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Abstract 

This stud y all11S ut mapplllg ,lIld .lIlalY/lllg the dc\ elopmcllt of pollc) 

dlscourscs relating to reproducll\ c heallh care 111 Bangladesh \\ nil a \ IC\\ to 

cX:lrlllntng rfthere has bcen .In) par;!dlgm slllft III thc policy framc\\orks and 

asscsslIlg complemcnwrrtrcs and 1I1conSIslcnCICS \\1tlllll the pollq 

framc\, arks for addresslIlg rcprodllcl1\ c hcalth . 

AnalysIs of pollc) discourses 111 IIll S :-.tud) h'ls been made along thrce polley 

regimes as Idcntlfied by the "t udy: a) FP-MCII poltcy rcglmc: b) 

rcproductl\ c hcalth polic) rcgllllc \\ Ith rcfornllSI approach: and c) 

rcpro(lucm c hc .. llth policy rcgnllc \\ IIh cOil formls! approach. It has i.ll1alY/ed 

the policy fralllc,\ orks of the thrce rcgllnc~ through the lens of n gllls-based 

~Ipproach 10 hcalth . It h;:IS looked IIltO the poltC} frame\\ orks III terms of 

'freedom' and 'elllltiement'. Polley fraIllC\\orks hrl\c been analY/cd with ~I 

vie\\ to exalllln1l1g how policies, Slnttegles, [lnd mtervenllons C\ olved under 

the mOucnce of major actors tlnd fuctors promotlllg 'frccdom' In temlS of 

freedom from coerCion. restr:III1 , and <lisCnll1lnatlon: and cnsunng 

' cntltlcmcnt' through affectmg thc i.lvmhlhllily of. accessibility to, ,lI1d 

4ualtty of maternal health and fall1ll y phUllllllg sct"\ Ices, 

411513') 
In FP-MCII pollcy reglllle availability. accessibility, and qualit y Issues of 

rcprodllctl\ e heillth scn Ices \\ ere hounded \\ IIh111 the ferttlJly red(lctloll goal 

of thc polle) rcglme FP-MCII polte) regime h:ld s lgn dic,lIItl) addressed 

a\ull"hlllly and ;tcCCSSlbdlly ISMIC of f<llml) pl;mlll11g scr\ ICC" hut had 

Ignored freedom and qualit y Issues. ~ .... Imernal heahh \\ as not pur~ucd hy tIllS 

polley regll'l1c bccause fCl'tdlt) reducllon gam had 1I0t becn pcrcc" cd III 

maternal health . Thus, I1mtcrnal health scr\' ICCS and IIltencntlOI\S rem<llllcd 

vcry lIludcqllatc. 
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Rcproduc!I\ c health policy regimes IK1\ c established maternal health as the 

most Important reproducu\e health III 115 0\\ 11 nght ami CXPfUlSIOIl of EI110e 

has been the pnnclpal maternal health strategy. lI o\\c\cr. f<llm l) plannlllg 

sen Ices hm C Ilot been pcrecl\ cd as a means 10 rcproductl\ c health and 

hence, Issues of mallabilll). and accessibility rc l.ulIIg \0 f::1I11I 1) plannmg 

services \,cre not appropnately IlIlkcd to rcproduc:tl\c health . The 

opportllnlty of \ le\\ 109 fal11lly planning sen Ices as a means to rcproductl\ C 

health got dllllUlIshcd and also Icd to dc-cmphasl/1I1g of 1~lInll y pli.llllllllg 

services. Dc- llIlkmg of !'cproullcln e h(:31111 scnlccs through the split 

Implcmcnl,1\IOIi ,lrrangclllcnt of con fornli sl rcpro<.!ucII\C hcahh rcgmlc has 

significnml) affected the ac.:c.:c:sslhllll) to and quality of the reproductl\ e 

health sc r\ Ices. Absence of rc\crsal of family plannmg progrillllllle foclIs 

and strategy to \\ ork \\ nl1l1l reprOdUCII\C hcalth frameworJ... has re~u ltcd III 

lInderlllllllllg the concept of li'ccdorn CUlt! qua lity of serVices, the COre of 

fight s-based reproduc ti ve he<ll,h ser\ ICC:". 

Family plannmg like Illatcmal health services reqUlrcs fittlllg 11110 the fl ghls­

based reprodlletlve health framc\\ork for bell1S recognllcd und cmphnsl/cd 

as reproductive hcahh agendn for nchie\ IIlg common hC<.Illh goal. Furlher 

1I11prO\ell1ent 11l rcproductl\ e health calls for more accessible, UsCI' centcred. 

and qllailly rcprodllcll VC health services Crcatlng effect 1\ C IlIlkage ;1I1d 

COOrdllltillOIi betwcen and among ,I ll the reproductl\·e health sen Ices 

through appropmuc polle ) measures :.Ire crucml for IInpro\ IIlg accessIbility 

and qUill I! y of SCI \ Ices. 
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C hapler I 

Introduction 

I his s!lld) ai ms at mapping and ann I) li ng the C\ oiution of polle} drscoursl.:s 

rclallllg 10 rcprodllcli\ c health sen Ices In Bangladc~h . I he stud) c \.ammcs 

ho\\ far the poli cy fnUllC\\ orks ha\c rcOcclcd a paradigm shift to\\arcls 

nghts based rcprocluclj\ c health programllle. It also il1\ cSlIgatcs 

compicl11Clllaritlcs and IIl CO llslstcncics \\ ilhin the poli cy fnllll C\\orks lo r 

address lI1 g rcprodm:ll\ c health of the poplll ~\II ol1 . 

The fo lio" Ilig sec tions gn e an accoullI o f the justifica tion for the s tud): 

places th l: research qucMlons. objccli\ cs. lind scope; highlights the 

significance: presents the rcsc~U"f.; h I11 cthodo!og): d1'3\\ S the theoretical ~lnd 

conceptual framc\\ork: and lays dO\\11 the out line oflhc study. 

1.1 Background and Ralionale of Ihe Slud) 

Prionti n.ltlon and allocation of \aluc is embedded in the policy process 

because policlcs an.; founded 011 goal::, and obJccti\ cs. Policy process nlways 

in \'oh cs choos ing bet\\ cen ~lIld :1I11ong competing :lllc rnuli, CS. Publ ic 

polic ics (kal \\ ilh all ocation of public r,,::so lln.:cs and ha\ c 10 SCI its priorities 

10 reduce inequiti es in prO\ isioning goods and sen Ices. I he ~ Ial-..c o f puhlic 

po llc lcs IS much hIgher and thus. the), not onl y lI1\ ukc debates and 

arguments but also III\-OI\ C ;1 POhII C,d ;lIld comph:x process (Blan!.. and 

BUfi.lU 200-') . Rcsponshc public pollclcs embody democrati c \a lues like 

participation. lransp~lrcnc y. and accountability in order to resolve the 

competing and oftell conflicting claims on the usc o f public resources 

(Roberts and (.,. al. 2(04). 
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Ilc~dlh C~lrC IS considered one of the Illost cOlllro\crsial public policy iss lies 

(RobCl1s and Reich 2002: Barker 19%: Blank and Burau 2004: LCI" n Clnd et. 

a/. 2006; Lawn and l? f , al. 2008). ('o l1lrO\ crsics cen tering health care largel y 

stem from diffc.:rl:l1tial \ 'aiulIlg of hC~llth care by societies at large. Ilcalth 

C'lfC IS argued b) 111 ~1I1 ) as nght: some sec II as C\.pcnchllln:. \\ hilL' others 

(';ons1(,lcr II as an II1\C~IIllCtll (Onl'kcr 199(,). Conflicts emerge \\hell resources 

an; 10 be :lllocatcd <Illlong contending groups of health sen ICCS I.e .. 

panicular type of health scr\'i cc, specific type of disc~lsc. etc (Roberts nnd 

Reich 2002: 1055-56: Blonk untl Burau 200.t: 17; 107: La\\ nand ('{ al 

2006: 1474-75: Ul\\n and el . ,,/. 2008: 919-20). Frequently sought ,deas and 

,allies like efficiency, human rights. cu ituml respect. equity, and indi\iclual 

choice lead to different poirey outcomes (Roberts and Reich 2002: 1055). 

GO\-emmcnts stnlgglc 0\ er isslIes like CO\ erage, access, eqlllty etc. in health 

sen ices, but at the same tim\.! confront \\!th the challenge of cutting do\\ n 

health earc cxpenses to alioctHc rcsOUl'CCs for' othcr social sectors h ;l\ ing 

reasons to \ all11.~ for. 

Health care poli cies hinc been defined as "the nct\\ork o f interrelated 

deCisions \\ hleh togcther form an approach or strategy 111 relation to practical 

ISSUCS conccnllng health care dcll\cry" (lJarkel" 1996: 6). It has also been 

referred to <IS "course of m.:IIOIl propol\cd or takclI by g(}\ emmellt thaI impaci 

on the rinancing and or prm'isioll of health sen ICC:''' (Blank and Burall 

200..J: 16). [\'011 .Icllon by gO \ ern men! III an y area of hcalth cmc or ht;~llth 

system has al so been argued as pm1 of go\cmmcn t's policy (Blank and 

Bu,."u2004: 16). 
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Health and population policics and programmes in Bangladesh have e\'olved 

1tl the cOnte>.! of global discourses und 'nntionul mood' on health and 

population issues. Policy processes have il1\'ohcd political process at 

differen t le\'els. Donor dependant health and population sector has mostly 

re lied on the policy prescriptions from donors. Major po li cy ideas and 

changes in the hcahh and famil y planlllllg sector \\crc c laimed to ha\ c been 

injcch.:d by the external sources (Buse and Gwi n 1998: Rob and ct. (fl . 2005~ 

World Bank 20050: Chowdhury and Osmani 20 I 0). Often the changes \\cre 

incremental in nature and built on the prev ious policics and onen the 

changes \\ere radica l (Jahan 2003: MoII FW" 1998). 

Reproducti ve health programme of Bangladesh, like many o ther developing 

countries, has ItS legacy in thc family planning programme of the past. 

FHm ily planning programmc has always been the onl y programme 

intervention of the population policy in Bangladesh. O ther clements of 

popu lation po licy i.e., migration , health , and urbaniLa lion have not been 

adequatc ly integrated into its implementation strategy. 

-I he prime objective of the famil y planning programme as directed by the 

policy documents has been fe rtility reduction. The range of aCLi\itics Hnd 

stnltcgies \\ ithin the family planning programmc of Bangladesh got 

intensified and va ried over timc. Progrn l1ll1lc has bcen c\aluated onl y in 

terms of its impac t on fertility reducti on. Progra ml1lc monitoring has been 

done on the bas is o f incrcase in contracepti ve users. Many have lauded 

fami ly planni ng progrmmnc of Bangladesh for it s commendable success in 

fe rtil ity reduction without substan tial improvement 111 the socio-economic 
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condition of the country (C leland and el. al. 1994). Again, many of the 

aell\ itlcs and strategies particularly. method specific targets and incentives­

disincenti\'es within the family planning programme have raised serious 

controversy among different groups (Scn and el. a/ 1994: Dl'xon-'vlucllcr 

1993; Ilartmann 1987: Hartman n and Stand lllg 1989). 

In mid seventies government had inlcgralCd maternal child health (MeH) 

sen ices \\' ith family planning services. Since then family plannmg 

programme 111 Bangladesh has moved from a uni-purpose programme into 

family planning maternal child health progrm"me (F P-MC II ) (World Bank 

1979: 6). Neglect of matcmal health had been a long standing issue in the 

rcalm of FP-MCII programme (Gi ll and Ahmed 2004). Maternal mortality 

rcmmncd \ cry high even after the start of 'reproducti ve re\'olution' in the 

early nineties. 

After the International Conference all Populmion and Dc\clopment (Ie-PD) 

in 1994, along with the global shin in the area of hea lth and popUlation, 

there hos been il major policy shift in Bangladesh from FP-MCH to 

reproductive hea hh (Jahan 2003). Such a major sillft from largct drivcn 

family ph.ll1ning programme to broad b:'lscd reproductive hc.::ahh ca lled for 

massi\ c changes in the policy focus. progrl.ll11111c deSign, and strategic 

Inten entions. Like many other countries. this shi n has not been very smooth 

and many of the policy shifts \\-cre made only on paper. RcproduClI\ c health 

is conccptually and qualitatively different from the previous siand alone 

\ertical programmes and requires complete change in the policy oricnlation. 
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programme design, and management system including monitoring and 

eval uation. Thus, provisionmg of reproductive health services in a resource 

poor sett ing like Bangladesh has Ihro"1l big challenges before the 

go\cmmcnt. like up-gradation o f facili ties. training of service pfodders. 

introduction of appropriate programme monitoring system etc. 

Mo\'c towards reproductive hc..:a lth has necessitated changes in the 

programme di rect ion morc than e\er before. Uncler the I1C\\ realm of 

rcproducti' c hc"lIth. go,-crnl11cnt has illlroduccd variolls nc\\ programmes. 

arrangements, and measures to address reproductive hcahh programl11e 

challenges or the count ry (MolIFW 1998a). While S0111e or these changes 

have been hai led for broadeni ng and strengthening the progrHmmc. some 

changes havc bccn accused for causing disruption in the implementation of 

family pl ann ing programme (Jahnn 2003: Is lam 2003). Somc havc claimed 

that this di sruption in family planning progmmme had resulted in the 

pJatccwing of total fertility rate at the leve l o f 3 .3 fo r several years (Mabud, 

2007; Is lam 2003). 

At this backdrop. some fear that fam il y planning efforts wi ll be diluted If 

broader reproductive health sen ices arc provided. On the othcr hand. 

advocates of reproducti ve health claim that good famil y planning services 

cannot be provided ,,·ithollt giving due altcnlion to lhe reproductivc heH lth 

nceds. For e ... amplc. rcproducti\c tract infections arc \ cry COlllillon among 

women and management of these infcctions is critical for providing 

contraceptives safely and effectively. Further. il has also been argued Ihal 

Dhaka University Institutional Repository



6 

\\ hilc pro\ iding comprchcnsl\ c n:productl\,c hr:alth sen Ices is a desirable 

goal. II ha<.; 10 be considered to \\ hal c ... tcnl \\ c can deli, cr it without 

compromising the quality and cffcCli\cncss orthe scniccs. Therefore. some 

hmc argued to prioriti/c and dc\ clop a phased approach \\ nh an Incremental 

addition of health II1tcncnlion that requires greater sl..dl s and resources 

(Pachun 19(9). rhe n.~.d challenge IS to design an mailable and acccssibh: 

cost-cCfCCli, c p,-~ c k<lgc of good qu,dity SC I"\ ices in the context of the 

rcspl:cLi\ c countries. 

RcproduCII\C hcahh programllle of Bangladesh is yet 10 address the \CI") 

baSIC rcprouucll\ c health isslies of its pcoplc. RcproduCII\ c hcahh scr, ices 

arc sti ll confronted wilh the issues of 'avai lability' of ser. ices. equality 

Issues like 'accessibility'. 'quality' arc far crying demands. Good progress 

has been made in curbing maternal mortality in the hlst decade from 322 in 

201l! to 194 in 20 I Il per 100.000 Il\ c births (N I POR I 21l II : 19), This has 

becn rcOcctivc of government's commitmcnt towards reduction of matcnHlI 

mortality. Ilowever, maternal health cnrc seeki ng needs to be significantly 

imprO\cd for further 1l11prO\Cl11cnt III l11atcrnal health situation . DifTen:ntials 

in matcrnal he,-Ihh status and materlml health seeking nced~ 10 be lessened 

('"'OR r 2009: 91), 

ben though detcrminants of health an.: broad based and not loc<l tcd only 

"illllil thc health sector. it is 41rgucd that good policy C\ l!1l in a resource poor 

setting Ci.ln cOlltributc a lot in proll101ing health of peoplc and \ icc \ crs,l. 

Again, sOllnd policies On IXlpcr \\ ithout effective implcmentation do not 
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ha\c un) pracllcal utility. llcccss ful policy refOnllS dcm[H1(i a sCt of 

IIlLcrocpcmh.:nl and l1luwall)' reinforcing intcncntions CSpCClill1 y "hell it 

makes a maJol shift from p~lst practice at one go. While the operation of the 

health sector plajs the most \ 11 .. 11 rolc 1I1 affc;ctlllg health of the population. 

hcahh status of population is abo \ CI) much afrected by the forces III other 

sectors t \\,110 1986}. Therefore. a comprChCIlSI\ c approach to hcalth sector 

n.;quln.:s cross-sectoral coordinat ion. 

(l1\CI1 thi s contcx t. It IS imporwnt to c~anlllH!: \\cather ndcqualc policy 

.. 1Ih.:nllon \\as gl\cn to II1crcasc Ihl.! CI\<Iihlbi l it) of and acccs!)lbduy to. and 

quality of rcprodlH.:tl \ c health sen Ices; h,1\ c policy frame\\ or!..s bccn 

appropriately designed to address reproducti've health nccds of lhe 

popu lallon. 

