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UNITED STATES INTERNATIONAL DEVELOPMENT COOPERATION AGENCY
 

AGENCY FOR INTERNATIONAL DEVELOPMENT
 
WASHINGTON. DC 20523
 

PROJECT AUTHORIZATION
 

Family Planning Services
BANGLADESH 

Project No. 388-0050
 

1. Pursuant to Section 104(b) of the Foreign Assistance Act of 1961,
 

as amended, I hereby authorize the Family Planning Services Project
 

(the "Project") for the Government of Bangladesh (the "Cooperating
 
Country") and certain nongovernmental organizations in Bangladesh ("NGOS)
 

involving planned obligations of not to exceed Sixty-Four Million Eight
 

Hundred Sixty-Five Thousand Six Hundred Eighty United States Dollars
 

($64,865,680), in Grant funds over i three year period from date of
 

authorization, subject to the availability of funds in accordance with
 

the A.I.D. OYB/allotment process, to help in financing foreign exchange
 

and local currency costs for the Project.
 

2. The Project will support Bangladesh's national family planning program
 

through participant training, operations research, contraceptive
 
commodities, voluntary sterilization, training materials, prevalence
 

surveys, and community level family planning services in order to assist
 

in the development of an improved national family planning program.
 

3. The Project Agreement which may be negotiated and executed by the
 

officer to whom such authority is delegated in accordance with A.I.D.
 

regulations and Delegations of Authority shall contain, in substance,
 

the following essential t':ms and covenants and major conditions, together
 

with such other terms and conditions as A.I.D. may deem appropriate.
 

4. a. Source and Origin of Goods and Services.
 

Goods and services, except for ocean shipping, financed by A.I.D.
 

under the Project shall have their source and origin in the Cooperating
 

Country or in countries included in A.I.D. Geographic Code 941, except as
 

A.I.D. mry otherwise agree in writing. Ocean shipping financed by A.I.D.
 

under the Project shall, except as A.I.D. may otherwise agree in writing,
 

be financed only on flag vessels of the Cooperating Country or the United
 

States.
 

b. Conditions Precedent to Disbursement.
 

Prior to any disbursement under the Grant or the issuance by A.I.D.
 

of any documentation under the Project Agreement pursuant to which
 

disbursement will be made for commodities or services related to voluntary
 

surgical contraception, the Cooperating Country will, except as A.I.D.
 

may agree otherwise in writing, furnish to A.I.D. in form and substance
 

satisfactory to A.I.D.:
 

LiI
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(1) A comprehensive plan for a sterilization surveillance
 
system; and
 

(2) A standardized informed consent form which shall be
 
completed by all acceptors of such voluntary surgical contraception
 
financed in whole or part by A.I.D. funds, and which may not be
 
modified during the life of this agreement without the prior written
 
agreement of the Cooperating Country and A.I.D.
 

c. Covenants.
 

(1) The Cooperating Country shall agree to establish and operate
 
a sterilization surveillance system in accordance with the plan accepted
 
by A.I.D. under paragraph 4. b. (1) above and in a manner satisfactory to
 
A.I.D.
 

(2) None of the funds provided under the Grant, or goods or
 
services financed thereby, may be used for the performance of abortions 
as a method of family planning or to motivate or coerce any person to
 
undergo an abortion.
 

(3) None of the funds provided under the Grant, or goods or
 
services financed thereby, may be used for, or in support of a program
 
that includes, involuntary sterilization as a method of family planning
 
or coercion or financial incentives to any person to undergo sterilization.
 
In this connection, the Cooperating Country shall agree as follows:
 

(A) Informed consent to each sterilization procedure
 
under this Project shall be documented by ;the standard form
 
required under paragraph 4. b. (2) above properly executed
 
by each person accepting sterilization services.
 

(B) No payments in cash or in kind shall be made to any
 
acceptor or provider of sterilization services under this
 
Project unless such payment is made to acceptors for items
 
of cost, such as wage loss, child care expenses and food
 
expenses calculated for the Project on the basis of reasonable
 
average cost or to compensate medical staff and field workers
 
for medical and support services provided by such personnel.
 

(C) Payments approved by A.I.D. shall not be increased
 
without the prior written agreement of the Cooperating Country
 
and A.I.D.
 

vi i 
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(4) The Cooperating Country shall agree to establish and maintain
 

verifiable improvements in the quality of
systems that lead to 

sterilization services.
 

Late Initial
Clearances: 


Frederick W. Schieck,A/AA/Asia
 
Kelly C. Kammerer, GC
 

Alexander Shakow, AA/PPC 
Stephen Joseph? AAD/ 

Signature(, 

J~fpN . eeer 

GC/Asia:SRTisa:hp: 1/15/8. A' Administrator 

vili
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Part I 

C, Recommendation 

USAID recommends this project be approved on grant terms for a total 
three year funding of $64,865,680 \ USAID will execute annual Project Grant 
Agreements with the Covernment of Bangladesh (BDG) through- the Ministry of 
Finance and with non-governmental organizations operating in Bangladesh. 
Funds will be sub-obligated throug;i Project Implementation Orders and Project 
Implementation Letters. 

D. Project Desc ion 

The project will support the Covernment's national family planning program 
through participant training, operations research, contraceptive commodities, 
voluntary sterilization, training materials, prevalence surveys, and community 
level family planning services. The intent of ;ontinuing AID support to the 
Government is to assist it to develop an effective national family planning 
program. 

The project will also support family planning activities in the private 
sector through innovative projects with seven non-governmental organizations 
(NGC.s) which are already providing services through many indigenous organi­
zations. The intent of increasing support for non-governmental organizations 
is to enable them to expand high quality family planning services to complement 
Government programs and perform those functions best handled by the private 
sector. Increased NGO family planning activity will also increase community 
support and involvement in family planninq. 

The project will be implemented in cooperation with the Population Control 
and Family Planning Division of the Ministry of I-Pealth and Population Control, 
and the individual non .governmcntal organizations receiving support under the 
project. Grant Agreemcnts betweein U SAID and the BDG will bc used to obligate 
funds. Crant greements between USAID and non--governmental organi2:ations 
will be used to obligate funds to them. Non-governmental organizations re­
ceiving funds under this project will coordinate their program activities with 
the Government. 

The purpose of this project is to increase the prevalence of contraceptive 
use from its estimated current level of 13 percent to 25 percent. The activities 
financed under this project are designed to have the most rapid and direct 
impact on increasing the prevalence of contraceptive use. They complement 
other donors' support and rdy on inputs from other donors and the BDG to 
achieve the purpose. 

The goal of this project it to reduce population growth as a critical factor 
in overall economic development. 

-1-0 
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USAID estimates that contraceptive prevalence will increase to 25 percent 

of all eligible couples by the end of the project. The Crude Birth Rate (CBR) 

will be reduced from the estimated 44 per thousand in early 1980 to 38.7 per 

thousand by late 1983. If mortality remains unchanged during this time, the 

growth rate should be reduced from its current estimated level of 2. 8 percent 
per annum to 2.2 percent. If mortality decreases slightly, say two points, 

due to improvements in health, especially maternal and child health, the growth 

rate will be 2.4 percent per annum. 

E. 	 Summary Findings 

This project is ready for implementation. It builds on seven years of 

USAID population assistance in Bangladesh. All analyses of the project from 

the tect nical, financial, social, economic and administrative standpoints 
indicate that the project design is sound. 

F. 	 Project Issues 

Issues and topics raised by AID/Wlashington regarding this project in the 

PID approval cable, State 262270 dated October 6, 1979, are addressed In this 
Project Paper as noted below. 

Issues 	 Where Addressed 

1. 	 Support to the Asia Foundation Part II, B., 2., (F) 

2. 	 USAID Staffing Part IV, A., 3. 

3. 	 Administration and Management Part II, A, 2 and 3; and 

of BDG Part IV, A., 1. 

Topics
 

1. 	 Contraceptive Requirements Part 11,' B. 1 & 2. 

2. 	 Target Setting Part II, 3.3... 

3. 	 Voluntary Sterilization Part iI, 3. 1. &2. 

Role of Women 	 Part III, C. 

Part 	1, Project Background and D.tailcd DescrtioLtn 

A. 	 Background 

With the exception of Singapore, Hong Kong and Malta, Bangladesh is the 

most densely populated nation-state in the world with 1,630 people per square 

mile. It is over three times as dense as its neighbour, India. It has a population 

four times that of the combined population of the countries of Central America. 

Its people are crowded into an area the size of the State of Wisconsin. 



Bangladesh's mid-1980 population is estimated to be 90 million and 
growing at the rate of 2.8 percent per annum. At this rate, the population, 
which more than doubled since 1951, will double again in twenty-six years, 
and Bangladesh will surpass Japan to become the world's seventh most populous 
nation. Approximately 29 million metric tons of foodgrains annually will be 
required to feed this population at current low rates of consumption. To meet 
this requirement, Bangladesh will have to increase foodgrain output by 225 
percent. All available arablc land is alrcady utilized, leaving virtually no 
space within the country for the population to expand. The addition of almost 
800,000 people to the job market each year worsens the problems of unemploy­
ment and underemployment, now estimated at 32 percent. 

The consequences of over population are manifest. The country's population
profile reveals a terribly poor agrarian society with per capita GDP amounting to 
the equivalent of $100, one of the lowest in the world. Rural population repre­
sents 92 percent of the total, making angladesh one of the most rural populations 
as well. Due to consistently high fertility and mortality in the past, the popula­
tion has remained young, with approximately 46 percent of the population under 
14 years. Life expectancy at birth is about 46 vfars. 

In sum, population growth in Bangladesh erodes gains in food production, 
industrial output, increases in real income, and the standard of living. In the 
face of the rapid population growth, food grain self-sufficiency, Bangladesh's 
most immediate and pressing need, will become more difficult to achieve and 
the number of families who are functionally landless will increase. 

A reduction in population growth will not, in and of itself, solve the many 
other development obstacles facing Bangladesh. Without progress on the 
population front, however, the prospects for economic development are very 
poor. 

1. Project Rationale 

The BDG recognizes that population growth jeopardizes its chances to 
improve the quality of life of its people. President Zia has made population 
one of the three pillars of his "revolution" and speaks frequently of the need 
to reduce fertility. Few if any othcr heads of State especially from Islamic 
countries have given population such high priority, how this commitment 
translates into action will be discussed later in this paper. 

The project described in this paper focuses primarily on the strengthening
 
of the supply side of reducing fertility, that is, the improvement and expansion
 
of family planning services, although many of these services also have an impact
 
on demand. For example, community based experimnenral efforts described in the 
paper, maternal/child health interventions, field worker training and IEC activi­
ties will stimulate demand. Given the limited success of family planning efforts
 
to date in Bangladesh, a legitimate issue is whether or not there is a demand for
 
fertility control services, and if so, is that demand large enough to effect a
 
rapid fertility decline. Does it make sense to continue efforts to develop
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family planning services in the context of a traditional, rural, illiterate society. 

are having more children than they want.There is evidence that many women 
Data from the Bangladesh Fertility Survey (uFS) conducted in 1975 indicate that 

the mean number of children wanted is 4.1; this is considerablyfor all women, 

below the current completed family size in ,angladesh. For those married women
 

who had not yet begun childbearing, the average number of children desired is
 
recent acceptance of2.8. 	 As these women are younger, this figure suggests a 


could be reached to adopt contraception
a small family norm. If these women 
early in their childbearing years, contraceptive practice with significant demo­

graphic impact would ensue. 

said they wanted no moreIn the BFS, 61 percent of all married women 
who wanted no more increased with the

children. As expected, the percentage 

Similar results have been obtained in other studies.


number of living children. 

A recent intensive study of beliefs and fertility in langladesh reported that 54
 

did not want any more children,
percent of males and 60 percent of the femal 
For men, the majority who had

and that the percentage increased with age, 
For women, the majority of those

four or more living children wanted no more. 


who had three children by the age of 25-34 said they wanted no more.
 

large part of the eligible population to have no
This apparent desire oi a 

more children has been reflected only modestly in contraceptive prevalence and
 
less than their actual


has been greatest for those whose desired family size was 


size.
 

A better predictor of contraceptive behavior in Bangladesh has been the 
Large increases in the acceptance rate

availability and quality of services. 
wherc family plbnning services have been

have been achieved in small areas 
in various family planning service delivery projects

effectively delivered, e.g., 
of private voluntary 3gencies and in the BDG's sterllization program. Further­

more, studies of the Covernment family planning service delivery system have
 

found that where Family Welfare Assist3nts (FVrAs) ' ' actually do work as they
 

marked incruases in family planning acceptance have occurred.b** 
are supposed to, 

one of the best ways to assess the actual demand for service Is to have
Thus, 

the services effectively implemented.
 

Throughout the history of family planning in Zangladesh, every program 
or war. 

attempt has been disrupted by political instability, natural calamities, 

Beliefs and FertilityK.M.A. Aziz, Profulla C. Sarker,* Clarence Maloney, 
1980),p. 136. 

in Bangladesh. (Rajshahi University, Institute of Bangladesh StudiLs, 


#" 3DC- family planning female field workers.
 

**" See for example, A.B.C. Quddus, Performance of ramly Welfare Assistants
 

(University of Chittagong, Chittagong, 1979), and A. Sattar, Evaluating Family
 

Planning programme Effectiveness and Efficienc.y--A Case Study of Cperations
 

Research roject (Rashahi University, Department of Statistics, 1979).
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It has only been during the last five years, during a period of relative political 
calm and generally good weather, that tho BDG hs begun to make significant 
progress in developing a systematic approach to services delivery. It is during 
this time period when the prevalence of contraceptive use has risen the fastest, 
from approximately 8.30, to 13. ':%. Civen the experience of other developing 
countries, especially in East Asia, where the availability of services has dem­
onstrated large demand, and the experience within 3angladesh when services 
are made available, it is reasonablo to assume there is a significant unmet 
demand for fertility control services. USAID estimates that with improved and 
expanded services 25 percent of eligible couples will be practicing family 
planning by the end of this project. 

0, Eowever, the existing level of demand is not large enough at this time 
for Bangladesh tc achieve replacement level fertility by the end of the century 
withburfundamental changeein the society. Clearly, there are a number of 
social and economi, pressures which limit the demand for fertility control. 
Factors relating to the econorric value of children, especially males, the need 
to assure security in an insecure rural setting, s9cial influence through kin, 
patron-age, the maintenance of purdah, religiositt, the patriarchal family 
structure, illiteracy, and the low status of women are some of most important 
of these pressures .* Together they represent a powerful pro-natalist influence 
on society. Significant and rapid social and economic improvements affecting 
these factors will have to occur In order for demind to reach replacement level 
fertility by the end of the century. This is not likely to happen. Some fertility 
decline will probably occur during the next 2( years due to improvement in the 
quality of life for some families -nd a doterioration for others. In the short 
term, however, expanding and improving family planning services will reduce 
fertility by meeting the current unmet dern ind. 

The strategy for addressing social and economic constraints to reducing 
fertility and creating dem3nd will be contained in the FY 83 CDSS. The core 
of this strategy will be to raise the status of women through delay of marriage, 
increase in female education, increaise in female employment and other rural 
development projects which have women is the primary beneficiaries. 

In this project, ii addition to the impact on demand from service delivery 
efforts, we have rese ,ed a small amount of funds to explicitly explore the 
demand side of the population problem. The intent is to use these funds to 
develop either small experimental projects or to undertake feasibility studies 
which will provide us the bas.is to develop projects to increase demand for 
fertility control services. Such activities could lead to discrete projects, 
but not necessarily so. 

See Clarence Maloney and K.Z.A.A. Aziz, Beliefs and Fertility, 1980; and 
Mohamwad Alauddin, Soclo-Economic Determinants of Fertility: A Review, 1980. 
Both are AID-financed publications. 
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as well as salary support for fieldworkers rc.luipment, vehicles, technical 

assistance, informalion, education and communications services (IEC), sta­

tistics, evaluation, and support for family planning activities in six other 

development Ministries. 

The IBRD consortium s second 4 year population project, 1979 to 1983, 
totals $110 million. IDA provides $32 million in credit. The BDC will con­

tribute approximately $11 million, and the balance will be provided by the 

same co..financers as the first project with the ,addition of the Netherlands. 

The second project will continue and expand the activities of the first 

project. The emphasis is on construction of Family Welfare Centers, man­

power developmente IEC, salary support, medicines, vehicles, service 
statistics, i&CL , and women s programs. Almost 50' of the prcject costs 

will be devoted to constructicn. 

UNFPA signed an agreement witth t;e BDCf n July 1974 for assistance 

valued at $10 million for thrce years. This project provided support for 

salaries and training of ficldworkers, repair and equipping of clinical 
facflIties, construction of central waretiousing facilities, logistical manage­

ment, vehicles, population education, tec-.nical assistance, support for 

the 1981 national census, some contraceptives, ard voluntary sterilization. 

UNFPA's second project is for five years beginning in 1979 and is 

budgeted for $50 million. Twenty-five million dollars are from UNPA and 

the balance is to be raised through bilatera! donors. Due to budgetary 

constraints, UNFP. is experiencing some difficulty in meeting all of its 

earlier commitments and.the total amount available under its current prloject 
may be slightly lower than $50 million. 

UNFPPA's second project is basical!y a continuation of its firzt with 
emphasis placed on equipment and supplies for , and family planning 
services, long term technical assistanct. and in country training of field­
workers. 

AID's project is designed 3s an integral part of the national program 
complementing the service delivery inputs of the other donors, and building 

upon the more long term institutional nature of the other donor activities. 

For example, the logistics management support of UNFP assures better 
distribution and accountability of AID supplied contraceptives. AID support 

to the voluntary sterilization program will rely on the provision of expatriate 
advisors provided by the IBRD to improve surveillance. II3RD's emphasis on 
construction of FWV Training Institutes and Family Welfare Centers complements 

Family Welfare Visitors • FP/hCF paramedics at the Union level. 

1(0 
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AIDs support to improve the quality of FWV training. The provision of training 
and fieldworkers' manuals and other educational materials will improve the 
effectiveness of fieldworkers and complements the in-country trcining efforts 
supported by UNFPA and the BDG. 

In the same manner, AID inputs to NC-Os support their existing activities. 
AID support to BAVS will not only strengthen and expand its sterilization capa­
bilities, but will also improve the quality of services provided by the BDC­
through improved training for BDC doctors. 

The combined inputs of the BDC, donors and NCCs ivork together to 
provide both an immediate impact on family planning services availability and 
long range infrastructure and manpower development. 

3. Program Results 

Service Statistics for 1972 through 1979 are shown in Table I. Hong 
assessed the family planning program effects on population growth since 
1975 using a one-sex (female) component projection model." Due to tho 
incompleteness of the data available in Bangladesh a number of assumptions 
had to be used.-"- Her analysis, which can be used as a general guide in 
determining the impact cf the family planning program, found that "the 1975-79 
program can be credited with a total 2.4 million births averttd during 1976-80." 
Emphasizing again the calculation of the number of births averted due to the 
family planning program is based on a number of theoretical assumptions, none­
theless it does demonstrate that the program's impact in the second half of 
the 1970's had some significance. .*: 

The Bangladesh Fertility Survey (BFS) of late 1975-early 1976 was the 
most recent measurement of fertility in Bangladesh. The BFS estimated a 
CBR of 47/1000, which was only 3.2 points lower than the CBR estimated 
during the 1961 naticnal census 14 years earlier and one year after the 
Government's initial support to family planning. In 1977, the Government, 
on the basis of service statistics, small regional prevalence surveys, and 
trends evidenced in the BFS, estimated a CBR of 44/1000 for 1977. USAID 
believes that a CBR cf 44/1000 is a reasonable estimate of fertility in 
Bangladesh at this time. It is reaSonable to assume, in th6 absence of 
sign!Lcant economic development gains during this pericd, that the family 

* Sawong Hong, Demoqraphic Characteristics of Bangladesh (USAID, 1980) 

** See Annex A for these assumptions. 

*** This estimate will be verified after receipt of data from the 1979 
national prevalence survey. If program efforts did contribute to 2.4 
million births averted, the national prevalence survey should record 
a somewhat lower CBR than which is currently assumed to be the case. 



Table I 

Family Planning Service Statistics, 1972.-79 

- - -. 	 Condom Pills 
.ID-Ivsecto! Tul ...... (cycles) i 

inn-Jun '72 0595 -: 139 " :151, 295,7t7 14,510 

July-Dec'72! 6,S882 126' ".56 754,302 53,267 

Jan-Jun '73 778. 114, .63 934,505 86,504 

July9-Dec'739,9858 	 !168. 493,832 124,502 


Jan-June'74 17,802 '388-: 8471 442,799 316,471 

July--Dec'74 17,840 3,80i 1171e 334,118 441,500 

Jan-.Jun-'75 32,551 10,667 " :989A439,420 816,972 

july-Dec75 3 5,089 16,701 '.,836 2,157,279 2,309,622 

2,499,766 3,633,433Jan-June'76 41,L'51 	 19,138 (240. 

1S,5.5 , ,'081 1,664,259 2,276,409July-Dec'7635,960 

55,521 32,165 1,273,871 2,362,188
Jan-June'77 23,461 


18,293 1E*266 2,037,127 3,655,737
July-De'c'77 21,062 

14,350 26,456 ! 3,410,072 3,831,571JanJune'78 19,5092 

3,899,438July-Dec'78'I 12,996 "17,272 I 44,281 I 2,331,755 I 

9,641 7,411 ! 37,,413 ; 2,463,544 .3,223,969!Jan-June'79; 


73,049 2,662,325 .2,486,715i
July--Dec'79! 9,453. 	17,918 
' _ _ __ m t s vsource: PCFP n'onthly 	service stat':tlc s. 

Emko 
(vials) Injection: 

-'9,512 

28,636 -

44,085 -

46,862 -

52,842 -

35,625­

63,466 58.86 

60,168 175 

64,616 1,733 

33,560 ­

25,919 1,319 

18,131 2,209 


14,093 -2,318 

17,552 I:3,924 

21,220 17,104 

23,030 !9,000 


M.R. 

-

-

-

1,140
 

3,139 

3,269
 

.,424
 

2,813
 

3,322
 

2,287 

2,125 

2,356
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planning program has been a major contributing factor to whatever fertility 
decline may have occurr,xd.* Analysis of the National Prevalence Survey 
should reveal more current information on fertility levels. 

Program results have to be viewed from the knowledge that a full-fledged 
program has not really been operating. The current program approach was 
begun in May 1976, but not nationally staffed with fieldworkers in all thanas 
until 1978. Key vacancies still remain in training institutions, in the central 
office, and in the field. Lack of coordination and cooperation between the 
health and populaticn divisions and constant organizational and personnel 
changes (which more often than not are responses to internal bureaucratic 
needs rather than a result of prcgram-generated information) have prevented 
the program from developing a continuity of time-tested systems of manage­
ment. Important components of the infrastructure, such as the union Family 
Welfare Centers, are not scheduled for completion until 1985. Practical 
training programs for mid-level managers and fieldworkers are just being 
developed. Services and supply reporting systems still do not meet the needs 
of program administrators. Resources from some donors are tied up due to 
cumbersome reimbursement procedures. These and other inadequacies in 
program development and administration have led to a situation where a sig­
nificant percentage of the population does not have access to dependable 
services. 

It is important to point out that once the BDC decided upon its current 
program strategy of placing fieldworkers in rural areas, it proceeded to do 
so on a crash basis without planning and developing administrative and 
training skills and procedures required by such an ambitious undertaking. 
To some extent, the BDG's rapidity in launching this nation-wide field struc­
ture was in response to donor pressure. 

It should also be noted, however, that since the organization of the 
present program approach in 1976, improvements have been made and services 
are being provided to increasing numbers of families. A USID-financed 
operations research project* ;found that Family Welfare A\ssistants (FWAs) 
were by far the major source of family planning knowledge and services. 
The same study concluded that with improvcd training and supervision FWAs 
could improve the output of the program significantly. 

The program's ability to expand sterilization services is also noteworthy 
in that it is filling a large unmet demand and has been able to provide quality 
service3 at most centers under adverse circumstances. 

