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Family Planning Servi ces.Name of Country: Bangladesh Name of Project: 

Number of Project: 388-0050
 

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

the Family Planning Services Project for Bangladesh was 
authorized on February 

hereby amended as follows:17, 1981. That authorization is 

and the following is 
a. Paragraph I of the authorization is deleted 


inserted in lieu thereof:
 

104(b) of the Foreign Assistance Act of
"Pursuant to Section 

amended, I hereby authorize the Family Planning1961, as 

Services Project (the "Project") for the Government of
 

non-
Bangladesh (the "Cooperating Country") and certain 

("NGOs") involving
governmental organizations in Bangladesh 

Hundred and Forty-Oneof not to exceed OCeplanned obligations 
Dollars'o Hundred Sixty-One Thousand United S,ates

Million, 
Fiscal Year. 1981 throughin Grant funds during($141,261 ,000) 

1986, subject to the availability of funds in accordamce with 

to hell) in financing foreign
the A.I.D. OYB/allotment process, 

The planned

exchange and local currency costs for the Project. 


February 17, 1981 to September 30, 1988.' 
life of project is from 

is added to the authorization as follows: 
b. A new paragraph 5 

"5. Waiver
 

I hereby waive the requirement of
"Proiect Vehicles. 
Section 636(i) of the Foreirn Assistance Act 

of 1961, as 

amended, and the source 7'origin requirements of Handbook 1, 
5, to permit the procurement of ninety-Supplement B, Chapter 

Inc. (PSI)Services International,six vehicles by Population 

and other >.gOs to facilitate implementation of the Project.
 

"I certify that exclusion of procurement from 
Free World
 

other thln the Cooperating Country anO Code 941
countries 
countries would 5eriously impede attainment 

of U.S. foreign
 

policy objectives and objectives of the foreign 
assistance
 

program. 11 

as follows:to the authorization c. A new paragraph 6 is added 

Mission Director to Extend
"6. Renewal of hthority of the 


Life of Proiect (Project PAC) by One Year.
 

the project approved by this
"The extension of the life of 

renews the authority of the USAID/
to the authorizationamendment 

the life of the project
Bangladesh Mission Director to extend 


by one year."
(project PACD) 

(cont'd... 2)
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2. The authorization cited above remains in force except as hereby 
amended.
 

Signature
 
M. Peter McPherson 
Administrator
 

Date: 

Drafted: RLA/SCAllen :msj :skd 

1/25/84
 

Clearances P&Ht: JThomasj[J. jRLA:SA]Ien (4. afty;l " 

PRO:Iffloehm " 

f CONIT:RDeBru 

DD:WJoslin
 
" D:JANorri 
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A. Overview
 

This amendment extends the project three years and increases the project 
authorization by $76.4 million. During the amendment period the project 
will focus on those activities which have proved to be mos. successful in 
achieving project objectives and will pursue those demonstrably 
worthwhile discrete activities identified during ongoing evaluations and 
assessments. During the FY 1983-86 period, we will collaborate with the 
other major Donors and the Government to develop a unified action plan
 
for the future development of the National Population Control Program and
 
for complementary Donor assistance. Recommended changes in the program 
will be reflected in the amendment to this project and in the new USAID 
project for FY 1987 funding. 

B. Project Progress
 

The project has four principal elements: expansion of services, training, 
management information and (limited) demand creation activities. The
 
project purpose is to be achieved by concentrating resources on improving 
and expanding the delivery of family planning services through the 
existing MOHPC system, the SMP and other NGO efforts: 

--	 The MOHPC implements a large public sector family planning program 
offering both clinical and domicilliary services and is responsible 
for coordinating all other population control efforts. The MOHPC 
has an extensive family planning services network which has the 
potential to effectively provide free services to the rural poor, 
particularly in remote areas. The MOHPC predominates in the 
delivery of VS (voluntary sterilization) and IUD services and has 
shown considerable growth in performance levels for these methods. 

--	 The SMP utilizes commercial marketing techniques to expand the 
availability of condoms, contraceptive pills and foaming tablets, 
selling its products at subsidized prices through 105,000 retail 
outlets. The SMP currently is test marketing an oral rehydration 
product and recently has received approval to test market an 
injectable contraceptive through graduate doctors. 

- Finally, NGOs use a wide range of approaches to delivery of 
services, including both clinic-based and community-based programs 
sometimes integrated with other development activities. These 
programs complement the MOHPC and SMP activities and presently 
serve primarily that segment of the population located in cities 
and large towns. The current project provides funds to five NGO 
"intermediary" agencies that support the activities of indigenous 
organizations. By June 1983, over 50 new NGO CBD subprojects at 95 
locations had been initiated under the project - serving 44 
district ard sub-divisional towns, as well as some limited rural 
populations. 



It is important to note that the project is an integral-part of the 
larger national program to reduce fertility. Although the SMP and other
 
NGO activities are discrete projects, the MOHPC program (and therefore
 
the project purpose) relies on the support of other Donors and government
 
contribution for success.
 

The very preliminary results of the 1983 CPS, however, indicate a CPR
 
(modern methods) of about 15% and it is now evident that the original
 
project target of 25% ,ill not be fully achieved. This is largely due to
 
three factors: the target (for a number of reasons) was unrealistic; the
 
MOHPC -- which was expected to be the predominant provider of family 
planning services under the national population control program -- did 
not perform as expected; and the CPS in Bangladesh seems to undercount
 
condom use, an area of substantial growth. The BDG, in conjunction with
 
the major Donors, is now attempting to redress problems in the M IPC
 
family planning program. However, this is expected to be a long-term 
effort. We have revised the project targets to realistic but still
 
ambitious levels and extended the project by an additional three years.
 

C. Proposed FY 84-86 Add-on Activities 

Based on USAID review of the project, results of the Midterm Evaluation,
 
audit findings, and AID Policy Paper:;, the same project purpose and goal
 
will be retained during the amendment period. The numerical CPR target,
 
however, will be 23% by the end -r CY 1997.
 

The basic strategy of the project also will be retained but the emphasis
 
on each component within implementing agencies will be changed. Priority 
will continue to be given to the expansion of family planning services. 
However, we will concentrate our efforts on those activities showing 
evidence of the best performance --- the MOHXPC clinical methods, the SMP 
and other NGO activities. Donor dialogue will continue with the BDG to 
identify major areas of improvement to achieve more effective
 
implementation of the family planning program.
 

1. The Ministry of Health and Population Control Program
 

We will continue to support the delivery and, to the extent possible, 
continued expansion of family planning services by the MOHPC through VS, 
IUD and injectable reimbursement and commodities. The awards program 
will be expanded. Development of MCH materials, training and other 
institution building activities such as the local family planning project 
and operations research will be consolidated in a new Technical 
Resources, Research and Training budget category which will use pipeline 
FY 81-83 funds, but no new funding. This category will also be used for 
long and short-term consultants, evaluations and other discrete 
activities as they are identified. 
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2. The Social Marketing Project
 

The highly successful SMP will continue to expand its present activities
 
with eight years of dramatic growth in condom sales and nearly universal
 
geographic coverage. The SMP, at last, also seems to have developed an 
effective system for distributing pills which is expected to produce a
 
significant growth in pill sales. It will increase the number of 
products -- one new brand of condom, one new brand of oral contraceptive, 
an injectable contraceptive and an oral rehydration product. The mass 
media campaign will be continued and evaluated. 

3. Other Nongovernmental Organizations
 

We will continue to support the expansion cF NGO sub-projects in urban
 
areas developed during the original project. An important emphasis 
during the amendment period will be the promotion of NGO activities which 
augment the government program in rural areas. Another important aspect 
of our support to NGOs will be assistance in the development of
 
sub-project a-.nagement capability through short-term technical services
 
and training. If the ICDDR,B Extension Project is successful, then we
 
plan to assist the training of MDIIPC fieldworkers in other thanas.
 

We will implement the new NGO MIS which will be used to evaluate the
 
effectiveness of various NGO strategies. While current perfornvnce
 
information indicates that NGO's generally can be an efficient means of
 
providing family planning services, they use a number of diverse delivery
 
methods -- all of which may not be equally productive. 

D. Budget (Obligations By Fiscal Year) 

FY 81-83 
Tin 

FY 84-86 
oos 

Total 

1. MOHPC 20,823 18,474 39,297 

2. smP 7,311 13,505 20,816 

3. Other NGOs 
Grants/Contracts 9,541 18,041 27,582 

4. Contraceptive 
Commodities 22,586 30,980 53,566 

Total Author zation 60,261 81,000 141,261 
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II. Problem Analysis 

A. Introduction
 

Unrestrained population growth continues to present one of the greatest

impediments to improving social and economic conditions in Bangladesh. 
Since Independence, successive governments have consistently promoted,

with considerable donor support, ambitious public sector programs to
 
reduce fertility. Although the impact of these programs on the 
population growth rate ?.argely has been disappointing, during the past 
ten years there have been some important achievements. The government 
has established a functioning, if not always effective, national system
for delivery of family planning services. Further, there is a universal
 
awareness of family planning and knowledge of at least one modern
 
contraceptive method. While the contraceptive prevalence rate has, in
 
fact, increased slowly, there is now evidence that an initial
 
contraceptive prevalence rate of 35% could be reached provided that
 
service delivery is improved and modern contraceptive methods are readily
 
and regularly available.
 

The imperatives for an effective expanded national population control
 
program cannot be overstated. The present Bangladesh population of 96 
million people is increasing at 2.4% per year and is expected to double,
 
at this rate, in twenty-nine years. Without successful efforts to reduce
 
this growth rate, mounting population pressures through the next century 
will adversely affect levels of health, nutritional intake, per capita

income, population density, unemployment and other inlicators of social
 
welfare. The exponential inpact of the present rate of population gr.'*h
and the high social and economic cost against a limited resource base
 
demand the introduction of innovative approaches to reducing fertility
and an acceleration of efforts to improve the government's tamily
 
planning program.
 

B. Present Progress of the National Population Control Program 

1. Descrip ion of the overall program 

A comprehensive national family planning policy began emerging in 1973 
with the formulation of the First Five Year Plan. The p.an proposed a 
strong government program to achieve a decline in fertility to
 
replacement level by the year 2000. This demographic ob-ective was
 
subsequently accelerated in the Second Five Year and the 1932 Two Year
 
Action Plan to achieve an NRR of 1 by 1990 by reducing the crude birth
 
rate from 45 to 31 per thousand and the crude death rate from 17 to 13
 
per thousand by 1985. Basically, to accomplish this, the Government has 
established a broadly-based National Population Control Program to
 
improve health care, increase pablic awareness of family planning,

provide easy access to contraceptive methods and generate community
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support for population planning through a system of community and
 
clinic-based services and mass-media campaigns. The National Population
 
Control Program is administered by a number of public and private
 
organizations using a variety of approaches and reaching different
 
segments of the population.
 

The Ministry of Health and Population Control implements a large public
 
sector family planning program offering both clinical and domicilliary

services and is responsible for coordinating all other population control
 
efforts. The MOHPC has an extensive family planning services network
 
which can be used to provide free services to the rural poor,
 
particularly in remote areas. Although, the MOHPC has not been effective
 
in the delivery of conunity-based services, the M(XiPC predominates in
 
the delivery of VS and IUD clinical services. The Ministries of
 
Agriculture; Education; Information and Broadcasting; Labour and
 
Industrial Welfare; Social Welfare and Women's Affairs; Rural Development
 
and Cooperatives; and Planning also offer various service delivery,
 
population education, research and IEC activities in what is called the

"multisectoral program."
 

The Social Marketing Project provides universal geographic coverage for
 
non-clinical contraceptive methods. It has successfully used commercial
 
marketing techniques to expand the availability of contraceptive pills,
 
condoms and foaming tablets. It has now initiated a pilot project to
 
develop an effective marketing strategy for injectable contraceptives,
 
through, at least initially, graduate doctors.
 

Finally, Nongovernmental Organizations use a wide range of approaches to
 
delivery of services, including both clinic-based and community-based
 
distribution and programs integrated with other development activities.
 
These programs complement the MOHPC and SMP activities (e.g, NGOs may
 
refer clients to government clinics). To date, these have been
 
concentrated in district and sub-divisional towns where the MOHPC has
 
been less active. AID is the principal Donor financing NGOs.
 

In 1982, approximately $60 million in total resources from all sources
 
were available for population and W-H activities. Most of the resources
 
were channelled through the MOHPC. The actual Government contribution
 
from both the Annual Development Plan and the Revenue Budget is about 20
 
percent of this total. The remaining 80 percent is contributed by
 
foreign donors for a variety of purposes (BDG project aid, commodities
 
and NGO activities). The government generally has not had to contribute
 
significantly to program costs because of the availability of generous

donor financing. Government funds, accordingly, are allocated to those
 
activities which are of little interest to foreign donors, e.g., salaries
 
and other administrative support. See Annex A for further discussion of
 
donor activities.
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There are three major donors -- The International Development Association 
of the IBRD, The United Nations Fund for Population Activities and AID 
(the single largest bilateral donor). In addition, there are a number of
 
multi and bilateral donors contributing, in aggregate, significant
 
complementary funding for both family planning and related health-care
 
activities.
 

Although the National Population Control Program is segmented by those
 
discrete activities hich individual donors are prepared to support and
 
by some divergence of donor strategies, it is important to note that the 
donors have successfully cooperated generally to maintain a rational and
 
interrelated effort.
 

2. Description of Present Problems in the Program
 

The Martial Law Administration continues to consider population control
 
to be a critical factor in the development of Bangladesh's human and
 
material resources and important progress has certainly been made in
 
family planning acceptance since 1972. Nzwever, modern birth control
 
methods, according to the 1981 CPS, were tieing used by 11% of the then 17
 
million eligible couples in Bangladesh -- an amount which is inadequate
 
to have any significant impact on population growth. Very preliminary
 
results of the 1983 CPS indicate that the CPR has increased to
 
approximately 15% (see Table I for comparative CPR data and Table 2 for
 
estimates of active users by method and implementing agency). Most of
 
the increase in prevalence seems to be in voluntary sterilizations. It
 
is important to note that this very limited number of acceptors isbeing 
reached despite evidence that a 35% CPR is now achievable given the 
present level cf socio-economic develoment provided that quality family 
planning services are readily and iegularly available. 

It now appears that the government's medium-term family planning goals 
are almost certain to be unachievable within the present time frame. 
During 1982/83 only about 60% of the government's Five Year Plan targets 
iere reached. This was largely due to the overly ambitious nature of the
 
targets but, more importantly, also to organizational problems within the
 
MOHPC (the single most important element of the government's national 
family planning effort) which impede the design and management of a 
successful program. The recent USAID mid-term evaluation of Project 
388-0050 concluded that the MOHPC program remains perpetually restrained 
by fiscal rigidity, frequent organizational changes, administrative 
inefficiencies and inadequate field worker supervision and training. 
This evaluation, in fact, reiterates the conclusions of similar 
evaluations both by AID and other donors during the last eight years. 
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The MOHPC's family planning program in Bangladesh has suffered from 
recurrent and demoralizing organizational changes that shift emphasis 
from vertical (i.e. separated) to integrated implementation of health 
care and family planning activities. These changes have disrupted the 
already weak administration of the Population Control Wing and have 
provoked tension between the Health and Population Control Wings over the 
relative importance of health care as a critical element in promoting 
family planning. Program reintegration ordered in 1980 has not been 
completely implemented: the relative importance of fieldworker services
 
(viz, family planning vs. MalI vs. oral rehydration vs. immunination vs. 
malaria control vs. health education) has been inadequately considered 
and at present 27 "core package" messages are expected to be delivered;
 
field workers remain un'ler-supervised; and logistical support (commodity 
supply, distribution aird control) remains a serious deficiency. 

Recent operations research projects conclude that inadequate supervision 
of field worker performance remains a central weakness of the M5OHPC 
program. The present supervisory system does not reward either 
supervisors who promote field worker productivity or field workers who 
perform well. Consequently, it is frequently observed that field workers 
do not regularly visit villages and "simply don't work". A recent study 
has indicated that field workers make only 10 to 23% of required home 
visits. Since there is a direct correlation between the frequency of
 
villager-field worker contact and family planning acceptance rates, this 
lack of field worker visits is a significant problem.
 

The proper distribution and control of family planning commodities has 
been an additional, persistent problem. Supply reporting is not complete 
and the obvious result has been unreliable distribution information, 
major difficulties with distribution control and inability to make valid 
procurement decisions. Accordingly, there is frequently either a 
shortage or a surplus of supplies. Additional, common problems include 
staff vacancies, inadequate training, undue transfer of trained 
personnel, inadequate storage facilities and insufficient transport
 
allowance.
 

3. Donor Response
 

A group representing the principal Donors has been meeting since November
 
1982 to discuss possible measures to resolve the long-standing 
administrative constraints to implementation of an Affective national 
population control program. As a result of these meetings a paper was 
drafted by the IBRD, UNIFPA and USAID (and formally presented to the 
government in March 1983) which recomnended, as an immediate measure, 
that the national population program be removed from direct government 
administration and placed under the auspices of a semi-autonomous
 
population control board responsible for planning, financing and 
implementation of activities directly and through the government and 
NGOs. Population and family plarining also was selected by the Bangladesh 
Consultative Group as a major agenda item for the 1984 Paris meeting. 



In July 1983, the Secretary of K)iPC, in response to the Donors' 
discussion paper, announced the formation of a National Council for 
Population Control. This Council would be chaired by the CMLA, have 
eleven Ministers as member s and an executive committee headed by the 
Minister of Health and Population Control. The Council, according to the 
Secretary, would have policy-making and coordinating (but not 
implementing) authority. In addition, the Secretary stated that, based 
on recommendations of the Donors' paper, some actions would be taken to
 
add new interventions and eliminate constraints to improve the
 
effectiveness of the program.
 

In September 1983, the Secretary of the MOHPC further announced a series 
of specific measures which he believed would resolve the problems in the 
MOHPC program and the Donors' concerns. These measures included a number 
of new interventions (principally a system of awards and penalties which 
promote improved field worker performance); an increase in compensation 
for clinic-based contraceptive methods; community awards for unions and 
upazilas (as well as NGOs) which achieve high acceptor rates; changes in 
certain bureaucratic regulations; changes in marriage age and maternity 
benefits; and a modified organization structure for the MOHPC based on a 
so-called "functional integration". 

The Secretary rejected the Donors' recommendation for a semi-autonomous
 
population control board with implementing functions stating that there
 
had already been too many changes in the implementation of the program
 
and it was now the time to consolidate responsibility and achieve
 
stability. The Secretary reiterated the government's belief that the
 
only effective way of delivering family planning services is through
 
integration with !U.
H and primary health services at the Upazilla level
 
and below. Instead of full integration, the government planned to
 
undertake functional integration (see Figures 1-4 for old and new
 
organization charts) which, the Secretary asserted, would resolve the
 
problems of earlier integration efforts and offered a more pragmatic
 
organization structure. While recognizing the wide range of problems
 
facing the implemontation of a successful program, he believed that these
 
could be resolved through appropriate supervision. The USAID-financed
 
Management Needs Assessment by Management Systems for Health in 
November-December 1983 generally agreed with the BDG position for the 
need for stability in program structure. 

The BDG will need some time to identify human and financial resources and
 
organizational changes necessary to improve the program and, during the 
next year, we expect the Donors to continue to encourage and support 
MOHPC efforts. During the amendment period, we will work to focus 
attention on systemic problems; continue to emphasize PD-3 and quality 
considerations in the VS program; improve the BDG logistics system; and 
on other identifiable issues as they develop. We plan to submit a new 
project for FY 1987 which reflects the government's changes in the 
program and coordinates with the new projects of the other Donors. 
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III. Family Planning Services Project 

A. Original Purpose, Goal and Strategy 

The Family Planning Services Proje.:t was designed as part of the national 
program to reduce fertility by increasing the prevalence rate of modern
 
birth control methods. The purpose of the .'roject is to increase the
 
prevalence of contraceptive use to 25% (modern methods) as part of a 
larger goal to reduce population growth as a critical element in
 
Bangladesh development.
 

The present AID project for addressing the population crisis is largely
 
based on evidence that an estimated 35-40% of eligible couples Would
 
practice family planning if modern and reliable birth control methods are
 
readily and regularly available. Accordingly, a strategy has developed
 
in which family planning delivery systems are strengthened to meet this
 
latent demand before activities which serve to create additional demand
 
(i.e., which create a demand for smaller families or, alternatively,
 
reduce the social and economic imperatives for large families) are
 
extensively undertaken.
 

The project purpose is to be achieved by concentrating resources on 
improving and expanling the delivery of family planning services through 
the existing MOHPC system, the SMP and other 1GO efforts. The project 
has four principal elements: expansion of services, training, management 
infornation and (limited) demand creation activities. It is important to 
note that the project is an integral part of the larger national program 
to reduce fertility. Although the SMP and other NGO activities are 
discrete projects, the MOHPC program (and therefore the project purpose) 
relies on the support of other Donors and government contribution for 
success. 

B. Revised Purpose, Goal and Strategy 

Since the CPR is expected to be 15% (modern methods) at the end of 1983, 
it is now evident that we will not reach the project purpose. Based on
 
the conclusions of the Mid-Term Evaluaton (see Annex E), audit findings
 
and our review of AID Policy Papers, the original purpose remains valid.
 
The numerical CPR target, as discussed more fully in the Technical
 
Analysis, will be 28% (modern methods) by the end of CY 1987.
 

The basic components a id project strategy also will be retained;
 
although, more emphasis will be placed on the expansion of family
 
planning services through the SNP and other NGO activities. This
 
emphasis and corresponding allocation of project funds (excluding
 
commodities) among the MOIPC, the SMP and other NGOs was based on two
 
important considerations: definition of the target populations and
 
assessment of the ability and willingness of each implementing
 
organization to reach the target populations rapidly and to meet CPR
 
objectives.
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Eligible couples who want family planning services are segmented 
according to two broad categories: location in urban or rural areas and 
family planning objective (i.e., those who want to limit their family
 
size choose both permanent and non-permanent methods; those who want to 
space their children choose only non-permanent methods). The National 
Population Control Program primarily reaches those who want to limit 
their family size by use of permanent methods. Of the 15% of eligible
 
couples accepting mzdern methods as estimated from the 1983 CPS, the
 
proportion using permanent methods has increased from 44% in 1981 to an
 
estimated 55% in 1983. The preliminary results of the 1983 CPS and 
service statistics further indicate that services to those eligible
 
couples who want to space their children are inadequate. 

In determining which organization could reach the various target
 
populations most effectively, the principal criteria were organizational
 
capacity and proven effectivness in expanding service delivery. The SMP
 
and NGOs are the most cost-effective organizations providing services.
 
However, the SMP provides primarily non-clinical family planning
 
methods. Various NGSOs provide a full range of services but, to date,
 
they have concentrated their activities in district and sub-divisional
 
towns and they do not, as yet, have the oganizational capacity to provide
 
coverage in rural areas. The MOHPC does have the infrastructure to
 
provide clinical and non-clinical services but it is less cost-effective
 
and has had considerable difficulty in expanding its non-clinical
 
services. Private doctors, traditional healers and pharmacists also
 
provide family planning services but not of full range and not at
 
significant levels. It is hoped that SMP will begin to energize these
 
groups to become more active through its increasingly effective oral
 
contraceptive marketing strategy and approved injectable contraceptive
 
pilot activity.
 

We propose to support those areas where the MOHPC has a demonstrated 
ability. Accordingly, in addition to commodities, amendment funds will 
be used for the reimbursement of expenditures for the provision of 
clinic-based contraceptive services, as well as the community, 
fieldworker and NGO awards program. Contraceptive Prevalence Surveys and
 
support to the FPSTC also will continue to be supported. 

The recent evaluation of SMP (see Annex F for summary of findings)
 
concluded that the tremendous growth in the national distribution of
 
non-clinical contraceptives since 1976 can be largely attributed to SMP
 
sales and that SMP now accounts for more than half of the distribution of
 
all non-clinical contraceptives. Based on this evaluation, we plan to
 
continue and expand this successful activity. Additions to our original
 
SMP strategy include the sale of an injectable contraceptive (not
 
provided by AID) through private physicians, the continuation of the mass
 
media advertising of the benefits of smaller families and the marketing
 
of primary health care products.
 



Other AID-funded NGO programs provide family planning services through 
local voluntary agencies which are not otherwise available through the
 
national program. At present these services are largely provided in
 
district and sub-divisional towns Dut we plan to expand NGO efforts in 
rural areas not reached by the MHPC.
 

C. Project Activities 

The follcming is a discussion of the present project and proposed
 
activities to be funded under the amendment. Annex G contains a
 
description of FY 1981-83 project activities that will not be continued
 
or receive nw funding under the amendment. Input/output tables are
 
included in Annex H. N.B, the dollar amounts for each implementing
 
agency exclude centrally procured commodities. The commodities funded
 
under the MOHPC Grant and shown in the Input/Output Table will be
 
utilized by both the MOIPC and NGOs but exclude those utilized by the SMP.
 

1. 	 Contraceptive Commodit ies FY 81-83: $22.6 million
 
FY 84-86: $31.1 million
 

AID is the largest supplier of contraceptives to the national program,
 
providing all the Condoms, Emko Foam, Neo-Sampoon tablets, Cu-T and, 
until recently, all the pills used in Bangladesh. In addition, drugs, 
and other supplies for the voluntary sterilization program have been 
financed on a limited, emergency basis.
 

The proper distribution and control of AID-financed and all other
 
commodities through the MC)HPC system, as noted above, has been a
 
persistent problem. Aside from concerted donor efforts, we have also
 
undertaken a numhLar of additional measures to improve the logistics
 
system. We successfully encouraged the government to permit NGO's to
 
obtain their supplies directly from the central warehouse rather than
 
from district stores. Since NGO's are significant distributors of pills
 
and condoms, this immediately served tG reduce demands on the government
 
system. We encouraged the government and UNFPA advisor to begin yearly
 
projections of supplies early enough to ensure adequate supplies on a 
timely basis -- this now is being done. In conjunction with UNFPA we 
initiated and ensured implementation of District and Thana Storekeeper 
training. We insisted on a physical inventory of supplies by the MOHPC 
in June 1983. The June inventory was not completed successfully and, 
therefoie, a contract will be negotiated with a chartered accounting firm 
to undertake annual nation-wide inventories. All outdated commodities 
will be removed at this time. The government Auditor General is 
conducting an audit of the MOHPC logistics system, at our request, which 
is expected to be completed by early 1984. 
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Centrally-procured commodities will continue to include condoms. We are 
not planning to purchase 	further oral contraceptives for the MCHPC. As
 
discussed more fully below, the oral contraceptive provided by AID has
 
not been popularly received in Bangladesh. Other donors have expressed 
an interest in providing oral contraceptives and it appears from on-going

discussions with them and the MOHPC that they will meet the BDG's oral
 
contraceptive need.
 

2. 	 MRlPC Program FY 81-83: $17.9 million
 
FY 84-86: 18.5 million
 

a. Voluntary Sterilizations 
 FY 81-83: $11.5 million
 
FY 84-86: $I0.6 million
 

Reimbursable expenses (see Table 3) include physicians and clinic staff
 
fees, surgical apparel (new sari or lungi), food, transportation, lost
 
wages and referral fee. 	This reimbursement is contingent upon continuous
 
government demonstration 	of the absolutely voluntary nature of the
 
sterilization program and competent technical supervision and
 
surveillance.
 

Government officials have been equally concerned with voluntarism and
 
quality of service. Informed consent forms have been issued and are
 
being used, revised procedures for analgesia and local anesthesia have
 
been adopted and retraining of physicians has begun. To confirm
 
compliance with informed 	consent procedures and accurate reporting of
 
sterilizations performed, an AID-financed chartered accounting firm is
 
conducting quarterly audits. The Swedish International Development

Agency, with WHO as the executing agency, is providing financing for
 
expatriate physicians as 	part of an independent voluntary sterilization
 
surveillance team (VSST). 
Since November 1982, reimbursements have been
 
contingent upon receipt of monthly VSST reports.
 

The quality of the sterilization procedure has undoubtedly improved and
 
is now probably the best 	surgical care available in Bangladesh.

Physicians are generally 	well trained in VS procedures and supplies are
 
now available. As a measure of progress the mortality rate (for both 
vasectomy and tubectomy) 	has fallen from an estimated 21 per 100,000 in
 
1979/80 to an estimated 6 per 100,000 in 1982/83. This compares to an
 
estimated maternal mortality rate of 640 per 100,000 pregnancies. Since 
there are still deficiencies in the program, e.g., laboratory tests and 
pre-surgical examinations are not always performed, careful monitoring of 
VS activities will continue. 

The number of voluntary sterilizations performed by both the BDG and NGOs 
has increased 190% from 135,791 procedures performed in 1979 to 394,239

performed in 1982. We expect 396,000 sterilizations to take place in 
1983. (See Table 4 for the number of VS per month from 1979 to September 
1983 and Figures 5 and 6.) 
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As iong as the program continues to meet PD-3 guidelines we will 
reimburse the I43HPC for procedures performed. However we expect the 
government to increase its contribution from nothing in BDG BY 1983/84 to 
20% in FY 1984/85, 40% in FY 1985/86 and 50% in FY 1986/87. The 
increased reimbursements effective November 1, 1983 are expected to 
result in an increased number of VS acceptors. This expected increase is 
reflected in our projections. 

b. 	 IUD Reimbursements FY 82-83: $0.6 million 
FY 84-86: $3.1 million (see below) 

In July 1982, the MOHPC requested AID assistance in strengthening their
 
IUD program. The IUD which had been extensively used in 1965-70, had
 
become generally unpopular due to inadequate fieldworker counselling and
 
anamnesis during this period. lIacever, a new IUD (the Cu-T) was being
 
introduced to revitalize the 	program. It was hoped that women would
 
perceive the Cu-T as better and more comfortable than the old Lippes
 
Lop. Since IUDs generally are inserted at clinics by paramedics or 
physicians, the MaPC planned to reimburse clients for the transportation
 
costs and paramedics and physicians for the insertion procedure. We
 
agreed to finance this program (using demand creation funds) for two
 
reasons: it was consistent with the goverrment's policy of making the
 
other mijor clinic-based method -- voluntary sterilization -- a
 
"no-cost-to-the client" method, and it
was believed that offering an
 
additional "no cost" temporary method would encourage use by potential 
family planning acceptors. Reimbursement for IUD insertion also assures 
that clinical methods are offered on a comparable basis. Since the 
introduction of the program, the average number of insertions per month
 
has increased from 6,846 (July 1981 - June 1982) to 9,738 (July 1982 -

June 1983).
 

IUD insertion is now a fully integrated, acceptable !4OHPC intervention
 
which we will continue to support as a service delivery activity.
 
Project funds will be used to reimburse the client's initial visit,
 
transportation costs, the referrers fee for the initial insertion and the
 
MOHPC cost of the i:.sertion. We also intend to reimburse the cost of a
 
follow-up visit. The reimbursements are based on MIS service statistics
 
but if the evaluation to be conducted in early 1984 shows discrepancies
 
in the number of insertions or other problems such as multiple IUD
 
insertions and payments to the same clients, appropriate adjustments will
 
be made in this program.
 

c. Injectable Reimbursements FY 84-86: included in b. above
 

Injectable contraceptives are becoming an increasingly popular 
contraceptive method in Bangladesh. Since this type of contraceptive 
generally is injected at clinics by physicians and some paramedics, the 
MOHPC is considering reimbursement of clients for the transportation cost 
and paramedics for the injection procedure to balance the compensations 



for the three clinic-based methods -- sterilization, IUD and injectable. 
AID will not supply injectable 	contraceptive commodities; however, we
 
have agreed, in principle, to reimburse associated costs if the MOHPC
 
implements the reimbursement scheme. The rationale for this
 
reimbursement is the same as that for IL[Ds.
 

d. 	 Performance Awards FY 81-83: 0
 
FY 84-86: $3.5 million
 

We have agreed, in principle, to finance as an innovative activity, an
 
NCPC performance award scheme which rewards MOHPC fieldworkers,
 
communities and non-governmental organizations whose service areas
 
achieve predetermined targets. The criteria to be used in determining
 
and measuring targets and the mechanisms for administering the scheme
 
will be established by a committee representing the MOHPC and AID with
 
the assistance of a consultant. The criteria will correspond to PD-3
 
guidelines. We will contract for an independent yearly evaluation of the
 
Awards Program commencing in 1985 after the program has been operating
 
for one year. We also expect to contract for an audit of the proposed

award recipients activities prior to disbursing funds for the program.

The award scheme is generally described below:
 

(i) MOHPC Field Force Awards: Poor fieldworker performance is largely
due to poor training and supervision, but also to salary and benefit 
structure and civil service regulations which do not reward those who 
perform well or penalize those who do not. Supplemental performance
awards (equivalent to one month salary), accordingly, will be given to 
all fieldworkers who exceed predetermined targets. Workers eligible for
 
the award include all fieldworkers at the thana level and below,
 
including the thana family planning officer. N.B, the MOHPC also plans
 
to take disciplinary action against those fieldworkers who do not meet
 
their targets for an eighteen month period.
 

(ii)Outstanding Achievement Awards: A national achievement award has
 
been proposed by the M0HPC to recognize outstanding performance of 
fieldworkers, clinical staff, medical practitioners, program managers,

and NGOs. The award will be in the form of a medal and certificate-of
merit. In addition, to promote improvement in the quality of VS
 
services, a certificate of merit and, possibly, a cash award will be
 
given to VS facilities which offer high quality care in hygienic
 
surroundings. 

