems such as personnel training systems, supervisjon, operational
pianning, 2nd overall program design and management,

The need for management linkages between generzl heaith services
and MCE/family plangiing to ensure close cooper=2tion has been stressed.
We would anticipate that 3 management team would address this mutual
hez21th and population need.

Nonbilateral AID Support

The activities of population organizations in Bangladesh supported
by PHA/PCP in AID/W have been vzluable in stimulating private sector
involvement in population, 2ssisting in research, especially contracep-
tive use research, and by complementing the 2¢ctivities of the Government.
It is part of the Mission's population strategy to continue to encourage
those AID/W supported activities which contribute most significantly to
decreasing fert{lity.

1. 3angladesh Associztion of Voluntary Sterilization {BAVS):

BAVS, which is supported by IPAVS, has beer invaluable in 2ssisting
the nation2] program {n legitimizing voluntary sterilization 2s 2n important
contraceptive, by taking the lead in providing quality tr2ining for physicians
and paramedics, and by establishing model voluntary sterilization services
centers in key areas of the country. As the Government begins the process
of making voluntary sterilization services available nationally, BAVS's roie
should expand tc meet the needs of the Government's program.
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2. Bangladesh Family Planning Scciz2l Marketing Preiect {(BFPSMP):

This project, managed by Population Services Internationz2l (PSI), has
done 2n excellent job of activating 2 dormant to nonexidtent commercial
market for pills and condoms. It is expected that AID/W support for this
project will continue to june 1979 2t which time the 5DC 1s expected to
assume management 2nd financia2l responsibilities throuch 2 quasi-
governmenta] entity. Costs of contraceptives and oct2asion2l technical
assistance will continue to be financed through AID.

The Mission believes that the phase-~out date cof June 1979 of PSI may
be premature. We believe that there is 2 need in Bangladesh for social
marketing of other contraceptives and perhaps even health and nutrition
products. For example, two contraceptives which have been either neg-
lected or not widely 2vailable in Bangladesh i{n the past have been the
IUD and the injectable. In the case of the IUD, the same marketing tech-
niques which popularized the Raja condom and the Maya pill couid be
used effectively to reestablish 2 good name for this effective contraceptive.
In the case of injectables which are popular but not readily aveilable,

a distribution system which now brings Raja and Mave to over 30,000
outlets could be used to deliver injectable contraception to women at sub-
sidized prices. During 1978 the Mission will explore with PSI and the
BDG the possible role of social marketing for additional contraceptives
and/or he2lth and nutritional products. If consensus is reached that
expanded social marketing would be desirable in Bangladesh, the Mission
is prepared to incorporzte 2 social marketing project into its next Popula-
ticn Project.

3. Bancladesh Fertility Research Program (BFRP):

This program supported by the International Fertility Research Program
is the only existing focal point in Bangladesh for the investigation of the
biomedical problems associated with contraceptive use. Its previous work,
for instance, has helped to determine the usefulness of introducing Depo-
Proverz intc the program and in cecllecting useful information on voluntary
sterilization procedures. The Mission believes that BFRP should continue
to be funded in order to provide program administrators with this type of
information.
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4, Family Pianning Intern>tion2) Assist2nce {FPIA):

In Bangladesh FPIA hzs been mostly invelved {n supporting voluntary
groups to begin innovative family planning service programs. In addition
to supporting voluntary organizations, FPIA has one project with the BDG
in which it is funding the remodeling of facilities 2né equipping model
family planning clinics at four medicz] colleges. These clinics will pro-
vide technical assistance to establish undergraduate training to medical
students as well as short-term training for doctors z2lready in practice.
FPIA's assistance is flexible and an important asset in @ program which

has to mobilize every segment of society in order to reduce fertility
significantly.

5. The Pathfinder Fund:

The most notable project supported by Pathfinder Fund has been the
Govermment's Model Clinic in Decca. The Model Clinic is the only high
quality clinic in Dacca which provides the full range of f2:rily planning
services; 1t is 21so used as 2 tr2ining facility for physicians. The Path-
finder Fund has recently initiated projects for 21 expansion of the model
clinic concept 2nd for providing services for industrial workers. Continu- -

ing work in these 2nd other areas will be promoted by the Mission in the
coming years.