1.2 I{esea rch Questions 

In 'vie\\ of lhe nhmc conlex i . thi s ~alldy attempts to address the follO\\ illg 

research ques tions" 

I) 11 0\\ h il\'C the policy frameworks' in \anOli S policy rcgilllcs2 affected 

the 'rl\ailabilil) of. ~lcccs::'lbihly 10. <tint the qualit} of rcproducll\C 

health ~":I"\ ic..:s' \ in Banglndc::,h" 

I · Polll.:}' fi"aml"\\ork ' 1Il Ihl '" ... Iudy n:h:r .. 10 a<; a ~Cl of PUIlCll"'>" .. lr;lIC!!IC'" ;Hld 

IOler\ enlluns to ftlrm an approach tor glllUlIlg ami dln:cllng Ihl' programlllc" 

"Polu:y rcglnll" In thiS <;Iud} rcll'r~ lu polll.:y pef1od~ \\llh ' 11ll11ar content, foeu ..... 
approal.:h, and IIlcn:omcnlal change')" I he ~tud) Ila ... catcgof1/cd three major policy 
reg.lme .. : a) I II-MOl ba:,cd policy fl'!:;nl1c: b) rcprnduellH' health policy rcgllnc \\ IIh 
' reforml ... t approa<.:h ": and <.:) n.:produ<.:tIH· health pOllc)' reglllle \\ 1111 'contur-IllI')1 
apl)loach" 

For a delailed ",c(;OlInl Oil 'a\;ulablltly or , ·accc .. "hlllty 10 ' anti "llualtty uf"rcprodUCI1\C 
hl'ulth 'en!!.;e", ·" .... ee. below. cnncephl:ll fr:l1llc\~ ork of tim cbOJptcr. pp" 31-33. 
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2) Ilow far has th l.:n.: been a paradigm shift rcl <J ting to rcproducti, c hea lth 

sen ices in Bangladesh? 

3) 11 0\\ have major policy actOrs.! and rac lO rs~ influenced th t.: policy 

frameworks. changes. and shin ? 

-t ) li m e the policy fralllc\\OI'k!:i bt..:cn appropri ~lI c l y Intt..:rco llllcctcd 10 

,Jehle\ c the policy objccti \cs'! 

1.3 Objcc li, es of Ih e Slud) 

This study ai ms 10 Cx,ull inc the changes and qhitt::, in the po l ic i c~ rc l;lllng tu 

n.:prod ucll\ c hc .. dth sen Ices in Bangladesh. T he object has been 10 explore 

\\ hethe!' such changes were direc ted to respond to the rcp rOducli \ c health 

challcngt.:s of the coulltry. T his study intends to give an account of the 

de\'elopment of the policy reg ime relating to rcprodllct i, c hcn lth from its 

independence in 197 1 10 20 11. It mms to reveal and examine the 

complcl11 cntaritics and inconsistencies within the policies, and between and 

among the policies, strategies, and progralllll1 ~ Ill tcn 'cnUons. FUI1hl!f. the 

scopt.: of th t.: (,;o ntcmpora ry policies (lnd programmes to address I'cproducti\ c 

health cha llenges in Bangladesh has been anal y.o,,:u, 

1.4 Scopc of Ih c Study 

I he slUdy examines policics and programlTles rl!ialing to family planning 

and maternal health componellt '; of the rcproducti\ c hc,l1th C(ll't.: Scn I (';C$ 

frol11 th~ IIHJepentic llcc in 197 1 oC lhc country up to 20 11. Thlls. analys is of 

policics or programmcs relating to other n.:producth c hea lth scn ices or ;;,ncr 

' PullC) :lI:tor'i 111 thl'i 'itudy rcfcr In, Indl\ Idual .. " groups or Ill'll\ 01 k'i, ill,!CIlC le'i 11110 

m!l uencl' the policy prncl,.''i'i I..'lthlT by £1\ Itl!; Input III Ihe 1)0111,.') prO(.;e~", or by 
baf£:tlnmg In the poliCy process. rhl'Y Include bOlh stiliI.' aClllfs and nOll ",Iatc ;u.: h1rs, 

I)llhcy factors III Ih L~ s\LIdy 1I:li:r \() Illl' :.1I11:l1101l or I'Ln.:urn:.l:lncc'i at the natIOna l and 
IIlll'I'1l:l110nal Jc:n:l Inl'llltltng pulil lcal. economIC, 'i0!.!1:11 find cul l urallho,,>I,.' IIlnucncc Ihe 
poltcy procc,>'i, 
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20 II is beyond Ihe scope of Ihe sllldy. The sludy discusses and analYles 

child health services to the extent it deemed relevant for annlYl.ing matcmal 

health services. The study addresses ils questions through annlysis of policy 

discourses and opmions of the policy ac tors. Thus. beneficiary assessment or 

imp~l ct assessment is beyond the scope of the snldy. 

The s tudy attempts to exam ine ho\\ policy framework ,lrfcels enti tl ement to 

SCI". ices in terms of availability of and ~lcccssibi l ity to. and quality of 

reproductive health sen ices and thus. Il brmgs in the implementation 

scenario of the respective policy rcgllnc to the C'\tclll it deems necessary for 

analY/ing ho\\ policy framc\\ork affec ts implementation of the programme. 

The purpose of the slUdy IS not to exa minc how implemen tation 

achievemcnt or failure affects availability of the services. Further, the study 

looks into thc policy framework in tcrms of freedom and entitlement (ll1d 

brings in govcmance isslics like accountability to the extent it has bcen 

connectcd to entitlement issue. 

The study alms to exmmne how cornplcmcllIari tics and inconsistencies 

bctwccn and among policies. slralCgies. and intcncnt lOns affec t the 

achie\ cmcnt of poliCy objectn es through affcc ting the i]\ ililabili ty of. 

accessibility to. 3nd quality of care of reproductive health sen ices. rhus. 

other factors affecting the availability of, access ibility to. and quality of cme 

of reproducti ve hcalth services arc beyond the scope or the study. 

\.5 S ig nilican ce of th e S tud) 

Rights-based approach is gaining currency III the contemporary policy 

framcworks particu larly at the backdrop of Millenniul11 Developmcnt Goals 
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(MDGs) . The study III th e.: li ght of ils analys is of different policy regimes 

relating Lo n;producth c hea lth, sho\\ s ho\\ rights-based approach pro mOles 

reproductive hea lth in a belIef and sustained " ay. This study \\ ill add III 

having a criti cal insight 0 11 the entire ga mut of policy changes III 

reproductive health from rights-based approach to health , The study \\ ill 

contribute in finding out the inconsistencies bl..:\\\ cen and among the policy 

frame\\ orks \\ ilh respect to rights-based reproducti ve hl!alth (IIH.1 Ihus. \\ il [ 

be helpful in g1\ lllg fUllIn.: dlrccllons for righl ~-bascd n.:producti\c health. 

1.6 Li mi ta tio ns of th e St ud y 

rhe opinions of the policy actors lI sed l'or the; study arc not free frol11 thdr 

ideological and profess ional biasness <'Inc! mind seL I·mlher. some of the 

information could not be \alidated through cross checking. Ilowcvcr. data 

and infonnatiol1 were assessed with optimum level of objecti\'ity and 

\'alidation process wi thin the gi\cn methodology. 

1.7 Researc h Methods 

I he study based on its conceptual fram c" ork. ill\ cs tiga tcs its resea rch 

questions at t\\'o levels using two differcnt mcthods. It has prinwril y used 

contcnt <-Inalysis and in-depth intcr\·i.;\\ method to g<lther data and 

Infonnatloll . 

1.7. 1 Contl'nt A n :ll ~rsis 

Content analysis \\'"IS done for: i ) mapping the policies: Ii) mwlyl'i ng policy 

discourscs in th.; context or broader policy cnvirollmcnt; iii) cxamining the 

complclllcntaritics and inconsistencies \\ ilhin and among the poliCy 

f'wl11c\vorks . 
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For examining the policy discourses. the entire period has been divided into 

three policy regimes. These policy regimes wcre ca tcgori/cd keeping the 

time line o f major policy documents and the time line of the major policy 

shins. 

J he contents of doculllents fe\ ic\\cd. 3mong others, include the followings : 

n. Lo ng term plans of the governmen t i.e., I) Five Year PI;.ITlS;/) (the first 

fI\'c year plan (1973-78) to the fourth fI\'e year plan (1990-95) ii) '1'\\0-

Year Plan (1978·80): iii) MillennIUm l)c\clopmcnt Goa ls: and i-..) 

PO\Cl1y Reduction tnltcgy Paper. 

b. Policy documents, strategic plans, progr~lInmc implementation plans of 

the concerned ministries or sectors like : i) Bangladesh Population 

Policy, 1976; ii) National Drug Po licy. 1982; iii ) Hc" lth and Population 

Sector Strategy ( HPSS), Dhaka, 1997; iv) The 'ational lIea lth Policy. 

2000 v) lI ea lth and Population Sector Progammc 1998-2003: 

Programme Implementation Plan: vi) Il ealth Population lItrilioll 

Sector Programme ( HNPS P), July 2003-June 2006; \' Ii ) HNPSP re\'ised 

2003-20 10; Bangladesh Population Policy. 2004; viii) Nmiollal Strategy 

for Matcmal Health. 200 1: and ix) rhe aliona] Communication 

Strategy for Family Planning and Reproductive I kahil , 2008. 

c. Reports of the concerned ministries; mid tcnn re\ le\\ sand annllal 

pcrfonmmcc re"iews of the government: independent review reports. 

project appraisal reports, project cva hwt ioll reports. policy briefs, notes 

being produced by different international donor agcncics i.e" World 

Bank. UN bodies. and spccia li/cd research instilUlions. 

Fl\c Year I'lan ].., th\., macro Ic\d plan prepared by the 1>lanmng C()mnl1~~IOIl 01 
Bangladc\h II IS ha ... cd on vunou!l. Input output and projection models . All dc\!:lopml.'nt 
actl"JtIC~. programme and project mtervcntlOns of gO\ emment and pm ate c;;ector arc 
gUided by the 1)101" II provldec;; broad OUIllnc," tlr nit the !>cctor~ \\ IIhlO \\ IHeh concemed 
mlmS(nC~ operate . Annual Development Programmes (ADP~) arc Implemented 1Il 
accordance wllh the Jive year plan .... 
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The contents or other secondary sources that tun c been fe\ ic\\ cd included: 

published rcscHrch articl es. fCV IC\\ articles. research monographs. and 

conference p:.lpcrs relating to rcprouucti, c health programlTle and policies. 

1.7.2 In-depth Inl C'n i('\\ 

To suppll'll1cnl the aimlysis and findings through the content ana lysis of all 

the H\ ai lablc litcnllun:s. Ihls s tudy has condu t: lcd Ill -depth nllCT\ l e\\ s \\ ilh 

1\\ 0 categories of policy actors 10 gather their \IC\\S and 0P lIlIOIb on major 

policy isslies those ha \'e emerged through ana lysis of po licy chscoun:ics 111 

the three policy regimes. 

'] he purpose was 1\\ () fold : i ) to cxalTI1I1C ho\\ \ ic\\ s and opinions of policy 

actOrs rence! all the contemporary policy rramework s: and ii) to lind a 

common thread to resolve conflicting chuills on va rious policy issues for 

contributing to future policy direction. 

One group of these policy aClOrs is calk:d state actors. This group is dra\\ n 

from the insiders of Directorate Gcncral of lI ea lth Services (DG II S) and 

Directorate General of Family P I ~lIlIling (DGF P). I hey included 101' to mid 

ranklllg offic ials or DGIIS and DGFP \\ho are respunslbl e for guiding, 

directing. monitoring and implementing the reproducti \ c health progra l11l1l l.! 

of the gO\ L'mmen!. rhc stal l.! aCLOr ... consisted of: a) the poli cy ma kl.!rs (I .C. , 

cxc:cuti \c h..:.uh of the Molll-W, joint chicf of Mo lll·W. chlcfs of DGII S 

and DGFP); b) senior OmCi;l ls (i.e .. rcspl.!ctl\C line directors, di\isionai and 

district le\cl chiefs of DGII S and DG I' P; cJ mid·bel offiCials ( i.e .. l11id· 

Ic\ eI programme 111.1I1<1gers assigned \\ ith operation , 11l C:llwgcmcnt. and 
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implementation of the relevant operational plans. find district le\ cl 

programme managers and medical officers of DGII S and DGFP at di stri c t 

hospitals and Mewes respec ti' ely} . 

Tell districts \\'en: chosen from four out of tota l seven divisiolls of the 

country. Tht.:sc four eli, 15 10l1S arc Dh'lka. Chittagong. Khulna and Sylhcl. or 

these. Khuilla is high performing <..\1\ ision. Chlttagong unci Sylhcl ,Ire 10'\ 

performing tli, is Ian!'> and Dhaka is <l\ cragl! performer. I'our district:, \\ ere 

chosen from Khulna. two from Chittagong. 1\\ 0 from Sylhct and 1\\0 li'om 

Dhaka . Of the 101~d ten dist ricts. si;\. afC old districts <mel four arc nc\\ 

d istri c ts . These distri c ts arc: Jessorc. JhcllIdah. Magma. Khuna , Sylhct. 

Mau lm ibazar, Chiuagong. Noak hali. Namyanganj , and Com ilia. 

In-depth interviews were held wi th a total of65 state policy actors. They arc: 

8 policy makers (execnli \,c heads of MoIIFW. Joinl Chier. Chiefs of DGI IS 

and DGf-r including the fo rmer ones): 6 Line Directors of the operatiollClI 

plans of rcproducti, e health services: ~ Di visional Directors of health ,mel 

f:'mil y plrtnning: 20 District level heads of DG IIS and DGFP i.e .. C i, tI 

Surgeons ( 10) and Deputy Directors (10): 10 Mit! level programme 

managers at the national level ; 17 Mid level programme managers and 

medica l officers at the district levels (7 from MCWCs and 10 from (h ::; lnc i 

hospitals), 

Il ighcr IllLmbl.:r of di ::; tri ct level heads and mid leve l managers , ... erc 

inten le\\ cd because rights-based approach c,llI s for a bottom-up policy 

process. 
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Politica l heads of the 1111111 s Iry \\e re nOI included for in terview as Slate 

actors. It is due 10 the fact that major political parties do not exhibi t major 

ideological dilTcrcncc regard ing heahh and population policy and 

programllle Issues. Moreover. policy process in developing countries like 

Bangladesh is largel y dominated by the bureaucrats as the state ac tors. 

0Jon ~ta h':-i.H • .:lO r~ included academia. researchers and professiona ls 

contributing in the area of rcproducti\c health ou tside the Slate machinery. 

The nOll-slate policy ac tors "cn: dnt\\J1 from ;;t fang!.: of i,;xh;nwl 

stakeholders orlhi,; policies and programmes rela ting lO rcproducti\c health. 

They arc not employed 111 or do not directly "ork for the gO\ emmelll 's 

health sector. They (Ire key persons who ha ve been actively iJl\ olved 111 

providing input and SUppOI1 for policy process or havc becn involved III 

bargai ning wi th the governmcnt in the policy process in various capacities. 

This grou p excl udes representati vcs rrom donors. Poli cy actors under this 

catcgory \\ ere iden tified in consultation \\ ith a pool of experts In thi~ field . 

Howevcr, somc alterations had to be brought in the list of the interviewees 

because of thc non-(]vuilability of some persons, In-depth intcrviews \\cre 

hc.:ld \\ ith a lOlalnumbcr of 25 nOll-state pol icy ~Ic t ors. Amongst thcm 7 \\e re 

academicians \\ itb wide t C~lchi ll g and research experience in the field of 

health and population, 8 were the chiefs (former and current ) of population 

,mel health related national and international organi /ations, 5 wcre 

rcse~l rc h ers in thc field of heal th and population and 5 wcrc consultants. All 

oft hclll have cOll tributed in \'ariolls capm:illcs III the policy process. 
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1.7.3 In(('n i('\, Tcdlniqu(' 

In 4 dcpth 1I11CI\ le\\ s \\ ere held on thc.:matic ISS lI t.!S (lnd concerns. I !lten ie" s 

\\cn; held in a cO IlH.:rsallonal style, Policy Issues ,,·ere discussed \"i th the 

policy aCLOrs a~ it co me \\'lth the nO\\ of cOIH'crsation \\ ithout follo\\ ing any 

preset sequenci ng of the isslies. The IIHen I C\\CCS \\ ere 1.1110\\ cd 10 1110\ \! 

from one issue to another \\ ithoul ~lIly lI11crruption so that ll<1tural n O\\ of 

cOIl\'c rs<lIioll is not obstructed. M.IIlY llllen IC\H!C$ Ihc lllsch cs IHI' C 1ll0\ cd 

111 and out from une ISsue to another cI"I.!i.lting a link bCl\\cCIl and among the 

Issues \\ IIholit nny probing. This Icchniquc has <ldeled to the depth of thl" 

opinions of the 11lh,; n ic\\ccs. Some probing \\<lS employed to gel morc in­

depth pcrspccti\ c on some policy Issues. Funher. someti mes other polie) 

actors ' opinions on some o f the Issues were discussed with the inte rvicwct;s 

to help them rormulate their opi nions more clearly and al so to bc able to 

grasp their opinions morc clearl y. 

