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Integration of RTI care into existing 
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In Bangladesh there 1s no national prevalence data on RTIsISTIs The hmited 
number of prevalence stud~es pomt to an alarmmgly h~gh  number of women 
with confirmed ~nfect~ons Both social cond~tions and t rad~t~onal  health 
pract~ces for women favor a contmued h~gh prevalence of RTIs m Baqgladesh 
There is also hm~ted informat~on on treatment seekmg behav~or of women with 
infect~on Fmd~ngs suggest that Infected men sought treatment outside the 
immed~ate commun~ty, whereas women were lim~ted to village-based 
pract~t~oners Service center assessments have consistently pointed to 
deficienc~es which already effect safe, infect~on-free fam~ly planning services 
These deficiencies could also impact on the provisions of RTI sewlces Because 
of the hm~ted laboratory fac~l~ties in Bangladesh, the syndrome-based method 
has to be the method of cho~ce for d~agnos~s and treatment -- in sp~ te  of ~ t s  
shortcommgs As an essent~al element of ~mproved reproductive health, the 
education of the chent, as well as the diagnos~s and treatment of RTIs must be 
undertaken Assertwe servlces are required which provide full informat~on and 
treatment of all RTIs in a setting wh~ch a confident~al, affordable and 
accessible 

Reproductwe Tract Infect~ons (RTIs) effect the lives of a majority of women of 
reproductive age These can be Sexually Transmitted infections (STIs) or infections 
wh~ch are caused through unhygien~c practices durlng menstruation child birth or 
during the delivery of Family Planning services Whatever the root cause RTIs can 
be detr~mental to a woman's reproductive health The presence of infection 
Increases the transmission of potentially fatal mfections llke HIVIAIDS When left 
untreated, Pelvlc Inflammatory Disease (PID) can develop which leads to infertility 
Several serious conditions in pregnancy and childb~rth are related to the presence 
of RTIs mcluding neonatal pneumonia eye mfections m newborns and intra uterine 
deaths 

*Consultant Population Counc~l House CES(B) 21 Road 1 18 Gulshan Dhaka Bangladesh 
**Program Assouate same as abobe 
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In Bangladesh there is no national prevalence data on RTIsISTIs However the 
llmited number of prevalence studles pomt to an alarmingly hlgh number of women 
w ~ t h  confirmed mfections A clmic-based study found 60 percent of women 
suffering from RTIs, mcludmg nearly 4 percent wlth gonorrhoea and less than one 
percent syphll~s (Chowdhury et a1 1995) whlle a rural study found 56 percent of 
women had RTls of whlch 23 percent were STIs (Hossam et a1 1996) An earller 
study In Matlab Thana found 22 percent of wDmen who were famlly plann~ng 
acceptors reported symptoms consistent with RTls On clinlcal examlnatlon 68 
percent of them were confirmed (Wasserhelt et a1 1989) 

Both soclal condlt~ons and traditional health practlces for women favour a continued 
hlgh prevalence of RTIs m Bangladesh The population is increasingly mobde, wlth 
raptd urban~zatlon w~thln the country and out-mlgratlon for workers to nelghbor~ng 
countries Trad~tlonal health practlces predommate during menstruation and chlld 
blrth and are a source of infect~on 

When women have an RTI, the "culture of sllence and shame wh~ch accompany the 
condition negatively Influences treatment seehlng behawor as does access to 
servlces and costs (Hussa~n et a1 1996) Though some of the RTIs are not 
sexually transmitted mfected women may not know the difference and fall to seek 
treatment, thus suffering needless morbldlty 

Famlly Plannmg programmes can perform a critrcal role in provldmg information 
and clinical servlces to women who contract RTIs There are five essent~al reasons 
( I )  Famlly Plann~ng and RTIs servlces are requlred by the same cllent groups -- 
sexually active couples (2) providers need the same sk~lls for both types of clients 
(3) both programmes aim at modlfylng sexual behavlor, (4) condoms and other 
barrler methods are essential for the prevention of RTIs and can be used for 
pregnancy pleventlon and (5) smce the RTIs can negatively affect the health of 
both a pregnant mother and her mfant, the d~agnosls and management durlng 
pregnancy 1s particularly Important (Pachaun 1995) 