The Impact of Cther Development Activities or Fertility

The overall assistance strategy of the Bangladesh Mission, 2s out-
Uned in the 1979 Annual Budget Submission, is one of "st2ying even”
with population growth, Between 1977 and 1985, the Missicn believes that
the only feasible goal is to achieve foodgrzin self-sufficiency by 1985,
which carresponds to BDC intent,

A very large percentage of the Mission’'s program through 1983 is pro~
posed to be spent in the agriculture and population sectors. Indeed,
excluding PL 480, the Mission proposes to spend between 90 and 85 per-
cent of its budget in these two sectors over the next five vears. Further-
more, a very large amount of what the Missior proposes to spend in the
agricultural sector is directly related to incre2sing food output. This
“rings us to the subject of how much impact a successful agricultural sector
strategy is lkely t© have on the rete ¢f populztion growth.
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As we pointed out in Secticn III, development activities in areas cther
than population itself are unlikely to produce important declines in fertility
during the next seven years--the period covered by this paper. Looking
more closely at the Mission's proposed program in the agriculture sector,
it appears that the short-term impact, everything else remaining equal,
will be to increase the rate of population growth, That is, if no activities
were contemplated by either the Mission, other donors, or the Government
in the area of fertility control, the proposed Mission agricultural program
would probably result in a net increase in the population growth rate. Cf
the 12 food and nutrition (FN) projects propcsed for the period after 1877,
only two, Rural Roads and Rural Electrification, are likely to have even
intermediate term antinatalist consequences.

These conclusions are based on admittedly very sketchy information.
First, most of the proposed projects have not been develcped in sufficient
detail to permit a8 careful assessment of their demographic impact. Projects
in areas such as Food for Work, Rural Irrigation Works, Small Scale Imriga~
tion, and Rural Credit could be developed in ways that might make their
demographic impact, even in the intermediate term, substantial {e.g.
through widespread employment of women or by tying demographic perfor-
mance to individual eligibility for credit}. Second, our understanding of
the determinants of fertility in Bangladesh is s¢ limited that is difficult
to predict the demographic consequences of important changes in small
farm incomes or in per capita food availability.

Recent research findings suggest that as income rises in Bangladesh,
so does fertility. The 1974 Bangladesh Retrospective Survey of Fertility
and Mortality shows quite clearly that better educated and better housed
people have more children. The Bangladesh Fertility Survey shows that

familles "with possessions”" have higher fertility than those who have

" none. If education and housing can be considered income surrogates (and
most economists treat them that way, at least in economic-demographic
studies of developing areas), then it appears that important improvements
in income could result in increased fertility, especially in rural areas., *
This finding is consistent with findings from studies in other countries; as
income rises to a level slightly above subsistence, people tenc to have
more children. These same studies show that further increases in income

*  This generalization applies to the income effect alone. Presumably
increases in family income brought about by the emplovment of women
would have an antinatalist effect that could partially or compietely
cffset the genersl income effect, or even exceed it.



65

eventually lead to a downturn in fertility as, it is assumed, people begin
to invest less heavily in additional children and more heavily in altermnative
forms of consumption.

The Mission's goal of achieving equilibrium between population
growth and agricultural production by 1985 is predicated on an agricultural
strateqgy of increasing foodgrain prices as an incentive to farmers to pro-
duce {and hence earn) more. We de not believe that this wiil result in
increases in real income hut income is alsoc not expected to decline. There~
fore, fertility does not appear likely to decline as a result of income changes
and could actually increase should rural real incomes increase even
sHghtly. The 1876-77 Land Cccupancy Survey shows that landless families
tend to have smaller households (and probably lower fertility) than land-
owning families. We expect the percentage of landless familles to increase.
This could result in fertility declines which might offset increases that
could occur if landholders' incomes do increase.