1.7.-4 Jl('cording or I"~csponscs 

Opinions and obscn mion we re recorded by category of the pol icy actors and 

by policy iss lies. Opinions of all categori es of policy acto rs wcre filtered to 

fit inlO the policy i ssue~ identlfi c.:d through policy discourse. rhis process 

required repealed read ing~ of thc trall~c ripI S. This \\ as done.: on a ile by one 

basis Hnd \\as completed on the \cry day the 1l1tcnic\v \\;I~ held . In some of 

the cases interviewees were cOlltacted ag"llll 10 verify if thei r opin ions \\ ere 

grasped nppropriately. 

1.7.5 Ana l) s is of Int erview Tra nscri pts 

Pattems and thellles have been sought in the intcrvie\\ transcripts to locate 

meaningful categories or themcs in the body of informatI on. Patterns and 
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themes hin c emerged through repeated readings of the transcripts and 

dc\cloping logical associations bCI\\CCIl and among the Issues. rhe 

pcrspl!l:tI\C for logical association hc!\\ccn <lnd among variolls issues "as 

de\eloped through analysis of pollc) discourse. rhus. some comlllonalities 

and differences in oplIlion all different policy Issues \\cre IdCllIificd by 

category ofpohty actors. 

1.7.6 Val id a lion T ec hn iques 

The study has used triangulation method for ensuring tht: \ al1dny of the 

infoJ111ation obtalllcd. I l1fol111<1liol1 oblaincd from one source \\as cross 

checked through another sOurce. 

1.8 T heoretical Framework of th e Study 

The study is premi sed upon the discourses on justlce re lating 10 health and 

health care and the rights-based approach to health . The following sections 

elaborate on the theoretical discourscs on just icc re lating to health and health 

care and the rights-based approach to health. 

1.8.1 Discourses 011 the Notion of Justice nclat ing tu I-Iealth fIlld Health 

Can' 

'Ethical doc tlln c~' occupy and ment ~pcc lI.Il place in the analysis of public 

policy spcci.lll y policies pertaining to hcahh. I..:.lhlca l analYSIS prO\ idl's an 

important insight to guide policy action in the hea lt h sector. 'Utilitarianism ' 

has becn one of the most dominant theories of Justice for o\,cr a century and 

public policy \\ as dominated by this appro.lch for quile a long time ( en 

2000: 58). It has been one of the leading ilnalytical models of hea lth 

ecollom ics and has occupied a significant space in hea lth policy discourse as 
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" framcwork of analysis (Rugcr 2006: 280). English philosopher Jeremy 

Bentham is credited for dc\cloplIlg ' 1I1iill ~lf1ani sm' us a specific school of 

thoughl. li e belie, cd that rightness of any action can be measured by 

calcu lating the pains and pleasures It produces. The '-Iellon thai produces the 

grea test happlllt.:ss of greatest number IS right (13cnth~11l1 1 7~1). cltcd 111 

Roberh ilnd el al. 2004: 42; Roberts and Reich Z002 : lOSS). John Stuart 

Mill was one of the greatest propollents of Fh:nlham 's phil osoph> of 

util itarianism. 

'L' ulllarimll ~I11' is embedded in the concept or absolute utili!> and therefore. 

rationah/cs resource alloc"lliolls .. lIld social or institutional arrangements that 

maximi/c net social utility. A right to health is justified only if it contributeci 

to the o\'cmll 111i:l..\llllum of net social ulilit). Il ealth care" ould be composed 

of Ihose Ih'll m .. t\imi zc net social utilit y. As \\ ith the change in utility It 

\\ould change (Ruger 2006: 280-81). 

Uti lilariani sm jUSli fi cs ~l11 y action. chOIce. nil e. and institution In tcrms of Its 

consequences. It says that "cno justifies thc menns" (Roberts and et. at 

2004: ... I ). LtllitarianlS11l is also ca lico a COJ1!)cqllcntinlist theory because it IS 

primarily concerncd \\ ith thl: consequence of any action or decision, 

[lcntham \ allies each IIldi\ tdu;tJ 's Judgment for their 0\\ n happiness. In 

l3entham 's philosophy of lItdltHl'i~tlli s lll all illcJj"iduals mailer equa lly. I hus, 

[lentham 's concept of 1I1iIitari:HlI .., m requires adding up c\eryolll':'s utilll ) 

Ic\ el for each policy option ,tIld then chOOSing the pOlicy thut Icmls 10 the 

grc<llcsi happiness for greatest numbers (Robel1s and ('I aI, 2()O"' : 41 ; 

Robcl1S and Reich 2002 : 1(55). 
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According to this theory, an unjust society is the one 111 whi ch people a fC 

siglllneantl ), less happy together than they need be (Sen 2000: 59). In 

utilitarianism, policics .. Ire evaluated by c,xamining the effects on the IOIaI 

\\e ll being of the socIety. li enee. it docs not question the rightlless of mc::ms 

employed to reach a goal (Robens and "I. at. 2004: 42). They arc or the 

opinion that some individuals can be sacr ificed for the s:tkc of others 

(Roberts and ('r . al . 200-t ~8) . 11 0\\ c\ cr, utilitarian reformers. \\ ho question 

Ihe \ alid ity and rcliabil it)' of arb itrary indh idua! choices. argue for fou nding 

policy decisions on objccth cly defined individual \,c ll -bcing b} a pool of 

expert s (Robcns and el. al. 200-t : 44) , Objective utilitarians rely on ex pert­

determined inclex of health status like Quality Adjustcd Life Ycars (QALYs) 

or Disability-Adjusted Life Years like (DALYs) fo r policy decision on 

altcrnative choices (Robcl1S and Reich 2002: 1055). 

Utilitarian framework is cOIH.:crncd wi th the total gain and Ihus, disrcgards 

thc nt.:gati\,c conscqucnces of any action or decision on a particular g roup or 

individual and is not scnsiti vc to thc actual distribut ion of justice (SCIl 2000: 

(2). II ignores large inc'luaiitil!s in exchange of hi gher total or <l\'cragc social 

utilit y (Rugcr 2006: 28 I) . Ii has been argued hy Amartya Sen that 

"calculation of 1Ilillly ca n bc deepl y unf~l ir to those \\ ho arc pcrs istentl y 

deprivcd . . . . Thc depri ved people tend to CO I11C to terlllS wi th thcir 

dcprivation because of the sheer neccssity of sur\ i\ al ... ,md may C\ Cll 

adjust thei r des ires and cxpccwlions 10 \\ hat they unambiliollsly ~cc as 

feasible" (Sen <\I1d ~ussbaull1 1992. c itcd in Sen 2000: (3). 
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As opposed to ' utihl:.lrianlsm'. ' hbcrahsllf foc uses on mdl\ Idual n ghts and 

equalit y of opportunities. Different schools of li bera lism focus on different 

[onns of rights. Ilo\\c\cr. a ll hbcwls support SOl11e n ghts H1c1udlllg right to 

life. liberty. and property. They arc of the opinion that these rights \\Qu ld 

guarantee IIJdl\ Idual li berty and \\ ould allo\' people to exercise their 0\' n 

choice \\ ithoLJ I the infringement of slate. I.iberal ism cmphasi/cs on 

c\ tcnS1\C freedom or thought nnd speech. limi ted roJc anti control of 

go ' ernment. the ruk of Ia\\ . a 111~lrkc t or TlII\cd economy and a transparent 

s~stCI11 of gO\ crnmcnt. Libc I1arians arc the proponcnts of limited ro le of 

stale for protect ing indh'idual property rights anti lIul1\ H_lual libert y (Robel1s 

and (!( 0/ 200-1 : -19). Thlls. the) percei\ e Ilbert} III ItS ::lb~ohHC form. 

Libertarians like Robert NOLlk deny (lilY soc ial obligation to protect or 

promote health because increased t<lxatioll fo r prO\ isioning hea lth care by 

Ihe socicly or slate II ould vlolale the principle of indi \ idulil liberty. lleal lh is 

not consIdered as speciul goods or Sl:1'\ Ices, Lib..: rta1'lan approach endorses 

th l: fulfillment of ci\ il and political life but not social. economic, and 

cultural rights 011 the argulllent that incrcHsed taxation on \\ calthy infringes 

\\cnlthicr Indi\lduals ' libert y (Ruger 2006: 282). rhus, liberal ism notIon of 

nght to life and libel1Y was incomplete 111 the sense that they \\c re not 

founded on right to health. 

"L:.gahtanan Ilbem ls' questioned tillS notion o f ' hberty ' and 'cholcc" 

propag;t lcd by the libcrt<l rians far not being ablc to sec the link bC!\\t,;t,;1l 

maklllg meaningful choice and havlIlg resources and power. 'Egalitarian 

liberal s' argue that right to choose IS mCClni ngless \\ ithou t adequHtc 
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resources and po\\cr. \IIaking meaningful choices is less likely for those \d1O 

do no t hm c minimum resource base or other sources of pO\\cr. Right to 

access or right to choose hea lth cme becomes Illcanlllglcss without adequate 

resources I.C .• J11onc,;y. II1fOI'I11(1110n. po\\cr etc I here fore. It has been argued 

that c\ cry Il1ui, Juual needs a I11l11l11lUITI Ie' cI of ~en ICCS and resources 

needed to assure 'fair equali!) of OppOrtUIlIl)', I \trc lllci y poor. III. 

uneducated o r uninformed people do nol ha' c the scapc for making 

meaningful choice (Roberts 2004: 49). Rawls's Tlleorr oj.JUSIIC(I IS budl 0 11 

the notion that 'primal") goods' Ih[lt arc naturdl to \\an t arc to be alloued on 

the baS IS of iiIII' cquaht) o f Opportllnit ) . In Rm"ls's Theon' 01.111\'/('(' natural 

goods 11"1.: h\!alth. l111cll1 gcnce. and imagination arc not 0 11 the list o r primary 

goods. li e argued that no sodcty ean guarJlllcc health 10 its individuals 

(Ruger 2006: 283). Howe\er, latcr on Ra\\l s in this Tile / ,(IH of Peopb 

included health care as one of the pnmary goods. 

On this point somc cgali tarians arc of the opinion tlwt then! should be fair 

equality in the distribution of resources and then indi\ iduals shou ld bu y 

hcahh care like other goods and services (Dro\\kl ll 11)93). Other ega litarians 

claim that Slate has a special ohligation for protcclion of hC~llth . Daniels 

(2008) argucs thaI ' fair equalit y o f opportunity' demands protection of 

opp0J1ulli l). b C! r)olle has a positi\ e right to Ihe minllllul11 k~\ el of scr\ ices 

needed to assure fair equality of opportunity. Health is ddTerellt from ot her 

goods and sC! r\ ices. Healt h has an intrins ic value ~lI1d thcrefore. it is an end 

itself. It also htl '; instJ1ul1ental vallie because good health IS a precondition of 

normal functioning of people. II c:.l lth and health care lms bccn claimed to 
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have special moral il1lpOl1ancc because meeting health needs arc necessary 

for nonnal fUllctioning. Thus, health protects opponunity or capability and 

meeting hea lth care needs s;.)fcguards protect ion of that opportunity or 

CiqXlbility. Fair protecllon of opportunll), or capabi lity rcquln':s IllCCllIlg 

hea lth dCI11~lI1ds f:.urly. Hea lth inequalities arc called unjust \\ hen they an; tht: 

consequence of an unjust dis tribut ion of the sociall y con tro ll :'lblc !1u;tors 

affec ting the health of population (Daniels 2U08: 27-3 I). 

Amarlya Sell argues tlwt c~lpabi1tty to fUllction shou ld be tile central concern 

of ethic(!! CV~dU i. lli oll . nOt health . wealth CIC. Wcnl lh. health etc. arc 

instrlll11..:ntal to the capabi lity of people to fUllction. Sen's capability 

approach is rooted in the freedom of indiV idua l. Capability is referred to as 

frecdom to achic\c altl.;rnathe fun ctioning. Capability appro~lch 10 health 

takcs into account , both wcllbeing and thc freedom to pursue we ll being 

(Ruger 2006: 274). Capability to fun ction is an indicator of \\dl-being and 

Ihe capability to achicving fun ctions is an indicator for individua ls' freedom 

fo r pursui ng \\ ell -being. 

Thus. Sen makes a distinction between health achic\ CIllCn!, and the 

capability to achieve good hea lth . Individuals mayor may not cxercisc th !..: lr 

capabi lity to achieve good health. lie therefore. argues that prcn.':n tabk and 

treatable illncssl:s resu lting from controllable soc ial f~lc lors havc bearing 011 

socialjllstiec (Scn2004 In cds. Ana nd and cf al. 2004: 23). Se n opi ncs that 

society or sHlfe ::;hould on ly be held responsibl e for hcath .lchicvcmCI1IS 

which hc calls 'capabilities' through crc<lting health faci lities and not for 

indi vidual choice which also have bearing Oil hea lth achicvcments (Roberts 
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and el. til. 2004: 50). From this perspecthc sta te IS obliged to make heallh 

care anlilabic to ItS cUllens. This pcrspectl\ c does not dcn) slates' 

responsibility to educ;.tte Its cill/ens on hl!Hlth ISSUl!S mlher limits Its role In 

edue:.uiomli and informational access. For cXi:llllpk. education 1'1'0\ ided on 

III effects of smoking on health is considered approprlatc and flil ls \\ IIhlll th l! 

rcsponslbility of state, hO\\c\cr the stale shou ld not go bcyond thiS 

cliucal ionnl anci informational role and shou ld not take more aggn,:ssl\ c 

mcans to cOTl trol STllO ~ill g. In CIl'S capabi lit) pCfspccti\c Ihl! aim should bl! 

to maxil11l1c the sct of capabi lities (1\ ailablc to each indi\ idu<ll ilnd the lc\cl 

of' functioning achlc\cd by IIldh Iduals should be indi\ idllals' choicc 

(Roberts and Reich 2002: 1057). 

I hcsc scholarl y thoughts ha\c founded that a good health system docs not 

onl) maintain or improve the ~l\ erage hl!alth of the population. It nlso h<ls the 

responsibility to reducc inequ<l lities by gi\ ing preferencl! O\er impro\ ing the 

health or the \'vorsc·off. lienee. the objectl\ c of good he,lI th system is both 

goodncss and fairness. Goodness implies best attainable iJ\erage health of 

populat ion and nlirncss implies the smallest (hffcn;nccs among different 

intli\ idua ls and groups (W IIO 2000: 25). I hus. 'hca lth as right' is prcmised 

on these notions of social justice, n,iml:ss. and equality, 

1.8.2 Righi' Ua,rd Appro"ch 10 II c" llh 

Rights based dppro<lch to hC~llth is built upon the inh:matlOlhtl human ngllls 

Com entlOlb and Occl:mllions adoph.:d \\ lilt, 11 the L nllcd ',nions systcm. 

1\C\CI1hl.!lcss, thc un i\ersa l Declaration of Iluman Rights, 1948 (LDIIR): 

the intcrnational COI1\cntion on the Elimination of Al l !'onllS of R'lcial 
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Discrimination (ICERD) 1965: the I ntcmati onal Covcnnnt 011 i::.conomic. 

Social and Cultural Rights. 1966 (ICE CR): the Con\clltion on the 

Elimination of All Forms of Oiscrimination Against Women, 1979 

(CEDA IV): and COI1\ ention on the Ri ghts of Child 1989 (eRC) arc of 

utmost significance. Article 25( I) of UDll R states that , .. C\ cryollc has the 

right 10 a stanei.m\ of li vi ng adcqu ;:ltc for the hc,dlh of himself and his 

family, including food. c lothing, hOUSing and mcuical ca re, and ncccssHr} 

social sen Ices" ben though inlliall ,. lDl lR \\as non. binding fo r the 

slates. laIC!' 011 II had earned the status of customary intcrnatlOll:.11 1<1 \\ (Khan 

1998: 38-43). 

The ICESCR came 11110 fo rce in 197() making it binding upon thL: nHlfying 

states to ensure sat is fa ction of at least minimum level of th e.: rights 

mentioned thcrclIl . Article 12 ( I) of ICESC R rccogni/cs the right of 

e\cryone to the lughest allainablc standard of physical and mental health . 

Al1ic le 12 (2) of ICESCR elaborates on the measures needed by lh t:! stale 

parties for: the rcduction of the sti ll birth and o f infan t mortali ty and for the 

hcahhy de\clopmcllt of the child: irnprm ernent of CI1\ ironl11 ~ ntal and 

industrial hygicne; prc\ cntion . trcatment, <Ind control of cpldemlc. endemic. 

occupational and othcr c.ilscascs: and ensure all medical sen iccs in the C\ 'C llt 

or sicJ...ness. The CEDAW ~nd the CRe or 1989 hi:l vc been landmarks in the 

international legal framework of hurnan rigills to hca lth for women tine! 

children respecti ve ly. 