T h ~ s  art~cle w~l l  revrew the present sltuatlon in Bangladesh concerning RTIsISTIs 
It w ~ l l  report on the d~agnosls and treatment ava~lable In family plann~ng servlce 
pomts define an approach to RTI servlces hlghlrght the quality Issues In the current 
family plann~ng servlce programme which affect RTI servlces and outllne pollcy 
questions 

What 1s the need for RTI services7 

There are three reasons to emphasize RTI servlces In Bangladesh today ( I )  to 
Improve the health of women of reproductive age (2) to potent~ally change the 
current low contmuation rates of family planning methods and, (3) to overcome low 
acceptance rates of IUDs Though quite different reasons these are ~nter-related 
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Left untreated RTIs can have a profound effect of women's health Infect~ons of the 
cervlx by gonococcal and chlamyd~al cervlcltls can ascend m the reproductwe tract 
and cause PID PID can lead to ectopic pregnancy ~nfert~lity, foetal wastage, low 
brrth we~ght babies or preventable blmdness m newborns Syphil~t~c mfect~on of the 
mother can lead to congen~tal ~nfect~on of the foetus and mental retardation 
Bacter~al vagrnosls can cause premature dellvery and low b~rth weight babies 

What  do we h o w  about the prevalence of RTIs In Bangladesh9 

Three stud~es have been completed that determme the prevalence of RTls and STIs 
In selected populat~ons m Bangladesh Each used a shghtly d~fferent approach but 
arrived at s ~ m ~ l a r  levels of prevalence 

In Matlab Thana (Wasserhe~t 1989) a populat~on-based study of nearly 3000 women 
was conducted Twenty-two percent of the women reported symptoms of RTIs 
When exarnmed 68 percent of those women had confirmed evidence of infect~on 
Factors wh~ch  mfluenced the presence of RTIs mcluded IUD and tubectomy 
acceptance More than one-th~rd of IUD users and tubectom~zed women 
complamed of symptoms while less than 10 percent of nonusers and approximately 
15 percent of hormonal method users beheved that an abnormality consrstent w ~ t h  
RTI was present Exammat~on-confirmed symptomatic lnfection was also seven 
tlmes as common among IUD users and tubectom~zed women as among non users 

Health care users In a Bangladesh Women's Health Coal~t~on Urban Clmc  were 
studled to determine RTI prevalence (Chowdhury ct a1 1995) The study sample 
~ncluded regular clients of the cl~ntc and newly reg~stered clients but excluded 
antenatal and lactatmg women Mean age of marr~age of the respondents was 15 5 
years and age at first child b~rth was nearly 18 The early age of rnarr~age and chdd 
birth ~ndvectly reflects early in~t~atlon of sexual actlvlty Final diagnos~s based on 
laboratory findmgs showed an RTI prevalence of 60 percent Bacter~al vaglnosls 
was the most common type of mfectton The prevalence of s y p h ~ l ~ s  alone was 0 5 
percent of gonorrhoea nearly 4 percent and a comb~nat~on of syph111s and 
gonorrhoea was found In 0 5 percent of cases 

Save the Chrldren (USA) conducted two stud~es In a rural area One study 
determmed prevalence of RTIs through clm~cal examinat~on, and treatment seeking 
behaviour The second study used qual~tat~ve approaches to examme sexual 
behav~our of the populat~on (Hussam et ai 1996 and Naved 1996) In their sample 
of rural women they found 56 percent prevalence of RTIs Twenty-four percent of 
those were STls The majority of STIs were chlamyd~a infect~ons whde gonorrhoea 
was d~agnosed In 1 percent of cases There was no s y p h ~ l ~ s  found 

The second Save the Children (USA) study sought ~n-depth ~nformat~on about 
sexual behavrour as it relates to RTls The respondents had many Ideas about RTIs 
and how these are caused Common beliefs rnclude unhyglen~c practices hke 
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bathing in dlrty water or usmg d~r ty  clothes as reasons for RTIs Few ment~oned 
causal relat~onshlps between elther chlld birth practices (1 e manual man~pulat~on 
of placenta lntroducmg mfect~on) or menstrual practices (1 e using unwashed rags 
for sanitary protection) as potential infect~on transmitters Though some certamly 
understood the relationship between RTIs and sexual llfe none used preventive 
behav~or (e g condoms or abstmence durlng infect~on) even when they knew they 
may be at r ~ s k  