A strategy aimed at major improvements in foodgrain production is
likely to lead to decreases in mortality, particularly if the strategy
includes 2 redistributionist element. If the result of a successful food-
grain strategy is @ higher nutritional level in the society as a whole, then
we can assume that mortality will decline.

These demographically gloomy projections must be tempered by two
important considerations. First, they apply only to the short run. Over
time, if incomes continue to rise and if mortality continues to fall, it is
likely that fertility will also begin to fall. However, without major inter-
ventions in the population sector itself, this is not likely to happern until
well after 1985, Second, things are never as simple and straightforward
as the foregoing narrative implies. Bangladesh is breaking new demographic

ground;its demographic situation is unprecedented at the nation-state level.
Findings from other countries may simply not apply here. Among other
things, the general research findings cited above come from countries in
very different circumstances from Bangladesh's. They have tended not
to be as poor, as crowded, or as concermned about the rate of population
growth as Bangladesh is.

That having been said, the Mission also belleves, on reflection, that
we must look for ways of making our projects aimed at generating additional
food production and higher rural incomes &s antinatalist as possible.

There are two ways of doing this. First, we can mare carefully examine
elements of the indirect determinants of fertility (e.g. female employment,
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female education, infant and child mortality) which are implicit in these
projects in an effort to identify weys of modifying the projecis tc deal
with these determinants more explicitly. This we will ¢o,

Secondly, we should menticn that two of our proposed nojects in the
agricultura] sectar seem to us likely tc produce fertility deciine in the
intermediate run without first stimulating either fertility .sc-eases or mor-
tality decreases. These are Rural Flectrification and Rurzl Roads. While,
once again, the data are not very clear in these areas {ard we are aware
of no data on these subjects in Bangladesh), studies i.: ¢ her countries
suggest, at least, that both rural electrification and rurzl r52ds can be
conducive to important declines in fertility. A recent study in the Philip-
pines, while not conclusive, shows that households which ~zd been
electrified in certain villages exhibited significantly lcwer {:7tility than
households which had not been electrified. 3Because conwci variables
were not included in that analysis, it is not possible tc sus:zin an unquali-
fied conclusion that the difference was entirely due to elecification.

Cur optimism about the antinatalist effect of the Rur:® Rocads project
is even less well grounded in empirical fact. EHowever, .. has been shown
that generally improved communications~-~-access tc the cutside werid---
can be an important contributing influence in fertility dec.ire. In cress-
national studies, it has been frequently demonstrated that there is 2 sig-
nificant negative correlation between varicus indicatcrs ¢ ccmmunications
development (including miles of all weather roads) and ferzility.

Cur point is that we will more aggressively attempt tc idsntify future
projects in rural development which are likely to have & greater near term
impact on reducing fertility. We will begin tc use research resources in
AID/W to better understand the indirect determinants of fertility.

possible BDC

We are alsc considering the examination of/pclicies which could have
a more direct impact on fertility when built intc new or ex.sting prcjects
in the food sector. For example, it is possible to imagine a pclicy which
would give preference in obtaining agricultural credit t¢ farmers whose
families can demonstrate the effective practice cf family planning. Such
a policy would not deny credit to farmers with large families cor tc farmers
who are nct practicing family planning, but it wculd move to the front of
the “"queue” those who do practice effectively.



Similar sores of policies could be irragined {or both indivicduals anc
communities in such areas as irricaticon constructicon projects, ferilizer
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distribution, fertilizer prices, anc the provisicon cf handpurps.

We intenc tc fully discuss these issues with the Covernnent in the
rmonths ahead to carefully consider building such pclicy measures inte

varicus of our rural development and agricuitura. preoducticn projects.

Furthermcre, we believe that the 3angladesh Ccvernment should under-
t3ke 2 comprehensive reviev: of existing pclicies in crder tc 2ssess their
pro~- and antinatalist irplicaticns. Zuch research would examine the fertility
implcaticns of existing policies in such areas as ¢civil service benefits,
the web of laws and regulations affectine the rignts and status ¢f women,
and & host cf cther sccial and eccnerniic policy areas.