The Committee on the Economic. Socml and Cultural Rights of the United 

Nations has adopted (jel/eral COIIIIII(' I/l No. 1./ in 2000. wh ich elaborates on 
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the ri ght to health . It identifies t\\O fundamental dimensions of right to 

health . On the one hand. it entails freedom i.e .. freedom to l11akl: dl:CISlOnS 

about onc's health and 011 thc other ha11(1. II ent:lIls cntJtlelnl:ll t 10 a s)stcm of 

health care. Freedom dimension of health 111 (jel/eral COII/ m ellt A'o. 1-1. 

inc luded the right 10 be free frOIll nOll-consensual treatment. such as mcdical 

c\perimcll1s and research or forcl.:d stl.:rili/ati o11 , and to be free from torture. 

and other cfuel, inhuman or dcgrncllllg trea tll1 l.: 11t or punishmcnt. 

Entitlcl11 l:ll ts Included: the !"Ight to H Sy::' Il: 1l1 o f hea lth protection prO\ iding 

eqlmllty of OppOrlUlllt y for e\cr)onc to cnjo) thc highest attainable lc\cl of 

health: the right to pre\ ell lion. treatmcnt, and control of disc<lscs: access to 

essential Il1cdi ci ll es~ maternal. child. and n:prodUCli\ e health : equal and 

timely access to basic hcahh sen ices; the prO\ isio11 of health-related 

educatio11 ~tnd information : p~'r1i c ipalion of the population III health-related 

dccision making at thc national and community le\'els. 

The COll1mittee: 111 General COllllllellf No. 101 has worked Out fou r 

interrelated and esscntial clcments of right to health i.c .. aVi.lilabi lity, 

accessibility. acceptability, and qu~dllY. Precise appl icat ion of these elcme:l1ls 

\\ ill de: pcnu on the conditions pre\ aillllg in a particular slat e:. A \ ailabilit) 

means ~Ind includes functioning public hCi.llth (Illd health-care facilitit:s. 

goods and SC I"\ ices. as "ell as programJ1lcs III sunicicllt quantity. The nature 

of the facilities, goods and scrdccs will vary. depending on the respecti\,c 

country's dc\ clopmcntal Ic\el. 

Access ibility includes f"ouI" overlapping dimensions: l/oll -di.<;crilllH1(lfioll, 

pll\ ,,\ic(l/ accc:.\.,i!Jllill', ('('OllOlIIle (I("ccnihifir.l. ill/orlll(f{ioll (I('('cs~ihilir.l'. 
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Non-discrill11113tion means heulth facilities, goods. and sen Ices IllUSt be 

accessible to all. cspccin lly to the most \ ulncrablc or margll1aii/cd sections 

of the population \\ ithout any discrimination on the ground of race. colour. 

SC\, language. religion. political or ot her opinion. natlollal o r social origin. 

property, hinh. physical or mental disability. health sta tus, sexual o ri entation 

and ci\ic, politi cal. social or other s lalUS, Acccpwbility means all hea lth 

t~lcilitics, goods and sen ices I11l1st be respec tful of medical ethics and 

culturally appropriJlc j,e .. respectful of the cul ture of indi\ idual. mIIlOd!l!.:S. 

pcoples and communities. se llsi li, c 10 gender and life-cycle rcqllll"cl11cnls. as 

\\e ll as bei ng designed to respect confidcntmlity and IInpro\c the health 

5t.lluS of those concerned. 

Quality mea ns health facilities. goods and scp ices mus t be sc iellliliea lly <111(1 

medicall y appropriate and of good quulity. and thus. requires sJ...ill ed medical 

personnel. sc ienti ftca lly appro\ cd and unexpired drugs and hospital 

equipment. safe and portable \\ .lter. and adequate sanitation . 11 0\\ c\'cr. 

quality of eare has \'arying connotations. Qual ity can be lIsed to mcan 

quantit y of health C~lre serviccs provi(k:d , Providers' perspective of quality 

of care is markedly different fro l11 the users' pcrspecli\c. lIealth 

professionals gCIll::ra l1 ) pcrccin" quality of Care 111 lerl11 ::, of clinical quality. 

Clinical qualit) re fers to thc sk ill orth!..: care gl\cr:, and correct diagno:-'Is and 

treatment decis ions and availability of right inputs i.e., drugs, cquipmcnts to 

can'y out appropriate care, existence of appropriatc referral sys tem ctc . 

Pro\iders' pcrspecli\e of qU<llity of care has been increasingly intcgrmed 

\\ itll users' perspective of quality of care. The utili l..ltion of health sen ices 
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is ve ry much influenced by users' perception of quality of care. Users' 

perception of quality of care has two dimensions i.e., COllvenlence of the 

users and Interpersonal dimensions between the providers and lIsers. Users ' 

perspective of coO\cniencc generally refers to travel time. \\ailing time, 

opening hours, 3nd time needed for getting an appointment. Interpersonal 

dimensions of quality of cnrc include pro\ idcrs' beha\ laural aspects 

(Robens and et. al. 2004: 116 - 11 7). Social and cultural beliefs. economic 

const raints. and gender also innucllcc users' percepti on of the qua lity of 

care. 

Measuring quality of care requires detailed data. Patients ' reports arc 

impOl1ant mechanism to locate quality gaps. Funhcr, outcome indicators like 

infection rates, operative mortality etc. are also used as indica tors for 

measuri ng quality or care (Robens and at al. 2004 : II (, -11 7). Utili n ,t ion or 

services also gives partial indica tion of quality of care. 

Right based health is foundcd on the prillciple of equality (/lid 110 " · 

discrimillatioll . To ensure equality of access to health C{]fe and health 

faci lit ies. state obligat ion has been cmphasi/cd wi th respect to providing 

those who do not have sufficient mcans with the necessary health insurance 

and heallh-cme facilities. and to pn.;\\.:nt any discriminati on on 

internationall y prohibited grounds in the prov is ion of health eare and health 

services. In this context preference has been g l\ 'CIl to ill\ cstmcnts in primary 

and prevcnti vc health care bencfi ting a larger population o\ cr costl y cura ti\ c 

care which arc often acccssible to a small privileged sec tion of the 

population. Rights based health , calls for identification and targeting of 
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\ ulncmbl c groups and integration of gender pcrspccti\'c III health related 

policies. plannlllg. programmes. and research in order to promote better 

hl!alth for both women Hnd men (General Comment No. 14: paragraphs 12-

I 'l). 

Women, children, adolescents. older persons. persons with disabilities. and 

indigenolls people hm c rccci \l;:d spec ial attention in the rights based hea lth 

framc\\ ork. W Ollle n 's hea lth foclis had been brought by the COll1millCC's 

(jenera I COllll lle ll1 .,",'u 1-1 in the Co rlle\ ! of ellminuti on of discrimination 

against women. \\ here th l..: ll l.:cd to dc\ clop and Implement a comprchcllsi\ c 

national strategy with ~ I life cyc le approach have been considered to be of 

utmost importance. Such strategy Includes. inlcr\ cntions aimed at 

prevention and treatmcnt of diseases affecting women . us well as polices to 

pl'Ovidc access to a full range of high qua lity (lnd affordable sexual. 

rcproducti\ e and other health care services. The goa l of such strategy is to 

reduce womcn 's health ri sks. pilrticulml y lowcrlng r<llcs of maternal 

mortal ity and protecting womCn from domcstic \ iolcncc. I he reali / alion 01' 

\\omen's right to health requi res the re lllo\ ,11 o f all barri ers interfcring \\i tll 

access to health services, cducational , inform(l lion, including in the area of 

sexual and reproductive health . Undertaking prevcnti ,c. proll1oti \c and 

remedial acti on is crucial to prOll.x;t \\ Olllcn from the impact of harm ful 

traditional , cultural practices .md norms that dcny them their full 

rcprOdUCli\C' rights (General Comment i'\o. 1.1: paragraphs 12· 2 1). 

Right-bused approach requires anal y/ing which rightS ,md which populati on 

groups an.: pos iti\ ely or !legali\ ely impacted by each inter\ entia n. It is 
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crit ical for policy anal ys is to look into \v ho benefit s Illost from each 

Illtervention and in ,\ hat ways. and who would be left out ( D~lIli c l s 2008: 

323). The chief dirticulty of a nghts-based approHch lies in establishing 

prio rit ies among different claimants to different rights as well as (lmong 

competing claimants to the same rights. Full reall/al ion of right to hea lth 

and hl:alth care is beyond the c~l pac it y of l.' \ 'CIl d\.! \ clopcd and n;SOurCc ri ch 

cOllntries. Thcn.: f<m.:. priori!) se tting \\ IIhin :tnd among dirtc rcnl rights is the 

real challenge of <l right based approach (Daniels 2008: -"23). Further, it has 

b!.!cll argued thm assert ing a right to health leads to ques ti ons like. " i f 

indi vidual s lw\ c a right to a minirnullll c\c l of hea lth status. \\ hat should thc 

minimulll level be'! Are thcre limits to society's obligati on 10 \cry ill pl!Oph.:. 

who require high-cost services to improvc their health status even a little'!" 

(Roberts and ct a1. 2004 : 50), Therefore. it has becn argued that a rights 

based approach to improving population health must resol ve sllch 

disagreemcnts and claim s III a \\ ay so thaI the policy outcomes geL 

l eg it i ll1 ~lcy. That is why this approach insists on good governance. 

transparency. pilrticlpation. <1nd accountability (Oaniels 2008: 226-228) , 

Thus. rights-bascd policy tends 10 priorititc 111111l1num essent ial Ic\cls of 

sen icc and the most vulnerabl e .mel margilwli /cd group, and the contcnt o f 

the poli cy intcnds to meet both fn.:cdo111s ~ 111e1 entitlements (Steenbergcn 

2011 :23). 

Adoption or rights based approach to health at international Ic\'cI is not only 

an ~I c ademic exercise, Its object is to bring abollt e ffecti\ c and harmoni tcd 

progress or change in national policics, 1;I\\'s. and practice, One oflh c factors 
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innucilcing the effectiveness is the degree to which thl.:Y arc formally 

accepted by member states. The state obligations fall into thrc~ catego ries as 

per Anic tc 12 of ICI:.SCR. namel y the obligations to respect, protect, and 

fulfill. 

The ob ligation to respect requi res the state to refrain from int l!rfcring 

di rec tly or indin;ct ly with the right to hcallh . For cxal11ph.:. stales should 

rcrr~lin frolll denying or limillng neccss 10 health ca re scr. ices: from 

markl!ting lJ1l sa fc drugs: frOI11 im posing di scriminatory practices relating 

\\olllen's hea lth status and needs; from limiting ncccss 10 contracep t; \cs and 

olher means of maintaining sexual and reproductive health: Hlld from 

wi thholding, censoring or misrepresenting hc~l1th infonmlt ion. 

The obligation to protect requires the state to prevent third panics frolll 

interfering with the right to hcalth. It cmphasi.c.cs ndoption of legislation <tnd 

other measures 10 ensure that private actors conform with human rights 

standards when providing health care or other servi ces: control the 

marketing of medical equipment ~ ll1d l1ledic lIlcs by pri vate actors: ensure that 

prhati/~tlion docs nOt cOn~tilUtc a thrcal to mailabilit y, accessibi lity. 

acceptability. und quality of health care faci lities. Under this obllgution stat l,; 

has cont ro l fUll ction to ensure compliance li'ol11 all hea lth pr~lctitj oller.s \\ itll 

respect to appropria te s tal1d~lrd of cdm;at ion, train ing. and ethical codes or 

conduct. The state has the responsibility to protect its population rrom 

harmful tradi ti onal practices Ihose in terfe re with access to pre and post-natal 

care and famil y planning. 
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TIle obligation to fulfill entails three obligations: (0 !;,ciliwre, prontOle, and 

prm'ide. rhus. it requires the stale to adopt appropriate Icgislali\c. 

admillislr<l1i\c. budgetary. judicial, and other measures to full), rcali/c the 

right to hcahh I h~ state must. for instance. adopt a national health policy or 

a nallonal health plan co\ cnng the public and prj\ ate sectors: among others. 

ensure that public health IIlfrastru c lurc~ prm Ide for ~c\ lIal and fl!produCli\c 

health services and that docLOrs and alh!.!!" medical staff arc .... urficicll! and 

properly trained; and prO\ ide IIlfOnnallull cOlll1scllllg on health re lated 

isslies. I he Committee in Gel/eral CommC'lIt ,\0. 1-1 ha::t detailed 0 11 

fannulallon of coherent polle) and plan for implementation and periodic 

rC\'IC\\ of the plan IIllplcl11cnunion. 

Although subjcct to progressh e rcnli/ation nnd resource constraillts. tht,; 

nght to health Imposes \anOll :> obligations of immediate effect on the state. 

These il1ll11cdiau.: obit gallon:> IIlcludc the guarantees of non-discrimination 

and equal treatmcn t. as well <IS the:: obligation to take deliberate. concrele. 

and targc ted :>ICpS towards full reali/mion of the right to health. sl1ch as the 

prcpanlliOll of a national public he~lth policy. strategy. and plan of action . 

P1'Ogressi\.e rcali/ation means the sl:.Itcs has a specific and continu1Ilg 

obligation to mO\c as ..... 'pCd1l10(1 .. 1) and cffcc ti\l~I ) as possible to\\ards full 

rcalil<ltion or Ih ..... right:> to hClIlth. FUl1hcr. the state has an obligation to 

ensure that no international agn!cl11cn l 01' poliCY adversely impacts upon the 

right 10 health. and that their rcprcscllwti\ cs in intcnlntioJl<l1 org •. lI1i/miom, 

take due account of the right to health. as well as :>ccurc international 

ass istance and cooperation, in all policy-making matter:; . 
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1.9 Co nceptual Framework of th e Study 

The state obligation to fulfill in terms of adopti ng rights-based national 

hea lth plan for reproductive health services is crucia l for moving 

' rcproducti\ c health right agenda' forward. Coherence in policy and plan is 

important for following a right-based approach. A \\ell kniu l.!d pollc)' 

framework IS considered crucial to c lllml1l;c coherence in the policics. 

Rights-based pol icy fnHllC\\orJ... is defined as sCI of policics, strategies, and 

Intel"' i;n li o n ~ to forlll a coherent approach for guiding and directing right­

based rcprOciUCli \c health programme. Disjointed acti\'ities or sen ices those 

only incidentall y contribute to the rcali/alion of reproductive rights do 110t 

Ilcccssarily consti tute rights-based polley fr<llllcwork . Rights bilsed 

reproducti ve health policy framework is conceivcd as thc sct of policies. 

str<ltegies. and interventions to form a cohercnt apprmlch for gU iding and 

di recting the entirc progrmTImc for protcction and promotion of reproductive 

hea lth as HIl end goal in its 0\\ n ri ght. This study ill the light of rights based 

approach to health policy considers ji'eedollls in terms of freedom from 

coerCion, rest rain, and discrimination ~1Il(1 entitlelllellts in tCIll)S of 

mailab ility of. accessibility 10. and quality rcproductivl: hcalth serviccs ~l:) 

ccntral to ri ghts-based rcproducti ve hea lth policy and plan . f-reedom Ita :, 

been conccpwaJi /cd as an end itself ,,, hereby peopl e arc able make informed 

choice and act on their choice \\ ithout any cocrcion, n.:struin . or 

diSCrimination. Rcproducti\c health has been \'ic\\cd In terms of freedom as 

ha\ ing choice and acting on chOIce \\ ithollt any coerc ion, restraint 0 1' 

discrim inati on on any mailer relating to reproductivc health and entitl ement 

to a range of available, accessibl e, and quality rcproduc li \'c hcalth scn iccs. 
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Thus, reproductive hea lth has been conceived .. IS hel \ ing the OPPO rILmily to 

have des ired and safe pregnancy and safe ch ild bi rth and avoiding 1I11\\(lIlt cd 

and unsafe pregnancy and risky child birth. RcproduCli \ c hea lth services 

amongs t others include safe and effective family planning sen ices inc ludi ng 

information fo r regul ation of fertility :tnd appropriate health s'..:rviccs 

lIlcluding inlOl'matlon for \\omen to l:llablc Ihel11 to go safcl) through 

pregnancy and t: hild bi rth. Thus. fa mily plallning SCI'\ l CCS scr\cs as an 

importan t means LO achinc rcproducti\ c hea lth. Imp!'O\ cmenl of health 

through right-based approach to health sen icc pl'O\ is ion is th l.: ce ll ini I goal 

of all the reproductive heal th SC I'\ ices. 

Rights-based reproductive hea lth pol icy is much morc than pursuit of just 

overall ga in in reproductive health of the popul ation. Rights-based 

rcproductive h..:alth policy and plan priorili 7cs hea lth sClv iccs that affect 

larger. poor. ~ Jld the most vu lnerable population towards promoting equality 

111 rcproductive hea lth . Thus, rcprOdUCII \C hca lth sen Ices nced to he 

integrated \\ Ilh pril1l J ry health care services. 

Availabil ity of reproductivc health services III thi S study denotes: adequate 

numbers of functioning hc~dt h fm.:i lltics: adequacy of' the formall y trai ned 

service pro\·iders: a range of the reproducti ve health servicl.!$ offered. and 

in tegration between reproducti\ e heahh services. 