These stud~es though l~mited to small populations are consistent In thelr findings 
and lead to a general conclusion that RTIs are a s~gnlficant health problem for 
women of reproductive age Save the Ch~ldren (USA) concluded from their data 
that 1 in 2 women of reproductive age were RTI affected They further suggested 
that if their findings were consistent for the country 11 m~llion women in 
Bangladesh could have RTIs 

Treatment seeking behawour of women with RTI conditions 

There is l~mlted mformation on treatment seeking behaviour of women with 
mfection from the Save the Children (USA) study and BWHC 

In the Save the Children (USA) study treatment for RTIs had been sought by 67 
percent of the women mfected A village health practitioner or a traditional method 
or "Bangla treatment" was selected by most women for treatment Health and 
Family Welfare Centre (HFWC) or Thana Health Complex (THC) were used by 
only 11 percent of those who were treated 

The most Important reason for choosmg a part~cular treatment was husband 
suggested, followed by other family members suggested Infected men sought 
treatment outslde the immediate community whereas women were l ~ m ~ t e d  to 
V I  l lage-based practltloners 

More than one-thlrd of women w ~ t h  symptoms did not seek treatment For 35 
percent of those respondents the most important reason for not seeking treatment 
IS bellef in a natural cure Twenty-e~ght percent felt ~t was not serlous cond~tion 
wh~le  an add~tional 7 percent sald thelr husband's d ~ d  not thmk ~t was a serious 
cond~tion Twentysix percent d ~ d  not get treated because of economlc reasons 

Women did consult the~r  husband in 47 percent of cases while they ment~oned 
discussing the problem wlth TBAs m only 1 percent of cases and w ~ t h  GOB health 
workers In less than 1 percent 

Level of educat~on made a great difference In treatment seeking behav~or More 
than 90 percent of women who were educated above primary level sought treatment 
while about 59 percent of women w ~ t h  no educat~on did Even educated women, 



190 Soclul Change September-December 1996 

however first seek treatment from Village Health Practitioners or a Bangla 
treatment, rather than government health servlces 

In the urban-based study of BWHC, all but four of the respondents had history of 
RTI durmg the past three months Slxtyseven percent recewed no treatment There 
IS no information on what type of treatment was sought by the 33 percent who dld 
recewed treatment Respondents reported thew husband's received treatment In only 
49 cases T h ~ s  IS less than 8 percent of partners of women who reported previous 
RTIs No further mformation was reported on type of treatment or who 
recommended that treatment 

The quality of delivery of Fam~ly Plannlng servlces in the nat~onal programme 

The symptoms of RTIs are s~milar to some s ~ d e  effects of certam methods of 
contraception - particularly IUDs In Bangladesh half of contraceptwe users stop 
using within 12 months of starting one fifth of those who stop do so as a result of 
side effects or health concerns with the methods (BDHS 1993-94) As many as 30 
percent of women a t e  this as the reason for d~scont~numg the use of IUD while for 
injection the rate of d~scontlnuat~on due to side effects or health concerns is 40 
percent When examined over a five year period the incidence of discont~nuat~on 
due to s ~ d e  effects or health concerns is even hlgher Nearly 70 percent of IUD 
d~scontinuat~on IS attributed to side effectslhealth concerns while the same reasons 
are clted In 66 percent of Injection discontinuatlon cases 

Because Famlly Planning servlce prov~ders have not been tramed to d~agnose and 
treat RTls the relat~onship between an existing RTI conditlon and s ~ d e  effects of 
contraception are not bemg effectively managed Instead the cl~ent stops using a 
contraceptive because of side effects whlle the pre exlstmg RTI conditlon wh~ch  
may be causlng the symptom IS und~agnosed and not treated Thus a chent 1s left 
at even greater potentla1 health rlsk The RTI problem continues and can be 
exacerbated by an unwanted pregnancy because she is no longer actively 
contraceptlng 

