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This paper presents USAIDs preliminar. long-ter, (-y 36_6
 
strategy 
 to achieve 
 its 
 child surviva, (CS) 
 objectives 
 in
 
Eangladesh. * v acknowlegCe that the strategy is in 
 the
 
focative stage, 
 anria number of proposed interventions must 
 be
 
1Dore 
 fully explored during the desi;n of the new Fauily Pl-nnn
 
and iiaalth Services Projec: (FPESp, No. 388-007u) that will be 
authorized 
 in F-:-,. The strate,y reflects our e:.perience with
 
Bangladesh Gove:-nen:t . and Non-Governumntal Organization 

prograns. 2.t is consistent with the BDG's maternal and
 
child health (:ICHN str tegy as articulated in the recently 
drafted Third Five Year Plan (TFYP), as well 2 
the SDGs and 
NCOs' instiuZional capabl !iies and constraints. 

A nuber 
of key factors 
 have strongly influenced 
 this 
strategy. 
 First, the 
 strategy must be consistent with USAID's
 
program priorities. 
 Second, 
 and perhaps uost salient, is how
 
ISAiD can 
 best maximize its impact given tne wealth of other
 
donor contributions to CS and health interventions in Ban.ladesh.
 
Third, we must acknowledge the EDC's limited absorptive capacity.
 
Finally, our strategy must 
be consistent with the USAID's ability
 
*This sra.e 
 .ol.ows
hne orzat ouliec in States dra 11,-737,
lrgely on and
recent assessments performed by USA,
Dr. Stane. and by
0. Foster, 
 CD.C/Atlanta Cm=unization),
Walsh, iarvard Dr. Julia
School of Public He.lth 
 (ORT),
Pielmeier, PC/PDP. and Dr. Nancy
The assistance 
of these consultants
ieveloping this strategy in 

proved invaluable.
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to manage a CS portf2 0 c. - In essencv,..as we aore 
fully discuss
 
below, given these progra= constraints, the LS.;IZ rust respond to
 
:argets of 
orzortun.y, 
zill. vital gaPs left 
uncovere 
 hy o:v:e7
 
uonors, 
 an generally focus 
 on improving 
 the nanae:ent 
 of
 
programs that eitherare 
 oUoing or proposed ri 

other 
donors. 
 Our strategy is additionally directed 
 at those
 
areas in whicn AID has 
a unique capability to 
play a useful role.
 

Recognizing 
that rapid population 
growth cozpounds 
 the 
difficuli es 
 in meeting 
 other 
essential 
 "evelopmen: 
 needs, 
including 
 improved 
 healn, 
 aricultural 
 production 
 and 
emploreent, 
USAID will continue to 
assign priority iD Banglaaesh
 
to our program goal 
 of reducing 
 human fertility. 
 Yet we
 
acknowledge 
 that, 
 as one of 
the world's poorest countries with
 
among 
 the highest incidence 
 of mortality 
 and morbidity,
 
especially among infants anJ children, the woefully 
deficient
 
health 
status 
 of the great majority of Bangladeshis is 
 one of
 
this country's most 
intract-ble development constraints. A CS
 
strategy must be 
a critical component of USAID efforts to 
 reduce
 
fertility 
and more generally to develop 
Bangladesh-s 
 greatest
 
potential 
 resource---its 
 people. 
 Thus, 
 the provision 
of MCH
 
services 
will be an 
important part of our Population and 
 health
 
objectives. 
 As we stated ir 
our CDSS: 
 "the ultimate end of any
 
country's 
 development 
 program 
is to improve...the 
 physical
 
quality of life of its people. 
 In Bangladesh, human productivity
 

suffers from poor health."
 



USAID 
began a majcr child survival "iitiarive in 
fY5 with
 
an 
 ob~iga6ion of S5.j million for the introduction of 
 ORS into
 
the Social *.arkec ?roj c 
s (S:J) retail sales 2rr. 
 An
 

" m b obligated in 
 Y 6 to support 
tne
 
Urhan 
 Volunteer 
project 
 (UVP), 
 which 
 delivers 
basic 
 CS 
interventions in the major urban slum areas 
of the country. (See

D. for details 
 of the UVP.) 
 With the addition 
of centrally­
funded 
 CS projects, 
 including Helen Keller International (F,:Z),
 
Save the Children Federation (SCF), 
 and the Salvation Army ;orld

Service Organization (SAWSo), 
 the :*Lssion's CS 
 portfolio 
will 
soon exceed $10 million-an auspicious beginning.
 

In 'he long-term strategy that 
follovs, 
 he lsson will
 

augment 
 its CS program where it appears to complement ongoing or
 
planned 
 CS efforts. There 
 are presently 
 major program
 
initiatives 
 in Immuuization and Oral Rehydration Therapy 
 (OR.)
 
supported by other donors. 
 Thus, 
 USAID involvement will be in
 
the interstices 
 of other programs. 
 The possibility 
 of
 
involvement in cost-effective nutrition interventions is limited,
 
with 
the exception of Vitamin A supplementation, 
and 
 AID will
 
continae 
 to 
 provide significant assistance ­ through HKI 
 - for
 
Vitamin A 
effor' .. We will focus 
our CS efforts on immulnizaion
 
and ORT. However, 
 the CF Intervention where the Ussion 
will
 
continue to play the largest role is child spacing.
 