* The increase in the average age of first marriage for females, while 

slight, is probably a contributing factor as well. 

** A,.B.GC Quddus, Performance of FamilyWelfare ,Issistants. (University 
of Chittagong, Chittagong, 1979). 
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In sum, program results since Independence have been exceedingly 
modest. Although tils is in part due to the traditional, pronatalist cultural 
milieu, there are indications that unmet demand for family planning services 
does exist. The program's inability to meet this demand is a result of organi­
zational and managerial problems in delivering services. There is evidence 
to suggest that the prevalence of contraceptive use has risen from the 1975/76 
level of 8.3 percent of currently married women to about 13.6 percent in mid 
1979. Based on these data it is reasonable to estimate that the CBR has 
declined from 47/1000 in 1975/76 to about 44/1000 in 1979 and that the family 
planning program is probably one of the principal causes of the decline. 

B. DETAILED PRCOECT DESCRIPTION 

This project is a three year (FY 1981 to 1983) grant with two major 
components: support to the Covernment's national family planning program 
and supptrt to non-givernmental family plannipng ,rognims'. A logical frane­
wcrk matiix contains the design of the projecy and is attached as '\nnex B. 

The purpose of the project is to increase the prevalence of contraceptive 
use from approximately 13.6 percent of currently married women to 25 percent. 
This should reduce fertility, as measured in terms of the Crude Birth Rate, 
from 44/1000 to 37.8/1000. The goal of the project is to reduce population 
growth as a critical factor in overall economic development. 

1. Support to the BDG Family Planning Program 

a. Foreign Exchange Costs 

(1) Contraceptive Supplies and Medical Kits 

Since the beginning of the Bangladesh program, AID has been the 
principal supplier of contraceptives and medical kits. In fact, the majority 
of AID resources provided under the first population project were for contra­
ceptive supplies. Under this project, USAID will continue to provide both 
the BDC- and the non governmuntal organizations with the bulk of their needs 
for pills, condoms, vaginal tablets and foam, IUDs and mini-laporatomy and 
vasectomy kits. The quantity oi supplies ordered each ycar will be related 
to actual growth in the program, in-country warehousing space, and the main­
tenance of an adequate pipeline. The budget prepared for contraceptive supplies 
in this paper is the best estimate of the need for these commodities at this time 
and matches anticipated levels of use. Each year during the !ie of this project, 
however, USAID will review carefully the quantity of supplies needed to be 
ordered taking into consideration changes in method mix and distribution trends. 
We will continue to utilize the excellent technical assistance of CDC to improve 
the logistics of the program. 
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This area of support is a logical one for AID given its well established 

history of bulk procurement and low prices. Contraceptive procurement require­

ments are found in Annex C. 

(2) Varticiant Training 

One of the fundamental constraints to delivering high quality family 

planning services is inadequate training and supervision of fieldworkers. 

The most important supervisor in the program is the Thana Family Planning 

Officer (TFPO) who is responsible for supervising FWAs, FPAs, and sanitary 
" He/She is also the direct link between the workers who actuallyinspectors. 

deliver services and the managers of the program. In addition to technical 
for leadership. Theresupervision, he/she is looked to by the fieldworkers 

are no adequate training programs yet establist-ed in IPangladesh for these 

officers. 

Beglrmning in FY 1979, USAID supported a raining program for TFPOs in 
The programIndonesia which was designed by Bangladeshis and Indonesians. 

is designed to provide TFPOs with supervisory and organization skills so 
Over 80 percent of the participant traininglacking in the Bangladesh program. 

budget will be devoted to this training. A formal evaluation of the program 

will be conducted at the end of the first year's experience to determine how 

the training can be followed up in Bangladesh and to make whatever changes 

are needed in the training program itself. 

During the first population project, USAID supported 27 participants 

in long term academi: training, and 167 in short term training. The BDG has 

recognized the limitations of long term academic training (e.g., language 

barriets. social adjustment difficulties, desirc to emigrate) and has requested 

USAID to sopport shorter, non-academic training whose purpose will be to 

impart practiral administration and technical skills to senior and mid-level 
USAID will work closely with the BDC in identifyingprogram managers. 


appropriate courses at U.S. universities and institutions and in third countries,
 

especially in Asia. Recognizing the value of academic training, however,
 

USAID has agreed with the BDG to support exceptional candidates for academic
 

study on a case by case basis.
 

While there is no organized resistance to family planning in Bangladesh, 
leaders to support family planningthere remains a hesitancy among religious 

openly and, in some instances, there are individual religious leaders who have 

vociferously denounced the use of modern birth control methods. 

* fPAs = Family Planning Assistants 

FWWs = Family Welfare Workers
 
See Figure I for an organization diagram of these cadres of field workers.
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A number of seminars have been organized over the past years to persuade 

religious leaders to support family planning. There is no longer any open oppo­

sition. Some religious leaders have travelled to Indonesia with World Bank 

support to discuss family planning with their more liberal colleagues there. 
in gar-The Bank continues to support this effort. Wihat is lacking, however, 

nering more active religious support for the program is to persuade the 30 to 

40 senior Muslim scholars in Bangladesh to teach openly that the Koran supports 

family planning. The BDG Is developing a training program for these scholars 

to visit eminent Islamic scholars in the Middle East who do support family 

USAID will support such an approach in this project, if a realisticplanning. 

training program can be developed.
 

support for short term technicalThe final area of participant training is 
training for program managers in non government organizations. As these 

there will be a need to upgradeprivate organizations expand their activities, 
such as Mechai'sadministrative and managerial skills. Resourcep in Asia, 

family planning training center In Bangkok, wi7be used for this training. 
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b. Local Currency Costs 

(I) Voluntary Sterilization 

In the Second Five Year Plan (SFYP), th Government plans to expand 
voluntary sterilization services and Lstimates 

. 

a significant increase in the 
use of these services. For the three years covered by this project, the 

Government has estimated that 407,000 procedures will bc performed in 80-81; 
552,000 in 81-82; and 660,000 in 82-83 for a total o 1,625,000. As a proportion 

of the method mix, sterilization will rise from its present level of 19 per cent 

to 35 per cent. The BDG intends to ensur(. that non-clinical methods of contra­

ception continue to represent the largest share of contrac:aptivL use. 

The popularity of sterilization became evident in ear~ly 1977 when the 
Government launched a nine week sterilization campaign. During this nine 

we-ek period 75,852 sterilizations were performed in 155 thanas against an 
was aexpected total of 61,260. In all respects that campaign success. It 

demonstrated a largo demand for services. CliLnt satisfaction with services 

was positive. * Half of the tubectomy clients and one-third of the vasectomy 

clients claimed that they advised others to be sterilized. 

the Government has not been able to sustain the availability,Since then, 
of sterilization services due to bureaucratic and institutional problems. Many 

of these problems havc now becn solved and in late 1979 and early 1980 the 
of 1977 werc replicated with imprcssive results. Thana Medlcalaccomplishments 

Officers arc now willing to work in the sterilization program. Supplies and 
equipment have been distributed on a more regular basis. With other aspects 

of the program slowly coming together, the Government has been able to spend 

more time on administrative improvements. Training programs for physicians 
and paramedical personnel have expanded. Private physicians are beginning 
to be trained in sterilization surgery through thc Bangladesh Private hedicil 
Practitioners Association. 

There arc a number of reasons for the acceptability of sterilization in 

Bangladesh. First, unlike tmporary methods, sttrilization has a one time 
Inconvenience associated with it. Having undergone surgery, the client does 
not have to rLly on an inefficiL:nt delivcry system for continued supplies of 

there are fcw or no side effects with ste-rilization. Thisservices. Second, 

is a positive advantage In Bangladush where there are, so many real and Imagined
 

problems wifth other methods, especially the pill and thu IUD. Third,because
 

• Sterilization Campaign of "977 - A National Long T(rm Follow-up Survey. 

Nawab Ali and al., Bangladesh Fertility Res.arch Program, TEchnical Report No.25. 
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of the permanency of sterilization, discipline is not nccd(d as it is to comply 

with the daily usc of pills or condoms. Fourth, there are many families who 
no more children. As a method of

have c-ompleted their family size and wan, 

birth control for this cohort, sterilization is ideal. Fifth, the Government
 

compensates clients for expenses incurred in accepting this method in order
 
non­

to reduce impediments and so that this method may be as accessible aqi 

clinical methods. 

The total donor cost for the sterilization programs for this three year• 

Cost components arc shown in the
period is apprcximately $ 32,043,013. 

following Table. 

Donor Financing of the BDG Voluntary SterilizationTable II 

program.
 

Total81 821 e 

888,000 2,166,667a) Physicians fees 542,667 736,000 


.
 1'050'834
356,960 430,680
b) Supporting staff 263,194 


c) Field Workers
 
135,667 184,000 222,000 ,541, 667
compensation 


1, 9,7I0' 1,,918,080 4,680.000

d) Food Cost 1,1721160 


3,710,416
e)Transport 929,316 1,260,400 1,520,700 


f)Surgical Apparel 1,275,266 1,729,600 2,086,800 5,091,'666
 

4,658,334L7

g) Wage Loss 1,166,734 1,582,400 1,9090 200 


.180,000

h)Audit 60,000 60s000 60,000 


3,287,130 81063',429
1)Medicine 2,027,063 2,749,236 


J)Life sa ving
 
350,000 200,000 .150,000 700,000 _
equipment 


k) Technical
 
400,000 1, 200,000'
400,000
assistance 400,000 


12,872,590 32,043,013
$8,322,067 10,848,356 
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The BDG will finance salaries of clinical staff, operating costs of 
These costs are difficult to disaggregateclinics, some supplies and training. 

but the total value of the BDG Support to the sterilizationin the BDG budget, 

program is estimated to be appro~dtnately 25 per cent of the total.
 

Of the total $ 32 million which is expected to be provided by the donors, 

or 52 per cent of the total. The
AID's contribution will amount to $ 16,828,761 
balance will be provided by UNFPA and IBRD. 

IBRD will provide support for medicines and technical assistance in
 

FY 1981 and medicines, technical assistance and surgical apparel in FY 1982
 

and 1983. Its total support is estimated at approximately $12,279,829 or 38 

per cent of donor provided resources .* UNFPA will provide approximately 

or 7 per cent of donor provided resources. During the first year
$ 2,400,000 
UNFPA will provide support for medicines. Dfririg the remaining two years. 

UNFPA will finance physician fccs. 

we intendAt the request of the BDG and after careful review of PD70** 


to reimburse the following local costs of the sterilization program.
 

20 ($1.33) per tubectomy or vasectomy. Doctors
(1)Doctor's fee - Tk. 

on a per case basis for the surgery performed. They do not motivate 
are paid 

clients. Doctors are responsible for all pro and post surgical care of clients
 

while they arc at the clinics.We will finance this part of the program/l'Y1981
 

and expect UNFPA to finance it for the rEmaining two years.
 

- Tk. 10 ($0.66) per tubectomy P,
(ii) Supporting clinic staff 

These fees arL paid to the trained 
Tk. 8.00 ($ 0.53) per vasectomy. 

These personnel are
paramedic or nurse who assists the doctr with surgery. 

care of clients after surgery. They
also responsible for the routine medical 
do not motivate clients to accept sterilization. Differential payment is 

intensive car(- is required to tubectomy clients
justified on the basis that more 

than for vasectomy clients.
 

The exact budgetary levels of IBRD support have not been finalized. The 
* 

levels discussed In this paper are based on discussions with IBRD officials. 

is thQ statement of AID guidelines to ensure
** PD(Policy Determination)- 70 


that sterilization prograr,:s receiving AID assistance are cntirely voluntary
 

and contain no element of coercion including monetary incentives to either
 

the client or the service provider.
 

http:clinics.We
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(tit) Fluid worker compensation for non-routine services? Tk. 5.00 ($0.33) 
per tubectomy cr vasectomy. Given the extraordinary amount of time fieldworkers 
spend on assisting clients both befor,. and after surgery, these fees are reasona­
ble and justified. To receive this payment, ficldworkers must accompany their 
clients to the clinic and remain with them to providu such services as fetching
food and caring for children. Thu payment will be made to any field-worker 
who accompanies a client, whether from PCFPD or from another BDG agency 
or private voluntary agency. 

(iv) Food Cost - Tk. 48 ( $ 3.20) per tubectomy and Tk. 16 ($ 1.06) for 
vasectomy. Vost facilities providing sterilization services in Bangladesh do 
not maintain kitchen facilities. This budget item represents the average costs 
of providing food to clients and is given to them so that relatives and field­
workers assisting them at the clinics can purchase food for them. 

(v) Transportation Cost - Tk. 35 ($2.33) per tubectomy and Tk. 30 ($2.00) 
per vasectomy. Thest costs reprusent the average costs to clients to travel 
to and from sterilization centers. The sami amount is given to all to avoid 
administrative chaos in determining exact fees. Same clients may gain and 
some may lose, but the system is as equitable as is possible in Bangladesh. 

(vi) Waqe tnt - Tk. 40 ($2.66) per tubectomy and T. 60 ($4.00) per 
vasectomy. The payment has buen reduced in response to reexamination by 
the BDG of the value of wages lost to ensure that this compensation is hct 
perceived as an incentive. Patients will be told not 1o work for four days and 
compensation is based on four days lost labor. The differential rates between 
vasectomy and tubectomy are meart to reflect actual wages realistically, since 
men earn more than women. (FRom USAID's standpoint, this will also reduce the 
tendency for men to ser.d their wives for the more difficult tubectomy procedure 
rather than undergo voaactomy themsUlves.) 

Given the economic status of the rural population, the loss of wages
incurred acts as a constraint to the acceptance of sterilization. People are 
simply too poor to sacr,fic.. the. time away from employment to undergo 
surgery. This may bc a principal reason for the low number of vasectomies. 
By providing a fixed amount for wage loss, there will also bc less tendency for 
both men and women to .eturn to work earlier than is medically indicated and 
thus incrase the chanca for infection. Wage loss for women is justified on 
the basis that many poe: women do work. While the BDG does not encourage 
women to linger at the s-.rilization centers, it does allow women to recuperate 
at their own speed. An opuration, even one as relatively minor as tubectomy,
depletes a women's limit:d physical resources. Returning home too C.arly,
often by arduous means, Nill enhance the risk of infection and other side 
effects. In those cases whun women do not stay at a -clinic for very long
It is all the more important to reimburse them the mc.ans to pay relatives or 
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or neighbors in kind or cash to assist them at home with heavy chores. For 
those women who do not have a cash paying job, costs in kind or in cash are 
incurred for work left undone while they are at the sterilization center. 

For vasectomy clients, reimbursement for wage loss encourages them to
 
avoid heavy work and physical exertion which is medically indicated and will
 
contribute to lowering mortality and morbidity.
 

(vii) Reimbursement for the procurement costs of surgical apparel. -
Tk. 50($3.33) for tubectomy and Tk. 30 ($2.00) for vasectomy. In the absence 
of laundry facilities at service centers, the provision of a new lungi for men and 
a new saree for women diminishes the chances of infection. This element of 
the program was supported by USAID during the last three years of the first 
population project, and was cleared by General C'ounsel in AID/W as appropr­
iate support in light of PD 70. 

(viii) Surveillance and Improving Quai of Service - The BDG and USAID 
are extremely conscious of thL need to insure that the best possible services 
are made available to sterilization clients. 

In mid-1980, USAID allotted $ 150,000 of its bilateral funds to TPAVS 
for the purchase of emergency life saving equipment for all ,J)G clinics. USAID 
also requested the services of two CDC physicians to conduct ar epidemiological 
investigation of sterilization d,aths and an anusthesiologist to r,-view the 
sedation routine used in the program. In addition, a physician 'xom CDC, 
with IFRP support, conduct a prospective Study of Strilization deaths in 
Bangladesh. 

In February 1981, a national conference will he held to review the reports
and recommendations cf all three; consultancies to determine specific steps 
to improve sterilization services. The decisions of this conference will be 
the basis for training and re-training programs for physicians, with particular
attention given to sedation of clients and maintaining sterile techniques. 

A condition precedent for our support for sterilization under this project
is the establishment of a competent surveillance system. Rsponsibility for 
surveillance will be under the Director General (D.G.) of Program Development 
in the Population Control and Family Planning Division (PC&FPD). The D.G. 
will be responsible for: 

- insuring real compliance with informed consent requirements. The 
BDG has agreed to use an informed consent from modelled on the 
one used by.,BAVS. ( See Annex K for copy of BDG consent forum). 

http:50($3.33
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are followed and that - insuring that appropriate medical procedures 

emergency life saving equipment is in place and usable.
 

- through sample surveys, insuring that a representative number of 

followed up in order to measure morbidity and clientclients arc 
USAID will fund this element of thesatisfaction with services. 


surveillance system through our operations research grant.
 

- conducting full cpidemiolcgical investigations of all deaths associat~d 

with sterilization. 

- monitoring local costs of the program. 

For the first several years, four expatriate physician advisors will 
They

assist thu Government in monitoring the mudicfl aspects of the program. 

have been requested by the Govurnment and will bu financed by IBRD. Through 

CDC we will provide whatever short term technical assistance is
APHA or 

The Assistant Directors for lrCH/Family Planning in each District necessary. 

will be counterpart personnel for the expatriate physicians.
 

Costs of training, retraining, and additional life saving equipment will 

be part of AID support for upgrading the quality of services. In addition, AID 

will audit these costs independently on a continuous basis to c~heck veracity 

of reporting and to avoid abuses. 

(2) Operations RUsLarch 

One of thc major constraints in the Bangladesh program is the lack of 

information by which program administrators can assess thel progress
accurate 

of the program and make informud decisions.
 

FY 1977, AID funded an operations research projectStarting in late 
First, it provided a mechanismtwo purposes.with the Government which had 

It funded action researchSucond,to evaluate components of th. program. 


new family planning and V,CH interventions could be introduced and

whereby 



their effectiveness evaluated. (See ,mnnex D for a summary of projects 
funded under operations research.) 

This project component has had mixed results. Some research projects 
were not screened well, so that their results were not relevant to the program. 
Others, however, were done well and provided useful information for program 
administrators. In early 1980, responsibility for monitoring this project was 
transferred to the National Institute of Population Research and Training 
(NIPORT). With this transfer, project proposals and ideas have increased 
and provision has been made to hold two seminars a year to disseminate the 
findings of the research to program managers. 

Under this project a minimum of 20 new projects will be funded. Research 
will be focused on solving servicc delivery problems aid rese,-,rch results will 
be more fully disseminated and utilized (;ianIn the past. 

In addition to supporting evaluation studies, the operations research grant 
will be used to support experiments in community family planning. This will be 
explained later in this section. 

(3) Annual Prevalence Surveys 

In mid-1979, the Research, Evaluation, and Statistical Programs (RESP) 
Division of the old Population Directorate undertook a nationol prevalence 
survey with V'estinghouse Health Systems support. Since the development 
of a national service statistics system is miny years awty from full imple­
mentation, it is vitally important that the program have a means to measure 
overall progress on a continuing basis. In this project AID will fund annual 
national prevalence surveys. The IBRD Consortium intends to provide an 
expatriate advisor for prevalence surveys and thus the continuing assistance 
of Westinghouse Js no longer needed. In addition, UnID will request: AID/W 
to provide short term trchnical assistancc as required through APHA or CDC. 

Annual prevalence surveys will be a principal means of evaluating this 
project. 

(4) M3ternal and Child Health 

The relationship between fertility and maternal and child health (MCIH) 
in Bangladesh is not clearly understood. What is known is that when fertility 
control services are delivered to women along with some other desired service, 
the acceptance of fertility control incrcases.. The BDG has clearly identified 
MCH care as the most important service to be linked with family planning. 



The BDG is engaged in a major effort to utilize fully the fleldworker 
structure that is already in place. For MCH services, key field personnel, 
p3rticularly Family Welfare Visitors (FWVs) and Family Welfare Assistants 
(FWAs) are being trained (and retrained) in MC-, and the FWVs are being 
utilized to teach rudimentary MCH skills to village traditional birth attendants 
(TBAs). MCH drugs and supplies are being supplied in quantity to the rural 
health centers for the retrained personnel to use. Donor agency involvement 
in these activities is extensive. (See Annex E for a description of other 
donors support to MCIF. activities.) 

After consultation with the other donor agencies, USAID agreed to fill 
a critical gap in the training cf the field workers in MC, i.e., to fund the 
production costs of some of the essential educational materials. (See NGO 
section of this paper for a description of in-country training of IVVs.) 
A working group for MCH materialh1 production has been formed, consisting
of a 	representative from Family Pl.nning 7nd MCH Services and the Training 

Units of the PC&FP Division, UNICEF, UNFPA, CARE, and USAID. The 
following materials are being developed and reviewed: 

(1)A comprehensive MCH/FP manual for the FWVs, for training and 
reference in the field. 

(U1) 	 A small booklet for the FWVs to use for refresher training of 
FWAs, and for both FWVs and FWAs to use in their field work. 
This illustrated booklet entitled "Better Child Care" was 
produced by the V,.luntary Health ,'ssociation of India and is 
being adapted for use in Bangladesh. 

(Iii) 	 In conjunction with resources froia UNICEF, a set of wire bound 
illustrated manual.s for training and use of traditional birth 
attendonts (TBAs), who will be trained by UNICEF. 

(iv) 	 Child growth charts. " Recently USAID initiated an effort to 
prepare a standard growth chart by convening a meeting of all 
agencies which utilize them. A,committee was designated to 
develop the new chart. USAID intends to produce it once it is 
pretested and finalized. Initially, 200,000 will be printed for 
use in 86 MCH Centers and Mothers' Clubs. 

(v) 	 Teaching kits (flish cords, story boards, pamphlets, etc.) for 
field workers (MWVs, FWAs, FPAs, MAs.) A prototype kit will be 

* 	 Louisa B. Comes, et al,, "A Growth Chart for use in Child Care and 

Nutrition in Bangladesh: Suggestions for Design and Imrplementation. 
(USAID, September, 1979). A hrrge variety of charts are now In use. 



developed and field tested prior to reaching dccisions about 
large-scale production. A proposal for funding the prototype 
kit and 3,100 finalized kits is being formulated at this time 
and will be submitted to USAID. 

As other MCH training material needs are identified, the Working Croup, 

in cooperation with PC&FP Division, will meet to develop them, These 

materials will then be recommended to USAID for production support. 

(5) Community Level Family Planning Services 

The success of almost every family planning program in the developing 

world depends on gaining community support for fertility control. Bangladesh 

has no social or political cohesiveness ,at the village levcl which lends itself 

to creating community support for something as elusive and intangible as 

fertility control. 

The Government has identified Swanirvar, or Village Self-Reliance, as 

the political movement for the villages. Swanirvar, which began in Bangladesh 

in 1975, has development of health and family planning services as one of its 

priority objectives. There are indications that fertility rates in some Swanirvar 

villages have been reduced significantly. USAID will experiment through the 

operations research grant by providing small grants to selected Swanirvar 

villages for MCH and family planning services. If this approach proves 

productive, AID will consider expanding support to the Swanirvar movement 

through a separate population project. 

AID will also support project proposals of Thana Family Planning Officers. 

During training in Indonesia, each TFPO develops a plan of action for improving 

family planning ser,ices in his or her thana. 

Program implemenctation of this component of MdD support will be modelled 

somewhat on the Indonesian Mission's approach to local cost financing. 
Although projects whicii directly involve the community will be g:1ven priority 

under this component, other family planning services approaches not covered 

by the "main scheme" wili also be encouraged. 

The following are examples of projects which may be funded under 
this component. 

- Special Information, education and communications (IEC) projects 

tailored to local dialects and using local media 
- Seminars for loc.al religious leaders 
- Pilot MCH ahd nutrition projects 
- Workshops for all categories of fieldworkers 
- Thana evel or lower prevalence surveys 
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2. Support to Non-Government Orcganizations 

Private organizations engaged in family planning projects are 

coordinated by the Family Planning Council of Voluntary Organizations. 

