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UNITED STATES INTERNATIONAL DEVELOPMENT COOPERATION AGENCY

AGENCY FOR INTERNATIONAL DEVELOPMENT
WASHINGTUN. D C 20523

PROJECT AUTHORIZATION

BANGLADESH Family Planning Services
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 (NGO
snvolving 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 1 three year period from date of
authorization, subject to the availability of funds in accordance with
the A.I.D. 0YB/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, opcrations rcscarch, contraccptive
commodities, voluntary sterilization, training materials, prevalence
surveys, and community level family planning scrvices 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 Codc 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 othcrwisc agree in writing,
be financed only on flag vesscls of the Cooperating Country or the United
States.

b. Conuitions Precadent to Disburscment.

Prior to any disburscment under the Grani or the issuance by A.X.D,
of any documentation under the Project Agrcement pursuant to which
disbursement will be made for commoditics or services related to voluntary
surgical contraception, the Cooperating Country will, cxcept as A.I.D.
may agree ntherwise in writing, furnish to A.I.D. in form and substance
satisfactory to A.I.D.:
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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 agrcement without the prior written
agreement of the Cooperating Country and A.I.D.

c. Covenants.

(1) The Cooperating Country shall apree 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 te
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 agrecc 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 Projcct on the basis of rcasonable
average cost or to compensate medical staff and field workers
for medical and support scrvices 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.
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(4) The Cooperating Country shall agrce to establish and maintain
systems that lead to . verifiable improvements in the quality of
sterilization services.

Initial
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B. Definitions

ANM Auxilliary Nurse Midwives

APHA American Public Health Association
BDC Bangladesh Gevernment

BFS Rungladesh Fertility Survey

BFPA Bangladest Family Planning Association
BAVS Bangladesh Association for Voluntary Sterilization
CBR Crude Birtr: Rate

CDC Center for Disease Control

DG Director General

ERD External Resources Divisicn

FPA Family Plonning Assistant

FWA Family Welfare issistant

FWW Family Welfarc Workers

FWV .Family Welfare Visitor

FWC ‘5;. Fami.y Welfare Center

PAPST.C;' Family Planning Services and 'rréin,lng Center
FPIA '; Family Planning International Assistant
FWVTI Family Welfare Visitor Training Instituts
GDP Cross Domestic Product

IFRP *nternational Fortility Research Program
IPAVS Irternational Projecct, Assoclotion For

Voluntary Sterilization

IBRD International Bank for Reconstruction and
Development
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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 \ USAIC will execute annual Project Grant
Agreements with the Government of 3angladesh (BDGC) througs the Niinistry of
Finance and with non-governmental organizations operating in Bangladesh.
Funds will be sub-obligated tiroug: Project Implementation Crders and Project
Implementation Letters.

D. Project Description

The project will support the Covernment's national family planning program
through participant training, operations research, contraceptive commodities,
voluntary sterilization, training materfals, prevalence surveys, and community
level family planning services. The intent of gontinuing AID support to the
Covernment is to assist it to develop an effeczve nationai family planning
program.’ '

The project will also support family planning activities in the private
gector through innovative projects with seven non-governmental organizations
(NGCs) whict are already providing services through many indigenous organi-
zations. The intent of increasing support for noii-governmental organizations
is to enable them to expand hign quality family planning services to complement
Covernment 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 planning.

The project will be implemented in cooperation with the Population Control
and Femily Planning Division of the Ministry of Fealth and Population Control,
and the individual non-governmental organizations receiving support under the
project. Crant Agreements between USAID and the BDGC will bc used to obligate
funds. Crant Agreements bectween USAID and non-governmental organizations
will be used to obligate funds to them. Non-governmental organizations re-
celving funds under this project will coordinate their program activities with
the Covernment,

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 dctivities
firanced 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 rely on inputs from other donors and the 8DGi to
achieve the purpose.

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

-1-
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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 he 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, ‘

£. 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. ‘ o

F. Project Issues

Issues and topics raiscd by AIDN'avshington regafding this project ln thé L
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 Foundat!on . Part 11, B., 2.,(F)
.2, USAID Staffing " Part WV, A., 3.
3. Administration and Management - PartII, A, 2 and 3; and
of BDC Part IV, A., 1.
Topics
1. Contraceptive Requirements - - ~ Part II 'B.'1 & 2. g
2. Target Setting _ Part II, B. 3. . '_
3. Voluntary Sterilization Part 1, 8. 1 & 2.
4. Role of Women R Parl: III C '

Part 11, Project Background and Detailcd De crigtlon
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 densc 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 arca thc size of the State of Wisconsin,
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Bangjadesh's mid-1980 population is estimated to be 90 million and
growing at the rate of 2.8 pcrcent 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 jow ratcs of consumption. To meet
this requirement, Bangladesh will have to incrcase foodgrain output by 225
percent. All available arable land is alrcady utilized, leaving virtually no
spacc 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-
merit 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 5100, one of the lowest in the world. Rural population repre-
sents 92 percent of the total, making 3angladesh 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 i5 about 46 vfars.

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

A reduction in population growth will not, in and of itself, solve the many
other development obstacles facing B3angladesh. Without progress on the
population front, however, the prospects for economic development ar¢ very
poor.

1. Project Rationale

The BDGC recognizes that population growth jcopardizes 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 other heads of State especially from Islamic
countries have given population such high priority. FEow 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 experimental 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 1s 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

\L
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family planning services in the context of a traditional, rural, illiterate society.

, There is evidence that many women are having more children than they want.
Data from the Bangladesh Fertility Survey (SFS) conducted in 1975 indicate that
for all women, the mean number of children wanted is 4.1; this is considerably
below the current completed family size in langladesh. For those married women
who had not yet begun childbearing, the average number of children desired is
2.8. As these women are younger, this figure suggests a recent acceptance of

a small family norm. If these women could be rcached to adopt contraception
early in their childbearing years, contraceptive practice with significant demo-
graphic impact would ensue.

In the BFS, 61 percent of all married women said they wanted no more
children. As expected, the percentage who wanted no more increased with the
number of living children. Similar results have been obtained in other studies.
A recent intensive study of beliefs and fertility in Bangladesh reported that 54
percent of males and 60 percent of the femaleg did not want any more children,
and that the percentage increased with age.’ For men, the majority who had
four or more living children wanted no more. For women, the majority of those
who had three children by thc age of 25--34 said they wanted no more.

This apparent desire of 2 large part of the eligible populaticn to have no
more children has been reflected only modestly in contraceptive prevalence and
has been greatest for those whose desired family size was less than their actual
slze.

A better predictor of contraceptive behavior in Bangladesh has been thc
availability and quality of services. Large increases in the acceptance rate
have been achieved in small areas where family planning services have been
effectively delivered, e.g., in various family planning service delivery projects
of private voluntary 3agencies and in the BDC's sterilization program. Further-
more, studies of the Covernment family planning service delivery system have
found that where Family Welfare Assistants (FWAs)** actually do work as they
are supposed to, marked incrcases in fomily planning acceptance have occurred, ¥**
Thus, one of the best ways to assess the actual demand for service s to have
the services effcctively implemented.

Throughout the history of family planning in Jangladesh, every program
attempt has been disrupted by political instability, natural calamities, or war.

* Ei‘arence ivialoney, K.M.A, Aziz, Profulla C. Sarker, Bellefs and Fertility
in Bangladesh. (Rajshahi University, Institute of Bangladesh Studies, 1980),p. 136.

#* ADC family planning fcmale ficld workers.

4% See for example, A.B.C. Quddus, Performancc of Family Welfare Assistants
(University of Chittagong, Chittagong, 1979), and A. Sattar, Evaluating Family
Planning Programme Effcctivencss and Efficicncy--A Coase Study of Cperations
Research Pro]e;g_t__(Rajsha'ni University, Department of Statistics, 1979).
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It has only becn during the last five years, during a period of relative political
calm and generally good weather, that the BDG has begun to make significant
progress in developing a systematic approach to scrvices delivery. It is during
this time period when the prevalence of contraceptive use has risen the fastest,
from approximately 8.3% to 13.7%. Civen the experience of other developing
countries, especially in East Asia, wherc the availability of services has dem-
onstrated large demand, and thc experience within Sangladesh when services
‘are made available, it is reasonablc to assume there is a significant unmet
demand for fertility control services. UECAID estimates that withimproved and
expanded services 25 percent of eligible couples will be practicing family
planning by the end of this project.

& Fiowever, the existing leve] of demand is not large encugh at this time
for Bangladesh tc achieve replacement level fertility by the end of the century
withéut‘t‘umam;-.nta; c‘hangeﬂn the society. Clearly, there are a number of
social and economic pressures which limit the demand for fertility control.
Factors relating to the economic value of children, especially males, the need
to assure security in an insecurc rural setting, sgcial influence through kin,
patronage, the maintenance of purdah, rellgiosit?, the patriarchal family
structure, illiteracy, and the low status of wemen are some of most important
of these pressures.* Togcther they represent 3 powerful pro-natalist influence
on society. Significant and rapid social and ¢conomic improvements affecting
these factors will have to occur in order for demand 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 tc improvement in the
quality of life for some familles and a dctericration for others. In the short
term, however, expanding and improviny family planning services will reduce
fertility by meeting the current unmet dersand.

The strategy for addressing social and economic constraints to reducing
fertility and creating demand will be contained in the FY 83 CDSS. The core
of this strategy will bc to raisc the status of women through delay of marriage,
increase in female education, increasc in femaie employment and other rural
development projects which have women 3s the primary beneficiaries.

In this project, 11 addition to the impact on demand from service delivery
efforts, we have resei’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 f[easibility studies
which will provide us the basis 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.i4.A. Aziz, 3eliefs and Fertility, 1980; and
Mohamirad Alauddin, Socio-Economic Determinants of Fertility; A Review, 1980.
Both are AID-financed publications.

L
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as well as salary support for fieldworkers, evuipmrent, vehicles, technical
assistance, information, education and comrunicaticns services (IEC), sta-
tistics, evaluation, and support for family planning activities in six other
development Wiinistries.

The IBRD consortium s second 4 year population prcject, 1979 to 1983,
totals $110 million. IDA provides $32 miilion in credit, The BDC will con-
tribute approximately $11 million, and thc balance will be provided by the
same co-financers as the first procject with the addition of the Netberlands.

The second project will continue and expand the activities of the first
prcject. The emphasis is on construction of Family Welfare Centers, man-
power development, IEC, salary support, medicines, vehicles, service
gtatistics, ixCL., and women s programs. Almost 50% of the prcject costs
will be devoted to constructicn.

UNFPA signed an agreement with tre BDC/in July 1974 for assistance
valued at $10 million for thrce years. This prcject prcvided support for
salaries and trainina of ficldworkers, repair and equipping of clinical
facilities, construction of central warehousing facilities, logistical manage-
ment, vehicles, population educaticn, tectnical assistance, support for
the 1981 national census, scme contraceptives, and voluntary sterilization.

UNFPA's second prcject is for five years becinning in 1979 and is
budgeted for $50 million. Twenty-five inillion dollars are from UNFPA and
the balance is to be raised through bilatcra! donors. Due to budgetary
constraints, UNFPA is experiencing some difficulty ir meeting all of its
earlier commitments and.the total amount available under its current project
may be slightly lower than $50 miliicn.

UNFPA's second project is basically a continuation of its first with
emphasis placed on equipment and supplies for :.C!. and family planning
services, long term tcchnical assistance and in country training of field-
workers .

AID's project is desioned as an integral part of the national program
complementing the service delivery inputs of the cther donors, and bullding
upon the more long term institutional nature of the other donor activities.

For example, thie logistics management support of UNFP? assures better
distribution and accountability of \ID supplicd contraceptives. AID support
to the voluntary sterilization program will rely on the provision of expatriate
advisors provided by the IBRD to improve surveillance. IBRD's emphasis on

construction of FWV Training Institutes and Family Welfare Centers complements

Pamil;—Welfare Visitors - FP/MCI: paramedics at the Union level,
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AIDs suppcrt 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 NCOs 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 combiined inputs of the BDG, donors and NCUs work 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 1579 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 the
incompleteness of the data available in 8angladesh 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 aventsd 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 measuremcnt of fertility in Bangladesh. The BFS estimated a
CBR of 47/1009, 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 regioral prevaience surveys, and
trends cvidenced 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 the absence of
signiiicant economic development gains during this pericd, that the family

* Sawong Eong, Demographic Characteristics of Bangladesh (USAID, 1980)

** See Annex A for these assumptions.

*%* This estimate will be verificd after receipt of data from the 1979
national prevalence survey. If program efforts did contribute to 2.4
milllon births averted, the national prevalence survey should record
a somewhat lower CBR than which is currently assumed to be the case.
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Table 1

mily Planning Service Statistics, 1972_ -79

b " ,  Condom Pills | Emko O o

v I A ' ul 5' .ct _Y__+ (doz) ___ . fcycles) 3 (vials) vInjection MR
Jan-Jun ‘72 ; 1,595 151 | 295,757 . 14,5101 ‘9,512 -
Iuly-Dec 72' 6 867’*5 754,302 | 53,267 : 28,636 -

Jan-Jun ‘73 : e 77 934,505 86,504 ! : 44,085 -

July-Dec'73: 9, 788 493,832 124,502 16,862 o

Jan-June'74 17, 80’ = | 142,799 316,471 52,842 -

July-Dec'74 17,840_ ;;'3’3“4,118 441,500 35,625 -
]a‘n—-Iune'75’32,551"’ _' : ;f}f439 420 816,972 63,466 sa o
July-Dec'75°35, 082 1817013: /836 ;2,157,279 2,309,622 60,168 175
Jan-June'76 41,851 16,138 ff( 240 2,499,766 3,633,433 © 64,616 1,733

July-Dec'76 35,960 1'9,52_;5',. ff,. ,081'_"'; 1,664,259 2,276,409 33,560 -

Jan-June'77 23,461 55,521 -32;,_1'55- 1,273,871 2,362,188° 25,919 1,319

July-Tec'77 2, 062 18,293 -, 1;,2_66 © 2,087,127 3,655,737 | 18,131 :z,z'o's ‘

Jan-June'78! 19,532 '14,':_3‘50\ B 26,456 . 3,410,072 3,831,571 14,093 (2,318

]uly-Dec'?B% 12,996 ;17,2'72 h ”‘*‘-44»‘,2'81 ' 2,331,755 3,899,438 17,552 :3,924 2
]an-]une'79% 9, ¢s41-i 7,411 | 3'_7,413 : 2, 463,544 - 3,223,969 21,220 |7,104 271,25
July-Dec'79;  9,153117,918 73,048 2,662,325 2,486,715 23,030 ;9,000 2,356
tource: PCFP monthly service staf"‘tics.

1%
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planning program has been a major contributing factor to whatever fertility
decline may have occurr:d.* 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 rcmain in training institutions, in the central
office, and in the field. Lackcf ccordination and cooperation between the
health and populaticn divisions and constant organizational and personnel
changes (which more often than not are rcsponses 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 completicn 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 1s 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 ambiticus 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, imprcvements have been made and services
are being provided to increasing numbers of families. A USAID-financed
operations research project**found that Family Welfare Assistants (FWASs)
were by far the major source of family planning knowledge and services.

The same study concluded that with improved 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
services 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,G. Quddus, Performance of Family Wcl fare Assistants, (University
of Chittagong, Chittagong, 1979).
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In sum, program results since Independence have been exceedingly
modest. Although ttis 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 PRCJECT DESCRIPTICN

This project is a three year (FY 1981 to 1983) grant with two major
“components: support to the Government's national family planning program
and suppctt to non~governmental family plannipg progeams'. A logicsl frame <
 wcrk matrix contains the design of the projecl;nd is attached as \nnex B8,

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 BDCG 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 governmcntal organizations with the bulk of their needs
for pills, condoms, vaginal tablcts and foam, 1UDs and mini-laporatomy and
vasectomy kits. The quantity oi supplics ordered each ycar will be related
to actual growth in the program, in-country warehousing spacc, and the main-
tenance of an adequate pipeline. The budget prepared for contraceptive supplies
in this paper is the best estimatec of the need for these commodities at this time
and matches anticipated levels of use. Each year during the life 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) Participant Training

Cne 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 (TFPC) who is responsible for supervising FWAs, FPAs, and sanitary
inspectors.* He/She is also the direct link between the workers who actually
deliver services and the managers of the program. In addition to technical
supervision, he/she is looked to by the fieldworkers for leadership. There
are no adequate training programs yet estaplisted in Pangladesh for these
officers.

Begirning in FY 1979, USAID supported a {ralnmg program for TFPCs in.
Indonesia which was designed by Bangladeshis and Indonesians. The program
is designed to provide TFPOs with supervisory and organization skills so
lacking in the Bangladesh program. Over 80 percent of the participant training
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 BDC has
recognized the limitations of long term academic training (e.g., language
barriers, social adjustment difficulties, desirc to emigrate) and has requested
USAID to support shorter, non-academic training whose purpose will be to
impart practical administration and technical skills to senior and mid-level
program managers. USAID will work closely with the BDC in identifying
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 BDC to support exceptional candidates for academic
study on a case by case basis.

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

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

vociferously denounced the use of modern birth control methods."
. FPK; = Family Planning Assistants

FWWs = Family Welfare Workers

See Figure I for an organization diagram of these cadres of field workers.,

2\
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A number of seminars have been organized over the past years to persuade
religious leaders to support family planning. There i8 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.

- The Bank continues to support this effort. What is lacking, however, in gar-

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

40 senfor Muslim scholars in Bangiadesh 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
planning. USAID will support such an approach in this project, if a realistic
training program can be developed.

The final area of participant training is support for short term technical
training for program managers in non- government organizations. As these
private organizations expand their activities, there will be a need to upgrade
administrative and managerial skilis. Resources in Asfa, such as Mechai's
family planning training center in Bangkok, wi be used for this training.
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b. Locgal Currency Costs

(1) Voluntary Sterilization

In thc Second Flve Year Plan (SFYP), th. Government plans to expand
voluntary stcrilization scrvices and cstimatcs a significant increase in the
use cf 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 ci 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 BDC intinds to cnsurc that non~clinical methods of contra-
ception continue to represent the largest share of contraceptive use.

The popularity of stcrilization became evident in early 1977 when the
Government launched a nine wcek sterilization campaign. Curing this nine
wcek period 75,852 sterilizations were performed in 155 thanas against an
expected tctal of 61,260. In all respects that campaign was a success. It
dcmonstrated a largc demand for services. Clicnt satisfaction with services
was positive.* Half of the tubectomy clients and onc~third of the vasectomy
clients claimed that they advised others to bo sterilized.