There is sufficient evidence that Family Plannmg service providers especially 
FWVs are aware that their clients are in need of RTI servlces As early as 1984 
a study of the GOB IUD programme ~dent~fied leukorrhoea as the most common 
complaint of IUD acceptors which can lead to serlous side effects ~f left untreated 
The ~nterrelat~onship between acceptance of the IUD and RTI Issues IS drawn (Khan 
c t  al 1984) 

Throughout the years other stud~es part~cularly related to IUD services point to 
s ~ m ~ l a r  problems The IUD Annual Evaluation 1990 (ACPR) l~sts cl~ent side 
effects" as a major problem for IUD services The study recommends that for the 

significant minorlty of chents (6 %) who complain of vagmal discharge, a 
detailed med~cal study of Reproductive Tract lnfect~ons (RTIs) m~ght be useful In 
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the longer term better trammg of FWVs m diagnosis and treatment of RTIs would 
be very beneficla1 " 

A study des~gned to compare the three IUDs ava~lable m the nat~onal programme 
(TCU 200 380A and ML 375) reported that 49 percent of IUD acceptors 
experienced symptoms of Pelv~c Inflammatory D~sease during the three months 
prlor to Insertton (Akhter et a1 1996 Of those reporting symptoms 71 percent 
mentioned wh~te dlscharge wh~le nearly 10 percent reported lower abdommal pain 
E~ghteen percent responded that they had a cornbmat~on of symptoms 

In 1994 FWAs and FPIs were interwewed on their perceptions of the IUD 
acceptance declme (Nessa et a1 1994) One fourth of the FWAs clted whlte 
dlscharge and lower abdominal paln as reasons for a decrease In IUD acceptance 
Whlle one th~rd of FPIs responded that non-spec~fic side effects were the marn 
reason for decrease m IUD acceptance several also ment~oned spec~fic RTI related 
symptoms 

Other recent stud~es have focussed on cl~nlcal sk~lls of FWVs and thelr tramng 
needs, as well as stud~es of facll~t~es where clin~cal family plann~ng servlces are 
prov~ded (Subrata et a1 1996 Ahlborg and Akhand, 1996, Barkat et a1 1994) 
Though these studies had some different object~ves all were concerned with 
essent~al ~mprovements m quallty of servlces 

The consistent finding 1s that FWV skills are, at best "moderately sat~sfactory" for 
c l ~ n ~ c a l  aspects of Fam~ly Planntng servlce dellvery Skills vary wldely and one 
evaluat~on particularly recommends that FWV bas~c cl~nical sk~lls are m lmmed~ate 
need of Improvement since only 12 percent could perform an adequate clln~cal 
assessment 19 percent followed appropriate Infection prevention practice 7 percent 
performed all steps of IUD insertion correctly and 30 percent were able to prov~de 
appropriate lnjectlon servlces (Ahlborg and Akhand 1996) 

In another study (Barkat et a1 1994) find~ngs on servlce prov~der skllls were 
s ~ m ~ l a r  Medical history taking IS an essential element for provtd~ng clln~cal 
contraceptlon In HFWCs serwce prov~ders asked about vagmal bleed~ng vagmal 
discharge and abdominal pain rn only 8 percent of cases A pelv~c exam was 
performed In only 25 percent of cases In h~gher order servlce polnts THCs and 
MCWCs the servlce providers more cons~stently asked the essential questions about 
vagmal cond~t~ons However the performance of pelv~c exammation was done in 
only 20 percent In the MCWCs (even less than In the HFWC) and In 73 percent of 
the THCs In Model Clinics where optimal servlces should be expected, the 
performance of a pelvic exam was done in only 17 percent of cases 

FWVs are quite aware of their own defic~enc~es In c l~n~cal  sk~lls When asked what 
sk~l ls  they needed Immediate training for more than 90 percent responded RTI 
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diagnosis and treatment Only 2 5 percent felt competent to handle RTIs wlth the~r  
present tralning (Ahlborg and Akhand, 1996) 