This Council is chaired by the Secretary of PC&FPD. It meets regularly 

to exchange experiences and to avoid overlap of project activities. As 

a result of private organizations growth and success, in 1979 the Government 

became more interested in "regulating" their role by determining where and 

in what manner these organizations should work. The ensuing dialogue 

resulted in a set of guidelines for private organizations, which by and large 
give maximum freedom to them to operate family planning and MCH services 

as long as the Government is fully informed. There remains a degree of 

tension between the private organizations and the Government, but in most 
cases, the resulting resolution of particular issues is an improvement in 
overall cooperation. The fact that the Government plays such a prominent 

role in the Council of Voluntary Organizations is a positive sign of the 

importance it places on private organizations to assist in delivering services. 

Because of AID's experience In working with the family planning NGO's 
and because AID can grant funds directly to private organizations, unlike the 

other two major donors, the Government and the NGO's look increasingly to 

AID for support. 

The ambitious Government demographic targets and the ambitious 

targets set in this project require that the private organizations increase 

their service delivery capability. Under this proj,-ct, USAID has chosen 

organizations which have the capacity to expand their activities quickly and 

effectively. 

a. The Bangladesh Family Planning Association (BFPA) 

Established in 1953, BFPA pioneered the family planning movement 
and greatly influenced the Government's decision to support family planning. 

With the beginning of the Government's involvement in population, BFPA s 
role was redefined so that it now supplements and complements the 

Government's program. BFPA performs the following roles: 

(I) popularizes family planning and small family norms 
(i) involves and assists other voluntary organizations in 

developing family planning projects and 
(iII) demonstrates innovative projects for possible replication 

by the Government and other organizations. 

BFPA presently supports activities in six areas of family planning: 
1) information, education and communications (lEC); 2) medical and 
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clinical services; 3) community based family planning; 4) planned 
parenthood and women development; outh 6)torams; and 6) training 

programs. 

BFPA's programs are characterized by thoroughness, follow-up, 
community involvement, effective management, and innovationi One of 

BFPA's primary interests now and in the coming years is the development 
of programs with women end youth. 

While BFPA has been in existence almost thirty years, the growth 
of its programs has been slow, primarily due to lack of resources and 
lack of management capability to absorb larger resources. Its management 
capability has grown and it is now in a position to manage larger programs.. 

Under this project, AID will negoUat.r a three year grant to BFPA 
.so It can support projects in communications, clinical services, and 

service delivery programs utilizing youth, women traditional health 
healers and labor unions. The AID grant to BFPA will not substitute for but be 
additional to its annual grant from IPPF. 

b., The Pathfinder Fund 

The Pathfinder Fund concentrates on three areas of service deliver/ 
in Bargladesh: community based distibution projects; clinical services; 
and, services for industrial worklers. 'All " 
A . , - .. - 0 1 !q . ,' : ,' - f .' - I : i three areas, t .,'need greater. . 1' Z ' ' j concen­
trationof effort, especially the'latter two. .ni ke some offierrID/W
supported intermediaries in Bangladesh, the Pathfinder FUnd is severely 

limrted by a lack of reso'urces. its'Y 79-80 budget for Bangkldesh was 
$437,375, of which' $334,39 were funds"provided' throiigh"the"AID/W 
worldwide grant. 

Under this project, MD will ngotiat a thtee yea grant, 
agreement with the Dacca:p'afhfindIer Fund o ifk'16 to' 1pj giWt .J6jects in 
,clinicali ,services,' , includingI MCH/FPu ,, i , programsi.; ;',. 'i9for f6milies o"j te and: . o r • ' si s ," uti" 

sugar mill workers, other industries, and cmmu s tr 

projects in District and sub-Divisional towns.. . ...'..': .: ' ° ," t' i
 "; 


,Social Marketing Project: Popjlaion Services International (PSI) 

In early 1975.this project bigan selling pills and cohdoms at 

.ghly subsldized prices backed upwith'a wide rang of ndia advertising. 

,Slrwq. ,then, it has distribute UhEse products plus Ne o-Sampoon foaming 
t.bets -and low dose pills to over (, 000 retail outlets.. "t.' sales
 
since the beginnrig 6f the project'amount o over millloj
-i0 cpondoms, 
almost 4 million cycles of pills, and over 4 mi'Ai Nd- -mpoon tablets. 
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In FY 79, the vission added $800,000 to this centrally funded 

project to enable it to expand further into the rural markets. In FY 80, 
The contract with PSI,

the Mission began bilateral funding of the project. 

under which this project operates, expires in Feb. 1981. At that time, 

AID will negotiate a three year grant with PSI to continue subsidized 

sales of a wide range of contraceptives and to experiment with subsidized 

sales of MCH products. A primary goal of thu three year grant with PSI 

is to establish a legally indepcndunt Bangladcshi organization capable of 

continuing to sell contraceptives and allied medical supplies throughout 

Bangladesh. 

d. Family Planninu Srvices and Training Center (FPSTC) 

1979 by the National Population Council,Established in January, 
the Family Planning Services and Training Center (FPSTC) has the following 

objectives: 1) to provide pro;notional, technical, and other services to 
and nutrition;

voluntary organizations engaged in family planning, IVCH, 
of all voluntary organizations in these

2) to coordinate the activities 
three fields; 3) to provide the Ivinistry of Health and Population regular 

information on the performance of voluntary organizations in these three 

FPSTC also acts as the secretariat for the Familyfields. In addition, 

Planning Council of Voluntary Organizations discussed earlier.
 

FFSTC has a govLrning body responsible for setting policy and 

The body is composed of representatives of the
overall administration. 

While the Chairman of
Government, voluntary organizations and donors. 


an
the governing body i. the Joint Secretary of PC&FPD, FPSTC is 
It is the Government's windowautonomous non-governmental organization. 


to NGO famiiy planrning activities.
 

Since FPSTC's ustablishment Family Planning International Assistance 

(FPIA) and the Ford Foundation have provided financial support for both 
FPSTC has provided grantsadministrativc exp;nses and project costs. 

for small projects in family planning, Nv:CH, andto nine indigr:nous 1-VOs 

nutritional activities, including onL funded by Japan for family planning
 

and parasite control.
 

An evaluation of FPSTC conducted by the Institute of Business 
1980 noted that theAdminist:ation at the University of Dacca in April, 


approval, funding and monitoring process of F[STC was highly satis­

factory. During thu first year of operation FPSTC conducted five training
 

programs for personnel of indigenous PVOs working in family planning
 

and worked closcly with other larger FVOs in improving its
and MCH, 

training programs.
 

;4
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USAID will provide grant funds for FFSTC to expand its support 
Ford and FPIA will continueto indigenous PVOs for training and services. 

to fund administrative costs and some projects. A three year grant 

agreement will be negotiated with FPSTC, but individual subgrant 

agreements will be approved by USAID population staff prior to the 

release of funds. 

FF-STC plays a significant role in NGO far, 'ly planning in 
First, byBangladcsh and its role is likely to grow in the future. 


helping indigenous F:VOs develop, implement, and monitor small projects,
 

FPSTC is developing thc institutional framework for broad community
 

support for family planning as well as expanding services. Second,
 

as secretariat for the Family Planning Council of Voluntary Organizations,
 

FPSTC acts as voicL for the privatL organizations with the BDG. The
 

Government relies on FPSTC tc communicate its concerns to the private
 

organizations as well.
 

The Bangladcsh Association for Voluntary Sterilization (BAVS)e. 

BAVS fulfills several important functions in the national program.
 

First, it provides high quality sterilization training to Government and
 
BAVS will
non-government physicians and allied medical personnel. 

be the focal point of increased efforts to improve the quality of 
it provides highsterilization training in the coming years. Second, 

quality sterilization and other family planning services at 24 service 

centers located in district and sub-divisional towns throughout 

Bangladesh. Third, and most importantly, it provides moral and 

program leadership for the Government in sterklization. The Government 

looks to BAVS for advice on establishing standards of training and service. 

AID will provide resourccs for BAVS to expand its training and service. 

Because BAVS' principal donor is IPAVS and because IPAVS is capable of 

providing a variety of technical and administrative services to BINS, 

USAID support for the cxpansion of BINS will be funnelled through IPAVS. 

IPAVS will administer USAID funds to BAVS in thL same manner in which 
it administers its current projects with BAVS. The speed at which 

BAVS Lxpands its activitics will depend upon its ability to strengthen its 

management and supervisory capabilities; however, we expect that BAVS 

will be able to doubh, the number of its service centers by the end of the 

project. IPAVS will play a key roiu in upgrading these skills. 

f. ThL Asia Foundation (TAFL 

In late 1979, the Mission nLgotiated a grant with TAF under the 

PVO Co-Financing Frojct to provide family planning and NvCH services 
using its wide rangu of ccntacts with indigenous organizations doing other 

development work in Banrgladesh. There arL numerous organizations in 



30 

Bangiadesh which are providing a wide variety of social services but 

no family planning and I.CH services. By integrating family planning 
and MCH into their existing services, these organizations can 
institutionalize family planning services as a permanent part of their 

ongoing work. 

To datv, TIS has .hnded five projects with indigenous social 
Welfare organizations which combine Income-generating activities with 
family planning servicos. The new grant provides the means for TAF 
to continue funding population projects of indigenous NGOs when funds 
under its current project are d~plctcd. 

.g. Family Welfarc Visitor (FWV) Trainer Training with CARE 

The Family Welfare Visitor (FWV) is the key BDG worker in 
delivering maternal and child health and family planning services in 
rural areas of Bangladesh. The 18 month training develops skills in health 
education, preventive and curative MviCH, clinical family planning, and the 
management of services at Family VMlfare Centers (FWCs). The training is 
divided into three six-month phases; first, classroom training covering 
theory and principles of MCH and family planning; second, practical 
training at nearby hospitals and MCII facilities; and third, field practice 
in rural areas. 

Training is conducted at 11 (soon to be 12) Training Institutus 
(FWVTIs) by a faculty consisting of a Principal (usually a physician), 
nursing-midwifery lecturLrs, medical, social science, and nutrition 
lecturers and scven field trainers pLr institute. The field trainers 
supervise the practical aspects of the training during clinical practice 
and field training and give lecturers and practical demonstrations in the 
institutes. 

The National Institute of -opulation Research & Training (NIPORT) 
is the Govcrnment office concerned with health mr.npower training. Recently 
the Training Unit of FC&FFD, which is responsible for FWV Training, 
has been transferred administratively to NIPORT. Thus training-of-trainers 
for the FWVTI will fit logically with NIPORT's new field training respon­
sibilities. In thL past their main focus has been managcmcnt training 
and short courses for family planning personnel. They have little 
experience in longer courses or in training in teaching methodology and 
clinical areas. OutsiV'e ussJstance would be required to set up such a 
course, and new faculty positions wouild bu required at NIFORT specifically 
for FWV Trainer Training. 
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Refresher training of FWV trainers is also necessary to improve their 
current performancc and provide continuing education. Downstatc Wedical 
Center o. New York operpted a successful series of refresher training 
programs from February 1978 to August 1979, training 38 field trainers in 
clinical family planning. Since the end of its contract with AID, no further 
refresher training has been done. A course planned to bsgin in WVay, 1980 
was never scheduled. 

At the reque.st of the Training Unit of PCF-D, CARE proposes esta­
blishment of an FMV Trainers Training Frogram as a permanent section of 
NIFORT. A permanent, full-time faculty would bc created at NIPCRT to 
conduct this training including thi-ee or four nurse-tutors, a social science 
lecturer and an education speciAlist. NIPORT would provide administrative 
support. Existing clinical facilitics and field practiCe areas would be 
used for practical training. 

External consultants from CARE will provide assistance in establishing 
the program including an Lducational consultant and a nurse-tutor consul­
tant. CARE currently provides assistance to FVV'VTI training through nurse 
consultants on sitc at five FVTIs and a medical consultant assisting with 
IVWCH training and curriculum developmnt in Dacca. The focus is to 
improve the. practical aspects of training to devclop the clinical, health 
education and community de velopment skills of the FVVV trainees. This 
program is closely coordinated with other training inputs for related 
workers by UNFPA, UNICEF and the Ncthrlands. Thus the trainer 
training will bL linked through the C&RE/NiEDICO Program Coordinator 
to the FWVYI program and related training programs. The need for external 
assistance is anticipated for three to five years, at which time the program 
would be continued by thu Government. 

51 

http:reque.st
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During each year of the project at least one six month trainer 
training course will be. conducted for approximately twenty candidates per • 
class. In thi_ first two ycars of thL project an additional class will be 
trained. Thus in thrcu years a total of 80 trainers will complete initial 
training meeting current personnel needs. A.lso each year four to six 
refresher courses of approximately onc month duration will be given for 
existing field traincrs and other faculty of tc FVvVTIs. Since major 
changes in the FVV curriculum are being introduced which will require 
changes in teaching mLthodology, this is espccially iralportant and timcly. 
Continuing education for these faculty is an urgent and ongoing need which 
can best be providcd by thL. same faculty as for initial trainer training. 

The trainer training program will comphasizc practical skills necessary 
for tcaching, organizing field practicL, and demonstrating clinical MCH 
and family planning skills so that the Family Vvelfart- Visitor can assume 
an effective role. in providing rural MCH and family planning services. 

USAID will provide a grant to C.RE for Lxpatriatc technical assistance, 
salaries and opLrational support for key faculty staff, equipment, educa­
tional and training materials, two vehicles and transport costs, and 
Bangladeshi consultants. 

3. Increasing Demand for Fertility Control 

While the intent of this project is to assist the Government and thc 
private sector expand the availability ot family planning services, wL recognize 
that fundamental social, cultural, and economic constraints stand in the way 
of Bangladcsh's desirL and need to achicve a complete demographic transition. 
There-fore, within this project wu have set aside a small amount of funds to 
support initiatives to incrcasu demand for serviceus. 

Within the family planning sector we intend to stre:ngthen and expand 
the demand for servicts through increased use of mass media, principally through 
the use of radio. Grants will bc provided to both Government and private orga­
nizations to develop radio programs with consiste-nt anti-fcrtility messages 
in the context of real life dramas, cntertainment, and role models. Other 
demand creating ideas will also bc considerLd for support und.r this project. 

OutsidL thc family planning sector, wc will utilize funds undcr this 
project to incrcase our understanding of thc dutcriminants of fertili%,y in 
Bangladesh; to fund Lasibility studi-s in areas which seem to hold the most 
promise for projcct interventions; and to actually t xprimL.nt with small scale 
projects which will include strong -mphasis on e.valuation. Our initial cmphasis 

http:xprimL.nt
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will be to explorc- project possibilities aimcd at improving the status of women. 

T11 feasibility of formal and non-formal femalE Lducation approaches will be 

explored as well as schemes to raise the age of marriage and increase female 

employment. 

Givcn the complexity of ths- issues, we anticipatu that activity under 

this component of our project will not commence until FY 1982. 

4. project 0Outputs_ 

The proje.ct outputs will be family planning servic. availability throughout 

the country by thL end of FY 83; an increase in the number of trained personnel 
to providci services and managu the program nforL Lfftctively; and an increase in 

the quality and quantity of r.lvant data upon which program managers can make 

dLcisions to improve scrvic dLlivtry. NGO projects will have made services 

available through an array of indigenous PVOs. Community support for and 

participation in family planning will be greatly enhanced by Government and 

private organizations' programs. Expe.rim.ntal activities principally through mass 

media will strengthin and incr~asc demadd for services. Feasibility studies 

will determine the range and appropriateness of other activities meant to increase 
demand. 

roject outputs by project components arL contained in Table III. Table 

IV attributes gains in contraceptive prevalence to different contraceptives by 
source of supply. 

http:proje.ct


34 

Table III 

3. Prolect Outputs 

Iniut 	 Qutput Expucted Results, 

Training 

360 thana family plan- Improvud supGrvision ofa) TFPOs a) 	 a) 
ning and health offic- the field program and 
ers trained in super- groatur community invol­
visory & community vement in family plann­
organizational skills. ing. Greater numbers 

of families reached with 
services. 

b) Academic and b) thrLL mid-level BDG b) 	 Improved management 
of the BDG and privateprofessional 	 managers reccive 


Masters degrec aca- sector programs.
training. 

demic training; app­
roximately 10 senior
 
and mid-lovel mana­
gcrs from BDG &pri­
vate sector rIcciW;
 
short term profLssion­
al training In th. U.S.
 
or Asian countrius.
 

c) Religious c) 30 to 40 senior Islamic c) 	 Positive religious 
scholars actively support provided toleaders training 
support family plann- family planning program. 
ing. 

d) FWV trainers d) 	 Faculty in all 12 FWV d) Improved quality of 
Training InstitutLs clinical family planning 
trairid to train Family and MCH services. 
Welfare Visitors in 
clinical family planning 
and MvCH care. 

e) MCH &Famgy Plann- u) MCH and family plann- e) Greater acccpLance of
 

ing Mvatrials. ing training and field- family planning due to
 
work matLrials and man- more. informed and
 
uals available for usL by better trained field-

FVvVs, FVVIs, TEJ.s, dnd workers.
 
other field luvcl workers.
 

4D
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Innu 	 otut Expected Results 

I. Expansion of Services 

a) 	Contraceptive Sup- a) Contractptiv. suppliies a) Greater numbers of famiies
plies a~nd medical arQ madc available to havc modern means of birth 
kits all categories of field- control available to them. 

workers; medical kits are 
madt. availabl to phy­
sicians and paramedics. 

b) 	Sterilization b) At least 400 BDG steri- b) A total of 1,625,000 steriliza-
Services lization centers opPa- tions performed by the end of 

ting year round. the project, resulting in 
2,892,500 averted births. 

c) Bangladesh Family c) Clinical Services, Inf- c) Increased use of contracep-
Planning Associa- ormation and cducation tives, greatly increased know­
tion. programs, youth and ledge of family planning, and 

women programs, and increased community invol­
community based family vemcnt in family planning. 
planning su:rviccs are 
made availabiL. 

d) 	Pathfinder Fund d) Fumily Planning Servl,- d) 	 Increased use of contraceptives 
ces made available In in defined areas of society. 
factories, jute mills 
district and Sub-
Divisional towns. 

e) 	Population Services c) Contracuptive products u) Couple years of contraceptive
International, availablk univursally practice ncreased from
Social Marketing. in all rural commercial 400,000 to _B69,000. Contra-

OutLts. 	 ceptivus available in all urban 
and rural areas at subsidizGd 
pricus. 

f) 	 Family Planning f) At Ioast 20 indignous f) Increased usu of contraceptives
Survicus and Da- Bangladeshi FVOs duli- through Bangladushi organiza­
ining Center. 	 vering family planning tions. Community support for 

services. family planning Increased. 

IiA 
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Input- QutDut ExDuctud Rsults
 

g) IPAVS, BAVS g) 	 Number of BAVS clinics g) lit last 150,000 sterilizations 
doubled irom 24 to 48, performed resulting in 267,000 
training activities births averted. Quality of 
incrcased. sterilization services improved 

in BDG and private 
organizations. 

h) Asia Foundation h) Community Based con- h) Bangladeshi organizations 
traccptive services deliver contraceptive services 

con-Integrated into oth.r along with othcr services, 
developmL:nt efforts traceptive usu increesos. 
of indigenous IVOs. 

i) Community level I) Swanirvar villages tu- I) Contraceptivl use increases 
family planning ceivo small grants through community involvement 
services. 	 to incorporate family in the program; TFFOs improve 

planning Into village servicE in resulting in increased 
activities; TFPOs contraceptive use. 
receive small grants 
to sponsor local 
level improvements 
in servicu. 

UI. Management Information 

Program managers have 	perlo­a) Annual Prevalence a) lb~tional level prova- a) 
Surveys lenco of contraceptive dic reliable data to measure 

use data available yearly progress of the program. 

b) Operations I '-b) 	 I-t liast 20 evaluation b) Frcgram managers have 
Research 	 studiLs on diffcrent rviable information on the 

componcnts of the progress of devloping an 
program arc compIlted off,.ctiv, service dlivery 

program. 

0) Stcrilization Survii-, Survuillancu systum c) Impruved quality of steriliza­
lance System monitors all aspects of tlun services achieved. 

the sterilization program 
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Input Output Expected Results 

IV. Demand Generating Activitics 

a) Use of Mass Media a) Increased frequency 
and quality of radio 
programs desigrid 
to motivate married 
couples io reducr 
their fertility. 

a) IncrLeased dLmand for family 
planning services and increased 
contact between eligible 
couples and family planning 
workurs. 

b) Feasibility Studies 
and small scale 
expcriments 

b) At Icast 5 fkasibility 
studies and/or smapl 
sc lc experiments 
und&rtaken relating 
to increasing demand 
for fcrtility control. 

b) Grcater understanding of the 
dctcriminant3 of fertility is 
achieved lkading to projects 
beyond family planning. 



Table - IV 

Incre3ses in the Prevalence of 

Ccrtraceptive Use by Project Conponent 

79-80 

1. 1dorried Women of 
Productive "ge 16,OOC,000 

2. 	Prev2lence of Use
 

".ttribut3ble t:)
 

2) 	Steriliz:Ai.n 


b) 3C Pills 


c) .3iC-Cond'oms 


d) BEG IUDs Ctriers 


* 	 e) SocIl -Irketing 
condcrm-

f) Social I l-rketing pillb 

g) Social -i3rkctingcthe-s 

h) NGCs 

3. 	Tctl* 


472,200 (2.9%) 


512,670 (3.2%) 


356,760 (2.25) 


65,000 (0.4%) 


337,282 (2.1%) 


5S,656 (0.3%) 


7C,529 (0.4%) 


500,000 (3.1%) 


2,370,097 (14.6%) 


80-81 	 81-82 


16,448,000 16,908,544 


791,300 (4.8%) 1,209,000 (7.00) 


823,076 (5.01.) 


500,000 (3.0%) 


75,000 (0.4A) 

400,000 (2.4%) 


80,000 (0.50,1) 


85,000 (0.5%) 


650,000 (3.9%) 


926,923 (5.4-/) 


511,COO (3.0%) 


P5,000 (0.5%) 


489,000 (2.8%) 


115,000 (0.6%) 


115,000 (0.6%) 


925,000 (4.8%) 


3,404,376 (20.5%) 4,275,923 (24.7%) 


82-83
 

17,381,983
 

1,667,500 (9.7%)
 

1,000,000 (5.79)
 

711,000 (4.09)
 

90,000 (0.5%)
 

489,000 (2.8?t)
 

189,615 (l.2%)
 

115,000 (0.6%)
 

1,000,000 (5.7%)
 

5,282,119 (30.2%)
 

Prevalence rates shown higlo.r then projected targets are due principally to. over reporting in the BDC'S 
: 


contraceptive distribution figures. 
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Part III Project Analyses 

A. Technical i.nlysis and Environmental Assessment 

This project is feasible. It supports a national program which is 
conceptually sound and provides resources to overcome the most serious 
constraints to making the Government progr3m more effective (e.g., training, 
services, and manacgemcnt inform3tion). At the same time, it provides 
support to private organizations so that services can be expanded as 
rapidly as possible. 

Services are delivered by appropriately skilled personnel. Non­
clinical services are provided by trained male and fem-ile non-clinical 
fieldworkers. IUD services and clinical MCH services are provided by 
specially trained paramedics in hcalth centers. Sterilization services 
are provided by trained physicians assisted by tr.ained clinic personnel. 

This project meshes well with the BDG's decision to decentralize 
implementation of the program, with its growing emphasis on encouraging 
local community involvement in family planning, and with its encouragement 
to private organizations to expand family planning activCUes. 

Safe and reliable contraceptive technology is utilized. The Mir­
laparotomy technique, for example, is the safest and most efficient means 
of female sterilization. A surveill.ance system will bc entablishcd to 
improve the quality of the sterilization program. Non-ctinical contraceptives, 
such as condom, Neo-Sampoon foaming tablets ard EMKC' foam, which cause 
little or no side effects, are provided. A low dose pill h.as been introduced 
and its use will be expanded in this project. The wide variety of contracep­
tive methods available in the program is consistent with operations research 
findings which show a significant positive correlation betwcen the degree 
of success in reducing fertility and thL numb.r of methods available. 