The developmen: and management of this program has 
 staffing

implications, 
 and 
 the Uission may need two fuJ.l-time staff for
 
CS activities (one ISAID direct:-hire and an FSN), and substantial
 



short-term 
 technical 
 assistance fro= A-/W centrally-funde 

projects.
 

The ProDlen
 

..... 
 an-.. 
 iauural 
 rates in 3 angladesh are anong of 
the highest in the world. 
 One of four children dies by age 5.
 

Some Statistics:
 

Deaths 
 in 
 infancy are concentrated in the first 
 month 
of
 
Ui.fe 
 with an estimated neo-natzl mortality rare of 
 80/1000
 

live births.
 

Principal 
 causes 
 of neonatal 
death 
 are 
 tetanus (59
 
percent), 
 birth trauma and prematurity (32 percent), and
 

pneumonias (9 percent).
 

Remaining 
infant 
 deaths 
occur in 
 the succeeding 
eleven
 
months 
 and are due to 
late emerging tetanus 
 (24 percent),
 
respiratory 
 infections (25 percent) 
 and diarrheas 
 (2;'
 

percent).
 

Infant mortality is estimated at 
132 per 1C00 live births.
 
in the second year of 
life, leading causes of death are 

diarrheal disease (43 percent), respiratory infections (14
 

percent) and measles 
(7 percent).
 
- Child mortality (1-4 years) remains at an estimated 
 23/1000
 

population.
 

- In the 2-5 year age group, diarrheal disease accounts for 63
 

percent of deaths.
 

- Maternal mortality is estimated at 6/1000 live births, about
 
100 times hi-her than rates for 
developed countries. 
 The 
principal causes of maternal mortality are complications 
 of
 



labor, eciaupsia an infections arising from septic abortion
 

and unhygiendc delivery.
 

anutrition-
 makes
ia a major contribution to 
 mortality 
in 

.ifancy ana Chiloo2. 

Maternal malnutrition is significant in rural areas and 

results in fetal growth retardation and a high frequency 
of
 

low birth weight.
 

Vitamin 
A deficiency is particularly 
severe 
in Bangladesh
 

and approximately 30,000 children are 
blinded each year.
 

Pisk "actors and Intervention Feasibility 
in Bamgladesh:
 
Reduction of infant/child mortality and improvement of 
child
 

health requires 
 an assessment of mortality 
 risk factors, 
 the.
 
availability 
 of technically 
feasible interventions 
and their
 
potential for effective implementation in Bangladesh.
 

Based on 
 current knowledge of 
 under 
 five mortality 
in
 
Bangladesh 
- and data are 
 significantly 
better due to 
 the
 
presence 
 in Bangladesh of ICDDR,B - the following risk 
 factors
 
are thought 
 to be the most important. Factors 
 are listed
 
chronologically 
in a child's life: 
 prebirth up to approximately
 

five years of age.
 

Statements on malnutrition are exzerpted from the JanuaryWorld Bank Study: Bangladesh Food and 
31, 

Nutriion Sector
Review.
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Risk Factors* Izplementation
Interventio"I 
 Feasibility
 

(a) Siicrt 
Di:th interval 
 non-permanent 
 low to moderate
(prt-birth and post- contraception
 

(b) *;on-identification 
 referral 
 low
 
of hidh-risK Ljotheis
 

(c) Un-attended delivery 
 TBA training lov
 

(d) Neonital tetanus 
 'T to women of high
 
reproductive age
 

(e) Acute Respiratory 
 (Unknown: ongoing 
 (undeter-zined)

Infection 
 BOSTID** research 

at ICDDR,B will 
be monitored.) 

(f) Pertussis 
 Immunization 
 high
 

(g) 
 imuniza~ion
o:easles 
 high
 

(h) Under nutrition 
 -Improved weaning 
 low
 

practices
 

- Vitamin A moderate
 

(i) Dehydration 
 Oral rehydration moderate to high
 
*Fiskfacors inCnilc Survival is 
taken from Stanley 0. Foster-s
CS report to USAIC/D, -y, 
 1966. The listing does not
specifically 
include Low Birth Weight, which is a significant
risk factor (approximately one-third of all infants weigh
than 2,501 at
grams birth in Bangladesh). 

less 
However, ii, theabsence of a referral system for 
 high risk pregnant women
throughout the country, cost 
- effective prevention for Low Birth
Weight is 
 not possible 
 at this time. An effective family
planning 
- child spacing program, however, 
is feasible and can
impact on 
Low hirth Weight to sowe extent.
 

**Board on 
Science and Technology for International Development
(BOSTID); 
 a reseach grants"program of -he U.S. 
National Academy
of Sciences. 
 BOZTID is AID/W funded through the office of the
 
Science zovisor.
 



Given t&e above risk factors and the feasibiliLy of 

implementing successful intcrventions in Eangladesh, UA1s CS
 

s:r.tE-; 
will 	be baset on :he foilowin5 i u ac.age: 
 Child
 

Spacing, l.unizazion, dliT ane X.ugrition 'Vitain A,.
 