(iii) Community and Organizational Awards: To encourage community 
leadership to assume more responsibility for the family planning program, 
an award will be given to any union which can exceed established family
 
planning targets. The award of Tk.50,000 is to be utilized for a
 
developmental project in the union. Twenty-one rural upazillas, one from
 
each district, also will be selected for an award if the upazilla has
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achieved established family planning targets. The award of Tk.100,000 is
 
to be used for development activities of the Upazilla, as decided by the
 
Upazilla Parishad. Ten NGOs which can demonstrate outstanding
 
performance with innovative ideas will be awarded a certificate of merit
 
and Tk.25,000 in cash to be used to further the activities of their
 
projects.
 

e. 	 CPS FY 81-83: $0.2 million
 
FY 84-86: $0.2 million
 

The 1983 survey, with M3HPC approval, is now being undertaken by an
 
independent firm on a contract basis. The field work for the 1983 CPS
 
began in October 1983 and the results are expected by the end of March
 
1984. The 1983 CPS is testing a complex methodology which is designed to
 
determine whether women underreport some methods, particularly condoms,
 
and therefore attempt to resolve the so-called condom-gap between CPS
 
results and distribution figures. We will continue to conduct the CPS
 
utilizing an 	independent Bangladesh research firm (see Evaluation Plan).
 

f. Activities To Be Conducted with Pipeline Funds 

Pipeline funds from the Local Family Planning Project, M1H materials,
 
training, printing, evaluation and operations research will be 
consolidated 	 under a new budget category called "Technical Resources, 
Training and Research". As new discrete activities are proposed by the
 
government or are identified in the management needs assessment or during
 
project implementation, they will be supported with these funds. Funds
 
will also be used for evaluations of the MOHPC program, consultants,
 
training and research activities. In addition, pipeline funds for
 
non-centrally-procured commodities will continue to be used to purchase
 
surgical ligatures, Cu-T, Emko foam and possibly foaming tablets. 

2. The Social Marketing Program FY 31-83: $7.3 million 
FY 84-86: k3.5 million
 

The private-sector Social Marketing Program (SMP) has been successfully 
operating in Bangladesh since 1975 with Population Services International 
(PSI) as advisor. The program was initially funded by AID/W but is now
 
included in the Family Planning Services Project. The SMP contraceptive
 
retail sales program currently sells two brands of condoms and oral
 
contraceptives and a foaming tablet (all supplied by AID) through 105,000
 
retail outlets at prices affordable by most of the population. It also
 
recently began selling a safe delivery kit at cost for use by midwives 
and other medical personnel. The sales effort which provides universal 
coverage in both urban and rural areas is effectively promoted by an 
intensive advertising campaign and other marketing techniques. 
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The SMP performance continues to be characterized by a growth rate 
exceeding 25% per year for the past seven years (see Figure 7 for SMP 
performance and Figure 8 for comparative BDG performance). From January 
through June 1983 there were an estimated 967,000 active users of SMP 
products (see Table 2). In 1983, the SMP annual sales are estimated to 
be 82 million condoms, 1.75 million cycles of oral pills and 5.5 million 
foaming tablets. Based on MIS service statistics, the SMP sales 
represent 68% of condom protection, 22% of oral pill protection and 75% 
of foaming tablet protection nation-wide: 51% of all non-clinical 
protection provided by the national program. 

The SMP condoms (Panther and Raja), in fact, are now the single most 
widely used non-clinical contraceptive method in Bangladesh. Until 
recently, however, growth in oral contraceptive sales had been largely 
disappointing. This was attributed to the initial marketing strategy in 
which pills were sold through commercial outlets without further 
counselling to clients. In 1930, with the introduction of Norminest 
which has a better image and a higher trade margin, a new campaign which 
provides the complementary services of medical representatives was 
started. The current strategy is centered on the medical practitioners 
who provide most of the medical care, including doctors, pharmacists and 
village practitioners. The new campaign appears to be successful and, 
for the first time since 1978, pill sales have begun to increase at a 
rate greater than that for condoms. In addition to its intensive
 
advertising campaign, the &MP has added mobile units to show family
 
planning films in semi-urban and rural areas. These films which have
 
been popularly received are shown about 80 times per month to crowds
 
ranging upwards of 3000 people. 

The SMP remains a dynamic organization that has continued to demonstrate 
that an effective retail marketing effort can have a major impact in low 
income, rural areas at a low unit cost (see Economic Analysis). To 
maintain its market and enhance the acceptability of its contraceptive 
products, the SMP will add to its product line another low dose oral 
contraceptive (not funded by AID), a third condom brand, an injectable 
contraceptive (not funded by AID) to be marketed on a pilot basis to 
private doctors and an ORS product. Governing Council approval, which 
must be obtained for these activities, has been received for adding the
 
ORS, condom and injectable contraceptive. To maintain substantial growth
 
in brand-namne contraceptive product marketing that has exceeded 25% per 
year over the past seven years and to expand into other product areas, 
additional investment is planned using amendment funds to expand the 
sales force (from 60 to 100) and to contact, supply and service more 
outlets in increasingly remoue areas. Further, the management 
information system will be computerized to improve control over sales, 
inventory and finances. Mobile film units will be expanded to provide 
coverage in rural areas which are not at present adequately serviced by 
the mass media. 

(9 
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Moving beyond the traditional social marketing 	project into social
 
advertising, Population Services International 	in FY 3.983 contracted with
 
a private U.S. advertising firm, Manoff International, to develop a mass
 
media motivational campaign to increase the demand for family planning.
 
This advertising campaign is not product-related but is directed at
 
increasing demand for all m2thods of fertility 	control. Based on the
 
results of a sophisticated market research experiment, messages were
 
developed, pretested, and are now being broadcast over the radio. A
 
baseline survey was conducted and a series of follow-up surveys will be
 
done to measure the impact of this approach in ';ncreasing the demand for
 
family planning. Newspaper ads, TV spots and short films are now being 
developed and tested.
 

One important area for review during the amendment period is the 
appropriate institutional structure for the SMP. Technically, the SMP
 
does not exist as an independent legal entity but is solely the product
 
of an agreement between the BDG and PSI with all of its funding, to date,
 
provided by AID through relatively short-term contracts with PSI. While
 
the short-term, project oriented nature of the 	SMP has permitted

considerable flexibility particularly when setting and rGjusting 
operating targets, it also can have negative impact e g, Vhen senior
 
managers are being recruited: it is difficult to attract top-quality
 
commercial sector people when the future of the organization is
 
uncertain. Further, the BDG clearly perceives 	the SK? as an important 
part of its national family planning progra. 	 Accordingly, the merits of 
establishing the &MP as a permanent entity will be pursued.
 

Based on the evaluation of the RIP in October, 	 1983, it is planned to 
continue this important, successful activity indefinitely. Given the
 
pivotal role that the present contractor has played and continues to play
 
and the extraordinarily successful performance to date, a Cooperative

Agreement, which more appropriately reflects the unique relationship . 
between the SMP, PSI and the BDG, will be used 	to replace the present 
contract which expires in July 19B4. A new scope of work and budget will
 
be developed, approved by the SMP Council and the BDG, and negotiated by
 
June of 19B4. It is further planned to use a portion of SNP revenue to
 
purchase a permanent facility for offices, warehouse and vehic['es. This
 
will reduce significantly the future costs of SMP operations.
 

4. 	 Other Non-governmental Organizations FY 81-83: $7.7 million
 
FY 84-86: k8.0 million
 

Our strategy for support of other NGOs has been primarily to replicate
 
two proven, cost-effective approaches: community-based distribution (CBD)
 
programs implemented by indigenous voluntary agencies and NGO clinical
 
projects specializing in the provision of high quality voluntary
 
sterilization services. (See USAID strategy paper in Annex I.) The CBD
 
programs are generally single-purpose or "vertical" outreach programs 
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characterized by an effective chain of supervision, use of female 
fieldworkers, offering a choice of contraceptive methods, and emphasizing
systematic resupply and follow-up of acceptors. The clinical programs,
implemented primarily by BAVS, emphasize counselling and medical 
standards. Most of the-e activities have taken place in urban areas in
 
accordance with the MOHPC policy to restrict NGO CBD programs to district
 
and sub-division towns where the MO1PC does not deploy fieldworkers. 
Rural programs have been supported when these are coordinated with MOHPC
 
services and when family planning is integrated with other services. 

Disbursements have been slow due to the longer than expected time needed 
to obligate funds and initiate activities and to the lengthy BDG approval

procedures for NGO projects. Grant Agreements were not negotiated and
 
signed until the third and fourth quarters of FY 1981. Grantees then
 
used most of 1931 and early 1982 primarily for planning and
 
organizational activities. New programs funded under the project began
to have significant levels of service outputs only in the second half of
 
1982. By June 1983, over 50 new NGO CBD subprojects at 95 locations had
 
been initiated under the project grants -- serving 44 districts and
 
sub-divisional towns, but also serving rural areas on a limited basis.
 
(N.B, these figures do not include centrally funded projects.)
 

NGO activities under the project have made an impressive start in
 
expanding services. Of approximately 20-S,000 CYP provided by AID funded 
NGO CBD projects from January to June 1983, 88,500 CYP were provided by
 
new project-funded CBD activities. While VS services funded under the 
project have not expanded as rapidly as CBD services, NGO VS services 
continue to represent a significant percentage (approximately 18%) of 
national VS performance. Performance has been satisfactory noting that 
the majority of sub-projects have been operating for less than one year.
Evaluations have indicated that significant increases in use of modern 
contraceptive methods can be achieved by single-purpose, vertical family
planning projects which do not offer other health care or development

interventions. A list of all activities funded under the project is
 
included in Annex J and a summary of the 1982 NGO Evaluation is included
 
in Annex K.
 

Projections of NGO outputs by agency are included in Table 5. It should
 
be emphasized that centrally funded NGO activities remain an important

part of the total AID assistance package and we anticipate that central
 
funds will remain at current levels during the period covered by this
 
amerment, and that outputs for these centrally-funded programs will
 
remain at 1982 levels or increase.
 

We plan to modify our original strategy for the amendment period to 
encourage expansion of NGO services in rural areas. Most district and
 
sub-divisional towns now have effective coverage by NGO CBD programs and 
the majority of district headquarters are served by NGO clinics. While
 
gaps in urban coverage remain they are usually in areas where NGO
 
intermediaries have been unable to identify local implementing agencies.
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The need to train large numbers of NGO project staff is a corollary of
 
the expansion of quality family planning services through NGOs and all
 
intermediaries have expressed the importance of staff development and
 
training. A provision for training is generally included in individual
 
grant agreements. Table 6 indicates the major categories of personnel 
employed in AID NO family planning programs and the locus and adequacy 
of existing in-country training institutions. The table indicates that
 
while satisfactory local institutions have developed to meet pre and
 
in-service training needs for field and clinical personnel, in-country
 
training for all levels of program and project managers remains 
inadequate. We plan to support a training needs assessment for
 
intermediary and NGO management personnel, and to identify effective 
in-country training alternatives. In the interim, hrowever, we will
 
continue to support short--term third-country training, particularly at
 
the ACPCD in Bangkok, and on a limited basis, short-term U.S. training 
for key program personnel.
 

A potential demand creation community participation project is the plan 
for several NGOs to design projects which serve to activate the recently
 
reconstituted (on paper) "Population Control Committees." These 
committees have been formed at the village, union and thana level. The 
function of the NGOs would b2 to ensure that these committees are formed, 
to train the committee members on their role and function as prescribed
 
by the Government and to assist them in promoting the Government's 
population control efforts. Some examples of activities these committees 
might undertake are birth and death registration, motivation of 
fieldworkers and prospective clients, and monitoring of fieldworker 
activities. 

Since the acceptor reporting systems developed by individual NGOs do not 
always follow a standard format, comparative analysis among individual 
NGOs and between NGOs and the government program has been difficult. 
Accordingly, we are financing a technical assistance contract for the 
development of an apprcoriate NGO management information system tc 
provide performance data on a continuing basis. We plan to continue the 
services of the consultant through the amendment period. This new system
 
is expected to be implemented during 1984.
 

Individual NGO activities are summarized below. 

a. International Project of the Association for Voluntary 
Sterilization FY 81-83: $3.7 million 

FY 84-86: t6.0 million
 

BAVS is the Bangladesh affiliate of IPAVS. It has filled an important 
role as a national training resource, a major provider of high quality VS
 
services and a leader in establishing ethical and medical standards for 
the national sterilization program. It has been responsible for
 
introducing a new anesthesia technique into the national program which 
has significantly reduced anesthesia-related deaths and provides training
 
for MOHPC physicians. The project provides support through IPAVS for the
 
continued expansion of BAVS' service and training activities.
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It was anticipated that, contingent on strengthening of BAVS' management 
capability, the number of clinics would be expanded from 24 to 48, and
 
that BAYS would perform 150,000 VS procedures during the project period.
 
The number of clinics, however, has not increased as rapidly as
 
originally planned. Twenty-eight clinics are now fully operational, and
 
BAVS is in the process of establishing 6 more clinics. (All BAVS clinics
 
except for the Dhaka clinic are now supported from project funds.) The
 
reduction in the number of clinics planned has been due to delays in
 
obtaining MOHPC approval for new clinic sites and IPAVS belief that the
 
number of new clinics plannied was overly ambitious. However, BAVS
 
performed a total of 133,072 procedures from April 1981 thru June 1983,
 
indicating that the original project paper target for BAVS will be
 
exceeded.
 

BAVS conducts training programs for the MOHPC on the new anesthesia
 
technique, emergency management, counselling and sterilization
 
procedures. BAVS has also established the government standard for 
patient screening, evaluation of pre-operative sedative regimens and
post-operative care. Projcct funds have been used to support these 
efforts and the participation of MOHPC physicians in BAVS regional 
medical workshops and a BAVS-organized refresher program. IPAVS is 
working with the government to strengthen initial training of MGHPC 
physicians in VS procedures. IPAVS assistance to the BDG and other NGOs 
will continue to focus on improving medical quality and counselling 
through training activities. 

IPAVS's broad program objective for the period 1994-1986 is to expand and 
improve VS services i. Bangladesh with special emphasis on medical 
quality and counselling. IPAVS will improve BAVS's internal efficiency 
and cost-effectiveness through in-service training and staff development 
and increase clinical performane through improved outreach and IEC 
efforts. IPAVS also propDos to support two additional clinics each year
 
from 1985 to 1937, for a -.
otal of 40 clinics serving district and 
sub-divisional towns by tae end of 1987. 

b. Family Planning Services and Training Center FY 81-83: t0.6 mill. 
FY 84-86: $1.0 mill.
 

Funding for FPSTC which was incorporated into the MOHPC Grant Agreement 
supports efforts to expand technical and financial assistance to 20 new 
indigenous PVOs. FPSTC-funded projects generally provide CBD services, 
including clinical referrals, and involve the local leadership in 
building broad community support for family planning. FPSTC subgrantees 
tend to be relatively small, local-level organizations located in 
district and sub-divisional towns and with only a few exceptions are
 
managed and staffed by women. 

11P
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FPSIC appears to administer its program effectively, providing extensive
training and technical assistance to these local agencies. Although
implementation of this 
activity was initially delayed by difficulty in
establishing funding procedures, 18 subprojects now have been started inaddition to the 20 funded directly by FPIA. While service outputs in
 
1982 were limited, they have increased significantly in the first half of

1983. 
The pace of activity is expected to continue to increase steadily

and the progress of this activity is now considered satisfactory.
 

FPSTC will continue to provide funds and technical assistance to

local-level NGOs to expand community-level family planning services.
FPSTC's emphasis during 1984 will be to consolidate its program under the
USAID grant and to increase service outputs by expanding the coverage of
 
established projects. 
FPSTC also proposes to initiate new projects in
 
rural areas on a pilot basis in 1984 and to expand rural activities 
further in 1985 and 1986.
 

c. 	 Bangladesh Family Planning Association FY 81-83: $0.7 million
 
FY 84-86: $1.2 million
 

BFPA's broad goal is to complement the national population program by

promoting the small family 
norm through IEC efforts and providing

innovative, cost-effective community-based family planning services.
BFPA emphasizes collaborative 
projects with other NGOs currently working
 
in sectors otuer than family planning.
 

The major activities supported under the project are two innovative,

community-based service delivery programs. One utilizes traditional 
rural healers in thanasten to distribute contraceptives and to make 
clinical referrals. 
The other utilizes volunteers from local-level clubs
 
and voluntary agencies to provide CBD and referral services in their

communities. 
 A variety of organizations are included under this project,

including youth clubs and women's groups. Both the healers and 
volunteers receive a small monthly travel allwance, but provide their

time voluntary basis. These
on a 	 programs appear to be cost-effective 
and to provide significant levels of family planning services.
 

BFPA has also funded two IEC activities under the project grant. 
 It has
 
produced an excellent color film, Samadhan (The Decision), directed by a
 
leading Bangladeshi commercial film director. 
The film, which has an

entertaining story-line combined with a family planning message, is being

shown by BFPA's mobile film units as well as by other NGOs. BFPA has 
aiso sponsored a series of seminars for local-level opinion leaders under
the grant t( promote broader community support for family planning. 

During the amendment period, BFPA will further expand services provided

by traditional healers and voluntary agencies, as well as continue IEC

efforts including film production and family planning workshops for 
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village-level opinion leaders. BFPA also proposes to develop new servicedelivery initiatives; it is currently exploring the feasibility of
working with women's cooperative groups as well as with outreach workersof the Gramin Bank, rural credita institution. 

d. The Pathfinder Fund FY 81-83: $1.4 million 
FY 84-86: $1.9 million
 

The grant to Pathfinder supports the expansion of clinical services,
services for industrial populations, and community-based projects in
District and Sub-Divisional towns. Pathfinder has focussed on expandingits successful model for community-based family planning services,
utilizing local women's organizations and municipal councils as
implementing agencies. Implementation of their eighteen new activities
 was adversely affected in 1982 by long initial delays in obtaining

necessary BDG clearances. 
Because the majority of Pathfinder
project-funded activities were only rece :tly started, significant
increases in service outputs are not exR,_ cted until FY 83-84.
 

Under this project amendment, Pathfinder proposes to expand

community-based 
 family planning service programs, with increased emphasison community participation. Pathfinder will continue to work primarilywith women's groups and municipal councils in urban areas, and to involvewomen in management and implementation of these programs. Pathfinderwill also attempt to introduce interventions such as Mother's Clubs for
family planning acceptors in its mature CBD projects to improve
continuation rates, increase acceptance, and enhance the status of womenin their communities. Pathfinder is currently exploring with the BDG thepotential for collaborative projects to improve family planning
performance in rural thanas in the BDG program. While Pathfinder has notinitiated any new clinical programs to date, during the amendment periodPathfinder plans to expand clinical services for the industrial andplantation sectors, with special emphasis on popularizing vasectomy.
 

e. The Asia Foundation FY 81-83: $1.2 million 
FY 84-86: $2.6 million
 

The project provides funds for expansion of the nine subproject
activities initiated under the PVO Co-Financing grant to TAF. 
It was
anticipated -that TAF would integrate vertical community-based family
planning activities into other community development efforts of
indigenous PVOs. 
TAF currently supports eighteen subprojects with
well-established local level community organizations in both urban and
 
rural areas.
 

During the amendment period, TAF will initially consolidate its recentrapid expansion of subgrant activities and strengthen monitoring andevaluation systems. TAF focus in 1984 will be on expanding the scope ofestablished projects and improving their efficiency, rather than on
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initiating new programs. However, TAF anticipates further expansion of
 
its program in 1985 and 1986, and will develop new projects providing

community-based contraceptive and clinical services (excluding

sterilization) in rural areas. TAF will also seek to identify and to
 
introduce other interventions to increase demand 	for family planning

servic-s as well as to enhance continued acceptance.
 

f. 	 Family Planning International Assistance FY 81-83: tO 
FY 84-86: $2.4 million 

FPIA is the international division of the Planned Parenthood Federation
 
of America. It receives assistance from AID's Office of Population, and
 
has provided project and comodity support with central grant funds for
 
family planning activities in Bangladesh since 1972. FPIA is the only

major U.S. population intermediary in Bangladesh 	which is not currently
 
funded under the Family Planning Services project.
 

FPIA recently consolidated its Bangladesh program; it currently supports
 
a few large-scale projects with national-level NGOs, including FPSTC,

Concerned Women for Family Planning, and the International Union for
 
Child Welfare which support family planning services in urban and rural
 
areas and complement BDG efforts to meet existing demand for family
 
planning.
 

FPIA will continue to support its ongoing programs in Bangladesh with 
funds from its AID central cooperative agreement. Funds under the
 
project amendment will be utilized for new programs. FPIA proposes to 
develop two large-scale and five smaller scale service delivery projects
in rural areas in collaboration with established, national organizations
that will provide community-based contraceptive and clinical referral 
services complementary to the BDG program. FPIA also proposes to work 
with newly created union-level population control committees to 
strengthen grass roots support and supervision for the government 
program. We will support an in-country FPIA presence with project funds,
in order to ensure effective 	monitoring and technical support for these
 
new initiatives.
 

g. 	 ICDDR,B FY 81-83: $1.1 million 
FY 84-86: $1.3 million 

This project with the International Center for Diarrheal Disease 
Research, Bangladesh (ICDDR,B) is testing two hypotheses. One which is 
being tested in Matlab thana is that MWH sLrvices when added to family
planning services can increase the demand for family planning. The 
second which is being tested in twu other thanas is that government
fieldworkers, by using the so-called Matlab-approach, can also duplicate 
the Matlab-CPR. 
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Contraceptive use in Matlab thana, the ICDDR,B research area, was
 
negligible when an AID centrally-funded family planning project was
 
launched to test the hypothesis that comprehensive family planning
 
services can initiate a fertility change in a rural Asian setting. By
 
1980, the project area had a contraceptive prevalence rate of 32 percent
 
and fertility was reduced by 25 percent. Over the 1982-1983 period the
 
Matlab thana project was modified so that more intensive MH services
 
were offered in some areas and Cu-T home insertions were offered in all
 
areas. During this period, prevalence increased from 32 to 40 percent.
 
Preliminary analysis shows, howc.,er, that the prevalence increases in
 
this period are not explained by MCH interventions and are only partially 
explained by family planning services innovations. Analysts attribute 
the rising prevalence to a combination of factors related to a
 
comprehensive retraining and ieorientation of the field staff over the
 
1992-1983 period. This suggests that further operational improvements in
 
an already fully developed service can increase prevalence -- in this
 
case by almost 8 percentage points in two years. It also demonstrates
 
that the demand for quality family planning services may exceed 35% of
 
eligible couples.
 

In the extension portion of the experiment, three research approaches are 
used: diagnostic research of the government system to identify 
administrative problems; operations research to evaluate service delivery 
after the ICDDR,B-WOHPC collaborative work and to correct problems; and 
demographic work to assess impact. As part of the experiment the ICDDR,B 
has been providing the MOHPC with two types of assistance or 
"interventions": training and counterpart personnel. Training of 
government workers is now being carried out in comprehensive family 
planning, oral rehydration therapy and tetanus toxoid. The ICDDR,B 
counterpart personnel serve as "change agents" by assuming key 
supervisory roles that are missing in the government system. 

Baseline data have been collected in four thanas and important 
information has been obtained concerning five critical areas -- the
 
quantity of field work; the quality of field work; supplies and
 
facilities; integration of health and family planning; and leadership, 
supervision and decision making. These data are used to plan further
 
interventions and are expected to be utilized by the government.
 

If the ICDDR,B's extension project intervention successfully increases 
the CPR in the two experimental thanas, then the intervention will be 
expanded in 1985. Emphasis will be on transferring the service delivery 
component through training. It is also anticipated that training of 
change agents from the M(XIPC and NGOs will take place during this phase 
to hasten the spread of this intervention. 
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h. 	 BACE/Female Secondary Education Scholarships FY 82-83: $0.2 mill.
 
FY 84-86: $0.3 mill.
 

We are financing a pilot female secondary scholarship program with an
 
indigenous NGO, the Bangladesh Association for Community Education
 
(BACE). The rationale for supporting the project is the relationship

between female secondary education and decrease fertility, and the
 
underlying assumption that economic rather than social constraints impede
 
increased female participation in secondary education.
 

The program provides scholarships to all girls who enroll in secondary
 
schools in rural Shaharasti Thana, Comilla. Although 	scholarships have
 
been provided only fcr the past eighteen months, preliminary enrollment
 
statistics indicate that the 	scholarships have been associated with (1)a
 
significant increase in Class VI enrollments in 1982 and 1983, and,
 
therefore, greater continuation rates from prinary to 	secondary school,
 
(2) lower dropout rates during the academic year, and (3)higher
 
continuation rates from one academic year to the next.
 

Continued support for this pilot activity may lead to follow-on
 
activities; however, it is still too early to predict the next level of
 
assistance.
 

i. 	 CARE FY 81-83: $0.5 million
 
FY 84-86: $0.2 million
 

We are financing the Faculty Training Program for the 	existing twelve
 
Family Welfare Visitors Training Institutes. At present less than half
 
of the training positions at the institutes have been 	filled. The
 
Faculty Training Program (under the auspices of NIPORr) is intended to
 
initially train the 60-80 field trainers immediately required by the
 
institutes and to establish a continuing program for the professional
 
development of the FWVTI faculty.
 

CARE, under the AID grant, has been assisting NIPORT to develop an
 
appropriate curriculum and conduct the initial six month training
 
programs. The activity, which began in June 1981, was considerably
 
delayed until NIPORT named a project officer and appointed faculty. To
 
date, 16 trainers have completed the program and an additional 18
 
trainers are now enrolled. It now appears that the program is
 
progressing. If the planned evaluation confirms the reports of progress
 
and plans from CARE then we plan to extend the project by one year to
 
complete the programmed training.
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j. 	 Family Health International/angladesl Fertility Research Program 
FY 81-83: $0.1 million 
FY 84-86: $0.1 million 

Given the frequency and intensity of complaints about the AID-supplied
 
NORIDAY oral contraceptive pill and the almost universal preference of
 
Bangladeshi women (or at least their service providers) for
 
Combination-5, USAID commissioned a double blind study (in which neither
 
client nor service provider knew the brand of pill offered to the client)
 
to determine whether reported side effects of NORIDAY are physiologically
 
or psychologically based. If AID-supplied pills are physiologically
 
inappropriate then the supply of these pills through the Social Marketing
 
Project will be reconsidered. In addition, a new low-dose oral
 
contraceptive is also b,2ing tested for suitability for Bangla'eshi
 
women. FHI, with AID assistance, has develop>ed a protocol which the BFRP
 
will implement in four centers. We have also agreed to fund
 
approximately forty percent of the institutional costs of the BFRP in an
 
effort to strengthen viable bio-medical research centers in Bangladesh.
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III. Project Analyses
 

A. Technical Analysis: Project Targets
 

The original Family Planning Services Project was expected to increase
 
the Bangladesh contraceptive prevalence rate from 13.6% of currently
 
married women (using both traditional and modern methods) in 1979 to 25%
 
(using only nxern methods) in 1983. It is now evident, however, that
 
project targets were too ambitious and based on an inadequate database.
 

The project paper projected a national CPR of 25% modern method use by
 
the end of FY 1983 to be measured by yearly national contraceptive 
prevalence surveys. The 1981 CPS measured modern method use at 11%
 
during the summer of 1931 and the very preliminary results of the 1983
 
CPS, combined with data from the baseline PSI mass media survey, indicate
 
the CPR to be about 15% mo3ern method use at the end of CY 1983. This
 
rate is considerably below that projected in the project paper.
 

Prevalence by implementing agency was to be derived from MIS service 
statistics because accurate prevalence rates by source of supply can not 
be obtained from a national prevalence survey. Table 7 gives the planned 
and actual prevalence by im1:lementing agency derived from MIS service 
statistics. The sum of the planned amounts in column 1 exceeds the 
project goal of 25% because MIS service statistics, which are based on a 
combination of distribution and performance figures, tend to give higher 
estimates of contraceptive use, particularly of condoms. Column 2 
indicates prevalence as of June 1983. This amount, 19%, falls far short 
of the overall projected total, 30%. The table serves to underscore the 
differential achievement of target by implementing agency. The SMP, for 
example, far exceeded its projected condom prevalance targets, while the 
MOHPC fell far short in its non-clinical program. Interpretation of the
 
prevalence attributable to NGOs is more prohlemmatical. Data provided by
USAID-funded NGOs indicate a 2.3% prevalence by June 1933. The MIS 
service statistics indicate only 2.4%overall attributable to NGOs. As 
non-USAID funded NGOs must contribute more than 0.1% , this finding 
provides further evidence that MIS service statistics seriously
 
under-report the contributon of the NGOs. 

In addition, regardless of the numerical level of project targets and
 
outputs, the project implementation schedule proposed an accelerated pace
 
for project activities which could not be attained. The project, which
 
was expected to begin in November 1930, actually did not begin until June 
1981. The latest tranche of the MO11PC grant was obligated in June of FY
 
1983 and is expected to continue present activities through September
 
1984. Accordingly, as of June 1983, only two years of activity actually
 
had been completed and the project was nine months behind schedule.
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The purpose of this project amendment is 
to increase contraceptive
prevalence of modern methods to 28% by December 1987, from an estimated15% in December 1983. The proportion of traditional method use isdifficult to estimate. 
We will assume that the 1983 rate of about 4%
continues. 
 If this is true, then the overall prevalence may be about 32%
 
by December 1987.
 

Table 8 presents our projected prevalence rates (based on a series ofassumptions) to be measured by independent contraceptive prevalencesurveys. 
Annex M contains the assumptions and calculations from planned
outputs. The projections are made to 1987, the period of time when

project inputs will b-,utilizcLd.
 

We expect a slight increase in prevalence of oral pills because of the
increased supply of the more acceptable Combination-5 and the wideexpansion of our 14GO CBD projects. Also, the SMP's new low-dose productand new marketing strategy are showing large sales increases. 
The condom
prevalence is problemnatic. 
Based on our inputs and projected use we
would expect it to rise to almost 10% by 1986. 
However, as the
measurement tool will be an independent CPS, we have lowered the
projected condom prevalence. 
This is because we have evidence from an
independent study we commissioned through PSI that women, particularly
rural women, underreport condom use. In this study, four categories ofrespondents were interviewed: 
eligible women, couples (both husbands and
wives interviewi separately), and husbands of non-interviewed eligible
women. Tne sample was drawn from urban and rural areas where there would
be a higher probability of finding condom users. 
 In the urban sample,
there was remarkable congruity among the four categories of respondents,
with about 30 percent of each group reporting current condom use. 
In the
rural sample, there were discrepancies, with eligible women (the
resondents of national contraceptive prevalence surveys) reporting the
lowest current use of condoms. (Condom prevalence was found to be 2.8%among the eligible women; 4.5% among the wives of the couple-sample; 7.0%
among the husbands of the couple sample; and 4.1% among the husbands ofnon-interviewed eligible women.) 
 Due to the select nature of the sample,
these results cannot be used to estimate national prevalence or to
compare with results of prior CPS's. 
They do indicate, however, that the
methodological approach of the CPS may resu,t in underreporting of
certain methods, particularly condoms. 
The design of the 1983 CPS has
been modified to include a subsample of husbands of non-interviewed

eligible women and couples (husband-wives) to obtain more data about
possible underreportiLkg and to obtain iiational prevalence estimates. 
For
the prevalence projection in Table 8, we have adjusted the condom ratesproportionately downward to ensure comparability with past surveys whichhave interviewed only female respondents. See Annex M for the condomprevalence we expect from service statistics and the adjustments made.
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The BDG targets for contraceptive prevalence of the Second Five Year Plan
 
(as revised in May 1982) are given in Table 9. These are stated
 
according to the July-June BDG fiscal year. We will assume the
 
contraceptive prevalence is that of the end of the FY year in June.
 
Thus, the comparison of BDG and USAID targets given inTable 9 has a six
 
month gap.
 

This Table highlights the overly ambitious BDG targets. Although both
 
USAID and the BDG attribute the highest proportion of prevalence to VS,
 
the BDG objective seems far too ambitious given present program
 
progress. The BDG oral pill target is also seriously overstated since
 
pill use has generally stagnated in recent years. The BDG condom
 
prevalence projections way be possible. Interestingly, US&ID, based on
 
data from past CPSs, has projected more traditional method use. Overall,
 
the BDG and USAID targets diverge with the discrepancy increasing over
 
time. We understand that the BDG intends to lower these targets in the
 
Third Five Year Plan to achieve an NRR of 2 rather than of 1 by 1990
 
(approximately 35% CPR).
 

Progress by method in terms of implementing agency will be derived from
 
MIS service statistics and data supplied by USAID-funded NGOs. Decrement
 
tables will be used to estimate the number of active users of VS and
 
IUD. Standard CYP assumptions (unadjusted for agency efficiency) will be
 
used to estimate users of non-clinical methods. The estimate of the
 
denominator, the number of eligible couples, is taken from Table M-1. 
Based on the planned outputs by agency, we estimate the following 
prevalence by method: 

Agency/Method December 1986 December 1987 

1. BDG (K4iPC plus other ministries and some NGOs)
 

Sterilizations 11.2% 12.7%
 
Oral Pills 2.3% 2.3%
 
Condoms 1.4% 1.4% 
IUD & Other 2.4% 3.2% 

(Sub-total) (17.6%) (19.6%)
 

2. SMP 

Condoms 8.7% 10.0% 
Oral Pills 0.9% 1.0%
 
Other 0.4% 0.5% 

(Sub-total) (10.0%) (11.5%) 

3. NGOs (USAID-funded) 

All Methods 5.0% 6.1% 

4. Total CPR (derived) 32.6% 37.2%
 

5. Estimate of Eligible Couples 19.6 million 20.0 million
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N.B, the CPR (derived) for 1986 and 1987 exceed the project goals

because, in Bangladesh, service statistics tend to give a higher estimate
 
of contraceptive use, particularly for condoms than independent surveys
 
of eligible women. 