In the absence of a national service stitistics reporting system, 
operations rezearch and prevalence surveys are the most reliablc means of 
obtaining management information upon which improvements in the administra­
tion of the program can be made. These two ea'luation tools are part of the 
AID support in this pro)jct. 

Training inputs in this project are aimed at improving the performance 
of key program personnel and cumpIc-ment the training .activities of other donors. 

Emphasis on involvement of non- governmentel organizations in family
planning recognizes their long term role, in that the BDC still has a long 
way to go efore its national delivery system is fully cffective. For instance, 
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the expansion of the Social Marketing Project into the rural areas 
provides services to thcsc who prcfur this more anonymous and informal 
method of gaining access to contraceptive supplies and nlso provides a 
national fail-safe system during disruptions in BDG services when 
Government field vorkers cannot visit homes regularly due to bureaucratic 
changes, strikes or floods. 

Experimentation with providing resources diictly to the thana 
level and below recognizes that community level involvemcnt is a 
necessary ingredient te maximum acceptance of family planning in 
Bangladesh. 
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B. Financial Analysis and Plan
 

The total iID bilateral inputs for this three year project are
 

$64,865,680. The budget by project component is as follows: 

Training 
BDG 

1,680,000 
NGO 
225,000 

Evaluation 
-

Total 
1,905,000 

Services 43,420,761 15,319,793 - 58,740,554 

Manabement 
Information 2,500,000 - - 2,500,000 

Demand Creation - 1,670,126 - 1,670,126 

Evaluation 
TOTAL 

-
47,600,761 

-

17,214,919 
50,000 
50,000 

50,000 
64,865,680 

A detailed budget is contained in Annex G.
 

Of the total, 73% is for the BDG program and 27% is for NGO
 

activities.* Fifty-two percent of the funds is for dollar costs
 

and 48% is for local costs. Total resources available for the BDG
 

program during the three years of the project are approximately
 
$240,965,680.
 

Tottl Percent of Total
 

BDG $73,700,000 31
 

IBRD 75,000,000 31
 

UNFPA 27,400,000 11
 

AID 64,865,680 27
 

TOTAL $240,965,680 100%
 

* However, some of the contraceptive commodities, for which money 

will be obligated to the BDG, will be used by NGOs. 

** This includes the NCO portion of our project. BDV budgetary 
figures for FY 83 are not available and so the BDG contribution in 
FY 83 will not be lower than in FY 82. 

41 
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Most BDC resources are budgeted for ongoing salary expenses, land 
for buildings, operational expenses of health and family planning facilities, 
local procurement of some drugs and clinic material, and customs charges 
on imported materials of UNFPA, IBRD, and some other donors. The BDG has 
promised to increase its share of program costs if annual evaluations justify 

greater resources. 

Traditionally, the BDC has not contributed in a significant way to 

project costs in the population sector because of the abundance of donor 

financing and the willingness of other donors to support this sector. Iowever, 

in June 1980, the BDC began to assume financial responsibility for the 

salaries of 8,000 FWAs. These salaries were initially funded from the Bank 
project. This is a concrete demonstration of the BDC's commitment to 

assuming costs of the program originally finanfed by donors. Now that 
health workers are also providing family planking services, the BDC financial 

commitment to the program is substantially greater. 

The data presented in this plan represent resources from the BDG and 

the three largest donors. They do not reflect other sources of financing 

from AID/W intermediaries, such as FPIk, Pathfinder Fund, IFRP.. & IPAVS, 

nor do they represent financing from Ford Foundation, contributions in MCH 

and drugs and equipment from UNICEF, and the private organizations not 

receiving AID assistance. A conservative estimate of financing for family 

planning activities in Bangladesli during the time period of this project 
is $300 million. 

Sources of funding for the program seem secure. The BDC is 

committed to the program financially, even thiough it has not haa to expend 

large amounts of its own resources due to thc donors interest in funding 

this sector. Civen the widespread interest among the donors in reducing 

fertility in Bangladesh, it is safe to assume that other donors will continue 

their support. No innovative, thoughtful idea for reducing fertility in 

Bangladesh will go begging for lack of resources. 
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C. Social Assessment 

1. Introduction 

Thu appropriatLcntss and feasibility cf this projuct isdiscussed in 
Patt II Proluct Background and Detailed Description in A. Background, 1. rogram
Rationale. Below we will dscribe the. social crganization of Bangladesh, the 
beneficiarics of this project and the social impact of the project. 

2. Social Organization 

Bangladesh is the second-largest M.uslim country in the world, after 
Indonesia. Eighty-five pc.rcent of the population follow Islam; but there Is a 
significant (14%) Hindu minority as well as small pcrcentago of Buddhists, 
Animists, and Christians. 

Social organization and cultural traditions in Bangladesh are strongly
conditioned by an intensive rice-based agrarian system, operating in a difficult 
environment under increasingly severe population pr,.ssure and resource scarcity. 
Access to thE most important productive resource, agricultural land, is highly
skewed. Over half of all rural villagers are landless or near-landless. Declines 
in productivity, umployment, and real wagus heve been marked over the past 
two decades. The estimated per capitdl national incom. is $'9.0. per year. one 
of the lowest in the world. 

ThL layers of Bangladesh's complex social structure may be depicted
concisely In the illustration on th, next pagL. Bengali society Is based on the 
household (ghar), formed by a man, his wife and unmarried children (paribar).
Several households of patrilinearly rAatd k.nsMrn compose a homestead _ar_),
which is, in turn, part of an idefntifiud hamlet (pj.a). Beyond the hamlet, there 
islittle social cohesion or community involvement. The family cycle which 
generates this set of social forms begins with the alliance of two parlbar through
marriage, in which typically th,. young people, being married have little choice 
of partners. The shift of the bride to h.r in-laws" homestead places her under 
the authority of the senior me.mbers--usually her mothLr-ln-law. Relations 
between spouses are not expected to be close, or even affectionate; separation
and segr gation of scxes is marked. The bride proves hur worth and gains
prestige as well as security by producing childre1n--preferably male--for her 
husband's family. Over tirr,, with the de;ath of older women and the coming to 
maturity of her offspring, she assumes the mantle, of female authority in the 
household and hcmestead. 

4q~ 
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ORGANIZATIONAL SPHERES IN BANGLADESH
 

rGG
 

TARGET FOR EF..FECTiVE DEVELOPMENT 
DIVSICON ............. 2
 

s,,D-D.,,sON......69
THANA... .0 
UNION ...... 4.350 
GRAM.. .......... 68.35 

GHAR ........ 12.676.000
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Especially for farming and low-incom, laboring families, children are 
an econcmic asset as well as a source of political support at maturity. 
Boys can assist their father and uncles; girls may bc used to forge alliances 
with potential economic and political supporters. For the poor, children 
become useful at early ages, assisting the family in field labor, helping with 
craft work, and doing odd jobs for wca!lthier households. 

Beyond the family and homestead, much social life takes place in the 
hamlet (2ar.a, which is often composed of a number of related kin-groups 
and has a distinctive social Identity. Within thL para, influential men 
exercise authority in the settlX ment of disputes and maintenance of social 
norms. Paras arc loosuly affiliated into villages (gram, which aru relatively 
unimportant units for everyday life. tdministration of national-level programs 
extends from the top downwards; most development programs reach only to the 
thana or, sometires, to the level of unions; there is littl on-going participa­
tion by villagers in any of these programs, since they do not often penetrate 
into the closely-knit life of the para and barn. Most people have little access 
to health programs; most children never enter school and many of those who 
do drop out after only a brief exposure. 

.3. Beneficiaries 

The initial beneficiaries of this project are thL Bangladesh Government's 
family planning service delivery system and private voluntary organizations 
engaged in family planning activities. ThL largest amount of project 
inputs (TFPO training, MCH/FT training materials, contraceptive commodities 
and surgical supplies, operations research) is intended to strengthen the 
government's 'apability to deliver family planning services. Likewise, 
by providing substantial suppurt to PVOs, this proj:ct will increase their ,. 
capacity to provide services. At the same time, thL capabilities and careers 
of the family planning personnel involved in both governmental and private 
programs will be enhanced by this project's inputs. This personnel aspect has 
important ramifications for women, as women (e.g., FWVs and FWAs) are the 
key field workers. Efforts to Imprcve their training, skills, ad supervision 
may also improve, inter alia, their status in the community. 

* 	 SLO, for example, Mead T. Cain, "The Household Life Cycle and Economic 
Mobility in Rural Bangladesh", lopulation and D ,Wlopment Review, IV, 
Sept. 1978.
 

** 	 There was a concern in the ID approval cable regarding the actions that 
can be taken to promote female. FWAs to FH, supervisory positions. Under 
the integratl program FWis and FI-As work together as a female/male team. 
The FPFAs no longer have supervisory responsibilities. 
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Strengthening the governmunt and PVO family planning delivery system
 
will enable them to reach with greatur frequcncy and duration the ultimate
 
project bcncficIaries--men and wcme.n of reproductive age and their children.
 
This target category is widely dispersed, and access, geographically and
 
socially, is a key barrier. Over AO percent of the population lives and
 
works in rural areas. Communication and transportation are very poor.
 
Many rural people, particularly women, have never been beyond their own
 
or nearby village. For this reason, the extensive network of government
 
family planning fiild workers at th: local level has been established. Socially,
 
access is limited as women tend to be secluded. Even within the household,
 
younger married women are dominated by older women, particularly by their
 
mothers-in-law. Female fieldworkers must reach thcs. women in their homes.
 
By making and maintaining personal contact, the barriers of purdah and
 
seniority may be overcome. Mal field workers are employed to contact
 
and motivate: husbands of cligiblu women. A's males make the; crucial decisions
 
on most aspects of family life, effective male fildworkers are esscntlal.
 
Unfortunately, even with increased numbers of field workers resulting from
 
the recent Integration of health and family planning workers, they are spread
 
too thin to reach all uligible couples. Therefore community mobilization is
 
also important,
 

Maloney and Aziz* conclude that most rural people are generally 
apprehensive about the Vfucts of popuiation growth. They will turn this concern 
into action if fertility cortrol is oriented to their world view, value system, and 
strategic concerns in local context. This can best be done by soliciting community 
leaders (usually at the para level or below) to advocate family planning as the 
moral duty of individuals to their community. Such community leaders would 
includc. religious leaders and para headmen. The early experiences of swanirvar 
were cited as examples of the potential for fertility control if community's 
concern can bc generated; although the subsequent bureaucratization of 
swanirvar was also noted. 

This project contains several compon-nts b generatL. community support
for family planning: training for religious lcad,.rs; grants to communities for 
family planning projects; and support for family planning activitis of small 
indigenous IVOs, many which are composed of community ILadrs. 

For men and women of reproducttvL age, the ultimate buneficlaries, a 
number of immediate effects aru likely. Ideas about family planning tend to 
diffuse by example. Dissatisfied users are usually the most vocal, although 
satisfied acceptors also provide models for buhbiicr. Trained, well supervised 
field workers should incr.ase the numbur of satisfied usLers and decrease the 
number and influence of detractors. Special project attention will be given 
to improvement of the logistics and services cf the voluntary sturilization program, 
as it is highly sensitive to any adverse results. A nationwide followup survey 
of the sterilization campaign of 1977 found, for example, that !... one of the 
important lessons would sem to bu that the information to the client and the 
* Belicfs and Fertility, op. cit. 

http:lcad,.rs
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geno.wa.l management of the sterilization programmo, can be vxy important in the 
l.vel of satisfaction, particularly as reflected by the male participants. Providing 
a high quality s:rvice may b, an essential factor for thu growing acceptance of 
sterilization, especially by m,.n." In short, the I4otter the service, the more
 
likely that project results will diffuse to a wi&r audience.
 

4. !Social Impact: Equity 

By Improving the srvice delivery capacity of the government and expanding
the role of PVOs, a massive effort will be made to reach thL urban and rural poor. 
According to currLnt governm-nt regulations, PVOs are to concentrate their efforts in 
urban areas, although th y arL not precluded from working in rural areas as well.
 
By serving urban areas, thLFVOs can reach the most dstitute, the landless, who
 
have lft the rural aruas in se.arch cf som. sort of opportunity. lso, tI family

planning Soccial marketing activity of this projt ct will greatly increase the accessi­
bility of contraceptives to all by using commercial distribution channels.
 

The Government, through its extensive fild worker approach, is trying to 
cover every village, regardless of its accessibility. Inevitably, howcver, due to poor 
road conditions and transportation facilities, espLcially during the monsoon season, 
many less accessiblu villagcs will not b,, reached, even with substential improvc-­
ment: in government services. Ther.- is somL Lvldence to indicate that FWAs are
 
selective in their home visiting. Quddus reported that manual workers and farmers
 
were vi.Wed less than rcspcndents of pre. tigicus occupations such as business or
 
service . This may be related to the similar high family status of the FWA and/o: 
the greater ease of recruiting persons of high status to family planning. Improved 
"raining and supervision of the FWI~s are included to insurc that they visit all 
eligible couples, cven the ones most difficult to motivate. 

The voluntary sterilization portion of the project seems to benefit the
 
other end of society--th, very poor. Data indicate that the majority of those
 
accepting sterilization come from this segment of society. Quddus found
 
that those who are economically better off are luss likely to choose sterili­
zation as a birth control method. On the other hand, repeated studies of
 
steroilization acceptors have found them to be, en avcrac, older, with
 
larger families, than the acceptors of oth,.r methods. This finding does not
 
prcclude the possibility that the acceptors are also poor, but it does indicate
 
that family size concerns are important in the; choice of sterilization.
 

* 	 N. Nawab 1A1i, et al., 'Sterilization Campaign of 1977 - A National Long Term
 
Follow-Up-SurVLY.y (Bangladesh Fertility Research Frogram, Technical
 
Report No. 25, July, 1979)p.21.
 

** Quddus, Performance of FWVs. p. 19
 

*** Quddus, Performance of FWJvs, and 13i t al., Sterilization Campaign of 1977 

http:1979)p.21
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One interpretation of these research results is that the provision of sterilization 
services meets a demand of the very poor, who adopt family planning to limit 
rather than to space their children and who are dissatisfied with temporary 
methods. Though no one inticipated its popularity, stcrilizriton acceptance 
has increased markedly in recent years. One objective of this project is to 
ensure high quality service. 

The chief beneficiaries of this project, over time, will be women and 
children, who together constitute three-fourths of the population of Bangladesh. 
For women, to adopt a family planning method to control fertility is, in essence, 
a liberating act. With fewer or no mere pregnancies, women ire less at risk 
of pregnancy-related mcrtality and morbidity. With better health rind fewer 
child care demands, womcn can take part in a greater number of economically 
productive activities. The number of children under 15 in Bangladesh is 
staggering. Most children do not receive adequate diet, clothing, and medical 
attention. Very few have any opportunity for education. Assuming family 
income remains relatively stable, thu children )f couples who have adopted 
family planning to limit their family size shotAd be better fed, better educated, 
better clothed, and generally better cared for since the family income does 
not have to stretch as far. 

5. Spread Effects 

The goal of the project is to reduce fertiliy in Bangladesh through 
increasing the prevalence of contraceptive use. This is to be accomplished 
through systematic improvements in the public and private delivery systems 
for contraceptives. In addition to the direct benefits derived from the project 
which are discussed above, : number of indirect "spread effects" may be 
anticipated to occur as well. 

Diffusion of information, favorible attitudes, and effective practice 
of contraception is a function of the frequency and intensity of contact and 
communication with credible sources of information and the provision of 
appropriate methods. As the delivery system for contraceptive materials and 
information improves, and as family planning workers avhieve credibility, the 
impact of their activities in local areas should increase geometrically as 
satisfied clients transmit information, advice, and favorable impressions to 
others. As initial gains are registered in an rea, follow-on activities may 
be scheduled to build on and amplify these program efforts. 

Assuming favorable impact of thD project and reduced fertility, what 
consequences might be anticipated? First, there is strong likelihood of reduced 
child and maternal mortality, in response to more adequate birth spacing which 
allows for better infant care. Second, with fewer mouths to feed, nutrition, 
especially for infants and children, should improve--especially in lower­
income families. And third, reduction in fertility will result in reduced 
pressures on social services now being initiated, such as health care centers. 



D. Economic Analysis 

1 * Economic Tustification for Fertility Reduction Family Planning Projects 
In general are not suitable for cost benefit analyses, since they do not result 
directly in a product th-t can be readily quantified in monetary terms. Yet 
in Bangladesh, decline in population growth rate is acknowledged as a neces. 
sary step to economic growth. The implications of maintaining the current /
population growth rate for gricultural pr- duction requirements and employment 
were noted in the background section of this p,per, and previously in the CDSS. 

The long-term rate of growth in foodgrain production in Bangladesh 
has been about 1.5 percent, well below the popplation growth rate of 2.8 
percent. Even if the rntc of increasc ir foodgrain production can be increased 
to 4 percent and maintained it that level (something that has not been done 
for a significant length of time elsewhere in the developing world), it would 
be 1990 before Bangladesh reaiclhed tecnnical self sufficiency in foodgrains. 
But "technical sclf-sufficicncy" assumLs .:i 4rfectly uven distribution of 
food throughout the poput-ition. It would be much lunger than that--even on 
this optimistic assumption with respect to production - before Bangladesh 
could provide the poorest elements of its population a nutritionally adequate 
amount of foodgrains from its own resources. 

- Thus, production increses, while essential in their own right, can 
be neither a sure nor a reasonably swift routc to meaningful foodgrain self­
sufficiency. The necessity of reaching this goal at least partly through 
population control, the other side of the self --sufficicncy equation, is clear 
from a brief look at the nutritional situation of the poorest groups. In a 
recent IBRD report, Cm Nijh-wan* estniatud that by 1976 Tbout 45 million 
people, 60% of the rural pupulition, were "hard cure" poor. (Hard core 
poverty consumption expenditure was th.at required to provide 1,805 calories 
per person per day, or 85% of the minimum WHO/FAG recommended average 
calorie standard for Bangladesh.) Similar trends held for the urban population. 
With Bangladesh's very high and increa!,ng man-to land ratio, concentration 
of 	land ownership and lack of opporcunity for non--farm employment, the food 
gap hits the poor most severely. Under these circumstances, Bangladesh 
simply cannot afford the additional food gap which maintenance of a 2.8% 
growth rate represents. 

2. Demand Versus Supply 

Cnce it is accepted tlvt declining population growth rates are
 
necessary, there are two possible approaches:
 

* 	 IBRD Report No. 2870-.BD, "Bangladesh Current Economic Position
 
and Short-Term Outlook", March 21, 1980, Annex II.
 

http:2870-.BD
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(1) Concentrate primarily on readily available supply of family planning
 

services, assuming that existing demand justifies these services. At the same
 

time, it is understood that many of the interventions on the service side also
 

have a positive impact on demand.
 

(2) Concentrate primarily on projects aimed at increasing demand for
 

family planning services, i.e., on general development activities which have a
 

positive effect .n fertility reduction.
 

As previous sections of this paper have indicated, there is evidence
 

that unmet demand for family planning services does exist, at least enough
 

to effect a contraceptive prevalence rate of 25 percent if family planning
 

To go much beyond this level, however,
services are made readily available. 

activities which explicitly create demand by attacking the causes of high 

The stimulus to demand from the interventionsfertility will be necessary. 

of this project, such as MCII, community based experimenLa] activities and
 

IEC, while helpful, need to be supplemented by demand creating interventions.
 

Not all development activities will have a negative fertility impact.
 

An example of the possibly perverse effect of other program efforts ontthe
 

in USAID's overall agricultural strategy.
family planning program may be 	seen 

in themselves affect the traditional values
Agricultural activities do not 


and life-stvles that determine current fertilitv jfevels. However, higher
 
average per capita farm incomes, a primary objective of USAID's agricultural 
programs and a desirable goal In itself, appuars likely to lead tc rising fertility 
rates, at least in the shcrt-term. Truly significant increascs in income would 
eventually have a fertility reduction effect, but thus far increases of the 
desired magnitude have not been possible - in great part because of the high 
rate of population increase which has eroded such production gains 3s have 
been made. 

USAID Is examining specific development activities which will have 
a posit!ve fertility reduction impact, and the recent studies on Beliefs and 

Fertility and Socio--Econcmic Determinants of Fertility were commissioned 
to provide information on this subject. Piobable )rezs for project development 
include female employment and education. USL]D's experience with women's 
projects thus far indicate that they are slow in implementation, 3re very staff 
intensive, and cannot go immediately into nationwide programming. Massive 
inputs will be required to make thei-i work, and a high initial cost-benefit ratio 
cannot be expected. 

While ouch projects are being developed, however, immediate fertility 
reduction gains can be made through providing nat ionwide access to contracep­

once additional demand has ber.n
tive services. This will also ensure that 

services will be available to all who require them.
generated, access to 


Therefore this project follows the approach of ensuring a readily available
 

supply of contraceptives.
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3. Project Component Mix 

There are several ossible ways of increasing access to f3mily planning 

services, 3nd this project uses a combination of them: increased clinical 

service (sterilization), door-to-door delivery of contraceptives, distribution 

of contraceptives via normal private commercial channels, and innovative 
service do" .ery projects of private voluntary agencies. The following table V 

comparer cost per continuous user for cach of these methods. This is done 

in lieu of a cost benefit calculaticn, which, because of the difficulty In quanti­

fying the benefits of a population program, cannot be done realistically. Cost 

per continucus user dato, in conjunction with total contraceptive prevalence 

by project component as shown in Table IV, serves is a measure of cost­

effectiveness of the various project components. 

Table V. Annual Cost Per Ccntinuous User-

FY 81 FY 82 rY 83 

Sterilization $5.17 $4.92 $4.57 

BDG Other Methods $30.13 $27.80 $24.28 

Social Marketing $7.22 $6.53 $6.73 

NCCs $10.19 $8.14 $8.14 

Anhex L describes how these figures were derived, using budgetary 

data from Annex G, information on other donurs and NGOs from other sources, 
and user data from Table IV. 

It should be noted that the per user costs shown above are not AID 

costs alone, but costs of the 13DC and all other donors. The annual costs to 

AID per user would be much lower, particularly for BDC uthcr methods. 

The BDG servicLs othcer thnn sterilization have .imuch higher cost 

per user than any other component. In part this is duu t. inclusion of some 
Since ongoingconstruction costs for health and family phnning clinics. 


construction is far behind schedule, plannLd cunstruction rm3y not be implem,.n­

ted as extensively during 196l-83 as th,- budget would indicatc.
 

Even t.king this bias into consideration, howLvcr, 3DG program costs 

are inordinately high, particularly when it is noted that the NGC programs are 

responsible for a large percentage oi ttal accepturs. (Table IV shows 
nd NGCs.) This is not surprising.contraceptive users attributable to BDC-
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hav-. stated that BDG family planning pcrformance has been 
Previous sections so 
poor and have noted the reasons for it. The inputs which make BDG costs 

ed at improving purformance over the long
high over the 1980-83 period arc o,: 

ire correct, the annual cost/user
term, and if estimated prevalence increasLs 

will decrease significantly over the project period. 

8ased on past experience, the NGC costs and user rates appear 
based on some AID-funded PVC cost per user data,

reasonable. Delow are 
the most recent annual figures available. These ftgures are for total users, 

not continuous users. Concerned V.-omen for Family Planning claims a 60% 
user. 

user rate after 20 months. A conservative average continuous
continuous 

,of total users. The resulting cost per
rate for the PVCs below would bu 33( 

user is in line with that estimated for the project.continuous 

PVC Family Planning Projects 
Cost/Centinuous User 

Crqanization Annual Cost/Totals (.t 33% continuation) 

Pathfinder Model Clinic $ 2.00 $ 6.00 

International Union for 
Child Welfare $ 2.00 $ 6.00 

Barisal Freedom Fighters $ 2.63 $ 7.89 

Norayanganj Women's 
Grganization $ 5.36 $ 16.08 

$ 7.80$ 2.60Christian Health Care Project 

Concerned Women for Family 
$ 7.89$ 2.63Planning 

Clinic prcjects such as the Model Clinic and Chris:ian Health Care 
which would rLduce costs per users

do significa' lumbers of sterilizatiuns, 
somewhat. 