Since then, the Government has not been able to sustain the availability,
of sterilization services duc to bureaucratic and institutional problcms. Many
of these problems havc now been solved and in late 1979 and carly 1980 thc
accomplishments of 1977 werc replicatcd with impressive results. Thana Medical
Officers arc now willing to work in the stcrilization program. Supplies and
equipment have been distributed on @ morc regular basis. With other aspects
of the program slowly coming togcther, the Government has becn able to spend
more time on administrative improvements. Training programs for physicians
and paramedical personnel have cxpanded. Private physiclans arc beginning
to be trained in sterilization surgcry through the Bangladesh Private N edical
Practitioncrs Association. :

There are a number of reasons for the acceptability of sterilization in
Bangladesh. First, unlikc tumporary mcthods, sterilization has a cne time
fnconvenience assoclated with it. Having undcrgonc surgery, the client does
not have to rcly on an incfficicnt delivery system for continued supplics of
services. Sccond, therc are few or no side cffects with sterilization. This
is a positive. advantagc in Bangladush where there are so many rcal and imagined
problems with other methods, e¢spccially the pill and the IUD.  Third because

* Stcrllization Campalgn of 1977 - A National Long Tcrm Follow-up Survey.
Nawab Ali and al., Bangladcsh Fertility Rescarch Program, Technical Report No. ZS.
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@) Transport 929,316 1,250,400 1,520,700'3

Cb) mudit 60,000 60,000
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of the permanency of sterilization, discipline is not nceded as it is to comply
with thc daily usc of pills or condoms. Fourth, there arc many families who
have compl eted their family siz¢ and wani no morc children. As @ method of
birth control for this cohort, sterilization is idecal. Fifth, the Government
compensates clicnts for expenses incurred in accepting this method in order
to reduce impediments and so that this method may be as accessible ai non-
clinical methods. 3

The total donor cost for the sterilization programs for this three year -
period is appreximately $ 32,043,013, Cost components arc shown in the
following Table. : ‘ o : o

Table II DonorHnanclngofthe.BDGVoluntary Sterilization
" wogam, &

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

b) Supporting staff 263,194 356,960 & 430.680 1,050,834

c) Field Workers T e S N S
compensotion 135,667 184,000 222,000 541,667,

e

d) Food Cost  [1,172)160 1,509:780 1,518,080 4,680,000,

) Surgical Apparel 1,275,266 1,729,600 2,086,800 :

g) wage Loss 1,166,734 1,582,400

DMedicine 2,007,060 2,249,236 3,207, 15

§) Life saving . oo
equipment . . 350,000 200,000 150,000 . 700,000,
k) Technical B | | L
assistance  __400,000 _400,000 _400,000_ _L, 200,000
'§ 8,322,067 10,848,356 12,872,590 32,043,013 -
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. The BDG will finance salaries of clinical staff, operating costs of
clinics, some supplies and training. These costs are difficult to disaggregate
" in thc BDG budgct, but the total valuc of the BDG Support to the sterilization -
program is estimated to be approxtinately 25 per cent of the total.

Of the total $ 32 million which is expected tc be provided by the donors, -
AID's contribution will amount to 5 16,828,761 or 52 per cent of the tctal. The
“balarice will be provided by UNFPA and IBRD. - ’ '

IBRD will provide support for medicincs and tcchnical 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
$ 2,400,000 or 7 per cent of donor provided resources. During the first year
UNFPA will provide support for medicines. D)(rir\g the remaining two years,
UNFPA will finance physician fces.

At the request of the BDG and after careful review of PD70** we intend
to reimburse the following local costs of the sterilization program.

(i) Doctor's fee - Tk. 20 ($ 1,33} per tubectomy or vasectomy. Doctars
are paid on a per case basis for the surgery performed. They do not motivate
clients. Doctors are responsiblc for all prc and post surgical care o clients
while they arc at the clinics.We will finance this part of the program/hlsel

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

(1) Supporting clinic staff - Tk. 10 ($ 0.66) per tubectomy ¢ P
T%. 8.00 ($ 0.53) per vasectomy . These fces are paid to the trained
- paramedic or nurse who assists the doctor with surgery. These personnel are
also responsible for tha routine medical care of clicnts after surgery. They
do not motivate clients to accept sterilization. Diffcrential payment is
justificd on the basis that morc intensive care is required to tubectomy clients
than for vascctomy clients.

* The exact budgetary levels of IBRD support have not been finalized. The
levels discussed in this papcr are basced on discussions with IBRD officials.

** pD(Policy Detcrmination)-70 is the statement of AID guidclines to ensure
that sterilization prograns rccciving AID assistancc arc cntirely voluntary
 and contain no element of coercion including monetary incentives to either
thc client or the service provider. '
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(111) Ficld worker compcnsation for non-routine scrvices- Tk. 5 00 ($0,33)
per tubcetomy cr vasectomy. Given the extracrdinary amount of time fieldworkers
spend on assisting clients both beforc and after surgery, these fces are reasona-
ble and justified. To reccive this payment, ficldworkers must accomgany their
clients to the clinic and rcmain with them to provide such scrvices as fetching
food and caring for children. The 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 tubcctomy and Tk. 16 ($ 1.06) for

. vasectomy. NMost facilitics providing sterilizaticn services in Bangladesh do
- not maintain kitchen facilities. This budgcet item represents the average costs
of providing food to clicnts 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 ($2.00)
per vasectomy. Thest costs reprecent the average costs to clients to travel
to and from sterilization centers. The samc amount is given to all to avoid
administrative chaos in determining exact fees. Same clients may gain and
some may lose, but the system is a$ cquitablc as is possiblc in Bangladesh.

(vi) Wage Tnss - Tk. 40 (5$2.66) per tubectomy and Tk. 60 ($4.00) per
vasectomy. The paymcnt has been reduced in response to reexamination by
the BDG of the valuc of wages lost to ensure that this compensation is hot
perceived as an incentive, Paticnts will be told not to work for four days and
compensation is based on four days lost labor. The diffcrential rates between
vasectomy and tubectomy arc mcart to reflect actual wages realistically, since
men earn more than women. (From USAID's standpoint, this will also reduce the
tendency for men to serd their wives for the more difficult tubectomy procedure
rather than undergo vascctomy thimsclves.,) s

Glven the e conomic status of the rural population, the loss of wages
incurrcd acts as a constraint to thc accoptance of sterilization. Peogle are
simply too poor to sacrifice the time away from cmployment to undergo
surgery. This may be 2 principal reason for thc low number of vasectomies.
By providing a fixed amcunt for wage loss, there will also be less tendency for
both men and women to return to work earlier than is medically indicated and
thus increasc the chance for infection. Wage loss for women is justified on
the basis that many poor women do work. While the BDG dous not encourage
women to linger at the s:erilization centers, it dous allow women to recuperate
at their own speed. An opuration, cven onc as relatively minor as tubcctomy,
depletcs a women's limit:zd physical rcsources. Returning home too carly,
often by arduous means, will tnhance the risk of infcction and other side
cffccts, In thosc cascs when women do not stay at a -clinic for very long
it 1s all the more importan® to reimburse them the means to pay rclatives or
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or"nelghbors 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 whilc they are at the sterilization center,

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

(vil) 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 facilitics at service centers, the provision of a new lungi for men and
a new saree for women diminishes the chances of infectlion. This element of
the program was supportcd by USAID during the last threc ycars of the first
population project, and was clcared by General Counscl in AID/W as appropr-
fate support in light of PD 70.

(vii'i) Surveillance and Improvlnloualité of Scrvice - The BDG and USAID
are extremely conscious of the nced to insure that the best possible services
are made available to sterilization clicnts.

In mid-1980, USAID allottcd $ 150,000 of its bilateral funds to TPAVS
for the purchase of emergency lifc saving equipment for all BDG clinics. USAID
also requested the services of two CDC physicians to conduct ar epidemiological
investigation of stcrilization deaths and an ancsthesiologist to rieview the
sedation routine used in the program. In addition, a physicien ‘rom CDC,
with IFRP support, conduct a prospcctive Study of Stcrilization ceaths in
Bangladcsh.

In February 1981, a national conference will he held to review the reports
and recommendations cf all three: consultancies to determinc specific steps
to imprcve 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 clicnts and maintaining sterile techniques.

A condition precedent for our support for sterilization under this project
is the establishment of a compctent surveillance system, Responsibility 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 rcal compliance with informcd consent requirements. The
BDG has agreed to use an informed conscnt from modelled on the
one used by BAVS. ( Sce Annex K for copy of BDG consent forum ).
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- insuring that appropriate medical procedures are followed and that
emergency life saving equipment is in place and usable.

- through samgle surveys, insuring that a representative number of
clients arc followed up in order to measure morbidity and client
satisfoction with services., USAID will fund this clemcnt of the
surveillance system through our opcrations rescarch grant.

- conducting full cpidcmiolcgical investigations of all deaths associéf’eidv
with sterilization.

- monitoring local costs of the program.

Fer the first sevcral years, four expatriate physician advisors will
assist the Government in monitoring the mcdicp'l aspects of the pregram, They
have been requested by the Government and will be financed by IBRD. Through
APHA or CDC we will provide whatever short term technical assistance is
necessary. The Assistant Dirccters for MCH/Family Planning in cach District
will be ccunterpart personnel for the cxpatriate physicians.

Cests of training, retraining, and additional life saving equipment will
be part of AID supgort for upgrading the quality of services. In addition, AID
will audit these costs independcntly on a continuous basis to check veracity
of reporting and to avoid abuses.

(2) Operations Research

Onc of the major constraints in the Bangladcsh program is the lack of
accuratc information by which program administrators can asscss thej vrogress
of the program and make informed decisions.

Starting in latc FY 1977, AID fundcd an  operations research project
with the Government which had two purposes. Hrst, it providcd @ mechanism
to evaluate components of the program. Sccond, It funded action rescarch
whereby ncw family planning and NM:CH interventions could be intrcduced and
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their effectiveness evaluated. (See annex D for a summary of projects
funded under operations research.)

This project component has had mixcd results. Some research projects
were not screened well, so that their results were not relevant to the program.
Others, however, were done well ond provided useful information for program
administrators. In eorly 1980, responsibility for ménitoring this project was
transferred to the National Institute of Population Reseasrch and Training
(NIPORT). With this transfer, project proposals and ideas have increased
and provision has been made to hold two seminars 3 year to disseminate the
findings of the research to program managers.

Under this project a mintmum of 20 ncw projccts will be funded. Research
“will be focused on solving service declivery problenis and research results will
be more fully dicseminated ond utilized 2han in the past.

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

(3) Anrwual Prevalence Surveys

In mid-1979, the Research, Evaluation, and Statistical Programs (RESP)
Division of the old Pocpulaticn Directorate undertock a national prevalence
survey with Westinghouse Health Systems support. Since the development
of a national service statistics system is many ycars awny from full imple-
mentation, it is vitally important that the prcgram have 2 means to measure
overall progress on a continuing basis. In this project AID will fund annual
national prevalcnce surveys. The IBRD Consortium intends to provide an
expatriate advisor for prevalence surveys and thus the continuing assistance
of Westinghous¢ Is no longer needed. In addition, UEAID will request. AID/W
to provide short term technical assistance as required through APHA or CDC.

Annua) prevalence surveys will be a principal means of cvaluating this
project.

(4) Maternal and Child Health

The relationship between fertility and maternal and child health (MCH)
in Bangladesh 1s not clearly understood. :‘What is known is that when fertility
control services are delivercd tc women along with some other desired service,
the acceptance of fertility contrcl incrcases. The BDG has clearly identified
MCH care as the most important service to be linked with family planning.
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The BDG 1s engaged in 2 major effort to utilizc fully the fieldworker
structure that is already in place. For MCH scrvices, key field personnel,
particularly Family Welfare Visitors (FWVs) and Family Welfare Assistants
(FWAs) are being trained (3nd rectrained) in MCH, 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 MCE activities.)

After consultation with the other donor agencics, USAID agreed to fill
a critical gap in the training cf the field workers in MCE, i.e., to fund the
production costs of some of the ¢ssentinl educational materials. (See NGO
section of this paper for a description ¢f in-country training of FWVs.)
A working group for M CH materials prcducticn has been formed, consisting
of a representative frcm Family Planning and MCHE Services and the Training
Units of the PC&FP Division, UNICEF, UNFPA, CARE, and USAID. The
following materials are being deveiloped ond reviewed:

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

(1) A small booklet for the FWVs to use for refresher training of
FWAs, and for bcth FWVs and FWis to use in their field work.
This illustrated hooklet entitled "Better Child Care" was
produced by the Voluntary Health association of India and is
being adapted for use in Bangladesh.

(111) In conjunction with resources frowi UNICEF, a set of wire bound
illustrated manuals for training and use of traditional birth
attendants (TB\s), who will be trained by UNICEF.

(iv) Child growth charts.* Recently USAID initiated nn effort to
prepare a standard growth chart by convening 3 meeting of all
agencies which utilize them. / committee was designated to
develcp 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 (flash cards, story boards, pamphlets, etc.) for
field workers (FWVs, FWAs, FPAs, Mas.) A prototype kit will be
*  Louisa B. Comes, et al,, "A Growth Chort for vse in Child Care and
Nutrition in Bangladesh: Suggestions for Design and Implomentation. "
{USAID, September, 1979). A large variety of charts are now in use.
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developed and field tested prior to rcaching decisions about
large-scale production. A propcsal 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 cohcsiveness at the village level which lends itself
to creating community support for somcthing as elusive and intangible as
fertility control.

The Government has icentified 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
viilages have been reducad significantly. USAID will experiment through the
operations research grant by providing small grants to sclected Swanirvar
villages for MCE and family planning services. If this apprcach proves
productive, AID will consider expanding support to the Swanirvar mcvement
through a separate population project.

AID will also support project proposals of Thana Family Plenning Cfficers.
During training in Indonesia, each TFPO develops a plan of action for improving
family planning services in his or her thana.

Program implemertation of this component of (\ID support will be modelled
somewhat on the Indonesian Mission's approach to local cost financing.
Although prcjects which directly involve the community will be given pricrity
under this component, other family planning services approaches not covered
by the "main scheme" wili also b enccuraged.

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 medin

- Seminars for local religlous leaders

- Pilot MCH and nutrition projects

- Workshops for all categories of fleldworkers

-  Thana Jevel or lower prevalence surveys
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2. Support to Non-Government Organizations

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&FFD. 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 M.CH services
as long as the Government is fully informed. There remains a degree of
tension between the private orgenizations 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 crganizations 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 NGC's look increasingly to
AID for support.

The ambitious Government demographic targets and the ambitious
targets set in this project require that the privatc organizations increase
their service delivery capability. Under this project, USAID has chosen
organizations which have the capacity to expand their activities quickiy and
effectively.

a. The Bangladesh Family Planning Association (BFPA)

Established in 1953, BFPA pioncered the family planning movement
and grcatly influenced the Government's decision to support family planning,
With the beginaning 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:

(1) popularizes family planning and small family norms
(1) 1involves and assists other voluntary organizations in
developing family planning projccts and
(141) demonstrates innovative projects for possible replication
by the Government and other organizations,

BFPZ presently supports activitics in six areas of family planning:
1) lnf_ormation, education and communications (IEC); 2) medical and
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_clinical services; 3) community based family planning, 4) planned
parenthood and women development- S) youth programs- and 6) training

.programs ..

BFPA's programs are characterized by thoroughness follow-up,
community involvement effective management and innovation; One of
BFPA's primary interests now and in the coming years is the development
of programs with women and 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 capablility to absorb larger resources. Its management
capabillty has grown and it is now in a position to manage larger programs.

Under this project, AID will negotiate a three year grant to BFPA
80 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 IPPP ‘

b... The Pathfinder Pund

The Pathfinder Fund concentrates ¢n three areas of service delivery
in_ Bangladesh r community based di.,tribution pro;e!cts, c;linit_al services;
and services for industrial workers All three areas need ‘greater concen=-
tration of effort, especially the, latter two. unllke some olhex AID/W
supported intermediaries in Bangladesh the Pathfinder 'Fund {5 severely
limited by a lack of resources. Its P'Y 79 80 budget ‘for Banglc\desh was
$437,375, of which $334,395" were funds provided through the 'AID/W
worldwide grant.

. Under this project AID will’ negotiate a three yeat grant.
agreement with ‘the Dacca Pathfindcr Rmd Oi’ficé to' support'pr’ojects in
clinical services including N’CH/FP programs "for’ families "of fmte and
sugar mill workers other industries and’ community baséd dfstribution

projects in District and sub-Divisional towns b Mt b
tay, i! st

q.,,.; .Soclal Marketing Project; Fopuladtion Services International (pSI)

¢ Ly

’ In early 1975, thls projcct btgan selling pills and cohdoms at

hlghly subsidized pricos backed up w1th a wid(. ranqe of media advertising,
Slnce, then, it has distributed these products plus Neo Sampoon foaming
Hblets and low dose pills to over G(J 000 retail outlcts. 'i*otai sales

since the beginning of the project amount to over 100 million condoms,
almost 4 million cycles of pills, and over 4 mill1oH " Néo- éémpoon tablets.

2%
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In FY 79, the M.ission added $800,000 to this centrally funded
project to enable it to ¢xpand furthcr into the rural markects. In FY 80,
the Mission began bilateral funding of the project. The contract with PSI,
under which this project operates, cxpircs in Feb. 1981. At that time,
AID will negotiate a thrce year grant with PSI to continue subsidized
salcs of a wide range of contraceptives and to experiment with subsidized
sales of MCH products. A primary goal of the three year grant with PSI
i{s to cstablish a legally indcpenacent Bangladcshi organization capable of
continuing to scll contraccptives and allicd medical supplics throughout
Bangladesh.,

d. Family Planning Scrvices and Training Center (FPSTC)

Established in January, 1979 by the National Population Council,
the Family Planning Services ond Training Center (FPSTC) has the following
pl?jectlves: 1) to provide promotional, echnical, and other services to
voluntary organizations engaged in family planning, M:CH, and nutrition;.
2) to coordinate thc activities of all voluntary organizations in these
three fields; 3) to provide the Ministry of Hcalth and Fopulation regular
information on the performance of voluntary organizations in these three
ficlds. In addition, FPSTC also acts as the sccrotariat for the Family
Planning Council of Voluntary Organjzations discusscd earlicr.

FFSTC has a goviraing body responsible for sctting policy and
overall administration. Thc body is composcd of recprescntatives of the
Government, voluntary organizations and donors. While the Chairman of
the governing body is the Joint Sceretary of FC&FPD, FPSTC is an
autonomous non-governmecntal organization. It is the Government's window
to NGO family planning activities.

Since FPSTC's cstablishment Family Planning International Assistance
(FPIA) and thc Ford Foundation havc provided financial support for both
administrativc expcnses and project costs. FPSTC has provided grants
to ninc indigenous FVOs for small projects in family planning, M:CH, and
nutritional activitics, including onc funded by Japan for family planning
and parasitc control.

In evaluation of FPSTC conductcd by the Institute of Business
Pdministration at the University of Dacca in April, 1980 notcd that the
approval, funding and monitoring process of FFSTC was highly satis-
factory. During thc first year of operation FPSTC conducted five training
programs for personnel of indigenous PVOs working in family planning
and MCH, and workcd closcly with other larger FVOs in improving its
training programs.
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USAIL will provide grant funds for FFSTC to expand its support
to indigenous PVOs for training and scrvices., Ford and FPIA will continue
to fund administrative costs and some projects. A three year grant
agrcement will be negotiated with FPSTC, but individual subgrant
agrcements will be approved by USAID population staff prior to the
relcasc of funds.

FESTC plays a significant role in NGO fai 'ly planning in
Bangladcsh and its role is likely to grow in the muturc. First, by
helping indigenous FVOs devclop, implement, and monitor small projects,
FPSTC is dcveloping the institutional framework for broad community
support for family planning as wcll 8s cxpanding services. Second,
as sccretariat for the Family Planning Council of Voluntary Organizations,
FPSTC acts as volice for the privak organizations with the BDG. The
Government relies on FPSTC tc. communicate its concerns to the private
organizations as well, /

e. The Bangladesh Association for Voluntary Sterilization (BAVS)

BAVS fulfills scveral important functions in the national program.
First, it provides high quality sterilization training to Government and
non-government physicians and allied medical personnel. BAVS will
be the focal point of incrcased cfforts to improve the quality of
sterilization training in thc coming years. Sccond, it provides high
quality sterilization and other family planning scrvices at 24 service
centers locatcd in district and sub-divisional towns throughout
Bangladcsh. Third, and most importantly, it provides moral and
program lcadership for the Government in sterilization. The Government
looks to BAVS for advice on cstablishing standards of training and service.