B. Financial Analysis & Plan
 

A summary cost estimate and financial plan is given in Table 10. The
 
costing of outputs is given in Annex H, Input-Output Tables. Estimated
 
project costs of Bl million are to be financed from the AID grant and
 
disbursed over a three year period. N.B, 4.6 million of this amount
 
already has been authorized. Actual FY 81-83 obligations and projected
 
FY 84-86 obligations are given inTables 11 and 12.
 

A relatively large pipeline is required for the NGO program due to the
 
long delay between USAID obligations to actual expenditures by
 
subprojects. Grant funds are normally obligated to NGOs mid-way through

each fiscal year. The Grantees then subobligate these funds with
 
indigenous PVOs for activities during the following twelve month period.

Individual indigenous 147YOs subsecluently expend these funds over the life 
of their projects, usually twelve months. It is therefore expected that
 
FY 83 funds, which were obligated in the latter part of the fiscal year

following receipt of allotments, will continue to be expended by

subprojects through the first half of CY 1985.
 

The funding mechanism described above requires that NGO financial
 
requirements under the project be estimated on the basis of projected

annual expenditures, as well as projected annual subobligations. The NGO
 
pipeline at any given time includes (i) funds that have been committed
 
for approved, ongoing subgrants but have not yet been fully expended and
 
(ii) uncommitted and/or unprogrammed funds. The NGOs require a certain 
pipeline of these uncommitted funds in order to make new commitments to 
continue ongoing subprojects as well as to initiate new subprojects to
 
expand the program. As the program expands, a larger pipeline becomes 
necessary. The estimated obligation and pipeline levels are necessary
for prudent project rrvnagement. To reduce either would negatively affect 
project implementat ion . 

C. Social Analysis
 

The social imperatives and ramifications of this project have been 
adequately discussed in this and the original project paper. It should 
be under-scored, however, that while the cultural norm in Bangladesh -
typical of traditional, agrarian and economically insecure societies 
is to have many children, there appear to be few compelling cultural
 
impediments (either Bengali or Islamic) to accepting the principle of
 
family planning. As noted above, an estimated 35 to 40% of all eligible 
couples are willing to adopt modern contraceptive measures provided that 
they are regularly and readily available. 
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In terms of beneficiaries, the project has a direct positive impact on
 
women. There is an important dual relationship between the status of
 
women and fertility. Since women who bear and raise many children suffer
 
from poorer health and are generally precluded from employment, our
 
family planning activities clearly promote our cross-sectoral Women in
 
Development objective of improving the physical quality of life of
 
Bangladesh women. At the same time development activities which support
 
and sustain improved status, mobility and economic opportunities for
 
women can have a dramatic long-term impact on fertility reduction in
 
Bangladesh. The Family Planning Services Project recognizes this dual
 
relationship primarily by helping eligible couples (particularly the
 
women members) to have greater control over their ferti].ity but also by
 
testing a potentially important demand creation initiative -- female
 
education (see Section II) -- which directly improves the status of
 
women. Further, since family planning fieldworkers are women, a
 
significant secondary impact of the project has been the development of
 
important role models -- respected women who work and earn money outside
 
of the home.
 

AID NGO family planning programs in Bangladesh also have played an
 
important role in strengthen.ng a large number of local women's
 
organizations employing a significant number of women in visible
 
management positions. Tne CBD programs also provide employment as
 
fieldworkers to a large number of women, many of whom have not previous
 
employment history. hese projects represent an important opportunity
 
for involving women in planning and implementation of programs that
 
provide services to other Bangladeshi women. We will actively encourage
 
intermediaries to increase, to the extent possible, the numbers of women
 
managers in NGO projects.
 

D. i Donomic Analysis
 

In the original project, the cost-effectiveness criterion that was used
 
to compar:e alternative programs was the "cost per continuous user"
 
criterion. The total family planning program costs from all sources were
 
divided into four major components: Sterilization; BDG services other
 
than sterilization; Social Marketing Project; and other NGO services.
 
Once annual costs by component had been derived, they were compared with
 
annual contraceptive usage by comp: nent to derive annual cost per
 
continuous user.
 

For the amendment, an alternative cost-effectiveness criterion will be
 
employed to demonstrate the relative position of program components
 
vis-a-vis each other with the components being defined in terms of the
 
following organizational categories: (i) Social Marketing Project, (ii)
 
USAID-funded NGO's, and (iii) a "residual" category encompassing the
 
Bangladesh Government and non-USlXID funded NGO's. The residual category
 
is used chiefly because incomplete information prevents a more
 
disaggregated analysis.
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The "new" cost-effectiveness criterion that we have used is the "cost per 
total couple years of protection criterion." The procedure for 
estimating CYP's essentially consists of using the standard CYP measures 
for non-clinical methcx~s (e.g, one CYP equals 100 condoms, 13 cycles of 
oral contraceptives). For clinical methods, the measure was modified to 
include protection provided in the future. Based on available data, an 
IUD insertion was estimated to provide 2.45 CYP and a sterilization 7.75 
CYP. To distinguish this approach which attributes benefits to the 
future from the standard methodology, the CYP calculated in this analysis 
are labelled "Total Couple Years of Protection" or TCYP. The follcwing 
table gives us the final figures for comparison between the three 
components: 

1) USAID-funded NGOs 
Estimated adjusted
Estimated TCYP 
Cost per TCYP 

-

* cost $4,180,963** 
692,885 

t6.04 

2) Social Marketing Program --

Estimated adjusted cost 	 $5,143,028 
Estimated TCYP 	 804,826 
Cost per TCYP 	 $ 6.39 

3) 	 Residual --
Estimated adjusted cost $43, 390,941 
Estimated TCYP 3,601,988 
Cost per TCYP t12.05 

*Taking account of current costs borne by the government and imputed to 
NGOs.
 
**All figures are in current dollars.
 

It is clear from the above that, with reference to the cost per TCYP 
criterion, both the NGO and &MP approaches to family planning are more 
cost effective than the Residual Program which consists primarily of the 
government program. The table further indicates that the AID-funded NGOs 
and the SMP are, on cost per TCYP basis, roughly 50% more efficient as 
the residual. It should be noted, however, that there may be a tendency 
for NGOs to work in easier areas than the government programs do and/or 
to effectively draw off clients who otherwise would have used services 
provided through the government program. It also should be noted that 
there is a wide variation in cost per TCYP within NGOs. However, due to 
different durations of NGO activities, cross-referrals and widely 
different mix of types of FP activities undertaken by the individual 
NGOs, a strict comparison between NGOs may be premature, as discussed 
more fully in Annex N. 
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We may take our analysis a bit further into a cost-benefit type framework 
as follows: if one of the aims of a development strategy is to increase 
per capita income, then we could compare the per capita income effect of an increase in capital stock (i.e., an investment) with the per capitaincome effect of an expenditure in a family planning program that reduces
the3 rate of growth of the population. Using this (admittedly crude)premise, it is shown in Annex N that the benefits of family planning
interventions in Bangladesh are equivalent to $50 per CYP. 

Thus, for those family planning interventions that have a temporary
impact only (e.g, pills and condoms), the benefit of providing services
 
to a couple for a year is $50. 
For those interventions that also have an
impact in the future (e.g, sterilizations and IUD insertions), thecalculation is more complicated. Using a 15% discount rate to assess the 
present discounted value of future couple years of protection yields acalculated benefit of $222 per sterilization and $91 per IUD insertion. 
These benefits are all well in excess of the costs of even the least 
cost-effective elements of the family planning program in Bangladesh. 

E. Administrative Analysis
 

The implementing organizations and their capabilities are discussed inSection VI (Implementing Agencies) and the following 6ther sections: 
MOHPC: Sections II & III
 
SMP: Section III
 
Other NGO's: Section III
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IV. Implementation Plan 

A. Implementation Agencies 

As noted above, the project will continue to follow the implementation

procedures established in the original project paper: The Population
Control Wing of the Ministry of Healih and Population Control will
administer its component, PSI through the SMP will administer its
 component aid various intz rmediary NGOs will administer the
non-governmental sub-projecs. In addition, a number of appropriate
non-governmental research organizations will be identified to undertake
demand creation studies, operations research and national contraceptive

prevalence surveys.
 

B. Monitoring Plan
 

Monitoring will continue to be performed by USAID staff who will be in
frequent, if not daily, contact with MOHPC officials, NGO representatives
and short-term advisors. 
In addition, a public health physician, an NGO
coordinator, a research/evaluation advisor and logistics advisor are
responsible for providing full-time project assistance:
 

I. MOHPC performance will be measured by MIS services statistics and thelogistics reporting system. In addition, the Voluntary Sterilization

Surveillance Team forwards their mor.chly reports. 
An independent
chartered accounting firm will conduct a 
yearly inventory of project

supplies at the district, thana and fieldworker level. Similarly
chartered accounting firms will conduct four quarterly audits per year ofthe VS program and an annual audit of the Awards program. 

2. SMP performance will be measured by quantitative data supplied from
SMP sales reports and MIS service statistics.
 
3. NGO performance will be measured by routine progress reports, the
 
improved USAID NGO-MIS (see Section III) and MIS service statistics.
 

C. Implementation Schedule 

See Annex 0. 

D. Evaluation Plan 

Evaluations are planned for the three major project programs (MOHPC, SMPand NGOs) as well as for the overall project progress. The type, timingand mechanisms of these evaluations are discussed below. 

,bA
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1. flIPC 

a. Reimbursements and Awards
 

A yearly evaluation of the IUD reimbursement program will be conducted.
 
The fieldwork for the first evaluation will commence in early CY 1984.
If an injectable reimbursement program is approved by the National

Council for Population Control, its evaluation will be added to the
 
yearly IUD evaluation. 
USAID will contract for an independent yearly

evaluation of the Awards Program commencing in 1985 after the program has
been operating for one year. 
USAID also expects to contract for an audit
 
to be conducted of the prcposed award recipients activities prior to

disbursing funds for the program. 
The VS chartered accounting firm
 
quarterly audits will continue.
 

b. Management Capability
 

In November-December 1983, a management needs assessment of the Ministry

of Health and Population Control's family planning program was conducted
to identify institution building inputs and factors to be addressed
 
through policy dialogue with the Government of Bangladesh. The report is
 now in process. 
The outcome of the policy dialogue conducted during the
three year amendment period wi].l impinge directly on the development of

the follow-on FY 87-90 project.
 

c. Overall
 

USAID will contract with a five to six member team to conduct an overall,

comprehensive evaluation of USAID's support to the BDG program. 
The team

will include at least two senior BDG, preferably MOHPC officials. The

evaluation should be conducted in the winter or snri rg of FY 1986. 
The
final report should contain recommendations for the completion of the FPS
project and for the design of the follow-on FY 87-90 project.
 

USAID also plans to be involved in the IBRD appraisal team inJanuary,

1984. 
This team will be reviewing the total National Population Control

Program and conducting a needs assess,ent which will identify necessary

government and all donor inputs for the period 1985-1990.
 

2. Social Marketing Project
 

An external evaluation will be scheduled for the summer of 1985. 
In

addition, the research/evaluation PSC will assist in designing and
analysing various studies conducted by the contractor, PSI, in
 
conjunction with the SMP program.
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3. Non Government Organizations
 

a. 
 Internal Evaluation
 

Data on performance and 
for FY 82 and 83. 

costs have been gathered from each intermediaryIn FY 84 USAID will evaluate the data collection andevaluation systems currently used by each NGO grantee; review the
existing data on performance and cost-effectiveness; and design a data
collection system to measure, in a uniform manner, the performance and
cost effectiveness of the USAID-funded NGO grantees on anon-going basis. annual andThis system will utilize the micro-computer to be
installed in the P&H Division in FY 84.
 

b. 
 External Evaluation
 

USAID will contract for a two-person team to evaluate the overalldirection and strategy of USAID's NGO program. Theactual versus team will also assessplanned performance and make recommendations forimprovements. This evaluation will conducted in the winter or spring of
FY 86.
 

In addition, several special studies will also be conducted in FY 84.
The Pathfinder Fund will conduct mini-contraceptive prevalence surveys inproject areas with high contraceptive prevalence reported from theirproject records. In FY 85, a comprehensive evaluation of the impact ofBACE's secondary education scholarship program for females will beconducted.
 

4. Overall Project
 

The project purpose will be measured by independent contraceptive
prevalence surveys in late CY 83, CY 85 and CY 87.
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Table 3 

Approved Voluntary Sterilization Reimbursements and Compensation
 
Rates for the FY 81-83 and FY 84-85 Periods (in Taka)
 

Item 

Service Providers
 

Doctor's fees 


Supporting clinic staff 


Client Reimbursements
 

Food Cost 

Wage loss 


Transportation 

Referral Fees 

WMOIC Fieldworker compensation
 
for non routine services 


Surgical Apparel
 

Saree/lungi 


FY 81-83 

Vasectomy 


18 


8 


16 


50 


30 


10 


25 


Tubectomy 


18 


10 


48
 

25 


35 


10 


50 


FY 84-85
 
Vasectomy Tubectomy
 

20 20
 

15 15
 

175 175
 

J 

15 15
 

To be based on curreni
 
market retail value
 



Table 4
 

Total Sterilization Performance by bnth and Year from
 
1979 to Latest Available Mbnth,Source: MIS Service Statistics
 

bnth 1979 19801 19811 1982 1983
 

January 3,352 19,717 22,282 22,266 29,702 

February 2,429 26,710 27,234 33,644 35,274 

March 8,767 24,596 20,908 38,111 36,861 

April 8,388 14,161 23,358 36,926 24,364 

May 10,200 2,711 22,624 35,555 22,472 

June 11,688 8,275 19,570 34,019 15,922 

July 14,088 14,909 10,383 21,001 16,223 

August 5,793 [ 16,744 27,974 24,022 
September 15,890 7,390. 17,731 37,028 31,098
 

October -23,028 27,769 28,953 54,684 62,399b
 

November 17,480 23,654 27,696 30,775 70,6 12b
 

December 14,688 16,102 15,308 22,256 37,099b
 

Total 135,791 195,994 252,791 394,239 406,048b
 

IFrom September 1980 through December 1981, the performance isbased on the
 
middle of the month to the middle of the next month.
 

4The performance for August I through September 15 was 17,390. 
bOctober-December 1983 performance results received as project paper was 

being finalized. They are not incorporated inthe text.
 

gJ)
 



Table S 

Summary of USAID-Funded NGO Service Delivery Projected Outputs by Year 

IPAVS FPSTC BFPA Pathfinder TAF FPIA Total 

fear-end Active Users 
(Temporary Methods) 

July-December - 1983 - 21,000 40,000 44,000 60-,000 - 165,000 
CY 1984 - 35,000 60,000 93,000 120,000 3,000 311,000 
CY 1985 - 49,000 80,000 124,000 180,000 30,000 463,000 
CY 1986 - 60,000 100,000 160,000 220,000 58,000 598,00 
GY 1987 70,000 110,000 175,000 230,000 100,000 635,000 

CYP (Temporary Methods): 

July-December - 1983 - 16,000 30,000 30,000 45,000 - 121,000 
CY 1984 - 28,000 45,000 69,000 90,000 1,000 233,000 
CY 1985 - 42,500 60,000 108,000 150,000 16,000 376,500 
CY 1986 - 55,000 75,000 142,000 200,000 44,000 516,000 
CY 198.7 65,000 105,000 167,500 225,000 80,000 642,500 

VS Referred: 

July-December - 1983 - 1,824 4,000 2,200 3,028 - 11,052 
CY 1984 - 3,960 8,000 9,200 6,000 500 27,660 
CY 1985 - 4,524 10,000 9,200 8,500 4,500 36,724 
CY 1986 - 4,800 15,000 10,700 10,000 9,100. 49,600 
CY 1987 5,000 17,500 12,000 12,000 12,000 58,500-

VS Performed 

July-December - 1983 33,600 ..... 33,600 
CY 1984 82,000 - - 9,600 - 91,600 
CY 1985 95,000 - 14,400 - 109,400 
CY
CY 

1986
1987 

110,000
120,000 

- - 19,200
21,000 

- 129,200
141,000 
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Tab]e 7 

Planned and Actual Prevalence of Contraceptive Use by 
Implementing Agency and ,thod Derived from 

MIS Serice Statistics 

Table IV of Project MIS Service 
Implementing Agency Paper Statistics
 

Meithod September 1983 June 1983
 

BDG 

Sterilization 9.7% 5.7% 

Oral Pills 5.7 2.5 

Condoms 4.0 1.8 

IUD and other 0.5 1.1 

(Subtotal) (19.9%) (11.1%) 

SM 

Condoms 2.8 4.4 

Oral Pills 1.2 0.8 

Other 0.6 0.2 

(Subtotal) (4.6%) (5.4%)
 

NGO 

5.7% 2.4%b 
All Methods 


Total CPR (derived) 30.2%a 18.9%
 

Estimate of eligible 17,381,983 18,000,000c
 
couples/(MWA)
 

aThe sum exceeds the project goal of 25% prevalence because MIIS service statistics, 
which are based on a combination of distribution and performance figures, tend to 
give higher estimates of contraceptive use, particularly of condoms, than do
 
independent contraceptive prevalence surveys.
 

bFrom USAID-fumded NGO data, the amount of prevalence attributable to their 
performance is 2.3 . It is evident that MIS Service Statistics underreport 
NGO performance. 

cRevised estimate of eligible couples based on 1981 census results. (The project 
paper refers to married women of reproductive age, MIVRA, which is the same measure) 

5' 



Table 8 

Contraceptive Prevalence Rate (Survey) Estimates for 
Project Paper AMenicent Period 

Method 


Oral Pill 

Condoma 


IUD 

Vasectomy 


Tubectomy 


Injectable 


Pinko/foam tablet 


Modern Methods 


Traditional Methodsb 


Total 


December 
1983 


3.5% 

1.9 


0.9 


1.7 


6.5 


0.3 


0.3 


15.1% 


4.2% 


19.3% 


December 
1984 


3.6% 

2.3 


1.0 


2.2 


7.7 


0.4 


0.3 


17.5% 


4.2 


21.7% 


December 
1985 


3.9% 

2.7 


1.8 


2.8 


8.9 


0.5 


0.3 


20.9% 


4.2% 


25.1% 


December December 
1986 1987
 

4.3% 4.7% 

3.2 3.6
 

2.6 3.3
 

3.3 3.9
 

10.3 11.7
 

0.6 0.7
 

0.3 0.3
 

24.6% 28.2%
 

4.2 4.2
 

28.8% 32.4%
 

aUsing estimated distribution data, unadjusted for less efficient BDG condom
 

distribution, we would expect 6.8', in 1983, 8.0% in 1984, 9.2% in 1985, 10.7%
 
in 1986 and 12.1% in 1986. Adjusting for the less efficient BDG program, we would
 
expect 6.0% in 1983, 7.3' in 1984, 8.5% in 1985, 10.0% in 1986, and 11.4% in 1987.
 

bqe will assume that traditional method use remains at about 4 percent. It may
 
decrease as more couples choose modern methods. However, at the same time, more
 
couples may be becoming Tnterested in child spacing/limitation and utilise
 
traditional methods until they are motivated to use more effective methods.
 



Estimated
 
Contraceptive 

Prevalence 

(difference)
 

Prevalence by Method:
 

Sterilization 


Oral Pill 


Condom 

IUD 


Total 

Other Methods3 


Table 9 

Comparison of BDG and USAID Contraceptive Prevalence
 
Targets for 1983-1985
 

BDGl USAID2 BDG1 USAID ? BDG1 USAI D2 

June 1983 Dec. 1983 June 1984 Dec. 1984 June 1985 Dec. 1985 

28.4 19.2 33.0 21.7 37.5 25.1
 
(9.2) (11.3) (12.4)
 

9.9 8.2 12.9 9.9 16.1 11.7
 

8.8 3.5 9.2 3.6 9.4 3.9 

6.0 1.9 6.6 2.3 6.8 2.7
 

2.0 0.9 2.3 1.0 3.0 1.8
 

26.7 14.5 31.0 16.8 35.3 20.1 

1.7 4.8 2.0 4.9 2.2 5.0 

1BDG prevalence rates derived from Revision of Section XVII-32, Tables 17.3 and 17.4 issued by the Planning
 

Commission in May 1982
 

2Taken from Table 8 
3Other methods include traditional methods (withdrawal, rhythm, abstinence), Emko/foam tablet, injectables and 

MR (for the BDG). 



•Tahle 10
 

Fir.x-..L .l Plan: 1 iIc Ii c kr.ihysit (it,"o af US [bilars)
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Pipeline Fi 84 1/4 FY 83t Projccted FY 85 FY as on P1Ianned FY 84 Fst. Pipeline Planned Plann d 

CcQmpncnt 6/30/83 bligation F.xpcnliture or. (bl igat ton Expcnd Iturv 
9/3.M/84 

A. %4IUPC Crajat
 

1. PIurled Activities 

a. 	 RecLrbu r.nts 
- Voluntary Sterilization 6,752 2.495 5,288 3,959 5,123 5,278 

- IUWD/nJoctables 456 	 710 602 564 1,132 864
 

b. 	De-ul Crvation (Auard%) - 1,033 1,033 O0 1,179 1,179 

c. 	 Contraccptive Prevalence 
Surveys 128 50 0 178 0 ISO 

d. FMPiC S22 200 255 467 400 300 

2. Pipeline PRndL frn Ft 81-83 

a. Technical Pesources, Traling, 1,30 
ad Research (,08 

0 436 1,4;z 0 541 

b. I,t~cal Kilti, Cinic" 
uplies,Cont racept LyeCcomodi tie2 (3 ,792)b 0 935 2,8S7 1,139 

Subtotal 13,138 4,488 8,549 9.477 7,834 , 9,451 

Projected FY 86 FY 86 Project d Re.marks 
Pipeline Plauned JPanned (lC-vcal airrcncy I1 	 PIpeline 

.on Obligation Expcri- on FE-Foreign Fxcfwno)re9/30/85 	 riJ 9/30/86
 

A. (Contd) 

a. 	 (LC) 201 reduction on !ftE FY 84/85; 
3,304 3,010 5,072 1,742 40% In MYr; FY6S/Hb;SO0 in I'. 

FY.et/M7; and bhoIn!" '!Y.7/RR 
832 1,258 1,110 980 (Lt,)lur month pipeline on 9/31/6. 

b. 0 1.299 1,299 	 0 (LC). 

C. 	 2 18s so 163 fZ)
 

567 (L
d. 567 -,,40 - 400 

a. 911 0504 407 (FE/LC)( ) RIeprogrzmrerd tIr 

Cni,rxidIt ies 

b. 1,718 0 1,300 418 (FE) ( )b ,wnt: rediced by ( )a 

Subtotal 7,860 6.152 9,735 4,277 
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(IM) to rPulation. Council 

direct funding 
for technical 

6. 0 0 01 0(I) 

9o 100 90 1o (Q 

8. 
9. 

9o 

10. 

3s 

557 

950 

0 

390 

1,000 

20 

390 

800 

is 

557 

1,150 

(IT.) 
IncludIng MI, Logistics and 

(IT/AescarchAlvalhtion Avivor. 

( ) ftis in Y 83, 1 reav In 
Two 
Y 86 

11. 400 2.10 300 3so (./.") super NMo working with B[ thAna. 
tlonvillRe cte es 

Sub t o t a lSuttl 77.317 6,310 6,373 7,2R4 



cTable(:n zL!

BBT V!AL ED"_t:E~o 
tipeIein FY 84 1/4 F' 83 Projected FY 85 FY 85 

on PIlu 84 Plpeline Plamned Planned1l'7"Est. 
GCrocnt 6/30/83 Obligation~Lxp.rndituro on Lbl Igation Expcndituro 

9/30/84 

D. 	Ccntrully Procured Co1mitics 

1. 	 'fII'C 

- Cokkirs 	 0 333 333 0 2,006 2,006 

2. 	 SW5 

- ConrkFU. 0 7,832 7,832 0 7,812 7,812 

- Oral Contraceptives 0 294 294 0 356 356 

Subtotal 0 8,459 8,459 0 10,174 10,174
 

e. 	Grand Total 

WUIPC Grant 13,538 4,488 8,549 9,477 1,831 9,451 

PSI/.%P Contract 4,076 ti697 4,993 5,780 3,647 4,550 

'41) Grants/Con:racts 5,939 6,356 4,761 7,S34 5,345 5,562 

Cencrally Procured Czumodities 0 8,459 , 459. 0 10,174 10,174 

Total 23,553 26,000 26,762 "Z2,791 27,000 29,737
 

Prt.jccted FY So FY s.t'o. 'cce 
PipI inr Plu-awd Plaed llilcl :rc 

on CQl igat ion F.xExmJi ture cn (I.C - Local O:rrency 
91U 185 ,9/30t/36 F! -I Forein r.chane) 

D. (Contd) 

1. 

0 1,925 1,925 -0

2. 
0 10,028 .10,028 0 Fi. 

0 394 39.1 0 I. 

Subtotal 12,347 12,347 0 

E. 

7,860 6,152 9,73S 4,,.; ITIC 

4,877 3,161 4,500 3,5S3 FEILC
 

7,317 6,340 6,373 7,24 i'T/LC
 

0 12,347 12,347 0 FL
 

Total 20,0O4 28,000 32,955 l5,099 



Table 11 "
 

Actual FY 81-83 Obligations of the Family Planning Services
 

1983 Total 

6,500,000 11,492,343 

0 444,000 

0 300,000 

0 250,000 

150,000 415,000 

0 150,000 

0 15,000 

0 50,000 

0 656,006 

200,000 650,000 

2,592,895 6,400,895 

9,442,895 20,823,238 

,ponent 

,. IPC GRANT 

1. 	 Voluntary Sterilization 


2. 	 Training 

3. 	 Operations Research 


4. 	 Local Family Planning 


5. M111 Materials 


c,. CPS 


7. Printing 


8I. Evaluation 


9. 	 Demand Creation 


lo. 	 Family Planning Services 
Training Center (FPSTC) 

Project by Component and Year 

1981 1982 

and 

3,234,581 

100,000 

100,000 

50,000 

65,000 

50,000 

0 

0 

100,000 

100,000 

1,757,762 

344,000 

200,000 

200,000 

200,000 

100,000 

15,000 

50,000 

556,000 

350,000 

1I. Commnodities (contraceptives,
 
equipment and supplies) 450,000 3,358,000 


Subtotal 4,249,581 	 7,130,762 




Table 11 -(Continued)
 

Component 	 1981 1982 1983 Total
 

B. 	 PSI/Sl Contract 1,130,000 4,180,918 2,000,000 7,310,918
 

C. 	 NGO GRNTS/CONTRACTS AND
 
TEQGNICAL ASSISTANCE
 

1. 	 IPAVS 500,000 1,577,550 1,690,000 3,767,550
 

2. 	Pathfinder 200,000 798,000 400,000 1,398,000
 

3. 	 ICDDR,B 0 504,677 641,925 1,146,602
 

4. 	 CARE 200,000 325,000 0 525,000
 

S. 	BFPA 75,000 300,000 300,000 675,000 

6. 	The Asia Foundation 117,432 525,000 550,000 1,192,432
 
7. 	Helen Keller International 0 100,000 21,505 121,505
 

8. 	 BACE 0 54,700 100,000 154,700
 

9. 	 1983 CPS 0 0 161,787 161,787
 

10. FHI/BFRP/Oral Pill trial 0 0 69,348 69,348 

l1.. SMP Evaluation 0 0 34,957 34,957 

12. Management Needs Assessment 0 	 0 56,015 56,015
 

13. Personal Services Contractors 27,987 	 43,393 166,568 237,948
 

Subtotal 1,120,419 	 4,228,320 4,192,105 9,540,844
 



Table 11 (Continued) 

Component 	 1981 1982 1983 Total
 

D. 	 CENTRALLY- PROCURED 

CCNNDITIES 

1. 	 Pills and Condoms 4,500,000 8 ,920 ,975a 8,815,000 22,235,9750
 

2. 	USAID-obligated CuT 0 0 350,000 350,000
 

Subtotal 	 4,500,000 8 ,920 ,975a 9,165,000 22,585,975 a
 

E. 	 SUNIARY
 

1. 	 MH31PC Grant 4,249,581 7,130,762 9,442,895 20,823,238 

2. 	 PSI/SMP Contract 1,130,000 4,180,918 2,000,000 7,310,918
 

3. 	 NGO Grants/Contracts 
and Technical Assistance 1,120,419 4,228,320 4,192,105 9,540,844 

4. 	 Centrally procured 
9,165,000 22,585,975 a
 Commodities 	 4,500,000 8 ,920 ,975a 


Grand Total 11,000,000 24 ,460 ,975a 24,800,000 60,260,975a
 

aSubsequently AID/ashington reports show that $128,000 has been deobligated from central procurement 



Table 12 

Proposed:F,' 84-86 Obligations to the Family Planning Serices Project 
( in 

Component 


A. MKIPC Grant 

1. 	 Reimbursements
 

a. Voluntary Sterilization 


b. IUD/Injectables 


2. 	 Demand Creation 
(Awards) 


3. 	Contraceptive Prevalence
 
Surveys 


4. 	FPSTC 


Subtotal 


B. 	PSI/SMP Contract 


C. 	Centrally Procured Commodities
 

1. 	 M IPC 

a. Condoms 


2. 	 SMP 

a. Condoms 


b. Orals 

SubtctaJ. 

000s) 

FY 1984 

2,495 


710 


1,033 


so 


200 


4,488 


6*697 


333 


7,832 


294 


8,459 


FY ].985 

5,123 


1,132 


1,179 


0 


400 


7,834 


3,647 


2,006 

7,812 


356 


10,174 

FY 1986 Total 

3,010 10,628
 

1,258 3,100
 

1,299 3,511
 

185 235
 

400 1,000
 

6,152 18,474
 

3,161 13,505
 

1,925 4,264 

10,028 25,672
 

394 1,044
 

12,347 30,980 



Table ]2 

ProposedFY 84-86O1bligations to the Famil- Dy. n a oi f 4 

' in 000s) 

Component FY-1984 FY 1985 FY 1986 Total 

k. MOHPC Grant 

1. Reimbursements 

a. Voluntary Sterilizatibn .2,495 5,123 3,010 10'628 

b. IUD/Injectables 710 1,132 1,258 3J1OC 

2. Demand Creation 
(Awards) 1,033 1,179 1,299 3,511 

3. Contraceptive Prevalence 
Surveys 50 0 185 235 

4. FPSTC 200 400 400 1,000 

Subtotal 4,488 7,834 6,152 i8,474 

B.- PSI/SNIP Contract 6;697 3,647 3,161 13,505 

C. Centrally ProcL red Commodities 

1. WHPC 

a. Condoms 333' 2,006 1,925 4,.264 

2. SNP 

a. Condoms 7,832 7,812 10,028 25,672 

b. Orals 294 356 394 1,044 

Subtotal 8,459 10,174 12,347 30,980 
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Figure - 3 
1982/83: 
 Second Inteernted .jnIIPC nrganitntional Chart fron Minlstorial 
to Field Worker level.
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ABBREVIATIONS FRC FIGURE 4 

111FPO = Thana Health and Family Planning Officer
 

M5-C = Ndical Officer - Clinical
 

MO-MCH/FP = 4,.edical Officer 
-
Maternal Child Health/Family Planning 

III= Health Inspector 

TFPO = T'hana Family Planning Officer 

,\
L = Medical Assistant 

ATFPO = Assistant Thar.a Fanily Planning Officer 

AHI = Assistant Health Inspector 

FN = Family Welfare Visitor
 

FPA = Family Planning Assistant
 

F1MW = Family Welfare Worker 

G LA = General Health Assistant
 

HA = Health Assistant
 

FWA = 
 Family Welfare Assistant
 

CDP = 
 Contraceptive Distribution Point (home of 1MA/F.M/QIA/HA) 

TFPC = Thana Family Planning Committee
 

LJFPC = Union Family Planning Committee 

VFPC = Village Family Planning Comnittee
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FIGURE 6 
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Annex - A 

Donor Support to the National
 
,Population Control Program (NICP)
 

The IBRD is the largest multilateral donor, representing IDA and a 
consortium of seven participating governments (Canada, Australia, 
F.R.G., Netherlands, Norway, Sveden, U.K.). The Bank has financed 
two population projects since 1975. The first Population and Family
 
Health Project (1975L82) focussed on increasing the supply of family
planning and MO- (maternal and chi] ; health care) services. Forty
five million dollars were provided primarily for the construction of 
a number of clinics, family welfare centers and training facilities; 
fieldworker salaries; information dissemination activities in the
 
Ministry of Agriculture, Labor and Education; and the inevitable 
equipment necessary to support the project. The Second Population and 
Family Planning Project (1979-85) provides an, additional $10 million 
to continue and expand these activities. The four-part project includes 
efforts to strengthen rural health care and family planning service 
delivery; increase and improve the capacity for training health care and 
family planning workers; strengthen evaluation and research capacity;
and generally improve the government's project implementation capability. 

The UNFPA has been providing family planning assistance to Bangladesh
since 1974. The First Country Program (1974-79) provided $10 million 
for the analysis of 1974 census data; population dynamics research; some 
commodities-including injectables, MOC drugs, and medical kits; and 
population education programs in schools, cooperatives and various
 
Ministries. This program was considerably expanded with the $30 million 
Second Country Program which, like the Bank Projects, is jointly financed 
by UNFPA from its own resources and four participating governments (Canada,
Netherlands, Sweden and Denmark). The UNFPA portion has provided for the 
analysis of 1981 census data; research; and improvement in health care 
and family planning service delivery. The so-called multi-bi portion is 
provided for improving the training capacity of the Family Welfare Visitor 
Training Institute (Netherlands funding); fieldworker salary support
(Danish funding); MC-i activities (Swedish funding) and general manpower 
development (Canadian funding). 