Servlce centre assessments have consistently pomted to deficiencies whlch already 
effect safe infection-free Famdy Plannlng servlces These deficlencles could also 
impact on the provlslons of RTI servlces For example, less than 30 percent of 
HFWCs have an operating autoclave to ster~lize Instruments Only 55 percent had 
another method of sterilizmg mstruments safely (e g boller) Antlb~otics, essential 
for the treatment of mfection, were available m only 40 percent of the HFWCs 

To prov~de RTI services, prlvacy is requlred to conduct physical examinations and 
to prov~de counselling for clients Only 18 percent of HFWCs have a separate 
med~cal examlnatlon room Cleanhness 1s malnta~ned in only 43 percent of the 
examlnatlon areas, a fmdmg of great significance as ~t pomts dlrectly to fac~l~tles as 
a place where mfectlons may be spread rather than detected and cured 

Taken together these findings lndlcate that Family Plannlng servlces may be 
causlng harm to cllents There are several ways harm 1s bemg caused (1) By falling 
to d~agnose and treat RTIs prlor to IUD insertion or MR procedures pre-exlstlng 
cond~t~ons can be exacerbated (2) Diagnosmg an RTI but failmg to treat ~t because 
the medications are not available (3) Diagnosing an RTI but not p rov~d~ng  the 
needed counselmg on safe sexual behavior e g , use of condoms durmg treatment 
necessity of treatment of partner If this is not done, the treated chent can be 
lmmedlately relnfected by an untreated spouse or partner (4) Performing pelv~c 
exammatlons requu-ed prior to IUD, Norplant or ster~llzation servlces In cond~tions 
where aseps~s is not maintained can Introduce an infect~on in a prev~ously healthy 
woman 

What const~tutes appropr~ate RTI serv~ces? 

There are two cr~tical elements whlch need to be mcluded in appropriate RTI 
services First IEC which mcludes basic health education on all modes of mfectlon 
transmission (sexual and non-sexual), and sensitive counselmg for cl~ents with STIs 
The counsehng information encompasses safe sexual behavlour as well as partner 
management and treatment compliance of both partners Second d~agnosls and 
treatment of infections in a confidential settlng 

IEC particularly health education needs to be provided m dwerse settmgs It 1s 
essential to reach young women wlth lessons in hygiene and care during 
menstruation Pregnant women, TBAs and other b~rth attendants need mformat~on 
on lnfect~on transmission dur~ng child blrth In short everyone who 1s a service 
prov~der needs to seek opportunltles to Inform women of all ages about these 
mfections and the~r  prevention 
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IEC at a clinic level IS essential to determme whether women have RTIs wh~ch they 
are not discuss~ng It 1s not unusual for women to ' suffer m s~lence ' e~ther because 
the RTI is so common they feel it 1s "normal' or because they are ashamed In 
order to help women servlce providers have to adopt a proactive approach Most 
RTIs are not sevually transm~tted but caused by unhyg~enic practices Clients need 
to understand that concept first and then learn how to care for themselves more 
carefully 

Counselmg when an RTI IS d~agnosed as an ST1 IS the most difficult Yet if ~t is not 
done the chent may not understand the Importance of safe sexual practlce Nor will 
she be able to convince her partner to use condoms and seek treatment T h ~ s  w ~ l l  
mean that she is constantly at risk of re~nfect~on and Increased morb~d~ty 

The clm~cal servlces for d~agnosis and treatment of RTIs IS commonly based on a 
WHO developed syndrome-based approach This is appropriate In a service site 
where laboratory fac~l~ties are not ava~lable Syndrom~c management 1s based on 
ldentlfymg consistent groups of symptoms and easily recogn~zed slgns - syndromes - 
and providmg treatment which wdl deal with the majority of organisms responsible 
for producing each syndrome It has resulted In adequate treatment of more 
mfected cases It is relatively simple and cost-effectwe (Pachaur~ 1995) 

One approach to servlce delivery is suggested m Table 1 

Using the syndrome-based approach the servlce provider learns to determme the 
presence or absence of mfection on the bas~s of a serles of behavioral questions and 
a c l~n~ca l  examinat~on w~thout the laboratory back up This method IS effectwe ~f 
the cl~n~cran IS well-tramed and has developed a skilled "clm~cal eye" However, 
lt 1s possible to come to an mcorrect d~agnos~s and either treat women who actually 
have no ~nfect~on or under-diagnose and leave untreated women who do have an 
infect~on In the BWHC study, the servlce prov~ders d~agnosed 40 percent more 
women as hav~ng RTIs than were confirmed by the laboratory testlng The 
impl~cat~on is that these women would all have been treated unnecessarily ~f only 
the syndromic approach was used (Chowdhury et a l ,  1995) 