Specific Interventions:
 

A. 	 CUILD SPACING
 

The main objective of the Iission's vonoin4, Family Planning
 

Services Project tFPSP) is demogrzphdc; however, faily planning
 

- as is well known - has a significant positive impact 
on IC.
 

In a recent sneec, 
 the AID Adzinistrazor stated that "The he.lth 

and 
 survival of mother and children provides 
a second important
 

reason for family planning. 
 We know that one of the most serious 

consequences of women having many children in quick succession is 

that 	 more children 
and 	 mothers 
 die. There are dramatic
 

statistics 
 that 	family planning saves lives: 
 it is a critical
 

component of mother and child survival."*
 

Data from AID and USAID-supporred ICDDR,B projects at 
1atlab
 

and the Aboynagar/Sirajganj Zxtention Areas indicate 
 that, in
 

the treatment areas, 
 a major reduction in fertility (25 percent
 

as measured 
 by general fertility ratio) was followed by 
 a 15
 

percen decline in the mortality rate for children 1-4 
(Phillips,
 

1981 Swenson (1977) pointed out that in 
 1atlab, fetal death
 

rates are highest for pregnancies that started less than cne year
 

after the previous pregnancy ended. She further stated that "if
 

all birth intervals were 
longer than 24 months for all second
 

"Speech on Population presented 
to the American LnLerprise

Institute, November 25, 
1985 (State 386573).
 



order 
and higher pregnancies, 
 post neonatal uortality would De
 
ex.pected o ceC.ine by abcut 44 
percer-t."%
 

Accordin 
 to the Center for Population and 
 racily healIh
 
Columbia University, aPProximately 32 percent of all children in
 
Bangladesh are 
born at intez-vals of less than two years apart; 
if
 
all birth intezvals were 
at least two years, infant 
mortality
 

could be reauced by 27 percent.**
 

nhatever 
 data are used, 
 there is conclusive evidence that
 
greater child spacin6 would significantly reduce infant and 
chil­
mortality. 
 eased 
on data from Chile as a guideline (where a 

percent 
 drop in the Crude Zirth Rate led 
to a 6G percent drop in
 
the 
 Infant Nortality Rate), 
 the Mission estimates that 
 220,000

infant 
 deaths could be averted annually with an effective 
child
 
spacin-
 prograz. 
 The "-'ssion believes that child 
 spacing 
 can 
have the greatest potential in- -t on child survival in 

Bangladesh. 

N the end of FY36, 
 the 'ission will begin intensive design
of the new FSHSP. 
 In the new project, emphasis will be placed
 
on temporary methods of family plan-ing for child spacing. 
 This
 
Child 
 Survival 
 activity, 
however, 
 ill be 
 funded 
 from the 
Population account, and it will be further elaborated in the FES 

project paper. 

WCitec in Healh BenI---"s-of
!am.ily 
 Planning, 
S. Harbisoz, USAIDResearch/Evaluation 
Adviser, Dhaka 1985.
 
**ChildSpacing and Child Sur'ival, Center for Population
and Fam.ily Helth, 1985.
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B. I--___, ____IC. 

1. So of the ?roble=:
 

ur aiseases 
 prevenIaile y i--zuiZaUn 
 r:ave
 
significant morbidity, 
morlality and 6isabili:y effects 
on
 
Bangladeshi children. 
 Table I provides an estimate of 1986
 

disease cost 
of non imunization. 

TABLE 1* 
DISEASE 
PR-1AZLE BY I>Iiu'EIZATION - B,;GLADESH 1956 

IN '11UTIONZS 

DIS-EASE CASES DEATHS DISABILITY
 

1-eonatal Tetanus 
 C.1--0.2 0.09-0.1
 

Measles 
 3.6 
 0.07-0.18 
 0.03-0.09
 

Pertussis 
 3.2 
 0.02-0.03 
 0.01-0.02
 
Poliomyelitis 
 0.02 
 0.002 
 0.01
 

Diphtheria 

- (unknown) 
-


Childhuod 
-
 - (unknown) -

In summary, an estimated 200,000 
to 400,000 Bangladeshi
 
children 
 die annually 
 of diseases 
 preventable 
 by
 
immunization. 
Fifty to 
75 percent of 
these deaths, 100,000-

300,C00, 
 can be prevented if 
 BDO immunization 
 coverage
 
targets are achieved. 
 Current 
(1985) coverage is estimated
 
to be 
 about 2 percent 
 in rural and 
I percent in urban areas. 

tDa:a above coliectea by Dr.both Stanley .Foster (5/86) from
published and unpublished studies which offer a wide 
 range
of estimates for morbidity anc mortality.
 

http:0.01-0.02
http:0.02-0.03
http:0.03-0.09
http:0.07-0.18


Status of Prograas and . :
 

Lzaunization 
in Ban6ladash is bein6 
 administorcc 
 as
 

part of ?riLarv health 
 Th D, 


,,,C, anz 2u::7 


. Dr in no=7Cr_ ior "in'.
 

has developed a national Ian to achiee Z,. 

1990 an 65 percent is.;"unization coverage of infants Ly 
their
 

first birthday and women of child bearing age.* 
 U:;ICEF is
 

the 
lead aency in terms of donor technical cooperation with
 

the Bangladesh EPI program.
 