Accessibili ty" il l mean removal of geographical or physical. econom ical, 

informati onal. social. }1I1d c ldlUr~d barriers to receive services offered at 

different II.!\ d s. 
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QUllntitHti\c target based family pianlllng method promotion and illccllti\cs 

pro\ rdcd for promotion of particular I11l.!lhod of contracCpll\C is considered 

as an undue in nucncc of the providers and has been referred to as rcstraim 

on infor med choice e r sen ices and therefore, a barrier to freedom. 

O\'erl policy or legal barrier for recei, ing (lilY sen icc or co\crt res trictions 

10 receive <Ill ) sen icc 011 the ground of age, sex, and economic class is 

referred 10 as discrimination and therefore. a barrier to frcl.!dom :lI1d :ICCCSS. 

Qua lity of Sen, iccs 111 thi :, study refers 10: effect;, c integration of all 

I'cprOdUCli \ c hcahh scr\ ices. cffccti\'c management of side dTccts of 

contracepti ves, and continuation of famil y pl<lll11ing methods. Users' 

perception of quality of care has been brought as far (I S Ilifonnation has been 

available. 

Utili/ation of serVices, met demand for sen 'tces. and continuation of 

contracl.!pti\'cs have been lIsed as an indicator of accessibility to and quality 

of care. Quality of sen ices. in this study has been UM.:d tu the eXlen t 

secondary data or inform~ltl0 1l has been a\ ail able. 

1.1 0 SllIli y O llliine 

The study in chi.lpter 2 depicts the health sys tt.:11l of Bangladesh \\ ilh l11ujor 

focus 011 the government sector health system . rhis chapter al so dclilleah':s 

the hl.!a lth issues and major reproductivc health problcms of Bangladesh to 

l;lY the perspecti ve for the poli cy anal ys is in the followin g three chapters. 

Policy discourse in thi s study has been made under three phases of poliCy 

regimes. The three phases of policy regimes ha ve been cii sc llssed 
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consccuth ely in chapters 3, -t , and 5. These three phases have been named 

after the basic phil osophy of the po licy reg imes and arc de tailed be lo\\. 

Chapter 3 ex amines the first phase of policy regime titled Fami ly Planning 

Maternal Child lIealth (FP-MC II ) based policy regime. It has been titled FI'­

Mel! based pO li c) regime beciluse lhe basic premise of this phase \\as to 

cSl<Ib lish integra tion bct\\ccn family planning and mate rnal and child health 

programmes so Ihm they mutuall y reinforce each o ther. In this policy 

regime. the term reproducti ve health had not been coined. even though 

family planning and maternal hc,llth progra mmes ;;\re inherentl y rcprOdUl.: li \c 

health programmes. E,clution of the policics has been discussed in the 

context of maj or national .lIld intcrnntional level acto rs and fm;to rs. Tht: 

strategic and programmatic intcl"\cnt io ll s have been examined in line with 

the poli cy objectives of the sa id regi me. 

Chapter 4 anal yzes the second phase of po licy regime titled " Reproducti ve 

health policy reg ime with reformist npproach". This phase has been named 

reproductive hea lth policy regime w ith reformist approach because th is 

policy regimc had adopted the concept o f reproducti ve health in it s policy 

and programt1le formulation and e]wis iollcd necessa ry s tructural reforms lO 

complement its shIft to n.::producti \c hea lth . I"heorctica l prcmisc of this 

pol icy reg ime was to make a par:ldigm shift from fert ility reduction to 

promotioll of reproducti ve health. T his po licy regimc had enVIsaged 

necessary organj,~a ti o l1al and management reforms for implementation o f the 

nc\\ Iy des igned comprehcnsivc integrated reproducti ve health programme 

undcr the Essential Services Package. This chapter, in accordance wi th the 
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preceding chapter. has <l11f1IY7Cd the paradigm shift at the policy level in the 

context of major actors <-Ind factors at the natiomll and internationa l level. 

Programllle strategies and intcn clllions have been examined in line with the 

policy objec ti \ CS . 

Chaptcr 5 il1\ cs lIgalcs the third phase of poli cy regime tilled " RcproduCli\ c 

hea lth policy regime \\ illt conformist Hpproach". This phase has been narned 

rcproduclh c health polley rcgJllH': W!lh con ronl1l ~t ,Ipproach because 

theoretical premise of Ihis pol icy regime remained the same as that of the 

second phase of poli cy regime \\ hile. this regime \\ ithhcld the rcroon 

agenda of the second policy regi me to min imi /c implementation challenges 

of the programme. This chapler in conformity with the preceding t\VO 

chapters has anillY7cd the policics in the context ofnatiomll (Ino intcmational 

actors and factors. Conronnity between and among the policy objccth cs. 

prognlmme str:'llegies. and in tervcn tlons h~l vc ,,\so been examined in Ihis 

chapter. 

Chapter 6 seeks to supplement and corroborate the observ(ltions and analysis 

made under three pol icy rcgi mes in Ihe preceding three chapters. It explon.:s 

"nd analY/cs the opinions and views o f di rrcrcnt categories of policy actors 

011 key policy issues those had emerged in the cours...: of policy and 

programme anal ysIs lIlH.lc..:r the sai d policy regimes. 

Chapter 7 sUl11ll1ari/ CS major lindings and obscn',lti olls made in the 

preced ing chapters wi th a view to addr..::ssi ng the research questions in the 

light of the broadcr obj ccti ves. 
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!-I ea lth System and Reproductive ~Icalth Issues in 

Bangladesh 

This chapter alms to deli neate the hcahh system of the country. \J1ajor focus 

of the health sys tem is on the public sector hea lth SY!:i ICI1l . Present sta te of 

health carc in Bangladesh. Including major hCil lth ca r..:: isslles and 

rcproducli \ C ht:a lth problems ha\ c been hlghllglllr.:d in Ihl <'; chapter. 

2. 1 I1 ca lth S~stcm in Bangladesh 

Ilcu lth system plays the most \ ita l role in affec ting the popu lation health in a 

country even though it is also affected by many othel' fac tors Le., cdUcil tion. 

income etc. li enee. health care isslIes of ~1 country to a g reat ex tent arc 

related to the hcahh system of a cou ntry. The importance of health system 

h'15 been asserted by WHO by rccogni /l ng it as: the means to deliver hC'llth 

polic} goals: Ihe key 10 operationali/i ng any policy approach 10 address the 

hcalth nceds o f i.I country: and an important platform fOi ill1eraction bct\\ccn 

multi-scelOr stakeholders in health and interface he!\\ CCIl health and 

de>c1opmcnt (W IIO 2006). 

Hcallh system comprises the raci li ty-hased sen Ices, acti\ Illes III the 

household mul community and the ollt reach, and the broader public hca hh 

intcn clltiollS (Talukder and Rob. 2007: I). It cncompasses all c<Jtegories of 

hC,llth care pro\ Iders I.C .. puhl1c and pri\ tHe. formal und III formal. lor-profit 

and not- for-profil. allopa th ic. and Indigenolls. It IIlcludc:, Inter-sectoral 

aCli\ ilies ai med :.It promotion. production or m:'linlaining hC<l lth . I lcalth 
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registration , .. !th government regul;:ltory bodies. lI o\\c\cr, a clear dis tinction 

between public and private sec tors providers becomes difficult by the fact 

that a sign ifi cant percent of public sector providers work in the private sector 

afte r their office hour or eyen during office hours (World Bank 2003 : 2). 

lIealth policy in Bangladesh has his torical!} been foclised on the public 

sector. Informal sec tor has hardl y recched any attention 111 the health 

policics. 

Vanant therapeutic treatments ranging from self-care 10 folk ~tnd \\cSh; m 

allopathic medicines arc ~l\ ailnblc in Bangladesh (Ahmed. 1993 ci ted 111 

BHW 2008: 3). cmi qualified (h<l\ illg semi formal (mimng btil not 

accredited by government) and unqualified health care providers (not hewing 

any formal training) arc the most dominant in the private scc tor. Traditional 

medical practitioners (kabira/ or herbalists, fotka], faith hCi.llers') constitute 

almost 43 percent of the health care providers, Village doctors havi ng some 

semi formal training and drug storc sellcrs having no formal training 

rep rcsen t 8.5 percent and 7.7 pcrcent of' the \\orkforce respectively (BHW 

2008 : 7). Qualified modem practitioners (phys icians, nurses and dentists) 

constitute onl y five percent of all health care providers. Thus, density of 

qualified providers IS fhr shorter than the standard set by World Il calth 

Qrgani7ation (W il D 2006) at 23 percent lor achieving MDGs (B II W 2008: 

49). 

I Who practLce an ayul'\cdlc SY!'liem or medICine, ba~'d on ilnClcnt II lIldl !'Iystcms of 
medICine and practice OLl the baSIS of dU:I, herhs, and cxcrcl:'c 

Who comhlnl..' ayun cdLc and unam tradLllonal mU!iILlll system of ml..'dlClIll'. 

Who rely on c hanl ~ or ~acred reading" In Ihelr tn::aunent 
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Ilcalth ca re sen 'ices arc provided by three broad categories of sectors Le., 

public. pn\'aIC find NGOs. Despite hming some 0\ crlapping. these three 

ctltcgoncs of scctOr~ prO\ ide diffc rcl11 categories of sen Ices. The public 

sector pro\ Ides pre\ t:ntl \ c and l:uratl\ C ~Cr\ ICC, the pn\ ate sector prm ides 

curall\ c sen ICC, and the ,GO sector basically pro\ ides pre\ cnti\ c and 

pnmary hea lth l:i.l rc (Choudhury and O~lllalH 2010: 220). I he tertiary and 

spcc i:tli /cd health sen Ices an: H\allabll! :11 the public sec tor and pri\mc 

seClor in fhe important metropolitan areas. L.:sua lly in-patient and spcl:lali/Cd 

health scr\ Ices arc not a\a ilablc belo\\ Upa=t1a (sub-dis trict) le\ cl. M aJoril) 

health Sen ices at the \ illagc Ic\cl arc prm idcd by Judi'ldu ll ls Including 

tr:.ulled. semi trained. and untrained heahh praf; lIt ioncrb ami phan1l3cists 

(Choudhury and Osman; 2010: 219). 

Public sector health sen-ice provIsion is most lI11portant III terms of \\ ide 

scale phys ica l infrastructure and other resources (Choudhury and Osm<1 ni 

20 10: 220). The publ ic Sl!ctor is Inrgely used for lIl -pallent and prc\cllti\ c 

cn rc and run by accrcditcd hc,ilth care providers. Thc privatc scctor is used 

mnin ly for outputicnt cur'Hive c\lrc and is run by a heterogeneolls group of 

pro\ idcrs \\ ilh \ arying training. legal status. lI sing \'aryi ng l1lediclI1cs 

(lI'orld flan~ 2002: 5 1: World Bank 2003. 2) Prh ate sector allopath ic 

.,en Ices in Bangl :'ldesh nrc mallll ) curati \ e nnd urban based and pro\ Ided 

through pri\ ale clinics. nursing homes. pr" ate hospitals. prh'atc physicians 

and private pharmacists (Osman 200-J : 97). 

Private sector health care dclivery system III l3 i:lngladcsh is comprised of 

qualified health care providers ;;111(1 informa l pro\ idcrs. " range of informal 
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providers exisl In the pri\'ate sector mcludlllg traditional hc .. llcrs (kabirllj. 

Imka. f.-.ilh hc .. lI crs i.e., pir.jtlkir.'\). hOlllocopathic practitioners. \il lnge 

doctors or rural medical practitioners (RM Ps ,Pam Chikitsltoks or PC:s). 

traditional bll1h 3l1cndants. community health \\orkcrs. and the drugstores 

seiling allopathic medicine 011 demand (B\vH 2008: 4). The pri'cue sec tor's 

shan; In sen ICes produced IS on Hlcrcasc 

I rC<lII11CIll qualit) i\ lughl) diffcrcnlml 111 the prl\i.llc sector for ha\II1.g.1 

heterogeneous group of health care pro,idcrs. While non poor peoplc 

n":CCI\ C SCf\ lCC~ from high quality pri\ alc sector prO\ l<iL:rs rural peoplc and 

poorer peoplc mostly seek curali\ c care from private pharmacies except for 

other than Ill,Hemal health carc and illlll1uni/ation ser\'lces (World Bank 

2002: 51: Bll W 2006: 16). 

'\!GOs ha\c been playing a significant role in thc dc\clopmcnt and 

implcmcntallon of the reproductl\ e health programmc acros!o. the cOllntr>, 

Ovcr 400 IGOs opcnlte In different areas of thc country delivering vanous 

rcproducti\ c care serVices, These NGOs operatc wit h the approval of 

gO\CI1lIllCnl and as per the govcnlmenl"s guidelincs to complement and 

supplement the national programme (NasrccTl and C/. til. 2007: 25), NGO!o. 

arc major prO\iders of urban pnl1l:.ry health carc (Mo II F\V and LNFPA 

2004: 22).1 here is also a growlllg cadre of semi-qua lifi cd com munity hc"Ilth 

\vorkers \oluntccrs «("I IWs or CII Vs), I hey arc traincd by the NGOs \\ ho 

employ them . As \\ IIh the expansion of the primary hC<llth carc 

infrastructure in the COUll try since 1990s. the number of these \\orkcrs has 

been on increase (B IIIV 2008: 7-8: t\ hilled and el. al. 20 1 I : 6). 
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Ilcalth cxpcndilLlrc of Bungludcsh is featured suppl y-side financing of health 

sen, ices. A very high proporti on of the 101<11 expenditure on health is finan ce 

th rough Ollt o f pockel ex penses by the households. Almost ()5 percent of the 

health ex penditures Cl re borne by household. Ii oli schoid expenditure for 

purchasing drugs from phann<lcics per head is four times higher thnn public 

expenditure for drugs per head. GO\ emmenl finan cing through tax revenue 

accountS 60 pCl'cenl and international dc\ clopmcl1l assistance aCCOli ll t s 

almost -to p ,.;r cCIlI of the remain ing one th ird expenses. Altcmati\ c 

mechanisms for ri sk pooling arc 1101 cx ish.:nt (Chi;l \\dhury (111(1 OSllluni : 225). 

2.1.1 Pubic Seclo r Hrallh Nutrition :Hld Popu lat ion I'ro~ra lllrn c 

M:ln3J!cmcnt Struclure in Ran~ladcsh 

The Min istry of Hcalth and Fami ly Welfare (MOH FW) is the lead agency of 

the public sec lor health, nu trition , and population services of Bangladesh. h 

is responsible for policy formu lation, planning. designing, coordination and 

regulati on ofprogr<IJ1l11l CS at the macro iI;vd . Secretary of tile ministry is the 

principal accollllting offi ccr of thc ministry. There arc foul' director<lleS 

ullck:r the ministry i.c .• di rectorate of hcalth scrvices. directorate of famil y 

planning sen iccs. dircctorate of drug administration, and directorate of 

nursing services. Separate Director Generals head th l..:sc dircctonatcs. The 

Director GCllcml of Il calth clv iccs (DG II S) advises and slIpcrv ises all 

health implementation acti v iti cs~ thc Director General of Famil y Planning 

(DGFP) supervises implcmcntati on of iltl11ily planning and a significant 1'.111 

of maternal and child health sc.:: rvi cc.::s; the directorate of drug administration 

supervises national drug regulation and ITI<tIlufacturing; the director.lte of' 

nursing services oversees nursing as a pro fession. A ll these directora tl.:s arc 
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staffed by the professionals and technic'll persons and arc based In Dhaka. 

V1edical college hospitals. district hospitals and Upa:da h c~lIlh complexes 

nrc under the supcn ision of Ihe direc torate of health sen ices and district· 

Ic\cl Maternal and Child Welfare Centers (MeWes) and union·lc\cl L Ilion 

Health and Fillnil y Welfare Centres (U III '\VCs) are under the supcn ision of 

the din.;ctoratc of health sen Ices. 130th directorates work m the domiciliary 

lc\cllO prO\ Ide essential sen ices ((jill ,lilt! Ah med 200"": 21~: ~ l olIFW and 

C"·P,\2IJ04: 19). 

There <Ire SC\ e ll Dn ISlonal 01rccIOr offices each hcadl.:d by DI\' lslonal 

Director for DGIIS and DGI P. DI\ Isiona! Directors do not tUI\ C all) sen ICC 

pro\ision role (MoIIF\\, and LN FPA 200·t 1-'). These ofliecs un; 

responsible fo r human resource dc\ elopmcnt and Illanagemcnt. The health 

service facilities in the public sector are arranged into threc Ic\cls i.e .. 

primary, secondary and tertiary (Cho\\ dhury and Osmalli 20 I 0: 220: 

MolIFW nnd UNF PA 200~ : 19), Primary, secondary and tcrtiary health 

sen ices arc provisioncd along the adml nistra ti vc ticrs of the country. 

2,1.1.1 "rillmr~ 1I (,:l lth C':lrc F:lci l it~ in ll :tII gladcs h 

Primary health scn Ice dcll\cr) fa~dllies ha\c been dndoped at the \\<lftl 

le\ el. union Ic\ cI and at the tpa:ila (:,uh-dl:,tricl) Ic\ cl. 