Since cost per uscrs arL lower for NGOs than for th,; BDG nnJ 
why nt put moreflah'nLY into the NOOs

prevalcnce rates are generally higher, 
9 

and less int( the governmenta l pr.gram

now in placc. It has resulted in
The BDG service delivery system Is 

is the most important source of contraceptive
some dcclines in fertility 'nd it 

It is the only organization with the personnel and
services by current users. 

The success of PVOs in providing
infrastructure to provide services nationwide. 
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family planning services is due in part to their size. Because they are small, 
they can concentrate their efforts intensively in the target area. It is not known 
to what extent they can expand their services rapidly and still retain their quality 
of services as well as their low cost per user rates. 

In addition, this project has the flexibility to adjust funding among the 
various components dependent upon annual perform.nce. In the government 
component, actual budget outlays for contraceptive ccmmcodiUes and for 
sterilization will be based on innual assessment of commodities distributed 
and services provided. The budget projections for the following years will 
then be adjusted upwards cr downwards as required. Likewise, the steriliza­
tion budget will be a function of annual performance. The budget for training 
will be reassessed annually to take into account evaluations of previous 
training experiences and placement cf DDC 4icials after training. The number 
of operations research grants will depend upcdn the number of high quality 
proposals offered. Operations research and prevalence surveys, while not 
readily adaptable to cost-effectiveness analysis, will be important in providing 
USAID and the BDG with information to evaluate the overall program and to 
recommend changes. Grants to NGOs will be negotiated annually and will be 

highly dependent on c',-luation of the previous year's progress. Thus, for 
all components of this project, the arrangement of annual, incremental funding 

based on previous year's performance will enable USAID to maximize project 
effectiveness. Evaluations incorporated Into individual grants and occasional 

assistance from centrally-funded consultants (APHA or CDC) are necessary 
if thorough annual assessments are to be made. 
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Part IV Implementation Planning 

A. Administrative Arrangements 

1. The BEG 

The Population Control and Family Flanning Division (PC &FPD) of the 

Ministry of Health and Population Control will coordinate the implementation 

of the BEG component of the project. The organization chart of PC&FFD is 

shown in Figure Z. 

For each year of this project, a Project Grant Agreement will be signed 
All foreignwith the External Resources Divisibon of the Ministry of Finance. 

cost components will be subabligated through Project Implementationexchange 
Local costs will be reimbursed to the Government through AccountOrders. 

toNo. 4 in the Bangladesh Bank. Detailed profedure:, will be developed 
a part of eachreimburse the Government for local costs ang will be made 

year's Project Grant Agreement. There are two existing models for disburs­

ing local funds, the operationc research grant and reimbursement of costs 
Both models have workedfor sareeu and lungis in the sterilization program. 

well and have s.ufficient controls in them. 

There are acknowledged administrative difficulties, most of which are 

features of the social environment. common throughout Government and are 

have been made during the course of the first population
Some improvements 

project, but many of them remain unresolved. Some of AID and other donor 

inputs, such as training and consultant Lervice have contributed to improve­

ments in the level of staff competency and continual improvement will be made 

during the life of this project. 

little the donors canFor problems related to the "system" there is 

do, except to maintain candid discuesion with the BDG regarding actions which 

might facilitate program implementation. Population officiaiU have always 

been receptive to ideas and criticisms, 

which can be taken by the EDG to mini-However, there are actions 
t'uch as filling the many personnel vacanciecmize bureaucratic constraint., 

flexible procedures for the expenditure ofin the program, developing more 

funds, and becoming more aware of field level problems. None of these
 

actions would require extraordinary authority. 

As noted earlier in this paper Precident Zia is deeply committed to 

It is one of three pilh, rc of his revolution and hethe population program. 

and his Ministers speak often and farcefully to rural audiences on the need
 

to accept family planning. The President is also becoming aware of the
 

inadequacies of the program and short term improvementr are evident when­
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ever he reaches into the bueauc racy. His suetained interest and more 
are necessary for longer term improvement.direct involvement in the program 

Experience to date cautions against believing that administrative 

miracles will occur in the population program in the short term. Substantial 

improvements have been made in the past five years, but they have been 

alow. Donors and Government alike have vastly underestimated the time 

needed for the Government to organize and administer a national program of 

the size and magnitude needed to deliver services effectively in a rural 

setting. This projetct recognizes this fact and continues to support the 

Government, but at the same time increases the private sector's ability to 

provide services now. 

2. Non-Governmental Organizatians 

NGOs working in family planning are registered either with the 
Ministry of Health or with the Ministry of Social Welfare or in some cases 
with both Ministries. These organizations, both foreign and domestic, are 
loosely organized into a Council of Voluntary Organizations which meets 
bi-monthly and which is chaired by the Secretary of Health and Population. 

Under this project separate grant agreements will be signed between 
UISAID and the NGOs. Each NGO receiving a grant will be fully responsible 
for the implementation of the activities described in the grant. Each NGO 
will be responsible for clearing its family planning activities with relevant 
Government Ministries and for keeping the Government inf3rmed, princi­
pally through the Council of Vuluntary Organizations. 

While these private agencies are not handcuffed by the Bureaucratic 
malaise and constrainte uf a Government system, and this is a principal 
reason for including them in this project, they in some cases have manage­
ment a.nd administrative limitations. The major constraint here, which is 
universal in Bangladesh, is thu lack of experienced and skilled admini­
strators to implement projects. In this project AID will work very closely 
with the NGOs receiving grants to improve their administrative capabilities. 

When necessar-, grant agreements will include provisions for upgrading 

skills and hiring new staff with needed skills and experiencc. In addition, 

participant training funds have been reserved in this project for sending 

NGO managers to other Asian cuntries and in some cases to 4he U.S. for 

short term professional ti.. ,ring courses. 

3. USAID 

USAID population staff in the Population, Health and Women 

Division (PHAW) is responsible for adminstering all aspects of this project. 



57
 

Project implementation will be through Project Grant Agreements, and 
Project Implementation Orders. For NGOs with more than one project 
activity, each project will be reviewed and ap roved separately by USAID 
staff. While USAID's population support has grown both bilaterally 
(sterilization support in FY 78, operations research in FY Y7, and 
social marketing in FY 80) and through the AID/W supported interrnied­
iaries, there are only two full time direct hire AID staff working in 
population. Clearly, given the complexity of this project's implementa­
tion process, the wide range of local coats involved, present staffing is 
not enough to implement this project, particularly if the longer term issue 
of how to increase demand fir fertility control is to be addressed. 

In June 1980, the Mission submitted a SPAR for a public health 
physician with clinical family planning experience, especially sterilization 
experience. The primary responsibility of this physician is to assist in 
the implementation of sterilization support. (Without a physician the 
Mission does not believe it wise to commit itself to such large support 
for sterilization. The physician should arrive in FY 81. In addition, 
one part-time spouse direct hire position has beer, set aside for a popula­
tion and development officer to develop "demand- generating" activities. 
A qualified candidate has been identified and should arrive at post in early 
November, 1980. 

Under an 0. E funded personnel services contract (PSC), one 
additional p.pulati-n specialist will be hired for implementing and 
monitoring the NGO component of this project. Given the project's 
total value and complexity and the necesity of travelling to monitor the 
wide variety of project activities which will be supported under this project, 
a population staff of two population generalists, one physician, and one PSC 
is necessary to implement this project. 

B. Implementation Plan 

USAID anticipates that it will take the greater part of FY 81 to 
developand negotiate the many grant agreements described in this project. 
Grant agreements will be rodified through amendments whenever necess­
ary and implementation modificati3ns will be made through Implementation 
Letters. The Project Paper should be appro ved by December 1980. 
The following shows the Irplementation Plan by project input and type of 
activity. 

I. The BEG 

Project Grant Agreement covering contraceptive supplies, partici­
pant training, operations research, sterilization costs, and development 
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of 1vCH training materlalE - January/viarch 81. Separate grant agree­

ments will be negptiated for the annual pievalence surveir. The timing 

of this grant agreemrent will depend on negotiations with the E LG, although 

ideally actual survey work should be done during the winter rmonths If 

possible. 

2. NGOs 

USAID will sign a three year grant agreenment with each NGO accord­

ing to the schedule below. This agreement will set forth overall targetr 

and sub-project procedures. Funding will be obligated for one year only, 

however, and additional year funding will be obligated through annual 

grant agreement amendments, the amount dependent upon previouc year's 

performance. 

(a) Bangladesh Family Planning Aesociation (BFFA) ... April 1981 

(b) The Pathfinder Fund WV-arch 1981 

(c) Population Servires International (PSI) Feb. 1981 

(d) FPSTC June 1981 

(e) IPAVS April 1981 

(f) The Asia Foundation Apri! 1981 

(g) CARE Jan. 1981 

3. Demand Generating Activities 

Grant agreements and contractr will be negotiated with government 

and private sector organizationc when appropriate activitie. have been 

identified. 
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EVALUATION PLAN
 

At least six months before the
 Comr ehensive Evaluation. 

the project an in-depth external evaluation will
 en o 


The purpose of this evaluation will be
be conducted. 

to assess the performance of the project in meeting its pur­

pose and to make recommendations for the completvion of the
 

project and for follow-on activities the mission might take
 

in seeking to reduce population growth in Bangladesh. The
 

composition of "he evaluation team will be similar to the
 

one assembled for the 1980 evaluation of USAID 
population
 

activities (i.e., a combinoation of both AID/W and non-AID
 

family planning and/or evaluation Dro' 
:ssionals, both male
 
'unded by the project.
and female). This evaluation will be 


In addition to this comprehensive evaluation, 
other evaluation,
 

assess per­surveillance, survey and review activities will 


formance of specific aspects of the project.
 

and the NGO components of the
Annual Review. Both the 11IG 

project will be reviewed annually by tle USAID population 

staff and evaluation officer. 

TFPO Training in 	Indonesia. lhis component will be evaluated
 

a Bangladeshi organization (probably
in early 1981 by 

from Dacca University)with the purpose of identifying 

ways
 

this ongoing training program.
to improve the impact of 

Ftnding for this exvalliation has been provided by the current
 

project uinde r which the training was 
(FY 76-80) poltlIation 

initiated.
 

the NGO com-
NGO Component. Each subgrant proposal under 
ponent of the project %i ll 1w rcviewed by USAID population
 

staff prior to UISAlI) approval.
 

wi ll he reqo ired 	 to collectEach NG(O receivin g .upport 

simple cost effectivenss infoimat ion, especially for those
 

subgrant activities that include services other than family
 
be asked to use prevalence pro­planning. Grantees will 


defined in the 1980 external evaluation, in
gramming, as 

all projects where it is applicable and feasible. Perfor­

mance of the grantee will be systematically reviewed by
 
consideration of requests
USAID population staff prior to 


for subsequent year funding.
 

Special attention will be given to
Sterilization Component. 

aspects of the sterilization
evaluating and monitoring all 


program in order to insure that the highest quality services
 
Specifically, the following
are established and maintained. 




will be done: 

a. 	 With techn ical assitstaCnce of tl, CeUter Iror Disease 
by AID/W) aControl in Atlanta (which will be funded 

system will be establishedsterilization surveillance 
to monitor mortality and morbidity.
 

Periodic assessments of the quality of sterilization
b. 

services will be conducted by four expatriate phy­

sicians (who will be funded by the World Bank) together
 
These assessments
with Bangladeshi counterpart staff. 


will be made against baseline data that is to be gathered
 

in early 1981.
 

c. 	Through the use of quarterly sample audits, an indepen­

dent Bangladeshi accounting firm will audit the local
 
These audits will
costs disbursements made by USAID. 


be funded by the project.
 

The 	purpose of the project, achieve­6. 	Prevalence Surveys. 

ment of 25 percent contraceptive prevalence, will be measured
 

by prevalence surveys conducted by an outside professional
 

firm using funds provided by the project and at a time (or
 

times) to be determined by USATI) staff. 
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D. Conditions. Covenants and Negotiating Status 

The, following conditions/covenants will be Included in all Project 

Grant Agreements between USAID and the BDG and between USAID and 

all NGOs receiving financial support under this project. 

The Grantee will insure that none of the AID funds available under1. 
are to be used to pay for the performance ofAgreements with AID 

abortions, as a method of family planning or to coerce any person to 

practice abortion. 

of the AID funds available 	under2. 	 The Grahtee will insure that none 
to be used to finance involuntary sterilization(s)AgreementB with AID are 


or to coerce anyone to have a sterilization.
 

3. The Grantee will insure that if sterilization services are provided 

under the terms of an AID grantrdc fees may be paid to clinical and/or 
to motikate clients to accept sterilization.non.-clinical personnel 

4. 	 The Grantee will insure that if sterilization services are provided 
informed consent form acceptableunder the terms of an AID grant an 


to USAID must be used for all clients receiving support.
 

The following cr~d.'.i, will be made a part of the Grant Agree­
ment between USAIE and the BEDG. 

1. Within 90 days of the signing of a Project Grant Agreement, which 

includes financial support for sterilization, the BEG will submit a com­

prehensive plan for a sterilization surveillance system which is acceptable 
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to USAID. No funds for the sterilization program will be released by 
AID until a sterilization surveillance system is approved. 

2. The BDG will put into use immediately the Informed Consent Form 
for sterilization clients currently used by BAVS or a similaiL one accept­
able to AID. 

All elements of this project have been developed jointly with the 
BDG and with the NGOs. The BDG has agreed to all planned areas of 
assistance and has agreed to the corditions precendent listed above. On 

the basis of discussions with USAID in preparation for this project the 

BDG han mde an important policy change. It has agreed not to charge 
for contraceptives and has reduced its proposed payments for steriliza­
tion in order to ensure that there is no financial advantage to acceptance 
of sterilization over other methods. There are no issues yet to be 
resolved between the BLG and USAID whch would delay signing of the 
agreement for this project. No waivers are foreseen at this time 
although it is possible that PVO grantees may wish to purchase items 
iuch as cycles from non-American sources in future. 
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UTILIZATIC N CF SPECIAL CCIVIPUTER PRCCRAMS 

TO CALCULATE FAMILY PLANNINC PROCRAM EFFECTS 

Althoug.. family planning service delivery statistics are available from 

1969, tle quality of earlier data is questionable. Moreover, since the 

government program itself did not operate fully until late Z975, the impact 

of family planning on Bangladess's population growth is eKamined only after 

1975. A CCNVERSE program was run for the 5 year period between 1975 and 

1979. CONVERSE is a one-sex (feirale) component projection model, wi ic., 

assesses the impact of contraceptive acceptors on a country's female popula­

tion and female vital rates. 

For planning contraceptive services the TABRAP was tried for the 1980-90 

year period, using di'. erent CBR targets basedfon actual population projections. 

TABRAP (Target Birth Rate '\cceptor Program) is h computer programmed model 

which calculates the annual number and composition (by age and method) of 

contraceptive acceptors required to meet an annually specified CBR target 

over the target interval. For detailed information on TABRAP and CCNVERSE, 

see Nortraan, et al., 1977. 

The following summarizes the assumptions and limitations involved in 

the programs. Unless specified, they apply to both TABRAP and CCNVERSE. 

1. Only the age group 15-44 of women were included in the calculation 

of program effects, wnile the number of dcceptors is based on those 10-49 

years old. Therefore, program effects wcie inflated due to the omission of 

ages 10-14 and 45-49 married women as a denominator 

2. Due to the limitation of contraceptive methods to 6, tubectomy and 

vasectomy were combined as one method: sterilization. M;!R had to be 

omitted among the methods being introduced to 3angladesl:. This was done 

not only because PAR is the lowest profile method, but also because some 

part of it overlaps with other methods. This is much less truc with other methods. 

3. Many input data were borrowed ffom the 1970 Indonesian case, 

mainly becasue of the availability of these data. Also It is not unreasonable 

to Substitute Indonesian data for :Jangladesh since the two countries have 

several demographic characteristics in common, such as similar intercountry 

ranking by population size, religion, family planning program history. Four 

sets of Indonesian data were used: (a) proportion of acceptors by age group, 

not immediately discontinuing use by method, (b) method-specific overlap of 

use with post- parturn amonorrhea, (c) annual rate of discontinuation by age 

and method, and (d) proportion of women sterile in cach age group (for TABRAP only). 
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Appendix Table 15 presents the statistics for these. 

4. Since data for Emkc foams and injections for (a) and (c) above 
are available neither from Bangladesh nor from Indonesia, tne following 
arbitrary assumptions are made based on their similarities with other 
methods: Emko was considered to have the same use-effectiveness as 
condoms, while the ue-effectiveness of injections was estimated to be 
between IUDs and sterilization. 



PROJECT DESIGN SUMMARY Life of Project:
Annex B LOGiCAL FRAMEWCRK From FY 81 to FY 83 

Total U.S. Funding $68,633,962 
Project Title 6 Number: FAMILY PLANNING: 388-0050 Date Prepared: Sept. 15, 1980 

NARRATIVE SUMMARY CBJECTIVELY VERIFIABLE INDICATORS MEANS CF VERIFICATION I__M2ORTANT ASSUMPTICNS 
Program or Sector Goal: The Measures of Coal Achievement: Assumptions for achieving goal targets: 
broader objective to which 
this project contributes: 

FY 81 FY 82 FY 83 Decreasing fertility through increased 
Reduction in the rate of CBR 42.0 40.0 37.8 contraceptive use is the major factor 
population growth Fs a CDR 16.0 16.0 16.0 contributing to a reduction in population 
critical factor in oerall CGR 26.0 24.0 21.8 Demographic Surveys growth rate (i.e. migration wl continue 
economic develorment. to play a minor role and the death rate 

will not increase). 
-Project Purpose Conditions that will indicate purpose Assumptions for achieving purpose. 

has been achieved. End of project status. 1. Improved training and supervision of 
To raise the overall Annual contraceptive prevalence Contraceptive prevalence family planning personnel will lead them 
contraceptive prevalence targets Surveys. to perform their jobs more efficiently 
rate from the current rate FY 81 17.40. bDC dnd-NC- Sr*- and effectively. 
of 13% to 25% by the end FY 82 21.2% 2. Community Support for fimily planning 
of the project. FY 83 25.0% Statistics. will grow and Influence 1imilles to use 

birth control ser-rices. 
3. 	 Important training end infrastructure 

activities flnancd by other donors 
will complement this project in a 

timely fashion. 
4. 	 NGO supported family planning activities­
5. 	 Increased access to Improved services 

is sufficient to effect increase in 
prevalence rate (i.e. an unmet demand 
exists)
 

6. 	 Religious leaders will support familyplanning thereby incieasing Its accepta­

bility among the general population
7. 	 8DG program managers will utilize resultsof operations research to improve the

F.P.service delivery system. 
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NARRATIVE SUMMARY CRIECTIVELY VERIFIABLE INDICATC!S 

Cutputs: Magnitude of Outputs: 

Training to Improve Service 1. 360 TFPGs receive in-service training 

r~elivery Program 3 BDG officials receive MAs 10 BDG/ 

1. TPOs and program managers NGO program managers receive 

receive upgradinF,training in professional training,
family planning program man- Z. Faculty in 12 F'WlVIs trained to 

agemnt. rai l'N~s.Inagement. train IWs. 

MEAN,°. OF VERIFICATICN 

1. Through 4. Project 
records (Controller's 
records, PIC/Ps., 

airplane tickets, etc.) 

1. 

2. 

IMPORTANT ASSUMPTIONS 

Assumptions for achieving outputs: 

BDG maintains its Interest in 
providing trining to supervisors 
and managers. 

Governm ent3 of neighboring
countries continue to cooperate 

providing training opportunities. 

2. FWV trainers receive-tachnicai 
training in MCH. 

3. Religious leaders receive 
training in relation of 
femily planning to Islam 

3. 30-40 religious scholars receive 
training in Middle East. 

4. At least 5 sets of training 
materials for fleldworkers 
produced and.4n use. 

3. 

4. 

Islamic scholars are willing to 
receive family planning training. 

Indigenous prt.duction capacity 
exists for expandcd and improved 
family planning radio broadcasting. 

4. Training materials produced 
for family planning field 
workers. 

S. Increase In frequency and 
que'ty of motivational 
radio oroadcasts 
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"JA'ATIVESUMMARY __ECCTMIVLY VERIFLILE INDICATORS 

Ct uts 	 Magnitude of Outputs: 

Ext nsion of contraceptive 
set ices e 
1. 	 ;ontraccptives and supplies 1. See Table IV, Cutput Section 

distributed through 8DG and 2a. At least 1,62S,000' voluntary 

private systems. sterilization performed. 

b. Sterilization surveillance2. 	 Increased numbcrs of high 
system operatin7.quality 	voluntary sterili-

zation. 	 C. NGCs Increase i 
3. NC cverge o f~llysincrasefamiy laningIn

3. 	 NGCs family increase coverage of family planning
10% prevalenceservices to 

planning activtiCs in 

rural areas. 	 of use. 

Management Information 

1. 	 Annual pre-8lence surveys Annual national prcvalenco survey 


conducted. conducted in each fiscal year. 


2. 	 Cperatons research studies 

undertaken
 

Inputs: (Sec project budget) Implementation Target (Type and 

ULAID 	 a) Training Quantity) 

b) Expansion of Services S Detailed budgst In Annex G 

c) Management InfFmaWi ex 


See Financial Analysis and 
d) Grants to NC-Cs ON 


Br- : plan -t. III, B. 


NCCs: See Project Description, PT. I,B. 


MEANS 	 OF VERIFICATION 

1. 	 Through 3. Project 
records (Bills of 
Lading, PIC/Cs, 
Service statistics, 
reimbursement reports, 
independent audits, 

project evaluations.) 

1 and 2 Project Records 
(award agreement, 
controllorb recut.x.) 

Project records (Grant 

oeet 


Controlfer's records)

Annual 	Development Plans 

and Grant Agreements. 
NGO financial statements 
and grant agreements. 

IMPCRTANT ASSUMPTICNS 

Assumptions for achieving outputs: 

1 . The DDG and other donors continue 
to provide necessary support to keep
supplies .oving to the field level. 

2. 	 Derm nd for voluntary sterhlzighon 
remains high. 

3. 	 Surveillance system Is adequate to 
ensure high quality VS program. 

4. 	 NGCa have capability and Interest 
response to USAID resources.programs 

1. 	 Qualified rese3rchers are available
 
and wtlling tu Jwasslj azJ uazyvut
 

useful operations research programs. 

Assumptions for providing inputs: 

USAID, 	 BDG, and NGCs are able 
to provide planned inputs in a 
timely fashion. 



Annex C 

Contraceptive Requirements for Centrally 
Procured Contraceptives 

81 _82 83 Total 

3. Pills 15,700,000 17,650,000 21,900,000 55,250,000
 

2. Condoms 106,766,000 115,000,000 130,000,000 335,000,000
 

Pills are in monthly cycles and condoms are in pieces. These commodity 
requirements take into consideration AID/W's contract periods as well 
as present in-country supplies. 
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A Review of Study Objectives and Reported Findings 

of Completed Operations Research Projects 
1978-1980 

Summary of Study Objectives and 
Research Project 

Reported Findings 

The objectives of this study were:
Title 

- To promute both the diffusion of 
Evaluating Family Planning 

Program Effectiveness and knowledge about family planning and 

A Cane Study changes in attitude to family planning.
Efficiency: 
of Operation Research 

- To undertake comprehensive motiva-
Project. 	 ratetional activities to increase the 

of practice of modern contraception.
Principle Investigator(s) 
and Organization 

- To persuade all enlisted eligible 

couples to adopt more effective,
M.A. 	 Sattar 

modern techniques of family planning.
Associate Professor 
Department of Statistics 

The study was undertaken to follcw 	up
Rajshahi University 

about 300 eligible couples of two 

Dates 
The studyillages in Rajshahi. 

period was IZ months. 

May 13, 1978-April 13, 1979 
Major Findings: 

(Note: No baseline survey was conducted 

before implemer.tation of the project). 