.Athough the accelerated EPI program has 
just begn,
 

some progress has already been made. 
 The nee2 for EFI 
 is
 

well estahlished. 
 The low level of 
current coverage is
 

recognized. 
 A draft plan has been developed. A co;=itted,
 

competent 'inistry 
 n
of Health and Family Planrdig (:OHFP) :77
 

Project Director 
is in place. Staff support to the EPI
 

Project Director is 
 being increased. 
 A %1IO Technical
 

Officer 
 is worhing with the Project Director to strengthen
 

EPI Uanagement 
 and Logistics. 
 A national comitment has
 

been established. 
 Financial 
resources 
to meet current
 

projected needs 
 have been identified (See below). 
 A
 

realisr.ic approach to 
use IGOs to support the BDG program in
 

some cural areas 
is being developed. 
 There is excellent
 

coordination 
between the BDG and the large number of donors
 

supporting the program.
 

*Drafz Project dated 
12 Decemoer 1965.
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Financial resources co=i=ted 
and,/or planned 
 are
 

summarized in Table 2. 

TABLE 2
 

-:,.A'C:AL SUp?.--
 prFOR ?-RCGL1ES,, :. 

T'II-UIZATIO:; 1985 - 1990
 

SOURCE OF FUINDING 
 US DOLLARS IN 1ILLIONS
 

GOVE..\"ENT OF BANGIADESH 3.0
 

WHO 

1.2
 

UNICEF 
4.5
 

U:;ICEF-JNDED BY SIDA 
 10.0
 
"'O?iLD BA K 
 1.4
 

CARE FUNDED BY I;OPrD 1.0 

BRAC (EPI CC1O)T) 2.0 

TOTAL 

23.1
 

Current 
 program implementation 
 calls 
 for a phased
 

expansion of immucization by Upazila to 
cover the 
 entire 

coun:ry by 1990, Table 3. 

TABLE 3
 

PROPOSED ILLE %TATION OF 
 EPI IN BANGLADESH 1985-1990 

Year Number Upazilas Coverage
 
New 
 Cumulative 
 in percent
 

85-86 8 8 3 

86-87 
 60 
 68 
 15
 

V7-88 120 
 188 
 35
 

08-89 
 272 
 460 
 80
 

89-90 460 85 

11 



In rural areas, immunizations will be 
 delivered at
 

established health facilities by ",edical Assistants (NA) arn
 

'anily Welfare Visitors (F-7V') an-' at peripheral level 

outreac-h clinics 
 by Health Assistants (H-A) and Ea.ail v 

'elfare Assistants (':A), thus utilizir both health and 

family 
 planning workers.* These workers will be 
 supervised
 

by EPI technicians and Miedical Officers stationed 
 at the
 

Upazilla level. 
 The BDG will be assisted by two large XGOS,
 

CAPE and the Bangladesh Rural Advancement Conmittee 
 (BAC),
 

in delivering the imriunizaLion prc -ram to approximately 50 

percent of the country.
 

The EPI implementa:ion strategy for 
 major municipal
 

ceuters (Dhaka,, Chittagong and Khulna) has not received as
 

much attention as the implementation strategy in rural 
areas
 

and district towns. 
The -unicipal strategy 
is based on
 

utilization of hospitals, a small number of EDG and NGO 
""H
 

centers, and few
the 
 municipal fieldworkers 
 available.
 

(There are 10 Municipal Government EPI 
 centers and 
 an
 

inadequate number 
of field workers in Dhaka deliver
to 


immunizations 
and other interventions to a population of
 

over 4.0 million.) 
 Funds for EPI operations mainly 
come
 

from the municipal budget and not from the Central Government.
 

* The ?.ission is concerned that the BDG/UNICEF strategy to 
 use

FWAs (female) in the delivery of EPI will 
detract from 
their
family-plaming responsibilities and could have a negative impact
on the contraceptive prevalence rate. 
 The Hission is discussing
a study to assess 
the iinpact of alternate EPI delivery strategies
with the BDG. 

12
 



i.unicipal funds for health per capita have been 6eclining in
 

real 	terms over 
the last few years..
 

3. 	 :,a or Problems:
 

A-lthoughb actual implementation of the accelerated 
 EPI
 

program has only recently begun, 
it does appear that the
 

proposed implementation schedule 
 (Table 3) is overly
 

ambitious. Problems include: 
 (a) numerous unfilled 
 BDG
 

positions 
at the service ielivery level; (b) insufficient
 

ratio of 1iOEFP 
 field workers to population to deliver
 

assigned family planning and health services, including EPI;
 

(c) 	inadequate transportation at the peripheral level; 
 (d)
 

delay in posting four long-term, critical 
 UXICEF EPI
 

advisors; 
 (e) absence of a municipal service delivery
 

strategy; 
 (f) absence of a strategy for community 

mobilization and 	 training 
 in the Dhaka and Chittagong
 

Divisions (BLAC and CARE are supporting the 
 DG in the other
 

half of the country); and (g) inadequate supervison at all
 

levels.
 