The Asian Development Bank, a new multilateral contributor to the government 
program, isnow developing a $30 million Health and Population Project
 
(1984-88) at the request of the government. The project is expected to 
strengthen health care and family planning service delivery in four districts-
Dinajpur, Mymensingh, Comilla and Jessore; strengthen the national system 
for procurement, storage and distribution of medical supplies; and improve 
the maintenance and repair of medical equipment. 

In addition to the major multilateral activities, WHO has also .sponsored 
a small but very important sterilization surveillance program. 

73 
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The FRG through their bilateral Technical Cooperation Agency, has also
 
provided $3.5 million for both projects and commodities since 1979.
 
For commodities, the Germans financed 600 thousand cycles of oral contracep
.tives ($100 thousand) and a small amount of injectables during 1979-82.
 
They are presently financing 4.5 million cycles of Combination 5 oral
 
contraceptives ($600 thousand) for delivery during 1982-85. The Government
 
of Bangladesh's recent request for 450 thousand doses of Noristerate and 14.5
 
million cycles of Combination-S ($2 million) for delivery during 1985-88 is
 
now being negotiated.
 

The FRG is also supporting a $2.8 million MICH-based Family Planning Project
 
(1979-82) in Dhaka-Munshigonj. The population control objective of the
 
project is to deliver family planning messages as an adjunct to primary 
health care activities in the Munshigonj subdivision. This is to be 
accomplished by generating community interest through a variety of information,
 
education and motivation programs at Mother's Clubs, Family Welfare Centers
 
and Rural Dispensaries. An evaluation of the project is not scheduled until
 
October 1983; however; preliminary evidence indicates that the family planning
 
component of this predominantly Mi. activity has not been successful.
 

The Netherlands has also provided some bilateral assistance for activities 
related (albeit indirectly) to the family planning program. This includes 
the $14 million Medical Assistants Training Program (1979-84) which has a 
family planning training component in the curriculum. The Netherlands also 
commissioned a study of the feasibility of domestic contraceptive production.
 

The Norwegian and Swedish Governments also-provide small amounts of 
contraceptive pills and sterilization-related drugs. 

'7F
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ACTION MEMORANDUM FORTHE ADMINISTRATOR
 

Vehicle Manufacture and
 
Source /Origin Waiver
 

Waiver Control No.
 

ASIA/84/G/ /388-0050
 

FROM : 	USAID/DHAKA, James Norris
 

PROBLEM: 	Request for Two Waivers to Permit Contractor and NGO
 
Grantees to Purchase Code 935 Vehicles during
 
Extension of Project No. 388-0050:
 

1. Waiver of Section 636(i) of the Foreign
 
Assistance Act of 1961, as amended (U.S.
 
manufacture requirement for vehicles);
 

2. Source/Origin Waiver to Code 935 (Free
 

World including Cooperating 	Country).
 

(A) Cooperating Country : 	Bangladesh
 

(B) Authorizing Document: 	Project No. 388 - 0050
 

Authorization Amendment
 

(C) Project 	 : Family Planning Services
 

(D) 	Nature of Funding : Development Assistance
 

Grant.
 

(E) Description of Goods : 96 Motor Vehicles: 85 Jeeps;
 

11 Small Trucks/Microbuses
 

(F) Approximate Value : $1,110,000
 

(G) Source/Origin : Code 935
 

Discussion and Justification:
 

In authorizing the extension of Project No. 3V8-0050 (Family
 
Planning Services - Bangladesh), you are requested to waive the
 
requirement that vehicles be of U.S. manufacture, and waive
 
source and origin requirements to permit Population Services
 
International (PSI), an A.I.D. contractor, to purchase 89
 
vehicles of Cede 935 source and origin. In addition, NGO
 
grantees will need 7 vehicles. PSI has managed the Bangladesh
 
Family Planning Social Marketing Project (SMP) under A.I.D.
direct Contract No. 388-0050-C-00-1009, and predecessor con
tracts, for 8.5 years. The SMP, which markets pills, condoms and
 
vaginal spermicide through approximatelj 105,000 shopkeepers, is
 
the most successful nation-wide family planning program in
 



A'NFX B:Paee 2 of 4
 

Bangladesh, contributing about 50% of 
 all non-clinical
 
contraceptive protection at 
the annual rate of 931,000 couple
years of protection. For a full description of the SMP, 
see the
 
USAID/Bangladesh Evaluation submitted in October, 1983.
 

To 
increase the mobility and effectiveness of field person
nel, SMP proposes to replace worn-out vehicles 
and purchase

additional 
vehicles through the PSI contract or grant during the

0050 project extension period. 
 These 89 new vehicles ( jeeps,

trucks or minibuses) will be used by SMP local staff for 
distri
bution, marketing, field inspection and mobile film shows in all
 
districts in Bangladesh.
 

In the past PSI/SNP procured a number of U.S. 
manufactured
 
motor 
vehicles for deployment in the field for the 
 distribution
 
of contraceptives. 
 These vehicles have been very difficult to

maintain due 
to the lack of spare parts and maintenance facili
ties. As a result, been
the work of the SMP sales force has 

hampered greatly, causing disruption in the distribution of
 
contraceptives. The cost to operate and mantain these 
 vehicles
 
is high. 
 Driving vehicles with left-hand drive is too dangerous

to be permitted in Bangladesh, as demonstrated by the death of an
 
A.I.D. contractor (NRECA/CAI) employee during 1983, 
 who was

sitting in the front passenger seat of a left-hand drive vehicle.
 
The addition 
of new vehicles can contribute substantially to
 
improved 
distribution of contraceptives. 
 SMP needs to replace

and upgrade the vehicles in its fleet, as these are now very old,

in order to distribute contraceptives in rural areas.
 

SMP experience over the past 
 few years with American
 
vehicles has not been optimum. 
 Despite initially smooth opera
tion, U.S.-made vehicles 
have caused serious maintenance and
 
repair problems for the following reasons:
 

a. Spares 
 of American vehicles are not available on the
 
local market, unlike the universally available parts

for Japanese or other non-American vehicles (e.g.,
 
Bedford trucks), even in district towns.
 

b. Imports are necessary, but the cumbersome 
process
 
involved in importing American vehicles has been so
 
time-consuming 
that SMP has been subjected to disloca
tion of its distribution schedule.
 

ca It is difficult to maintain stocks 
 of spare
 
parts for American vehicles because they are 
not often
 
interchangeable 
 between models. Model changes which
 
render spares in stock obsolete also increase costs.
 

d. As against 
spares of American vehicles, those of
 
Japanese vehicles 
 can generally be stored for use 
in
 
successive years without 
difficulty, despite model
 
changes.
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e. 	 There are assembly plants for Toyota and Mitsubishi
 
Jeeps and trucks in Bangladesh, from which SHP could
 
procure vehicles quickly.
 

f. 	 Because of the dominance of Japanese vehicles over non-

Japanese, maintenance and repair workshops' all over
 
Bangladesh 
are oriented toward Japanese vehicles, and
 
mechanics are familiar with them.
 

g. 	Trained mechanics and well-equipped workshops for Ame
rican vehicles are not available in district towns,

where 
 SMP has sub-offices for distribution of contra
ceptives. As a consequence of non-availability of
 
qualified mechanics and spares, American vehicles are
 
dead-lined for extensive periods or are brought to
 
Dhaka for repair, where additional weeks of service are
 
lost in quest of spares. Distribution therefore suffers.
 

h. 	 American vehicles with left-hand steering are difficult
 
and dangerous to drive in Bangladesh, where vehicles
 
must keep left.
 

i. 	 Japanese vehicles generally are more suitable for Ban
gladeshi by-lanes and narrow rural 
 roads, which are
 
inezcessible to wider wheel-base American vehicles.
 

J. 	 SMP's 
 four Toyota Jeeps have rin about 150,000 miles
 
and are in better shape than any one of the twelve AMC
 
Jeeps, which have logged about 60,000 miles each.
 

k. 	 SMP experience suggests that over the 
 life of the
 
vehicle the Toyota Jeep gets about 20 miles per gallon,

and the 
 AMC about 14. Thus, the savings in
 
fuel alone over 100,000 miles for 80 Jeeps would 
be
 
over $425,000.
 

The SMP plans a significant expansion, and by 1986 may have
 
as many as twelve sub-offices as against eight now. 
 The 	number
 
of 
 field staff will also increase and will require larger trans
port support. At the time, the deteriorating condition of some
 
existing vehicles requires their replacement. The projected SMP

total requirement for replacement and additional 
vehicles is
 
estimated as follows:
 

Approximate Value
 
American made Japanese made


1984 - 22 (both replacement
 
and additional) $ 374,000 $ 275,000 

1985 - 33 ( ,, ) $ 614,000 $ 350,000 

1986 - 34 ( ,, ) $ 697,000 $ 460,000 

SMP Total: 89 vehicles $1,685,000 $1,025,000 

Approximate savings if Japanese vehicles are purchased: 
 $660,000
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Therefore, for reasons of economy, productivity, and safety,
 
Japanese vehicles for personnel transport and contraceptive deli
very offer substantial advantaCes over American vehicles in Ban
gladesh. For large-scale delivery to sub-offices and whole

salers, Bedford lorries offer a similar range of advantages.
 

For NGOs, vehicles are required for transportation of field
 
workers to rural district areas under conditions similar or
 
identical to those faced by SMP field workers. The waivers
 

requested herein are justified under the following authorities:
 

1. FAA Sec. 636(i): Handbook IB, Section 4C2d(1)(a),
 
"...inability of U.S. manufacturers to provide a particular type
 
of needed vehicle, e.g.,...right-hand drive vehicles" and fl)(b),

"...present 
or projected lack of adequate service facilities and
 
supply of spare parts for U.S. manufactured vehicles."
 

2. Code 935 Source and Origin: Handbook 1B, Section
 

5B4a(2),..."the commodity is not available from countries or
 
areas included in the authorized geographic code" and (7), "such
 
other circumstances as are determined to be critical to the
 
success of project objectives."
 

Delegated Authority:
 

You have authority to grant these waivers under the above cited
 
authorities and under IDCA Delegation of Authority No.1, dated
 
October 1, 1979 (44 FR 57521).
 

Recommci dation:
 

That yoL waive the requirement of Section 636(i) of the Foreign
 
Assistance Act of 1961, as amended, and waive the source/origin
 
requirements of Handbook IB, Chapter 5 to permit Code 935
 
source/origin procurement of a total of 96 vehicles, 89 vehicles
 
by Population Services International for the Family Planning
 
Social Marketing Project, and 7 vehicles by other NGOs financed
 
under Project No. 388-0050 in Bangladesh.
 



GOAL 

To reduce the rate 
of population growth 
through fertility 
reduction as a 
critical factor in
 
overall economic
 
development.
 

PURPOSE 

To increase the 

contraceptive 

prevalence rate of 

modern methods
 
from 15% at the 

end of CY 1983 to 

28% at the end 

of CY 1987. 
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ANNEX C
 

LOG FRAME 

INDICATORS 

1990 2005 

NRR 2.0 1.0 


Contraceptive Prevalence Rates(Survey)
Modern Year 
Method 1983 1984 1985 1986 1987 

Pill 
 3.5 3.6 3.9 4.3 4.7 


Condom 1.9 2.3 2.7 3.2 3.6 


IUD 0.9 1.0 1.8 2.6 3.3 


VS 8.2 9.9 11.7 13.6 15.6 

Other 0.6 0.7 0.8 0.9 
 1.0 


Total 15.1 17.5 20.0 24.6 28.2 
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MIANS O0F-

MVEAN ON 

Demographic Surveys 

National Contraceptive 
Prevalence Surveys
conducted by indepen-
dent Bangladeshi 

Research Firms 

ASSOFTION3 " 

Family Planning and 
Beyond Family 
Planning efforts
 
are succesful.
 

1. 	 BDG remains
 
committed to
 
supporting the
 
family planning
 
program.
 

2. Other donors
 
continue to
 
support BDG
 
family planning
 
program.
 

3. Political stabilit)
 

4. 	 AU1PC programS 	improves in
 
effectiveness.
 

5. 	 MNUPC organiza-I tional issues 
are resolved.
 

4
 



AlNEX C -2 

'' MINS 01-
OUTPUTS INDICATORS VERIFICATION ASSUIPTIONS 

Increase in modern 
contraceptive 
method use by 
each of the 
project implemen-
ting agencies. 

Contributions by Implementing Agency: 
Contraceptive Prevalence Rates (Derived) 
Year/modern BDG &MP USAID- Total 

method funded 
NGO 

Dec. 1986 

1BDG: 

1 
ISMP: 

MIS Service 
Statistics 

MIS Service 
Statistics 
and S9P 
reports 

1. Complementary Other 
Donor support for 
BDG activities 
and conicdities 
continues. 

12. BDG improves 

Pill 
Condom 
IUD 
VS 
Other 

2.3 
1.4 
2.3 

11.2 
0.4 

0.9 
8.7 

-

-
0.4 

1.6 
0.6 
0.3 
2.4 
0.1 

4.8 
10.7 
2.6 

13.6 
0.9 

INGO: MIS Service 
Statistics 
and reports 
for.USAID-
funded NGms 

logistics 

3. BDG does not restrict 
activities of SNIP 
and NGOs. 

Total 17.6 10.0 5.0 32.6 4. Demand for VS 

Pill 
Condom 
IUD 
VS 
Other 

2.3 
1.4 
2.8 
12.7 
0.4 

1.0 
10.0 

-
0.5 
-

1.9 
0.7 
0.5 
2.9 
0.1 

5.2 
12.1 
3.3 

15.6 
1.0 

Dc 19 7remains 
D5. 

high. 
No shortages 

of 
supplies. 

Total 19.6 11.5 6.1 
Outputs in term 9f performance and 

37.2 2 . 

distribution are given in Annex N,
Technical Analysis, and in the.Input/
Output Tables (Annex H) teInu II. . I 



Annex C-3. 
MEANS OF 

INPUTS INDICATORS VOI"FT ON ASSUMPTIONS 

FY 84 FY 85 FY 86 
1. Centrally-procured 

Connodities (JHPC, 
SMP, NGO) 

1. 

I 

Commodities: 

Condoms 
Pills 

8.1 
0.3 

9.8 
0.4 

11.9 
0.4 

1. USAID project 
-records 

2. BDG Reports 

1. BDG maintains 
informed consent 
procedures and 
the VS 
surveillence 

Total 8.4 10.2 12.3 3. SMP Reports system. 
2. A IPC 2. NKMPC: 4. USAID-funded 2. BDG institutes 

a. Reimbursements VS 2.5 5.1 3.0 
NGO Reports an acceptable

Awards 
b. Awards program 
c. FPSTC 
d. Contraceptive 

Prevalence 
Surveys 

IUD/Inj.
Awards 
FPSTC 
CPS 

0.7 
1.0 
0.2 
0.05 

1.1 
1.2 
0.4 
0.0 

1.3 
1.3 
0.4 
0.2 

Program. 

3. SMP can expand 
in terms of 
outlets and 

Total 4.45 7.8 6.2 products 
3. SNIP 3. SMP: offered.. o 

a. Service Delivery
b. Demand Creation 

, 6.7 3.6 3.1 4.- NGOs can 
continue to 
absorb USAID 

4. NGOs 

a. Service Delivery ' 

4, NGOs 

6.4 5.3 6.3 

resources and 
expand
family planning 
activities. 

b. Demand Creation 
c. Training 
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5C(1) - COUNTRY CHECKLIST
 

Listed below are statutory criteria applicable generally to FAA
 
Funds, and criteria applicable to individual fund sources:
 
Development Assistance and Economic Support Fund.
 

A. GENERAL CRITERIA FOR COUNTRY ELIGIBILITY
 

1. 	 FAA Sec. 481; FY 1984 Continuing Resolu- No
 
tion. Has it been determined or certified to
 
the Congress by the President that the
 
government of the recipient country has
 
failed to take adequate measures or steps to
 
prevent narcotic and psychotropIc drugs or
 
other controlled substances (as listed in the
 
schedules in section 202 of the Comprehensive
 
Drug Abuse and Prevention Control Act of
 
1971) which are cultivated, produced or pro
cessed illicitly, in whole or in part, in
 
such country or transported through such
 
country, from being sold illegally within the
 
jurisdiction of such country to United States
 
Government personnel or their dependents or
 
from 	entering the United States unlawfully?
 

2. 	 FAA Section. 620(c). If assistance is to a
 
government, is the government liable as No
 
debtor or unconditional guarantor on any debt
 
to a 	U.S citizen for goods or services furni
shed or ordered where (a) such citizen has
 
exhausted available legal remedies and (I)
 
the debt is not denied or contested by such
 
government?
 

3. 	 FAA Sec.620(e)(1). If assistance is to
 
a government, has it (including government
 
No agencies or subdivisions) taken any action
 
which has the effect of nationalizing, expro
priating, or otherwise seizing ownership or
 
control of property of U.S. citizens or enti
ties beneficially owned by them without
 
taking steps to discharge its obligations
 
toward such citizens or entities?
 

4. 	 FAA Sec. 532(c), 620(a), 620 (f), 620D; FY
 
1982 Appropriation Act Secs. 512 and 513. Is
 
recipient country a Communist country? Will No
 
assistance be provided to Angola, Cambodia,
 
Cuba, Laos, Vietnam, Syria, Libya, Iraq, or
 
South Yemen? Will assistance be provided to
 
Afganistan or Mozambique without a waiver?
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5. 	ISDCA of 1981 Secs. 724, 727 and 730. For
 
specific restrictions on assistance to Nica
 
ragua, see Sec. 724 of the ISDCA of 1981. For N/A
 
specific restrictions on assistance to El
 
Salvador, see Secs. 727 and 730 of the ISDCA
 
of 1981.
 

6. 	 FAA Sec. 620(j). Has the country permitted, No
 
or failed to take ade quate measures to pre
vent, the damage ur destruction by mob acton
 
of U.S. property?
 

7. 	 FAA Sec. 620(1). Has the country failed to No, OPIC agreement signed
 
enter into an agreement with OPIC? January 15, 1975
 

8. 	 FAA Sec. 620(o); Fishermen's Protective Act
 
of -1967 as amended, Sec. 5. (a) Has the
 
country seized, or imposed any penalty or a) No
 
sanction against, any U.S. fishing activities
 
in international waters? (b) If so, has any b) N/A
 
deduction required by the Fishermen's Protec
tive Act been made?
 

9. 	 FAA Sec. 6 20(g); FY 1982 Appropriation Act
 
Sec. 517. (a) Has the government of the
 
recipient country been in default for more
 
than six months on interest or principal of a) No
 
any AID loan to the country? (b) Has the
 
country been in default for more than one b) No
 
year on interest or principal on any U.S.
 
loan under a program for which the appropria
tion bill appropriates funds?
 

10. 	 FAA Sec. 620(s). If contemplated assistance
 
is development loan or from Economic Support
 
Fund, has the Administrator taken into
 
account the amount of foreign exchange or
 
other resources which the country has spent
 
on military equipment? (Reference may be made
 
to 	 the annual "Tal:ing into Consideration" N/A 
memo: "Yes, taken into account by the Admin
istrator at time of approval of Agency OYB."
 
This approval by the Administrator of the
 
Operational Year Budget can be the basis for
 
an affirmative answer during the fiscal year
 
unless significant changes in circumstances
 
occu.r. ) 

11. 	 FAA Sec. 620(t). Has the co-ntry severed
 
diplomatic relations with the United States?
 
If so, have they been resumed and have No
 
new bilateral assistance agreements been
 
negotiated and entered into since such resumption?
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12. 	 FAA Sec. 620(u). What is the payment status
 
of the country's U.N. obligations? If the
 
country is in arrears, were such arrearages 

taken into account by the AID Administrator
 
in determining the current AID Operational
 
Year Budget? (Reference may be made to the
 
Taking into Consideration memo.)
 

13. 	 FAA Sec.620A;FY 1982 Appropriation Act Sec.
 
520. Has the co'intry aided or abetted, by
 
granting sanctuary from prosecution to, any
 
individual or group which has committed an
 
act of international terrorism? Has the
 
country aided or abetted, by granting sanc-

tuary from prosecution to, any individual or
 
group which has committed a war crime?
 

14. 	 FAA Sec. 666. Does the country object, on
 
the basis of race, religion, national origin
 
or sex, to the presence of any officer or 

employee of the U.S. who is present in such
 
country to carry out economic development
 
programs under the FAA? 

15. 	 FAA Sec. 669, 670. Has the country, after
 
August 3, 1977, delivered or received nuclear 

enrichment or reprocessing equipment,
 
materials, or technology, without specified
 
arrangements or safeguardc? Has it transfer
red a nuclear explosive device to a non
nuclear weapon state, or if such a state,
 
either received or detonated a nuclear explo
sive device, after August 3, 1977? (FIA Sec.
 
620E permits a special waiver of Sec. 669 for 

Pakistan.)
 

16. 	 ISDCA of 1981 Sec. 720. Was the country
 
represented at the Meeting of Ministers of 

Foreign Affairs and Heads of Delegations of
 
the Non--Alignei' Countries to the 36th General
 
Session 

of Sept. 

associate 

If so, 

account? 


of the General Assembly of the U.N.
 
25 and 28, 1981, and failed to dis
itself from the communique issued?
 

has the President taken it into
 
(Reference may be made to the
 

Taking into Consideration memo.)
 

17. 	 ISDCA of 1981 Sec.721. See special require
ments for assistance to Haiti. 


Not in arrears
 

No
 

No
 

No
 

No
 

No
 

N/A
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18. 	 FY 1984 Continuing Resolution. Has the
 
recipient country been determined by the
 
President to have engaged in a consistent 

pattern of opposition to the foreign policy
 
of the United States?
 

B. FUNDING SOURCE CRITERIA FOR COUNTRY ELIGIBILITY
 

1. 	Development Assistance Country Criteria.
 
FAA Sec. 116. Has the Department of State 

determined that this government has engaged
 
in a consistent pattern of gross violations
 
of internationally recognized human rights?
 
If so,can it be demonstrated that contem
plated assistance will directly benefit the
 
needy?
 

2. 	 Economic Support Fund Country Criteria. 

a. FAA Sec. 502B. Has it been determined 

that the country has engaged in a consis-

tent prttern of gross violations of interna
tionally recognized human rights? If so, has
 
the country made such significant improve
ments in its human rights record that furnish
ing such assistance is in the national interest?
 

b. ISDCA of 1981, Sec. 725(b). If ESF
 
is to be furnished to Argentina, has the
 
President certified that (1) the Govt.
 
of Argentina has made significant
 
progress on hum.:n rights; and (2) that 

the provision of such assistance is in
 
the national interests of the U.S.?
 

c. ISDCA of 1981, Sec. 726(b). If ESF
 
assistance is to be furnished to Chile, has
 
the President certified that (1) the Govt.
 
of Chile has made significant progress in
 
human rights; (2) it is in the national inte
rest 	of the U.S.; and (3) the Govt. of Chile
 
is not aiding international terrorism and has
 
taken steps to bring to justice those indi-

cated in connection with the murder of
 
Orlando Letelier?
 

No
 

No
 

N/A, as
 
Project is
 
DA funded.
 

N/A
 

N/A
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Project No.
 

5C(2) PROJECT CHECKLIST
 

Listed 
below are statutory criteria applicable to projects.
This 	section is divided into two parts. 
 Part A. includes

criteria applicable to all projects. 
 Part 	B. applies to

projects funded from specific sources only: 
 B.1. applies to
all projects funded with Development Assistance Funds,

applies to projects funded 

B.2.
 
with Development Assistance


loans, and B.3. applies to projects funded from 9SF.
 

CROSS REFERENCES: 
 IS COUNTRY CHECKLIST UP TO DATE? 
 HAS
 
STANDARD ITEM CHECKLIST BEEN REVIEWED
 
FOR THIS PPOJECT?
 

A. 	 GENERAL CRITERIA FOR PROJECT
 

1. 	 FY 1982 Appropriation Act Sec. 
 523,_FAA Sec.
 
6 Sec. 653(b).
 

(a) 	Describe how authorizing and appropria-
 a) CN will be
tions committees of Senate and 
 House have 
 sent to
been or will be notified concerning the Congress before
project; 
 (b) is assistance within 
 obligation.

(Operational Year Budget) country or interna
tional organization allocation reported 
to b) Yes, FY84 OYB is $25,895,000
Congress 
 (or not more than $1 million over 
 (STATE 010388) and FY84 CP,
that 	amount)? 
 Annex II reported a proposed
 

$25 million FY 84 obligation.
2. 	 FAA Sec. 6 11(a)(1). Prior to obligation in
 
excess of $100,000, will there be (a) engi- a) Yes

neering, financial or other plans necessary

to 
 carry out the asaistance and (b) 
a re 	so- b) Yes

nably firm estimate of the cost to the 
U.S.
 
of the assistance?
 

3. 	 FAA Sec. 6 11(a)(2). If further legislative

action is required within recipient country,

what is basis for reasonable expectation that

such action will be completed in 
 time to Not required.

permit orderly accomplishment of purpose 
of
 
the assistance?
 

4. 	 FAA Sec. 611(b); FY 1982 Appropriation Act
 
Sec. 501. 
 If for water or water-related land
 
resource construction,has 
 project met the 
 N/A

standards and criteria as 
set forth in the
 
Principles and Standards for Planning 
Water
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and Related Land Resources, dated October 25,
 
1973?(See AID Handbook 3 for new guidelines.)
 

5. 
 FAA Sec. 6 11(e). If project is capital

assistance (e.g., construction), and all U.S. 

assistance for it will exceed 'J miion, has
 
Mission Director certified and Regional

Assistant Administrator taken into considera
tion the country's capability effectively to
 
maintain and utilize the project?
 

6. 	 FAA Sec. 209. Is project susceptible to
 
execution as part of regional or multilateral 

project? If so,why is project not so exe
cuted? Infcrmation and conclusion whether
 
assistance will encourage regional develop
ment programs.
 

7. 	 FAA Sec. 601(a). Information and conclusions
 
whethei project will encourage efforts of the 

country to: (a) increase the flow of inter
national trade; (b) foster private initiative 

and competition; and (c) encourage 
 develop
ment and use of cooperatives, and credit 

unions, and savings and loan 
associations;

(d) 	discourage monopolistic practices; (e)

improve technical efficiency of industry,

agriculture and commerce; 
 and (f) strengthen 

free labor unions.
 

8. 	 FAA Sec. 601(b). Information and conclusions
 
on how project will encourage U.S. private

trade and investment abroad and encourage

private U.S. participation in foreign assis
tance programs (inzluding use of private

trade channels and the services of U.S. pri
vate 	enterprise).
 

9. 	 FAA Sec. 
 612(b), 636(h), FY 1982 Appropria-

tion Act Sec.507. Describe steps taken to 

assure that, 
 to the maximum extent possible, 

the country is contributing local currencies 

to meet the cost of contractual and other 

services, and foreign currencies owned by the 

U.S. 	are utilized in lieui of dollars. 


10. 	 FAA Sec. 612(d). 
 Does 	the U.S. own excess
 
foreign currency of the country and, if so, 

what arrangements have been made 
for its
 
release?
 

N/A
 

lo
 

a) No
 

b) Yes
 

c) No
 

d) N/A
 
e) N/A
 
f) N/A
 

N/A
 

The Government
 
uses its own
 

resources to
 
support the
 
Ministry of Health
 
and Population
 
Control.
 

No
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11. 	 FAA Sec. 601(e). Will the project utilize
 
competitive selection procedures for the
 
awarding of contracts, except where Yes
 
applicable procurement rules allow otherwise?
 

12. 	 FY 1982 Appropriation Act Sec. 521. If
 
assistance is for the production of any com- a) N/A
 
modity for export, is the commodity likely to
 
be in surplus on world markets at the time
 
the resulting productive capacity becomes
 
operative, and is such assistance likely to
 
cause substantial injury to U.S. producers of b) No
 
the same, similar or competing commodity?
 

13. 	 FAA Sec. 118(c) and (d). Does the project
 
comply with the environmental procedures set a) Yes
 
forth in AID Regulation 16? Does the project
 
or program take into consideration the prob- b) N/A
 
lem of the destruction of tropical forests?
 

14. 	 FAA Sec. 121(d). If a Sahel project, has a
 
determination been made that the host govern- N/A
 
ment has an adequate system for accounting
 
for and controlling receipt and expenditure
 
of project funds (dollars or local currency
 
generated therefrom)?
 

B. FUNDING CRITERIA FOR PROJECT
 

1. Development AssistLnce Project Criteria.
 

a. FAA Secs. 102(b), 1]1, 113, 281(a). a) Beneficiaries
 
Extent to which activity will (a) effectively of this project
 
involve the poor in development, by extending will be primarily
 
access to economy at local level, increasing the rural poor and
 
laboL-intensive produc tion and the use of women.
 
appropriate technology, spreading investment
 
out from cities to small towns and rural
 
areas, and insuring wide participation of the
 
poor in the benefits of development on a
 
sustained basis, using the appropriate U.S.
 
institutions; (b) help develop cooperatives, b) N/A
 
especially by technical assistance. to asElst
 
rural and urban poor to help themsel es
 
toward--better life, and otherwise-encourage......
 
democratic private and local gov-rnmental c) Self-help will be
 
institutions; (c) support the self help promoted whenever feasible.
 
efforts of developing countries; (d) promote d) As this project is intended
 
the participation of women in the national to increase family planning
 
economies of developing countries and the services, the participation
 
improvement of women's status; and (e) of women will be critical.
 
utilize and encoturage regional cooperation by
 
develo ping countries? e) N/A
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b. FAA Sec. 103, 103AL104j.0106. Does the
 
project fit the criteria for the type of Yes, Sec.104(b)
 
funds (functional account) being used?
 

c. FAA Sec. 107. Is er:phasis on use of
 
appropriate technology (relatively smaller,
 
cost-saving,labor-using technologies that are N/A
 
generally most appropriate for the small
 
farms, small businesses, and small incomes
 
of the poor)?
 

d. FAA Sec. 110(a). Will the recipient
 
country provide at least 25% of the costs of Yes
 
the program, project, or activity with res
pect to which the assistance is to be
 
furnished (or is the latter cost-sharing
 
requirement being waived for a "relatively
 
least developed" country)?
 

e. FAA Sec. 110(b). Will grant capital
 
assistance be disbursed for project over more
 
than 3 years? If so, has justification
 
satisfactory to Congress been made, and
 
efforts for other financing, or is the reci- No
 
pient country "relatively least developed"?
 
(M.O. 1232.1 defined a capital project as
 
"the construction, expansion, equipping or
 
alteration of a physical facility or facili
ties financed by AID dollar assistance of not
 
less than $100,000, including related
 
advisory, managerial and training services,
 
and not undertaken as part of a project of a
 
predominantly technical assistance character."
 

f. FAA Sec. 122(b). Does the activity give Yes
 
reasonable promise of contributing to the
 
development of economic resourceg, or to the
 
increase of productive capacities and self
sustained economic growth?
 

g. FAA Sec. 281(b). Describe Lxtent to a) Family Planning services are
 
which program recognizes the particular a critical need of Bangladesh
 
needs, desires, aid capacities of the people desired bothly the Government
 
of the country; utilizes the country's intel- and by the rural poor.
 
lectual resources to encourage institutional
 
development; and supports civil education and b) The Project will help
 
training in skills required for effective develop several population
participation in governmental processes related institutions in Bangla
essential to self-government. desh including the Ministry of
 

Health and Population Control.
 

c) N/A
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2. Develooment Assistance I-roject Criteria 
"(Loans only) 
a. FAA Sec. 122(b). Information and conclu
sion on capacity of the country to repay the 
loan, at a reasonable rate of interest. 

N/A 

b. FAA Sec. 620(d). If assistance is for 
any productive enterprise which will compete 
with U.S. enterprises, is there an agreement 
by the recipient country to prevent export to 
the U.S. of more than 20% of the enterprise's 
annual production during the life of the 
loan? 

N/A 

c. ISDCA of 1981, Sec.72 4 (c) and (d). 
If for Nicaragua, does the loan agreement 
require that the funds be used to the maximum 
extent possible for the private sector? Does 
the project provide for monitoring under FAA 
Sec. 624(g)? 

N/A 

3. Economic 
Criteria 

Support Fund Project 

a. FAA Sec. 531(a). Will this assistance 
promote economic or political stability? To 
the extent possible, does it reflect the 
policy directions of FAA Sec. 102? 

N/A 

b. FAA Sec. 531(c). Will assistance under 
this chapter be used for military, or parami-
litary activitiec? 

N/A 

c. FAA Sec. 534. Will ESF funds be used to 
finance the construction of the operation or 
maintenance of, or the supplying of fuel for, 
a nuclear facility? If so, has the Presi
dent certified zhat such use of funds is 
indispensable to nonproliferation objectives? 

N/A 

d. FAA Sec. 609. If commodities are to be 
granted so that sale proceeds will accrue to 
the recipient country, have Special Account 
(counterpart) arrangements been made? 

N/A 
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5C(C) - STANDARD ITEM CHECKLIST
 

Listed below are the statutory items which normally will be
 
covered routinely in those provisions of an asistance agreement
 
dealing with its implementation, or covered in the agreement by
 
imposing limits on certain uses of funds.
 

These items are arranged under the general headings of (A)
 
Procurement (B) Construction, and C) Other Restrictions.
 

A. Procurement
 

1. FAA Sec. 602. Are there arrangements to
 
permit U.S. small business to participate Yes
 
equitably in the furnishing of commodities end
 
services financed?
 

2. 	 FAA Sec.604(a) Will all procurement be Yes
 
from the U.S. except as otherwise determined
 
by the President or under delegation from him?
 

3. 	 FAA Sec. 604(d). If the cooperating country
 
discriminates against marine insurance c.mpa
nies authorized to do business in the U.S., Yes
 
will commodities be insured in the United
 
States agaist marine risk with such a
 
company?
 