I·iclc! stan:r,; from both health and fa mil y planning I.C .• hunily Welfare 

Assistants (FWA) fr0111 the directorate or fa mily planning and Il c'llth 

Assistants <li As) from the directorate of health pro"ide I·P and Mel! 

scn 'iccs at the door step Ic\cl and community clinics (where operates), The 

number of li As and FWAs servi ng in a lInion vary according to the s ile of 
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the populmion . ItA arc assigned \\ ilh domiciliary le\ cl prcvcnti\c 

hcalthcarc services for cholera and malaria control. Iml11unization. 

em irolllllent;}i health elc. FW As distributes conlraCcpli\ c pills. condoms. 

\ itamin·A capsu les. ORS etc .. mOli\(tlcs for other forms of contraception. 

pro\ ide health educallon o n antellatal care (A ,C). postnatal care (P~C). 

nc" hom care . nutrition. hygiene pmcticcs. ado lescellt health etc. liAs 

su pervised by the lIealth Inspectors (Ills) and F')llldy Planning Inspectors 

(I' Pis) supc" ise 'he FWA, (Bill\' 200S: 41. 

atcHile climes (SCs) ha\ c had been Introduced to bring health sen ICCS 

closer to the community so tlwt people can overcome the problems of 

distance. time and travel cost for receiving health scrvices. Such clinics help 

people specia lly womcn to rccch e health SC I"'. ices for thcm and thclr 

chi ldrcn much morc convcnicllll y, 1 hc Dircctorate of Family Planning has 

fi~cd eight sllcs in c~lch lIllIon c\ cry month for slich outreach !->cn Ices, rhe 

Family Welfare Visitor is supposed to Vis it each of thesc si lcs once c\cry 

month . (W II O 2004; MoHFW 2005). 

To complement the facility based approach to obstetriC can.! the government 

has undcrtnkcn a skilled billh attendan t tr ~lil1i ng prograllll11l! to create it Ill.''' 

cadre or hea lth workforce i.c., sk illed birth 'Iltcnd(l llts (SilAs) through 

prO\ id illg additional Illich' ifery training to the outreach workers of health 

and fmni ly pll.lnnlllg j,e .. femille 11 /\ s and F\\'As rcspcctl\cly. They arc 

~lIpposed to attcnd normal deli\ ery at home and refcr for tiny complications 

beyond their ski ll to appropriale heillth fhcilitlcs. The SI3A programl11c has 

been initiatcd \\ ilh the financial assistam;c of W HO ,md UN FPA and with 
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the technical ass istance of Obstetric and Gynecological SOe le l) o f 

Bnng ladcsh (OGSB).Thc piloting of tht.: progrnm started 111 6 l./pa:i/as 

dunng March- August 2003 and the program gOI pcnnissloll for up-scalmg 

in July 2003 (\V IIO 2004). As per the IlC\~ government order they in 

addi llon to their \\ ork as FW As and li As \\ ould also serve as SBAs. FWVs 

hJ\ c been a:sslglH::d fbr tht: technical supt.: .... I:;\on of \\ ork-:. o f SBAs at the 

union Ic\d , \'10- lei b hm!.: been assigned as til l.! tcchnll.:al :'iUpCr\ ISorS oj" 

I, W 1\ turned S l3As at the Cpa:i/a It:, c l. L'pa:du I kalth and Family Planning 

Officers (U I-I &FPOs) hu\ c been ~l ss l gncd as the technical SUpCf\ IsDn .. of the 

(c l11<11c Health Assistant turned SBAs at the Upa:lIa le\ cl. 

Community clinics were estab li shed in the late nineties at the community 

level to dch\'cr esscntial services during thc implemcntation period of Health 

I>opulation Sector Programme ( 1998-2003). cHeh cOlllmunity clinic wns 

supposed to sen e around 6000 population. Community clinics \\eTC bUIlt to 

pro\idc one ~top essential services. Most of the community chnics remained 

non-functional sincc thei r establishment follo\\ Illg thc failure of lIl1J1ic ~ltl on 

of hc.llth ~lIld fami ly planning scn-ices as proposed by the health policy of 

2000 (IIPSI': AI'R 2003: 2 1). Ilo\\el'or. present gOl'el11mcnt rormed in 2008. 

has given rcnc\\cd ~tlt enti on in the cSlahl ishmclll and rc insHitclllcllt or 
community clinics. 

At the union Ic \cls then: arc lilllon lI ealth and Famil y PI ;lIllling Complexes 

( lJ II FWC). UIII ,WCs arc the peripheral institutional corner stones of the 

Go\ernmcnt's FP and ~1CII sen I CC~. LJ IIF\\,C's scr\c a~ the nr~ t referral 

t:1ei litics (MoII PW and UN I,PA 2004: 19). Ul lFWCs serve as the fi rst 
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referral pomt for screenmg high-n')k pregnancies. an tenatal care, post-natal 

c,m; and tn':a tml!nt OfCOll1l1l0n rllalcrnai and child disorders. In unions \\ here 

,I UIIFWC ha\c not yel been buill. generally there is a rural (hspcnsary 

operated by the Directorate of Health Sc" ICCS of the MOIII· W. L II I' \\'C, or 

rural dispensaries an; usu"llly the only gm crIlmcllt health facility at the 

union Ic\cl. In the.: unlon~ "hefc there is neither a l'IIF\\'C nor a rural 

dispL:l1sary. a facility is rented to provide clinic-based I11Htcrnal. n.:productl\c. 

ano chi lo health scn iccs (Perry 2000: 36). 

l lHF\\'Cs prO\ Ide only outpatient care II1cluding Il11l1lUlll/allOll, mmerrwl 

child health nnt! fami ly planning :.Ind IImilcd cunlti\c care. In some 

LJ II FWCs. there is provision for normnl de li , cries and obstetric first aid and 

adolescent health services (Chowdhury and Osmani: 20 10: 220). UIIFWCs 

are compnsed of paraprofessionals i.c., a mid-wife. Family Welfare Visitor 

(FWV) and a Medical ASSistant or Sub-Assistant Comlllunity Medical 

Omeer (MA SACMO). FWV and SAC'MOs arc the stafrs of the oirectorate 

of family planning. MAs ,Ire the siair of the directorate of hea lth services. 

MA IS rcspo ll!)iblc for the 0\ crall fUllctloning of the II I H·We. I hey I)fO\ ide 

first aid. minor treatmen ts. refer serious case:" and conduct health cdllc~ltlon 

in the schools and at other public locations (Perry 2000: 41). F\~'Vs arc 

respons ible for administering Mell and clinical contraception including 

MR. Med ical Assistants provide.: curative care (World Bank 1985: II ), All 

FWVs <Irc \\ omc..:n and they report 10 Medical Officer Mell ,II the Upa:.ila 

Health Complex (LI lies). For managlllg complicated and referred cast.:s a 

smal l number of medic,d offict.:n; hn \ c been placed in some of the UIIf-WCs 

(Nasrccn ano cl. "I. 20ll7: 22; MollFW ano UN FPA 2004: 19). 
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Ull Cs arc located at sub-dIstrict Ie, cl and prO\ idl..: illpatit.:nt services as \\ ell 

as curative and prc \ cnti,e serv ices to oll tpat ients. ll Cs are the fi rs t-Ic\cl 

refemd hea lth I:,eili ty. T hese arc of 3 1-50 bedded hospitals \\ ith basic 

diagnos tic and opcnlli \c fac ilnies. Six br.:ds arc rcscncd for Mell and 

family planning. At th is Ic\'cI hea lth and fa mily plan ning staffs \\ork under 

separate lines of comrmmd. They l'I':p0l1 to theIr rcsp ct.: I IVC dil'l':l.:to ratcs. 

Ilcallh stafT,; SC I"\ ing ill the Ull Cs include ni ne doc tors including dental 

surgeon, nurs ing supl: rvisor and selllOr nursl.!S. 1\\ 0 MAs. Medical 

Technologis ts (pharmacy. rad iology, denta l) and an Expanded Prograllllll 011 

Imunisati oll (E P! ) technician along \\i lh other support staff. Famil y pl ann ing 

sta rfs inc lude an Upa:i la Family 11lanning Offi ccr (UFPO). one Medical 

Offi cer (MO-MC' II ). and Assistant Fa mil y Planning Officcr, one Scnior 

Family Welfare Visi tor. twO FW Vs and support staff (Mahmud 2004: ~08o : 

Mo llFWand U rrA 2004: 19). 

UIIFPO is in charge of thc management Hnel coordination o r {Ill hCH lth 

scn 'ICCS at the Uap:i!l(l Il ea lth Complexes and is responsible fo r prcventive 

and cl inica l health sen ·iccs. Upa:il/(I Family PI;lIllling Orficcr (U FPO) is 

n;spolIsib h; roJ' n.:producll vc hea lth scn ices includ ing ramil y planning. MO-

Vl C II heads the Matental Child Ilca lth (Mel I) un it o f Ull e. 

2.1, 1.2 Second:l!')' 11 (':llIh (':11"(' I)c l i\'cr~ Facil ilicll in Bangladesh 

Distric t hospitals <l rc the sccondnry health care hospitals with 50-250 b...:d 

facility. There are such secondary heahh can..: hospitals in all districts. At the 

dis trict level thcre ex ist separate managcment structure ror health <l nd ramily 
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planning. These hospital s provide specialist, laboratory and diagnostic 

services. These hospitals are supposed to provide referra l services for UHCs. 

MCWCs at the district level are meant to provide Emergency Obstetric Care 

(EmOC) in addi tion to child health care and clinical contraception. Most 

MCWCs have ten beds. Small number or MCWCs a lso exis ts at the Upo:ilo 

Icvel and union level (MoHF W and UN FI'A 2004: 20). 

Civil Surgeon is the ht.!ad of the health directorate at the district level and 

Deputy Director Family Planning (DD-FP) is the head or the ramily 

planning directorate at the dIstrict level. ivil Surgeon is in charge of the 

administration of both domicil iary and institutional health services in the 

district. DD-FP is in charge of the administration of domiciliary and 

institutional family planning and MCI-I and reproductive health services. 

DD-FP is assisted by Medical Officer for Clinical Contraception and 

Maternal lIea lth (MO-CC-MCH) \\ ho monitors the quality of c linical 

contraception and institutional M CH care. 

2. 1.1 .3 Tertiary lIea lih Ca re lI os l1il :t ls 

Tertiary hcahh care hospitals arc regional teaching hospitals and have 

specialized fac ilit ies for treatment of compl icated cases. These afC supposed 

to provide referral services for district hospitals and UpaLila Health 

Complexes. These hospitals include the followings: (a) thirteen Medical 

College lIospita ls. (b) tcn Post Graduate Institutes and 1I 0spitals. (c) one 

Dental College Hospital . (d) twenty Specia li7ed Ilospitai s (e) one 

Homeopathic Medical College Hospital and (I) one Ayurvedic Degree 

College Hospital. 
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Specialized institutions function at the national level. Speciali£cd public 

health insti tutes include the followings: (a) Institute of Public Health, 

responsible for production of vaccine. serum and IN fluid (b) Instinuc of 

Public Health and Nutrition. responsible for controlling Iodine and Vitamin­

A deficiency diseases. research and training. and (e) Institute of 

i::.pldenlJological Disease Control and Research. responsible for 

epidemiological surve illance. diagnosis of STI,AIDs. Kala :ar and 

identification of vecto r. 

2. 1.2 Urba n Pri mary Healt h Care 

Primary health care in urbml areas is the mandate of the Ministry of Loca l 

Government and Rural Development (MoLGRD) and is delivered through 

city corporations. City corporations implement Asian Development Bank 

financed Urban Primary Health Care (UPHCP) through the contracted 

NGOs (MoIIFW and UNFPA 2004: 22). Urban Primary Health Care Project 

was initiatcd by the Govem111cnt of Bangladesh and the Asian Developmen t 

Bank (ADB) in 1998. MoLGRD is impl ement ing Urban Primary Healt h 

Care Project in all the six ci ty corporations and in the five largest 

municipalities each covering 200,000 to 300.000 population. In each 

pl.lrtnership area there arc one Comprehensive Reproducti ve Health Care 

Centres (CRH Cs) and at least one Primary lIealth Care Center (PHCC) for 

30.000-50.000 population. and at least one salellite clinic or mini clinic for 

10.000 popu lation (Nasreen and el (1/2007). 

In the PHCCs, out-patient primary hea lth c~rc services are provided on the 

basis of the Essential Hea lth Service Package (ESP) i.e .. A Ie. basic 

Emergency Obstetric Care (EOC). PNC. family planning, il11l11l1nil<ltion, 
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general diseases, tuberculosis. Reproductive Tract Infections (RTls) and 

Sexually Transmitted Infections (STls). Complicated pregnancies and 

deliveries are referred to C RHCCs. CR HCCs have Comprehensive 

Emergency Obstetric Care, new born care and specialized ES P+ services. In 

CRHCCs in-patient service is avai lable onl y for reproducti ve health services 

i.e., delivery, complica ted pregnancies. post lliHal complica tions etc. All 

pal1ncr NGOs have at least one CR HCC in one project area. 

2.2 Logistic M ana gemen t System o f the Govern ment 

The responsib ility of procuring the major drug and other supplies lies wi th 

the Central Medical Store Department (CMSD). All the supplies arc 

distributed to the district level stores by CMSD and the lower level facilities 

receive supplies frol11 the district level stores. 

Necessary supplies of DGFP are purchased centra lly by DGFP and are 

stored in a central ware house and sent to the distri ct head, Deputy Director 

Family Planning for distribution to the MeWes and U HCs. UFPOs provides 

necessary supplies to FWAs. 

MoHFW has evolved a system for forecasting contracepti ve requirement of 

the entire country including the NGO sector. A fOnlm composed or key 

persons from MoHFW, DGfoP. USA ID. U foPA and CIDA and DELIVER-

Bangladesh reviews the contracepti ve stock position ror the entire country 

every six months and gives projection on future demand ror contraceptives 

for a particular period (Mo HFW and FPA 2004: 2 1). Proe ll rement plan is 

based on this demand forecast ror contracepti ves. 
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2.3 Regulator y a nd S tat u to r y Bodi es for Hea lt h Ser vices 

A distincti ve feature of heallh policy in any country is its regulatory role. 

Regu lation exi ts for most of the key inputs for health services including 

premises, equipment. education and licensi ng of medical and other health 

workers, and prici ng of goods and services (World Bank 2003 : 34). A 

number of regulatory and statutory bodies have been established by the 

government to per form stewardship functi on in the health sector governance. 

They inc lude: Bangladesh Medica l and DenIal Counci l (BMDC), 

Bangladesh Nursing Council (B 'C), Bangladesh Pharmacy Council (BPC). 

Bangladesh Board of Unani and Ayu rvcdic System of Medici ne. State 

Medical Faculty. Followings arc the regulatory authoriti es of these bodies 

(BH W 20 10: 15-21). 

Bangladesh Medical and Dental Council (BMDC) was fonned undcr thc 

Medical Council Act in 1973. It undcl1akes and enforces registration of 

physicians and dentists. Il also approves curriculum for medical educational 

institut ions for standardization of the medical education system. Bangladesh 

N ursing COlillci l (8 C) es tablished in 1983 looks after standardization of 

nursing education and regulation of nursing practice. Bangladesh Phall11acy 

Council ( BPC') was es tabl ished in 1971 for registration and monitoring of 

educational institutions for standardization of phannacy education system. 

Bangladesh Board o f VI/alii and Ayurvedic System of M edi cine is entrusted 

wi th the responsibility of standardization of U I1Glli and Ayurvedic education 

system and registration of the practitioners of V nolli and AYllrl'cdic System 

of medicine. State Medical Faculty looks after coordination o f diploma 
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course on LMF, compounder, nursc, midwi ves. It a lso conducts paramedic 

and medical ass istant course and awards diploma and certi fi cates to 

successful candidates. 

However. in practice there is very limited exerc ise of all these regulations 

because of varied reasons. Capaci ty of the government bod ies to enSure 

compliance is weak in terms of inadequate trained personnel. lack of 

resources for monitoring compliance. Standards set in these regulations arc 

largely outdated and thus, looses their appl icability (World Bank 2003: 34). 

2.4 Major Reproducti ve Hea lth Ca re Issues in Ba nglades h 

Bangladesh has made impressive gains in certain areas of health I.e., 

dec reasi ng infant mona lity, total fertility, increas ing life expectancy. 

Targeted interventions like immunization. family planning, nutrition 

supplementation, the national o ral dehydration soluti on etc. have contributed 

in making these health ga ins (World Bank 2002; BHW 2006). Life 

expectancy for men in Bangladesh has always been higher in contrast to the 

wo rldwide natural higher life expectancy for women. It is encouraging to 

note that the age o ld gender gap in life expectancy in Bangladesh no more 

ex ists (B HW 2006: 7). Despite several achievcments made by the health and 

population sector in Bangladesh, accessib ili ty of the disndvantaged people to 

quality primary health care services s till remains a major challenge (World 

Bank 2002; BHW 2006; BH W 200S; NIPORT and el. 01. 2008; 201 1; 

20 12). 
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2.4. 1 Eq uity in the Hea lth System 

Despite having a comprehensive phys ical infrastructure to de li ver health and 

family plan ning services and a vast network of primary health care faci liti es 

in rural areas, progresses in health have not been evenl y distributed ac ross 

the country. There ex ist wide d ispari ti es in the hea lth status and health care 

seek ing behav iour across the country between the rich and the poor, men 

and women, urban and rural residen ts ( IIPORT and el. al. 200 ; 2012; 

BI-! W 2006; BI-! W 2008). Addressing these inequi ties in the health status 

and hea lth care consumption is a g reat chall enge of the nat ion. 