AID will providc resources for BAVS to expand its training and service,
Becausc BAVS' principal donor is IPAVS and because IPAVS is capablc of
providing a variety of technical and adminjistrative services to BAVS,

USAID support for thc cxpansion of BLVS will be funnelled through IPAVS.
IPAVS will administer USAID funds to BAVS in thc same manncr in which
it administcrs its current projects with BAVS. The spced at which

BAVS cxpands its activitics will dcpend upon its ability to strengthen its
management and supervisory capabilitics; howcver, we expect that BAVS
will be able to doublc the number of its scrvice centers by the ¢nd of the
project. IPAVS will play a kcy rolu in upgrading these skills.

f. The Asia Foundation (TAF)

In late 1979, the Mission negotiated a grant with TAF undcr the
PVO Co-Financing Projcct %0 provide family planning and MCH serviccs
using its widc rangc of contacts with indigenous organizations doing other
development work in Bangladesh. Therc are numecrous organizations in
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Bangladesh which are providing a widc variety of soclal services but
no family planning and M.CH scrvices, By intcgrating family planning
and MCH into their existing services, these organizations can
institutionalize family planning scrvices as a permanent part of their
ongoing work.

To date, TLF has funded five projccts with indigenous social
welfarc organizations which combine income-generating activities with
family planning serviccs. The new grant provides the means for TEF
to continue funding population projccts of indigenous NGOs when funds
under its current project arc depleted,

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

The Family Wclfare Visitor (FWV) is the key BDG worker in
delivering maternal and child health and family planning services in
rural areas of Bangladcsh. The 18 month training develops skills in health
education, preventive and curative M:CH, clinical family planning, and the
management of services at Family Welfare Centers (FWCs). The training is
divided into threce six-month phasecs; first, classroom training covering
theory and principles of MCH and family planning; second, practical
training at nearby hospitals and MCH facilities; and third, ficld practice
in rural areas.

Training is conducted at 11 (soon to be 12) Training Institutcs
(FWVTIs) by a faculty consisting of a Principal (usually a physician),
nursing-midwifcry lecturcrs, medical, sccial science, and nutrition
lecturcrs and scven field traincrs pur institute. The fleld trainers
supecrvise the practical aspccts of the training during clinical practice
and field training and givc lecturcrs and practical demonstrations in the
institutes.

The National Institutc of Fopulation Research & Training (NIPORT)
is the Government office concerned with health minpower training. Recently
the Training Unit of FC&FFD, which is responsiblc for FWV Training,
has been transforred administratively to NIPORT. Thus training-of-trainers '
for the FWVTI will fit logically with NIFORT's ncw ficld training respon-
sibilitics. In the past thelr main focus has becen management training
and short courscs for family planning pcrsonnel. They have little
expericnce in longer courses or in training in tcaching methodology and
clinical arcas. Outsidc ossistance would be requircd to set up such a
course, and new faculty positions would b required at NIFORT specifically
fer FWV Tralner Training,
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Refresher training of FWV trainers is also necessary to improve their
current periormance and provide continuing education. Downstate Medical
Center of New York operated a successful scrics of refresher tratning
programs from February 1978 to Zugust 1979, training 38 ficld trainers in
clinical family planning. Sincc the end of its contract with AID, no further
refresher training has been done. A course planned to bigin in May, 1580
was never scheduled.

At the rcquest of the Training Unit of FCFED, CARE proposes esta-
blishment of an FWV Traincrs Training Frogram as a pcrmanent section of
NIFORT. 4 permancnt, full-time faculty would be created at NIFCRT to
conduct this training including thrce or four nurse-tutors, @ social science
lecturer and an education speciglist. NIPORT would provide administrative
- support. Existing clinical facilities and field practicc arcas would be
used for practical training.

Extcrnal consultants from CARE will provide assistance in ¢stablishing
the program including an cducational consultant snd a nurse-tutor consul-
tant. CZARE currcntly provides assistance to FWVTI training through nurse
consultants on sitc at five FWVTIs and a mcdical consultant assisting with
MCH training and curriculum development in Dacca. The focus is to
improve the practical aspects of training to develop the clinical, health
education and community duvelopment skills of the FWV trainees. This
program is closely coordinated with other training inputs for related
workcrs by UNFPA, UNICEF and thc Nctherlands. Thus the trainer -
training will be linkcd through the CARE/MEDICO Program Coordinator
to the FWVTI program and rclated training programs. The need for external
assistance is anticipated for thrce to five years, at which time the program
would be continued by the Government.

%
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During cach year of the project at least one six month trainer
training course will b« conductcd for approximately twenty candidates per ¢
class. In the. first two ycars of the project an additional class will be
trained. Thus in thrce years a total of 80 trainers will complete initial
training meecting current personnel needs. Zlso each ycar four to six
refresher courscs of approximately onc month duration will be given for
existing ficld treincrs and other faculty of the FwVTIs. Since major
changes in thc FWV curriculum arc being introduced which will require
changes in teaching mcthodology, this is especially traportant and timcly.
Continuing education for thcesc faculty is an urgent and ongoing need which
can bcst be provided by the samc faculty as for initial trainer training.

The trainer training program will cmphasizc practical skills necessary
" for tcaching, organizing ficld practicc, and demonstrating clinicas MCH
and family planning skills so that the Family Welfar.. Visitor can assume
an effective role in providing rural MCH and family planning services.

USEID will provide a grant to CLRE for ¢xpatriatc technical assistance,
salaries and operational 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 intcnt of this projcct is o assist the Government and the
private sccior expand the availability ot family planning scrvices, wc recognize
that fundamental soctal, cultural, and ¢conomic constraints stand in the way
of Bangladcsh®s desire and nueed to achicve a complite demographic transition.
Therefore, within this project we have sct asidc a small amount of funds to
support initiatives to incrcasc dumand for scrvices.

Within the family planning scctor we intend to strengthen and expand
the dcmand for scrvices through increcascd usc of mass media, principally through
the usc of radio. Grants will bc provided to both Governinent and private orga-
nizations to develop radio programs with consistunt anti-fertility messages
in the contuxt of rcal lifc dramas, entertainmont, and role models. Other
demand crcating idcas will also be considered for support under this projcct.

Cutsidc the family planning sector, we will utilize funds undcr this
project to incrcase our undirstanding of the detcriminants of fortilizy in
Bangladcsh; to fund feasibility studics in arcas which scem to hold the most
promisc for projcct intcrventicns; and to actually « xperimunt with small scale -
projects which will include strong umphasis on «valuation. Our initial cmphasis
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"will be to explore project possibilitics aimed at improving the status of women.
The foasibility of formal and non-formal femalc cducation approaches will be
explored as well as schemes to raise the age of marriage and increasc female
employment. '

Given the complexlty of thuse issucs, we anticipate that act:lyity gnder
this component of our projcct will not commence until FY 1982, R

, 4 . froject Outputs

v The projcct outputs will be family planning service avalilability throughout
the country by the end of FY 83; an incrcase in the number of trained personnel

to provid¢ scrvices and manage thc program l:%rc vffectively; and an increasc in
the quality and quantity of rclcvant data upon which program managers can make
ducisions to improvc scrvice dulivery. NGO projects will have made services
available through an array of indigcnous FVOs. Community support for and
participation in family planning will bc grcatly ¢nhanced by Government and
private crganizations' programs. Expcrimental activitics principally through mass
media will strengthen and increase demadd for scrvices. Fcasibility studies

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

Eroject outputs by project components are contained in Table III. Table
IV attributes gains in contraceptive prevalence to different contraceptives by
source of supply.
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3.' - Project gutguts
nput

Training
a) TFPOs

b) Academic and
professional
training. ‘

<) Rciigious
leaders training

d) FWV trainers

e) MCH & Family Plann-
ing Matcrials.

Qutput
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~ Tablc IIT

Expuctcd Results

‘a) 360 thana fomily plan- a) Improved supervision of

b)

c)

d)

¢)

ning and hcalth offic-
ers trained in super-
visory & community
organizational skills.

/

thrce mid-level BDG b)

managecrs receive

Masters degrec aca-
demic training; app-
roximatcly 10 senior
and mid-level mana-
gers from BDG & pri-

" vate scctor reccive

short term profession-
al training in thc¢ U.S.
or Asian countrics.

30 to 40 scnior Islamic c)

scholars activcly
support family plann-
ing.

Faculty in all 12 FWV  d)

Troining Institutes
trainud to train Family
Wwelfare Visitors in
clinical family planning
and MCH carc.

MCH and fomily plonn- &)

ing treining and ficld-

work matcrials and man-
uols available for usc by
FwVs, Fwls, TELs, ond
othcr ficld level workers.,

the field program and
grcater community invol-
vement in family plann-
ing. Greater numbers

of familics reached with
services.,

Improved management

of the BDG and private
sector programs.,

Positive religious

support provided to

family planning program.

Improved quality of
clinical family planning
and MCH services. -

Greater acceptance of
family planning due to
more informed and
better trained field-
workcrs.,
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gt ‘g‘!!tgxﬁt fg’g ected Rusults |

Expansion of Scrviccs

a) Contraceptive Sup- a) Contraceptivi supplics a)
plics and medical arc madc availablc to
kits all categories of ficld-
: workers; medical kits arc
made availablc to phy-
siclans and paramcdics.

' b) Sterilization b) At lcast 400 BDG steri- b)

Services lization centers op:?(a-
: ting year round.

¢) Bangladesh Family c¢) Clinical Services, Inf- c)
Flanning Associa~ ormation and <ducation
tion, programs, youth and

womcen programs, and
community based family
planning survices are
made availablc,

d)Pathﬁnder Fund d) Family Planning Scrvir d)

ces made available in
factories, jutc mills
district and Sub-
Divisional towns.

e)”POpulation Scrvices €) Contracuptive products <)

International, availablc universally
Social Markcting. in all rural commcrcial
outlcts.

f) Family Flanning f) It leost 20 indigenous  f)

Scrvices and Tra-  Bangladishi FVOs dcli-
ining Centcr. vcring family planning
: services,

Greatcer numbers of families
havi modern means of birth
control available to them.

4 total of 1,625,000 steriliza~
tions performed by the end of
the project, resulting in
2,892,500 averted births.

Increased use of contracep-
tivcs, greatly increased know-
ledgce of family planning, and
incrcascd community invol=-
vement in family planning.

Incrcased use of contraceptives
in defined areas of society.

Couple years of contraceptive
practicc incrcascd from
400,000 to 869,900. Contra-
ceptives avallable in all urban
oand rural areas at subsidized
pricus.

Incrcasced usc of contraceptives
through Bangladushi organiza-
tions. Community support for
family planning increased.
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~ Input

g) IPAVS, BAVS

h) ‘Asia Foundation h)

| 1) Community level i)

family planning
servicecs.,

a) Annual Frevalence
Surveys

b) Operations |

Research

¢} Sterilization Survei-s
llance System

Managemént Information

"b)
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Qutput
g) Number of BAVS clinics g) At least 150,000 sterilizations

doubled from 24 to 48,
training activities
incrcased.

Community Bascd con-
traceptive scrvices
integrated into other
dovelopment cfforts

of indigcnous ' VOs.,

Swanirvar villages ﬂ,—
ccive small grants

to incorporatc family
planning into villagc
activities; TFPOs
receive small grants
to sponsor local

level improvements

in survicoe.

a) National level preva-

lence of contraceptive

Expcected Results

h)

i)

a)

use data available ycarly

Lt least 20 cvaluation
studics on diffcrent
componcnts of the
program arc compluted

Survuillonce system

monitors all aspects of
the stcrilization program

b)

c)

performed resulting in 267,000
births avertcd. Quality of
sterilization scrvices improved
in BDG and privatc
organizations.

Bangladeshi organizations
dcliver contraceptive services
along with othcr services, con-
traceptive use increeses.

Contraceptive use Increases
through community involvement
in the program; TFFOs improve
scrvice in resulting in increased
contraceptive use.

frogram managcrs have perio=-
dic reliable data to measurc
progress of the program.

Frcgram managers have
ruliable information on the
prcgress of developing an
cff_ctive service dolivery
pregram.,

Impruved gquality of steriliza-
tivn scrvices achioved,



37

Input Qutput

Demand GeneratingAct}(Qltics

a) Use of Mass Media a)

b) Fcasibility Studics b)
and small scalc
cexpcriments

Increased frcquency
and quality of radio
programs designed
to motivate marricd
couplcs 1o reducc
their fertility.

At lcast S fcasibility
studics and/or sma"l
scile expuriments
undcrtaken rclating
to incrcasing demand
tor fortility control.

Expected Results

a)

b)

Incrcascd doemand for family
planning services and increased
contact betwecn eligible
couples and family planning
workers.

Greater understanding of the
dcteriminants of fortility is
achievcd leading to projects
bcyend family planning.

WD
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Increases in the Prevalience of
Certraceptive Use by Project Conyponent
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79-80 80-81 81-82 82-83
1. Wiarried Vomen cf
Productive ".ge 16,000,000 © 16,448,000 16,908,544 17,381,983
2. Prevzlence of Use
“ttributzble to:
2) Sterilizaticn 472,200 (2.9%) 791,300 (4.8%) 1,209,006 (7.0% 1,687,500 (9.7%)
b) 3LC Pilis 512,670 (3.2%) 823,076 (5.0%) 926,923 (5.4%) 1,000,000 (5.7%)
' c) 552G Condoms 35,760 (2.2%) 500,000 (3.0%) 511,000 (3.0%) 711,000 (4.0%)
d) BLC IULs ¢ (thers 65,000 (0.4%) 75,000 (0.4%) £€5,000 {0.5%) 90,000 (0.5%)
€) Soci>l zi-rketing
condcni” 337,262 (2.1%) 400,000 (2.4%) 189,000 (2.8%) 489,000 (2.8%)
f) Socizl :lzrketing pills 5¢,656 (0.3%) 80,000 (0.5%) 115,000 (0.6%) 189,615 (1.2%)
g) Social Aarketing othews  7(,529 (0.3%) €5,000 (0.5%) 115,000 (0.6% 115,000 (0.5%)
h) NGCCs 500,000 (3.1%) 650,000 (3.9%) 825,000 (4.8%) 1,000,000 (5.7%)
3. Tct2l* 2,370,097 (14.6%) 5;404,376 (20.5%) 1,275,323 24.7%) 5,282,119 (30.2%)

¥ Prevalence rites shown nigher then projected targets are due principally to. over reporting in the BEDC's
contraceptive distribution figures. -

wn
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Part IIl  Project Analvses

A,

Tcechnical Analysis and Environmental Asscssmont

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 program more effective (e.g., training,
services, and management information). 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 perscnnel. Non-
clinical services are provided by trained male and female non-clinical
fleldworkers. IUD services and clinical MCH services are provided by

specially trained paromcdics in health centers. Sterilizaticn services

are provided by traincd physicians assisted by trained clinic personnel,

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

Safe and reliable contraceptive technolcgy is utilised. The Mim-
laparotomy technique, for example, is the safest and mcst efficient means
of female sterilization. A surveillince system will be established to
improve the quality of the sterilization program. Ncn-c'inical contraceptives,
such as condom, Neo~Sampoon foaming tablets and ENiKC foam, which cause
ittle or nc side effects, arc provided. A low dosc pill has been introduced
and its use will be expanded in this projcct. The wide variety of contracep-
tive methods available in thc program {s consistcnt with operations research
findings which show a significant positive corrclotion between the degree
of success in reducing fertility and the numbcer of methods available.

In thc absencc of a naticnal scrvice statistics reporting system,
operaticns research and prevalence svrveys arc the most relioblec means of
obtaining management informaticn upon which improvements in the administra-
tion of the program can be made. These two eviluation tools arc part of the
AID support in this projuct.

Troining inputs in this prcject arc aimed at improving the performance
of key program personnel and cemplement the training activities of other donors.

Emphasis on tnvolvement of non-governmental orgonizations in family
planning recognizes their long term rolc, in that the BDC still has a long
way to go sefore 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 thuse who prefer this mere ancnymous and informal
method of gaining acccss to contraceptive supplics and also provides a
nationol fail-sofc system during disruptions in BDG services when
Government field workers cannot visit hcmes reguiarly due to bureaucratic
changes, strikes or floods.

Experimentation with providing resources diructly tc the thana
level and below recognizes that community level involvement is a
necessary ingredient tc maximum acceptance of family planning in
Bangladesh.
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B. Finuncial Analysis and Plan

The total AID bilateral inputs for this three year project are
$64,865,680. The budget by project compcnent is as follows: .

BDG NGO Evaluation Total

Training 1,680,000 225,000 - 1,905,000
Services 43,420,761 15,319,793 - 58,740,554
Management v

Information 2,500,000 - L= 2,500,000
Demand Creation - 1,670,126 - 1,670,126 .
Evaluation - - 50,000 _ _ 50,000
TOTAL 47,600,761 17,214,919 50,000 64,865,680

TA 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 threc years of the project are approximately

$240,965,680.
‘   'To;a1 o Percent of Total
BG $73,700,000 3
‘krﬁnn ‘  75,000,000 | 31
oNrRA 27,400,000 11
“AID 64,865,680 27
TOTAL _ $240,965, 680 100%
* Howeve>, some of the contraceptive commodities, for which money

will be obligated to the BDG, will be used by NGOs.
*k This includes the NGO portion of our project. BDG budgetary

figures for FY 83 are not available and so the BDG contribution in
FY 83 will not be lower than in FY 82. :

g
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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 BDC 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. However,
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 {s 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 planning 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 FPIA.,, 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 Bangladesh 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 though it has not had to expend
large amounts of its own resources duc 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 fortility in
Bangladesh will go begging for lack of resources.
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Social Asscssment

1, Introduction

The appropriatuness and fecasibility of this prcject 1s discussed in _
Patt II Projcct Background and Dutailed Description in A. Background, 1. Frogram

Rationale. Bclow we will describe the social crganization of Bangladesh, thc
bencficiarics of this project and thc social impact of the project.

2. Social Organization

Bangladcsh is thce sccend-largest Muslim country in the world, after
Indoncsia. Eighty-five percont of the population follow Islam; but there is a
significant (14%) Hindu minority as well as small percentage of Buddhists,
Animists, and Christians.

Social crganization and cultural traditions in Bangladesh are strongly
conditioncd by an intensive rice-based agrarian system, operating in a difficult
environment undcr increasingly scvere pepulation prossure and resource scarcity.
Access to the most important productive resource, agricultural land, is highly
skewed. Over half of all rural villagers are landless or ncar-landless. Declines
in productivity, cmploymcnt, and rcal wages heve boen marked over the past
two decades. The estimated per capital national income is $9g. per ycar, one
of thu lowest in the world.

the layers of Bangladesh's complex social structure may be dc¢picted
concisely in the fllustration cn the next page. Bengali socicty is based on the
houschold (ghar), fcrmed by a man, his wifc and unmarricd children (paribar).
Scweral heuscholds of patrilincarly rolated kinsmen composc a homestcad (bari),
which is, in turn, part of an idcntificd hamlct (para). Beyond the hamlct, there
is little social cohesicn or community involvement. The family cyclc which
gcnerates this sct of social forms begins with the alllance of two paribar thrcugh
marriage, in which typically th.. young people being marricd have little choice
of partners. The shift of the bride to her in-laws' homcstcad placcs her under
the authority of the scenior members-~-usually hor mother-in-law. Relations
between spouses are not expected to be closc or wven affcctionate; separation
and scgrcgation of scxes is marked. The bride provces huer werth and gains
prestige as well as sccurity by producing children--proeferably male--for her
husband's family. Ovcr time, with the death of older women and the coming to
maturity of her offspring, she assumcs the mantle of female authority {a the
household and hcmestead.,

A9
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ORGANIZATIONAL SPHERES IN BANGLADESH

DIVISION .. .. . . . . &
DISTRICT .. .. . .. . .20
SUB-DIVISION .. .. .. .. .68
THANA .. .. .. .. . . 470
UNION .. .. .. .« . .4,350
GRAM .. . . . .. 68,385
GHAR .. .. .. .. 12,676,000
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Espucially for farming and low-income labering familics, chudrgn are
- an cconcmic assct as well as a source of political support at maturity.