4. 	 FAA Sec.604(e); ISDCA OF 1980 Sec. 705(a).
 
If offshore procurement of agricultural com
modity or product is to be financed, is there
 
proviriona against such procurement when the
 
domestic price of such commodity is less than
 
parity? (Exception where commodity financed N/A
 
could not reasonably be procured in U.S.)
 

5. 	 FAA Sec. 604(g). Will construction or engi
neering services be procured from firms of
 
countries otherwise eligible under Code 941, No
 
but which have attained a competitive capabi
lity in international markets in one or these
 
areas?
 

6. 	 FAA Sec. 603. Is the shipping excluded from
 
compliance with requirement in section 901(b)
 
of the Merchant Marine Act of 1936, as amen
ded, that at least 50 per centum of the gross
 
tonnage of commodities (computed separately
 
for dry bulk carriers, dry cargo liners, and
 
tankers) financed shall be transported on No
 
privately owned U.S. flag commercial vessels
 
to the extent that such vessels are available
 
at fair and reasonable rates?
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7. 	 FAA Sec. 621. If technical assistance is
 
financed, will such assistance be furnished
 
by private enterprise on a contract basis to a) Yes
 
the fullest extent prarttcable? If the faci
lities of other Federal agencies will be
 
utilized, are they particularly suitable, not
 
competitive with private enterprise, and made b) N/A
 
available without undue inteiference with
 
domestic programs?
 

8. 	 International Air Transport. Fair Competi
tive Practices Act, 1974. If air transpor- Yes
 
tation of persons or prnperty is financed on
 
grant basis, will U.S. carriers be used to
 
the extent such service is available?
 

9. 	 FY 1982 Appropriation Act Sec. 5u4. If the Yes, such clauses are routin.Iy
 
U.S. Government is a party to a contract for inserted in all A.I.D.-direct
 
procurement, does the contract contain a contracts.
 
provision authorizing termination of such
 
contract for the convenience of the United
 
States?
 

B. Construction
 

1. 	FAA Sec. 601(d). If capital (e.g., construc
tion) project, will U.S. engineering and N/A
 
professional r-cvices be used?
 

2. 	 FAA Sec. 611(c). If contracts for construc
tion are to be financed, will they will let on N/A
 
a competitive basis to maximum extent practicable?
 

3. 	 FAA Sec. 620(k). If for construction of
 
productive enterprise, will aggregate value
 
of assistance to be furnished by the U.S. not
 
exceed $100 million (except for productive N/A
 
enterprises in Egypt that were described in
 
the CP)?
 

C. 	 Other >estrictions
 

1. 	 FAA Sec. 122(b). If development loan, is
 
interest rate at least 2% per annum during N/A
 
grace period and at least 3% per annum
 
thereafter?
 

2. 	 FAA Sec. 301(d). If fund is established N/A
 
solely by U.S. contributions and administered
 
by an international organization, does
 
Comptroller General have audit rights?
 

http:routin.Iy
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3. 	 FAA Sec. 620 (h). Do arrangements exist to
 
insure that United States foreign aid is not
 
used in a manner which, contrary to the 

best interests of the United States, promotes
 
or assists the foreign aid projects or acti
vities of the Communist-bloc countries?
 

4. 	 Will arrangements preclude use of
 
financing:
 

a. FAA Sec. 104(f); FY 1982 Appropriation Act
 
Sec. 525: (1) To pay for performance of
 
abortions as a method of family planning or 

to motivate or coerce persons to practice
 
abortions; (2) to pay for performance of
 
involuntary sterilization as method of family
 
planning, or to coerce or provide financial 

incentive to any person to undergo
 
sterilization? (3) to pay for any biomedical 

research which relates, in whole or part,
 
to methods or the performance of abortions
 
or involuntary sterilizations as a means of
 
family planning; (4) to lobby for abortion? 


b. FAA Sec. 6 20(g). To compensate owners
 
for expropriated nationalized property? 


c. FAA Sec. 660. To provide training or 
advice or provide any financial support for 
police, prisons, or other law enforcement 
forces, except for narcotics programs? 

d.FAA Sec. 662. For CIA activities? 


e. FAA Sec. 636(i). For purchase, sale,
 
long-term lease, exchange or guaranty of the 

sale of motor vehicles manufactured outside
 
U.S., unless a waiver is obtained?
 

f. FY 1982 Appropriation Act, Sec. 503. To
 
pay pensions, annuities, retirement pay, or 

adjusted service compensation for military
 
personnel?
 

g. FY 1982 Appropriation Act, Sec. 505. To.
 
pay U.N. assessments, arrearages or dues? 


h. FY 1982 Appropriation Act, Sec. 506. To
 
carry out provisions of FAA section 209(d) 

(Transfer of FAA funds to multilateral
 
organizations for lending)?
 

Yes
 

1) Yes
 

2) Yes
 

3) Yes
 

4) Yes
 

Yes
 

Yes
 

Yes
 

Yes
 

Yes
 

Yes
 

Yes
 



ANNEX D:PAGE 13 OF 13 PAGES
 

i. FY 1982 Appropriation Act, Sec. 510. To 
finance the export of nuclear equipment, 
fuel, or technology or to train foreign 
national in nuclear fields? 

Yes 

J. FY 1982 Appropriation Act, Sec. 511. 
Will assistance be provided for the purpose 
of aiding the efforts of the government of 
such country to repress the legitiomate 
rights of the population of such country 
contrary to the Universal Declaration of 
Human Rights? 

No 

k. FY 1982 Appropriation Act, Sec. 515. To 
be used for publicity or propaganda purposes 
within U.S. not authorized by Congress? 

No. 
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REPORT TO THE GOVERENT OF BANGLADESH ON 'ITE 1982 MID-TERM 
EVALUATION OF USAID PROJECT NO. 388-0050, FAMILY PLANNING 

SERVICES 

March 1983
 

1. Purpose of the Report 

The purpose of this report is to inform the Government of Bangladesh 
concerning the findings and recommendations of the mid-term evaluation 
of the Family Planning Services Project sponsored by USAID in colla
boration with the Population Control Division of the Ministry of Health 
and Population Control; and also to present the results of the USAID
 
Mission's review and assessment of this evaluaticn. The report also
 
sets forth USAID's position concerning actions to be taken for improved
 
project implementation in the future.
 

The evaluation was required to be performed, according to the terms and
 

conditions of the Project Agreement.
 

The scope of work for the team was:
 

1. to assess the strategy, inputs, processes and outputs of the current
 
USAID Family Planning Services Project;
 

2. to recommend feasible and cost-effective interventions to assist the
 
Family Planning Program in Bangladesh to reach a contraceptive prevalence 
rate of effective methods of 30% by 1985. This required assessment of 
the BDG Family Planning Program; USAID and other donor inputs, policies,
 
and strategies as they affected the BDG program; and assessment of NGO
 
Family Planning activities in relation to the -verall family planning
 
effort in Bangladesh.
 

The intent of the evaluation, therefore, is to provide guidance to USAID
 
and BDG project managers: to note sccesses, and to recommend corrections 
in implementation of various aspects of the project whiich would lead to 
improvements in performance. 

I. Methodology 

The evaluation was carried out by a team of internationally reputed
 
population professionals, including private consultants, a USAID official,
 
and two high-ranking-BDG staff. The team employed techniques of site
 
visits, un-structured interviews, and review of relevant documents in its
 
analysis. The team spent three weeks in Dhaka; additional analyses were
 
carried out in the USA after the team's field tour. Due to the methodology
 
employed and the time constraint placed upon the evaluation by official
 
duties and other commitments for the consultants, the data for this evalua
tion are rather more qualitative than quantitative. Given the complexity
 
of the project, however, it seems warranted to place reliance on the judge
ments of experienced and qualified professionals for the assessment of
 
project performanoe nd for recoimnended actions to be taken to improve the 
performance.
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III. Major Findings of the Evaluation Team - Summary
 

The full evaluation report has been reviewed indraft by the USAID
 
Mission. The final report, incorporating changes and corrections
 
resulting from the Mission review, will be available shortly. Copies
 
will be provided to the BDG at that time. However, since the BDG
 
representatives of the team are prominent officials of the PCD, and
 
since they played an active role throughout the evaluation, the findings
 
are undoubtedly well known to the BDG already. This report, therefore,
 
will summarize these findings only briefly.
 

While the new Goverment assigns continued high priority to population
 
control to develop human and material resources of the country and the
 
last two years have seen an encouraging increase in family planning
 
acceptance, the evaluation team found that program implementation is
 
hampered by fiscal rigidity, too frequent changes indirection, and by
 
shortcomings in organization, administration, logistics and supply
 
managemeit, training, and supervision. The details regarding these
 
findings are spelled out in the evaluation report. The team also noted
 
that the integration of Health and Family Planning has added new ai.d very
 
extensive requirements for training and created very serious administra
tive problems in the merger of the two departments at the thana level.
 
The report also mentioned the support of the MUAIPC for non-governmental
 
organizations (NGOs) and recognized the NGO contribution to the total
 
national program. 

IV. Recommendations of the Evaluation Team
 

For ease of presentation, the recommendations of the report are cate
gorized into seven components: Administration/Management/Finance; Training;
 
Logistics/Supply; Service Delivery; Operations Research/Contraceptive
 
Prevalence Surveys; NGOs/Local Family Planning; "Beyond Family Planning".
 

A. Administrative/Management/Finance
 

1. A two-year population and family planning plan with more
 
specific guidance on priorities and requirements for 1984-85
 
should be de'veloped.
 

2. Outstanding organizational issues should be addressed with
 
speed so that continuity in direction and management can be
 
assured inthe future.
 

3. Immediate attention should be given to problems related to
 
integration of health and FP/MCH at the thana level and below.
 

4. The Government's efforts to decentralize the administration
 
of health and family planning programs in the context of more
 
general reforms to strengthen local government should be
 
encouraged; the role of the Union Parishad in relation to
 
health/FP field-workers should be strengthened.
 

5. Institution building through the development of performance
 
based reward system for field workers and supervisors should
 
be initiated.
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6. 	Financial procedures to ensure the prompt release of funds
 
should be simplified; the D.G. (Imp.) should be able to
 
retain unspent funds at the end of the year in the P.L. account
 
to tide the program over until the next fiscal year's allo:a
tion; otherwise a revolving fund with donor assistance should
 
be established.
 

7. 	The hiring freeze :hould be lifted to allow existing staff
 
vacancieg to be filled.
 

8. 	The construction of the physical infrastructure should be
 
completed.
 

9. 	The mechanism of USAID funding of NGO projects should be
 
preserved and utijized to the extent of USAID's capacity to
 
monitor and provide technical assistance to such grantees.
 

10. 	AID/W should promote joint programming missions with the UNFPA
 
and the World Bank as appropriate.
 

B, 	 Training 

1. 	A task force on training should be formed to identify training
 
needs of the program and to recommend how to approach them.
 

2. 	 Institution building through development of greater management
 
training capability in the training and research institutions
 
should be continued and strengthened.
 

3. 	An orderly plan for the conduct of MI&/FP field worker training
 
sh.Juld be developed; the MC] materials budget of the FPS project
 
can be used to develop instructional materials; the M-I/FP
 
workers should be assisted in utilising entry points in the MO]
 
cycle for introduction of child-spacing methods.
 

4. 	 Suitable funding should be found to implement the retraining
 
of physicians in voluntary sterilization (VS) techniques; the
 
PCD should collaborate with the Health Division to utilize the
 
model clinics ,fthe teaching hospitals for training of medical
 
students and interns in VS techniques.
 

5. 	 Suitable advancement opportunities should be offered to
 
personnel who acquire specialized skills through training.
 

6. 	 The trainees of the Indonesian program should be helped to 
identify the principles at work; predeparture and re-entry 
discussions with the trainee groups should be held. 

C. Logistics/Supply
 

1. 	A resident logistics and supply specialist should be provided
 
to PCD for a minimum of two years.
 

2. 	 PCD should make it clear to each person in the supply chain 
that supply management is of central, not peripheral, importance; 
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newly posted perso-inel should be trained in the rationale, 
procedures, and importance of the supply system and development 
of skills in recording, reporting, resupplying and storage; 
NIPORT should include adequate supply system training in the 
syllabi for initial and refresher training of administrative, 
clinic and field staff. 

3. 	The Supply Manual should be revised to incorporate the full 
range of MGI/FP supplies and equipment into supply management 
system. 

4. 	A permanent solution for adequate regional storage facilities
 
should be planned.
 

S. 	 Long range options for adequate transport capability must be
 
assessed now.
 

6. 	A TFPA should be designated as "storekeeper"; an additional
 
post of Assistant District Storekeeper in each district should
 
be established.
 

D. Service Deliveiy
 

1. 	The relative proportion of reversible methods should be increased
 
in the national program.
 

2. 	The compensation costs incurred in referral and acceptance of
 
IUD should be continued and Copper-T insertion should be made 
available at all clinical sites as soon as possible.
 

3. 	Sustained emphasis should be put on the quality of VS services;
 
the Government should be assisted inmeeting the conditions
 
precedent and the local cost!: reimbursement paymdnts should be
 
reinstated once the conditicns are met.
 

4. 	 Clinics providing only sterilization should expand the range
 
of contraceptive alternatives effered.
 

5. 	 An alternative to the current AID oral contraceptive formla

tion 	should be found.
 

E. Operations Research/Contraceptive; Prevalence Surveys 

1. 	 USAID should continue to pursue opportunities for funding 
useful projects in OR; special emphasis should be given to 
the analysis of the implementation process of health and 
family planning programs. 

2. 	A cost-benefit analysis of family planning in Bangladesh should
 
be a high priority OR project.
 

3. 	USAID should continue support and technical assistance to the MIS
 
Unit and request priority approval of the proposed 1982 CPS.
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F. NGOs/Local Family Planning
 

1. 	USAID and the Government should facilitate the contributions
 
of NGOs to the program and seek creative measures to maximize
 
their performance.
 

2. 	USAID should continue assistance to NGOs with demonstrated
 
ability to make a contribution.
 

3. 	The Local Family-Planning Project is a creative innovation
 
but it requires careful nurturing and protection from cumber
some bureaucratic routine and excessive centralization.
 

4. 	The Director of the Local Family Planning Project should be 
urged to finalize it and to provide it with maximum support. 

G. Beyond Family Planning 

1. 	 In future and follow-up USAID projects, greater attention 
must be given to "Beyond Family Planning" measures to create 
conditions favorable to a more rapid and substantial fertility 
decline. 

2. 	Support should be given to BDG's efforts to create widespread 
acceptance of the small family norm through the multi-sector 
projects and adoption of "beyond fajhily planning" measures. 

3. 	 Increased emphasis should be placed on programs to delay 
marriage, increase birth intervals, and decrease family size 
through mass media programs, and strengthing all aspects of 
maternal and child health. 

V. 	Mission Assessment of the Evaluation Report 

The Mission feels that the evaluation team worked sincerely and conscien
tiously to perform the tasks specified in their Scope of Work. The 
findings of the evaluation are useful guidelines for action by the BDG 
and the USAID Mission. Because of the limited amount of time available 
for the evaluation, the report is not as specific in some areas as the
 
Mission had hoped. For example, the key section on Management (pp 47-48)
 
is too brief to be helpful. However, this evaluation, taken with the
 
findings and recommendations of earlier evaluations not only by USAID but
 
also 	by other donors, points clearly at major issue areas which must be
 
examined and dealt with effectively on a priority basis if the population
 
program in Bangladesh is to begin showing results before it is overtaken
 
by the consequences of a disastorously high growth rate which is not being
 
adequately checked and limited by the BDG's current level and quality of
 
effort.
 

The findings and recommendations of the Mid-Term Evaluation in many
 
instances reiterate the concerns of a series* of evaluations, by both
 
USAID and other donors, over the last eight years. This is indeed a
 
discouraging disclosure. Itmeans that problems of project implementation
 
which were identified, and seem capable of solution, have not been
 

* (List attached to this report) 
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This has led USAID, UNFPA and the World Bank to develop a discussion
 
paper recomnending a change in the locus of the Population Control
 
Program. The paper, which has been shared informally with some Ministry
 
staff, recommends a national Population Control. Board to plan and
 
implement the program. It is felt that this would be the most effective
 
administrative arrangement to overcome the long standing constraints and
 
problems identified in the F.P. Program.
 

.However, this recommended structure may not be acceptable to the BDG, or
 
may take a considerable amount of time to bring into effect, therefore
 
the following section identifies recommendations to be considered at
 
this time.
 

VI. 	 USAID Recommendations for Improvement in Performance of Family Planning 
Program 

Given 	the findings and recommendations of this evaluation, those of previous
 
evaluations, USAID's own experience with the BDG Family Planning Services 
for nearly a decade, we would like to initiate discussion on a number of 
tentative recommendations. We are excluding discussion on those recommenda
tions already addressed by the BDG, or those we disagree with, or give 
lower priority. The recommendations below, once discussed and finalized, 
will be used, where feasible, in the preparation of our follow-on project 
amendment to the current Family Planning Services Project. ' This amendment 
is due in our AID Washington office on-June-15, 1983. 

b!' ],' . C' f . 
A. 	 Adm:inistrative/Management/Finance
 

1. 	An indepth evaluation of the current M(1/FP strategy including
 
all management systems - fiscal, planning, manpower development 
and deployment, service delivery and logistics - should be 
under 	taken as soon as possible.
 

Outstanding issues are:
 

- Effect that integration strategy is having on the 
delivery of F.P. Services. 

- Setting of priorities for implementation of F.P. and
 
MCI Services.
 

- Design of an effective delivery system strategy including 
identification of realistic tasks for all levels of service 
providers. The number of tasks for field workers needs 
to be 	reduced
 

- Development of an effective supervisory system from central 
to the field level.
 

2. 	A study to determine how and what performance incentives can
 
be implemented for F.P. workers.
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3. 	TFPO and other supervisory positions should be filled. Field
 
workers positions should be filled as necessary.
 

4. 	A revolving fund or other mechanism to relieve the financial
 
constraints should be implemented.
 

S. 	 A study to determine the cost of Family Planning Services should 

be undertaken.
 

B. 	 Training 

1. 	A task force on training needs should be constituted. An immediate 
need is to rationalize the number of tasks an FWA and FWW perform. 

2. 	The F.P. Services Project participant training component should be
 
evaluated and steps taken to carry out the present plan, revise it,
 
or drop the component.
 

C. 	Logistics
 

1. 	A long-term logistics and supply advisor to the Director Gen6ral
 
(Logistics and Supply) should continue without interruption. Such
 
additional assistance in this regard as might be seen to be
 
necessary should be immediately arranged for.
 

2. 	The MCHPC should accept and implement the logistics and supply
 
system consultancy report prepared by the UNFPA and USAID or an
 
alternative to these agencies.
 

3. 	Several actions should be taken immediately by the BDG to improve
 
the system:
 

Take a physical inventory of all USAID funded commodities,
 
noting date of manufacture of orals and condoms, by location.
 
This should be completed by June 30, 1983.
 

- Outdated commodities should be destroyed on a quarterly basis. 

Total cubic feet of storage space in the central and regional
 
warehouses and the cubic feet of space available as of April
 
30 should be calculated, also how much space will be needed
 
for new supplies. The planned move of the Chittagong warehouse
 
should be re-evaluated.
 

4. 	All storekeepers should be trained within six months.
 

S. 	 Undertake projections by thana for contraceptive and other MQI/FP 
supplies and over stocks corrected by June 30, 1983.
 

D. 	 Service Delivery 

1. It is a covenant of the F.P. Services Project that a voluntary 
a voluntary sterilization surveillance system in accordance with
 
a plan accepted by USAID and in a manner satisfactory to USAID 
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will 	be maintained. We now have no formal mechanism to input or
 
to judge the plan and system. Therefore the USAID medical advisor
 
should be made an Ex-officio Member of the Voluntary Sterilization
 
Surveillance Team.
 

2. NORIDAY oral contraceptives should be replaced by other acceptable
 
preparations, and USAID should phase out its participation;in the
 
supply of oral contraceptives.
 

3. 	The Mission emphatically disagrees with the Evaluation Team's
 
finding that too much emphasis is placed upon voluntary steriliza
tion. The Mission feels that this is a complementary, and vital
 
component in an overall set of Family Planning alternatives, and
 
that the aim should be not to decrease emphasis on VS, but rather
 
to improve delivery of other, equally important methods for
 
contraception.
 

E. 	Operations Research/MIS
 

1. 	The Government should cull the findings from the Operations
 
Research reports of higher quality and prepare a response to
 
these findings.
 

2. 	The Government should strengthen the administration of the
 
Operations Research project by joining in a collaborative relation
ship with an academic institution specializing in Operations
 
Research.
 

3. 	The present performance statistics reporting system of the MIS
 
Unit should be evaluated by an outside consultant to determine
 
its accuracy and usefulness and to recommend necessary changes. 

F. 	 Local Family Planning/Non-Government Organizations 

1. 	 The BDG should contract with an experienced and qualified NGO 
or NGOs to assist the TFPOs to design needed projects and to 
provide technical assistance to implement the projects.
 

2. The policy that NGOs can operate only in urban areas should be 
reviewed.
 

3. 	 It is the flexibility of NGO project design, activities, and 
management that accounts for their success. The BDG should take 
care that its rules, regulations, and review process not constrain 
these factors. 

4. 	 MCHPC should review the numerous evaluations of successful NGO 
programs and incorporate replicable aspects of such programs 
into its own programs. 

G. 	 "Beyond Family Planning" Measure 

1. 	A study to identify and cost community and individual incentives
 
should be commissioned. This would be funded through the F.P.
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Services project. Pilot projects for project funding should
 
be identified.
 

2. 	The cost factors associated with the "Beyond Family Planning"
 
ideas advanced by the Evaluation Team should be analyzed.
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Annex F 

Sumnary of Findings of the Evaluation 
of the Social Marketing Project
 

The Social Marketing Project (SP) is a part of the National Population 
Program. Itexists through an agreement between the Government of
 
Bmgladesh (BUG) and Population Services International (PSI) and has
 
been funded totally by USAID through a contract with PSI since 1974.
 
Ithas developed its own system for distributing two brands of condoms,
 
two brands of oral contraceptives (OCs) and one brand of vaginal spermicide
 
tablets.
 

Impact
 

By June, 1983 the SP was providing contraception at an annual rate of
 
931,000 couple-years of protection (CYP), contributing 67% of the national
 
program's condom protectionj 21% of OC protection and 70% of spermicide
 
protection. The SMP accounted for 50% of all non-clinical protection

provided by the national program. The entire increase in non-clinical
 
protection provided by the national program since 1975 has been the result
 
of the SMP's sales. Based upon rDG information,the prevalence of use of
 
modern contraceptives in Bangladesh was approximately 18% including an SMP
 
contribution of slightly less than 5%: thus, more than one out of every

four users isprotected by SMP products. The SMP trend is sharply up over
 
1982. Condoms are now selling at an annualized rate of 82 million: OCs at
 
1.75 million cycles; and spermicide tablets at 5.5 million. While condoms 
continue to contribute the lion's share of the SMP's output, the growth 
rate for OCs in higher than the growth rate for condoms. Current vigor in 
the OC sales resulted from a new strategy which emphasized the role of doctors 
and a large, new category of providers; rural medical practitioners or 
village "doctors" who have face-to-face contact with OC users. This new 
strategy, plus the second brand of OCs with a better image,, is largely
responsible for the surge in OC sales. Since its inception the SNP has used 
available mass media, but recently added mobile film units which provide
about 80 outdoor showings each month to crowds of 3000-5000 in semi-urban and 
rural areas. The combination of village doctors and rural film shows should 
succeed in expanding SMP successes in rural Bangladesh. Added to this are the 
selling and educating activities of about 85,000 shopkeepers who handle SMP 
products. An estimated 57-60,000,000 of the 67,000,000 condoms sold by the 
SNIP in 1982 were probably used for family planning in Bangladesh. The remainder 
were smuggled to India and Burma. Recent research indicates that women have
 
probably under-reported condom use in the past and that the true level may

be more than 5% in Bangladesh, thus making the condom about equal inpopularity
 
to tubal ligation. The average condom purchaser is a man, aged 25-34, married
 
seven years or less, with-three children or.less. He probably works as a
 
laborer for about $25.00 per month and iseither illiterate or has primary

school education. Less is known about usage patterns of OCs and spermicides.
 
New outreach into rural areas through village "doctors" will probably result
 
in greatly increased sales of OCs but usage patterns should be evaluated. The
 
impact of SMP's advertising has made "Raja" and '"aya"generic words for condoms
 
and OCs, respectively. Quantified estimates of brand-name awareness should
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result from the 1983 Contraceptive Prevalence Survey which will sample
 
women, men, and couples. The BDG program, NGOs and comercial marketers 
have benefited from the SMP, particularly from the advertising and
 
education activities.
 

The SMP has demonstrated that a large impact can be made in a low-income, 
largely rural, developing country by harnessing a large existing marketing 
sector at very low cost per unit of output. While providing credibility 
to the social marketing model,it has broadened awareness and legitimized
 
discussion of family planning in this large, conservative Muslim nation.
 

Cost-effectiveness
 

Unit costs of output are low. The SMP's cost of protecting one couple
 
for one year is lower than most other family planning activities in
 
Bangladesh: about $1.66, excluding the cost of the donated contraceptives.
 

Management, and Marketing
 

The SMP employs almost 300 people. A management development system
 
should be instituted for middle and senior level management. Market
 
planning and development require greater emphasis. Two Zonal Sales Managers 
are needed to manage expected intensification of sales development. A
 
computerized management information system is needed to integrate the flow 
of information at several levels. A systematic classification of sales 
outlets is needed to assist sales area development planning.
 

SMP should continue to do what it does best: market branded products 
aimed at increasing contraceptive use. Management should consider adding 
several more brands of condoms and OCs over a broad range of prices aimed 
at increasing total prevalence. Other contraceptive methods, particularly 
injectables, could be test-marketed to graduate doctors. The SMP should also 
enlarge its "family" of products to include oral rehydration salts, nutritionals 
for pregnant and lactating women and useful household medicines. These 
additional projects will probably enhance the sales of contraceptives and are, 
themselves, beneficial and necessary. Marketing more products should not 
require large increases in staff or advertising budgets but will require 
additional packaging budgets, much of which should be offset by increased 
sales revenues. Project sales revenue, which is close to $500,000 per year 
will probably increase rapidly. While revenues can continue to be used to 
offset operating cost, USAID should clarify its postion regarding other uses, 
including local capital expenditures and the purchase of non-USAID contraceptives. 

Institutional Relationships 

Technically, the S P does not exist as an independent legal entity. It 
exists as a result of an agreement between the BDG and PSI. All of its 
funding comes from USAID via relatively short-term contracts with PSI. The 
short-term, time bound, project-oriented atmosphere was acceptable in the 
earlier years but is becoming detrimental, particularly when top-level 
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managers are being recruited: it is difficult to attract and hire top
quality comercial sector people when the future of the organization is 
unclear. The BDG perceives the SMP as an important part of its national 
family planning program and USAID should take the lead in institutionalizing 
it and providing it with long-term funding. By 1986 the SWP may need 
$10,000,000 annually, mostly in the form of contraceptives and family 
health products. 

Additional Activities
 

The USAID Mission to Bangladesh is considering expanding its private
 
sector activities to further the goals. of the national family planning 
program. It is considering activities such as social advertising aimed 
at creating more awareness and practice of family planning in general;
 
delivering contraceptive supplies to BDG outlets; and additional clinical
 
activities such as voluntary sterilization. The BDG also acknowledges the
 
possibility of a broader application of social marketing in its agreement 
with PSI. All of the above activities are worthwhile buit should probably 
not be undertaken by the SMP, itself. The SNP should intensify its 
brand-name product marketing and strive to double present outputs within 
three years. The other activities could be undertaken through a broader 
structure formulated by the BDG, USAID and PSI. Thus, the SMP would be 
seen as one "Division" of the new venture while the other activities could 
be undertaken by other Divisions. 
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Summary 

1. 

2. 

4. 

Annex G 

of Activities of FY-83 Poject Components Which Will Not Be Refunded
 
Under the Amendment Period
 

Local Family Planning FY 81-83: $0.2 million
 

To date, there has been little progress inthis activity to develop small 
family planning projects on the thana level and below. The Local Family 
Planning activity did not receive the necessary attention from the project 
director, a senior MDHPC official, and accordingly, projects were not 
approved and implemented. In early 1984, we plan to reprogram these funds
 
into the new category, "Technical Resources, Research and Training."
 

MH Materials FY 81-83: $0.4 million 

MC i has been identified as an important need by the government and is 
closely related to family planning service expansion efforts. We have 
financed the printing of an illustrated child care booklet developed and 
distributed by NIPORT for use by family welfare visitors and for training 
of family welfare assistants. In addition, we are sponsoring in conjunction 
with UNICEF and the Bangladesh National Nutrition Council a standard child 
growth chart for use by family welfare workers. A sample card isnow being 
field tested for large-scale dist:ibution. 

Population Sector Assessment FY 81-83: $56 thousand
 

In conjunction with the Population Section of the Planning Commission,
 
we commissioned a Population Sector Assessment designed to examine factors
 
outside the family planning delivery system which affect fertility or,
 
specifically, which affect the demand for family planning services. The
 
Population Council of New York agreed to provide consultants to work in 
collaboration with Bangladesh consultants and an Advisory Committee. 
Their report was expected to identify those policy changes or program actions 
which AID might assist the government to implement. Unfortunately, the 
final report offered only nne recommendation for a costly employment guarantee 
scheme (EGS). An EGS, it was argued, would reduce the social and economic 
risk of having few children which was believed to be the principal cause of 
high fertility. We found this scheme to be poorly justified in the report 
as well as impractical given obvious high financial cost and overwhelmingly 
cumbersome implementation implications. The Population and Development Unit 
of the Planning Commission, however, is examining further the "risk hypothesis" 
and the feasibility of an EGS inBangladesh. 

Female Education Assessment FY 81-83: $24 thousand
 

In conjunction with the Ministry of Education, we financed a compilation
 
and review of relevant studies of the value of female education and the 
status of women in Bangladesh. The investigation provided information 
on current female educational opportunities to be used for further 
assessment of potential projects for AID support. The Foundation for 
Research on Education and Planning conducted the study. 
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The study report produced considerable information on female education 
at all levels of the education system, including vocational, and non-formal 
(both literacy and skills training) education. The data indicate that 
female participation at all levels has increased rapidly during the past 
ten years but that females continue to be relatively disadvantaged 
compared to male participation. At the primary level, about 5.15 million 
girls are not in school representing about 60 percent of the primary 
school 	age group. The male-female ratios of enrollment are 63:67 at the
 
primary level, 75:25 at the secondary level, and 81:19 at the university 
level. Literacy is about 14 percent for women and 30 percent for men.
 
Some interesting findings on women's education, employment and fertility 
were also presented. Fercility was inversely related to women's and
 
husband's educational level. Working women were found to have fewer 
children. However, only 3.5 percent of the total agriculti 'al labour 
force and 2 percent of the industrial labour force are worn' . The analysis
of the 	findings was weak and further analysis is planned. 

5. Participant Training 	 FY 1981-83: $0.4 million
 

a..-Thana Family Planning Officer
 

Si:.ce March 1982 there have been severe government restrictions 
on the training of government officials outside of Bangladesh. The
 
Thana Family Planning Officer training program in Indonesia was
 
cancelled by the Bangladesh Government and a successor program has
 
not been developed. Therefore, under the current project no officers
 
were trained.
 

b. Academic and Professional 

Due to the restrictions on training of Government officers, only 
a limited number of officers received either long or short term 
training. There have been no new candidates nominated'for long 
term training. 

While no FY 84 or 85 funds will be allocated for training, FY 81-83 
pipeline funds for this component and some reprogrammed funds from 
other components will be used to: 

(i) Provide long and short term training for BDG and other 
trainees .na the U.S. or third countries.
 

(ii) Design a new record keeping system for the logistics system
 
and conduct training and follow-up training for the central,
 
regional, district and-thana storekeepers and their supervisors.
 

(iii) 	Continue management training for the TFPO, either in Indonesia 
or in Bangladesh may be considered in the amendment period. If 
a program is conducted in Bangladesh, it is planned to use 
Indonesian and expatriate training staff working with an appropriate 
Bangladesh management training institute. The details of the 
TFPO training will be based on the recomendations of the IBRD 
Needs Assessment and the outcome of Donors discussions with the MOHPC. 
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6. Printing FY 81-83: $15 thousand
 

Printing funds are used primarily for training materials. Funds were
 
programmed for printing 5000 copies of a revised version of the IUD
 
Manual for FWVs, for reprinting portions of the Manual for Sterilization
 
Operations and for printing 2000 copies of a USAID-revised booklet 
"Population Grcwth inBangladesh". It is expected that an IUD ,inual 
and a revised V.3 manual will also be printed in 1984. 

7. Oerations Research FY 81-83: $0.3 million
 

Operations Research studies to identify areas of improvement in the MOHPC
 
program were intended to be developed and monitored by NIPORT. NIPORT
 
only recently established appropriate research priorities and out of an
 
anticipated twenty studies, four have been funded. The reports submitted
 
to NIPORT by the principal investigators have not always approached a
 
professional standard which would make them useful to decision makers.
 
Further, those that have beemof sufficient quality have not been used by

NUHPC program implementers and policy makers. During the amendment period,

Operations Research pipeline funds will be reprogrammed into the new
 
"Technical Resources, Research and Training" category and will be used to
 
fund important research studies identified by the Government and USAID.
 

lOGi
 



-A L UIITable H-1 
Planned Inputs ahl Outputs of Facly bminui Services Project (based on Table III of Project Paper) 

ior &Tuasion of Family Planning Services: DilPC Camixonnt, FY8l-83 

ProJect CONen 	 Finarci .lnput Actual OutputsInFp 	 81-83 Experai rure Plurred Outputs 15181 - June 1983 )blia ion as of 30 June (June 198-Septber 1984)~19S3	 (60 percent of Project Time Period) 

nitr.erptive equipment Contracr.Liyo suplies are nado inPC and SP's needs et for oral pills and 
and suqpplies bxlateral 0, ,9$ ,.02S,6:0 av-ilwile to all categories of 	 condcoms, WuT's and foam. Instead of medical

fic1h-orkers; medical kits to
centrally procured 22.SS.975 	 kits, at the requestly of BDG an ergency17,700,000a physicians and pararedics supply of drugs am supplies for VS program 
purchased.