- Crude Birth Rate, Crude Death RaLe, 

General Fertility Rate, and infant 

Mortality Rate were 53, 12, 258 and 

80 per 1000, respectively, in the study 

area, and the Tatal Fertility Rate 

was B. 

- Pills and condoms were popular 

methods of contraception at the end 

of the project. 
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- Of contraceptive users, 43% tse 
pil)s, 26% condoms, 7% tubectomy, 

3% injection, and 4% IUD. 

- During the study period, the rate of 
increase of pill users was greater 

than that of condom users. 

- 21% of female acceptors had orly 
one child. 

- The number of female acceptors 

decreased as education of their 
husbands increased. 

The main objectives of the study were:Title 

To investigate motivational aspectsSterilizatiun Campaign of 
1977. A National Long Term of the sterilized clients - i.e., to 

Follow-up Survey. 	 ascertain factors that prompted 
adoption of sterilization as a method. 

Principle Investigator(s) and 
Organization To determine the current level of 

qatisfaction with the method. 

Atiqur Rahman Khan 
the attitude and readinessSyed Waliullah - To measure 

of the clients to work as motivatorsM. Nawab All 

Douglas H. Huber for sterilization.
 

To identify associated factors thatBangladesh Fertility 
influence the life of the ,sterilizedResearch Program 
clients, such as sex life, psycho­
logical aspects, social atmosphereDates 
and other related variables. 

May 17, 1978-Nov. 16, 1978 
To ascertain the perception of com­

munity members about the steriliza­
tion program. 

To compare findings of this study with 

those of other national studies. 



Annex D 

Page 3 

A total of 1000 sterilized cases (500 vasec­
tomy and 500 tubectomy) were selected for 
interview with an cqual number of controls. 
From each selected thana, 25 vasectomy 
and 25 tubectomy clients were selected 
for interview. 

Major Findings: 

- Mean ages of the tubectomy and 
vasectomy clients were 31. 8 and 32. 3 
years, respectively. 

- Man parity was 4. 4 for vasectomy 
clients and 4. 3 for tubectomy clients. 

- Age of the youngest living child was 
3. 7 years for vasectomy clients and 
3. 2 years for tubect3my clients. 

- Clients were mostly from lower socio­
economic btsatus. 71% of the vasectomy 

clients were landless. 

- B)th tubectomy and vasectomy clients 
had less previous experience with 
contraceptive use than the general 
pnpulation. 

- Condom was used by )nly 22% of men 
in post-vasectomy period and 44% 
reportud that they did not receive any 
condoms. 

- Majority of clients consulted with 
their spouses before being sterilized. 

- Over 90% of clients indicated that they 
would have had the sterilization even 
if the taka and clothing were not 
provided. 
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- The one year pregnancy rate was 1. 5% 

for vasectomy and 1% for tubectomy 

clients. 

90% of clients remained satisfied with 
-

their operation one year later. 

Post-Operatinn Problems: 

- Pain was mist common problem for both 

vasectomy and tubect.omy clients. 

Physical weakness and swelling was a 
-

common problem for men. 

- Infection was common for women. 

Long Term Problems (at one year): 

- 43% of the both sexes reported that they 

had decreased capacity for work. 

of the study were:The main objectives
Title 

- T-) identify a less expensive delivery
of the Leas Expen-A Study 

system of family planning services. 
sive Family Planning 
Service Delivery System. 

- To identify the most effective and most 

of family planning.popular methods
Principle Investigator(s)
and Organization Z. P.G.in onewas conductedThe study 

(Zero Population Growth)* village in 
Dr. Anwarullah Chowdhury 

DND (Dacca, Narayanganj, Demra) area 
Associate Professor 

village in an adjoiningand a non-Z. P. G. 
Department 3f Sociology 

total number if respondentsarea. The
University if Dacca. 

in the Z.P.G. and non-Z.P.G. areas 
respectively.were 370 and Z00,

Dates 

May 16, 1978-May 17, 1979 

for education, community develop­resources* BDG provides special 
to achieve community participation

health and family planningment, 
in development and family planning. 
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Major Findings 

- Contraceptive user rate was 27% in the 
Z.P.G. area and 2.2% in the non-Z.P.G 
area at the time of the survey. 

- .iral Pills were the most popular method 
of contraception in both areas. 

- Acceptors did not receive adequate con­
traceptives from Z.P.G. program personnel. 

- Supplies of contraceptives were irregular 
in Z. P.G. centers. 

- Motivational activities were infrequent 
in both the Z. P. G. and non-Z. P.G. areas. 

- The amount of expenditure incurred in 
the Z. P. G. program was too high for the 

results achieved. 

Title The main objcctive of the study was to 
increase the acceptor rate by establishment 

Female Depot Holders (FDH) of FDH. 
at Village Level 

One experimental and one control union 

Principle Investigator(s) were selected from Dacca District. 

and Organization A survey was conducted in both the unions 
before the establishment 3f FDH system. 

P & M Consultants Limited Sixteen FDHs were recruited in the 

Dacca experimental union. The experiment 
continued for seven months after which 

Dates a terminal survey wa3 conducted. The 
two surveys were compared to determine 

June 1978-September 1979 changes in contraceptive use in the experi­
mental and control unions. The total 

number of respondents in the experimental 
and control unions were 3282 and 3115, 
respectively. 
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Major Findings: 

During the experimental period, the 

• ate of increase of new acceptors of 

oral pill and condom in experimental 

and control unions were 7. 9 and 5. 0 

percent, respectively. 

Bef.ore FDH project total pill and condom 

use was 3. 7% eligiblecontraceptive 
Seven months after implementa­couples. 


tion this rate had increasea t IL. -10
 

eligible c-ouples.
 

wereThree alternative delivery systems 
The additionalproposed for each union. 

was 2Z%,coet 3f operation of adding FDH 

whereas the additional costs for the 
were 36. 5% andIncrease -f 3 -r 6 FWAs 

72% respectively. 

The main objectives of this study were: 
Titlc 

status o)f maternal - To identify the present
L.cation Analysis and Evalua 

and ianilly planningand child health caze 
tion of Service Delivery 

services in selected rural areas. 
System f-or Union Family 

Welfare Cenerb, XYY , 

- To evolve optirmal location criteria for 
Bangladesh of union family welfarethe establishment 

centers (i. e., primary health and family 
Principle Investigator(s) 

planring clinics).
and Organization 

The study was conducted in 16 villages in 
Proggani Consultants Ltd. 

4 unioms o)f 2 districts. 1402 households 
wereselected for interview. There 

Date were 
for-f "1.,three dificreni sets ..... 

(in the h:)useisold) ofall married Women6, 1978-Aug. 31, 1979Oct. 
less than f-)rty years: Lor informationage 

in the selectedabout social institutions 
villages; and for the staff of ti.e union 

family welfare centers (FWC). 
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Major Findings: 

- 93% :f the respondents had knowledge 

about the activities of uniin FWCs. 

- 12/ of the respindents had visited 

their FWC. 

- 38% if current cintraceptive users did 
n-it receive any folliw-up services. 

- Mist -f the FWCs had inadequate 

equipment and supplies -)f cont:raceptives, 
medicine(and vitamins. 

I 

- The F. P. wirkers faced no resistance 
irim Hakims, Kabirajs ir village quacks 
during field work, but religious leaders 

sometimes tried t3 create prablems. 

The objective -f the study was t0 evaluateTitle 
the performance -f family welfare assis-

Perfirmance -f Family tants (FWAs), 
Welfare Assistants (Y'WAs) 

The study was divided int-) two parts: the 

Principle Investigatir(s) evaluatian -f actual perfirnance of FWAs 

and Organization as field wirkers, and the evaluadin-if 
reliability if ifficial recirds maintained 

Abul Hasnat Golam Quddus by them. 

Department if Siciu)lugy 
University if Chittaging The study was undertaken in 68 villages in 

14 thanas in Chittaging District. A tOtal if 

Dates 845 female respindents and 68 FWAs were 

interviewed. 

Oct. 1978-July 1979 
Majir Findings: 

- 10% if the resp-)ndents were current 

users if c-intraceptives. 

- In general, ural pill users were richer, 

younger, and had fewer children than 
ligatiin acceptirs. 
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- Over 50% of the respo)ndents were aware 

-)f the uxistenc.: -f FWAs. 

- 43% -f the resp-ndents were visited by 

FWAs at least once. 

- FWAs were the main source o knowledge 

and service delivery -f F. P. methods. 

- The maj-)rity -f the FWAs neglected 

MCH services due to inadequate knowl­

edge ab-ut MCH advice and services, 

and they did n-)t consider MCH services 

as a part f their duties. 

- FWAs I record keeping was p-r due to 

lack of proper training and understanding 

about the importance of utilization of 

data. 

- As age and number -f children were
 

fnund ti influence the acceptance or
 

rejecti)n )f a permanent method, it
 

was felt that both sexes did not accept
 

sterilization f-)r monetary incentive. 

- Estimated cost of avertag a pregnancy 

was Taka 1,077. 
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The main objectives -f the study were:Title 

- T- ascertain the s.-ci.-ec-)n-mic back-
Family Planning Wrkers 

ground -f the fiuldw-rkers.and Service Delivery in 

Rural Bangladesh. 
- T.- ascertain the level -f education and 

job training -)f the ficldwrkers.Principle Investiaat-r(s) 
and Organizati-n 

- T- assess the -rientati-n -f the fiekd 

staff ti family planning as a conceptM. 	 Anisuzzaman 
and as a pr-)feasinn.Prof. -)f P-itical Science 

Chittag-)ng University 
- T- examfne h-w the ieldw-)rkers are 

perceived by the villagers, particularlyDates 
by rural married couples of repr-'duc-

Feb. 15, 1979-Oct. 31, 1979 	 tive age. 

- T:) determine the extent .f services 

delivered by the fieldw-)rkers. 

- To identify specific problems faced by 

these w-)rkers in their present work 

envir3nment. 

- T- indicate the pr-spects these workers 
future in matters -iff.recse in the near 

service dulivery. 

The study was conducted I.n six villages 

in six uni ns from f-ur thanae in f-3ur 

divisins. Ab-ut 1576 )f the married 

c.uples and a tOtal -f 35 FPAs, FWAs, 

and FWVfs were interviewed. 

Maj-r Findings : 

1) F.P. Wirkers 

- 77%, 14%, and 9% were married, 

unmarried and widowed, respectively. 
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- 48% married FWAs and FPAs were n.-t 

using F. P. ineth-ds. 

- 86% rep-orted that religi-us leaders 

-pp-sea the family planninb. program. 

- 94% desired refresher 'raining. 

- On average, each w rker was respon­

sible f,)r F. P. activities f -r 9 villages. 

2) Villagers 

- 44% were rurrent users if '. P. meth-dti. 

- M.ast crmmnn methods currently used
 
were pills, then c-.ndrns, then
 
ste ri lizati n.
 

- 5.5% accepthrs g,)t supplies -f cjntra­

ceptives fr)mr F. P. w-)rkera, 23% fr-nm
 
crmmercial surces, and 11% frjm a
 

F. W. C. (Family We;lfare Center)., 

- 75% -f the -.ccupt-rs who received c-n­

traceptiveLz fr-m the F.P. wnrkers had 

a f)lliv'-up visit after using cantraceptives. 

- 64% 3f the respandents rep-arted that the 

F.P. wazkers visited -ance a rnzonth. 
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Other Donor Divolvement in :CH !.-rvices 

Service Delivery 

To improve, inter alia, the delivery of ICH services, the World Bank 
group is funding the construction, furnishing, and equipping of 700 new FW( 

and 19 THCs. Likewise, the UNFPA is funding the renovation of 100 eylsting 
are continuing their salary supportFWCs. Both the World Bank and the UNFPA 

to the FWAs. The UNIPA will completLly upgrade the staffing, Equipment, and 

facilities of one. demonstration district (Tangail) in order to expand the scope 

and quality of ?VCH/FP services. In this way, it plans to assess the current 

government scrvicc delivery model - i. C., to test it once it he.,been fully 

implemented. 

Trairlng 

The World Bank group supports training mainly through its support for 

the building, equipment, and operating costs of training facilities. It is 

funding four -node-l clinics wnich train mcdical students in NvZCH/FP, eight 

Family Welfa. ;Visitor institutes, and four M'edical Assistant schools. It also 

supports the facilities of 19 FWA training teams and gives some support to 

NIPORT. 

The UNFA is providing extensive support to NIPORT (which has recently 

incorporated th-. Training Unit of PC&FP) to strengthen the training at all levels. 

Their NIPOPT ac~ivittes focus on managC.ment training at the TFPO level and 
11 training inslitutcs, and the organization of trainingabove, FWV trair ing at the 


teams for the refrtsher training for FWAs and FPAs at 20 District Centers. CARE
 

L6 also Involved vith the training of FWVs, and has posted 5 national nurse­

educator consultarts at FWV training institutes. 

UNICEF also has an array of training programs. In conjunction with the 

WHO, it has suppor'-d the training of &Ldtcal Assistants (IviAs). It initiated 

the ambitious prograh to train traditional birth attendants (TBAs) and to provide 

them with kits. UNI,'EF also plans to train auxilliary nurse. midwives (ANIVs) 

to serve as nurse at 1HCs. Short tcrm traininq/orientation sessions for FWWs 

are being funded by U.ICEF so that the FW/VWs may participate effectively in 
UNICEF is stipplying teachingthe communicable discese control programs. 

aids for THCs to be used in thc training of FWWs, VHWs, TBAs, and Palli 

Chikitsak. 
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prov!dtng technical assistance to the 11 FWV training institutes,
WHO is 

as well as to the Medical Assistant training program, 
40 FWA training schools, 

Supplic s 

efficient procurementto cnsurc the more 
The UNFPA is focusing its efforts 

It is also supplying medicines, 
and distribution of supplies and cquipment. 

particularly pediatric preparations. 

UNICEF arL providing the major proportion of the 
The World Bank and 

UNICEF is also supplying basic hospital/
 
nLeded basic drugs and D&DS kits. 

Health Centers. UNICEF
 
clinical diagnostic kits and reagents for thu Thana 

provides the high potency vitamin A capsules for childrLn (0-6) and for locating 

supplies for th,: oral rehydration salt 
as well as the ingredients andmothers, 


packets.
 

Communicable Disease Contol 

the WHO is 
part of the Expanded Programme on Immunization,

As a 
and training required to support

short 'Wrm consultancies,providing expertise, 
UNICEF has supported the 

viable cold chain system.
the establishment of a 

at TElO, Dacca, and is implementing
Central Cold Storageestablishment of a 

cold chain in static health centers at district, thana, 
the establishment of a 

and equipment
In addition to supplying vaccines, supplies,

and union levels, 
vaccines and supplies will be imported by UNICEF for 

for the BCG campaign, 


DPT, TT, polio and Masls.
 

Nutrition 

.2rogram has provided food assistance for malnourished 
The World Food 

mothers and for malnourished children under Special 
pregnant and lacta'. Ig 

of the PC&FP Division.. 
Project, "Vulneraolc Group Feeding Programme" 
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Family Planning Services 

: BangladushProject Location 

: Family Planning Services (388-0050)Project Title 

: FY 81 GrantFunding 

3 ycarsLife of Project 

: Vivikka M.olldremIEE Prepared by 

AugfIS, 1979Date 

Environmental Action 
Recommended : Negative Determination 

Concurrence: 

Irank tlimball
 
Mission Director
 
Date Aug, !5, 1979
 

Assistant Administrator's Decision: 

ApprovCl: 

Not Approved: 

Datu: , _" 
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1. NaturL, Scope and l',agnitud, of Environmental In-pacts 

A. Description of thL Project 

Family Planning Se.rvIcLs PrcjLct will continue, the support of theThL 
in the Population and FamilyBangladesh national family planning program b.gum 

through training of program personnel, particularlyPlanning Projct (388-0001), 
support to voluntaryfield worker supervisors, contraceptiv commodity support, 

This will supplement assistance to othersterilization, and operations rLs~arch. 

aspects of the program by othcr donors. In addition, this projN.cc will provide 
to Lnable themfunds to several non-govs-rnmtunt family planning organizations 

to expand their service delivcry efforts. 

B. Direct Envronmental Consr.qucnces 

Nonc. 

C. Indirect Environmental Consequcnces 

If this project is succ(essfui in contributing to a reduced fertility rate in 

Bangladcsh, its environmental consequL-nccs will be favorable, In that it will 

slow down the. increase of pr(essure on the Lnvironment resulting from overp pu­
(ovurusL.) of agriculturallation. These pr,.ssures including pollution and misuse 


land and water r(sources, duforustation and urban migration with all of its
 

There are no negativ indirect environmental consequences of
 consequences. 

this project.
 

II. Rccommendation fcr Environmrntal Action 

on thL basis that therc is judgedA negative deter.nination is rcquested 


to be no foresecable negbtive environmental consequences resulting from the
 

implementation of the project.
 

http:projN.cc


Annex G - Pago 1 

Budget for BDG Project 

Foreian Exch-inweA 
(Dollars) 

81 82 83 Tctal 

1. Participant Training 

J) TFPO Training 100,000 800,000 600,000 1,500,000 

b) Professicnol/ 90,000 90,000 180,000 

Academic 

c) Religious/NGC 100,000 125,000 225,000 

2. Commodlies 

a) Pills 600,000 4,000,000 4,500,000' 9,100,000 

b) Condoms 3,900,'000 5,962,000 $6,305,000. 16,167,000 

c) Medical Kits 100,000 200,000 150,000 450,000 

d) EMKO Foam 215,000 200,000 415,000 

e) Neo-Sampoon .100,000 .860,000 1,300,000 2,260,000 

) Life saving 
equipment 350,000 200,000 150,000 700,000 

Total: "--lZ,4Z/,uuU' 13,4ZUUU J3D7970'­
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Budget for Government Component 

Local Costs 

(In Dollars) 

81 82 83 Total 

1. Sterilization 

a) Physicians fees 316,556 - - 316,556 

b) Supporting staff 153,530 356,960 430,680 .941,170 

c) Field Workers 
compensation 79,139 184,000 222,000 485,139 

d) Food Cost 683,760 1,589,760 1,918,080 4p191,600 

e) Transport 542,101 1,260,400 1,520,700 3,323,201 

f) Surgical Apparel 743,900 - - 743,900. 

g) Wage LOSS 680,595 1,582,400 1,909,200 4,172,195 

h) Audit 35,000 60,000 60,000 155,000 

Total Sterilization 3,234,581 " $5,033,520 $6,060,660 14,328,761 

Operations Research 10,000 400,000 400,000 900,000 

3. M.C.H. 65,000 165,000 150,000 380,000 

4, ?revalence Surveys 50,000 150,000 170,000 370,000 

5. Local Family Planning 50,000 400,000 100,000 850,000 

Crand Total: 3,499,581 6,148,520 $7,180,660 16,828,761 
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1. BFPA 

2. Pathfinder 

3. Social Marketing 

4. FPSTC 

5. BAVS 

6. Asia Foundation 

7. CARE 

TOTAL 

FY 81 

120,419 

200,000 

1,130,000 

100,000 

500,000 

200,000 

2,250,419 

Budget for NGO Component 
(All Costs Sbown in Dollars) 

FY 82 FY 83 

178,586 186,700 

834,088 1,350,0C0 

2,870,000 2,300,000 

350,000 350,000 

1,100,000 1,500,000 

700,000 800,000 

325,000 225,000 

6,357,674 6,711,700 

TOTAL 

485,705 

2,384,088 

6,300,000 

800,000 

3,100,000 

1,500,000 

750,000 

15,319,793 

Demand Creation 100,000 670,126 900,00 1,670,126 

GP-MD TOTAL 2,350,419 7,027,800 7,611,700 16,%9,919 
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COUNTRY CHECKLIST 

A. GENERAL CRITERIA F'OR COUNTRY ELIGIBILLTY 

1. FAA Sec. 11S. Can it bc demonstrated that It can be demonstrated. 

contemplated assistance will directly bencfit 

the needy? If not, has the Department of 

State determined that this government has 
engaged in a consistent pattern of gross 
violattons of internationally recognized 
human rights ? 

2. lyj- Sec. 481. Has it been determined that Ni.
 

the go ernment of recipient country has failed
 

to take adcquate steps to prevent narcotics
 
drugs and other controlled substances (as
 

defined by the Comprehensive Drug Abuse
 
Prevention and Control Act of 1970) produced
 
or procesned, in whole or in part, in such
 
country, or transported through such country,
 
from being sold illegally within the juris­
diction of such country to U.S. Govprnmunt
 
personnel or their dependents, or from
 
entering the United States unlawfully ?
 

3. FAA Sec. 620(b). If assistance Is to Yes
 
a governmLnt, has the Secretary of State
 
determined that it is not controlled by the
 
international Communist moveme;nt?
 

4. FAA Scc. 620(c). If assistance is to No
 
government, is the government liable as
 
debtor or uncondittonal guarantor on any
 
debt to a U.S. citizen for goods or sLrvices
 
furnished or ordered where (a) such citizen
 
has exhaustcd available legal remedies and 
(b) debt is not denied or contusted by such
 
government ?
 

5. FAA Sec. 620(c)(1). If assistance is to No
 
a govrnment, has it (including government
 
agencies or subdivisions) take.;n any action
 
which has the effect of nationalizing,
 
expropriating, or othLrwise seizing own.-r­
ship or contrel of prope.rty of U.S. citizens or
 
Lntities beneficially owned by them withtut
 
taking stups to dischargu its obligations 
towad such citzens or entities ? 
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SFAASec. 620A . 620(a), 620D; FY 	 79 pp. Ac t. 

Sec. 108, 114 and 606. Is rucipient country 

Communist country? Will assistance bL pro­a 
public of Viutnam,vid.d to the Sociali,-t F 

or Angola ? V%ill
Cambodia, Laos, Cuba, 


to Afghanistan or
assistancL b provided 

without a waiver':.
I:;ozamb1iue 

7. 	FAA Sec. 620(i. Is recipiont country 
or

in any way involv.d in (a) subvrsion of, 
thL United Statesmilitary aggression against, 


or any country receiving U.S. assistancL., or
 

(b) the planning of such sub'wrsion or 

aggression ? 

Has thL country pcrrtttd,8. 	 FI , SLc. 620 (j). 
failed to tak , adcquatL measurt-s to prevent,or 

by 	mob action, of
the damage or destruction, 

U.S. property ? 

9. "A zc. 6201. If th. r.ountry has faiied 

to institutc the investment guaranty program 

for 	the specific risks of expropriation, incon­
has thu AIDvertibility or confiscation, 

Administrator within the past yuar considered 

denying assistance to such governm.fnt !or this 

reason ? 

10. FPI Sec. 620(o); Fishcrmn's Protuctivi 
S. if countryas amnded. Sc.c~to-f1967. 

Imposed any pcnalty or sanctionhas seized, or 

fishing activities in
against, any U.S. 


inter-national watc rs:
 

a. 	 has any deduction required by the 

Act bien made?Fishurmen's Prott.ctiVe 

dcnial of assistanceb. has completL 


beran considered by KLD i.dministrator?
 
6031..FiJ. ec. _20; FY 79 App. Act, Sec. 

(a) Is the government of the rucipint country 
than 6 months on inter;stin dcfault for marn_ 

country ? 
or 	principal of any 1)ID loan to th, 

(b) 	Is country in dL.fault CxccCding one year 
loan under

interest x principal 	on U.S.on 
.pp. Ict appropriates funds ? 

program for which 

a. 	 No 

b. 	 No 
c. 	 No 

No 

No 

OPIC bilatc.ral bgrement 
was signod Jan. 1.,° 1975 

N/A 

a) No 

b) No 
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12. FAA Sec. 620(s). If contumplated 
assistanc; is dLvulopmnt loan or from 
Ejonomic Support Fund, has thu Administrator 
taken into account the pLrccntage of thu 
country's budget which is for military 
expenditures, th amount of foreign exchange 
spent on military equipmunt and thu 
amount spent for th . purchase of sophisticated 
weapons systems ? (An afftrmativ, answ..r may 
refcr to thD record of the annual "Taking Into 
Considration' memo: "Yes, as r.Lportcd in 
annual rcport on imphkminntation of Sc.c. 620(s).' 
This r,;.port is preparcd at tlm,. of approval by 
the Administrator of the Cperational Yar Budget 
and can be th%. bais for an offirmativw. answer 
during th.. fiscal year unless significant changes 
in circumstances occur.) f 
13. FA Sec. 620(t). Has the country severed 
diplomatic relations with th. UnitLd Status 7 

If so, hav thLy been resumed and hav nLw 
bilatcral assistancL agrLLmLnts bLn ncgotialted 
and entered into since -uch rt.sumption ? 