4. 	 GAPs in the Immunization Program:
 

Following discussions 
 with municipal and BDG
 

autborities 
 and with other donors, at this point in time, 

the blission has identified three possible unmet needs for
 

assistance: 
(a) overall assistance to 
the EPI program in the
 

:unicipal 
areas of Dhaka, Chittagong, and Khulna; (b)
 

support of NGO assistance to the 
 BDC rural immunization
 

program in 
 community mobilization, co=munications and
 

possibly, 
in service delivery, 
in the Dhaka and Chittagong
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Divisions; and 
 (c) short-term technical assistance (.S-T TA)
 

in Co:=uniZa:ions/:-o.biliza~ior E
 

Finance/Cost Sharin, 
 PrograL Impleuentation, Operat-ona-

Research 
 and Lpact valuation.
 

5. 	 Priorities 
 and Strategy for USAID assistance in the
 

BDG's National Imnunization Program:
 

a. 
 -%unicipalInmunization:
 

Assist the BDG EPI implementation efforts 
in Dhaka,
 

Chittagong and KhuLlna Muniicipalities.
 

(i) 	Undertake initial 
 study 	in Dhaka 
 (end 	FY
 

86/early FY 87) to assess in detail 
current
 

and potential 
 resources 
 for urban
 

immunization (BDC/NGOs);
 

(ii) Develop an urban strategy and a sub-project*
 

proposal 
 covering 3 muni:ipal areas 
 on a
 

phased basis (early to mid-FY 87).
 

(iii) In conjunction with the 
 Urban Volunteer
 

Progran, 
 test the implementation strategy
 

in Dhaka and decide on expansion (mid-FY 87
 

to mid-to-end PY 88);
 

(iv) 	Execute suitable iaplementation strategy in
 

municipal 
areas of Dhaka, Chittagong and
 

Khulna (FY 89-91). (Costs: $3.0 million)
 

*CS 	 activities, 
 funded FY 
 67 anc Deyond, 'Will De
 
incorporated in the 
new FPHSP project.
 



.	 XGO support to rural DPI: The :%ission has beun 

to work with a large ::6o ("S;anirvar") to design 

an 7PhS suborojecr tc je:etirine a suitable 

strategy to augment tne EDG rural i:;Munization 

program with NGO volunteers in the Dhaka and
 

hulna Divisions (FY 86). Implementation will
 

begin with funding from the ongoing FPSP (late FY
 

86/beg. FY 87). mplementation of the chosen
 

strateg-
 in the two divisions will begin with
 

development cf a subproject under the Lew 
 FPF.SP.
 

The FPRSP is expected to ac approved in 
 8i-Y
87. 

ImplemenLation of the subproject (mid-to-late FY
 

87). (Costs: $3.0 million).
 

c. 	 Provision of short-term TA in areas given in 

Section 4 above. (Total cost Dol.500,000.)
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1. 	 Scope of the problem:
 

A recent -V/,Ao/I.;Cy 
 survey* . ttei .. at there arc! 
abuut 4 	 isode o diarrhea per chi Per year in 
Zan;ladesh. Therefore, 
 roughly 
 60-70 uiJlion episodes of 
diarrhea per 	year may occur in children less than 
 age 5.
 
There are, in addition, at least this many more episodes in
 

all 	the older a-es 
(ages 5 plus).
 

Accord--', 
 to 	 a 1983 morbidity 
 and Wortality
 
survey,*** 
mortality for 
 children 
 of 0-4 years was 46.08
 
per ICOL population and, 
 of that, 29.16Z 
 was rlue to
 
diarrhea. 
 The 	 current 
 0-5 year of age population in
 
Bangladesh 
is approimately 
17 million, 
 therefore, 
the
 
estimate 
of mortality from diarrhoeal disease in :his age
 

group would be about 230,000 in 1985.
 

*This 
 I'ission 
 tias 	chosen an 
 R- strategy not
Diarrhoeal 	 a CT
Disease 
 (CDD) strategy. 
 However,
believes that ORT is 	 while USAID/D
a most important intervention of 
 CDD, we
also believe it is important to endorse further research in other
CDD interventions. 
 Recent, unpublished 
 ICDD,,B
indicates that: 	 research
"OR 
cannot avert deaths due to complications of
diarrhea 
 otner than 
dehycration. 
 These include systemic
bacterial infections (i.e. typhoid fever), and protracted illness
(i.e. chronic diarrhea) 
 and 	 other medical
complications (i.e. 	 and surgical
from shigella infection).
diarrheal 	 Data from 2 large
hospitals in Bangladesh suggest that less than 1/3
deaths 	 of
which occurred there were -due 
 to dehydration."
Mission 	 The
intends 
 to support other CDD intervention research
implementation through the Urban Volunteer Project. 
and 

** Comrehensive Review 
of Diarrhoeal Disease Control in the
People's 
Reublic ofBanglacsn, 13 April 
- 4 nay, 196b
 

* Dr. '.A. Khan, et. al., 1983 

16
 



I 

. Status of Pr as 11 1.,Cias 

With. assistance from U'lCEF- and .%C, the BD has 
developed a strategy to deliver 
OS t0hroug :Ic.-p
 
facilicies and via major ;G~s. C0: packets are 
distributec t o diarrhea patients by health and 

planning at
workers 
 all 
 IEFP facilities.
 