2. 'bh u.tary Sterilization ,b At least 400 BEG sterilization
ein ts 	 At least 400 BEG centers are operating year11,492.343 4,740,SlZ centers operating year-around; 	 rrand. 
Between April 1981, when reimburse
a total of 1,625,000 stcriliza- rent began and June 1983, 725,510
tion perfor ed by end of project 	 sterilizations performed, Informd Consent 

forms printed, Sterilization surveillanc 
team operating-'as: of 17 Nov. 1982. 
Oartered accountant auditing as of April
1983. 

Project 2S0.000 0 Sanivar villages 	receive small Due to in appropriate locus of authority,
gr.ints to incorporate family project bureaucratically unable to proceed.
plaining intovillage activities. TI.PO training cancelled in Indornsia, thereby
if1O receive 1mall obviating one of the goals of the projectgrnts to 

( min 
sponsor local level improvements to provide funds for TFPO plans of actionsertVce 

Al-tamte Obtained by- .-,.all 	Fy l-SZ fUn,6 JlburwJ, AnJ I-alf I-Yb3 pill and conior funds disbursed. 
- .rtCZLl %ScrVS burr-nts through %ty 
 19S3 (J- 19a3 will not be reirursed).
 

-I 



H-Z 
TJId lc II'. 

lutsPia..rty 


Project Copument 
,ut 


1. 	 IL Reimbursnts. 
Irkividua.l. Cauity 
and Orgzmznw rional 
A rds 

2. .Uss )Jedia Cfpigzl 

M001 

3. Feasibility studies 

( .1 

Experients/Proj c s 

F 
1bl

Fira-.:ial Ir.-ur 
&-Si Lxperditure 

iiAtion as of 30 Juno 
9S3 

0 19 ,7 3 3a 

Ir,:m1 ed in PSI/S 
obli;ation (TableH-O) 

SOCI 77,160 

a.-.l Ou uts of Faily Plannin Services Project (baseed on Table III of Project Paper) 

lAli1Lwg accrimm IM~ re==zam~ts thru-a;h Jwne l~si 

for D Crttion (all Ca~ponnts), FY81-83 

Planned Outputs 

(June 198l - 5cptcmbvr 9843" 


Activities to create desaanJ 

with;n the family planning 

sector 

To increase frequency and 
quality of radio programs 
designed to cotivate married 
couples to reduce their 
fertility 

At least S feasibility 

studics and/or srull scale 
exnerin:nts undertaken relating 
to increasing dcmand for 
fertility control 

At least S feasibility studies
anJ/or small scale experiments 

uncertaken rel'atinf to 
increasing drand for fertility 
cis 

Actual Outputs 
(June 1981 - June 1983) 
(60 percent of Project Time Period) 

The IUD reimbursement scheme has 
been funded retroactive to 1 July 1982. 
USAID agreed in principle to individual 
awards for outstanding performance 
as well as cmtmunity and organizational 
awards. 

PSI contracted with 11ornff International 
to develop mass media campaign. Based 
on sophisticated market research. 
messages have been developed, pretested 
and are now on the radio. Newspaper 
ads, TV spots and short films are now 
being developed and tested. 

A Population Sector Assessnent for
 
beyond family planning initiatives
 
funded through grant to the Population
 
Council. A Farale Secondary Education
 
Assessment canpleted by a Bangladeshi
 
rcscarch firm.
 

Three projects/experients funded
through NZOs in addition to the two 

through the BDG (See 3 above). Through 
a grant with the ICDDR,Fs an experiment 

funded to try to transfer innovatlos 
of a successful FP project in Matlab 
to two BDO thanas and also to test in 
Mtlab whether MrI1 enhances FP services. 
Through a grant with iIelcn Keller 
International, a blindness prevalence 
survey was funded as a prelude to more
 
deman creating MMU activities. Through
 
a grant to the Bangladesh Association
 
fromxirQzaity Education a snall scale 
experiment is being conducted to test
 
whether scholarships for secondary

education of girls will improve their
 
school attendance. 
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 H 3
Planned Unlilts aam Outputs of Faxly Plarin Services Project (b sed on Table III of Project Paper) 

forlraining: 1OHUC Cwpitp FY81-83 

ProjWt Ccqirt 
LD-t 


Loon 

I1. ThAma Fat.Iy Planning Officer;

cacjmic and professioalL

traiN 

. Wi and FP materials 

M 1 

3. Printirg o 

m--


Fincxraial Input 
Lxpcndsturc 

Obligation a of 30 June 
1983 

444,.010 102,900 

415.00 29,oS4 

15.000 3.50SC )paper 

Plarmed Outputs 

(JMa 191 -Scptaxr 1934T 


360 TFPOs trained in supervisory
an'! cocxunity organizational . 
skills; thre mid-level IIVG 

r.unagers receive rasters degree 
acaikmic tra i . ; senior.n 10and cid-level managers from BOG 
and private sector receie short 

tern professional training in 

US or Asian Countries 


%K3I arn FP tr;uining and fieldork 
r.atcrials .J mratials available
for use by -'Fhs, M-As, THAs, 
and other fieldworkers. 

Not n.entioned in project 

Actual Outpw's
 
iune 191 - June 1983)
 

(60 percent of Project Time Period)
 

TFIO training program in Indonesia
 
cancelled. No batch of TFPOs trained 
under these funds. Threa BDG officers 
currently receiving masters level 
training and one cospleted. Four 
persons received short term training,
including two BDG logistics officers 
who were riained at USAJD and in US 
(observational tour). 

S5,000 copies of Better r ild Ca 
Wry-1 for FWVs and FWAs printed.
Compromise version of Growth Chart
 
being field tested. Ibtivational kits
 
found to be unacceptab; N /M
Luit currently reviewing.. 

2,000 copies of Population Growth
 
_i n d.-c p rined; IUrD I l 

submitted and in process oTfTein 
revised.
 



Plm&n-l lruts 


Project Cz€pwe-r.t
4" Input 

L1on 

1. Ccntr.icptive Prev-alerz.c Survey 
bilateral 

.w 


Cperatoans Acserdh 

S. 	 Stcr&.tl iu 

SYSUt 


4. 	LJVUtaon 

-_the 


"bill has aot beie receiveA irm ,ilA
 

1+4Table H-4 


ra.' of Fa-ily Plannin: Services Project (baseW on Table III of Project Paper)C%.truts 
for LzW.a.c-nt Infor7.Atcn: WIPC Cx 

FL-u..ial 1v'ut 
FSI-a5 Emi= 
Cbligatin as of 3d Jur 

15JO2h 1I,.3 

0,...7s 


30,O33 21.o 

.ot fwundW b) LU&A. 
but a covenint to the grant 

$0,0 	 0' 


ncnt, "'SI-53 

Piannul CutlutS 
(JJune 191 - Scptanber 1984) 

%ational level prevalence of 

contraceptive us data 

available yearly 


At least 20 evaluation studies 

on different coruNponents of the 

progrm= are completed 


Survnillance systtn cwnitors 
all aspects of the 
sterilization program 

At least six months before 

er of project an in-depth 


external evaluation will be 

corkcted 


Actual Outputs
 
(June 1981 - June 1983
 

(60 percent of Project Time Period)
 

Secondary analysis project of 1981
 
CPS funded, but report not sulnitted.
 
1982 CPS cancelled due to unsatis
factory proposal by MD{PC for
 
adinistrative arrangements; 1983 
CPS contracted to a private firm;
 
fieldwork began in Cctober 1983.
 

New RFP procedures introduced into
 
grant; one RFP topic cancelled
 
due to change in Governmt.
 
Lhzarranted 	delays in the research 
topic approval process, One
 
Bibliography ftaned and corleted; 
Three studies are on-going and
 
three pending concurrence with 
USAID
 

Serious delay in implementing 
system.Eour 	Bangladeshi doctors in
 
place as of 	17 November 1982. 
Three expatriate doctors in place
 
as of early 	1983. In Septem r 
1983, USAID 	finally received copies
 
of the monthly reports of the team.
 

An in-depth 	mid-term evaluation 
conducted in August 1982. Final
 
report received March 1983 and
 
results incorporated into design
 
of follow-on project.
 

http:Stcr&.tl
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Table U4-5 

PI.-ad! Ir;ixts .lJ C:L.-ts 0 Fx.-.ily Plai.... Services Project duri:., ,0eraient Period: OIP CUoponent, FY 84-86 
--

i;rnjj%%;%/ 

:.x-fcfncnt 

Fu-uwixlt Irt.u: Lit >irugr,', V.;- Lbjv-ct ivq: l'll~rv.J Cuknti iable 

TnJicators 

1iS3 1GS4 1.5t 1983 1984 1985 1986 

Sterili:ation C.S' 
SI._'o.0_0 5.lArfl-.I/S,3,o b $.'S. J.-,X,SiOUUS S' Pcrfor VS services 

'erform .Udit 

- lijbotuy 
- Vasectomiy 

1SS,0U0 
77,000 

2 

362,000 
134,000 

4 

416,000 
154.000 

4 

458,000 
169,000. 

4 

" 153.553 31.; Z. 537,SJO b4.DO0 Insert Ur. 

Pcrorm Auit 

78,250 

1 

240,000 

1 

325,000 

1 

360,000 

1 

-iectsaes.;1,oN 4Z0,C3J SlI.S00 Provide injectbles(Iirbursonents 
for BDG only) 144,000 300,000 310,000 

Pcrfom Audit 1 

.;1,33,000r,!L.0b 1,.2,9o0 Provide F.P. performance 
a:ila 

ards to: 
21 ": !21' 21 21 

tions 

Field Workers 

Axard Witsultunt 

401 
10 

2,000 

401 
10 

2,000 

-

401 
10 

2,000 

-

401 
10 

2,000 

Perform Audiis wn Evaluation 1 2 2 in' 

.a paymens for M3iPC VS in June-October 
C y 8M of %.S. costs for July-Decccber 

cQnly1 SO .of V.S. ccsts Jaruary-Ane 1935 
'Cnly 60t of V.S. €=ts Jan~ry-JAa 1966 

1934 
ani 601 
anr50 

for July-1Decmber 19SS 
for July-IDcaer 1986. 



Table HS(Contimwd) 11-6 

Project,/ 
Camponent ?nput 

Financial Intut: Expcriitures Program Objectives Planned Quantifiable 
Indicators 

Ju.ly-D..'c 
% 190 h9a4 19SS 19Sb 

July-Dec 
1983 1984 1985 1986 

Toch cal Resources. 
escerch &WI 
TratiLng $S4,?o4 SOSO9S SS2,000 46S.O00 

Research and 
EvaJuati 

Coplete OR projects frm 
original project 2c 2c, 

bcgin a coplcte additio.-ml
WR lrujects$ 2N IN" 

2C 1C, 

N.N rL.sJrch projLcts 1 3 2 

ElIu.at ion of WUXIPprogram 
cdUnic1 Resources Con.sultants 

bhort tem 2-2 2 
lonz terna 1 1 1 

Prit. gnA.th chi t s 1.000.000, 

Print MO/FP cativ2tional kits S0,000 

Print IUID an l V.S. Kanual.5,000 
5,000 



Table HS(Contimm) H-

Proj c/ FinaiciaJ 
JuLly-Dec 

lnpuat: Exeo.Lidvures Pror Objectives Planned Quantifiable 
Jul -DOC 

1953 1954 198S 195b 1983 1984 198S 1986 

Traaining C1lete ongoLng arad~mic training Sc C ic .1c 

Now academic training for BY staff IN 1N IN 

Provid shortterm training 
both SCG and %=personnel 

for 
1 3, 3 3 

Provide training to Mhaw level 
store L-pers and officers each 

yc6ar 900 
" 

900 900: 
1'"'-

Provide training to District
levcl stom- Lcclvrs and officers
each so so 

M-sign 4 new logistics reporting 
an uanitoring systm 1 

(~-1a-ra1 531.43S 782.l4S W543g7 1,096,513 llruvxdc to t~uw MUO 

F 38,000 75,000 78.000 80,000 

Co'per T 
.Catgut 
Fo~ming Tablets 

70-000 
232,000 

2,205,000 

240,000 3Z5,000 
496,000 570,000 

5,175,000",S,9S0,000 

360:000 
627,000 

6.850,000 

Stlea$950,000 .,009.002,000... 2,000,000 Providc CondUks to the 19,00,000 40,000,000 40,000,000 40,000,000 
(Central) ME'IPC a, .'OS 



H 
Table 116 

PLanel £t Lutsxd O.utputs of"Fai.uly 'I ng'7.Scrvccs 1lrjct (baicd on Table III of Project Paperfor Expansion of Faily Plamdng Sewices: PSL-O m t, FY81-83 

Project Ccexuet 
lrqt 

Fin."ial 
1%.-b-3 

Qblgation 

lr-mt 
Lh irc 
as of U JLZ 

1983 
Juw 

a'nncdOutrits 
1t81 - Sw-ptUmbFrDW 

ctual Oatuts 
[Junc 1981 o June 1983) 

(60 percent of Project Time Period) 

Mea SocLW rkctm. Projec: ,31o,91?M 535,:03 Contruccptive prolucts aviilublc [letail outlets increased to over 
universally in all urban and .S,000; major ex.ansion into rural 
rural camercia1l outlets, 
CIP increascJ from 400.000 
b(9,000. 

to 
areas achieved. From Jan-June 
SP provided 967,000 Cii. fqr 
-exceeding its target, due 

1983, 

particularly to condca sales. 

61 .£i aJlso Lnlude funs for the mass r&Lia ca=ia imlu wUner Dman Generating activities, Table M!-2 



Planwi 1ut.s and Oututs ci Family Planning Services 
Table H7 

Project during A t Period: M. Cbmponent, FY 84-85 
H 

-
193 

l-t~u~. ih~it:; zta : 
h 4Jt _ 

1!134 1's5 l9So 

Irogruxa CbJ~tivcs 

July-LLC 

i'laiund .Qwiti'iable 
hlicmtors 

JuI- i.,c 
1983 1984 198S 

_ 

1986 

Social Marketing 
Project (SP) 

54.029.000 10,.47,000 12,081.000 14,673,000 E.%rhu ru=cr of sales 
outlets, especially in 
rural arvas 

Total outlets 110.000 120,000 130,000 140,000 

Increase salcs of pro-
ducts 

Sales of: 
Condoms (000's) 42,100 110.000 136.400 170.000 

Orals (000's) 

Fomming Tablets 

(000's) 

735 

2.20S 

1,725. 

5,175 

2,000 

S,9S0 

2,300 

6,850 

Injectable (doses) - S 2S 100 

"Increase couple
ycars' protection 

Total CYP's (000's) 518)1,287 1,595 1,976 

Inrcase Film Shix.s 
b) .bbile Film Units 

Total Viewing
A,,iicnie (000's) 4,000 S,000 6.000 8,000 r, -= 

* Incrra. .Uss
C--

Ridio IVHours 52 110 120 135 
r-a 



Table H-8 H40 

Plaed Imnputs and Outputs O Fmily Planning Services Project (based an Table III of Project Paper) 
for Expansion of F=zly Pluaing Services: 

ProjOct Ckmponent Fizurnial Irn-ut 
fl1utP1I-b3 
MlIgat ion 

xprbLyliture 
as of 30 Jur: 

1953 
() 1PA;NIBA/ S 3.7oS30 1,5o3,00 

(ii)Faaily PL2.-.ra'4 Srvic:s oSJ,00J ls',ak)
al-' Training Ckcter 
(FISIC) 

(iii)Bangltlesh Fa=ily Plamign 6S.O0u 
Association fEFPAI 

AIav,rAZ)Laer tuna139.O 344,O3aj 

(v)he Asia FQWbJ1ation lCI43S.-uuanity-h1ascJ 

rt are not availible for clinical 

hM Cauxet, FY8l-83 

P1lVu"d utputs

June 1981 - beptmbcr 198)-


.Nkrcr of HAVS clinics doubled 
frorn 24 to 48; at least 
iSo,000 sterilizations performed 

At Icast 20 inligcnus
I%mnla.Jchi I'Us delivering
f'-.ly pl1wmii: serviccs; 
incrcased use of contraceptives, 
and cocunity support for 
fauily planLnin. 

clinical IE 
)muth and mxwn's prorarms and 
c-r-raityba d fnily pl'uting
services made available; " . 

C97,00 services, programs, 

incrcascJ use of contraceptives 
and kLo.cdgc of family planning;
incruased cocrunity izmwlvuacnt 
in family planning 

Knily Planning Services maJe 
a-Llable in factories, jute
mills; District and Sub-
Divisional to.ns; increased use 
of contraceotives 

family plaiuing
services intcgrazcd into other 
development efforts of indigcjous
IVOs; increased contrceptive
distribution and use 

zvfcrra!i for Jr.uAry to June 1)i3; trise are an important output of these 

O o ted in the narativ, inuts 

Actual Outputs 
(June 1981 - June 1983)


(60 percent of Project Time Period)
 

28 clinics in place; 6 additional 
clinics in process of establishment; rir 
133,072 sterilizations performed
 

- 18-indigenous PVOs delivering
 
family planning services with
 
caTmnity involvement: 3,200 CYP
 
provided in CY 1982, 12,001 0? 
provided January-June 1983 

- SOO traditional healers and 100 
local level clubs and PY0s provid3
 
commundty-ba3ed services: 19,000

CYP in 1982 rn 25,000 CYP in first

half of 1983
 

- Production of one 20 minute, color,
family planning motivational film
 

- 20 seminars an family planning
 
held for 2000 local level opinion
 
leaders 

18 s.ubprojects providing family
planning services to urban and C ')
industrial populations: 8,S00
 
CYP provided in CY 1982; 18,002
 
CYP provided January-June 1983
 

- 18 local and national P%'s 
providing co=zriity based family
 
planning services; 18,000 CtP
 
provided in 1982; 34,000 CYP1 o
provided January - June 1983
 

CBD programs. 

I &ad the 
=W outputs reported for TAF grant reflect ta combined inputs and outputs under both the PVO Co-FinancingFanily PlAnnini 'ervi.sProjcts. SSOO,000 uus cpcrxki under the PD Co-Financing grant, from August 1979 - August 1983.. 



sit 
Table H-1
 

Planned.Ir-uts And C.t)uts of F.Amily Plar.ing Services 
for Training: \W 

Project C=:po t Fir.unial Inrvt 
irnut FYSl-S3 Eun.iturc 

Cbligation as of 30 June 

:3'S,1
1. 	C kr: FV Fiza-dt. 5250ca 

tr4Jinizi 

:'. 	 1P.; -A" FU;-. ilua l S2,Jo)t) 
in r:eneral 
grnt. See 
Table l-8 

(fior BDt-relateJ 
traininj) 

3. . Staf Dveopmet (See Table H-8 
for total --
obligations) 

$7S.750 

.%t available 

CS1 


Project (based on Table 11i of Project Paper) 

c=neat, FY 81-83 

Planned Outputs 
(June 1981 - Scptmber 1984) 

Faculty in all 12 MN'VTs 
(O-60 trainers) trained to 
train Nls in clinical family 
planning and M0I care 


Training =ctivitics increased; 
quality of sterili:ation 
services improved in M, and 

private organizations 

%W.; 	 specified 

Actual Outputs
 
(June 1981 - June 1983)
 
(60 percent of Project Time Period)
 

Slow start up due to prolonged
 
negotiation with BDG. 16 trainers
 
from first batch completed and
 
posted and 18 trainers are
 
currently completing their training
 

- Refresher training program
 
for 600 BDG physicians approved
 
and under implementation
 

- S6 BG physicins attended
 

BAVS Regional !-dical workshops
 

- Consultant campleted needs
 
assessmnt for initial VS
 
training for B physicians
 

(In addition, under its central
 
grant funds, BAVS provided VS
 
training to 118 BDG and 103
 
NCO physicians, as well as
 
47 NO pardics/health
 
auxiliaries involved in VS
 
service delivery)


I of 	participants attendin tnngn 
Ca) U.S. Short-Tem Training/• 

Wrksr~ps 

S program managers C
b) Third CDuntry Short-Term 

Dr rn/Workshops and 
UDserVation To-urs
 

26 program managers, 4 trainers 
and 	8 physicians
 

(W) 	In-count Short-Term Training
 

and Workshops
 
134 	 Proglram managers 
176. Field supervisors
 
1209 Full-time fieldoorkers
 
1000 Part-time fieldworkers
 

33 Physicians

144 Paramedics
 
91 •Counsellors


Adinistrative staff
 



Planwd In-ur.s and OtPutuS of F.L:-ily Plarr.ing Services Project (based on Table Ill of Project Paper)for .%,zcantIn'oraution: [D Q= uwnt, FY A-183 

Project C'o;n:t Finu-,i-l In-xt 
Actual Output

Input .
 t urvMligatioa as of 33 JLC' Pla.nned OQaiuts (June 1981 - June 1983(Jwu 1981 - September 1984J (60 percent of Project Time Period)
 

1. . .No 
t mentioned in Projcct Paper Ccvnencing September 1983, a PSC has 

been hired to develop a HIS for frAID
funded NODs (and to provide TA to the 

E.rliatiocs 1983 CPS)$46,8 510,833 .Ntmentioned in Project Paper In July 1982, an evaluation of USAID

funded 'Os was conducted by a 
contractor. In September 1983 an 
indenth evaluation of the Social 

3.lt Larketing Project was cnnducted.rcntied in Project Paper USAID MddTrial L4 funds to central grant of b anindi PoetP 
Ri! to conduct through BFRP aniqortant doble fun 
oral contraceptivy&1.
 
pill trial ca paring AID-supplied

pills, ?CPIW~, with the Banladeshipreferred Cobination S. Stuidy will start in December 1984.
 



T.able 1II H-1 

PlarD Inputs .r1 Qutus of F .ily Pl.anui Servic s Project during Amncsmont Period; P Caqxonm t, Expansion of 
Fa.ily PLuudnnz Services, FY 84-86 

.. !e":c C p.anc FinanCial Input: Exenditures 

July-Dec 

1943 19.U lids lit* 

ProcraP Obiectivt Planned Quantifiable Outputs* 
July-Dec1983 1984 1985 1986 

rill 
tL) IPAVS S60.000 -1.600.000 1.900,000 2.l00,o0Avs_ 

* ExAd VS and ocher clinical 
family planning services 

IAVS clinics 25 34 36 38 

0 lmprove medical and I 
C unAaling quality through 
physLc&an, parazwdLc and 
counsllor tralLni. 

VS performed 33,600 

IUD Ineerted -

SAYS Staff Tralned 

82,000 

2.000 

95,000 

2,250 

110,000 

2,250 

0 Increase cost-etftectiveness 
throuf Improved 

anageflent, ICC ProgrAMA 
And outreach 

Physicians
* InternatLonal 
* In-country 

Mtanagers 

* International 
a In-country 

S 
45 

6 
1 

" 6 
80 

6 
10 

8 
86 

6 
12 

8 
93 

1 
12 

Paramedics 73. 113 130 137 

Counselors 30 31 40, 50 

Field Agents 640 720. 760 800 
CO|4PC& Other KCs adGMPC 

~o; "-.dical and 
counseling qult:y In 
I0MPC and other KGO 
prolrass through training
and other actLvLtias. 

* Atpwts for .entrally-fun.ed actLvlles &A also Included here; outputs for 
central and bilateral funds cannoc be easily Isolated. Current levels of 
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Annex I 

USAID Strategy for 	Funding of Non-Governmental Family Planning
 
Projects in Bangladesh
 

A. Background 

In the 	past, ..
;AID has supported non-governmental family planning

services in Bangladesh chiefly through AID/W central grants to 
intermediary agencies such as IPAVS, FPIA, PSI and The Pathfinder 
Fund. Experience has shown that non-governmental organizations (NGO's) 
are highly effective channels for delivery of family planning services. 
Accordingly, in developing the Family Planning Services Project (FPSP), 
which comprises the bulk of AID family planning assistance to Bangladesh 
from 1981 to 1983, the Mission has programmed significant support for 
NGO's in addition to proposed support for the government family planning
 
program. The FPSP 	provides for several "bilateral" grants to complement 
(or insome instances to replace) central grants to NGO's. The objective
 
of increased funding for NGO activities is to expand available family 
planning services. The end goal of the project is a national contraceptive 
prevalence rate of 25% by October, 1983. NGO's are expected to account 
for a prevalence rate of 10%, or two-fifths of national prevalence. To 
achieve this target, NGO's would have to provide services to approximately 
1.9 million eligible couples by October 1983.
 

B. Family Planning Services provided by NGO's
 

Three major types of services are described in the Project Paper
 
and are currently provided by AID-funded NGO's:
 

(i) 	 Contraceptive Retail Sales (CRS) through the Social Marketing
Project (SMP): The Project Paper target is to increase couple 
years of protection from 400,000 to 869,000.
 

(ii) NGO Clinical 	Services for Voluntary Sterilization (VS):
 
The primary channel for these services is BAVS. The number of 
BAVS clinics is expected to increase from 25 to 48 and the target 
for VS procedures to be performed by BAVS over the three years 
period 	is 150,000.
 

(iii) 	Counity-Based Distribution (CBD) Programs: A variety of 
such projects are funded bilaterally through Pathfinder, The Asia 
Foundation, BFPA and FPSTC, as well as centrally through FPIA and 
Pathfinder. There are no numerical goals specified in the Project 
Paper for these programs. However, as noted above, if the overall 
goal is to be met, NGC's must serve approximately 1.9 million 
acceptors in October, 1983 (this includes centrally-funded and non-AID 
NGO activities). If SNP and BAVS are to account for approximately 
1 million acceptors, other NGO's will have to provide services to 
a total of about 900,000 acceptors, almost three times the estimated 
number of acceptors served by NGO projects in mid-1981. 

i41'1
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In addition to direct provision of services, AID NGO 
Grantees are providing technical assistance to the BDG program 
through the CARM FIN Trainers Training Program and BAVS-sponsored 
training of government medical personnel. 

C. 	AID Strategy for NGO Funding
 

As AID significantly expands NGO family planning activities in
 
Bangladesh through '"bilateral" grants, there is a need for a
 
coherent policy and establishment of priorities for funding of NGO
 
projects. After consultation with the major AID Grantees and Contractors,
 
the Mission has formulated certain priorities. These are discussed
 
below, focusing on certain key issues AID has identified.
 

1. 	 Innovation versus Replication of Established Approaches: USAID
 
believes that the three major established approaches to FP service
 
delivery in Bangladesh - CRS, VS clinics and CBD - have proved
 
themselves to be highly effective. The Mission will therefore give
 
highest priority to replication and expansion of all three types of
 
services. However, AID Grantees have expressed the need to explore
 
new channels for motivation and service delivery. The Mission will
 
assess innovative proposals chiefly on their anticipated cost
effectiveness relative to the established models. The proposals
 
should establish that there is a reasonable expectation that the
 
innovations will result in more effective and/or cheaper service
 
delivery than existing approaches.
 

2. 	Single-Service or Integrated Projects? The relative merits of
 
vertical and integrated IP projects have long been the subject of
 
controversy. Both bilateral and central grants for family planning
 
activities, however, are made with population funds rather than with
 
general development or health funds. Moreover, without a significant
 
expansion of family planning services, the project goal for Bangladesh 
will not be reached. Therefore, the primary and overriding emphasis
 
of proposals submitted to USAID should be family planning motivation
 
and service provision.
 

Several of the Grant Agreements under the FPSP, however, make
 
provision for funding of ancillary activities. This recognizes
 
that such activities may enhance and reinforce family planning
 
acceptance as well as fieldworker credibility. USAID approval for
 
ancillary activities will depend on their linkage with family palnning.
 
We will look for a strong relationship between the type of ancillary
 
activity proposed and FP acceptance; and we will expect such activities
 
to be clearly secondary to the P program. We also expect that, as
 
far as possible, proposed non-family planning interventions will be
 
low-cost activities reaching large numbers of people.
 

In the past AID bas funded so-called "income-generating" activities
 
designed to assist subgrantees in generating at least a part of
 
program costs themselves. We would like to establish two guidelines
 
for funding such activities in the future. First, these types of
 
activities should be established on a non-subsidized profit-oriented
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basis as soon as possible. Second, before funding such activities
 
across the board, we will require evaluation of a representative
 
sample of such pilot projects indicating that this approach has
 
had success and identifying criteria that have been associated
 
with achievement of any degree of financial self-sufficiency.
 

3. 	 Cadillac or Volkswagens? The Issue of Costs: USAID will pay
 
greater attention to acceptor costs than in the past This does
 
not mean that we consider quality unimportant. We -.:ecognize that 
in both clinical and CBD projects, the quality of services is an 
important factor determining project performance. Moreover, in 
clinical projects, it is imperative to maintain standards that
 
ensure safe medical care. However, we need to expand FP services 
to the maximum extent possible within limited available resources 
while maintaining necessary standards. This would rule out support 
for "1model"projects which emphasize quality regardless of cost. 
The only justification for a high-cost "pilot" project in our 
opinion is if it is expected that the activity can be replicated 
in the future at acceptable cost. 

We do not suggest that NGO's should not concern themselves with
 
the quality of services. This would be antithetical to the spirit
 
of voluntary agency family planning activities in Bangladesh.
 
But we do suggest that NGO's should not only concern themselves with 
being high-quality "models", but also wiiproviding low-cost
 
and replicable services.
 

AID also 3uggests that Grantees give more careful consideration
 
to refunding projects that have performed poorly in successive years.
 
Experience indicates that where performance is so poor that subgrant
 
costs per acceptor exceed $10 in refunded CBD projects and $50 per
 
sterilization procedure in clinical projectr , termination of project
 
activities is indicated, assuming of course that such projects have
 
not responded to serious efforts to improve performance and/or
 
lower costs.
 

While we will continue to support small, community-based projects,
 
we feel that more advantage could be taken of economies of scale. 
Larger-scale projects not only reach more beneficiaries, but they
 
may be more cost-effective. Administrative and establishment costs
 
are high for very small CBD programs and clinics. We would like to
 
see successful small projects expanded, wherever feasible within
 
management constraints. Where there is an ongoing project is a given
 
area, we would prefer to see this developed and expanded rather
 
than 	a new project initiated next-door.
 

4. 	 Improved Geographical Coverage: In the past, AID has not had a 
geographical strategy for funding NGO activities. The BDG, however, 
has encouraged NmO's to work in urban rather than rural areas. In 
our discussions, a majority of AID Grantees appeared content to 
focus on urban areas. We therefore propose a strategy for AID NGO 
Grantees: to provide clinical and CBD services to District and 

j5)
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Sub-Division towns. The SMP, of course, will continue to expand 
its retail outlets in both urban and rural areas.
 

In those Districts towns where several NGO's are already working,
 
we would prefer to see existing projects expanded to meet service
 
gaps 	 (as mentioned in Section 4). The exception to this may be the 
few major cities in Bangladesh where ongoing projects do not have
 
the capability to meet existing service gaps. Sub-Division towns
 
should be a primary target for new CBD and clinical projects; the
 
majority of these towns are lacking adequate services today.
 

The majority of Bangladeshis live in rural areas, and contraceptive
 
prevalence rates in these areas lag far behind urban rates. Alongside
 
this 	"urban" strategy for C1D and clinical programs, therefore, we 
will 	support proposals for rural projects that do not contravene
 
current BDG guidelines. The BDG guidelines do not restrict NGO's
 
from 	operating clinics in rural areas or from utilizing volunteers as
 
opposed to fulltime fieldworkers. Innovative and integrated projects
 
are also permitted in rural areas under these guidelines.
 

5. 	 Independent Projects or Collaboration with BDG Program? The 
majority of NGO programs owe their success to their relative independence
 
from government "red-tape" and their freedom from the personnel
 
disputes which frequently disrupt the government program. USAID will 
therefore continue to support NGO clinics and CBD programs that operate 
independently of the BDG program. 

However, despite the concerted efforts of NGO's, the reality is that 
overall prevalence goals will not be met unless performance of the 
BDG/FP program improves. USAID therefore encourages NGO collaboration 
with the BDG to improve the motivation and productivity of BDG/FP 
personnel and the effectiveness of the government program at both 
national and local levels.
 

6. 	 Commodities and Logistics: It appears that since FPIA contraceptive 
commodity imports ceased several years ago, NGO's have faced 
substantial difficulty in obtaining adequate supplies on a regular 
basis. USAID will give high priority to resolving existing bottlenecks 
in the supply of conmodities by the government to NGO's, and to 
exploring alternative proposals for establishing an autonomous 
supply system for NGO's.
 

D. 	 Conclusion: The broad guidelines above will be used in assessing 
proposals for utilization of both bilateral as well as central grants. 
However, establishment of these priorities does not imply that proposals 
which do not adhere to these guidelines will be rejected out of hand. But 
Grantees should be aware that proposals that diverge significantly from 
USAID's stated priorities will come under close scrutiny and require strong 
justification for their approval. 
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Amex- K
 

Summary of Findings of 1982 NGO Evaluation 

As part of the Mid-Term Evaluation, a consultant, Keekee Minor, was employed
 

to assess the status of AID-funded non-governmental family planning activities
 

under the Mission grants, and to make recommendations to the Evaluation Team
 

regarding continued AID support for NGO family planning activities.
 