14. FAA Scc. 620(u). What Is the payment stiwus 
of the country's U.N. obligations? If the country 
is in arrears, were such arrvaragus taken into 
account by the LID ]Administrator in determining 
the current LID Operational Year Budget? 

15. FAA Sec. 620A, Ff79 L.Pr.Act, Soc. 607. 
Has the country granted sarztuary from p[,osucution 
to any individual or group which has committed an 
act of intern3tional tirrorim ? 

16. FM. Stec. 666. Does tht. country objuct, on 
basis of race, r .. igion, national origin or 
sex, to the presence of any otficer or umployeu 
of the U.S. the.re to carry out economic 
dcvclopment program under Fl, ,? 

17. FA Stc. 669_,670. Has the country, aftr 
August 3, 1977, dlivered or rq-cCivLd nuclear 
enrichment or reprccsslng Lquipmunt, materials, 
or technology, without speciiLd arrangements or 
safcguards? Has it di.tonaii'd a nuclear device 
after August 3, 1977, althouqh not a IIucLar­
weapon State" under the nonproliferation tr.aty ) 

NA
 

No 

Not in arrcars 

No. 

So 

No 
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B. FUNDING CRITERIt. FOR COUNTRY ELIGIBILITY 

1. DLuvclopmunt IAssistancc Country Critcria 

a. F11, S-c. 102(b)(4). Have crituria bLun 
establishud and takun into account to assLss 
commitmcnt progrcss of country in c.ffcctivuly 
involving thk. poor in d&wlopmLnnt, on such 
lndcxLs as: (1) incrcasc in agricultural 
productivity through small-.farm labor intt nsivc 
agriculture, (2) ri.duccd infant mortality, 
(3) control of population growth. (4) -.quality 
of incomr, distribution, (5) r, duction of 
uncmljoymunt, and (6) IncrOsLd literacy.? 

Yes 

b. FAA Sec. 104(d)(1); II, Act of 1979. Yes 
If appropriate, is this developmtnt (including Sahel) 
activity designed to build motivation for smaller 
f amities through modification of economic and 
social conditions supportive of the desire for 
large families in programs such as education in 
and out of school, nutrition, disease control, 
maternal and child health serviccs, agri­
cultural production, rural dcvelopmcnt, ass­
istance to urban poors, and through community­
based development programs which give recog­
nition to peoplE. motivated to limit th. . 

size of their families? 
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PROJECT CHECKLIST 

A. GENERAL CRITEPLA FCR PROJECT 

1. FY 79 App. Act Unnumbered; FAA Sec. 
65- (b); Sec. 634A. (a) Dcscribe how (a) Project was included in 
Committees on Appropriations of Sfnatu and FY 81 Congressional Pre-
House have been or will bc notified con- sentation Annex II, Asia Pro­

cerning the proj,;ct; (b)is assistance grams, p.28. Congressional 
within (Operational Year Budget) country Notification will be prepared
 
or international organization allocation to explain increased cost.
 
reported to Congrcss (or not more than b) Yes
 
$1 million ov(r that figur,)4
 

2. FAA Sc. 611.(a)(1). Prior to obligation
 
in excess of $100,000, will thurL bL (a) (a) Yo a
 
engineering, financial, and other plants
 
necessary to carry out the assistancL
 
and (b) a reasonably firm Lstimatc of tht.
 
cost to the U.S. of the assistancL ?
 

3. FAA Sec. 611(a)(2). If furthcr lgis- None rquired
 
lative action is required within recipiunt
 
country, what is basis for reasonable
 
expectation that such action will be
 
completed in time to prrrit orderly
 
accomplishment of purpos,, of the
 
assistance ?
 

4. FAA Sc. 611(bJ; FY 79 App. Apt.
 
Sec. 101. If for water or watur-relatu.d
 
land resource construction, has project
 
met the standards and criteria as per thu 
Principles and Standards for Planning 
Water and Relattd Land Nusources dated 
October 25, 1973 ? 

5. FAA Sc. 611(L). If projLct is capital NIA
 
assistance (u.g., construction), and all
 
U.S. assistancL for it will jxceed $1
 
million, has lvissiop Director certified
 
and Rcgional Pssistant Administrator taken
 
into consideration the country's capability
 
effectivoly to maintain and utJlize th0,
 
project ?
 

on 



-6­

6. FAA Scc. 209. Is projcct susceptibe of No 
Lxecution as part of regional or multilateral 
project? If so why is project not so executd " Inf­
zirmation and conclusion whether assistance 
will cnccurage regional dvtllopmnt programs. 

7. FAA Sec. 601(a). Information and conclusicns (a) No 
whethe.r prcject will enccurage efforts of the (b) Yes 
country to: (a) increase the flow cf international (c) No 
trade; (b) fcstcr private initiative and competi- (d) N/. 
ticn; (c) encouragc develcpmcnt and us.. of (c) No 
coopzrativc s, credit unions, and savings and loan (f) No 
associatons; (d) disL.urag, monopolistic practic,;s; 
(e) improve. technical .fficiuncy ,)f industry, agri­
culture and commerce; and (f) strengthen free­
labor unions. 

8. FAA Scc. 601(b). Informaticn and conclusion N/A 
on how project will encourage U.S. privatu trade 
and investment abroad and encourage private U. S. 
participation in foreign assistance programs 
(including use of private trade channels and the 
services of U.S. private untrprlsc). 

9. FAA, Sec. 612(b); Svc. 636(h). Describe stepsJ (a) N/A 
taken to assure that, t the maximum Lxtcnt possi­
ble, the country is contributing kccal currencies (b) N/A 
to mcet the cost of cuntractual and .thur servIccs, 
utilized to meet the cost ,f contractual and 
other services. 

10. FAA Sec. 612(d). DUeS the U.S. own Lxcess No 
foreign currency cf the cuuntry and, if so, what 
arrangcmonts have bLn mad( fcr its rele:ase? 

11. FAA Sc. 601(cL. Will the project utilize Yes 
competitive selection procedures for the awarding 
of contracts, except where applicablu procurement 
rules allow uthurwise ' 

12. FY79 Ap. Lct Sec. 608. If assistance is N/A 
for the production o( any commodity fLr export, 
is the commodity likdly to bi in surplus on world 
markets at the tim. thL resulting prcductivu 
capacity becomes operative, and is such assistance 
likuly to causL substantial injury to U.S. 
producers of the same, simili, kr cx,,pjttng 

commodity ? 
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B. 	FUNDING CRITERI, FOR PROTECT 

1. DMvlcpmcnt Assistnc.- Project Criteria 

a. Fit. Scc. 102(b); 111, 113; 281a. 
Extent to which activity will (a) effi;ctively 
involve the pear in dcv.ltpmcn., by ,.xtending 
access to,econmy at Ilcal Lv.l, increasing 
labor-intensivc pr-ducticn and the use of 
apprcpriatL technlogy spreading invustm,:nt 
out fr.:m cities to. small tcwns and rural areas, 
and insuring wide participation -f thu: poor in 
the benefits Cof dicv( pm,.nt -.an sustained 
basis, using the apprL.priatt- U.S. instituti,-ns; 
(b)hvlp dovclop cu.cpcrotiv;s, spL-cially by tch-
nical assistance., tc assist rural and urban pter tc 
help thcmselvCs toward b.ttr life, and (.thirwisL 

(a) 	Benuficiaries of this 
proiject will be primarily the 
rural pzcr and women 

(b) 	N/A 
(c) 	Scif-hclp will be promoted 

under this project whcnever 
feasibl. 

(d)As this pr,'jcct is intended 
t%. incrcase family planning 
and MVCH services, 
participation of wmen 
will play a critical role 

enccurage demc.cratic privat. and L.:cal gc vornmental 
institutiLns; (c) supp,-rt thu self-help ;ff,- rts of (e) N/. 
developing countries; (d)promot,_, th,. participcti..n f 
women in thu national ucommi-s cf developing countics 
and the improw munt .fwumen's status; and (::) utilize and 
enccurage regional ccperaticn by developing ccuntrics ? 

b. FAA Sc. 103, 103A, 104, 105, 106, 107. 
Isassistancc being mad%- availabl.-: (include only 
applicablL paragraph which c. rr,:sp,,nds t.sjurcu 
of funds ust.d. If mcru than kn. fund surce is 
used for prf.,ject, include relevant paragraph fc.r 
cach fund source..) 

(104] for populati,:n planning under s,.c. 
104(b) ..r health under sec. 104(c); if s( , exttnt 
tc which activity Lmphasiz .s 1:w-ccst, into-
grated dclivery systems f:r htalth, nutrition 
and family planning for the porest p,.Uple, with 
particular attention tc.the nk.Lds of mcthrs and 
ycung children, using paramudical and auxiliary 
medical personnel, clinics and health posts,
 
commercial distributi,-n systems and cth.r 
modes of cemmunity resarch.
 

This pr.,jcct builds upon thL 
BDG's r..ckntly integrated halth 
and family planning delivery 
system and incbd'Ls activits 
to impr',v., paramcdical 
training, porticularly for 
matirnal and child hcalth 



C. r107] Is appropriat: uffirt placed on us Yes 

of appropriatt tLchn lkgy ? 

d. FAL S-c.. ll10(a). Vill th.. rucipient 

country pro.vide, at least 25% Af the costs c:f tht. 

program, pruject, c.r activity with respuct tc 

which tht, assistancL is ti. be furnished ((:.r has 

th:. latter cost-sharing rc,quir--m'nt bk.Ln waivtw.d 

for a 'rtlativcly lLOst-duVclCpLd"ccuntry) ? 

YLs 

e. FAA Scc. 110(b). Vll grant capital 

assistance be disbursed fc;r prcjcct c~ver mere 

than 3 yuars " If sc, has justification satisj 

factory to the Ccngress been made, and offorts 

fr h financing, .r is the recipient country 

,relatively least dvelopt.d' 

No. 

f. FAiA Sc. 281(b). Dscrib, LxtLt to 

which program recc.gniz..s tht. particular needs, 

desires, and capacities c.f the pcplc of th. 

country; utilizes the country's intcllcctual 

rescurces t: -nc!curag,, institutional duvulopmunt; 

and supports civil cducaticn and training in 

skills rkquir.d f,-r efLctiv.'L participati(-n in 

gcvvrnmental and political prccsse s LSsuntial 

tc sclf-g, :vernment. 

Yes. Sea Part I, B.,1. 

g. FAI Sc. 122(b). Dc.s tho activity 

give reascnablk prcmisc c.f contributing tc the 

develcpmnt cf cconc-mic ressources, %rto the 

increase or prcductiv capacities and self­

sustaining uccnomic grcwth ? 

YOs 

a 0-L 



- ." .' '. ., ,.. **. . ! . . I ... r11
 
AMiZA.SSY DACCA
 

INFO Z AMB DCiX CHKtH UNCLASSIFIED .RECD: 09 OCT 79 1036 

P 06.142Z OCT 79 ZDI( CTG RU,,JDK 0ID1S
 
FM SECSTATE WASHDC
 
TO AME-i.BASSY DACCA PR.IO ITY 2.522 J
 
Br _ _ _ 

UNCLAS wIA7E 26227Z
 

AD. AID 

wnWTAGS: 


SUBJECI: POPULATIOv/FAIMILY PLAtNI II (Ww"-n1521) DIR 
IRO
PID REVIEW 

1. SUBJECT PROJECT APAC OLETIGG SCIiEDULED OCT. 19, RDE 

24 AGR.2. PROJZCT Cca'e.TImL (PL) IEETING.HELD SEPIE !ER 
CWOKED G.IErAL INTEREST A4D E.DOiSENEi.T OF' PFOFOSED p" -
PiOJECT. F&N -

CaNT
 
-


DI GUSSIC h I ;CLUDED FOLLOWINIG ASPECIS : -, --"­
• CLU
 

3. ISSUES FC. APACo .o..
 

(A) THE PVO CO-FINANCIWG II PID STATES THAI TiE PO 
PROJECT WILL "..SUPPOhT AS A FIRST Pi.IOITY THE O%- SO 
GOVEaiMjE;TAL OiiGAiLiATION ELEMEIvT OF ThE MI ;SIC. PGPLiLATION RpLYINAN 
SIRATE(Y AS FOUND I THL 1991-CDSS." ThE PUPIILATIO,/FAILY mo =.,­
PLAI;.ING FPID ALSO SrrESSES THE INVOLEN-E;T OF PVOS ANDBe 
STATES ON1PP 13-14 THAT POPULAI1O1 FUNDING WILL OF- USED TO 
FUt;D THE ASIA FOU-;DATIO% {TAF) TO USE IT AS A vEmICLE TO 
FUND IJDIGEfNDUS ?VOS TO PROVlID-E" FA4ILY ?LA',G SERVICFS 
IN THE COijT'EXT OF IHEii OTHER DEVELOPiME'T ACTIVITIES. 
PC WOULD LIKE YO KNO" WHY' 11 IS NECESSA.Y TO hAVE 

ACTIVITIES 1I4 POFULATIOh1 IN TWO PROJE--CTS WITH iTwO 
PROJECT ;'ANAGE. o: IS THIS A-CASL OF OVERLAP? IT 
APPEARS F'i'OM PID THAT TAF WILL .rE USED Ui';DLih BOTH 
P.OJEcrS FOR PVO PROJECT FU'D1s;',G. IF SO, . DOES 
TAF R(OF DIFFER IN THE TWO DIFFER'i.T. PROJECI;.. 

(B) THE POP/F? PID PROPOSES MISSIO. FU;DIt',G AiD 
MA(AGE:iET OF SUCH ACTIVITIES AS ThF* EANGLADESN 
ASSOCIATION FO2 VOLUNTAuY STEARILIZATION.; CPEhATIO;S 
RESEARCH, FAMILY PLANNINiG SOCIAl. MARKETIwG: ALL 
PROJECT AC TI VI TIES i-TAT-AV-EEzCE TT-ALy FUivDED 
AND MANAGED i;Y AID/W. INl AD'ITIOE TO THESE PROIECT OPTIONAtPitvFRMlH)

c-,'r"D ro. "
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ACTIVITIES: TilE PID PROPOSES TO EXP.Ai-D SUPPOiR? TO THE
 
FAM~ILY PLA;JNU;G EVICLS A14LD TRAIN'ING CE2L.TEA1 fAD ThE
 
BANGLADESH FAMiL'( PLANINtG ASSOCIA 11Cri. PC BihLIL\'ES
 
IT IS p, POLIJL 'EVIOLUTIC-i'J TO BILATERALLY FINUf--CE
 
PIOJA'-C' ACTIVITIES THAT HAW. i~hETOFQHE BEEN~
 
FllFANCE: U DENi CF:41RAL -RA,'vTS A.1) TO EXPAND *ihE
 
PO;ULATlONi PA3C':'M- TO INCLUDE ADDIT1OL'AL P\'OS. WE
 
BELIEVE iYHE MIC5SIOI SHO)ULD REVIEW ST(P.FFI,'qG OF THE
 
POPULATION~ DIV1S1Ot; T0 SEE IF IT IS ADEQUATE 10 TAKE
 
ON ALL THESE ADDITI1ONAL PFiOJECT ACTIVITIES. IF SO,
 
PLEASE CLARIFY NOW THE MISSION lJ4T~iDS TO ;,AuAGE ALL
 

THSD iRE ACTIVI~IES AT CUIETSTAF 

(C) V LUSAID i.1ITS ITS ASSISTAOCE TO THE £DDG
 
PIMARILY TO Su?P(XiT 01: COMNODITIES0 1RAINIljO AiiD
 
STERILIZATIoI.J TCIES T;:iIS iEM 'iE AINTICIPATAE OTHER
 
PRGCRA-'' ','AMUL--5ES F'Hh iOUfLY IDEi .TIFIEL) IN CCSS A14D
 
PID WILL 3E A L.UAlTLY ADGS)~ ThEiH D01.Oi:3?
 
GIVEN~ AI"2S CkhP3I 1 -r1CECT FOCUS, HOW WILL G~opD-

NP.1IOI illIT CliEr' DONOAS DE CA.-iklED OUT? 4'OC'; AR
6 

ADMI~ilEf~iAM,7I jd!-,D iAG J'TPROa.LElS CF; PhtGRAA4
 
BEItiG ~jrr;U
 

4. PLEASE hESPOr.D 'AC5 A2-OVi ISSUES PIOR TO APAC
 
ME-T I G .
 

5. THE FOLLOWI(%G TOPICS, W;IILE NOCT ISSUES FOR APAC,
 
SHOULD E ADDIESSED AS DESIGN ITEMS IN~ THE PROJECT
 
PAPLR.
 

(A) FUeNDING FOR~ CONiTCEPIIVES: D"S/POP SAYS MhE
 
MISO1-PJCE iiECUlj i.Zyj',jTS FOR THL 8ILAT&L;RAL
 
PROCRAM AidD ThE' SOCIAL y.AiKETI~~j' PhOGIRAM EXCLi) THE
 
AiOUid B~UDGETED FLrm CCiIhf1CLPTIVES iii THE teJV.
 
PLEASE OUTLIGE ;N~ PP THE H-ECUIRiEIJTS FOR P3Olh
 

(3) DESCI:'P11Oi OF HWPROJECT COMPOovENTS WrL'4 PUT
 
TOGEThr,'l- WiLL. ACNIEV'E YE rW;EA 1TY-FiVvi' ERClAU.'
 
CON~TRACEPTIV"E PAFVALEiXCE HATE SIAME) PS ThL PUR~POSE
 
BY THE EiJD O F THE P,,iOjECrT:* li'CLL!'E INv PP STRATEGY
 
rTiE VARIOUS ELEMJENTS iiErQUiE00 TO i;E--.T ThIS PRE-

VALENCE RiATE, ASS TG,,ivG# , 'NLiE POSSiBLE, SiPLCIFIC
 
TARGETS THAT TOGETHER WILL AChIEVE THIS PREVALEb~CE
 
RATE* -.- Vj'CLASSIFIEA-COi'v'D PAGL 3..........
 

C~oS~~i~4icflOPTIONAL P014M 1511 
(Perna, F34120~ 

Jalluary IsD t.of.VP 
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(C) PRIVATE VOLUNTARW STERILIZATION AND BDG 
STERILIZATION SUPPORT: INCLUDE IN PP A BREAKDOWN 
OF PROPOSED COSTS FOR ITEMS IN BOTH THE PRIVATE AN D 
BDG PR3GRAM THAT AID WILL BE.FURDING. 

(D) ROLE OF WOME It PC NOTES, THAT ALL FAMILY WEL-
FARE ASSISTAINTS ARE FENALE AND ALL FAMILY PLANNIIG 
ASSISTANTS (SUPERVISORS) ARE ALE, . WHiAT ACTIONS ARE 
BEING OR CAN BE TAKEN TO PROVIOTE SIGNIFICANT NUavBERS
 
OF FEMALE FAMILY WELFARE ASSISTANTS TO FAMILY
 
PLANNING ASSISTANTS SUPERVISORY POSITIONS? VANCE
 

UNCLASSIFIED 

Classificalition O I01NAL FORM Millt Fwrnerly F8.4120­

5061102 

January 19" 
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ANNEX X 

Bangladesh Government Voluntary 
Sterilization Informed Consent Form 

a. 	 I willingly give consent to have sterilization operation althrough
I know there are temporary methods (oral pill, condom, I.U.D. etc.) 

b. 	 I know it is a type of surgical operation and it has some risk. 
Tho risk and the procedure of surgical operation were explained 
to me by the doctor. 

c. 	 The doctor also explained to me that after this operation I will 
not have any more child but sexual capability remains the same. 

d. 	 I willingly take this decision not from any fear or any other 
conditions. 

e. 	 My husband/wife, gardians give full consent for this operation, 

f. 	 I know it is a permanent method, once performed can not be 
easily reversed. 

I willingly put on my signature/thumb impression on the consent 
form for performing my operation. 

Signature/thumb impression of client 

Village: 

Union: 

Thana: 

Dist. 

Witness : 

Name: 	 Address: 

Signature:
 

Date: 
Signature and designation of operating doctor 



ANNEX K
 

is now being added to the 
In addition, the following clause 

consent form. 

I understand that I can change my mind any time and 

not have a sterilization operation and if I do change 

my mind I will not be deprived of medical treatment 

or other facilities. 
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Cost-Efft. ctivunu ss Calculations 

an attumpt to dividL total family planning program costsWhat follows is 
into four major compon.nts of thL program: (1) Stcrilization;from all sources 

and (4) NGO survicLs.
(2) BDG survices othur than sti.rilizaticn; (3) Social Markoting; 


Once annual costs by componunt have bton dcrivud, thuy can b.: comparud with
 

by component to duriv,. annual cost por continuous usc.r
annual contraceptive= usag, 

This is moant tl.. giie some. Indication of rlativu cost-ffQMCtivanassby componunt. 
of cach component. 

BDG and othor donor inputs all must bc rcvLw:d to apportion their costs
11ID, 

list.d abovw;. ID infants ari. rkord.rcd first in fart A 
among th, four componcnts 

To do this, it was n%ccssary to Lstmat. how AID contraceptivc com­
which follows. 

BDG program, Sucial IVMarketing and NGOs.
modity costs arc distributed butVV..n thL 

Fort Qgocs through this procc.ss. 

IQcosts directly attri­BDG-financud costs arc dividc.d into diruct costs, 
managomunt,

butrablo to cither stcrilizatic-n (r othor survicos, and indir.ct costS,iL 
not muthcd sp :cific. 1--art C

training, supcrvisiun and othur costs which arc 

calculates thcsu direct. and indirect costs. 

tart D tstmats th.: annual apportionment of othcr donor costs betwuun 

sterilization and indirect costs. 

I'ding thu annual indirect costs (Ic non-m,-thod sp;-cific) of the BDG program 

the BDG and other doncro, total indirect costs of thc BDGfinanced by LID, 
Thon this total annual indiruct cost is attributed 

program arc dirived in Part E. 
samu proportion as thu number of C 

to sterilization or othur methods .*in th0 

clients servd annually bctwcon the two components. 

Iart F, total annualEnough Infurmati'on is nuw availabh tu prcporu 
annual contracuptivocosts by compon,.nt. By comparing this with Iart G. 


usage, the estimates cf annual cust pur ccntinuuus use.r which aru found
 
calculatud.
in the uconomic analysis stction of thu Irojct lap,!r were 

http:compon,.nt
http:indir.ct
http:procc.ss
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2Y83Part A\. AID roJect Costs 

1. Social Marktifng: 
2,870,000 2,300,000


Social Tvarketing Grant 1,130,000 
670,126 900,000
2. Demand Creation 100,000 


. Othcr NGOS: 120,419 178,586 186,700
 

Path1Fndur 
 200,000 834,088 1,350,000
 
hfiSTC 100,000 350,000 350,000
 

T 700,000 800,000
 

100,000 125,000

Training 

Storilization:DDG costs 
3,584,581 5,233,520 6,210,660


(inc.i.quipment) 
500,000 1,100,000 1,500,CL0
 

BAVS** 

5. 3DG Other Servtces: 

100,000 890,000 690,000
 
100,000 400,000 400,000.
TrainingOperations Rescarch 165,00 10000 

65,000 165,000 150,000
Maternal & Child Hcalth 
150,000 170,000
prevalLnce Surveys 50,000 


50,000 40,000 400,000
Local F5m. plan 325,000 225,000
200,000
CARE grant 


4,700,000 11,237,000 12,455 000
6.Coumodities 
 50,600
7 Evaluation 
** lthough BAVS isan NGO, BAVS and BDG sturilizaticn programs arr considur d 

togUthur bucausu they work hand in hand and bcausu usu attributabl.; to 
wh ,lu and not suparatod into

figured fLr thu country as astcrilization was 

BDG vs NGO.
 