Boys can assist thcir fathcer and uncles; girls may be used to forge alliances
with potential economic and political supportcrs. For tho poor, children
becomc uscful at early ages, assisting the family in ficld labor, helping with
craft work, and doing odd jobs for wecalthicr households.

Beyond thc family and homestcad, much social life takes place in the
hamlet (para), which is often composed of a8 number of related kin-groups
and has a distinctive sccial identity., Within the para, influcntial men
excrcise authority in the scttliment of disputes and maintenance of social
norms. Paras arc looscly affiliated into villages (gram), which are rclatively
unimportant units for everyday lifc. Zdministration of national-level programs
extends from thc top downwards; most dcevclopment programs reach only to the
thana or, somctimes, to the level of unicns; there is little on-going participa-
tion by villagers in any of thcsc programs, since thcy do not often penctrate
into the closely-knit lifc of the para and bari. Mcst people have little access
to health programs; most children never enter schocl and many of those who
do drop out aftcr only a brief cxposure.

3. Beneficiarics

The initial bencficiarics of this project arc the Bangladesh Government's
- family planning scrvice delivery system and private voluntary organizations
engaged in family planning activitics. The largest amount of project

inputs (TFPO training, MCH/FF training matcrials, contraceptive commodities
and surgical supplics, operations rescarch) is intended to strengthen the
government's capability to dcliver fomily planning scrvices. Likewise,

by providing substantial support to PVOs, this projcct will increase their «.
capacity to provide survices. At the same time, the capabilitics and carcers
of the family planning pcrsonncl involved in both governmental end private
programs will be ¢cnhanced by this projcct's inputs. This personnel aspect has
important ramifications for women, as women (c.g., FWVs and FW/is) are the
kcy filcld workcrs. Efforts to imprcve thodr training, skills, g,pd supervision
may also improve, intcr alia, their status in the community.

* Sce, for example, Mcad T. Cain, "Thce Heuschold Life Cycle and Economic
NMiobility in Rural Bangladcsh®, Fopulaticn and Dr:velopment Review, 1V,
Sept. 1978.

** There was a concern in the FID approval cable regarding the actions that
can be taken to promote female FWAs to FEA supcrvisory positiocns. Under
the intcgraoted program FWAs and FrAs werk toguther as a female/male team,
The FPAs no longer have superviscry responsibilitics.

O\
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Strengthening the government and PVO family plonning delivery system
will enablc them to reach with greater frequency and duration the ultimate
project bencficiaries-~men and wemen of reproductive age and thedr children,
This target catcgory is widely disperscd, and access, gecgraphically and
soclally, is a kecy barricr. Ovcer £0 percent of the population lives and
works in rural arcas. Communicaticn and transportation are very poor.

Many rural pcoplc, particularly women, have never been beyond their own

or nearby village., For this rcason, the extcnsive netwerk of government

family planning ficld wcrkers at the local level has becn cstablished. Soclally,
access is limited as women tend to be secluded. Even within the household,
younger married women are dominatoed by oldor womcen, particularly by their
mothers-in-law, Female ficldworkcrs must reach these women in thedr homes.,
By making and maintaining pcrsonal contact, thc barricrs cf purdah and
seniority may bc overcome., Male ficld workurs are cmploycd te contact

and motivat. husbands of cligiblc womcn. As males make the crucial decisions
on most aspcects of family lifc, effective malc ficldwerkers are essential.
Unfortunately, even with Increascd numbers of fleld workers resulting from

the recent integration of health and family planning workers, thoy are spread
too thin to reach all cligible couples. Thercfore community mobilization is
also important, '

Maloney and Aziz™ concludec that most rural people arc guncrally
apprehensive about the efifects of popuiation growth. They will turn this concern :
into acticn if fertility cortrol is criented tc thodr world view, value system, and
strat eglc conccrns in lccel context. This can best be done by soliciting community
leaders (usually at the para lovel or below) tc edvocate family planning as the
moral duty of individuals to their community. Such community leaders would
includc religious lecaders and para hcadmen. The early experiences of swanirvar
were cited as examples of the potential for fertility control if community's
concern can be gencrated; although the subscquent burcaucratization of
swanirvar was also noted,

This project contains scveral components © gencrate community support
for family planning: training for riligious lcadors; grants to communities for
family planning projccts; and support for family planning activitics of small
indigcnous FVOs, many which arc composcd of community leaders.

For men and women of reproductive age, the ultimate bencficiaries, a
number of immcdiate cffccts arc likely. Idcas about family planning tend to
diffuse by cxample. Dissatisficd uscrs are usually the mest vocal, although
satisficd accipters also provide models for bohxvior. Trained, well supervised
ficld workers should increasc the numbur of satisficd uscrs and decrcasce the
number and influcnce of detractors. Special project attention will be given
to improvemcent of the logistics and scrvices of the voluntary sterilization program,
as it is highly scnsitive tc any adversc roesults, A naticnwide followup survey
of the sterilization campaign of 1977 found, for ¢xamgle, that ... onc of the
important lessons would scem to be that the information tc the client and the

* Belicfs and Fertility, op. cit.
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‘ géng.;'al management of the stcrilization programm:: can be \.'é-;i'y important in the ~
level of satisfaction, particularly as reflected by the moale participants. Froviding
a high quality scrvice may be an essuntial facter for the growing acceptance of

stcrilization, espcecially by men," In short, the hettar the service, the more
likcly that projcct results will diffuse to a wider audience.

4, Social Impact; Equity

By improving the¢ scrvice delivery capacity of the government and expanding
the role of FVOs, a massive cffort will be made te reach the urban and rural pcor.
According to current government regulations, FVOs arc to concuentratc their efforts in
urban arcas, although thiy arc not prccluded from werking in rural arcas as well.,

By serving urban arcas, the FVOs can rcach the most destitute, the landless, who
have 1cft the rural arcas in scarch ¢f scme SO? of opportunity. ZXlso, the family

~ planning sccial markcting activwity of this projfct will grecatly incrcasc the accessi-
bility of contraccptives to all by using commercial distribution channcls.

The Government, through its extensive ficld werker approach, is trying to
cover every village, regardless of its accessibility. Incvitably, howcver, due to poor
rcad conditions and transpcrtation facilitics, ¢specially during the monsoon season,
many less accessible villages will not be rcached, e¢ven with substuntial improve-
ment in government scrvices. There is some wvidence to indicate that FWisS arc
sclective in thcir home visiting. Quddus reported that manual workers and farmers
were vigjted less than rcspendents of prestigicus occupations such as business or
service . This may be related to the similar high family status of the¢ FWA and/or
the greater case of recruiting persons of high status to family planning. Improved
‘raining and supcrvision of the FWi.s arc included to insurc that they visit all
cligible couples, cven the onus most difficult to motivate.

Thc voluntery sterilization portion of the project seums to benefit the
other end of scciety~-the very poor. Data indicatc that the majority of those
accepting sterilization come frcm this scgment of society. Quddus found
that those who are cconomically better off arc less likely to choose sterili-
zation as a birth control method. On the other Band, repeated studies of
sterilization accepters have found them to be, on avcrage, older, with
larger families, than the acceptors of other mcthods., This finding docs not
prcclude the possibility that the acceptors arc also pocr, but it docs indicate
that family sizc concorns arc important in the choice of sterilization.

* N. Nawab /li, ctal., 'Stcrilization Campaign of 1977 - 4 Nationol Long Term
Follow-Up Survey.: (Bangladesh Fertility Rescarch Frogram, Technical
Report No. 25, July, 1979)p.21.

** Quddus,_Perfcrmance of FWi4s. p. 19

*** Quddus,_Performancc of Fwis, and £li ot al., Stcrilization Campaign of 1977

o
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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. Thougl no onc anticipated its popularity, stcrilization acceptance
has increased markedly in recent years. One objective of tuls project is to
ensure high quality service.

The chief beneficiaries of this project, cver time, will be women and
children, who together constitute three~fourths of the populaticn of Bangladesh.
For women, to adopt a family rlanning method to contrel feriility is, in essence,
a liberating act. With fewer or no mcre pregnancies, women are less at risk
of pregnancy-related mcrtality and mcrbidity. With better health and fewer
child care demands, womecn 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 cpportunity for education. Assuming family
income remains relatively stable, the children of couples who have adopted
family planning to limit their family sizc should 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 rcduce fertilily in Bangladesh through
increasing the prevalence of contraceptive use. This is to be accomplished
through systcmatic improvements in the public and private delivery systems
for ccntraceptives. In addition tc the direct benefits derived from the project
which are discussed above, 2 number of indirect "spread effects” may be
anticipated to cccur as well.

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

Assuming favorable impact of the 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 scrvices now being initiated, such as health care centers.
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§conom1c. Analysis
1. Economic Justificaticn for Fertility Reduction Pamily Planning Projects

in general are not suitable for cost benefit analyses, since they do not result
directly in a product that can be readily quantificed in monetary terms. Yet

in Bangladesh, declinc in populaticn growth rate is acknowledged as a neces-
sary step to econcmic growth. The implications of maintaining the current
population growth rate for 3gricultural production requirements and employment
were noted in the backgrcund section of this paper, and previously in the CDSS.

The long-term ratc of growth in foodgrain prcduction in Bangladesh
has been about 1.5 percent, well below the population growth rate of 2.8
percent. Even if the ratc of increasc ir foodgrain production can be increased
to 4 percent and maintained at that level (scmcthing that has not been done
for a significant length of time elsewhere in the developing world), it would
be 1990 before Bangladesh reacled tecnnical s<lf -sufficicney in foodgrains.,
But "technical self-sufficiency" Aassumcs 0 perfectly cven distribution of
food throughout the populaticn. It would be much longer 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 increases, 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 sidc of the self-sufficicncy equation, is clear
from a brief look 2t the nutritional situation of the pcorest groups. In a
recent I8RD report, Cm Nijhawan* c¢stimatced that by 1976 about 45 million
people, 60% of the rural populiticn, were "hard curc® poor. (Hard core
poverty consumption expenditure was that required to provide 1,805 calorics
per person per day, or 85% of the minimum WHO/FAC recommended average
calorie standard for Bangladesh.) Similar trends held for the urban population.
With Bangladesh's very high and increasing man-to- land ratio, concentration
of land ownersnip and lack of oppor cunity for non-farm employment, the food
gap hits the poor most severcly. Under these circumstances, 3angladesh
simply cannot afford the additional food gap which maintenance of a 2.8%
growth rate represents.

2. Demand Versus Supply

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

* IBRD Report No. 2870--BD, "Bangladcsh Current Economic Position

and Short-Term Outlook", March 21, 1980, Annex II,
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(1) Concentrate primarily on readily available supply of family planning
services, assuming that existing demand Jjustifies 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 on 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
services are made readily available. To go much beyond this level, however,
activities which explicitly create demand by attacking the causes of high
fertility will be necessary. The stimulus to demand from the interventions
of this project, such as MCH, community based experimental activities and
1EC, 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 on the
family planning program may be seen in USAID's overall agricultural strategy.
Agricultural activities do not in themselves affect the traditional values

and life-stvles that determine current fertilitv{(evels. However, higher
average per capita farm incomes, 2 primary objective of USAID's agricultural

programs and a desirable goal in itself, appears likely te lead tc rising fertility
rates, at least in the shert-term. Truly signiffcant increses in income would
eventually have 3 fertility reduction cffect, but thus far increascs of the
desired magnitude have not been possible - in great part bccause of the high
rate of population increase which has eroded such production gains 3s have
been made.

USAID is examining spccific development activities which will have
a positive fertility reduction impact, and the recent studies on Beliefs and
Fertility and Scocio--Econcmic Determinants of Fertility were commissioned
to prcvide information cn this subject. Piobable 2rexs for project development
include female employment and education. USAID's experience with women's
projects thus far indicatc that they are siow in implementation, re very staff
intensive, and connot go immediatcly into nationwide programming. Massive
inputs will be required tc make thein work, and a high initial cost-benefit ratic
cannot be expected.

While such prcjects are being developed, however, immediate fertility

reduction gains can be madc through providing naticnwide access to contracep-
tive services. This will also ensure that once additional demand has ber.n

generated, access to services will be available to all who require them.
Therefore this project follows the approach of ensuring a readily available

supply of contraceptives.

ﬁ[ 12
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3. Project Component iviix

There are several possible ways of increasing access to family planning
services, and this project uses a combinaticn cf them: increased clinical
service (sterilizaticn), door-tc-dcor delivery of contraceptives, distribution
of contraceptives via normal private commercial channels, and inncvative
service de' very projects of private voluntary agencies. The following table V
compares 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 o population program, cannct be done realistically. Cost
per continucus user data, in conjunction with total contraceptive prevalence
by project component as stown in Table IV, serves 3s o measure of cost-~
effectiveness of the varlous prcjcct components.

Table V. Annual Cost Per Ccntinucus User /

FY 81 FY 82 ry 83
Sterilization $8.47 $4.92 $4.57
BDGC Other Methods $30.19 $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 frcm Annex G, informaticn on other donors and NGOs from other sources,
and user data from Table IV,

1t should be qoted that the per uscr costs shown above are not AID
costs alcne, but costs of the DC and all cther doncrs. The annual costs to
AID per user would be much lower, particulorly for 3DC cther methods.

The BDG scrvices othor than sterilization have 3 much higher cost
per user than any other compenent.  In part this is duc to tnclusion of some
construction costs for health and family plinning clinics. Since ongolig
construction is far behind schedule, plannud constructiun may not be implem.n-
ted as extensively during 1961-83 3s the budget would indicatc.

Even tiking this blos into consideration, howcver, 3DG program costs
are incrdinately high, particularly when it {s noted that the NGC programs are
responsible for a large percentage of tital acceptors. (Table IV shows
contraceptive users attributable to BDC und NGCs.) This is not surprising.

AN
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Previous sections have stated that 8DG family planning pcrformance has been
poor and have noted the reasons for it. The inputs which make BDGC costs sC

high over the 1980-83 period arc o’ :ed at improving performance over the long
term, and if estimated prevalence increascs are correct, the annual cost/user
will decrease significantly cver the preject pericd.

33sed on past expericnce, the NCC ccsts and user rates appear
reasonable. Below are some AID-funded PVC cost per user data, based on
the most recent annual figures availablc. These ficures are for total users,
nct continucus users. Concerned omen for Fomily Planning claims 2 60%
continuous user rate aiter 20 months. A conservative average continuous user
rate for the PVCs below would be 33% ~f total uscrs. The resulting cost per
continuous user is in line with that estimatcd for the project.

PVO Fomily Planning Projccts
Cust/Centinucus User

Crganlzaticg Annual Cest/Total Uéers (1t _33% continuation)
Pathfinder Mcdel Clinic $2.00 $6.00
International Union for

Child Welfarc $2.00 $ 6,00
Barisal Freedom Fighters $ 2.63 $7.89
Narayanganj Women's

Crganization $5.36 $16.08
Christion Eealth Care Project $2.60 $7.80

Concerncd Woeinen for Family
Planning $ 2.63 $7.89

Clinic prcjects such as the Model Clinic and Christiar Health Care
do significar” wumbers of sterilizaticns, which would reduce costs per users
somewhat.,

Sincc cost per uscrs re lower for NGUs than for the 8DG and
prevalcnce rotes arc gencrally higher, why nut put moresmency intc the NCOs
and less intc thc governmental program?

The BDC service delivery system {s now in plhce. It has rcsulted in
some dcclines in fertility and it is the most {mportant scurce of contraceptive
services by current users. It is the only organization with the personnel and
infrastructure to provide services nitionwide. The success of PVOs in providing
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family planning services is due in part to their size. DBecause they are small,
they can concentrate their efforts intensively in the target area. It is nct 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
varjous ccmponents dependerit upon annual performancc. In the government
component, actual budget outlays for contraceptive ccmmaodiiies and for
stertlization will be based on annual assessment »f commodities distributed
and services provided. The budget projections for the fullowing 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 experlences and placement ¢f EDC uf,(lclals after training. Thc number
of operaticns research grants will depend upcn the number of high quality
proposals offered. Cperaticns research and prevalence surveys, while not
readily adaptable to cost-effectiveness analysis, will be important in providing
USAID and the BDG with infurmation to evoluate the overall program and to
reccmmend changes. Grants to NGOs will be negotiated annually and will be
highly dependent on «valuaticn cf 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 asscssments are tc be made.
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Part {(V Implementation Planning

A, Administrative Arrangements

l. The BLCG

The Population Control and Family Flanning LCivision (PC&FPD) of the
Ministry of Health and Population Control will coordinate the implementation
of the BCG component of the project. The organization chart of FC&FFD is
shown in Figure 2.

For each year of this project, a Project Grant Agreement will be signed
with the External Resources Division of the Ministry of Finance, All foreign
exchange cost components will be subobligated through Project Implementation
Orders. Local costs will be reimbursed to the Government through Account
No. 4 in the Bangladesh Bank, Cetailed progedures will be developed to
reimburseé the Government for local cnsts and will be made a part of each
year's Project Grant Agreement, There are tw> existing models for disburs-
ing local funds, the operation: research grant and reimbursement of costs
for sarees and lungis in the sterilization program. Both models have worked
well and have tufficient controls in them.

There are acknnowledged adininistrative difficulties, mnst of which are
common throughout Government and are features of the social environment,
Some improvements have becn made during the course of the first population
project, but many of them remain unrcsolved., Some of AID and other donor
inputs, such as training and consultant cervices have contributed to improve-
ments in the level of staff competency and continual improvement will be made
during the life of this project.

For protlems relatcd to the "gystem' there is little the donors can
do, except to maintain candid discussion with the EDG regecrding actions which
might facilitate program implementation. Population officials have always
been receptive to idcas and criticisms,

However, there are actions which can be taken by the BDG to mini-
mize bureaucratic constraiut., ruch ag filling the many personnel vacancies
in the program, developing morec flexible procedures for the expenditure of
funds, and becoming more aware of field level problems. None of these
actions would require extraordinary authority.

As noted earlicr in this paper Prccident Zia io deeply committed to
the population program. It is one of three pillarc of his revolution and he
and hic Ministers speak often and farcefully to rural audicnces on the need
to accept family plenning. The Precident is also becoming aware of the
inadequacics of the program and ghort term improvemente are evident when-

R :
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ever he reachcs into the bueaucracy. His eustained interest and more
direct involvement in the program are necessary for longer term improvement,

Experience to date cautions against belicving that administrative
miracles will occur in the population program in the short term, Substantial
improvement: have been made in the past five years, but they have been
slow. Donors and Government alike have vastly underestimated the time
needed for the Government to organize and administer a national program of
the size and maganitude needed to deliver services effectively in a rural
setting. This project recognizen this fact and continues to support the
Gnvernment, but at the same time increases the private sectnr's ability to .
provide services now. .

2. Non-Governmental Organizations

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
USAID 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 respoasible for clearing its family planning activities with relevant
Government Ministrics and for keeping the Government informed, princi-
pally through the Council of Vuiuntary Organizations.