The consultant concluded that the broad objectives of USAID and its non-govern

mental population intermediaries were fundamentally compatible, and that the
 

intermediaries for the most part have strong institutional structures and
 
The report focussed on problems
credibility in the area of family planning. 


in the BDG program that adversely affect implementation of expanded NGO programs
 

funded under the bilateral grants. Specific problems areas identified by the
 

consultant and recommmded to the Evaluation Team for follow-up action include
 

difficulties in obtaining contraceptive supplies and sterilization reimburse

ments and long delays in obtaining BDG approval for new activities. She also
 

identified the need for a uniform acceptor reporting system by USAID grantees, 

in order to evaluate performan.ce of USAID-funded NGO programs more effectively. 

The consultant recommended that USID continue to support NGO programs from 
She also recommended that USAID consider
bilateral funds at current levels. 


direct funding for large, mature projects. However, direct funding should be
 

restricted to large-scale, soundly-designed, low-risk activities, with more
 

experimental and high-risk activities to be funded through intermediaries.
 

http:performan.ce


Annex M
 

Technical Analysis: Demographic Estimates and Project Targets 

I. Project Paper Estimates and Targets 

The purpose of the Family Planning Services project was to increase
the prevalence of contraceptive use from approximately 13.6 percent
of currently married women in 19791 to 25 percent by the end of,
FY 1983. The project goal of 25 percent prevalence included modem

methods only. Estimates of fertility in the project paper were 
derived from results of the 1975 Bangladesh Fertility Survey, the
preliminary results of the 1979 Contraceptive Prevalence Survey (CPS),
MIS Service Statistics, and estimates prepared by Dr. Hong . From 
these, USAID estimated that the crude birth rate had declined from
47/1000 in 1975/76 to about 44/1000 in 1979 and that it would be 42 in
FY 81 and around 38 in FY 83. The crude growth rate was estimated to 
be 2.6 percent in FY 81 and was expected to drop to 2.2 percent in 
FY 83. The following table summarizes the project paper measures of 
project success: 

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 22 0 
CPR 17.4% 21.2% 25.0% 

In 1981, after the project had started, three important data sources
became available. The March 1981 census revealed a population of
87,052,024 which was lower than expected based on the results of the
1974 census. After adjusting for undercount on the basis of the post
enumerative survey, the population of Bangladesh was estimated to be 
89,940.00. As there was some question about the validity of the 1974 
census results, the Bureau of Census advised USAID to compare the 1961 
and 1981 census to estimate trends. The intercensul growth rate implied
is 2.6 percent, 

InJune 1981, the final results of the 1979 National Contraceptive

Prevalence Survey (CPS) were published. Prevalence of modern methods 
was 8.8 percent and all methods 12.1 percent -- less than the 13.6 

iThe estimate of 13.6 percent was derived from the preliminary results
of the 1979 Contraceptive Prevalence Survey. This included modern 
and traditional methods. 

21n 1980 Dr. Hong under contract with USAID, compiled and analysed
all available demographic data and produced the monograph, Demographic

Characteristics of Bangladesh.
 

http:89,940.00


N 2.
 

percent originally estimated. The field survey of the CPS was 
conducted in September 1979 - January 1980. Utilising the regression 
line derived from comparing prevalence rates and crude birth rates one 
year later 3 , USAID estimated, using the prevalence of modem methods 
only4 , the birth rate at the beginning of 1981 to be approximately 43. 

In December 1.981 the results of the 1981 CPS, conducted in the summer 
of 1981, were, available. The prevalence was found to be 18.6 percent,
 
11.0 for modern methods and 7.6 for traditional. Again, utilising the
 
regression line derived from comparing prevalence rates and crude birth 
rates one year later, USAID estimated, using the prevalence of modern 
methods only, the birth rate in 1982 to be 42.
 

Based on these data, USAID has revised somewhat the demographic 
estimates for 1981-1983 of the project paper. We estimate the crude 
birth rate (CBR) declined from 44 in 1979 to 43 in 1981 (instead of 
42 estimated previuusly). We estimate the crude death rate to be 17S 
so that the resulting growth rate is 2.6 percent for 1981, as implied
 
by the census results referred to above.
 

Assuming no decline in mortality in 1982 and a CBR of 42 as indicated 
by the resulti of the 1981 CPS, the resulting growth rate would be
 
2.5 percent. Table M:1 summarizes the revised estiiates for 1981-1983
 
as well as gives our-f5ture project targets under the project paper 
amendment. USAID has contracted for a major 1983 contraceptive 
prevalence survey. Field work began .in October and will, continue 
through January 1984. Based on these results we will have a more 
accurate estimate of pre alence at the end of the 1983. As for mortality, 
we are assuming slight e.C'eases in the CDR as a result of the health
 
impacts of family planning in reducing infant and maternal mortality.
 

II. New Estimates, Projections and Project Targets 

The project had planned to use contraceptive prevalence surveys as the 
major evaluative tool. Due to delays in BDG approval, the 1982 CPS had 
to be cancelled. Estimates for future use have had to be derived from
 
the very preliminary results of the 1983 CPS a:d from the baseline survey
 
of the Comimunication Project of SMP. From the CPS, we have utilised the 

3Nortman, D.L. and E. Hofstatter, Population and FamilyPlanning Programs 
(A Compendium of Data Through 1978). The Population Council, New York. 

p. 94 Figure 4, . 

4 As the proportion of traditional method use is high, utilising the total 
prevalence versus the estimated birth rates (e.g., with 1975 BFS findings) 
results in points above the regression line. Modern methods provide a better 
estimate of contraceptive prevalence to be used in this graph, as the regression 
line is derived from results of many countries which mainly use modern methods. 

5From the data presented in the Hong monograph, the CDR does not appear to
 
be greater than 19 nor less than 15. Thus, 17 is a good mid-point estimate.
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unedited data from 33 rural spots and 17 urban spots which include
 
district and subdivisional towns. For an estimate of Dhaka and
 
Chittagong metropolitan areas, we have used the urban results of the

Communication Project. The two sets of urban results have been averaged

and then weighted in relation to the rural results to give total
 
prevalence. We have adjusted the condom, tubectomy and vasectomy

prevalences slightly upward to reflect the high usage towards the end
 
of the calendar year which the final-months of CPS data collection should
 
reflect. Mhen the final results of the 1983 CPS are available inApril

1984, our estimates can be examined and adjusted.
 

Table 8 of the text presents USAID's project prevalence rates based
 
on a series of assumptions as well as our planned project outputs. From
 
these projections, the goal of this project paper amendment is to increase
 
contraceptive prevalence of iodern methods to 25 percent by December 1986

and 28% by December 1987, from an estimated 15 percent in December 1983.
 
As the proportion of traditional method use is difficult to estimate, we

only 	tentatively suggest that by December 1987, overall prevalence will be
 
about 32 percent. The assumptions and calculations from planned outputs

are given in sections III and IV. The projections are made to 1987, the
 
period of time when project inputs will be utilised.
 

III. 	Assumptions for USAID Estimate of Contraceptive Prevalence
 

A. 	BDG will pay performance bonuses to service providers and
 
reimbursements to clients for both VS and IUD.
 

B. 	No shortage of supplies.
 

C. 	More physicians trained inVS.
 

D. 	Between the BDG fiscal year 81-82 and 82-83, there was approximately
 
a 20 	percent increase inVS (tubectomy, 18 percent; vasectomy,

27 percent). 
 Given this increase, with increased reimbursements
 
and performance bonuses coming into effect in mid-1984, expectwe 
at least a 25 percent increase from CY 83 to CY 84. From CY 84 to

CY 85, we expect a slightly decelerating rate of 15 percent as the
 
pool of potential VS acceptors shrinks. From CY 85 to CY 86 and
 
from CY 86 to CY 87 we expect a further decelerating rate of 10 percent
 
as the number of VS acceptors readily motivated to accept VS further

declines. These targets are considered to be somewhat optimistic.

However, the MPC could do substantially more if its family planning

services system were fully operational.
 

E. 	Expansion of the Social Marketing Project by 1985 both in terms
 
of quantities sold and items marketed (e.g., injectables).
 

F. 	Fieldworkers will not be asked to give 'moreemphasis to other
 
health interventions.
 

G. 	Steps taken to meet TFPO demands so that they cooperate
 
with the program.
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IV. 	Estimates of Contraceptive Prevalence, by ethod, to be Obtained
 
from 	 Independent Contraceptive Prevalence Surveys (CIS) 

This 	section contains the calculations of estimates of contraceptive
 
prevalence we expect to obtain from independent CPS. Table 8:of the
 
Technical Analysis of the text presents a summary of prevalence by
 
method and by year. The CPS is not a good tool to measure prevalence
 
by. implementing agency. This will be estimated instead by using service 
statistics. See Section V for the estimates of prevalence by implementing
 
agency.
 

A. 	 Tubectomy Estimates 

1. CY 1983: January-September performance was 186,000.
 
Based on preliminary reports of October performance
plus examining previous year performance, we estimate 
October-December performance to be 103,000. The total 
CY 1983 performance is estimated to be 289,000.
 

2. 	CY 1984: (289,000) (1.25) = 362,000
 

3. 	 CY 1985: (362,000) (1.15) = 416,000
 

4. 	 CY 1986: (416,000) (1.10) = 458,000
 

5. 	 CY 1987: (458,000) (1.10) = 503,800 

6. 	 In December 1983, we estimate tubectomy prevalence to be
 
6.5% at the end of CY 1983. We estimate there to be 18.3
 
million eligible couples. From this we estimate that there
 
are 1,189,500 users at the end of CY 1983.
 

7. 	 In decrement tables, we use the assumption that 5 percent
 
of VS acceptors per year move out from the cohort of
 
eligible couples. As the estimate derived in point,6 i 
above contains VS acceptors from many previ os years, we 
will reduce the number of VS users in this pool by 10 
percent per year. 

8. 	 In December 1984 

1983: 1,189,500 - 118,950 = 1,070,550 
1984: = 362,000 

i0432,550
 

We estimate 18.7 million eligible couples
 

.1,432,550 = 7.7%
 
1897009000
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9.'' In December 1985
 

1983: 1,070,550-118,950 - 951,600
 
1984: 362,000- 18,100 = 343,900
 
1985: = 416,000
 

We estimate 19.2 million eligible couples
 

1 711 500 = 8.9%" 19,Z001000
 

10. In December 1986
 

1983: 951,600-118,950 = 832,650
 
1984: 343,900- 18,100 = 325,800
 
1985: 416,000- 20,800 = 395,200
 
1986: = 458,000
 

We estimate 19.6 million eligible couplr

21011p650 = 10.3%
199600,000
 

11. In December 1987
 

1983: 832,650-118,950 = 713,700
 
1984: 325,000- 18,100 = 306,900
 
1985: 395,200- 20,800 = 374,400
 
1986: 458,000- 22,900 = 435,100
 
1987: = 503.800
 

2p333t900 = 11.7%
z0,000,000
 

B Vasectomy Estimates
 

1. CY 1983: January-September performance was 50,000.

Based on preliminary MCWPC reports of October performance

plus examining previous year performance, we estimate
 
October-December performance to be 57,000. The total
 
CY 1983 performance-is estimated to be 107,000. 

2. CY 1984: (107,000) (.25)*=.'134,000 

3. CY 1985: (134,000) (1.15) = 154,000
 

4.. CY 1986: (154,000) (1.10) = 169,000
 

5. CY 1987: (169,000) (1.10) = 185,900 
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6. 	In December 1983, we estimate vasectomy prevalence to
 
be 1.7%. At the end of CY 1983 we estimate there to be
 
18.3 million eligible couples. From this we estimate
 
that there are 311,100 users at the end of CY 1983.
 

7. 	Indecrement tables we use the assumption that 5 percent

of VS acceptors per year move out from the co1ort of 
eligible couples. As the estimate derived inpoint 6 
above contains VS acceptors from many previous years, we 
will reduce the number of VS users inthis pool by 10 
percent per year. 

8. 	In December 1984:
 

1983: 311,100-31,110 = 279,990
 
1984: 	 - 134,000
 

We estimate 18.7 million eligible couples.
 

413990 = 2.2%
 

9. 	In December 1985:
 

1983: 279,990-31,110 = 248,880
 
1984: 134,000- 6,700 = 127,300
 
1985: = 154,000
5309180
 

We estimate 19.2 million eligible couples
 

530P180 - 2.8%
 
19,200,000
 

10. 	InDecember 1986:
 

1983: 248,880-31,110 = 217,770
 
1984: 127,300- 6,700 = 120,600
 
1985: 154,000- 7,700 = 146,300
 
1986: = 169,000
 

We estimate 19.6 million eligible couples
 

653P670 = 3.3% 
19,600,000
 

11. 	 InDecember 1987
 

1983: 217,770-31,110 = 186,660
 
1984: 120,600- 6,700 = 113,900
 
1985: 146,300- 7,700 = 138,600
 
1986: 169,000- 8,450 = 160,550
 
1987: = 185P900
 

7851610 = 3.9%
 
20000,UD00
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C." 	 'OralPill Estimates 

1. 	 GY 1983: Based on preliminary results of the 1983 CPS
 
we estimate pill prevalence to be 3.5%.
 

2. 	 From 1985 ABS Tables adjusted on the basis of the physical
 
inventory and recent projections from SMP, we estimate thq


in cycles:following usage rates 

PILL 	 CY 1984 CY 1985 CY 1986 CY 1987 

BDG 8,000,000 9,000,000 10,000,000 11,000,000 
SMP: Ovacon 747,500 859,625 988,568 1,150,000 
SMP: Maya 977,500 1,124,125 1,292,744 1,500,000 

3. 	We use standard CYP assumption for SNP orals, 13 cycles per
 
year, but we adjust for distribution inefficiency with BDG 
pills by increasing the CYP to 15. 

4. 	InDecember 1984
 

BDG: 8PO00000 = 533,333 CYP

.15
 

SMP: 1P725)000 = 132P692 CYP
 
13 666,025 Total CYP
 

666,025 CYP = 3.6%
 
1T,70UUU eligible couples
 

5. 	In December 1985
 

BDG: 9PO00000 = 600,000 CYP.
 
15
 

SMP: 1983,750 = 152,596 CYP
 
13 72SW Total CYP
 

752P596 CYP = 3.9%
 
1T9O,000 eligible couples
 

6. 	In December 1986
 

BDG: 10 000 000 = 666,666 CYP
 

SNP: 2V281,312 = 175,485 CYP
 
13 84Z,15 Ttal CYP
 

842,152 CYP = 4.23%
 
19,600Ii0eeligible couples
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7. 	 In December 1987 

BGi 	.O11,000,009 = 733,333 CYP
 

SMP: 2P650000 = 203846CYP 
13 937,17 Total CYP
 

,937,179 4.7% 

D. 	 Condom Estimates
 

1. 	CY 1983: Based on preliminary results of the 1983 CPS
 
we estimate condom prevalence to be 1.9 percent. Based
 
on evidence from the condom gap survey, the ICDDR,B
 
extension project, and the male sample of the 1983 CPS we
 
have strong evidence that rural women underreport condom use.
 
We also know that from 1983 distribution data condom prevalence
 
would be 6.8 percent (6.0 percent adjusted for BDG lower
 
efficiency). 

2. 	We will first estimate condom prevalence on the basis of our
 
estimated usage rates (1985 ABS) as adjusted by the physical
 
inventory and recent SMP projections. We will then adjust
 
these figures downwards to estimate what an independent 
contraceptive prevalence survey, utilising eligible women
 
respondents would show. 

3. 	The following usage rates are projected ( in pieces):
 

Condom 	 CY 1984 CY 1985 CY 1986 - CY'1987 

BDG 	 40,000,000 40,000,000 40,000,000 . 42,000,000
SNP: 

Raja 97,500,000 121,875,000 152,344,000 182,000,000
 
Panther 8,100,000 10,530,000 13,689,000 14,000,000
 
Majestic 4,400,000 3,995,000 3,967,000 14,000000
 

(Subtotal SMP) (110,000,000) (136,400,000) (170,000,000) (200,000,000)
 

4. 	To calculate CYP, we will use the standard CYP assumption 
for SMP, 100 condom pieces = 1 CYP. To adjust for inefficiency 
the BDG distribution system, we will increase the CYP estimate 
to 150 BDG condoms. 
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5. 	 'InDecember 1984
 

BDG: 40,000 = 266,667 CYP
 

SMP: 110,000,000= 1100 000 CYP
 
100 1,366,667 Total CYP
 

1 366p667 7.3%
 
eligible couples
 

(With BDG unadjusted, CYP wculd be 1,500,000
 
and prevalence would be 8.0%)
 

6. 	 In December 1985 

BDG: .40000 000 = 266,667 CYP 

SMP: 136 400000 = 1 364 000 CYP
 
100 - 163 Total CYP
 

11630p667 = 8.5%.
 
19,200,000 eligible couples
 

(with BDG unadjusted, CYP would be 1,764,000 and
 
prevalence would be 9.2%)
 

7. 	In December 1986 

BDG: 40 000 000 = 266,667 CYP150
 
SMP: 170p000,000 = 700 000 CYP
 

I00 T3 Total CYP
 

.1,966,667 = 10:0%
 
1,600,000 eligible couples
 

(With BDG unadjusted, CYP would be 2,100,000 and
 
prevalence would be 10.7%)
 

8. 	InDecember 1987
 

BDG: 42,000,000 = 280,000 CYP
 
150 	 ... 

SMP: 200,000,000 = 2,000,000 CYP
 
i00 2,20,00 Total CYP
 

2,280,000 = 11.4%
 
20,000,000 eligible couples
 

(withBDG unadjusted, CYP would be 2,420,000 and prevalence
 
would be 12.1%)
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9. 	 As we know there is a large discrepancy between estimates 
of condom prevalence using distribution data and using CPS
 
data, we are adjusting our distribution data by examining percent
 
increases in prevalence derived from distribution data and
 
applying the same percent increases to CPS estimates.
 

Prevalence Obtained
 
from 	Adjusted Percent Estimated 

Year Distribution Data Increase Prevalence
 

1983 6.0% 	 1.9%
 
22% 

1984 7.3% 	 2.3%
 
16W 

1985 8.5% -2.1V 

1986 10.0% 	 .8%
 
14% 

1987 11.4% 	 3.6%
 

E. 	 Injectable Estimate
 

1. 	 From 1983 CPS, we estimate injectable usage is 0.3%. We 
expect this to increase when SMP begins marketing. We expect 
the CPR to be 0.4% in CY 1984, 0.5% in CY 1985, 0.6% in CY 1986 
and 0.7% in CY 1987. To achieve this, there would need to be 
74,800 users in CY 1984 (approximately 25,000doses a month), 96,000 
users in CY 1985 (approximately 32,000 doses a month), 117,600 
users in CY 1986 (approximately 39,200 doses a month),and 140,000 
users in CY 1987 (approximately 46,667 doses a month). 

F. 	 IUD's
 

1. 	In our Cu T order for 1983, we based our request on the 
following targets: 1983 (10 months) = 135,000; 1984 = 240,000; 
1985 = 325,000. Using these figures, our estimates of IUD 
usage are as follows: 

CY 1983 = 156,500
 
CY 1984 = 240,000
 
CY 1985 = 325,000
 
CY 1986 = 360,000
 
CY 1987 = 400,000
 

2. 	Our CPS estimate of IUD prevalence inDecember 1983 is 
0.9% estimate of Active Users: (.009) (18,300,000) = 164,700 

3. 	In December 1984
 

We will assume most of the 164,700 active users began in 1983
 
and only relatively few retain from previous years. We will
 
use a 60 percent decrement for the entire amount: For 1984,
 
we will estimate that about 70 percent retain; but that the
 
insertions were done over the year, resulting in an average amount
 
of 35 percent retention.
 

14Cj 



1983: (164,700) (.6) = 98,820 CYP
 
1984: (240,000) (.35) = 84,000 CYP
 

182,820 Total CYP
 

182.820 = 1.0%
 
I8,77,UOeligible couples
 

4. In December 1985
 

1983: (164,700) (.5) = 82,350GCYP
 
1984: (240,000) (.6) =144,000 CYP
 
1985: (325,000) (.35) =113,750 CYP
 

340,100 Total CYP 

340P100 = 1.8%
 
19,U0,000 eigible couples
 

5. In December 1986
 

1983: (164,700) (.4) = 65,880 CYP
 
1984: (240,000) (.5) =120,000 CYP
 
1985: (325,000) (.6) =195,000 CYP
 
1986: (360,000) (.35) =126 000 CYP
 

50b,880 Total CYP
 

506P880 = 2.6%
 
19,600,000 eigible couples
 

6. In December 1986
 

1983: (164,700) (.3) = 49,410 CYP
 
1984: (240,000) (.4) = 96,000 CYP
 
1985: (325,000) (.5) = 162,500 CYP
 
1986: (360,000) (.6) = 216,000 CYP
 
1987: (400,000) (.35)= 140 000 CYP
 

663,910 Total cYP
 

663P910 = 3.3% 
20,000,000
 

G. Vaginal Methods
 

Although we expect increases in the absolute number of Tmko
 
foam and Neo-Sampoon users; we do not expect increases in
 
prevalence (due to the increasing number of eligible couples).
 
Therefore, our December 1983 estimate of 0.3 percent will stay 
constant through 1987. 

H. Traditional Methods
 

The preliminary results of the.1983 CPS indicate prevalence of 
traditional methods to be about 4.2 percent. We will assume that this
 
prevalence remains constant through 1987. Itmay decrease, however,
 
as more people switch from traditional to modern method. 



V. 	 Calculations of Prevalence Estimates by Implementing Agency to be 
Derived from MIS Service Statistics and USAID-funded NGO Data for
 
End of CY 1986 and CY 1987
 

A. 	 Estimates of USAID-funded NGO and BDG prevalence for December
 
1986 and 1987
 

1. 	 Non permanent methods. 

a) 	InTable 5,USAID-funded NGOs were to supply
516,000 CYP by December 1986 and 642,000 CY by 
December 1987. 

516 000 = 2.6% prevalence by December 1986
 
19,60F, 00EC
 

642,000 = 3.2% prevalence by December 1987
Z01000,000
 

b) 	To breakdown the 2.6% and 3.2% by method we will
 
estimate what proportion of the total BDG distribution/

performance, USAID-NGOs are likely to do by December 1986 
and December 1987. The total prevalence by method as will 
be estimated by distribution data (unadjusted for efficiency)

is given below:
 

Oral 	Pill: Dec. 1986, BDG = 10,000,000
 

10 P000 000 = 769,231 CYP

13
 

769P231 CYP = 3.9% inDecember 1986
19,600.9000 

Dec. 	1987, BDG = 11,000,000
 

11 000 000 = 846,154 CYP
13
 

846,154 = 4.2% in December 1987-,000,000
 

Condom: Dec. 1986, BDG = 40,000,000 

40.,000000 = 400,000 CYP
IOU
 

400,000 = 2.0% inDecember 1986l9,600,000
 

Dec. 	1987, BDG = 42,000,000 

42,000,000 = 420,000 CYP
100
 

420,000 = 2.1% in December 1987
 
2o~7oOo0oo
 



IUD: Dec. 1986 = 2.6% (See Section IV) 
Dec. 1987 = 3.3% (See Section TV) 

Injectables: Dec. 1986 = 0.6% (See Section IV) 
Dec. 1987 = 0.7% (See Section III 
This includes SMP-marketed injectables. 
We will assume in 1986 0.2% is attributable 
to SMP and 0.4% to BDG/NGO. By 1987 we will 
assume 0.3% is attributable to SMP and 0.4% 
to BDG/NGO. 

Vaginal: Dec. 1986 and Dec. 1987 = 0.3% (See Section IV). 
This includes SMP-marketed foaming tablets. 
We will assume the SMP accounts for 0.2% and the 
BIDG/NGOs, 0.1%.
 

Estimates of BDG and USAID-funded NCU prevalence are estimated 
as follows for December 1986 and December 1987. 

Non permanent 

Methods 

December 1986
 

Oral Pill 

.Condom 

IUD 
Injectable 
Vaginal 


Subtotal 


December 1987
 

Oral Pill 

Condom 

IUD 

Injectable 

Vaginal 


Subtotal-


BDG.Total 

(Exclusive 

of SMP) 

3.9% 

2.0 

2.6 
0.4 
0.1 


96.4 

4.2% 

2.1 

3.3 

0.4 

0.1 


10.1 


Proportion 
Attributable 
to USAID-
funded NGOs 

40% 

30% 

10% 
25% 
Negligible 


45% 

35% 

15% 

30% 

Negligible 


Estimate of 	 Balance of 
USAID-funded Prevalence
 

NGO Attributable
 
prevalence 	 to BDG and 

other NGO 

1.6% 	 2.3%
 
0.6 	 1.4
 
0.3 	 2.3 
0.1 	 0.3 
Negligible 	 0.1
 

1.9% 	 2.3% 
0.7 	 1.4
 
0.5 	 2.8
 
0.1 	 0.3
 
Negligible 	 0.1
 

3.2% 	 6.9%
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2. Estimates of Prevalence of Permanent Methods in December 3986 and 1987 

a) 	 From USAID-funded Ng) data gathered in 1982 we estimate 
about 175,000 active users by the end of the year.
 
Estimated performance is: 	 CY 1983: 67,20C
 

CY 1984: 91,600
 
CY 1985: 109,400
 
CY 1986: 129,200
 
CY 1987: 141,000
 

b) 	 We will assume 10% decrement per year for the 1982 active
 
users (from all years) and 5% per year for the CY 1983-1986
 
users.
 

c) 	 In December 1983:
 

1982: 175,000-17,500 = 157,000 
1983: 	 67,200


224,700
 

224,700 = 1.2%
 
18,300,000

d) 	 In December 1984:
 

1982: 157,500-17,500 = 140,000
 
1983: 67,200- 3,360 = 63,840
 
1984: 91,600


295,440f
 

295,440 = 1.6%
 
18,700,000
 

e) 	 In December 1985:
 

1982: 140,000-17,500 = 122,500
 
1983: 63,840- 3,360 = 60,480
 
1984: 91,600- 4,580 = 87,020
 
1985: = 109,400
 

379,400 

9,2UO,000 = 2.0%
 

f) 	 In December 1986:
 

1982: 122,500-17,500 = 105,000
 
1983: 60,480- 3,360 = 57,120
 
1984: 87,020- 4,580 = 82,440
 
1985: 109,400- 5,470 = 103,930
 
1986: 129,200
 

~47769T
 
477p690
 

19,600,000 = 2.4%
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g) 	 In December 1987:
 

1982: 105,000-17,500 = 87,500 
1983: 57,320- 3,360 = 53,760 
1984: 82,440- d,580 = 77,860 
1985: 103,930- 5,470 = 98,460 
1986: 129,200- 6,460 = 122,740 
1987: = 141,000 

58T320
 

581,320
 
20,0000,000 = 2.9%
 

h) 	 The overall program estimate is 13.6% in December
 
1986 and 15.6% in December 1987 (see section IV A
 
and B above). In December 1986, we estimate 2.4%
 
to the USAID-funded NGOs and the balance, 11.2% to
 
the BDG (plus other NGOs). In December 1987, we 
estimate 2.9% to the USAID-funded NGOs and the balance, 
12.7% to the BDG (plus other NGOs). 

3. 	Total USAID-funded NCG prevalence:
 
December 1986: 2.6% + 2.4% = 5.0%
 
December 1987: 3.2% + 2.9% = 6.1%
 

B. 	 Estimate of PSI/SMP Prevalences.
 

1. 	 Total SNIP sales of condoms estimated to be
 
170,000,000 in CY 1986 and 200,000,000 in CY.1987
 
(see section IV D)
 

170,000,000 = 1,700,000 CYP
100
 

1 700 000 = 8-.71 in December 1986
 

200,000,000 = 2,000,000 CYP 
100
 

2.000.000 = 10.0% in December 1987 

2. 	 Total SNI sales of oral pills estimated to be
 
2,281,312 in CY 1986 and 2,650,000 in CY 1987
 
(see section IV D)
 

2 281 312 = 175,485 CYP
13
 

175,485 = 0.9% in December 1986
"19",600,000
 

2,650,000 = 203,846
 
13
 

203,846 = 1.0% in December 1987
 

20,000,000 )
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3. 	For injectables, we will estimate 0.2% in December 1986 and
 
0.3% in December 1987, assuming successful injectable sales
 
program to doctors.
 

4. 	Based on current proportion, we estimate that the prevalence 
of vaginal methods attributable to SMP will be 0.2% 

C. 	 Table MI: 2 presents a sunary of the derived CPR estimates and 
Table M: 3 presents proportions of prevalence to be attributed 
to each implementing agency, by method. 



Table M: 2 

Summary of CPR (derived) Estimates for December 1986 and 1987 to be 
Derived from MIS Service Statistics and USAID-funded NCGO data 

BDG ZSAID-funded
 
Method (+Other NGO) SMP NGO Total
 

December 1986
 

(EC = 19.6 million)
 

Oral Pill 2.3% 0.9% 1.6% 4.8% 

Condom 1.4 8.7 0.6 10.7 

IUD 2.3 0.3 2.6 

Injectable 0.3 0.2 0.1 0.6
 

Vaginal 0.1 0.2 Neg 0.3
 

Sterilization .2.4 
 13.6
 

Total CPR (derived) 17.6%o- 10.0% 5.0% 32.6%
 
December 1987
 

=
(EC 20.0 million) 

Oral.Pill 2.3% 1.0% 1.91 5.2% 

Condom 1.4 10.0 0.7 12.1
 

IUD 2.8 
 0.5 3.3
 

InjeCtable 0.3 0.3 0.1 0.7
 

Vaginal 0.1 0.2 Neg 0.3
 

Sterilization 12.7 
 - 2.9 15.6
 

Total CPR (derived) 19.6% 6.1%
11.5% 37.2%
 



Table M: 3 

Proportions of Prevalence to be Attributed to Implementing Agency in 
December 1986 and December 1987 Utilising MIS Service Statistics 

and USAID-funded NGO data 

BDG USAID- funded 
Method (+ Other NGO) SMP NGO Total -

December 1986
 
[Total CPR (derived)
 
32.6 ]
 

Oral Pill 7.0 2.8 4.9 14.7
 

Condom 4.3 1.8
26.7 32.8
 

IUD 7.1 0.9 8.0
 

Injectable 0.9 0.3
0.6 1.8
 

Vaginal 0.3 0.6 Neg 0.9
 

Sterilization 34.4 
 7.4 41.7
 

Total 54.0% 30.7% 15.13% 00.0%
 

December 1987
 
[Total CPR (derived)
 
37.2%]
 

Oral Pill 6.2 2.7 5.1 14.0
 

Condom 3.8 1.9
26.9 32.6
 

IUD 7.5 1.3 8.8
 

Injectable. 0.8 0.3 
 1.9
 

Vaginal 0.3, 0.5 Neg 0.8
 

Sterilization 34.1 
 - 7.8 41.9
 

Total 52.7% 30.9% 16.4% 100.0%
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Economic Analysis: Methodology and Calculations'
 

1. Introduction
 

Our economic analysis has two distinct, but related, components.
 
The first component is a cost-effectiveness study while the second
 
is a preliminary effort to quantify the benefits of the family
 
planning program as a whole. The cost-effectiveness analysis
 
examines the relative efficiency of various program components.
 
However, the conclusions of thrt cost-effectiveness analysis should
 
be reviewed recognizing chat while ideally every effort should be
 
made to allocate resources efficiently, there is, at the same time,
 
a competing need to increase the overall scope of family planning
 
activities in Bangladesh which may justify continued support for
 
even relatively high cost components. The preliminary cost-benefit
 
approach attempts to bring this point out quantitatively. In this 
context, we must also note the consensus that rapid population
 
growth is effectively frustrating all development efforts in
 
Bangladesh and that reduced fertility is sine qua non for develop
ment in Bangladesh.
 

The original project paper compared alternative programs using a 
projected cost per continuous user criterion. The program was
 
divided into (i)Sterilization, (ii)BDG services other than 
Sterilization, (iii) Social Marketing and (iv) BDG Services. Planned
 
annual budgets were compared with projected contraceptive use to
 
derive a projected annual cost per continuous user by component.
 

For the amendment, an alternative cost-effectiveness analysis has 
been undertaken. This analysis uses actual 1982 data to examine the
 
relative position of program components in terms of cost-effective
ness and efficient utilization of program resources. Three broad
 
program components or subsectors have been defined for this analysis:
 

(i) Social Marketing Project (contraceptive retail sales) (SMP)
 

(ii) Clinical and CBD programs of AID-funded non-governmental
 
organizations (NGOs) 

(iii) A residual category comprising primarily the BDG's MOHPC
 
and government multisectoral family plaring program, but'
 
also including a small number of non-AID funded NGOs.
 
(The residual category could not be further disaggregated
 
because of informational constraints.)
 

Actual data of cost and impact are available for SMP and for AID-funded 
NGOs. Estimates of impact and approximate estimates of costs have also 
been made for the total national program. However, no separate estimates
 
are available for the BDG sector, and the residual category was therefore 
obtained by subtracting the SMP and AID-funded NGO data from estimates 
for the total program. A weakness of the analysis is the quality of 
aggregate data, particularly, the estimate of total costs of the national
 
program. However, we believe that the analysis yields general conclusions
 
that are valid and of importance to national population policy.
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2. Impact Estimates 

The analysis uses "Total Couple Years of Protection" (TCYP) as the 
measure of program impact. The concept of Couple Years of Protection 
(CYP) is well established in the family planning evaluation literature. 
It consists of estimating the number of years of protection provided by
 
various contraceptive methods. The measure can be easily applied to 
family planning service statistics and has the advantage of being a 
single number which can translate the very different demographic impact
of different contraceptive methods into a single unit of measure. We 
have used measure ",CYP" primarily to distinguish our future oriented 
impact estimates from the standard usage of the term .Tn this analysis, 
we have modified the CYP measure somewhLat to include the impact to the 
future of VS and IUD acceptance. That is, we have projected the future 
impact of VS and IUD insertions performed in the reference year in order to
 
estimate the total impact of the reference period. To do so, we have
 
decremented sterilizations in the reference.year.by 5 porcentage points annually
 
(rather than the standard 10 percent), based on life table data from the
 
ICDDR,B Matlab project and age distribution data obtained from BAVS. By
 
so doing, we estimate that each VS provides 7.75 TCYP. IUD retention is
 
also decremented using standard assumptions, resulting in an estimate of
 
2.45 TCYP for each insertion. Standard CYP assumptions are used for the
 
nonclinical modern methods.
 