Such research could take twe essential forms. The first would be a
largely thecretical review cf the consequences of existing and .rcsdfied

pclicies in the licht cf what is known abcut the determinants cf fertili

in Bangladesh. This scrt cf research would attempt t¢ elucidate the
prebable fertility ceonsecuences cf policies which exist anc which are belng
implemented. Ecwever, because the research wculd be non-experimental,
conclusicns weuld be statec cnly in prebabilistic terms since it weuld not

be possible to verify that the inferred fertility ccnsaquences I these pclicles

are actually occurring. Research of this scrt couic be cammied cut oy the
3ancladesh Institute of Develcpment Stucdies (3IDS), perhaps :n cocperation
with the Institute of Law and Internaticnal Affeirs, anc cculd be suppcrted
by USAID, ancther donor agency, or a combinaticn cf deners. Technical
assistance would almost certainly be recuirec. AIT intends tc expicre the
interest of the BDC in the pcssibility of such 2 research procram.

We are alsc considering the acceptability ¢f a pregram of reseerch
which would examine the fertility consequences of new or modifiec social
and econcmic pclicies through actual field experimentaticn. Such = research
program coulC be used to examine the acceptability, feasibility, and
effectiveness of varicus forrs of incentives and disincentives relating o
fertility behavicr and applied in the context ¢f policies 20 orograms in such
areas 2s rural credit and rurzl develcpment.



We recognize thet experimentai research of tnis scrt weuis be Zifficult
to carry out for 2 variety of reasons. *Fowewver |, we helieve that such
research would be werthwhile fcr the light it wight shec cn pcligy measures
which the Covernment will have to agept if it {s tc reach its Zemcgraphic
goal of replacement level fertility. V.e believe that the severity =f the
pcpulation protlem in Bangladesh justifies the examinaticn of pclicy
opticns which mignt not be considerec in countries with less pressing
demographic prcbiems. Such 2 research prograr wouicd have to Se suppertes
either by @ multilateral institution or by @ combinaticn of bilateral doncrs-
nct by a single bilateral agency, For this reason, we intenc tc diseuss
the possibility of instituting such a program ¢f research simuitanecusly
with the Bangladesh Ccvernment and with cther dencr agencies which are
represented here.

Plan for Assessing the Democravhic Impact

There are several ways in which family planning programs can be
evaluated to measure their effectiveness. In the past in develocping
eountries emphasis has been placed on evaluating the cutputs cf family
planning programs as sole indicators of the Zecree of pregram success,
Relatively little attenticn has been paid tc deterrining how family planning
programs have affected fertility, even in ccuntries with cemographic goals,

In Bangladesh neither system cf evaluation has beer. deveicped to the
point cf enabling us to determine what is happening i the family planning
program and what is happening demographnically. (n page 38 we Zescribed
our interest in helping to institute a management informaton system.

A working management information system, particularly the prevalence
survey, together with an coperations research procject sheould provide the
Covernment with the basis of planning, impiementing anc evaluating its
family planninc efforts.

Cn the demographic front, the 3DC is planning tc repeat the Bangladesh
Fertility Survey {n 197& anc on two to three year intervals thereafier. This
will become the main source of measurinc democraphic chance in Sangladesh.
The Mission intends tc be responsive tc a 3DC reguest for assistance in
this activity after coordinating with cther donors which wicht alsc be
interested. In addition tc demographic retrospective surveys, the 35C
intends tc launch a national census in 1981, UNTPA (s assisting with this

census through the provision of technical assistance anc equipment,
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Staffing Implications of Arsistance

Presently, the Mlission has three direct hire, one American contract
perscon, and one local professional warking in its Eez2lth and Population
Division. We believe that the number of activities identified in this
paper for possible suppert will lkely require additional st2ff., The exact

nature and nimber of additions] personnel needs will be {dentified as
projects are developed,