While these private agencies are not handcuffed by the Bureaucratic
malaise and constraints of a Government system, and this ie a principal
reason for including them in this project, they in some cases have manage-
ment and administrative limitations. The major constraint here, which is
universal in Bangladesh, ie the lack of uxpericnced 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 necessary, grant agreements will include provisions for upgrading
skills and hiring new ctaff with nceded skills and experience.. in addition,
participant training funds have been reserved in this project for sending
NGO managers t> other Asian countries and in some cases to *he U.S. for
short term professional ti. r.ing courses.

3. USAID

USAID population staff in the Population, Health and Women .
Division (PHAW) is responsible for adminstering all aspects of this project,
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Project implementation will be through Project Grant Agreements, and
Project Implemcntation Orders. For NGOs with more than one project
activity, each project will be reviewed and aprroved separately by USAID
staff. While USAID's population support has grown both bilaterally
(sterilization support in FY 78, operations research in FY 77, and
social marketing in FY 80) and through the AID/W supported interrned-
iaries, there are only two full time direct hire AIC 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 f3r 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 belicve it wise to commit itself to such large support
for sterilization. The physician should arrive in FY 8l. 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 O. E funded personnel services contract (PSC), one
additional p>pulation specialist will be hired for implementing and
monitoring the NGO component of this project. Given the project's
tatal value and complexity and the necessity of travelling to monitor the
wide variety of project activitiea which will be supported uader this project,
a population staff of twn 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 negostiate the many grant agreements described in this praject,
Grant agreements will be modified through amendments whenever necess-
ary and implementation modifications will be made through Implementation
Letters. The Project Paper should be appraoved by Cecember 1980,

The f-llowing shows the Implementation Plan by project input and type of
activity.

l. The BEG

Project Grant Agreement covering contraceptive supplies, partici-
pant training, operations rescarch, sterilization costs, and development
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of MCH training material: - January/March Bl. Separate grant agree-
ments will be negptiated for the annual ptevalence survey. The timing

of this grant agreernent will depend on negotiations with the EDG, although
ideally actual survey work should be done during the winter monthe if

possible.

2. NGOs

USAIL will sign a three year grant agreement with each NGO accord-
ing to the schedule below. This agreement will set forth overall targets
and sub-project procedures, Funding will be obligated for one year anly,
however, and additional year funding will be obligated through annual
grant agreement amendmente, the amount dependent upon previouc year's
performance,

(a) Eangladech Family Planning Acsociation (EFFA)... April 1981

(b) The Pathfinder Fund ~ March 1981
(c) Fopulation Services International (PSI) Feb. 1981
(d) FFSTC June 1981
(e) IPAVS April 1981
(f) The Asia Foundation Apri! 1981
(g) CARE Jan, 1981

3. LCemand 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

Comprehensive Evaluation. At least six months before the
end ol the projcct an in-depth external evaluation will’

be conducted. The purpose of this cvaluation will be

to assess the performance of the project in meeting its pur-
pose and to make reccommendations for the completgion of the
project and for follow-on activitics the mission might take
in seeking to reducc population growth in Bangladesh. The
composition of the cvaluation tcam will be similar to the
one assembled for the 1980 cvaluation of USAID population
activities (i.e., a combineation of both AID/W and non-AID
family planning and/or evaluation pro” :ssionals, both male
and female). This evaluation will be "unded by the project.
In addition to this comprehensive evaluation, other evaluation,
surveillance, survey and revicw activities will assess per-
formance of specific aspects of the projecct.

Annual Review. Both the BDG and the NGO components of the
project will be reviewed annually by the USAID population
staff and evaluation officer.

TFPO Training in Indonesia. ‘'his component will be evaluated
in carly 1981 by a Bangladeshi organization (probably

from Dacca Yniversity)with the purposce of identifying ways

to improve the impact of this ongoing training program.
Funding for this cvaluation has been provided by the current
(FY 76-80) population project under which the training was
initiated.

NGO Component. Each subgrant proposal under the NGO com-
ponent of the project will he reviewed by USAID population
staff prior to USAID approval.

Each NGO receiving suppoart will be required to collect
simple cost effectiveness information, especially for those
subgrant activitics that include services other than family
planning. Grantees will be asked to use prevalence pro-
gramming, as defined in the 1980 external evaluation, in
all projects wherc it 1s applicahle and feasible. Perfor-
mance of the grantec will be systematically reviewed by
USAID population staff prior to consideration of requests
for subsequent yecar funding.

Sterilization Component. Special attention will be given to
evaluating and monitoring all aspects of the sterilization

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




will be done:

a.

With technical assistance of the Center for Discase
Control in Atlanta (which will he funded by AID/W) a
sterilization surveillance system will be established
to monitor mortality and morbidity.

Periodic assessments of the quality of sterilization
services will be conducted by four expatriate phy- ,
sicians (who will be funded by the World Bank) together
with Bangladeshi counterpart staff. These assessments :
will be made against baseline data that is to be gathered .
in early 1981.

Through the use of quarterly sample audits, an indepen-
dent Bangladeshi accounting firm will audit the local
costs disbursements made by USAID. These audits will
be funded by the project.

Prevalence Surveys. The purpose of the project, achieve-

ment of 25 percent contraceptive prevalence, will be measured
by prevalence surveys conducted by an outside professional ’
firm using funds provided by the projcct and at a time (or
times) to be determincd by USATD staflf.
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D, Conditions, Covenants and Negotiating Status

The following conditions/covenants will be included in all Project
Grant Agreements between USAID ard the BDG and between USAID and
all NGOs receiving financial support under this project.

1. The Grantee will insure that none of the ALD funds available unédsr
Agreements with AID are to be used to pay for the performance of
abortions, as a method of family planning or to coerce any person to
practice abortion,

2. The CGrahtee will insure *hat none of the AID funds available under
Agreements with AID are to be used to finance involuntary sterilization(s)
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 grantic fees may be paid to clinical and/or
non-clinical personnel to motivate clients to accept sterilization.

4. The Grantee will insure that if sterilization services are provided
under the terms of an AID grant an informed consent form acceptable
to USAID must be used for all clients receiving support.

The following coniitions will be made a part of the Grant Agree-
ment between USAILC and the BCG.

1. Within 90 days of the signing of a Project Grant Agreement, which
includes financial support for sterilization, the BCG will submit a com-
prehensive plan for a sterilization surveillance asystem which is acceptable

b

]
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to USAID. No funds for the sterilization program will be released by
AlID 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 simila1 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 conditions precendent listed above, On
the basis of discussions with USAID in preparation for this project the
BDG has made an important policy change. It has agreed not to charge
for contraceptives and has reduced its proposed payments for steriliza-
tion in order to ennure that there is no financial advantage to acceptance
of sterilization over other methods. Thcre are no issues yet to be
resolved between the BDG and USAID whi/éh would delay signing of the
agreement for this project. Nn waivers 'are foreseen at this time
although it is possible that PVD grantees may wish to purchase items
wuch as cycles from non-American sources in future.
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'UTILIZATICN CF SPECIAL CCMPUTER PRCCRALS
TO CALCULATE FAMILY PLANNINC PRCCRAM EFFECTS

Althoug.- family planning service delivery statistics are available from
1969, th.e quality of earlier data is questionable. Ivoreover, since the
government program itself did not operate fully until late 1975, the impact
of family planning on Banglades~.'s population growth {5 examined only after
1975. A CCNVERSE program was run for the 5 year period between 1975 and
1979. CCNVERSE is a one-sex (feinale) component projection model, wiic:
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 perlod, using di’lerent CBR targets based(on actual population projections.
TABRAP (Target Birth Rate Acceptor Program) is b 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 CUNVERSE,
see Nortman, 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 wrere included in the calculation
of program effects, wanile the number of acceptors 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 onc method: sterilization. MR had to be
omitted among the metaods being introduced to 3angladesl:. This was done
not only because MR is the lowest profile method, but also because some
part of it overlaps with other methods. This is much less truc witn other methods.

3. Many input data were borrowed from the 1970 Indonesian case,
mainly becasue of the avallablility of these data. Also it is not unreasonable
to substitute Indonesian data for “angladest since the two countries have
several demograpiiic characteristics in common, sucl: as similar intercountry
ranking by population size, religion, family planning program history. Four
sets of Indonesian data werc used: (3) 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).

(oq
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Appendix Table 15 presents the statistics for these.

4. Since data for Emkc foams and injections for (@) 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 use-effectiveness of injections was estimated to be
between 1UDs and sterilization.
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Annex B_

PROJECT CESIGN SUMMARY
LOCGiCAL FRAMEWCRK

Project Title & Number: FAMILY PLANNING: 388~0050

Life of Project:

From FY 81 to FY 83

Total U.S. Funding $68,633,962
Date Prepared: Seot. 15, 1980

NARRATIVE SUIMMARY

CBJECTIVELY VERIFIABLE INDICATORS

Program or Sector Goal: The
broader cbjective to which
this project contributes:

Reduction in the rate of
population growth &3 a
critical factor in overall
economic develorment,

-Project?tlr;ose

To raise the overall
contraceptive prevalence
rate from the current rate
of 13% to 25% by the end
of the prmject.

Measures cf Coal Achievement:

FY 81 FY 82 FY 83
CBR 42.0 40.0 37.8
CDR 16.0 16.0 16.0
CGR 26.0 24,0 21.8

Conditions that will indicate purpose
has been achieved: End of project status.
Annual contraceptive prevalence

targets
FY 81 17.4%.
FY 82 21.2%
FY 83 25.0%

e

MEANS CF VERIFICATICN

Demographic Surveys

Contraceptive prevalence
Surveys.

BDC and NGO Service -
Statistics.

IMPORTANT ASSUMPTICNS

Assumptions for achieving goal targets:

Decreasing fertility througn increased
centraceptive use is the major factor
contributing to a raduction in populaticn
growth rate (i.e. migjration will continue
to play a minor rola and the death rate

will not increase). = === _
Assumptions for achieving purpose:

1. Improved training and supervision of
family planning personnel will lead them
to perform their jobs more efficiently
and effcctively. i
Community Support for family planning
will grow and influence Zamilles to usc
birth control ser sices.

Important training end infrastructure
activities financ2d hy other donors

will complement this project in a

timely fashion.

NGO supported family planning activities.
Increased access to improved services
is sufficlent to effect increase in
prevalence rate (1.e. an unmet demand
exists)

Religious leaders will support family
Planning thereby increasing its accepta-
bility among the general population

7. 8DC program managers will utilize resulis
of operations reseasch to improve the
F.P.service delivery system.

~N
.

w
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NARRATIVE SUMMARY

CBIECTIVELY VERIFIABLE INDICATCRS

MEANS OF VERIFICATICN

Cutpuls:
Trzining ioc Improve Service
LCelivery Program

1. TFPCs and prograr. managers
receive upgrediny training in
family planning program man=
agement.

2. FWV trainers receive~sachnical

training in MCH.

3. Religious leaders reccive
trajning in relation of
fzmily planning to Islam

4. Training materials produced
for family planning field
workers .

S. Increasc in frequency and
que ity of motivational
radio nroadcasts

Magnitude of Cutputs:

1. 360 TFPCs raceive in-scrvice training
3 BDC officials receive Mas 10 BDG/
NGO program manasgers recefve
orofessions! training.

2. Faculty in 12 FWVTIs trained to
trajn FWVs.,

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

4. At least 5 scts of training

materials for fieldworkers
produced and.in use.

-
-

Through 4. Project
records (Contreoller's
records, PIO/Ps.,
airplanc tickets, ctc.)

__IMPCRTANT ASSUMPTICNS

Assumptions for achieving outputs:
1. BLCG maintains its interest in

providing training to supervisors
and managars.,

N
.

Governments of neighboring
countries continue to cooperate
in providing training opportunities.

3. Islamic scholars are willing 0o
receive family planning training.

-3
.

Indigenous production capacity
exists for expanded and improved
famiiy planning radio broadcasting.
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Ctt uts

Exr nsion of centraceptive

ser -ices

1. -antraccptives and supplies
distributed through 8DG and
private systems.

2. Increased numbers of high
quality voluntary sterili=
zaticn.

3. NGCs increase family
planning activities in
rural areas.

rionagement Information

1. Annual prevydlence swwveys
conducted.

2. Cperations research studtes
undertaken

| CBIECTIVELY VERIFIABLE INDICATORS |
Magnitude of Outputs:

1. See Table 1V, Cutput Section

2a. At least 1,625,000 voluntary
sterilization performed.

b. .Sterilization surveillance
system operating.

C. NGCs increase (ntensive
coverage of family planning
services to 10% prevalence
of use.

Annual national prevalence survey
conducted in each fiscal ycar.

Inputs: {See project budget)
ULAID a) Training
b) Expenslon of Services
c) Management Informa%
d) Grants to NGCs
BIL.C:
NCCs:

Implementation Target (Type and
Quantity)
Sre Detailed budgct in Annex G_

See Financial Analysis and
plan Tt. 111, B.

See Project Description, PT.I,B.

___MEANS OF VERIFICATICN |

1. Through 3. Project
records (Bills of

Lading, PIC/Cs,
Service statistics,
reimbursemaent reports,
independent audits,
project evaluations.)

1 and 2 Project Records
(award agreement,
controller's recurda.)

Project rccords (Grant
Agreements, PlUs,
Controlfer's records)
Annual Development Plans
and Grant Agreements.
NGO firancial statements
and grant agreements.

MPC. ASSUM N
Assumptions for achieving outputs:
1. The BDG and other donors continue

to provide necessary support to keep
supplies moving to the field level.

2. Demn nd for voluntary sterilization
remains high.

3. Surveillance system is adequate to
ensure high quality Y& program.

4. NGCs have capability and interest
to implement family planning progroms
in response to USAID resources.

1. Gualified researchers are available
and willing to Jeslyt ond venyout
useful operations research programs.

Assumptions for providing inputs:

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

Contraceptive Requirements for Centrally
Procured Contraceptives

81 82 83 Total
Pills 15,700,000 17,650,000 21,900,000 55,250,000

Ccndoms 106,766,000 115,000,000 130,000,000 335,000,000

Pills are in monthly cycles and condoms are in pleces. These commodity
requirements take into consideration AID/W's contract periods as well
as present in-country supplics.

I"Tv\
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A Review of Study Objectives and Reported Findings
of Completed Operations Research Projects
1978-1980

Research Project

Summary of Study Objectives and
Reported Findings

Title

Evaluating Family Planning
Program Effectiveness and
Efficiency: A Case Study
of Operation Research
Project.

Principle Investigator(s)
and Organization

M.A. Sattar

Associate Professor
Department of Statistics
Rajshahi UJniversity

Dates

May 13, 1978-April 13, 1979

The objectives of this study were:

To promote both the diffusion of
knowledge about family planning and
changes in attitude to family planning.

To undcrtake comprehensive motiva-
tional activitics to increase the rate
of practice of modern contraception,

To persuade all enlisted eligitle
couples to adopt more effective,
modern techniques of family planning.

The study was undertaken to follew up
about 300 eligible couples of two
villages in Rajshahi. The study
period was 12 months.

Major Findings:

(Note: No bascline survey was conducted
before implemertation of the project).

Crude Birth Rate, Crude Ceath Rate,
General Fertility Rate, and infant
Mortality Rate were 53, 12, 258 and
80 per 1000, respectively, in the study
arca, and the Total Fertility Rate

was 8.

Pills and condoms were popular
methods of contraception at the end
of the project.



Title

Sterilization Campaign of
1977. A National Long Term
Follow-up Survey.

Principle Investigator(s) and
Qrpganization

Atiqur Rahman Khan
Syed Waliullah

M. Nawab Ali
Douglas H. Huber

Bangladesh Fertility
Research Program

Dates

May 17, 1978-Nov. 16, 1978

Annex D
Page 2

- Of contraceptive users, 43% nse
pills, 26% condoms, 7% tubectomy,
3% injection, and 4% 1UD.

- During the study period, the rate of
increase of pill users was greater
than that of condom users.

- 21% of female acceptors had only
one child.

- The number of female acceptors
decreased as education of their
husbands increcased.

The main objectives of the study were:

- To investigate motivational aspects
of the sterilized clients - i.e., to
ascertain factors that prompted
adoption of sterilization as a method.

- To determine the current level of
satisfaction with the method.

- To measurc the attitude and readiness
of the cliente to work as motivators
for sterilization,

- To identify associated factors that
influence the life of the sterilized
clients, such as sex life, psycho-
logical aspects, social atmosphere
and other related variables,

- To ascertain the perception of com-
munity members about the steriliza-
tion program.

- To cumpare findings of this study with
those of other national studies.
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A total of 1000 sterilized cases (500 vasec-
tomy and 500 tubectomy) were selected for
interview with an ¢cqual number of controls,
From cach sclected thana, 25 vasectomy
and 25 tubectomy clients were selected
for interview,

Major Findings:

- Mean ages of the tubectomy and
vascctomy clients were 31.8 and 32.3
years, respectively.

- Mucan parity was 4, 4 for vasectomy
clients and 4. 3 for tubectomy clients.

- Age of thc youngest living child was
3.7 years for vasectomy clients and
3.2 years for tubectomy clients.

- Clients were mostly from lower socio-
economic status. 71% of the vasectomy
clients were landless.

= Both tubectomy and vasectomy clients
had less previous expcrience with
contraceptive use than the general
population,

- Condom was uscd by anly 22% >f men
in post-vasectomy period and 44%
reported that they did not reccive any
condoms.

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

- Over 90% of clicnts indicated that they
would have had the sterilization even
if the taka and clathing were not
provided,



Title

A Study of the Less Expen-
sive Family Planning
Service Delivery System.

Principle Investigator(s )
and Organization

Dr. Anwarullah Chowdhury
Associate Professor
Department >f Sociology
University of Dacca.

Dates

May 16, 1978-May 17, 1979

* BDG provides spccial resourc

Annex D
Page 4

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-Opceratinn Froblems:

Pain was mast common problem {ozr both
vasectomy and tubectomy clients.

Physical weakness and swelling was a
common problem for ren.

Infection was common for women,

Long Term Prablems (at one year):

43% of the both sexes reported that they
had decreased capacity for work,

The main sbjectives of the study were:

T~ identify a less cxpensive delivery
system of family planning services.

To identify the most effective and most
popula r methods of family planning.

The study was conducted in one Z.P.G.
(Zer> Population Growth)* village in
DNL (Dacca, Marayanganj, DCemra) area
and 2 non-Z. P.G. village in an adjoining
arca. Thoe tatal number of respondents
in the Z. P.G. and non-Z.P.G. areas
werce 370 and 200, respectively.

es for education, community develop-

ment, health and family planning to achieve community participation
in development und family planning.

n$
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Major Findings

- Contraceptive user rate was 27% in the
Z. pn G- area and ?-270 in the nan‘z. PoG
area at the time of the survey.

- Oral Pills were the most papular method
of contraccptinn in both areas.

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

- Supplics of contraceptives were irregular
in Z, P.G. ccnters,

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

- The amount of cxpenditure incurred in
the Z. P.G. program was too high for the
results achieved,

Title The main sbjcctive of the study was to
incrcase the acceptor ratec by establishment
Female Depot Holders (FDH) of FDH.
at Village Level
Onc experimental and one control union

Principle Investigatoris) were sclected from Dacca District,

and Qrganization A survey was conducted in both the unions
before the cstablishment >f FDH system.

P & M Consultants Limited Sixteen FDHs were recruited in the

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

Dates a terminal survey was 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 respondcents in the experimental
and control unions were 3282 and 3115,
respectively.
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Major Findings:

During the experimental period, the
1ate of increase of new acceptors of
oral pill and condom in experimental
and control unions were 7.9 and 5. 0
percent, respectively.