USAID is providing support for an ORT 
Social Uarketing
 

Project (SIp). In-
 1985 USAID signed 
 a $5.0 Lillion
 
Cooperative 
 Agreement 
 with Population 
 Services
 
International 
 (PST) to 
promote ORT and distribution of ORS
 
th-ough 
 the ongoing 
 F - S:' distribution system. 
 y
 

199C, 
 15 million half-litre ORS packets 
 per year, with
 
distinctive S,2 packaging, will .be purchased by PSI/Sry frou 

local producers. 
 Mass media and other forms of 
 comunica­

tion will be employed 
 to educate 
 mothers, 
 physicians
 

and retaiLers 
 about prevention 
 of diarrhea 
and to
 
encourage them either to 
 prepare appropriate, 
 inexpensive
 

rehydra:ing solutions 
 from 
home ingredients ("lobon-cur)
 
or to 
 purchase 
 packets at 
 readily-accessible 
sales
 
outlets throughout Bangladesh. 
 The 0;T- S project will
 
utilize 
 the existing, 
extensive nationwide 
. network 
of
 

salesmen and over 100,000 sales outlets.
 

Since 
 1980 BRAC has taught villagers the management 

Pff" *diarrhea through the use of lobon-gur. EIRC has 
sponsored 
 mass 
 co=-unication 
programs 
 and has 
 used
 

community-level 
 workers to encourage proper 
use 
 of this 
homemade 
 solution. 
 Three of 
the 
 four divisions 
 of
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the 	 country have been 
covered 
 by *this prograz. In the
 

latter half of 19b6, 
 b2-AC 	will bein its 
 OKS program in
 
the renainin ~vjision 
 (the 	northwest) and 
 :he 	 Ci[S
 

proEraz will De 
coordinated with three 
 other CS cLmzponents:
 

iUunization, 
 nutrition education 
 and vitamin A %is:riibu­

tion, 
and training of TDAs in safe delivery.
 

The International 
 Center for 
 Diarrheal 
 Disease
 

Research, Bangladesh (ICDD-1,h) 
 has a long, outstanding
 

record in 
diarrheal 
disease 
 research, development of
 

metnodologies 
 for 	assessment 
and 	rreatment 
 of diarrhea,
 

training of 
 health personnel, 
and 	testing of various for
 

the management of diarrhea. 

Several 
 hundred other NGO's distribute and promote ORT
 
in the country; tney 
 range in staff strength from five to
 

hundreds.
 

3. 	 l-Iajor Problems: 

More than 70% of Bangladeshis are aware of the use of
 

oral rehydration 2or diarrhea; 
 however diarrheal cisease
 

mortality remains 
 high. Incorrect usage of ORS is
 

probably common. 
The BDG/6HO/UNICEF 
report* noted ihat
 

stated usage exceeded available supplies of 
 packets and,
 

more importantly, 
 that diarrheal 
disease mortality has 

ndt changed in more than a decade. Several areas
 

remain for improving the effectiveness of the ORT/OltS:
 

*Ibid
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(a) 	02S Production
 

In 1985, npvroxi-ately 
21 	 million 
'hal
 

packets 
 of ORS were available -l
 

(ZA present 
 all 	 procuralncnt 
 of C£s 
t be 
frou local production.) if usage increases to
 
3-4 packets 
 per 	 child diarrhea] 
 episode the
 

demand 
 could rise 
 to more than 
 100 million
 
packets annually. 
 From 
test marketing, 
 S:i1
 

feels that demand for its product could increase
 

several 
 and it is
fold in the process of
 
identifying 
 reliable 
long-term 
sources 
 of 
supply. 
 Substantial unused production 
capacity
 

exists within the private sector, 
but SIP has not
 
yet been able to negotiate long-term, contracts.
 

Plans for S:? 
 to develop 
 an independent
 

production 
 unit will be 
 reviewed as experience
 

develops in contracting for local production 
and
 

SIP procurement.
 

(b) 	Management, 
 Logistics and Supply 
Packets
 

Drugs and other supplies vary in availability 
at
 
MOHP facilities and 
 are generally found in
 

inadequate amounts. 
 Health and family planning
 

workers do not know 
how to obtain supplies,
 

and supplies do not 
 reach the village level
 

through 
current BDC channels, although NCOs have
 

had more success in logistics and supply.
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(c) 	Evaluation 
 and Use-effectiveness
 

Limited capability 1 tost s evaluate the 

system tL identily bottle nuck 
and to Zeabure
 

effectiveness 
and 	 impact On:of r' dirrheal 

disease. 

4. 	 Gaps in the ORT Program:
 

Since many agencies are 
involved in facilitating ORT
 

and the 
 iIOHFP :as recognized it a
as priority,
 
additional USAID involvement will be in the 
 interstices
 

of other programs.
 

5. 	 Priorities 
 and Strategy for USAID assistance in the
 

BDG's national ORT program:
 

Village Supplies: ORS packets are 
 increasinaly
 

available 
 in 	 large markets and 
 health centers, but
 

these 
 ay be several 'Kilometersfrom the village. 
 Use of
 

village women to ORS
sell packets (along wit'-
 some
 

instruction), 
 soap and other household items, 
 may provide
 

both income-generation 
and 	improved ORS supply.
 