Because of the I~mited laboratory fac~l~tles in Bangladesh, the syndrome-based 
method has to be the method of cho~ce for diagnos~s and treatment -- In sp~ te  of its 
shortcommgs Yet the questlon of creating drug-res~stant strains of RTIs by the 
inappropriate use of ant~b~otlcs IS an essent~al considerat~on and cannot be ignored 
The bacter~a wh~ch  cause these ~nfect~ons have proven the~r  ab111ty to mutate and 
change as drugs are developed to combat them The~r  remarkable properties have 
allowed them to survive, change and contlnue to infect populat~ons in spite of 
increamgly sophisticated drug-therapy In Bangladesh where a n t ~ b ~ o t ~ c s  are used 
w~thout careful d~scrmmat~on, the opportunity for the bacter~a to become resistant 
to available drugs should be of great concern to servlce providers 
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TABLE 1 
Serv~ces for the prevent~on and treatment of RTIs and STIs at d~fferent 
levels of the health servlces system 

Household HFWC and THC and D ~ s t r ~ c t  Hosp~tal 
Level Satell~te C l m c  MCWC and Model C h n ~ c  

Sevuahty and Sexual~ty and gender Sexuahty and Sexual~tv and 
gender 
mformat~on 
educat~on and 
counselmg tor 
adolescents 
youth men and 
women 
Household- 
based condom 
d~s t r~but~on  

and counsel~ng for 
adolescents youth 
men and women 

Prov~s~on of condoms 

P~lot testmg of the 
syndrom~c approach 

Referral of women with 
vaginal d~scharge 
lower abdom~nal paln 
and genital ulcers and 
men with urethral 
d~scharge gen~tal 
ulcers and swelllng In 
the scrotum or groin 
Partner notificat~on and 
referral 

Routme prophylax~s 
for gonococcal 
mfect~ons of the 
newborn 

gender 
mformat~on 
educat~on and 
counselmg for 
adolescents 
youth men and 
women 
Prov~s~on of 
condoms 

P~lot testmg of 
the syndrom~c 
approach 
D~agnos~s and 
treatment of 
some mfect~ons 
and referral of 
others 

Partner 
not~ficat~on 
treatment and 
referral 
Routme syph~lis 
testmg In 
antenatal 
women 
Management of 
referred cases 
and feedback to 
referral source 
Routme 
prophvlaxis for 
gonococcal 
infections of the 

gender 
mformat~on 
educat~on and 
counseltng tor 
adolescents vouth 
men and women 

Prov~s~on ot 
condoms 

P~lot testmg of the 
syndrom~c 
approach 
Laboraton 
diagnos~s and 
treatment 

Partner 
not~ficat~on 
treatment and 
referral 
Routme syphilis 
testmg In antenatal 
women 

Management of 
referred cases and 
feedback to 
referral source 
Routme 
prophylax~s for 
gonococcal 
mfectrons of the 

newborn newborn 
Adapted from Pachaur~ (1995) 
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The pol~cy questions 

As an essent~al element of improved reproductlve health, the education of the client 
as well as the d~agnos~s  and treatment of RTIs must be undertaken The Famlly 
Plannmg cl~n~c-based service dehvery programme 1s an entry polnt for both 
education and servlces Another potentlal entry pomt is durmg ante natal and post- 
natal care whlch 1s performed m the same facllitles and by the same providers as the 
clmical Fam~ly Planning programme 

Questions whlch requlre the attention of pollcy makers and programme managers 
In the Bangladesh natlonal programme lnclude 

I )  Who wlll become the prlmary servlce provlder for provid~ng lnformatlon and 
counseling as well as dlagnosls and treatment of RTIs7 How w ~ l l  this service 
prouder need to be tralnedJre-trained to perform these new functlons7 

2) W~l l  servlces be provided at HFWCs or wlll these servlce polnts only offer ~n i t~a l  
screening and referral to h~gher order servlces7 If d~agnosis and treatment 1s to be 
done at HFWCs what equipment and essent~al supphes w ~ l l  be needed? 