Befnrc FDH project total pill and condom
contraceptive use was 3. 7% eligible
couples. Seven months after implementa-

tion this rate had increased 2 11.6%
eligible couples.

Threce alternative delivery systems were
proposed for each union. The additional
cost of operation of adding FCH was 22%,
whereas the additional costs for the
increase of 3 or 6 FWAs were 36. 5% and
72% respectively.

Titlc The main sbjectives of this study were:

Lacation Analysis and Evalua. -
tion of Service Celivery
System for Union Family

Welfare Centers (L‘ LI A% in
Bangladesh -

Principle Investigatax(s )
and Organization

Proggani Consultants Ltd.
Dates

Oct, 6, 1978-Aug. 31, 1979

To identify the present status of maternal
and child hcalth care and family planning
services in sclected rural areas.

T evolve nptimal location criteria for
the establishment of union family velfare
centers (i.e., primary health and family
planning clinics).

The study was conducted in 16 villages in
4 unions of 2 districts, 1402 households
werce selected for interview. There were
three dificrent scis of gquenticnnaires: for
all married wamen (in the housenold) of
age less than fHrty years: for information
about social institutions in the sclected
villages; and for the stafi »f tl.e union
family welfare centers (FWC).



Title

Performance »f Family
Welfare Assistants (FWAs)

Principle Investigator(s)
and Organization

Abul Hasnat Golam Quddus
Department >f Sacinlogy
University >f Chittag-ong

Dates

Oct. 1978-July 1979
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NMajor Findings:

- 93% of the respondents had knowledge
about the activities of union FWCs,

- 12% of the respondents had visited
their FWC.

- 38% of current contraceptive users did
not reccive any follow-up services,

- Mnst »f the¢ FWCs had inadequate
equipment and supplies »f contraceptives,
medicined and vitamins.

- The F.P. workers faced no resistance
irom Hakims, Kabirajs or village quacks
during field work, but religious leaders
sometimes tried t> create prablems,

The objective of the study was ty evaluate
the performance »f family welfare assis-
tants (FWAs),

The study was divided int> two parts: the
evaluation of actual performance »f FWAs
as field workers, and the evaluation of
reliability »f »fficial records maintained
by them.

The study was undertaken in 68 villages in

14 thanas in Chittagong District, A total of
845 female respondents and 68 FWAs were

interviewed,

Major Findings:

- 10% »f the respondents were current
users »f contraceptives,

- In general, oral pill users were richer,
younger, and had fewer children than
ligation acceptors.

“\
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Over 50% »f the respondents were aware
of the existence of FWAs,

43% of the respondents were visited by
FWAs at least once.

FWAs were the main source 2{ knowledge
and service delivery of F. P. methods.

The majarity >f the FTWAs neglected
MCH services due to inadequate knowl-
edge about MCH advice and se rvices,
and they did pot consider MCH services
as & part ;i their dutics,

FWAg' record keeping was p3»r due t2
lack of proper training and understanding
absut the impnrtance of utilization of
data.

-~ As age and aumber »f children were

found to influcnce the acceptance or
rejection »f a permanent methnd, it
was felt that both sexes did not accept
sterilization for monetary incentive.

Estimated cost of averting a pregnancy
was Taka 1,077,



Title

Family Planning Workers
and Service Delivery in
Rural BRangladesh.

Principle Investizator(s)
and Organization

M. Anisuzzaman
Prof. ~f P»rlitical Science
Chittagong University

Dates

Feb. 15, 1979-Oct. 31, 1979
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The main sbjectives of the study were:

- Ta ascertain the sacin-econamic back-~
ground of the ficldworkers.

- Tn ascertain the level »f education and
job training »f the ficldworkers.

- Tnassecss the srientation »f the field
ataff t~ family planning as a concept
and as a profesaion,

- T» examfnc how the fieldworkers are
pecrceived by the villagers, particularly
by rural married couples of reproduc-
tive age,

- T»5 determine the extent »f services
delivered by the ficldworkers,

- Tb> identify specific problems faced by
these workers in their present work
enviranment,

- T» indicatc the prospects these workers
farcsce in the near future in matters of
service delivery,

The study was conducted in six villages
in six unions from four thanas in four
divisions. Ab»>ut 15% >f the married
couples and a total »f 35 FPAs, FWAs,
and FWVs wore interviewed.

Major Findings:

1) F.P. Workers

- 77%, 14%, and 9% were married,
unmarried and widowed, respectively,

C())
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- 48% marricd FWAs and FPAs wera not
using F. P. inethads,

- 86% reported that religinus leaders
apposed the family plaaning program,

- 94% desired refresher *raining,

- On averagce, cach worker was respon-
sible for F. P. activities for 9 villages.

2) Villagcers
- 44% werce current users >f ¥, P, methads,

- Mbost commb»on methads currently used
were pills, then condoms, then
sterilization,

- 53% acceptors got supplies »f contra-
ceptives from ¥. P, workers, 23% from
commercial sources, and 11% from a
F.W.C. (Family Wcifare Center).

- 15% »f the acceptars who received con-
traceptives from the F. P. workers had
a frllovi-up visit after using contraceptives.

- 64% »of the respondents reported that the
F.[F., watkers visited »nce a rnonth.
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Other Donor Involvement in MCH * "rvices

Service Delivery

To improve, inter alia , the delivery of MCH services, the World Bank
group is funding the construction, furnishing, and equipping of 700 new Fwu
and 19 THCs. Likewise, thc UNFPA is funding the renovation of 100 existing
FWCs. Both the World Bank and the UNFFA arc continuing their salary support
to the FWAs. The UNFPA will complctely upgrade the staffing, equipment, and
facilities of onc demonstration district (Tangail) in order to expand the scope
and quality of MCH/FP services. In this way, it plans to assess the current
governmert scrvice delivery model - i.¢., to test it oncc it has been fully
implemented.

Trairing

The Viorld Bank group supports training mainly through its support for
the building, equipment, and operating costs of training facilities. It is
funding four model clinics wnich train medical students in MCH/FP, cight
Family Welfa:c Visitor institutes, and four Medical Assistant schools. It also
supports the ‘acilities of 19 FWA training teams and gives some support to
NIPORT.

The UNF?A is providing cxtensive support to NIPORT (which has recently
incorporated th: Training Unit of PC&FP) to strengthen the training at all levels.
Their NIPORT ac:ivities focus on managcment training at tac TFPO level and
abovc, FWV trairing at thc 1l training institutcs, and the organization of training
teams for the refrzsher training for FWAs and FPAs at 20 District Centers. CARE
{s also involved with the training of FWVs, and has posted § national nurse-
cducator consultarts at FWV training institutes.

UNICEF also4as an array of training programs. In conjunction with the
WHO, it has suppor:cd the training of Mcdical Assistants (MAs). It initiated
the ambitious progran to train traditional birth attendants (TBAs) and to provide
them with kits. UNICEF also plans to train auxilliary nursc midwives (ANMs)
to serve as nurse at THCs. Short tcrm training/orientation sessions for FWWs
are being fundcd by UNICEF so that the FWWs may participate cffectively in
the communicable discese control programs. UNICEF is stipplying teaching
alds for THCs to be used in the training of FWWs, VHWs, TBAs, and Falll
Chikitsak.

e
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WHO is providing technical assistance to the 11 FWV training institutes,
40 FWA training schools, as wcll as to the Medical Assistant training program,

Supplies

The UNFPA is focusing its cfforts to cnsurc the more cfficient procurcment
and distribution of supplies and cquipment. Itis also supplying mcdicines,
particularly pediatric preparations.,

The World Bank and UNICEF arc providing the major proportion of thc
nceded basic drugs and D&DS kits. UNICEF is also supplying basic hospital/
clinical diagnostic kits and reagents for the Thana Health Cunturs. UNICEF
provides the high potency vitamin A capsules for children (0-6) and for locating
mothers, as well as the ingredients and supplies for th.: oral rehydration salt
packets.

Communicable Disease Control

As a part of the Txpanded Programme on Immunization, the WHO is
providing expertise, short ‘crm consultancies, and training required to support
thc establishment of a viable cold chain system. UNICEF has supported the
establishment of a Central Cold Storage at TEMO, Dacca, and is implementing
the establishment of a cold chain in static health centers at district, thana,
and union levels, In addition to supplying vaccines, supplics, and equipment
for the BCG campaign, vaccincs and supplics will be importcd by UNICEF for
DPT, TT., Pclio and Mcasles.

Nutrition
The World Food ZFrogram has provided food assistance for malnourished

pregnant and lacta:*zg mothers and for malnourished children under Special
Project, "Vulneraole Group Feeding Programme”, of the PC&FP Division.
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Family Planning Services

Project Location
Project Title

Funding

Life of Project

IEE Prepared by

Date |
Environmental Action

Recommended

Concurrence:

Frank kimball
Mission Director

Date Aug, !S5, 1979

Assistant Administrator's Decision:

Approved:
Not Approved:

Datc:

: Bangladush

. Family Planning Services (388-0050)
: FY 81 Grant

s 3 ycars

: Vivikka M.olldrem

: Aug’;S, 1979

: Negative Deturmination
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1. Naturc, Scopc and M agnitude of Environmental Inpacts

A. Description of the Project

The Family Planning Scrvices Preject will continue the support of the
Bangladesh national family planning program bcgum in the Population and Femily
Planning Project (388-0001), through training of program personncl, particularly
ficld workcr supervisors, contraccptive commodity support, support to voluntary
sterilization, and operations rescarch, This will supplement assistance to other -
aspects of thc program by other donors. In addition, this project will provide
funds to scveral non-government family planning organizations to cnable them
to expand their service delivery cfforts,

B. Direct Environmental Conscquences

Nonc.

C. Indirect Environmental Consequences

If this project is successfui in contributing to a rcduced fertility rate in
Banaladcsh, its cnvironmental consequences will be favorable, in that it will
slow down the increase of pressurc on the unvironment resulting from overpopu-
lation. Those pressures including pollution and misusc (overuse) of agricultural
land and water resources, deforustation and urban migration with all of its
consecquences. There are no negative indirect environmental conscquences of
this project.

II. Recommendation fcr Environmental Action

A ncgative dctermination is rcquested on the basis that there is judged
to be no forcsecable nugutive environmental conscquences resulting from the
implementation of the project.
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Budget fcr BRG Project

Foreigqn Exchange*

Anncx G - Page 1

(Dollars)
81 82 83 Tctal

Participont Training
J4) TFPG Training 100,G00 800.000‘ 600,000 1,500,000
¥ ggf::;:gnal/ 90,000 90,000 180,000
¢) Religicus/NGC 100,000 125,000 225,000
Commodities
a) Pills 600,000 4,000,000 ‘4,500,000 9,100,000
b) Condoms 3,900,000 5,962,000 46,305,000 . 16,167,000
c) Medical Kits 106,000 200,000 150,000 450,000
d) EMKG Fcam 215,000 200,000 415,000
e) Neo-Sampoon -100,000 860,000 1,300,000 2,260,000
f) Life saving

equipment 350,000 200,000 150,000 700,000

Total:  5»150,000 m 13,420,000 . 30,997,000

14
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Budget for Covernment Component

tocal Costs
{In Dollarsg)

Annex C - Page ?

81 82 83 Total
Sterilization
a) Physicians fees 316,536 - - 316,556
b) Supporting staff 153,530 356,960 430,680 .941,170 -
c) Fleld Workers

compensation 79,139 184,000 222,000 485,139

d) Food Cost 683,760 1,589,760 1,918,080 4,191,600
e) Transgport 542,101 1,260,400 1,520,700 3,323,201
f) Surgical Apparel 743,900 - - 743,900,
g) Wage 1oss 680,595 . 1,582,400 1,909,200 4,172,135
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 101,000 400,000 400,000 900,000
M,C.B. 65,000 165,000 150,000 380,000
rrevalence Surveys 50,000 150,000 170,000 370,000

. Local Family Planning 50,000 400,000 100,000 850,000
Crand Total: 3-,—1;99,581 6,148,520 $7,180,660 16,828,761
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1. BFPA

2. Pathfinder

3. Social Marketing
4. FPSIC

5. BAVS

6. Asia Foundation
7. CARE

TOTAL

Demand Creation

GPAND TOTAL

Budget for NGO
(A1l Costs Shown in Dollars)

onent

Annex G - Page 3

FY 81 FY 82
120,419 178,586
200,000 834,088

1,130,000 2,870,000
100,000 350,000
500,000 1,100,000

700,000
200,000 325,000

2,250,415 6,357,674
100,000 670,126

2,350,419 7,027,800

FY 83 TOTAL
186,700 485,705
1,350.0C0 2,384,088
2,300,000 6,300,000
350,000 800,000
1,500,000 3,100,000
800,000 1,500,000
225,000 750,000
6,711,700 15,319,793
900,000 1,670,126
7,611,700 16,% 9,919
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COUNTRY CHECKLIST

A. GENERAL CRITERIA FOR COUNTRY ELIGIBILITY

1. FLA Sec. 116. Can it be demonstrated that 1t 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

violations of internationally recognized

human rights ?

2. @M Sec. 481. Has it been determined that N»a.
the gosernment of recipient country has failed
to take adequate steps to prevent narcotics
drugs and other controlled substances (as /
defined by the Comprchensive Drug Abuse |
Prevention and Control Act of 1970) produced
or procesned, in whole or in part, in such
country, or transportcd through such country,
from being sold illegally within the juris-
diction of such country to U,S. Govgrnment
personnel or their dependents, or frem
entcring the United States unlawfully ?

3. FAA Sec. 620(b). If assistance is to Yes
a government, has the Secrctary of State

determined that it is not controlled by the

intcrnational Communist movement ?

4. FAA Scc. 620{c). If assistancc is to No
government, is the government liable as

debtor or unconditional guarantor on any

debt to a U.S. citizen for goeds or scrvices

furnished or ordcred where (@) such citizen

has exhaustcd availablc lcgal remedics and

(b) debt is not denied or contested by such

government ?

5. FALA Scc. 620(c)(1). If assistance is to No
a government, has it (including government

agencics or subdivisions) takcn any action

which has the effcct of nationalizing,

expropriating, or othurwisc scizing own.r=

ship or conwrsl of propcrty of U.S. cidzens oOf

¢ntities beneficially owned by them withsut
taking stups to discharge its obligations

toward such citizens or entitics ?
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%. FAR Scc. 620(8), 620(f), 6200; FY 79 Lpp. kct,

Sec. 108, 114 and 606. Is recipicnt country a. No
a Communist country ? Will assistancu b pro-

vidud to the Socialist Republic of Victnam, b. Ne
Cambodia, Laos, Cuba, or /ingola ? Will c. No

assistancc be provided to iAfghanistan of
Mozambque without @ waiver”

7. FAA Sec. 620(1) . Is recipdsnt country No
in any way involvcd in (@) subvursion of, or

military aggressicn against, the United States

or any country rcceiving U.S. assistance, or

(o) the planning of such subversion or

aggression ?

8. FAJ Suc. 620 (j). Has the country per tted, No
or failed to take adiquate measures to pruvint,

the damagc or destruction, by mob action, of

U.S. property 7

9. FAA Scc. 620(1), If the ~ountry has feiled OPIC bilateral agrecment
to institutc the investment guaranty program was signed Jan, 14,1978
for the specific risks of cxpropriation, incon- :

vertibility or confiscation, has the AID

Administrator withir the past year considered

dcnying ascistance to such govcrnment for this

reason ?

10. FPL Scc. 620(o); Fishcrmen's Protective N/A
Act of 1967, as amcnded, ScC. 5. if country

has seized, or imposcd any penalty or sanction
against, any U.S. fishing activitics in

international watcrs:

a. has any duduction rcquired by the
Fishurmen's Protective 4ct b.un madc ?

b. has complcte denial of assistance
been considered by Lil idministrator ?

11. Fil Scc. 620; FY 79 hpp. hct, Sce. 603

(a) 1s the government of the rucipicnt couniry a) No
in default for more than 6 months on intcrust
or principal of any ALID loan to the country ? b) No

(b) Is country ir default cxcoeding one ycear
on interest or principal on U.S. loan under
program for which ipp. kct appropriatcs funds ?
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12. FAA Sec. 620(s). If contumplated N/L

assistance is duvelopment loan or from
Economic Support Fund, has the Administrator
taken into account the puercontage of tho
country's budget which is for military
cxpenditurcs, the amount of foruign uxchange
spent on military cquipmunt and the

ameunt spent for the purchas. of sophisticated
wcapons systems ?  (An affirmative answ.r may
refcr to the record of the annual "Taking Into
Considcration' memo: "Yes, as riported in
annual rcport on imulimentation of Suc. 620(s).
This report is preparcd at time of approval by
thc Zdministrator of the Cpcerational Ycear Budget
and can bc the basis for an affirmative answer
during the fiscal ycar unlcss significant changes
in circumstances occur.) /

13. FLL Sec. 620(t). Has the country scvered No
diplomatic rclations with thc United Status ?

If so, have they been resumed and have new

bilatcral assistance agruements been negotiated

and entcred into since such resumption ?

14. FIA Sce. 620{u). What is the payment stotus Not in arrcars

of the country's U.N. obligations ? If the country
is in arrcars, were such arrcarages taken into
account by the LID Administrator in deturmining
the current AID Opcerational Ycar Budgot?

15. FALA Scc. 6204, FY 79 Jpp.lct, Scc. 607. No.
Has thc country granted sar ctuary from prosccution

to any individual or group which has committed an

act of intcrnational torrorism ?

16. FAi. Scc. 666. Dous th. country objuct, on No
basis of racc, riligion, national origin or

scx, to the prusunce of any otficer or umploycu

of thc U.S. there to carry out cconomic

dc¢velopment program under FLA 7

17. FLL Scc. 669, 670, Has the country, after No
bugust 3, 1977, dclivered or recedved nuclear
enrichment or reprocessing cquipment, materials,

or technology, without spuciiicd arrangcments or
safcguards ? Has it dcetonaii.d a nuclecar device

after August 3, 1977, although aot a ‘nuclear-

weapon State” under thoe nonprolifcration treaty ?

0%
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B. FUNDING CRITERI/. FOR COUNTRY ELIGIBILITY

1. Development fissistance Country Criteria

a. Fil S.c. 102(b){4). Have criteria buen Yes
establishcd and taken into account to asscss
commitmcnt prograss of country ip cffcctivaly
involving thi. poor in d¢velopment, on such
indcxcs as: (1) increasc in agricultural
preoductivity through small--farm labor intensivc
agriculturc, (2) riduced infant mortality,

(2) control of population growth, (4) .quality
of incom. distribution, (5) r.duction of
uncmployment, and (6) increascd litiracy ?

b. FAA Sec. 104(d)(1); ILC Act of 1979, Yes
if appropriate, is this development {including Sahel)
activity designed to build motivation for smaller
families through modification of economic and
social conditions supportive of the desire for
large families in programs such as cducation in
and out of schoo!, nutrition, disecase control,
maternal and child health serviccs, agri-
cultural production, rural dcvelopment, ass-
istance to urban poors, and through community-
based development programs which give recog-
nition to peoplc motivated to limit the oy
size of their families ?
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PROJECT CHECKLIST

A. GENERAL CRITERIA FCR PROJECT

1. FY 79 App. Act Unnumbered; FAA Sec.
654 (b): Sec. 634A. (a) Dcscribe how
Commiitees on Appropriations of Scnate and
House have been or will be notitied con-
cerning the projcct; (b) is assistance
within (Operational Ycar Budget) country

or intcrnational organjzation allocation
reported to Congress (or not more than

$1 million over that figur.) -

2. FAA Sec. 611(a)(1). Prior to obligation
in excess of $100,000, will there be (a)
engincering, financial, and othcr plants
necessary to carry out the assistance

and (b) a rcasonably firm cstimatc of the
cost to the U.S. of the assistance ?