(i) 	With the 
 Ministry of 
 Social Welfare,
 

Directorate 
 of Women's Affairs, develop a
 

prototype 
 OS village depot/incoing-generating
 

project to test in 
one 	division. 
If successful
 

expand nationwide (Total cost $1.5 million).
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(i) The on-,.oing USAID-funded nay ,. 
0-S distributorshps 

=- es- a 

by 'village women. (Within 
the existing S5.0 million obligatrd in FY C5. 

D. L.TfGR TED CHILD SU7VIVA I=L.TEvz;TI0=S 

has been
USAI and will continue to 
 work with NGOs to
 
develop 
 projects 
 that provide integrated packages 
 of CS
 
interventions. 
 Generally 
 their packages include at a 
minimum
 

ORT, immunization, 
-p and Vitamin A.
 

Priorities 
 and strategy for USAID assistance in supporting 
integrated CS inte--ventions include:
 

1. 
 The Urban Volunteer Project (UVP): 
 USAID expects to
 
obligate 
 $4.0 
 million in FY86 (and an additiona' $0.5 in
 
FY87) in support of the UVP. 
 This is an on-going projec
 
(in Dhaka) that delivers 
basic CS interventions in the zajor
 
urban slum areas 
of the country. 
 It uses a community-based
 
network of 
s.um-dwelling 
women as 
volunteers to 
identify and
 
treat, 
 and/or refer, 
for basic chiidhood diseases such 
as
 
diarrhea, 
scabies, 
vitamin A deficiency, and nalnutrition.
 

The volunteers 
 also refer mothers 
 and. children 
 for
 
immunization, 
and counsel and refer for 
family planning.
 
The project 
 will expand 
to cover 952 of the slum areas of
 
Dhaka, Chittagong 
and Khulna, 
a population of over 

million, by 1990. 
 (Total costs $4.5 million.)
 

21
 

4 



33 

2. 
 The Bangladesh Association for Voluntarv.Sterilizati"n
 
(BAVS) child 
 survival/FP project:. 
 Presently BAVS has 

clinics, 
 each with 
its complement 
 of outreach 
worers, 
scatzerec 
 in =ost of the urban areas 
of the country. 
 3AV2
 
acilities now provide clinical contraceptive 
 services 
 as
 

well 
 as some temoprary family planning 
methods; 
 hcever,
 
BAVS has also been experimenting with the delivery 
of "
 
services 
 in 
 7 of its clinics. 
 The provision of 
 the :ICH
 
services 
 is provided by essentially the same 
staff. 
 USAID
 
is working 
 with LAVS to develop a proposal 
 to focus 
 its
 
health 
 services 
 toward 
 children 
 and expanding 
its CS
 
services 
 to 
 33 clinics for possible funding in 
 FY 87.
 
(Estimated project cost $700 thousand.)
 

3. 
 Possible other. CS projects with USAID-funded FP NGOs:
 
The ?ission will work with 11'0s which are 
presently 
funded
 
for family planning activities to promote the delivery of 
 a
 
integrated 
 package 
 of CS interventions. 
 (Possible 
costs
 

$0.5 million.)
 

E. VITANI A.(MMIZTI .11) 

I. 
 Scope of the Problem
 

Vitamin 
A deficiency has been 
 recognized 
for many
 
years 
 as 
 a serious 
 health problem 
 in Bangladesh.
 
Nutritonal 
 blindness 
 among pre-school 
 age children
 

in Bangladesh 
is near the highest levels 
 in the world:

30,000 children 
are blinded 
 each year, of 
 whom 50
 
percent 
 die within a 
few months of the 
 blinding 
 episoce.
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A 1982/3 AIL-funde6 survey* showed 
 that each 
 year
 

900,000 children 
 less than six years old suffered some
 

form of xerophthalmia, inspite of the current BDG 
 Vitamin
 

A capsule (VAC) distribution program.
 

2. 	 Status of Programs and Policies.
 

In 1973, 
 the 	 BDG established 
 the angladesh
 

Program 
 for 	 the Prevention 
of 	 Blindness 
 (BPPB),
 

supported 
 by LICEF with TA from HKI. 
 This program has
 

been responsible 
 for the twice-yearly national
 

distribution 
 of Vitamin A megadosc capsules to 
children 

C - 5. 12ICF supplies allages 
Vitamin A capsules for 

he BDG program. Assessn~n: of the current VAC 

supplementation 
program through 
 the BPP3 showed that 

percent of 	 8 million children 
receive 
at least one
 

capsule 
 per 	 year; however, actual 
 coverage varies
 

widely, rani--
 frn= 	7------­ ,o 90 percent. A quarter
 

of the sites examined had less than 25 
 percent coverage.
 

Also, specific 
 high zisk groups such as children living
 

in urban slums, 
 landless families, 
severely malnourished
 

children and 
 thcse less than one year of age 
 are less
 

likely to receive capsules.
 