3DG scrvicus bucausL it provid .s scrvicas directly
CARE grant is includod in* 

to the BDG and dous nc-" carry out indupcndunt family planning activitius 
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BDG, Social .arktinJ Projoct and NGOs
Part B. Commcdtty Distribution butwucn 

from TablL IV, controC;,ptiVL provalence; by m-td and urganization (BDG, 

can bc uscd to estimatc distribution of cummcdity costs among
NGO, Smp) 

organizations.
 

FY32 FY83rY81 

Continuous Continuous Continuous 
Organization & Ilvth.. 

usersusersus.ers 

926,923 1,GCUUO0
823,076
BDG: Pills 

711,CC
500,C 511, aC.Condoms 


9C , CCC75,CC 85,C0Other 
1.3U8,(76 fl.522,923 1,801,COG


Totai 

180,6150(,000O 115,(LG
SM1': -ills 
489,C0CC


Condoms 4CC,C(O 489, CL 
85,L0C 1l5,CCO 115,0CC

Other 
793,615565,WC 719,C.Total 

555,0CC
302,85C 5C2,425
NGOs: Fills 
395,0
232,7CC 277,2CC
Condoms 

56,000
34,450, 45,375
Othur 

1,[c.,G0C
65L,C.60 825,CCO
Total 


Total contraccptive uscs 
-oatwbutablo to: 

1,744,615
1,205,926 1,544,340
Pills 

1,132,7CC 1,277,2UC; 1,595,0CC


Condoms 

194,45C 245,375 255,C00
Other 

Assuming percuntagu distfibution betwucn pill, cundom, cth~r, and 

as thL BDG program, NGOsterilization uso is apprcxmatoly thL samt 

mix was detorminod by taking th. appropriatL p,rcintago of total NGO 

as followsprcvalunc(, providud Tabic IV, 
Y81 I'Y02__._F2 

)% 55.5%58.9% 6( .Fills 
39.5%
35.0% 3.,3 XCondoms 


5.C%5.3% 5.5%Othcr 


http:65L,C.60
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FY81 FY82 FY83 

%uso attri. %us( attri- %uscattri-

Method butablc tc: Cost butabl. tU: Cast butablo to: Cost 

,.ills: IOC.C% 600,000 C,.C% $4:,000,000 1CC.C.% $4,500,000 

BUG 
SMP 
NGO 

64.C% 
6.2% 

29.8% 

384,000 
37,200 

178,800 

6G.L% 
7.5% 

32.5% 

2,400,000 
300,000 

.1,300,000 

57.3% 
1C.9% 
31.0% 

2,578,5.00 
490;500 

1,431,000 

Condoms: 
DDG 

ICC.C% 
44.1% 

3,900,000 
1,719,900 

ICC.C% 
4C.C% 

5,962,000 
2,384,800 

IC(.C% 
44.6% 

$6,3C5,CCC 
2,012,C3C 

SMP 35.3% 1,376,700 38.3% 2,283,446 3(.7% 1,935,635 

iGO 2C..6% 21.76 1,293,754 24.7% 1,557,335 

Other: 
BDG 
SM-
NGO 

1CC.C% 
38.7% 
43.0% 
17.5% 

100,000 
38,700 
43,800 
17,500 

IL(..C% 
34.7% 
/16.9% 
1.4% 

1,075,000 "1C.0% 
373,025 35.3% 
504,175 45.1% 
197,800 19.6% 

1,500,000 
529,500 
676,500 
294,000 

Commodity Cost of ll Methods by Organizations 

E83FY81 

$5,920,030
("G $2,142,600 $5,157,825 

3,102,635
3,087,621
1,457,700
P 
 3,282,335
2,791,554
999,700
NGO 


-*1
 

.
 

*tl 
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Part C: BDG Costse DirLct Costs 

To divide the costs of thc BDG budgt bi.twfn stcurilization and other 

costs will bL divided into two components; direct costs (salaries)methods, 
and indiruct costs (administration, training, supurvision, overall program 

Thi, formur can bL dividLd fairly easilymanagement and infrastructur). 
involved

betwLc-n sterilization and cth..r methods by estimation of tho time 

by family planning work'.rs in providing sttrilization services vs cthLr 
Division

scrvicus. The lattLr (administrative costs) is not mtthod spLcific. 

butwutn sterilization and othur methods will be
of "administrativ. costs: 
describod latcro 

Direct Costs of Sterilization 

an FVVV or attendant,Tubal ligation ruquircs direct services of a doctor, 
an FWV or attendant,and an FWl,, Vasectomy roquirus survices of a doctor, 


and an FTA.
 

Cost pur ligation and vaso-ctomy, thurforu, arc calculated as follows: 

UD Time/Sti-rilization = 30 min.
 
MvD Total TiML/Mc. = 170 hrs.
 
MD Salary*/lv o. = Tk. 1200
 
MD Cost/Stcrilization = Tk. 3.6
 

FWV or attendant TimL/St(rilization = I hr.
 

FWV Total Timc/Mo. = 170 hrs.
 
FWV Salary*/lwo. = Tk. 510
 

FWV Cost/Sterilization = Tk. 3
 

* Includus bunefits 

http:work'.rs
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FWA,**Timc/Sterilization = 12 hrs.
 

FWA Salary/Mo. = Tk. 360
 
FV Cost/Sterilization = Tk. 25
 

= 8 hrs.FA**Timc/Stcrilization 

FlA Salary/Mo. = Tk. 420
 
FPA Cost/Sterilization = Tk. 20
 

Cost/ligation = 31.6
 

Cost/vasectomy = 26.6
 

The (L-timatcd number of stcrilizatlons performed annually are as follows: 

Ligation Va sectomy Total 

407,000
FY81 345,950 61,050 
552,000
82,800
FY82 469,200 

666,000
99,900
FY83 566,100 


Therefore total BDG direct costs for sterilization are 

Ligation Vasectomy Total 

Tk.12,716,750 cr $ 04T,920FY81 Tk.11,070,400 Tk.1,648,350 
Tk.17,250,000 or $1,150,000

FY82 Tk.1S,014,400 Tk.2,235,600 
Tk.20,812,500 or $1,387,500FY83 Tk.18,115,200 Tk.2,697,300 


Direct BDG Costs fcr Other Vithc.ds 

Direct BDG costs for all other methods consist of the salaries of all 

family planning field pursonnul who dIivter services: FWAs, FFIAs and FWVs, 

the portion of their salaries attributablL to sterilizatioi, motivation andlss 
The latt,.r is less than the total direct costs attributable toservices. 

salario-s.sterilization because it excludes thL cost of the doctors' 

Assumes 3 clients usually brought at ono tim. and includes tim required** 
for motivation. 

http:Vithc.ds
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FY82 FY83
 

FWA Salarios: 

TotalI T.58,320,000 58,320,000 58,320,000 

Less part attributabbk2 

to stLrilization - 8,648.750 " 11,750,000 -14,152,50g 

Salary attributablL 
to other mcthods 49,671,250 46,590,000 44,167,000 

F -A Salart.s:
 

Total3 Tk.32,760,000 32,760,000 32,760,000 

Less Stcrflizaton 4 - 1,221,000 - 1,656,000 - 1,998.000 

Other Methods 31,539,000 31,114,000 30,762,000 

FWV Salaries:
 

Total5 Tk.22,644,000 22,644,000 22,644,000
 

- 1,22.100 - 1,656,000 -11998,000
Lss Sttrilization 6 


Other Methods 21,423,000 20,988,00(; 20,646,000
 

Total FPA/FWI/ 

FWV SalarLs Tk.102,633,250 Tk.98,692,000 Tk.95,575,500 
attributablu to $ 6,842,200 $ 6,579,500 $ 6,371,700 
other mcthods 

1 Tk360/mo x 12 mo x 13,500 FWAs
 

2 Tk.25/ligation x no. ligations annually 
3 Tk.420/mo. x 12 mo. x 6,500 FI[,s 

4 Tk. 20/vascctomy x no. vast-ctomii.s annually 

5 Tk.510/mo. x 12 mo. , 3,700 FWVs 
6 Tk. 3/stcrilization x no. sterilizations annually 
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BDG-Fundcd k-rogram Costs 

FY81 	 FY82 F83 

Total BDG FP B3udget $ 23,000,000 $ 25,300,000 $ 25,400,000 

Less Sterilization Dir.ctCcsts 847,900 1,579,500 1,387,500 

Less Other S&rcsDtrEt Costs 6,842,200 6,579,500 6,371,700 

Equals 	Total Direct Costs $ 15,309,900 $ 17,570,50 $ 17,640,800 

Part D. Other Donor Contributions to the BDG lroqram 

areTho two other sionificant donors to the BDG family planning program 

the IBRD consortium and UNFI-b. Because limited budgetary data are availablk, 
other funds cannot be accuratly divided butwun sterilization and other costs. 
For the purpose of this exercise, the following assumptions are made. 

1. 	 Over the thrO.. year period, the IBRD consortium will spend $ 75,000,000 
and UNFFA will spend $ 27,400,C00. Since this is untiruly government­
to-governmcnt assistancc, all of it will bL. channehkd to the BDG program. 

2. 	 IBRD will contribute $ 8,500,000 for medicines used in sterilization. 
This will be divided amcong the threCe project years in the same ratio 
as numbers of sterilizatiuns! pxrformud. 

3. 	 lipproximately 6C% of the total IBRD project will finance construction of 
Thana Health Centers and Union Family Welfare Centers. Since these 
aru used half for family planning and MCH work and half for hcalth work, only 
half their total cost will bL included as family planning costs; i.e. 
$ 75,000,000 x .60 x .50 = $ 22,500,C00 will bu uxcluded from the total. 

4. 	 All UNFr'h costs and IBRD costs other than health costs of construction and 
sterilization mcdicinLs will bu included in indircct costs of the BDG 
program (i.e., $ 71,400,000). 

5. 	 These Indirect costs will bu apportioned annually over the three years. 

Other Donor Costs of BDG t.rxgram 

F(81 	 FY82- FY83 

Sterilization (IBRD) 2,12!o,0CC 2,887,000 3,484,000 

Indirect Costs 23,800,000 23,000,000 23,800,000 
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Part E. Total Indirect Costs of BDG Program 

For the purposes of this analysis, total administrativc costs will be 
apportioned among methods according to the number of clients served annually. 

For stcrilization, number of clients is number of sterilizations performed. For 
other methcds, number of clients is number Uf continuous users. Because other 
methods require continuous motivoLton, follow-up and resupply of current users 
where stcrilization does not, administrative costs for other methods may bL somIe­
what higher than for stcrIlization, but in abscncu of a good basis on which to 
weight each method, no weights will be applied. 

Sterilization Clients 407,000 (23%) 552,000 (27%) 660,000 (27%) 

Other lMethod Users 1,398,076(77%)1,522,923(73%) 1,801,000(73%) 

Source of funds FY81 W2 FY83 

BDG $15,309,900 $17,570,500 $17,640,800 

Other Donors 23,800,000 23,800,000 23,800,000 

AID 1,58C.000 1,635,000 1 95...00Q 

TOTAL $ 40,689,900 $ 43,005,500 $ 43,355,800 

Indirect Costs of 
Sterilization $ 9,358,700 $ 11,611,350 $ 11,706,100 

Indirect Costs of
 
other muthods 31,331,200 31,394,150 31,649,700
 

Part F. Cost by Component
 

1. TOTAL COSTS OF STERILIZATION
 

FY83
FlY8 

BDGDirectCosts $ 847,920 $ 1,150,000 $ 1,387,500 

Indirect Costs 9,358,700 11,511,350 11,706,100 
7,180,660AID Direct Costs 	 3,499,581 6,148,520 


2A 129 000 2 887,CG 3,484,000
IBRD-Mcdiclnes 

21,79,d/u 23,758,260


Total, 	 ul 
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2. 	 TOTAL COSTS OF BDG OTHER METHODS 

FY81 	 FY2. __8 

AID Commodities $ 5,050,000 $11, 437, 000 $ 12,605,000 

BDG Direct Costs 6,842,200 6,579,500 6,371,700 
Indirect Costs 31,331,200 31,394,150 31,649,700 

Total 	 $.43,223,400 $ 49,410,650 $50,626,400 
3. 	 Social Marketing $ 1,130,000 $ 2,870,000 $ 2,300,000 

4. 	 Other NGOs 
AID Costs $ 1,120,419 $ 4.411,700 $ 9,0299793 

NGO's own resources* 2,560,000 2,560,0C0 2,560,000
 
Total $ 3,680,419 $ 6,971,700 $1,589,793
 

* 	 Rom all sources, except in cases whure. thL grant Is suppl mcnting non family 
planning development programs to add family planning motilvational service 
ekments. For many of thusc organizations FF is an add-on to other services 
unrelated to FF. 

Annual Contraceptive Usage 

FY81 	 FY02 1Y83 

PDG Sterilization ** 3,663,000 4,968,OCO 5,994,000 

BDG Other (Table IV) 1,398,076 1,522,923 1,801,000 

Social Marketing (Table IV) 565,000 719,000 793,615 

NGOs (Table IV) 650,000 825,000 1,000,000 

** 	 Based on actual number performcd during yuar x9, since conservatively, a 
person undergoing stirilization recuivos 9 ycars of protc.ction (ic,will reach age 
45 In nine years). 
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PROCUREMENT PLAN
 

Under this project, a total of 29.5 
million has been earmarked for pro­

curement of contraceptive supplies, 
medical kits, and life saving equip-


These commodities will be ordered
 
ment for the sterilization program. 


on PIO/Cs and A.I.D./W will be requested 
to designate either GSA or
 

to procure and ship
 
other appropriate Government procurement 

agencies 


Ninety-five percent of these commodities 
are contraceptives.


them. 

The determination of quantity, type 

of contraceptive, and shipping sched­

ules, will be made on an annual basis 
in accordance with the Agency's
 

central procurement policies and procedures 
for contraceptives. Speci­

fications for medical kits and life saving equipment for the steriliza­

tion program will be developed with 
the assistance of consultants from
 

the exact type and quantity of equipment has 
been determined.
 

CDC, once 


After the commodities arrive in Chittagong in Bangladesh, they 
will be
 

stored in one of three central warehouses 
located in Chittagong, Khulna,
 

From these warehouses commodities are 
trucked on a monthly
 

or Dacca. 
 From
 
basis to the Deputy Directors for population 

in all 20 districts. 


there, commodities are delivered to 
Thana Family Planning Officers where
 

The supply management and
 
fieldworkers receive their monthly 

supplies. 


logistics system used in the Bangladesh 
family planning program was de-


CDC will continue to provide manage­
signed with the assistance of CDC. 
 In
 
ment assistance to the program through 

the life of this project. 


addition, UNFPA has funded a long 
term logistics advisor who will be 

in
 

Bangladesh for at least the first 
two years of the project.
 

The Social Marketing Project will 
maintain its own reporting and supply
 

system while all other non-governmental 
organizations funded in the
 

project will receive A.I.D. 
supplied commodities from the 

BDG.
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H[EMORANDUW. 

TO : 	 DS/DAA/IL'U, Si3ephea Josepn 

FKO?1 : 	 DS/POP, J. "Joseph' SpeLtel 

Ptanning Services,SUOJECT: 	 Bangladenh Populacon Project Paper -Fataily 

368-0050; Compliance with PD-70. 

an basedt nave discussed the Barogladean 	 Project Paper with H.Ite Joruan 
Project 'Paper ana supplemented by HLKeon information contained in the 


Jordan's recent tield visits, we nave coine to the foLLowing CoUClU$Lons.
 

- The Government of Bangladesh has agreed to prepare anInformed Consent 

guadeLines. AID nas
infurmed consent form .wnica complies w.ta PD-70 

agreed to support tne cost of printing this form. Tae initial form wnicn 
the exceptionnao been transla-ted is oeLieveu to De iln compLtJr*Qe wILn 

mhat the patient's option to withdraw consent anytcine prior to tne 

operation is not adequately spellea out in te current torm. Tnis wiLl he 

amended in suosequanc versions of tne form, and impiementation or infomeo
 

consent proceaures as required oy PD-70 will waae a conattion prucendant 

prior to impLementing the new tamily planning services project. 

ImplemeataCion of informed consent procedures, cner-rore, does not appear 

to present a difficulty with respect to approval of tne project paper.
 

Witcn regard to ready dCCaS to other met'ods u a common Location, tnLs ni
 
this Coo shouLd oe a
notC Den weil documented in tne PP. Pernaps 


conaLtion precedent prior to LapLainenttng tnft tiew program.
 

Puyments - Payment or tne doctor's iee ftas been increased frunInc, ntive 
15 to 20 caca, ar Lrom $1.00 to $L.J3 per tuo.ccomay or vasectomy. 

are paid on a per-case oasis tor ta~e surgery performed, noweverPnysLcaans 
t-,--y do not DtotiVdCe CltSnca. The pOSaiDILLCy or paymet.t on a p-.r-session 

tla~ti flis bee(n AISCUS e1 '4LVI rne Government of banglaesn, oUt ,neir
 
co p-ceur.es
t.rms or reaertnce tic a se!sion are weignced -Ie'VLiy 


is consistent witn increased cot;t or
performed. The increase in payment 

livin6 atm .oe.i n.ot repr!tenr iny ;Lg-itcicanr iicr(ase Lfn r'coi:pense per
 

procedure in re.al cerms. A.isumin- th revised PO-70 ,uielin,-s are
 
r L ­

appr.o'ved aid OCL. (cO'CLLt Cr nie no rolo 11n :ThorIVdtO0C O pd t9i) 
However, even so,as in Nepal, continuation ji:case paiment IS jUScitled. 


it woila seemn approprLaCe CE urC Cle WIfSLon co continue ca see., 

aLteruarLve taeans or reimnursLnn pr.yAtCidtiS. It sn'ouL3 also ae notae that 

Pa,'-Cl. e pyMe;r 1:Or AOV2fnltlC p.lyZldidni.sq .dstireo .,Oe e~t- into nt 

CtIat all pnysL.ckuns .re dLowedt'eI" privAtC practice troe 2:00 p.m. on
 

and ty.ror- rouii De i.Li-L-'. tur par-caa. phymetc rur readerLng octer
 

%ervices in ce priv"te .4,ctor.
 

http:p.lyZldidni.sq
http:p-ceur.es


10 aKA ($.66) per cubectomy an3
 Fees goins to supporting clinic starf ot 

8 Ct wd ($.53) par vasectomy go to 'Oaramn,%,ic4 or nurses wno assist in 
is involved in 

surgery and routine posc-operative'care. This sMt t not 

tor cubectomy vsMie' difierencial paymentmotivation of clients. 
more intensive
 

vasectomy is justLried by titeHia.sion on the basis cnt" 


compared Co vasectomy cLiLenC. 
cara is required for. tuoeccoay clienCs 

is ofiereu for eacn cubeccomy or
 
Fieldworker compensatt.on 'Jf'5 caKe ($.33) 


yearq and requiresis unclinhngeu rom previous that 
vdseccoumy. "This amount 

co the clinic and remain with them
 
the fieldworcer accompany cneir clients 


ieccning food and carrying tor their children.
 to proviae such services-as 


Food costs of 48 caka ($3.20) tor tuoectomy and 16 taka 
($1.06) tor 

the average cost of proviting food to clients 
vasectomy are justified as 

that relatives and fieldworker3 assistiig
and is given to the patients so 

thein during tie procedure and
 Chem ac clinics can purchase rood for 


in the

This amount is unchanged from previous Levels 
convalescence. 


program. 

35 aKa ($2.33) per cubeccumy and 30 catc3
 
The Eranspuration costs or 

co ana from tneof cLierp cravel ($2.00) per vasectomy is ite average cost 

dtl patients for 


'he anme amount is given to tlhe
 
stertlization center. 
 A greater Cee'is provided to cubectomy 
sa ee of administrative simplicity. 


etc., trav lof relatives, cniLdren,a areacer numberpatients because 

with cnem.
 

wage Loss of 40 taKa ($2.M6) per cubectomy and 60 caKe 
CumpeasucLon fr 

ny che Government of liangladesml:ias been re-examined($4'.00) per vasectouty 
fais
 

and reduccd corapdreu co .,vnac was previously proposes. Tte L41ssLon 


Lost wages Co ensure Coat
of the value orthis is a real represeticatiun 
t.;id


is not perceivea as an incencive. PcienCe wiLl oe 
ttis compensation 

four days lost
four ua)., and compensacon is bases on

.ioc to worK fur 
in pay rerlects dirterences in pay Levels fo," men 

laoor. Tne dirterential 

ann women. 

- Since ciletC are no 
ror Che procurement or surgical apparel

Rtmbursement 

Laundry racilities at service centers, the dissLon nas argued that
 

for men unilergoing
or new Lungi coating 30 taica ($2.00)provision 
and a new sari ror women COstLng 50 caka ($3.30) tur women 

vasectomy 
., iny vtew,cliances or inEecrL-.0'.dLm 0U.qntsnc;Pund.ergoing tubectomy 

easily jusciriea cian tae oitiec cos s 
tnis element o cte program is ls3 

cte cost As ociatea wLt; p4ocueet Ji thjAd
lovever, 

past three years or tenodescribed above. 

garmoencs nas oe-n supporceu by USAID during tne 


!j'is cleared by ct.i GO ani AID/', as
 
tLrsc population pr.)jecc and 


in li-gt of PiD-70.
approprLate Jupport 

Jorda:, it .- ouLt 
Ii.sed Oni Ll:e acgunc'nts presnced' DI n. Milsilon .lti, ViIc'... 

co acceptors ,t:presdncs lagitmaceor recu-mpanseappear toat tile pacage 


whic:i .4oul tio LcurreJ )y parCiciputLUn L.) CtO volutIary
 
expenses 

http:compensatt.on


sterilization program. We also underatand .. hac trle. MIsnxonanu .04. 
Government of hagalaeih are undertaKing an'operations research program fn 
wnich some of the elements or this paceage will be ofered to LOD 

accepto:.s in an attempt to unaerscano it VS services are made more 

attractxe to tne acceptor than other contraceptives services.' 'Ic would" 

seem reasonable to not LioLd up impLementation of iis. sterxlization 
program, but to modify the LUU program as required in liRht or any, new 
inrorma tion.
 
An element of PF-70 requires that VS services DC of i n qualy. Since a
 

numier at deficiencies relatiLng to quaLity or VS sorv'ices have been
 

identified, the roilowiag actions will be taicen.
 

L. Purchase ano provision at emar-ency tlieaaving equlLpM.nt to all 
Government or Sanglaue~h clinics tnrOugn ILAVS. 

2. ContLnuing LlvestigdcLon through the ofttc.,s of CDC or
 

steriLization oeacns.
 

3. A study of the Fxsnburne protocol for anesthesia wiLl be
 
under taken.
 

4. A national conterence to review reports and recommmendatoas 

relating to safety or sterilization. The uecLsiotjs of cis conference
 

will 	ne cne oasis of new training programs ror pnysicians. 

5. Establisimnt or a competent surveillance system relating to 
sarety o± sterilization will be made a condition precedent tor support 

or sterilization under the project. 

Conclusion - Assuming tne above pLans are LipLvmentcd, in my ju-tgpnent, 

conditions required by the revision verLo, of 6ui~aace to implementation 

or PD-70 dould me met. AlL.ollgll there -re oheIr Lsues relating to tce 

proposed project paper, assuming carurul ana weLl-supervise 

imp'ementaLzion or tne plans relating to scerxlla4aion, issues reLacing to 

PD-70 snoul not oe a oar to approval of tac project paper.
 

cc: 	 DS/POP, P. BLadi 
ASIA/Tr, M. Jordan 
DS/POP/ASIA-ME, W. Jonnson 

DS/POP:JJSpeidel :nmk
 

http:equlLpM.nt