3. _FAA Sec, 611(a)(2). If furthcr legis-
lative action is required within recipient
country, what is basis for rcasonable
expcctation that such action will be
completcd in time to poermit orderly
accomplishment of purposc of thc
assistance?

4. FAA Scc. 611(b); FY 79 hpp. Act,
Suc. 103, If for water or watcr-related
land rcsource construction, has projcct
met thc standards and critcria as per the
Principlcs and Standards for Planning
water and Related Land Resources datued
October 25, 16737

5. FAA Scc. 6ll{c). If projcct is capital
assistancc (¢.g., construciion), and all
U.S. assistance for it will uxceed $1
million, has Missiop Dircctor certificd
and Rcgional 2ssistant Administrator takcn
into considcration the country's capability
effcctively to maintain and utilize the
project ?

(a) Project was included in
FY 81 Congressicnal Pre-
sentation Annex II, Asia Pro-
grams, p.28. Congressional
Notification will be prepared
to ¢xplain increased cost,

(b) Yes

(a) Yos

None required

NN

- N/A

an
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6. FRA Scc. 209. Is project susceptible of No
execution as part of rcgional cr multilateral
prcject ? If so why is prejcct not sc executed 7 Inf-
-. .amaticn eand conclusicn whether assistance
will cnccurage rigicnal development pragroms.,

7. FAL Scc. 601(d). Informaticn and cenclusicns  (a) No

whether prejcect will cnccurage offorts of the (b) Yes
country to: (a) increase the flow cf intcrnational (c) No
trade; (b) fcster privete initiotive and ccmpoti- (d) N/-
ticn; (c) cncourage develcpment and usc of () No

coopcrative s, credit unicns, and savings and loan (f) No
associations: (d) discourage monopolistic practices;

(e) improve tecchnical Cfficiuncy of industry, ogri-
culturc and commerce; and (f) strengthen free

labor unions.

8. FAL Scc. 601(b). Infcrmaticn and ccnclusion  N/E
on how projcect will encourage U.S. private trade

and investmont abrcad and encourage private U.S.
participation in fcreign assistance programs

(including usc of private tradc channels end the
scervices of U.S. private enterprisc).

9. FAAL Scc. 612(b): Suc. 636(h). Describe steps  (a) N/A
taken to assure that, t: the moximum cxtent possi-

ble, the country is contributing lccal currencies (b) N/A
to mcct the cost of centractual and othor scrvices,

utilized to mceet the cost of contractual and

othur scrvicces.

10. FAA Sce. 612(d). Dous the 1J.S. own uxciss No
foreign currency cf the ccuntry and, 1f sc, what
arrangemonts have bcen made for its releasc ?

11. FAA Scc. 601(c). Wwill the project utilize Ycs
compctitive selection procedures for the awarding

of contracts, cxcoept where applicable procurcment
rules allow othurwise ©

12. FY 7S hpp. Act Scc. 608. If assistancc is N/h
for the producticn of any commaodity for export,

is thce commcedity lik ly to be in surplus vn world
markcts ot the time the resulting productive

capacity becomes cperative, and is such assistancc
likely to cousc substantial injury to U.S.

preducers of the samc, similar, or compoting
commodity ?
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B. FUNRING CRITERL. FOR FROJECT

1. Develcpment Lssistance Project Criterid

a. FALi Scc. 102(b); 111; 113; 28Bla.
Extent to which activity will (2) cffectively
involve the peor in devilepment, by «xtending
access to cconcmy at lecal level, increcasing
labor-intensive production end the usc of
apprcpriatc technelngy spreading investment
out from citics tc smzll tcwns and rural arcas,
and insuring widc participation of tha poor in
the benefits of dcvelcpment ~n @ sustoined
basis, using thc apprupriaote U.S. institutions;

(b) help develep cucperatives, spoecially by tech-
nical assistance, tc assist rural and urban p.wr te
help themsclves toward better life, and othorwise

(@) Bencficiaries of this
project will be primarily the
rural pccr and women

(b) N/A

(c) Sclf-hclp will be promoted
undur this project whenever
teasible o

(d) As this project is intended
t increase family planning
and MCH services,
participation of wemen
will play a critical rcle

enccurage demacratic privat. and li.cal governmental

instituticns; (c) suppurt the sclf-help cfforts of

() N/

develeping countrics; (d) promote the porticipation of
women in the national cconomies of developing countiics

and the improviment of wemen's status; and () utilize and
enccurag: regicnal cocperaticn by developing ccuntrics ?

b. FAL Scc. 103, 103A, 104, 105, 106, 107.
Is assistancc being made available: (include only
applicabl. paragreph which c. rresponds t source

of funds usud. If more than one fund source is
used for projcect, include relevant porograph for
cach fund sourcc.)

[104) fcr populati:n planning undur suc.
104(b) r hcalth under sue. 104(c); if s, extent
tc which activity cmphasizes low=-cest, inte-
grated dulivery systems fir health, nutrition
and family planning for thc poorest peeple, with
particulcr attention to the necds of methers and
ycung childrcn, using paramudical and auxiliary
medical pcrsenncl, clinics and health posts,
commecrcial distributi:n systcms and cther
modces of cemmunity rescarch.,

This pr..jcct builds upcn the
BLCG's r.cently integrated health
and family planning delivery
systcm and inclides activites

to impr.v: paramcdical

training, particularly for
maturnal and child hcalth
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c. [107] Is appropriate wifcrt placud on usG Yus
of appropriate technology ?

d. FhL Sec. 110(a), Will the recipient Yos
country provide at least 25% of the costs ¢f the
prcgram, project, or activity with respect (C
which the assistance is t. be furnished (cr has
the latter cost-sharing requiremint buen waived
for a '"relatively least-develeped” ccuntry) ?

FAA Sce. 110(). Will grent copital Ne
assistancc be disbursced for project over mere
than 3 years * If s, hes justification satis
factcry to the Congress been made, and cfforts
for other finoncing, or is the rocipient country
‘relotively least developed”

f. FLL Scc. 281(b). Duoscribe uxtent to Ycs.

which progrem recegnizes the particular neuds,
dusires, and capocities «<f the pecple of the
ccuntry; utilizes the country's intcllcctual
rGsScSuUrces to ¢ncourage instituticnal development;
and suppcrts civdl cducaticn and troining in
skills required for offective participoticn in
gcvernmental and political processces uvssuntial
tc sclf-g:vernment.

FIL Soc. 122(b). Dces the activity Yos

give rcascnable promisce of centributing te the
develcpment of cconcmic resources, o to; the
increase or prcductive capacitics and sclf-
sustaining cccnomic growth ?

Sco Part II, B.,1.
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UNCLAS ETATE 262272
ADY ALD
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E.0. 12565: H/A < [
TAGS? e
SUBJEGT? FOPULATION/FANILY PLAWLILG 11 (383-0258)  |Doe—t—nt~
PID REVIEY - h o
lo SUBJECT PROJECT APAC HEETING SCHEDULED GCT. 1S. ROZ
2. PROJICT CCWNUTTEE (PC) MEETING. HELD SEPTESER 24 S
EVORED GEMEAAL INTEREST ASD EJDORSEMEST OF PROFOSED
PHOJECT. ' F&N -
. . conT |~

DISCUSSICH ILCLUDED FOLLOWING ASFECTSs o ’
3. ISSUES FCA APAC: X2 ——

1
(A) THE PVD CO-FINANCL4G II PID STATES THAT THE PUO e
PROJECT WILL "...SUPPOKT AS 4 FIRST PRIORITY THE KCh- =0
GOVERANENTAL OiiGARIZATICN ELEUENT OF InE MISSICw PGPULATION \sryniam
SIRATEGY AS FOUND I THE 1981-CDSS,” ThE PGPULATION/FANILY |iaie.
PLAGLING FID ALSO STRESSES THE INVOLVEZERT OF PVOS AND Baw____
STATES OK PP 13-14 THAT POPULATION FUKDILE WILL PE USED T0 (o
FUND THE ASIA FOULDATION (TAF) TO USE IT AS & VERICLE 10

FUsS 1GDIECEKGUS PVO5S TC PROVIDE FAMILY PLANIUG SERVICES
Ik THE CCLTEXT OF THEIR OTHER DEVELOPIENT ACTIVITIES.
PC WOULD LIKE TC KiQW WY 1T IS MNECESSARY T0 HAVE

ACTIVITIES 14 POPULATLIOL IN TWC PRCJZICIS WITH Two
PROJECT WANAGERZ. 1S ThIS A CASL OF OVERLAP? 1T
APPEARS FROM PiD THAT TAF WILL oE USED UnDEK BGTH
PROJECIS FOR PVO PHRCJECT FUiDING. 1F SO, HC'' DCES
TAF ROLFE DIFFER IN THE TWO0 DIFFERENRT PROJECTS.

(8) THE POP/IP P1D PROPOSES MISSION FUNDING ALD

YMANAGEWINT OF SUCH ACTIVITIES A5 THE EGNGLADESH

ASSCCIATION FOR VOLUNTARY STERILIZATION. CPEKATIONS

RESEARCH, FAIILY PLAWNIWG SOCIAL MARKETIwG: ALL

PROJECT ACTIVITIES TRAT HAVE BEEYV-CENTAKLLY FUwDLD

AND MANAGED ZY AlD/%W. IN ADDITION TO THESE,(\P/F“IQF';SI Paq?;:’n&p:%:?gg‘sé‘mz

P, o-:.lar.'.urv. 107L
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ACTIVITIES TdE PID PROPOSES TO ZXPAxD SUPPORT TO THE
FAMILY PLANKING SERVICLES AKD TRAINING CEKRTER ALD Th
BANGLADESHE FAMILY PLANIIANG ASSOCIATICL. PC BELILVES
IT IS p FOSIIIVE ZVOLUT!CH TO BILATERALLY FINAKLCE
PROJECT ACTIVITIES THAT HAVE HEar TOFORL 3EEMN
FIGANCED UMDER CENTRAL GRANTS AND TO ZXPAUD ThE
POFULATION PROCAM TO INCLUDE 4DDITIOLAL PVOS. WE
BELIEVE THE (15310 SKHOULD REVIEW STAFFING OF THE
POPULATION DIVISION IO SEE IF IT IS ADEQUATE TO TAXE
ON ALL THESE ADDXT1OKAL PROJECT ACTIVITIES., IF SO,
PLEASE CLARITY 50w THE mISSION INTEWDS TO “AWASE ALL
THESE DIVERSE ACTIVITIES AT CUnh T _STAFF_LEVELS..
(C) IF uSAld i.IMITS ITS ASSISTANCT TO THE Dus
PRINAEILY TO SUPPORT OF COMMODITIES, TRALSLILE AND
STERILIZﬁIIOh, DGES THlIS MEAN WE AKTICIPATE OTHER
PRCPPA. VEAXNLSSES PREVIOUSLY IDEWTIFISD Iw CLSS AKD
PID WILL 2L ALCRUATILY ADDRESSZD oY CGTHER DODHES?
GIVEW AIL'S ChawilnCG PnCJECT FOCUS, KOW WILL CCORDI-
NATIOR WITH CIFZR DOWOAS BE CAwnIED 0UT? HO% ARE
ADMINISTRATIVE ni.D MALMAGESENT PRC=LEMS GF PRULGRAV
BEIGG ADURFLEED?

4, FLEASE RESPOLD WG AZOVL ISCSUES PRIOR TO 4&PAC

MEETING.

5. THE FOLLOWIGG TOPICS, WAILE NOT ISSUES FCX APAC,
SHOLLD BE ADDRESSED AS DESIGH ITENMS IN THE PROJECT
PAPLR,

(AY FUWDIKG FOR COUTAACEPTIVES: S/P0OP SAYS THE
AISSICKh-PRCJECTED HECUILHEZIMENTE FOR THE BILATLRAL
PROCRAN AuD THEL SOCIAL MARKETIoG PROGRAY EXCLLD THE
AmOUnT BUDGETEL FUR Cule'ChHTI ;eS I TWE PJIC,
PLEASE OUTLIGE iiv PP THE HEQUIRE®ENTS FOR 201
PROGRANS,

(3) DESCL"PT104 OF HOi PRCJECT COMPONENTS Wrtw PUT
TOGETHER WilLl ACKIZVE THE TVWLHIY-Fivi PERCLWT
CORTRACEP 1 VE PREVALELC& RATE STAIED pS Thi PURPOSE
BY THE EuD OF THE PRCJECT: IWNCLUDE IN PP STRATEGY
THE VARIOUS ELEWENTS WEQUIKED TC NELT THIS Pk~
VALENCE RATE, ASSIGHEING, WHERE POSSIBLE, SPeClFIC
TARGETS THAT TCOETHEZR WILL ACRIEVE THIS PREVALEGCE

RATEo U”CLASSJFILD COi'I'D PAGL 6...-.0000.

" Classifizgticn

OPTIONAL FORM 1311
tFernarty FS412(¢
Januery 15

Ot of &
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(C) PRIVATE VOLUNTARY STERILIZATION AND 3DG .
STERILIZATION SUPPORT: INCLUDE IN PP A BREAKDOWN
OF PROPOSED COSTS FOR ITEWS IN BOTH THE PRIVATE AND
BDG PROGRAM THAT AID WILL BE FUNDING.

(D) ROLE OF VWOMENS PC NOTES. THAT ALL FAMILY WEL-
FARE ASSISTAKTS ARE FEMALE AND ALL FAMILY PLANNIKG
ASSISTANTS (SUPERVISORS) ARE MALE. . WHAT ACTIONS ARE
BEING OR CAN BE TAXKEN TO PROMOTE SIGNIFICANT NUMBERS
OF FEMALE FAMILY WELFARE ASSISTANTS TO FAMILY
PLANNING ASSISTALTS SUPERVISORY POSITIONS? VAGLCE

UNCLASSIFIED
~Classification OPTIONAL FORM 1811
© {Formaerly 58-412(0-
January 10°
Dept. of Sta

80161-102
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ANNEX K

Bangladesh Government Voluntary
Sterilization Informed Consent Form

a. Iwlillingly give consent to have sterilization operation althrough
' I know there are temporary methods (oral pill, condom, 1.U.D. etc.)

b. 1Iknow it is a type of surgical operation and it has some risk.
The 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 fromn any fear or any other
conditions.

e. My husband/wife, gardians give full consent for this operation.

f. Iknow it is a permanent methbd, 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

In addition, the following clause is now being added to the
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.



Ancx L - page 1
Cost-Eff_ctivenuss Calculations

what follows is an attcmpt to divide total family planning program costs
from all sources into four majcr components of the prcgram: (1) Stcrilization;
(2) BDG scrvices other than sterilizaticn; {3) social Markcting; and (4) NGO scrviccs.
Once annual costs by component have been dcrived, they can be compared with
annual contraccptive usage by component to durive annual cost per continuous uscr
by componcnt. ‘This is muant to give some indicaticn of rulative cost-cffcctiveness
of cach component.

\ID, BDG and other donor inputs all must be revicwed to apportion their costs
among the four componcnts listud above. AID inputs arc reordered first in Fart
which follows. To do this, it was nuccssory to stimat. how AID contraceptivc com=
modity costs arc distributed between th. BDG pregram, Sccial Markcting and NGOs.
Fart B gccs through this proccss.

BDG-financcd ccsts arc divided into dircct costs, ic costs dircctly attri-
butrable to cither sterilization or other services, and indirvct costs,ic managcmant,
training, supervision and other costs which arc not muthed specific, fart ©
calculates thesc direct, and indircct custs.

part D cstimates the annual appertionment of other donor costs between
stcrilization and indirect ccsts.

Idding the annual indirect costs (ic non-m.thod spicific) of thc BDG program
financed by LID, the BDG and other doncrs, total indircct costs of the BDG
program arc derived in Fart E. Then this total annual indircct cost is attributed
to stcrilization or othoer methods | An the same proportion as the number of ¢
clients served annually between the twe componcents.,

Encugh information is now availabli to prepore lart F, total annual
custs by componcent. By comparing this with jart G, annual contraccptive
usagc, the estimates of onnual cust per centinuuus usor which are found
in the cconomic analysis scction of the Frojuct kaper were calculatcd.

\olo
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part L. LID Froject Costs

8l
1. Social Markcting:
Social Marketing Grant 1,130,000
2. Demand Creation 100,000
3., Othcr NGOs:
DFFA 120,419
Pathfindcr 200,000
FESTC 100,000
TLF
Training
Sterﬂizaﬁon:BDG- costs
(inc.cquipment) 3,584,581
BAVE** 500,000
5. 3DG Other Services:
Training , 100,000
Opcrations Rescarch 100,000
Maternal & Child Hcalth 65,000
prcvalence Surveys 50,000
Local Fam. plan 50,000
CLRE grant *** 200,000
6.Commodities 4,700,000

7 .Evaluation

*» plthough BAVS is an NGO, B/VS and BDG sterilizaticn programs arc considered

Anncx L - page 2

Y82

2,870,000
670,126

178,586
834,088

350,000
700,000

100,000

5,233,520
1,100,000

890,000
400,000
165,000
150,000
400,000
325,000

11,237,000

FYs3

2,300,000
900,000

186,700
1,35¢,CC0O

350,000

800,000

125,000

6,210,660
1,50C,CL0

690,000
400,000 .
150,000
170,000
400,000
225,000

!

12,455,000
50,000

together becausc they work hand in hand and bucausc usy attributablc to

sterilization was figured for the country @s a whele and not scparated into

BDG vs NGO.

»%% CARE grant is included in 3DG scrvices becausc it provides scrvices dircctly

to the BDG and docs nci carry cut indcpendent family planning activitics

l:

1N



Innex L - page 3

Distribution between BDG Sccial Markcting F

Fart B.