3) What wlll the GOB policy be on bearing the costs of RTI treatment? Wlll thls 
be provlded free or will the client have to pay for the essent~al treatment 
medicatlons7 

4) Of the varlous programmes under reproductlve health whlch lnclude many 
essential health programmes, how ~mportant 1s the RTI programme? What level of 
emphas~s should ~t have In the constellation of services belng offered at GOB 
servlce points? 

5) Can the RTI prevention and treatment programme be llnked to the HIVJAIDS 
work which 1s on-going In Bangladesh? Can these have a synerglstlc relat~onship 
wh~ch can lncrease the impact of each programme7 

W~th RTI prevalence figures In llm~ted urban and rural settlngs at over 50 percent 
the country does not have the luxury of develop~ng conservative servlces whlch are 
quretly establ~shed and passwe In thelr approach Assertive servlces are requlred 
wh~ch  provtde full mformatlon and treatment of all RTIs in a settlng wh~ch 1s 
confidentlal affordable and accessible 



196 Soclal Change September-December 1996 

References 

Ahlborg J and R N Ahhand (1996) FWV Cl~n~ca l  Sk~lls and In servlce Trwnmg Assessment 
NlPORT GTZ Bangladesh and AVSC Internat~onal Bangladesh 

Akhter H H M E E h Chowdhury and M H Rahman (1996) Report on a Study to Compare S ~ d e  
Effects Contlnuat~on and Acceptab~lity of TCU 200 380A and ML 375 BlRPHERT Bangladesh 

Barkat A B KIludaJ Helah A Rahman A J Fa~sel M L Bose(1994) Sltuat~on Analys~sofCl~n~cal 
Contracept~ve Serv~ce Dellvery In Bangladesh URCIBangladesh 

Chowdhury S N M Y H Ahmed E k a r m  A E Masum (1995) A Study to Determme the Prevalence 
of Reproduct~ve Tract Infections among Health Care Users of a Bangladesh Women s Health Coal~ t~on  
C l m c  BWHC Dhaka Bangladesh 

Hussam Md A G S Rahman N G Ban~k N Begum (1996) A Study on Prevalence of RTIfSTDs in 
a Rural Area of Bangladesh Save the Ch~ldren (USA) Dhaka 

k m a l  G M (1990) IUD Annual Evaluation 1990 Assoc~ates for Commun~ty and Population 
Research Bangladesh 

khan M A L T Islam A Rahman (1984) A Case Study ot the Governments IUD Programme 
Barr~ers to lmplementat~on Worhmg Paper No 9 ICDDR B MCH FP Extens~on Project Rural 
Bangladesh 

Naved R T (1996) RTIISTD and R~sky Sexual Behav~or In the Context of a Conservat~ve Soc~ety 
Save the Chtldren (USA) Dhaka (DRAFT) 

Nessa F R M Maru H W~rzba A G Dunston (1994) The IUD Programme In Bangladesh 
knowledge Att~tudes and Practices of Fam~ly Plannmg Serv~ce Providers Worhng Paper No 108 
ICDDR B MCH FP Extens~on Project Bangladesh 

NlPORT M~tra and Assoc~ates and DHS (1994) Bangladesh Demograph~c and Health Survey 1993 
94 

Pachaur~ S (1995) Defin~ng a Reproduct~ve Health Package tor Ind~a A Proposed Framework 
Reg~onal Worhwg Papers No 4 The Populat~on Counc~l lnd~a  

%brat& K B A A Sab~r S Sultana (1996) Evaluation of Famly Welfare V~s~tors Sk~lls as Maternal 
and Ch~ld  Health Fam~ly Plannmg Serv~ce Prov~ders NlPORT Bangladesh 

Wasserhe~t J J R Hams J Chakrabortv B A kav K J  Mason(1989) Re~roduct~veTract lnfect~ons . . .  
In a Famlly Plannmg Populat~on In Rural Bangladesh In Studies m Famrly Planning 20(2) MarchIApnl 
1989 