Impact data used in this analysis were
 

i) CY 1982 retail sales data reported by SMP to the MIS Unit 

(ii) 	 CY 1982 contraceptive distribution data and clinical
 
performance data reported directly to USAID* by AID-funded 
NGOs 

(iii) 	 impact estimates for the rC idual category obtained by

subtracting (i) and (ii) from total CY 1982 program
 
performance reported in the MIS monthly reports.
 

Using this methodology, we have arrived at the impact data by program 
component summarized in Table N:l which indicate that of 5.1 million 
TCYPs provided nationally in 1982, 13.6 percent were provided by AID-funded
 
NGOs, 15.8 percent by SMP and 70.6 percent by the residual category.
 

An important clarification is that in the above analysis we have excluded 
all clinical referral ac ivit-J 2s from impact estimates. In the case of 
referrals, the work of generating a case is shared between two organizations 
and the impact should be attributed between them proportionate to the 
difficulty associated with the respective tasks fo recruiting a case and
 
providing a clinical service. However, owing to the difficulties posed
 
by cross-referrals within the NGO component and between the NGOs and the
 
residual category, we have excluded referrals totally from impact estimates,
 
giving full credit to the organization providing the clinical service. This
 
methodology probably works against the performance estimate for the NGO
 
sector. For completeness sake, referral data is also included in Table N.2
 

*Active user data were available for NGOs, but contraceptive distribution data
 
were used for reasons of comparability with SMP and the residual category.
 

'ci
 



Table N: 	 1 

Estkiated Total Couple Years of Protection (TCYP) by Method 
and by Implementing Agency in CY 19821 

Method 	 AID-Rmded SNP 
NGOs 

Oral Pill 	 77,379 84,976 


Condom 	 52,268a 684.763 

Emko 1,987 

Foam Tablet 488 a 35,087 

Injectable 2,219 

IUD/Copper-T 9,720 

Sterilization 548,824 

MR 

Total 692,885 	 804,826 


Percent of Total 13.6% 15.8% 

Program
 

Residual (BDG Total 
& Other NGOs) Program 

460,057 	 622,412
 

341,517 	 1,078,548 

10,911 	 12,898 

5,843 41,418 

13,904 16,123 

251,308 261,028. 

2,506,529 3,055,353 

11,919 i,919 

3,601,988 	 5,099,699
 

70.6% 	 100.0%
 

aExcluding condoms and foam tablets given to vasectomy acceptors by BAVS. 

1Source: 	 MIS monthly distribution/performance report and distribution/performance 
data supplied by AID-funded NGOs to USAID in June 1983. 
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1 TAF 2 	 3 4 5FPA 	 I PA\" nlsTCI	 lf1'A 

Total Grante Dlsburso-jnts in 
19d2 (adJUt.I) $1742.,071 S24$,S60 $I1)12,19U I B.1i7 $58.580 

Total Estijtod Value of Contraceptives.
 
VS "nd IU PRLbrscxcnts $24S,982 S 62,321 $ 742,763 S 74,831 $11,440 


Total Utsburscants Plus Contriweptives 
riauta arn. VS, IlU Peuftiursnts 198,O5S3 1307,81 5,7S1,!.51 $1,.,87S $70,020 

TCYe 	 Pruvidl In 19d. 73,140 18.410 S;I.S-1 I.,IS2 3.201 

TCYP 	Lhit Cost withat Cantraceptives 
Suab.Pwisburcnents 	 $10.15 $13.34 $ 1.1S S 4.61 $18.30 

TCYP 	 Unit Cost With Contraceptives 
a ipJbursomiLs 113.51 $16.72 $ 3.39 S S.o2 $21.8 

YTtin 1982 lriluling TCYPts frion %S. 
;lIJCtAblo and TuO rtferal 216,125 2d,082 519.521 47.627 14.091 

CnXP 	 # TCYP leferal)l lkit Cust Wtthout 
CcnrrAcutives and FRalliurelnts $ 3j43 5 8.74 1 i.95 5 1.81 $ 4.16 

(TO'? F TCYP P.itral) Ulit Cost With 
Cxtra,-cpt1ve and. ReLrbursements $ 4,57 $10.96 $ 3.3S $ 3.38 $ 4.97 

V3 Prockrvs Prformod In Ild-	 * G7,uf2 

Out per Unit WLthout MR and 
RI Lsbursan rn t s 	 -15.11 -a 

Cost 	per tkiit With MR and 
Rd ibUrT~nu 	 - - $2tiA..Pi.1'J 

11Auily Planning International Assist.xu:e (entirely UD/W centrally funded) 
1Th 	 , ia R'.Jtian (faily plannin d acti itiez entirely tlUAILt/lUuka ±ualt.d) 
3 1nturnaticnAl Pr=Jct, Association of Voluntary Stcrilizaticx (Rnbis fron buth A11Vl" and IlI/Iduka;
 
culLined total disbursemients given)
 

d ng:-4sh Fmrlly Pla-nnin Association (only family planning activities rublo-d b)" ItWAIVtltaka grait includLc) 

Sl'=mlly Pla."nir~l Services w-IlTruinirN C(i:tar (fr'tvm LNU3.iV'l4(a %"Is c91)'; LOAI. itl'l.t.. Iby 11purvent to 
tia.il&-a prvur- fia mn.t co~ts cuvcrvJ by [I1.A grant) 

- 67h Pathfinder FubJ (cost .:stixvtcs: S116,3o5 frum ISAltl/Iliala funds wU $11, r!- fro AIi/If': imis) 

ai|thfine r fu.kis clinical and C1D prugr.r-t; costs src ronit availablet;..itl) 

Path finierb 

$507,003 

$132,175 


$t)99,178 

59,961 

$ 9.46 

• 
$11.66 


88.731 


$ 6.39 

$ 7.88 


3,814 

Total AID
funded NCO 

2,711,451 

1,269,512 

3,980,963 

692,995 

S 3.91 ---

$ 5.74 

914,177 

$ 2.97 

$ 4.36 

70.816 

NAa 

r9 

http:5,7S1,!.51
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and TCYP cost data with and without referrals are presented. (A referral 
is given the same TCYP value as actual performance.) These comparisons 
are only valid internally within an NGO because one NGO may be referring 
to another.
 

3. Cost Estimates
 

For SNIP and for AID-funded NGOs, cost data were obtained directly
 
from the organizations and adjusted as indicated below. For SMP,
 
all U.S. and local overhead and project costs are included, as well as
 
contraceptive and freight costs. The costs have been adjusted for capital
 
depreciation and, as the SMP operated independently of the BDG program,
 
no overhead from the BDG program has been attributed to SMP (Table N:3).
 

For AID-funded NGOs, Grantee disbursements for 1982 are used as a proxy
 
for actual expenditures. These include not only direct service delivery
 
costs, but also IEC, training, program management and indirect costs. Cost
 
data have been adjusted to exclude disbursements to new activities initiated
 
in the last quarter of 1982 with no service outputs during the reference
 
year. Estimates of contraceptive and MSR costs as well as VS and IUD 

reimbursements have also been included (Table N:2). Fxpenditures (excluding
 
commodities and 3eimbursements) were increased by $200,000 for estimated
 
costs borne by the government for commodity distribution and storage
 
for NCO programs.
 

Finally, the cost for the total national program was estimated by
 
utilizing data gathered by the Population and Developnent Cell of the
 
Planning Commission. These estimates of FY 81-82 and 82-83 expenditures
 
for the national family planning program were averaged to arrive at an
 
estimate of Tk. 116.5 crore ($52,714,932) for CY 1982.
 

Cost estimates BDG FY 1981-82 BDG FY 1982-83
 

1. Within ADP 

(a) Donor supplied project aid 
62.4 72,3
 

(b) GOB Taka project-related
 

2. Outside ADP 

(a) GOB Taka in Revenue Budget 11.2 12.3 

(b) Direct commodity aid 17.8 17.8 

(c) Direct support to NGOs-PVOs 19.6 19.6 

l111. 127.0 



Table N: 3 

1982 PSI/SM? Cost Statement 

1. 	 Local Expenses (Depreciating Assets)
 

Taka 29,691,653 at Tk. 22.1/$1.00 $1,343,514 a
 

2. 	Headquarter Expenses $ 417,228
 

3. 	Value of Contraceptives Distributed
 
(including ocean freight; using retail sales)b $3,805,842
 

4. 	Total Expenses $5,566,584
 
5. 	Less Sales Revenuec
 

(Taka 9,360,585 at Tk. 22.1/$1.00) $ 23,556c
 

C. 	 Total Cost (net) $5,143,028 

7. 	Total Couple Years of Protection
 
(using Retail Sales) 804,826
 

8. 	Cost per Total Couple Year of Protection (TCYP) $6.39
 

9. 	Cost per TCYP Excluding Contraceptives $1.66
 

aUriaudited expenses 

bCommodity costs are estimated as follows:
 

SMP Distribution - Price: Commodity Value of
Commodity from MIS figures plus transportation Commodities 

Oral Pill 1,104,710 0.195 per cycle $ 215,418 

Condom 68,476,348 0.049 per piece $3,355,341 

Foam Tablet 3,508,696 0.067 per tablet $ 235,083 

Total 
 $3,805,842
 

cThis monetary amount represents a cost to the public sector of 
services provided by SMP. 

/1,
 

http:22.1/$1.00
http:22.1/$1.00
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To estimate the cost of the residual program, the total NGO and SMP* 
costs were subtracted from the total program cost: 

(Total cost: $52,714,932)-(NGO: $3,980,963+200,000)-(SMP: $5,143,028*)=
 
$43,390,941. The adjusted cost was divided by 3,601,988 TCYP,
 
resulting in $12.05 per TCYP.
 

In the cost estimates of the NGO and residual program we have not made 
adjustments for capital costs. Capital expenditures are clearly program 
costs, but since capital by definition is designed to provide services 
to a program activity for several years, it would be inappropriate to 
charge the full cost of capital improvements against program activities 
for just one year. Similarly, the program is making use of capital 
(i.e., buildings) paid for in previous years. Two factors must be taken 
into consideration when assessing capital cost adjustment!: (i)the family 
planning program is "growing" over the last decade and (ii)the current or 
marginal capital expenditure is a low percentage (less than a quarter) of 
the existing value of capital stock. The former factor would lead us to 
expect that the incremental adjustment for the past is mre than offset by 
the decremental capital cost adjustment for the future, while the latter
 
factor causes the net capital cost adjustment to swing in the opposite
 
direction. On balance, if factor (ii)predominates, the overall cost
 
figures would ris while if factor (i) predominates, the overall cost figures 
would fall. Now firstly, we have no way of knowing, without a comprehensive 
research study, which of the two factors is more predominant, and secondly, 
since the corrections oppose each other, the net correction is likely to be 
small in comparison to the overall cost figure for both the NGOs and the 
residual. In view of this, and until better information is available, we 
did not consider it wise to make a capital cost adjustment. Essentially 
our argument signifies that the money value of the capital cost adjustment is 
0 for the NGO program and the residual. For the SMP program, where better 
cost data were available, we made a small adjustment for capital depreciation. 

4. Cost-Effectiveness Analysis
 

The final figures for the comparative cost and impact of the three 
components are given below:
 

1) USAI D-funded NGOs 
Estimated adjusted 
Estimated TCYP**** 
Cost per TCYP 

cost** -

= 
= 

$4,180,963*** 
692,885 

$6.04 

2) Social Marketing Pr
Estimated adjusted 
Estimated TCYP**** 
Cost per TCYP 

ogram 
cost* = 

-

= 

$5,143,028*** 
804,826 

$6.39 

3) Residual 
Estimated adjusted cost** = $43,390,941*** 
Estimated TCYP**** 3,601,988 
Cost per TCYP 

-

= $12.05 

*SMP costs adjusted for capital deprecia-ion; commodity costs included.
 
**Including contraceptive commodities and VS and IUD reimbursements.,
 
***All figures are in current dollars.
 
****TCYP = Total couple years of protection (see narrative) 
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The major issue which is not addressed in this analysis, and on which
 
little data are available, is the problem of substitution. This is
 
fundamentally an issue of causnlity. What was the cause of a given 
client's decision to use contraception? If the existence of a given
 
program was a necessary condition for acceptance, then we can say that 
the program's activity "caused" the acceptance to take place. But would 
a client have accepted contraception from a different source if the
 
given program did not exist? Is there a tendency for NGOs to work in
 
easier areas than the government program and/or to effectively draw off
 
clients who otherwise would have used services provided through the
 
government program? The answer, at this time, is not known.
 

Moreover, while the average unadjusted NGO cost per TCYP is $5.74, there
 
is a great variation in t e costs for individual NGOs (see Table N:2). 
Some of this variation may be explained by program duration. For example, 
FPSTC, which has the highest 1982 cost per TCYP for its USAID-funded 
program only initiated these activities in 1982 and no USAID-funded FPSTC 
subproject was operational for the entire year. FPIA subprojects,
 
however-including the 20 subprojects funded through FPSTC-are relatively
 
well-established and lower cost. It appears very likely that cost per
 
TCYP decreases with program duration.
 

Another factor clearly influencing costs is the method-mix; since the
 
methodology in this analysis weights VS heavily because of its future
 
demographic impact, IPAVS, which specializes in clinical VS services
 
appears by far the most cost-effective NGO. In fact, the IPAVS program
 
has a major influence on both the total impact estimates and the low
 
average cost per TCYP for all AID-funded NCGs.
 

Finally, the impact of referrals on costs of individual NGOs is also of 
interest. While these were excluded from the overall analysis for reasons 
explained above, they are included in Table N:2 for purposes of internal 
comparison. Using the same TCYP assumption for referrals as for actual VS 
perf"Ormed, individual NGO costs were very significantly reduced, in most 
cases by 50 percent or nnre. 

Benefit Analysis 

The principal analysis on which the justification of this project rests is 
the cost-effectiveness analysis presented above. The USAID strongly
 
believes that efforts to reduce population growth rates in Bangladesh are
 
essential to development and that, therefore, a cost-effectiveness
 
analysis is appropriate. The brief analysis that follows is a crude and 
preliminary attempt to identify an approach to quantifying the benefits of
 
reducing population growth rates. 

The benefit analysis is based on the premise that improvements in per 
capita well being through a specific percentage point marginal reduction
 
in the population growth rate are (in some admittedly gross sense)
 
comparable to the impact on per capita well being of an equal percentage 
point marginal increase in the income (or GNP) growth rate. From this 
premise, it can be argued that the benefits (in terms of changes in per 
capita income) of, let us say, a 0.1% reduction in the population growth 
rate are equal to the investment expenditures that would otherwise be 
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required to increase the GNP growth rate by 0.1%. Using a conservative
 
estimate of 2.5 for the incremental capital output ratio, additional
 
annual investments of 0.25% of Bangladesh's GNP ($30 million) would be
 
required to increase the GNP growth rate by 0.1%. Because of the 
beneficial impact on the death rate of reductions in the birth rate,
 
achieving a 0.1% net reduction in the population growth rate unuld
 
require approximately a 0.14% reduction in the birth rate. Based on
 
international evidence, a 2.4 (percentage point) increase in the contra
ceptive prevalence rate is necessary to obtain a 0.1 percentage point
 
reduction in the birth rate. Thus, a 0.1% reduction in the population
 
growth rate implies a(2.4)x(0.14)/0.1=3.36 percentage point increase in
 
the contraceptive prevalence rate (CPR).
 

Since there are approximately 18 million fertile couples at present, a
 
3.36% increase in the CPR represents an additional 600,000 CYP. As
 
calculated above, the benefits of these additional 600,000 CYP are
 
equivalent to $30 million or $50 per CYP.
 

Thus, for those family planning interventions that do not have a
 
multiyear impact (e.g., pills and condoms), the benefit of providing
 
services to a couple for a year is $50. For those interventions that
 
also have an impact in the future (e.g., sterilization and IUD insertions),
 
the calculation is more complicated. Using a 15% discount rate to assess'the
 
present discounted value of future couple years of protection, yields
 
a calculated benefit of $222 per sterilization and $91 per IUD insertion.
 
These benefits are all very significantly in excess of the costs of even
 
the least cost-effective elements of the family planning program in
 
Bangladesh. To arrive at the present discounted value estimates for the
 
clinLical methods, we used decrement tables (based on life tables and age
 
distribution data for acceptors available in Bangladesh) and used a 15%
 
discount rate.
 

We note here that (i) a higher discount rate would still give Benefit/Cost
 
ratios much in excess of 1 and (ii) a capital output ratio greater than
 
2.5 would only fortify our results from the benefit side. Although the
 
approach to calculating benefits sketched here is crude and the simplifying
 
assumptions heroic, the numbers generated reinforce our belief that
 
supporting family planning efforts in Bangladesh is a very effective way
 
of using resources. A cost-effectiveness approach to family planning
 
appears to be appropriate.
 

(Caveat: Quite clearly these benefit calculations are only a crude proxy
 
for the actual benefits of reduced population growth rate. The qualitative
 
impact on society of a 0.1% increase in GNP growth because of an oil dis
covery (to take an extreme example) is enormously different from that of a
 
0.1% decrease in the population growth rate due to higher contraceptive
 
prevalence among landless laborers. Also we have abstracted from the time
profile problem of (a) supporting a family planning effort involvinp a mix 
of capital and current account expenditures impacting on the population 
growth rate and (b)capital investments translating into increased output
 
(the so-called gestation lag). However, without seeking to list all of
 
the objections that would be raised against this approach, it is worth
 

http:a(2.4)x(0.14)/0.1=3.36
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noting two advantages: (1)the qualitative social/economic benefits of 
reduced populntion are likely to be greater than the calculated 
investment pFoxy presented here; and (2) the actual direct calculation 
of the benefits of population control are infinitely more difficult 
and subject to nearly as much uncertainty as the approach taken here.) 

6. Conclusion
 

The findings support the Project Paper Amendment's basic strategy, i.e.,
 
expanded support for the NGOs and SNP and continued suppcrt for the
 
BDG program. While the success of the NGOs and SMP suggest that they
 
should be given larger roles in the national program, one must 
recognize the limits, however, to the organizational capacity of the
 
NGOs beyond which their effectiveness may be jeopardized. The NG s 
cannot provide universal geographical coverage, and the SIV does not 
provide clinical services. The Government sector continues to be
 
important, since it has the potential t.- provide universal, comprehensive
 
services, and for the overw.helming share (709) of national "TCYP" that it 
currently contributes. 1,ile efforts should be made to improve the 
efficiency of this sector, this should not be at the expense of program 
outputs, given the importance of this sector's contribution. Mhile the 
cost-effectiveness analysis has focussed on issues of relative efficiency,
 
the cost benefit study demonstrates a concern for effectiveness, i.e.,
 
the need to increase the overall scope of family planning activities, and
 
leads to the logical conclusion that government sector activities should
 
also be expanded. 

1/
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IM1 LI' :iWATION PLAN 

Implementing Agency/Task 	 Responsible 

A. Ministry of Health and
 

Population Control
 

1. Grant Agreement Amendments USAID, MCIPC, ERD
 

- Discussions with I"JPC 


- Signing 


2. 	 Awards Program 

- Criteria developed to 
Implement Program USAID, WiPC, NGO 

- Review Rates & Procedures 
and PIL Signed USAID &NWPC 

- Review of Program Criteria USAID, KXPC, NGO 

- Audit of Program Beneficiaries 

" PIOT USAID & MUPC 

" Advertisement " 

" Contract " 

" Conduct Private Firm 

- Evaluation of How Awards Used 

" PIOT USAID & MOHPC 

" Advertisement " 

" Contract " 

" Conduct Private Firm 

3. VS? IUD and Injectable
 
Reimbursements
 

- Revise VS and IUD PILS USAID & MOHPC 

- Extend Current VS Audit
 
Contract for one quarter 


Planned Date
 

Nov. 83-Feb. 84, Jeb. 85, 86 

March 84, March 85, 86 

February - April 84
 

May 84, 85, 86
 

June 85, 86
 

April 84, 85, 86
 

April/May 84, 85, 86
 

June 84, 85, 86
 

July 84, 85, 86
 

Nov. 84, 85, 86
 

Nov/Dec. 84, 85, 86
 

January 85, 86
 

April 85, 86
 

February 84, 85, 86
 

March 1984
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Implementing Agency/Task Responsible Planned Date 

- Discuss Injectable Reimburse
ments, Rates and Procedures USAID i bJHPC April 1984 

- Injectable Reimbursement 
PIL Signed May 84, Feb 85, 86 

4. "Super" Audit Contract for VS, 
IUD, Injectable and Commodities 
Inventory 

- Prepare Scope of Work: 
MOHPC approval 

Obtain 
" February - March 1984. 

" PIO/T " March 1984 

" Advertisement " April - May 1984 

" Evaluation of bids , May - June 1984 

. Contract , June 1984 

- VS Audit 

- IUD, Injectable Evaluation 

private firm 

" 

quarterly 

" 

- Inventory " June 85, 86 

5. Commodities 

- PIL to Implement Commodity 
Procurement and Logistics 
Training MOHPC & USAID April 84 

- Procure CDC Assistance in 
Design of New Logistics & 
Reporting System 

USAID &CDC Feb. 84 for June 84 

- Review and Revise District 
and Thana Level Storekeeper's 
Training 

NDHPC, USAID 
UNFPA 

March, April 84, 
85, 86 

- Plan Refresher Training 

- Conduct Refresher Training " May knd June 84, 
85, 86 
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Implementing Agency/Task 
 Responsible 	 Planned Date
 

- FY 84 Physical Inventory
 

. PIO/T 
 MOHPC A USAID February 84 

* 	 Advertisement " 	 March 84 

* 	Contract 
 April 84
 

* 	Conduct (And pull out-of. Private Firm & 
date stocks) 	 NiPC May 84 

- Order Commodities
 
(See Procurement Plan)
 

- Review N4 iPC Progress on Quarterly, 84. 85. 86
 
Logistics System Improvements
 

6. Technical Resources, Research
 

and Training 

a. Overall
 

PIL to reprogram money USAID &NUHPC March.- April;1984
from Training, Operations
 
Research, MO- Materials,
 
Printing, Local Family
 
Planning Project, and 
Commodities (partial)
 

b. Training 

-	 Prepare PIOPs for Long USAID, MoXiPC As needed 
Term &Short Term 
Participants
 

- Review, Feasibility of USAID, WHPC 
 May 84
 
TFPO Training and Inputs Other Donors
 
Needed 

- If Needed Plan Training U.SAID, NuiPC July 84 

C. MOiMaterials and Printing
 

-	 Growth Chart 

• 	 Review Results of USAID, MOHPC, Other February 1984 
pretest donors, NNC 

" Solicitation of Bids M(IIPC March 1984 

* 	 Purchase Order USAID April 1984 

" 	 Distribution June 1984
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Implementing Agency/Task 	 Responsible Planned Date 

- IUD Manual 

. Revise USAID, MO4HPC February 8' 

* Purchase Order 	 March 84 

. Print April 84 

0 Distribute June 84 

- Voluntary Sterilization Manual 

* Revise 	 USAID, MOHPC January - June 84 

* Purchase Order 	 USAID July 84 

. Print July - August 84 

. Distribute IZWPC September 84 

d. 	 Consultants 

- PIO/T USAID MOHPC As needed 

e. 	Research
 

- PIO/T 

7. 	 Evaluation of Project 

* PIO/T 	 USAID, MOHPC August 85 

* Advertisement/Recruitment 	 USAID September 85 

* 	 Contract USAID & MOHPC February 86 
and Consultants 

* Conduct 	 AprilMy 86 

B. 	 Non Government Organizations 

1. 	 Review latest Monitoring and
 
Evaluation Reports and Negotiate
 
Term.; for Grants, Amendment or
 
PILS with USAID Grantee
 

IPAVS 	 March 84, Feb. 85, 86 

TAF 	 March 84, 85, 86 

Pathfinder 	 March 84, 85, 86 

II'
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Implementing Agency/Task 	 Responsible Planned Date
 

BFPA Mar. 84, 85, 86
 

BACE Mar. 84, 85, 86
 

FPSTC (PIL) June 84, 85, 86
 

CARE Mar. 84, NA, NA
 

2. BDG Clearance of: Grants, etc. MOHPC k ERD'
 

IPAVS 
 NA NA NA 

TA 
 " , 

Pathfinder , ,
 

BFPA 	 April 84, 85, 86
 

BACE 	 April 84, 85, 86.
 

FPSTC July 84, 85, 86
 

CARE 
 NA NA NA 

3. Grant Agreements, Amendments, 
PILs Signed 

IPAVS USAID & Grantee Mar. 84, Feb. 85, 86 

TAF Mar. 84, 85, 86 

Pathfinder Mar. 84, 85, 86 

BFPA " May 84, 85, 86 

BACE USAID & Grantee May 84, 85, 86 

FPSTC (PIL) USAID & MXHPC Aug. 84, 85, 86
 

CARE USAID & Grantee Mar. 84, NA, NA
 

4. 	 FPIA 

- Review and Approve Proposal USAID Mar. 84, 85, 86 

- PIO/T to Add Funds to 
Central Grant " 	 Mar. 84, Apr. 85, 86 
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Implementing Agency/Task 	 Responsible Planned Date
 

5. 	ICDDRB
 

- Present Project
 

" Grant Agreement Signed USAID-ICDDR,B January 84 

" PIO/T for Continuation USAIE January 84 
of TA by Population 
Council 

Expanded Project 

" Review of Proposal USAID, ICDDR,B, MHPC March - April 84 

" Grant Agreement USAID, ICDDR,B May 84, Apr. 85, 86 
Amendment 

6. 	 FI-I/BFRP (AID/W Grant to 1lIl) 

- Concur with BFRI' Subgrant USAID Nov. 83, Nov. 85 

- Add remaining funds for USAID, AID/W March 84 
oral 	pill trial
 

-	 Add funds for FIII/BFRP USAID, AID/W June 85 

7. 	 Training 

Approve International Training Plans 

BFPA USAID Dec. 84, 85, 86 

FPSTC June 84, 85, 86 

Process PIO/P for Participants " - as required by 

training plans
 

8. 	NGO Evaluation
 

a. 	Overall
 

• PIO/T USAID November 85
 

. Advertisement/
 
Recruitment 	 November 86 

March 86Contract 


Conduct 	 Private firm April/May 86 
or individual 
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Implementing Avency/Task 	 Responsible Planned Date 

b. 	 Pathfinder Mini CPS 

* 	 Approve Pathfinder USAID January 1984 
Proposal 

* 	 Conduct Private firm or- Feb. - March 84 
individual 

c. BACE Evaluation 

" PIO/T USAID January 85 

" Recruitment/Advertisement February 85 

" Contract USAID March 85 

" Conduct Private firm May - June 85 

d. Evaluation of FJII/BFRP Pill Study
 

. Recruitment and Purchase USAID June 85 
Order 

. Conduct 	 Private individual Nov/Dec. 85
 
or firm
 

lI
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Impl ement ing Agency/Task Responsible Planned Date 

C. Social Marketing Project 

1. Develop Scope of Work for 
Cooperative Agreement 

USAID December,83 
tarch, 84 

2. Discussion with BDG and SNIP 
Council regarding new initiatives: 

SNIP I-arch, 84 

a) institutional structure USAID 

b) building and facilities 

3. Test Market of Orasaline (ORS) SNIP October, 83 
February, 84 

4. Develop proposal for test market 
of injectables for approval by 
SNIP Counci 1 

SNP November, 83 
January, 84 

5. Initiate 
(Mano ff) 

mass media campaign SMP February, 84 

6. Develop Protocol for Study of 
Relationship between MBBS's and 
Qiacks (for injectables) 

SNIP January, 84 

7. Review non-product specific mass 
media campaign and media schedule 

SNp, USAID July, 84 

8. Develop Proposal for Nationwide 
Sales of ORS Product 

SNIP, USAID March -
May, 84 

9. Approw;1 of Newl Scope of Work 
and PSI Cooperative Agreemd6nt 

USAID 
SNIP Council 

April, 84 

10. Increase Number 
Film Units 

of Mobile SNIP April -

June, 84 

11. Negotiations with PSI on 
Cooperative Agreement 

USAID/PSI May, 84 

12. Cooperative Agreement Signed 
with PSI 

USAID/PSI June, 84 

13. Develop Plan for SMP Reorganiza-
tion, including Revcnue-producing 
Activities 

SIP June-July, 84 

14. Develop Plan for SMP Training 
Division 

SMP August, 84 
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Implementing Agency/Task 	 Responsible Planned Date
 

15. 	 Develop Plan for SMP Market SNP September, 84
 

Research Division
 

16. 	 Test Market for Injectables SMP July-December, 84
 

17. 	 Implement National Sales of SMP December, 84
 
ORS Product
 

18. 	 Resurvey for Family Planning Contractor February, 85
 
Communications Campaign (Manoff)
 

19. 	 Develop Marketing Plan for SMP/USAID January, 85
 
Nationwide Sales of Injectables
 

20. 	 Begin in One District Sales SMP April, 85
 
of Injectables
 

Z1. 	 Complete PIO/T for Evaluation USAID September, 85 

of SVP 

a. Recruitment of Evaluation Team USAID 	 October, 84-January,85 

b. Contract for Evaluation USAID 	 Mtarch, 85 

c. 	Conduct Ev luation Contractor April-May, 85
 

22. 	 Expand Injectable Sales to SMP October, 85
 
One Additional District January, 86
 

April, 87
 

23. 	 Evaluation of Family Planning April, 85
 
Communications Campaign
 

24. 	 Develop Plan for Construction June-September, 84
 
of SMP Offices, Warehouse,
 
Training Center: and Motor Pool
 

a. Acquire Land, Begin Construction 	 January,: 85
 

b. Complete Construction 	 January, 86
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Implementing Agency/Task Responsible Planned Date 

D. USAID-Overall Project 

1. Overall Project Evaluation-CPS 

* PIOT USAID September 84; 86 

* Advertisement USAID October-November,84; 81 

* Contract USAID December, 84; 86 

* Conduct Private Firm January-June, 85; 86 

2. Public Health Physician USAID 

- PIOT March, 84 

- Advertisement March-July, ,84 

- Contract August, 84 

- On the Job October, 85 

3. Research/Evaluation Specialist USAID 

- PIOT March, 84 

- Advertisement April-June, 84 

- Contract July, 84 

- On the Job August, 84 

4. Logistics Advisor USAID 

- PIOT January, 84 

- Advertisement January, 84 

- Contract February, 84 

- On the Job March, 84 
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Conmodi ties Procurement Plan 

Type Amount Needed 
By 

ABS AID/W 
Confirmation 

PIO/C Contract, 
Signed 

I. Centrally Procured 

Contraceptives 

A. Condoms 

1. BlX3 9,834,000 
40,000,000 
40,000,000 

6/30/85 
6/30/86 
6/30/87 

6/83 
6/84 
6/85 

10/83 
10/84 
10/85 

10/83 
10/84 
10/85 

2. SNIP 
- Raja 150,000,000 

158,000,000 
170,000,000 

6/30/85 
6/30/86 
6/30/87 

6/83 
6/84 
6/85 

1.0/83 
10/84 
10/85 

10/83 
10/84 
10/85 

- Panther 6,204,000 
5,225,000 
7,000,000 

6/30/85 
6/30/86 
6/30/87 

6/83 
6/84 
6/85 

10/83 
10/84 
10/85 

10/83 
10/84 
10/85 

- Majestic 12,000,000 6/30/86 684 10/84 10/84 

15,000,000 6/30/87 6/85 10/85 10/85 

B. Orals 

1. Skip 

- Maya 1,134,000 
1,500,000 

6/30/86 
6/30/87 

6/83 
6/84 

10/83 
10/84 

1/84 
1/85 

- Ovacon 852,000 
917,000 

1,500,000 

11/30/85 
11/30/86 
11/30/87 

6/83 
6/84 
6/85 

10/83 
10/84 
10/85 

12/83 
12/84 
12/85 

II. USAID-Procured Comnodities 

A. Foaming Tablets 
(S I -)l 

( 760,000 
2,477,000 
6,115,000 
7,000,000 
8,000,000 

9/30/83 ) 
6/30/84 
6/30/85 
6/30/86 
6/30/87 

-

= 
-

-

-

-

-

-

-

-. 

-

B. Copper-T 
IUD's2 

425,000 
420,000 
438,000 
450,000 

1/1/85 
1/1/86 
1/1/87 
1/1/88 

-

-

-

-

-

-

-3/86 

" 

3/84 
3/85 

3/87 

.C. Emko 
-81,000 

55,000 

126,000 
130,000 

6/84 
6/85 
6/86 
6/87 

-

-

-

-

-

-

-

1/84 
1/85 
1/86 
1/87 
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Type Amount 	 Needed ABS AD/I'V PIO/C Contract 
By Confirmation Signed 

I).Catgut 1,767,000 12/30/83 - - 4/83 8/83
(Pieces) 781,000 1/3/85 - - 5/84 8/84 

917,000 1/1/86 - - 5/85 8/85
1,150,000 1/1/87 - - 5/86 8/86 
1,200,000 1/1/88 - 5/87 8/87 

1Assumc availability of Eisai product
 

2	MCHPC commodity funds will be used for AID/11's central procurement of Cu-T IUDs
 

commencing in CY 85, this order may be reduced if Canadian CIDA brings in Multi
load IUDs.
 