Health system is fea tured wi th overall poor hea lth conslimption III 

comparison to many other developing countries (World Bank 2003:45-47). 

Differentia l pattcm of health consumption ex ists on the basis o f wealth, 

gender. and res idence (BI-! W 2006: 13). While s imilar inc idence of illness 

are experienced by poor and non poor. poor arc less like ly to seck trealmelll 

than the non poor (World Bank 2003: 45-47). Poor tend to seck hea lth care 

when they consider it to be life threatening or consider it may have an 

impac t on income earni ng o f family. Families are not willing to spend on 

1V0men's health (Schule r, Bates, and Is lam 2002: 275). G loba l find ings 

show that wealthicst population of Bangladesh consumed morc than 26 

percent of the govel11l11cnt fin ancial subsidies in hea lth expendi tu re where as, 

poorest 20 pcrcent population consumed only 16 percent (Gwatkin, Bh uiya. 

and Victoria 2004) . 

Ut ilization o f most fac ilities at the primary level i.e., (Upazi//(l level and 

below) is very low. On the other hand uti lization of fac il iti es at the 
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secondary and tCI1iary I.C., district and teaching hospital is very high 

(Mahmood 2004: 4086; Nasreen and er. al. 2007: 73). The foremost reasons 

for low utilization of primary health care facilities are poor service quality 

and negative perception of the community about the services (Nasreen and er. 

til. 2007: 73). 

In Bangladesh informal sec tor plays a very dOl11 inant ro le in the health 

sys tem. In fonllai health care prov iders constitute 95 percent of the health 

care prov iders and ca ter to the needs of 80 percent of population. They arc 

embedded in local hea lth system (BHW 2008: 5). Informal providers include. 

trad itional practitioners. unqualified allopathic practit ioners slich as sales 

persons at dnlg retail outlets and drug vendors and unregistered vi llage 

doctors. They possess varying types and duration of training in diagnosing 

and trea ting common illnesses from va ried pri va te trai ning organizations 

without any regu lati on. Most of the drugstores are unlicensed and 

unregulated. Moreover, sellers at these drugstores a lso diagnose and treat 

illnesses in addit ion to dispensing med icine wi thout having any fonn al 

professional training in any of these areas (A hmed and Hossa in 2007; BH W 

2008: World Bank 2003). The unqualified health care providers mostl y 

provide drug and advice to their patients. They very rarely advise for 

laboratory investigation (BHW, 2008: iii ). Iloor people prefer secki ng health 

services frol11 informal health care provide rs o ften without any fomlal 

training and accreditation because they are eas il y accessible, compass ionate 

and they understand their problems better (B HW 2008: 13- 19: Schuler, 

Bates, and Islam 2002: 275). 
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2.4.2 Hoalth Workforco Challenges 

For any health system, health workers are the most critical driving force for 

promoting health, preventing disease and curing sickness. Human resource 

for health has been identified as a critical factor affecting the health outcome 

(W HO 2006). The issue of the health work force ( i.e .• the ir production. 

training. practice. attriti on and motivation) has been identified as a major 

constraint towards reaching the MDGs and other national health goal s 

(BIIW 2008: Ahmed and el . al. 201 1). Bangladesh has been ident ified as 

One of the cou ntries havi ng critical shortage of health service providers 

including doctors, nurses (md midwi ves (WI-IO 2006: 12) . 

Even though there has been significant increase in the number of registered 

physicians and nurses in the last three decades th is growing number of 

physicians and nurses are far from the requirement. Registered physicians 

have increased from about 10,000 il1 1980 to almost 50.000 by 2009: nurses 

have increased from 3,000 to over 24,000; registered midwives have 

increased from 1,350 in 1980 to a lmost 22.000 by 2009 (Choudhury and 

Osmani 20 I 0: 22 1). 

A study conducted by Ah med and ef. af. (20 11 ) on hea lth workforce in 

Bangladesh has idcll ti (jed shortages. misdistributi on of staff, and skill mix 

imbalance as the forcmost workforce challenges in the heHlth sector. 

Shol1age of tra ined and qualified health care providers, imbalance in the 

ski ll mix of the health care prov iders along with inequitable distribution of 

the health care providers arc some of the major impediments in the way to 

delivering health care to the people in Bangladesh (B HW 2008). There is 
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acute shortage of qualified practitioners. It has been estimated by 

Bangladesh Health Watch that Bangladesh has a shortage of over 60,000 

doctors, 280,000 nurses and 483,000 technologists. This estimation was 

done on the basis of doctor-population ratio preva lent in low-income 

countri es and the recommended ratio of three nurses and five technologists 

per doctor (BHW, 2008: ii) . 

The threshold density for the doctors, nurses and midwifes has been set by 

WHO at 2.28 per 1000 population. Coverage of essential services including 

those necessary to meet the health Millennium Development Goals is 

considered not possible below this threshold of density of hea lth care 

providers. Phys icians, nurses and denti sts constitute onl y 7.7 percent of all 

health care providers. This is far below the estimation made by WHO (2006) 

for achieving MDG targets. This is even much below than other countri es in 

the region like India, Nepal , Pakistan and Srilanka (B HW 2008: 49). 

High rates of vacancy in the public health system especially in rural and 

poor regions contribute to rural-urban imbalance of hea lth sta LUS and health 

consumption. It has been estimated by the social sector performance survey 

on primary hea lth and famil y planning in Bangladesh in 2005 that overall 

vacancy for class I officers arc around 42 percent for directorate of health 

and 27 percent for directorate of fami ly planning in Ilon-sadar Upa:ilas . The 

survey reported that 39 percent of the Upa::ila Health Complexes (UHCs) 

had no Resident Medical Offi cers and 60 percent of UH r-wes had no 

Medical Officers (H unt 2005: 10). 
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Anendance of the providers in the public sector facilities is a major concern. 

Absenteeism is the highest among phys icians in the peripheral fac ilities. 

Absenteeism among the physicians has been estimated 40 percent at the 

UHCs and it is as high as 74 percent at the UHFWCs (Chowdhury and 

Hammer 2004: 15). Unexplained absenteeism had been found to be higher 

among the medica l offi cers of health directorate at the union levels, medical 

offi cers of the fa mily planni ng di reclorme at UI-I Cs. and medical ass istants 

and nurses (H ull[, 2005: 11). One of the major reasons for limited effi ciency 

of government service is that government employed physic ians arc engaged 

in private practice (Chowdhury and Hammer 2004: 16; World Bank 2002: 

53). Thus, a rural health facility where there is onl y one doctor suffers most 

(BH W 2008: 25). Staff shol1age of sta ff is more acute at the primary health 

care facilities. Studies have found that due to staff shortage emergencies in 

upaz ila health complexes and MC WCs are sometimes run by the paramedics 

(BHW 201 0: 58). 

2.4.3 Urba n I'oor 

Urban popU lation growth rates in the s ix mctropolitan areas are estimated at 

al'Olind 3.5 percent per annum. It is projected that by the middl c of thi s 

century Bangladesh will be ma rc urban than rural. T hi s g rowth in urban 

population will mainl y occur due to migration frolll rural to urban areas. 

Urban slum popul ati on growth rates within the urban areas have been 

estimated at around 7 percent per annum . Population in Dhaka has been 

growing with an approximate innux of 320,000 mi grants annually and three 

quarters of these migrant end up in urban s lums (S treatfield and Karar 2008: 

265-66) . Such an increase in urban population if not matched with the 
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development in health , education and infras tructure will have serious 

implication on thc quality of life especially urban poor. The hea lth of urban 

poor is severely challenged because of very limited access to the basic 

services like wa ter and sanitati on. Scarcity of safe drinking wa ter is very 

likely to exacerbate water borne diseases. Over crowding makes urban s lum 

population vulnerabl e to ai r borne diseases like innUCll lll, pneumonia and 

TB ( trealfie ld and Karar 2008: 267). 

It has been projected that slich increase in urban popu lation will be 

accompanied with increase in urban poverty. Projections show dec line in 

11Iral households li ving under poverty linc and increase in share of urban 

households livi ng under povert y line. Poverty reduction programme in the 

country has all along been rural biased. Urban poor have a lways been 

assoc iated w ith cnme and squalor. T he prevailing notion has been that 

investment in the urban poor would encourage further migration. Thus, there 

has been consistent policy neglect and conseq uentl y lack of inves tment for 

pove rt y reduction in urban areas. Thi s poli cy neglect has di scouraged NGOs 

to vis ibly operate ill urban areas (Banks. Roy. and Hulme 20 11 : 491-93). 

Thus. there ex its ve ry scanty hea lth care faci lities for urban poo r. Urban 

Primary Health Care Proj ect under the Ministry of Local Govcrnment Hnd 

Rural Devel opment is very inadequate to meet hea lth needs of the urban 

poor. 

2.5 Reprodu ctive Hea lth in Banglades h 

The most important reproducti ve hea lth challenge of the country is its very 

high matc rnal mOl1ality. However, materna l mortality in Bangladesh had 
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regis tered 40 percent decline from 322 per 100,000 live bil1hs in 200 I to 194 

per 100,000 live births in 20 10 ( lPORT and et. 01. 20 11 :19). T his decline 

in maternal mon ality has been accompanied wi th improved maternal health 

seeking behaviour in the recent year. There has been marked improvement 

in facility based delivery and antenatal care. However, these improvements 

were 11 0 t even across all the subgroups. Postpartum causes constitute i:l major 

reason fo r maternal deaths. Women and children in Bangladesh suffer from 

Illost frol11 acute malnutrit ion (N IPORT Hnd er. al. 2009) . 

Bangladesh is one of the most extreme cases of earl y marriage in the world 

as those of some West A fri ean countries. Teen age marriage in Bangladesh 

remains one of the highes t in the world (Streatfie ld and Karar 2008: 267). 

Thirty percent of adolescents began child bearing when they were s ixteen 

years old and more than sixty percent of adolescents began child bearing by 

the time they were seventeen years o ld (N IPORT and et. ,d. 2009 : 56). It is 

one of the exceptional countries where fertility trans iti on has no t been 

accompanied with delayed age at marriage. Investment of female education 

also could not bring marked improvement in this respect (S trea tfi eld and 

Karar 2008: 264). Early child bearing is a ve ry cruc ial ri sk factor for 

maternal death. Maternal health seeking is much lesser among the 

adolescent mothers. Adolescent pregnancy is associated with increased ri sks 

in pregnancy outcome (A lam 2000). 

Violence on women is highly preva lent in Bangladesh but is undcrreportcd. 

One of the reasons for such under reporting is that vio lence on women is 

condoned in the society. Even women themse lves condone it and consider it 
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as part of their life (Schuler and Islam 2008: 53-55). Dowry is found to be 

one of the major reasons of vio lence on women in Bangladesh (Bates and el. 

al. 2004). Almost half of ever man'jed women have reported to have had 

experience SOllle form of physical violence by their husbands (N IPORT and 

el . al. 2009: 200-204). Rural women are more like ly to report both physical 

and sexual violence than urban women. 

2.6 Summary and Assessment 

Health system in BnngJadcsh IS a mixed one having varied categories of 

providers i.e., public, private, GO. and with va rying levels of training and 

skill. Variant therapeutic treatments nrc avai lable here. Qualified providers 

constitute very small percentage of the providers and scmi qualified fi nd 

unqualified providers constitute the largest group of the providers. Hea lth 

care financing is featured wi th very high out of pocket spending. 

Most of the health infrastructure is under the public sector. Mini stry of 

Health and Family Welfare (MO HFW) is the apex body of Health, Nutrition, 

and Population (HNP) sec tor of the country. The public sector provides 

preventive and curative service, and the pri vate sector provides curative 

service, and the GO sector provides basically preventive and pnmary 

health care. 

There exists an extensive service delivery infrastructure in rural Bangladesh 

for de livering reproducti ve health services. T his includes both domiciliary 

and fa cility based services. However, a very large percent of these facilities 

remain lInderutili zed. While primary health care facilities are very much 

undcrutili zed, secondary and tertiary health facilities are over utili zed. 
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Public sector health services are mostly consumed for in-patient and 

prevent ive care and private sector health services are consumed mostl y for 

outpatient curative care. Poor people mostl y seek health care services from 

the infomlaJ providers because of accessibi lity and less expense. There is 

acute shortage of all ca tegories of trained service providers at all levels. 

Vacancies at the publi c health sector are also ve ry high. 

Maternal health in Bangladesh is still in a very poor state. A large percent of 

mothers do not seek health care during pregnancy, in child birth and aficr 

child birth. This problem is grea ter for the adolescent mOl hers. Earl y 

marriage for gi rl s and adolescent motherhood is onc of the major reasons for 

poor health of women and ch ildren in Bangladesh. Adolescents constituting 

one fourth of Ollr total population are increasi ngly getting exposed to varied 

reproductive health ri sks. Poor knowledge of adolescents On various 

reproductive health matters adds to their vulnerability. 
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Policy Discourse in the Family Planning and Maternal 

C hild Hea lth (FP-MC H) Regime 

This chapter outlines and examines the policy discourses in the firs t phase o f 

policy regime in the light of the objectives o f the study. This has been ca lled 

as fa mily plan ning and maternal child health policy reg ime because the 

concept of reproducti ve health had not evolved at that time and the policies 

and programmes relati ng to fam il y planning and maternal and child hca hh 

(FP-MC H) are related to and relevant for reproduc ti ve health. This chapter 

aims to anal yze the policy fra meworks of this regime with a view to 

examining how policies, strategies, and interventions evolved under the 

influence of maj or actors and factors have a ffected the availability o f, 

access ibility to, and quality of FP-MC H services and contributed in 

achieving the policy objectives. 

3.1 Contcxtufllizing Policy Development in th e Fa mily Pla nning and 

Maternal C hild Hea lth Based Regi one 

Evolut ion of FP-MC H programme in the count ry has been intricatcly linked 

to the global paradigms on health, popu lation, empowerment, gender. and 

development issues. Paradigms on these areas aga in grew in connecti vi ty 

with each other. This sec tion reviews discourses on population and famil y 

planning fro m 19605 to late e ight ies. 

The population issue had received attention at the na tional and international 

platfonns pri or to 1960s. However, it was not until 19605 that the 
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governments and syste ms staned glVlIlg more weight on population 

iss lie and initiated adoption of polic ies a imed at controlling fertilit y (Finkle 

and Mcintosh 2002: 12). Family planning movement had thrived from thc 

mid s ixties to lale eighties. Initiall y two separate schools of thought and 

action contributed to bring this movement to the fore. The first school of 

thought led the birth contro l movement by MargaTel Sanger. Maric Stopes. 

and other pi oneers originated in the fi rst years of the 201
1'1 century. Thei r 

prime conccm was women's rights and empowerment , particularl y the right 

to avoid unwanted pregnanc ies. The second school of thought led the 

population control movement. It was fraught with worry about the rapidl y 

growing numbers of peoplc in the then Wes tern Europe and the problem o r 

stagnating agricultural production (S inding 2007: 1-2 in (cds.) Robinson and 

Ross, 2007). This school of thought had its origins in the late 18'" century 

British soc ia l philosophy widely known through the wri tings of Thomas 

Mallhus. 

After the World War II , neo-Ma lthusian view holding concern on the 

imbalances betwecn rapid population gro\vth and othel' resources including 

food suppl y had dominated in 19505 Hnd 60s. Neo- Malthusians wcre 

concern cd about the potcnt ia lity or political instability rrom POVC I1 Y and 

dep ri vation induced by rapid population growth (S inding 2007: 2 in (cds.) 

Robinson and Ross, 2007). As a resu lt . populati on fi eld had mobili zed and 

promoted publi c support in ravour of birth contro l, development of better 

contraceptive technologies, and famil y planning programme. Birth control 

movement pioneers in the initial yea rs had fear that population contro l 
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movement would lead the government to impose restrictions on individual 

reproduct ive freedom. Later on voluntary contraception was the common 

ground that had brought convergence between the birth control movement 

and popula tion control mOvement. This convergence between the two 

groups has not always been smooth . Ini tia ll y the population activists aimed 

at modest and incrementa l gains (Si nding 2007: 2 in (eds.) Robinson and 

Ross, 2007). The resollll ions passed by the intergovemmenlHl bodies of the 

L: gradually contributed in legitimizing family plann ing find mobi lit.cd 

govcmment support in provisioning fami ly planning services (Fi nkle and 

Mcintosh 2002: 11 - 12). 