HKI 	was awarded 
 an AID/W centrally-funded 
grant of
 

$660,000 (FY85) 
 to assist 
 the 	 BDG-BPP3 
 to increase
 

significan:ly 
 the present coverage rate of 
 0-5 with VAC.
 

Ranglauesn Nuri:ional 7iinness Study, 
 1962-83, helen
Keller Lnternaional 
an6 Institute of-Public 
health Nutrition
 
(Dhaka 1985). 
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silI has recently sumitted a 
$1.2 tmillion 
 FY"6 Vitaain A 

proposal to AID/',; FVA/PVC for consideration. 

is in t;e process of - , 

develc~4n a n~~~a
 

gardening activity, 
 throuin USAID's agricultural research
 

project, 
 which begins to fill a gap in the 
 IDZs
 

program and constitutes an 
 effort 
 to diinish 
the 3DGs
 

dependence 
 on 'he aistribuzion of U:1CEF ­ supplied Vitamin
 

A capsules.
 

The ission sees no 
 need for adaitional inputs 
 in 

Vitamin A a: this tiae.'
 

Funding Implications:
 

USAID funded the ORT-S2.p in 
 FY85 under the 
 FPS Froject
 

($5.0 million) and will shortly fund the LVP in FY S6 
 under
 

an 
0?G ($4.0 million in FY86, 
and a planned $0.5 million in
 

FY87).
 

The proposed additional funding for 
 CS assistance-as
 

outlined 
 in the above strateg-y 
- will be incorporated 
 as
 
part 
 of the new FPHSP to be authorized in FY87. In
 

addition 
 to Population Account funds for 
 child spacin0 ,
 

this would include:
 

(a) Urban immunization 
projects with 
 the municipal
 

governments of Dhaka, Chittagong and ihulna;
 

(b) NGC EPI 
 support to 
 the BDG's rural 
 immunization
 

program in Dhaka and 
Chittagong divisions;
 

(c) The provision of TA to 
the LDG for immunization;
 

24
 



(a) 	A project with the 
 ,nis-ry and
of 	 Welfare 
 lWomen's
 

Affairs for 
 the 	 establisent 
of 0?,S "i --"u -­

usln6 village women as dePot-nclders; an.
 

..
n:e,rted intervention projects, 
suc2 	as :he --.
 

The 	 1jlission-s existing 
 and 	 proposed funding for CS 
 is
 

summarized below:
 

USAID-funded:
 

(a) 	Child Spacing:
 

irth spacin. activities in the new FPHSP (to be
 

funded from the Population Account).
 

Froz the CS/Heaa!h Accounts
 

(b) 	I=unization:
 

(i) 
'Aunicipal imzunization: 
 $3.0 	million (FY87)
 

(ii) 	 NGO - EPI support: $3.0 million (zFYS7)
 

(iii) TA: 
 $0.5 million (FY87-92)
 

(c) 	ORT:
 

i) ORT/Sfp: $5.0 million (FY 85)
 

(ii) 
 Womens 	Affairs' ORS Depot-Holders: SI.5
 

million (FY87)
 

(d) 	Package of CSInterventions:
 

Ci) Urban Volunteers: 
 $4.5 million ($4.0 m. FY56;
 

$0.5m. FY87)
 

(ii) 	 BAVS: $0.7 million (FY 87)
 

(iii) Other FP !GOs: 
$0.5 	million (FYS7/83)
 

Subtotal: 
 $18.7 million ($13.7 
illion for FY86-86)
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Present/proposed 
A1/; Centraily-funded CS Projects
 

in Banladesh:
 

( -20' million (7A5
(c) 111 	 $0.4 million (FY 65) 

and $1.2 million
 
(proposed in FY 86)
 

d) UNICEF/RED CROSS: 
 $0.50 million (FYSS)
 
(Child Alive)
 

Subtotal 
 $2.56 miilion
 

Total 
 : $21.26 million
 

6. 	 Staffing Lrnplications:
 

The Mission's Population 
 and Health (P&H) Office
 

consists 
 of four full-time 
and 	one part-time USAID 
 direct
 
hire employees. 
 Two of the direct-hires spend approximatel!)
 

50 percent 
 of 	 their time on 
CS in order to manage the
 
Hission's presently-funded 
 CS activities. 


$150
 

The P&E 
Office cannot spare additional staff time as it is 

responsible for the ongoing and management-intensive 

million FPSP, 
 and will be shortly responsible for the 
 new
 
$140 
 FPF.SP (both funded under the Population Account).
 

The Mission, 
given staffing constraints, 
will 	attempt
 
to 	 develop 
its 	 CS program to minimize the 
 degree of
 
Xission management required. 
 USAID also 
plans on
 

drawing 
 upon 	AID/W centrally-funded projec:s 
 to provide
 

S-T TA in design and evaluation. 
is
The 	 Viission 


investigating 
mechanisms for long-term TA for management as
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well. One 
 Fossibility would 
be to contract with a 
 fir
 
to marage all 
proposec CS projects and activities. 
 However,
 
in order to =anage develop:ient and start-up of the anove­

escribe CS program, zhe 2ission sees t e need a lr­
... Z.. iirec -airetime 
izaA!5LE? --~ a XuU :j" .. eSS, e • - .,
-Su 


Oice. 
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