From Taoblc 1V, contracuptive prevalence by mcthud ond crganizaticn (BDG,
NGO, Smp) con b uscd to ¢stimate distribution uf ccmmcdity costs among

i1

organizations.
FYSl FY32 FY83
Organization & Mcthod Continucus Continucus Ccntinuous
Us oIS uscrs uscrs
BDG: Pills 823,076 926,923 1,0C0,C00
Ccndoms 506,C0C 511,CCC 711,C0C
Othcr 75,CCC 85, CCL 9C,cCC
Total 1,348,076 1,522,923 1,8C1,CCC
SME: Iills 8c,06C 115,0CC 189,615
Condoms 4CC,CLo 489,CCC 489,CCC
Other 85,0CC 115,CCC 115,C0CC
Total 565,0CC 719,GCC 793,615
NGOs: Fills 302,850 52,425 555,CCC
Condoms 232,7GC 277,2CC 365,000
Other 34,450 45,375 50¢,GGC
Tctal 65C,CLC 825,CCC 1,CCC,c0C
Total contraceptive usa
—atiributable to:
Fills 1,285,526 1,544,348 1,744,615
Condoms 1,122,7¢C 1,277,20¢C 1,595,CCC
Othcer 154,45C 245,375 255,CCC

Assuming percentage diswibution between pill, condom, cther, and
sterilization usc is approximatcly the same as th. BDG program, NGO
mix was dctcrmined by taking the appropriate percentage of tctal NGO

prcvalence provided Table IV, as follows

Fills
Condoms
Othcr

Fyal

58.9%

35.8%
5.3%

FYg2
6(.u%
35.9%

5.5%

Fy83

55.5%

39.5%
5.C%
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Methed

Fills:
BLG
SMF
NGO

Condoms:

BDG
SMP

( iGO

Other:
BDG
SM
NGO

FY0l
%usc attri-
butablc tc; Cost
16C.C% 600,000
64.C% 384,000
6.2% . 37,200
29.8% 178,800
3,900,000
122"1:: 1,719,900
* 1,376,700
35.3% 803, 400
2C.6%
1¢C.C% 100,000
38.7% 38,700
43,800
gg'g;‘: 17,500

'

Anncx L - page 4

Commcdity Cest of All Methcds by Organizations

rG
AP
NGO

Fysl

$2,142,600
1,457,700

999,700

FYB2
%usc attri-
butabl. tu: Cust
16C.C%  $4,000,000
6C.L % 2,400,000
7.5% 300,000
32.5% .1,300,000
1CC.C% 5,962,000
4C.(% 2,384,800
38.3% 2,283,446
21.7f6 1,293,754
10C.C% 1,075,000
34.7% 373,025
16.9% 504,175
18.4% 197,800
FY82
$5,157,825
3,087,621
2,791,554

- FY85
%usc attri-
butablc to; Cost
1¢¢.C% $4,500,000
57.3% 2,578,500
. . 490;500
;i'g;z 1,431,000
1¢C.C% $6,3C5,CCC
44.6% 2,812,C3(
36.7% 1,935,635
24.7% 1,557,335
1(¢.C% 1,500,000
35.3% 529,500
45.1% 676,500
19.6% 294,000
FYa3 '
$5,920,030
3,102,635
3,282,335
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Fart C: BDG Costs: Dircct Costs

To dividc the costs of the BDG budget betwein sterilization and cther
mcthods, costs will be divided into two componcents; dircct costs (salaries)
and indircct costs (administration, training, supcrvisicn, ovcrall program
management and infrastructur<). The former can be dividud fairly easily
between sterilization and cther methods by ¢stimation of the time involved
by family planning workers in providing stcrilization scrvices vs cther
servicus. The latter (@administrative costs) is not mcthod specific. Division
of "administrative costs' butween stcrilization and other mcthods will be
described later.

Dircct Costs of Sterilization

Tubal ligaticn rcquircs direct servicus of a doctor, an FWV or attendant,

and an FWa, Vascctemy requires services of a doctor, an FWV cr attcndant,
and an FFA.

Cost per ligation and vascctomy, thercfore, are calculated as follows:

ML Time/Sterilization = 30 min.
MD Total Time/Mc. = 170 hrs.
MD Salary*/Mo. = Tk.1200

MD Cost/Sterilization = Tk. 3.6

FWV or attcndant Time/Sterilization = 1 hr.
FWV Tctal 'I;lmc-/Mo. = 170 hrs.

FWV Salary /Mo. = Tk. 510

FWV Cost/Sterilization = Tk. 3

* Includes benefits

\\©


http:work'.rs

hnnex L - Fage 6

Fw2 *Timc/Sterilization = 12 hrs,
FWh Salary/Mc. = Tk, 360
FW/ Cost/Sterilization = Tk. 25

FFA**Timc/Sterilization = 8 hrs.
FL2, Salary/Mo. = Tk. 420
FEh Cost/Sterilizaticn = Tk. 20

Cost / ligation = 31.6
Cost / vasectomy = 26.6

The cetimatcd number of sterilizations purformed annually are as follows:

Ligation Vasectomy Total
Fysl 345,950 61,050 407,000
FYB82 469,200 82,800 552,000
FY83 566,100 99,900 666,000

Therefcre total BDG direct costs for sturilization arc

Ligation Vasectomy Total
Fysl Tk.11,070,400 Tx.1,648,350 Tk.12,715,75C ar § 847,920
FY82 Tk.15,014,400 Tx.2,235,600 Tk.17,250,000 or $1,150,000‘
FY83 Tk.18,115,200 Tk.2,697,300 Tk .20,812,500 or $1,387,500

Direct BDG Costs for Other Micthads

Direct BDG costs for all other methods consist of the salaries of all
family planning ficld pursonnct who deliver services: FWAs, FEAs and FWVs,
less the portion of thedr salarics attributable to stcrilization. motivation and
services. The latter is less than the total direct costs attributable to
sterilization because it excludes the cost of the doctors' salarics.

** Assumes 3 clicnts usually brought at one time and includes time required
for motivation.
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FWA Salarics:

Totall

Less part attributable

to sterilization
Salary attributablc
to other mcthods

FEA Salarics:

Tota13

Less Stcrilization
Other Mcthods

4

FWV Salaries:

Tot‘esl5

Less Sterilization
Othcr Mcthods

6

Total FPA/FWI/

FWV Salarics
attributable to
other mcthods

1

Y8l

Tk . 58,320,000

- 8,648,750

49,671,250

Tk .32,760,000

- 1,221,000

31,539,600

Tk .22,644,000

- 1,221,060
21,423,000

Tk.1G2,633,250
$ 6,842,200

Tx360/mo x 12 mo x 13,500 FWAs

g Tk .25/1igaticn x nc. ligations annually
Tk .420/mo. x 12 mo. x 6,500 Fi /.8

4 Tk . 20/vascctomy x no. vascctomics annually

S Tk.510/mo. x 12 mo. « 3,700 FWVs
6 1x.3/sterilization x no. sterilizations annually

Annox L - fage 7

Eys2 Y83
58,320,060 58,320,000
-11,750,000 =14,152,500
46,590,000 44,167,000
32,760,000 32,760,000
- 1,656,000 - 1,998,000
31,114,000 30,762,000
22,644,000 22,644,000
20,980,000 20,646,000

Tk.98, 652,000 Tk.S5,575,500
$ 6,579,500 §$ 6,371,700

Wi
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BDG-Funded krogram Costs

FY81 Fys2 Fy83
Total BDG FF Rudget $ 23,0C€0,000 $ 25,300,000 $ 25,400,000 .
Less Sterilization Dircct Cests 847,500 1,579,500 1,387,500
Less Other Srvces Oreat Costs 6,842,200 6,579,500 6,371,700
Equals Total Dircct Costs . § 15,309,900 $17,570,50C $17,640,800

Part D. Other Donor Contributions to thc BDG I'rogram

Tho two other significant doncrs to the BDG family planning program arc
the IBRD consortium and UNFI'A. Bucausc limited budgctary data are aveilable,
other funds cannot be accuratcly divided boetween sterilizaticn and other costs.
For the purpose of this cxercise, the following assumptions arc made.

1. Over the three year period, the IBRD consortium will spend § 75,000,000
and UNFFA will spend $ 27,400,C00. Since this is ¢ntircly government-
to-government assistance, all of it will be channelid to the BDG program.

2. IBRD will contribute $ 8,500,000 for medicines used in sterilization.
This will be divided among the three projuct years in the same ratio
as numbers of sterilizations! performed.

3. Lpproximately 6C% of the total IBRD projuct will finance construction of
Thana Health Ccnters and Union Family Welfare Centers. Since these
ar. used half for family planning and MCH work and half for hcalth work, only
half thcir total cost will be included as family planning cests; i.¢e.
$ 75,000,000 x .60 x .50 = $ 22,500,C0C will be uxcluded from the total.

4. All UNFP4 costs and IDRD costs other than health costs of construction and
sterilization medicines will be included in indircct costs of the BDG
program (i.¢., $ 71,400,000).

S. Thuse indircet costs will be apporticned annually over the three years.

Othur Donour Costs of BDG Frugram

Fy8l FY82 FY83
Sterilization (IGRD) 2,12y,0CC 2,887,000 3,484,000
Indirect Costs 23,800,000 23,80C, 000 23,800,000
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Part E. Total Indircct Costs of BDG Frogram

For the purposcs of this analysis, total administrativc costs will ba
apporticned among methods according to the number of clicnts served annually.,
For stecrilization, number of clicnts is number of sterilizations performed. For
other methcds, number of clients is number of centinucus users. Bechuse other
methods require continuous motivarton, follow-up and resupply of current users
where sterilization docs nct, administrative costs for other methods may b some-
what highcr than for stcrilization, but in abscnee of a gcod basis on which to
welght each mcthod, no weights will be applicd.

Sterilization Clicnts 407,000 (23%) 552,000 (27%) 660,000 (27%)
Other Method Uscrs 1,348,076(77%)1,52,923(73%) 1,801,000(73 %)

Source of funds Fysl ’ FY82 Fy83

BDG $15,309,500 $17,570,500 $ 17,640,800

Other Doncrs 23,800,000 23,800,000 23,800,000

AID 1,58C,000 1,635,0C0 1,915,000
TOTAL $ 40,689,900 $ 43,005,500 $ 43,355,800

Indirect Costs of
Stcrilization $ 9,358,700 S 11,611,350 $11,706,100

Indirect Costs of
othcr metheds 31,331,200 31,394,150 31,649,700

pPart F. Cost by Componcnt

1. TOTAL COSTS OF STERILIZATION

Fy81 Fy82 Fy83
BDG Direct Costs $§ 847,920 $ 1,150,0C0 $ 1,387,500
Indircct Costs 9,358,700 11,611,350 11,706,100
AID Direct Costs 3,499,581 6,148,520 7,180,660
IBRD-Mcdicincs 2,129,000 2,887,000 3,484,000
15,835,201 21,796,870 23,758‘,2‘6——0

Total $

Hd
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2. TOTAL COSTS OF BDG OTHER METHODS

FY8l

AID Commoditics $ 5,050,000

BDG Dircct Costs 6,842,20C
Indirect Costs 31,331,200
Total ¢ 43,223,400
3. Social Marketing $ 1,130,000
4, Other NGOs
AID Costs $ 1,120,419
3 NGO's own resourccs"___Z_,_E@_,_Q_(_)_O_
Total ¢ 3,680,419

knnex L - page 10

fy8z, _Fyss
$11» 437, 000 § 12,605,000

31,394,150 31,649,700
$49,410,650  $50,626,400

$ $

2,870,000 2,300,000

$ 4,411,700 $9,029,793

[ __2,560,0C0 2,560,000
§ 6,971,700  ¢1,589,793

* From all sources, except in cascs where the grant is supplemcenting non family
planning dcvelopment programs to add family planning motivational sorvice
clements. For many of thesc organizations FF is an add-on to other services

unrclated to FF.

~nnual Contraccptive Usage

FY8l
BDG Stcrilization ** 3,663,000
BDG Other (Teble 1V) 1,398,076

- Social Marketing (Table IV) 565,000

NGOs (Table IV) 650,000

_Fyp2_ _EY83_
4,968,0C0 5,994,000
1,522,923 1,801,000

719,000 793,615
825,000 1,00G, 000

** Based on actual number performed during ycar x9, since conscrvatively, a
person undergoing sterilization receives 9 ycars of protection (Ic, will reach age -

45 in nine ycars).
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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-
ment for the sterilization program. These commodities will be ordered
on PI0/Cs and A.I.D./W will be requested to designate either GSA or
other appropriate Government procurement agencies to procure and ship
them. Ninety-five percent of these commodities are contraceptives.

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
CbC, once the exact type and quantity of equipment has been determined.

After the commodities arrive in Chittagong in Bangladesh, they will be
stored in one of three central warehouses located in Chittagong, Khulna,
or Dacca. From these warehouses commodities are trucked on a monthly
basis to the Deputy Directors for population in all 20 districts. From
there, commodities are delivered to Thana Family Planning Officers where
fieldworkers receive their monthly supplies. The supply management and
logistics system used in the Bangladesh family planning program was de~
signed with the assistance of CDC. CDC will continue to provide manage-
ment assistance to the program through the life of this project. In
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.1.D. supplied commodities from the BDG.

\o
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MEMORANDU:t

TO DS/DAA/HRD, SCephen Josepn

FRON

DS/POP," J. ‘Joseph’ Speidel”

SUBJECT: Baugladenﬁ Papulacxoh Prb]écc Pupeé'-'?aﬁxly'Planning Secvices,
368~0050; Compliance with PD-70. ) s '

I nava discussed che Bangladesn Project Papur with Miice Jordan and dased
nn xntorma:xan contained in the Project ‘Paper ana supptemented by Mixe
Jordan's cecent tield visits, we nave come to the following conclusionas.

Iaformea Consent - Tae Governaeat of Bangladasn has agreed to prepace ao
infurmed consent form wnich complies witn PD-70 guidelines. D aaa
agreed ro support tane cosc of printing this form. Tae iaitlial form whicn
nav been cransLJc;u 13 believed to be 1ln compliance witia Che exception
that the pa:xenc 3 option to withdraw consent anyCuime prior to tae
oparation is not adequately spellea out in the current rora. Tnis will bhe
amended in supsequanC versions of tne foram, and impi2mentation o 1nromea
consenC proceducres as required dy PD-70 will wade a conuition precendan
prior to implementing the new tawily planning services project.
Imptementacion of informed consent procedures, Caer:rfore, does not appedr
to prasent a dilficulty with respect to approval of ctine project papedr.

Wicn regard Co ready dcces co other methods vt a conmon Locativn, tnis has
20C oeen weil documencad in tne PP. Pernups this tov should oe a
condLtion precedent prior co lLaplameatinyg tne aew proyrado.

Incontive Payments - Payment of tne doctor's ifee nas been iLncreased trow
15 to 20 taxa, or trom $L.00 co $1.33 per tupectomy or vasectowy.
Pnysicidaas are paid on 4 pec=-case dasils Lor Ca2 durgery purformed, nowaver
tn2y do Aot aotivdce cliaants. The possipilicy of paymenc on a prr-session
vAaRlg a8 Deen ulscugsed Jith ¢he Government of bungladedn, ouc Iheir
Ceems Of ratersace LOr 3 32549100 are weignCed neavily Co procedurss
parformed. Tne incredse in payment 18 consistent with increased cost of
Liviag; aud a0es 2ot reprusent any signicicant fucreass2 1n r2conpense per
procedure 1a ceal terms.  Assuming the revised pPO-70 guidelines arce
appraved and Joctorss conCluue CO nave a0 role 1o MoCivatios oL patizots,
43 1n {epal, conClauvation ol case payment 1a Jusciried. Howevec, evin 80,
1C would seem appropriale L9 urde Cie wlsalon cu conlinue €0 scex
alterustive neans of ralmoursin? paysicidas. Ic saoula also oe aoted tiat
4 par-case payment Of govarnment paysiclans 18 jusCillea CO 0wme 24C2aC i
chat all paysicrans are allowed toelr privace practice trom 2:00 p.m. on
dnd Cherefare duid pe elizlole tur par-cdsd paymeuC fur rendering otaer
s2rvices 10 Che privale #.2¢lor.

|\
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Fees golng to supporting clinic starf of L0 taxd4 (§.65) per cubectomy anl
3 taga ($.5)) per vasactomy 80 Co 'paramedics or aurses wino ussist in
surgery and routine posc-operacive care. This staft 1s not involved in
motivation of cliencts. The Jdifferential paymeat tor tubectomy va
vasectomy is justified by tue Mission un the basis Cnat moce Latenaiva

cara 18 required ftor. tuvectowy cliznCs compured Co vaseccomy clieuncs.
Fieldworker compensation ui ‘S taka (5.33) is ofrfereu for eacn tubectouwy or
vagactoay. ‘Ihis amouat ia unclianged trom previous years and requires that
the tieldworter accoupany tneir clients to Cthe clinic and vemain with Chen
to provide such gervices-as fatcning food and carrying for taeirv childran,
R LAY AV
Food coscts of 48 ctaka ($3.20) tor tuoectomy and L6 taka ($1.06) tor
vasectomy are justified as the averdge cost of proviuiag food to clients
and is given to cthe patients 30 that relatives ana fiecldworkera assistiog
taem at clinics can purchase rood for them during Che procedure and
convaléscence. Tais amount is unchaaged from previous levels in the

program.

The transpuration cORts or 35 Caka ($2.33) per tubectumy and 30 taxa
($2.00) per vasectomy is Cae average cost of clieqf travel co ana from the
steclllzacion center. The 3ame amount is given Lo all patients for the
sawe ol administrative simplicity. A greacter fee ‘13 provided to tudectomy
patlents because g greacer aumber of relatives, cnildren, =tc., travzl

with Cheim.

Cumpeasucion ror wage loss of 40 ctaka {$2.06) per tubectomy and 50 caxa
($4.00) per vasectowy h1as been ce~examined ny the Goverwmment ot Bangladesn
and reduced compdared Cu what was previously proposed. Tue dirgsion teels
this is a real reprasencation of thne value of lost wages to easure Cadt
this compensatloa 1§ not percelved as an lncentive. Pacienca will oe tuls
a0t LO worx fur four dday. aad coapensacion is basea on ftour days lost
lapor. 1ine difterantial tn pay cerlects dirrerences 1n pdy levels ror man
ang women.

Resgbursement for the procurament or surgical apparel - Since ciera are no
laundry racilities ac service ceanters, the Migsion nas argued that
provision of ned lungi costinz 30 tawka ($2.00) for mea undergolng
vasectomy ‘and a new sdari [or women costing 50 caka ($3.30) fur wonea
undergoing tubectomy diminlsnes Cie chrances O intectivn., Ia iy view,
tnis eleient of cthe program is L2sd easily Juscirica than tie OChec codts
described above. However, Cae cost dgsocirataed with procurcueal of theis
garieats nds deen supported by USATID Juring the pagt three years of tne
rirsc population projzct and was cleared by cua GO ana ALD/W aa
appropriate support in Ligat of Pu-70.

Based 0 tae drgumonts pres2anled vy tas Mission 2nd Mige Juedan, it would
appear tindl Cne pacgdge Of recuwpanse €O accepturs capresents logltimate
expenses which <ould de incurces oy pdrCicipatliun ia cue voluncacy
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sterilization program. Wa also underscann .thac tne. Mission aad che.
Covernment of Bangaldesh are undertaking &n operacxons research progrem in
waich some of the elements of this package will be ofrered to IUD |
accepto:rs in an attewpt Co unaerstana if VS secrvices are made more
actrdctive to tnhe acceptor than other con:racepcxves gervices. “Ic would™
seen reasvnable to aot hold up iumplemencation of chiy stzrilization
program, buc to modify tne [UD progrum a8 requiced 1an l1ght Oof any uew
inrormetion. ' o
An element of Pu—?U requ1res that VS servxcua Du ot niga qualxty. -8ince 4
nuover ot deficiencias reLathg to qualzcy ot Vb satvices nave been
iuentitied, che rollowiag actions will be taen.
et ‘ , T
l. Purchase ana prbvxéxun ot eﬁcr;ency lifesaving equipw=nt to all
Governmenct or Bangladesh clinics tagougn IPAVS.

2. Continulng LavestligdCion cnruugh the ofticas of CDC or
sterilizacion ceaths.

3. A study of the Fisnburne protocol for anestausia will be
undertaken.
e

4. A nacional conference CO review reports and recommnendatioas
relating to satety of sterilization. The uecisiousd of this confecence
will ne tne pasis of new trainlng progrdms Lor pnysicirans.

5. Establishmanc of 4 compecent survelliance system relating co
sarety ot sterilization will be made a condition praceuent ror supporc
or scarilization under the project.

Conclusion - Assuming tne above plans are wmplementad, tn my julgnent,
conuitions required by the raviiion version Of guidaace to implementation
or PD-70) w~would o2 met. Altaough there sre othier Lssuaes retattag to cae
prcoposed project paper, dssuming carclul and well-supervised
imp!amencation of tne plaas celating to scerilization, issues relaclng to
PD-70 snould not pe & oar to approval Of tae Proj2Ct pdapar.

[ DS/POP; Pc Bdldi
DS/POP/ASIA-HE, Y. Jonnson

DS/POP:JJSpeidel:nmk
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