In the wake of neo-Malthusian VICW, many developing countries were 

convinced that their bi rth ratc and population growth rates were too high and 

would be a threat for the development. Thus. these countries had graduall y 

started implement ing voluntary fami ly planning programme since 1960s 

along with efforts to increase education and hea lth faci lity. However, until 

1970s success of fam ily planning with respect to increasing demand for 

contraception and reduci ng fertility was limited (Bollgaarts and Sinding 

2009: 35). 

Intcmational populati on conferences over thc decades have given impcllls to 

the subsequent national and international popu lation policies and 

programmes. These conferences were heavil y influenced by the ideology of 

the different power blocks at that time. The World Population Confere nces 

in the initial decades were of different nature. The firs t World Population 

Conference was held in 1954 in Rome and the second onc in 1964 in 
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Belgrade organ ized by the Uni ted ations In collaboration with the 

Intemational Union for Scientific Study of Population (JUSSP) primarily to 

discuss and share scientific ideas on population along with some general 

problems regardi ng population. These conferences did no t pursue population 

policies. Participants of these conferences were the experts in the relevant 

field . Their opinions did not intend to represent the position of their country 

(Fi nkle and Mcintosh 2002 : 12). 

However. public concern for rapid population gTO\\ th had been growing in 

Sri Lanka. Egypt, India and Pakistan in the sixties. AI the onset of seventies. 

rapid population growth became a concern for many countries. The United 

States of America (USA) had renounced its earlier position about population 

assistance and committed its fore ign aid for population control. However, at 

the same time United States had shmnk its development aid. As wi th the 

change in the position of USA, United Nations had also committed itself [Q 

the cause of rapid population growth . With the ass istance of United States. 

United Na tions had sought to create a UN body for popula tion activ ities. 

Thus, United Na tions Fund ror Population Activities (UNF PA ) was created 

in 1967 which was renamed later as United Nations Population Fund 

(UNFPA). UN position on population growth had a lso caused change in 

the rocus of the succeeding world population conferences hcld in the 70s. 

80s and 90s. These conferences had shiftcd their foclls frol11 scient ific 

inquiry to popUlation policy. Thus. subsequcn t population conferences held 

by the UN were very less reprcscnted by the population scientists. 

Govcm mcnt offic ials and political lcadcrs, civi l society mcmbers selected 
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by the respective governments held the most prominent positi ons in these 

conferences (Finkle and Mcintosh 2002 : 12). 

The World Population Conference he ld in 1974 at thc backdrop o f a political 

si tllation which was supportive of seeking governmental intervention for 

curbing population growth In the developing countries. Northern 

governments went to the World Populat ion conference in Bucharest in 1974 

with the proposi tion that family planning should be the primary means to 

achieve population control . A group of western powers including the United 

States of America, the United Kingdom. Canada and Germany were of the 

opinion that rapid population growth was a maj or hindrance in the way to 

development. Population contro l had been thought of as a panacea to all 

socia-economic problems. Thus, they had considered Bucharest conference 

as a platfoml for building commitments of the government and international 

agencies to fos ter population and famil y planning programmes (Finkle and 

Crane 1975). Their po licy recommendations were direc ted towards 

integrating populat ion po licy with development planning through 

introducing population component into various programmes and projects in 

the development sec tors. 

However. third world count ries' demand in the conference was in sharp 

COntrast wi th the positi on taken by the USA and its allies. They had strongly 

opposed the bas ic premise of the plan that rapid populati on growth was a 

major cause of underdevelopment rather than its consequences. They 

claimed that onl y major economic concessIons could contribute in the 

development of the third world and population problems were considered as 
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a consequence of underdevelopment. It was argued that lessening of 

population pressures wou ld not automatically solve socia-economic and 

environmental problems. They sought New International Economic order to 

foste r development USA with its alli es was not prepared for this serious 

opposition from the Third World community backed by the Socialis t nations 

(Finkle and Cranc 1975; Finkle and Mc in tosh 2002). 

The developing countri es had pushed two agendas in the final Pl an of 

Action agreed to in Bucharest, that their mai n objective was development. 

not population control and that they would not concede their sovereignty to 

a coordinated global plan for population control as designed by the western 

rich industrialized countries (Finkle Mcintosh 2002: 14) . However. the 

World Population Conference in Bucharcst in August 1974, at last rc­

conciliated the c laims of both s ides by asserting that population policies and 

programmes must work within the context of development and thut 

population growth and dcvelopmcnt arc integrated. 

Ideological conOicts in the Bucharest had been expla ined by Finke and 

Crane ( 1975) as a perceivcd threat on their sovereignty by the developing 

countries. T he devcloping cOllntries had seen thc roo ts o f the g lobal 

population control movement in the cugenics movement. Hence, these 

countries were under the impress ion that the global plan was aimed at 

reducing their population growth. Howevcr, at the same time these countries 

did not underscore the need of controlling popu lation growth rate. In the 

successive years the cou ntri es had developed their popUlation policies Hnd 

strategies and programmes to link demographic issues with deve lopment. 
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They had devoted mllch more recourses to the family planning programme 

than to health programme. Finally. tcn years after the Bucharest conference, 

these developing cou ntries had held a different posi tion with regard to 

population control (Fi nkle and Mcintosh 2002: 14). 

Population conference held in Mexico City in 1984 had a different 

experience than that of the conference held in Bucharest in 1974. USA made 

a sharp turn with regard to their stand on population and development in the 

conference held in 1984. It had been asserted by them that population 

growth itself was a neutral phenomenon. They prescribed that developing 

countries should minimize their interference in their econom ies for 

promoting economic growth and thereby reduce fertility. However, many 

delegates of the developing countries found that assertions by the USA were 

made more on political considerations than by genuine interest in the 

demographic substance of the conference. Neverthe less, developing 

countries were more interested in the objecti ves o f the conference. Finally 

recommendat ions of conference in Mexico Ci ty strongly endorsed that the 

governmcnt should urgen tl y make family planning services universally 

available. This declaration and recommendations were regarded as major 

achievemcnt for the UN and internat ional population network (Fi nkle and 

Crane 1985). 

By the 19805, fami ly planning activities expanded th roughout the wo rld. 

Contraceptives were made widely avai lable. Significant decline in fertility 

was observed across the developing countries; fr0111 more than six during 

1960-65 to fewer than four per woman during 1985-90. It has been c laimed 
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that fertility decline that had occurred in the developing countries over a 

s ingle generat ion had taken around a century to occur in the present 

industri alized countries. Remarkabl e programme success had been recorded 

in the East Asian countries in J 9605 and was followed by successes in other 

developing countries in 19805, Despite this dec line in fert ility level. Asia. 

Africa and Latin America were challenged with large increase in population 

because IOlal fertil ity rale was significantly higher than the replacement 

level needed fOl' population stabilization and also because of the e ffect of 

population momentum (Bong •• rt s and Sinding 2009: 40; Sinding 2007: 1-2 

in (eds.) Robinson and Ross, 2007). 

However, population programmes has been facing new challenges by 

nineties at the backdrop of changes in the global policy environment on 

iss lics of health, population and development. 

3.2 Legacy of FP-MCH Programme in Bangladesh 

Family planning programme in Bangladesh was initiated in the early 1950s, 

much before Bangladesh became an independent state in 197 1. Initially it 

was confined to the voluntary eff0l1s of some soc ial and health professional s 

in 1953 who eventually facilitated establ ishmcnt of the fi rst chapter of the 

International Pl anned Parenthood Fcderati on ( IPPP) in the fonnal name of 

Bangladesh P,-lmi1y Planning Associat ion. The Association primarily aimed 

to advocate ramil y planning as a basic human right and moti v<-1 te peoplc 

towards smallcr families. The programme was based in the urban areas and 

contraceptive di stribution held basicall y through the hospitals and clinics. 
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The programme received onl y modest suppon from the government (Rob 

and Cernad. 1992: 53-64). 

Family planning turned into a government sec tor programme through 

lau nching it as part of the Third Five Year Plan ( 1965-70) by the erstwhile 

government of Pakis tan in 1965. Thus, a national family planning 

programme was adop ted in 1965. Eas t Pakistan Famil y Planning Board was 

estab lished having a field structu re up to vi llage level. T he Provincial Board 

was placed unde r a si milar central level body which was cha ired by a Family 

Planning Commissioner (Rob and Cernada 1992 : 53-64). The Fami ly 

Planning Board was independellt of health service. Thus. the fami ly 

planning programme orig inated as a lin i-purpose programme ;n mid 19605. 

The programme did not have any full-time field workers. Programme 

managers were e mployed for managing and implementing famil y planning 

programme. T raditional mid·wives were recruited, one for every two 

villages, on a part time basis. The programl11e had little e ffect on 

contracepti ve practice and fet1ility. Less than ten percent elig ible couples 

wcrc using contracepti on in 1969 (World Bank 2005a: 7; World Bank 1985: 

5). Thus, fami ly planning programme that the country had inherited was 

largely clinic·based isolated bi rth control programmes. 

The country had inherited an urban cendtered and curative services oriented 

health care syste m. Health facilities were very inadequate in tenllS of both 

quantity and quality. There were onl y 150 rural health centers. Most of these 

were again inadequately manned and equipped. There was severe shortage 
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of all ca tegorics of health care providers. Only about 7.000 doctors, 700 

nurses, 250 midwives and 275 Lady Health Vis itors were available in the 

health services. Over 75 percent o f these doctors were also work ing in the 

urban areas. Same was true abou t the para-medical and auxi liary forces 

(GoB 1973 : 498-50 I). 

In absence of any organized system of health data at that lime, health 

indicators could not be estimated wi th precision rather they were roughly 

est imated on the basis of variolls sou rces. Life expectancy at birth was only 

47 years. Death rate of chi ldren under 5 years was estimated at 260 per 

1,000 child ren. This very high death rate among children under fi ve years 

had been largely due to communicable di seases i.e., diarrhea. diphtheria. 

tetanus, whooping cough, measles, tuberculosis, malaria. scabies, worm 

infections, bacterial and viral infections etc. Maternal mortality rate was 

roughly estimated at 30 per 1000 births. Crude birth rate and death rate as 

es timated from various sources were 47 and 17 per thousli lld respectively. 

and hence, popu lation growth rate in the country had been one of the highest 

at that time (GoB 1973: 498-501). 

At this backdrop immediately after the independence of thc country. 

govern ment s trongly felt the necessity of strengt hening health and 

population programmme of the country and took it as OIl C of the priority 

intervention arcas (World Bank 2005a: 7). 

3.3 Policy Framework in the FP-MCH Regime 

Polic ies in the fami ly planning and materna l child health based regime arc 

discussed under the successive fi ve year plans from the independence of the 
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country up to fourth five year plan. Five year plans were the chief policy 

documents of the family planning-maternal child health programmes. 

Population pol icy adopted in 1976 was the only policy document outsidc of 

thc fivc year pl"ns. In the sections below, from the first (1973-78) to the 

fourth five year plan (1995-97) covering the period from 1973 to 1997' and 

population policy, 1976, arc analYl.cd as policy documents in the f P-MCH 

based regime. 

3.3. 1 Policy Fra mework in the Firsl Five Year Plan 

Thc First Five Year Plan (1973-78) fonnulatcd undcr the leadcrship of 

Ballgabandllll Sheikh Mujibur Rahman was the first policy document for 

population and health of independent Bangladesh. Planmng Commission at 

the outset had sought ass istance of World Bank as the coord inator of the 

Bangladesh consortium for economic aid, for policy ideas and inputs for 

population programme ac ti vities and" populalion project 10 support the 

activities (World Bank : 1979: 75). 

Integration among variolls health services had been the philosophy of the 

plan . Community based primary health care was the prime focus of the plan , 

Communicable diseases constituting the major health problems of the 

country the plan had shifted from curative health care to preventive health 

eare and gave utmost imporlance in the increasing the number of health 

facilities <lnd service providers at the primary level. It had prescribed for 

phased IIltegration of all un i-purpose projects concerned with communicable 

diseases (Malaria, Cholera. Small Pox, and Tuberculosis etc) to reduce 

I Fourth t~ IVC Ycur I)t:m (1990-95) wus ex tended up to 1997. 

Dhaka University Institutional Repository



72 

duplication, expenditure and ensure efficient utilization of manpower (GoB 

1973: 506). 

h had envisaged a network of prImary health infrastrucnlrc through 

establ ishing rhalla heahh complex (subsequently known as Thalia I-I cahh 

Complex or Upa:ila Health Complex) at the ,halla level (sub-district level) 

for each ,hal/a and Union health centers (subsequentl y known as Fami ly 

Welfare Centers and Union Health and Famil y Welfare Centers) at IIn ioll 

level (at the village level) for each uni on (GoB 1973: 507). It had sought 

integration between health and family planning at the Thana Health 

Complex under the leadership of Thalia Health Administrator (GoB 1973: 

504). 

The first fi ve year plan had made a groundbreaking contribution by founding 

the community based integrated health and famil y planning programme. The 

plan had proposed for creating a team of one male and one female 

multipurpose fi eld workers for domiciliary services (GoB 1973: 541). For 

increasing the availability of preventive health services in rural areas, it had 

emphasized on developing the paramedical and auxiliary forces and 

proposed for creation of a new category of paraprofessional Lc., M edica l 

Assistants (GoB 1973: 520). 

It had also laid the foundation of broad-based multiscctoral family pl anning 

programme and multiscctofal Infonnation Education Communication (IEC) 

based family planning programme. 
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The importance of reduction in child mortality had been recognized by the 

plan in the context of achieving the goal of population programme. Thus. 

materna l health was not perceived important for pursuing the goal of fertility 

reduction . It had proposed fo r establishing matemal and child health (MCH) 

unit at each THe (sub-district level) and FWC at the union level rather than 

es tablishing isolated MeH as was established by the Pakiswn government 

before independence. Thus, wi th the establishment of health complexes in 

all the ,full/as and health centers at each union. a network of MCH unit 

would be made available throughout the rural Bangladesh. MeH unit at the 

union health centers wou ld be under Famil y Welfare Visitors who would 

provide MCH and family planning services. For MCH care in urban areas 

the plan had proposed for establishing Maternal and Child Health Welfare 

Centers (MCWCs) attached to each sub-division and district hospital s (GoB 

1973: 514) . Despite envisioning of MCH services as part of the mainstream 

health services the plan had neither defined the content of Me l-! programme 

nor had indicated any strategy for MCH progr3ll'lmc. 

The first plan made the stal1 of a comprehensive national effort towards 

curbing fertility in confollllity with the international population programmc 

activities at that time. Population growth had been perceived as the most 

important threat for sustainable development of the country. Thus. 

govenll11ent had taken the route of population control through strong fami ly 

planning programme as a pre-requisite for sustainable devclopmcnt of the 

country. Thc plan had urged that "no civi lit.ed measure would be too drastic 

to keep the populati on of the country 011 the smaller side of fifteen crOfe 
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(150 million) for sheer ecologica l viability of the nation". The plan felt the 

urgency of fertility decline in the country and set a target of reducing the 

population growth from 3 percent to 2.8 percent by 1978 with a goal of 

fertility reduction to the replacement level by the end of the centu ry (GoB 

1973: 54 1). An intensive domiciliary service delivery for supplying 

contracepti ve to married women of reproductive age along with massive 

educational and motivation campaign had been perceived as the most 

effective means to achieve its demographic goal. It had ca lled for adequate 

role by the min istries in population activities those maintained wider public 

contact li ke, Ministry of Rural Development. Agricu lture. Education. 

Labour, Socia l Welfare, and Information and Broadcasting (GoB 1973: 

539), Various social and legal measures for promoting smaller fami ly norlll 

were suggested including raising legal age of marriage (GoB 1973: 545). 

Even though voluntary acceptance of contracepti ve methods on the basis of 

infonned consent was proposed by the plan it at the samc lime had 

recommended a targct and incenti ve based family planning programme 

(GoB 1973: 543). It had approved of giving actual convey"nee cost to the 

stcrili za tion acceptors (GoB 1973: 544) . 

The plan had created the platfoml fo r making menstrual regulation (M R) 

services avai labl e in the country. It had emphasized on the urgency of 

incorporating aborti on into the famil y planning programme in a way so thill 

it gets soc ial acceptabi lity and had urged for making avenue to allow 

ab0l1ioil to play it s role in controlling the population growth (GoB, 1973 : 
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539; 545). However, the plan did not recognize the role of abortion services 

in promotion of maternal health. 

The plan had envisioned a population policy and a ational Population 

Council chaired by the Prime Minister to fannulate population policy. 

cverthcless. the plan whi le had recogni zed the need of a population policy, 

it did not envision a health policy fo r developing hea lth system of the 

country. It had also proposed for creating a cen tral Population Planning 

Division to coordi nate the multi-seetonll population programme. 

3.3.1. 1 First Popu l:lfion Po li cy of Bangladesh during the Firsl Five Year Plan 

Govcl11ment had approved a national population policy in 1976. The 

population policy o f 1976 had echoed the policies adopted in the firs t five 

year plan (GoB 1976). Population growth reduction was the main objective 

of the policy. It had only focused on the fertility component of population 

process ignoring other aspects imp0l'tant for population policy, i.e. , 

migration, urbanization ctc. However, other important determinants of 

fertility i.e., employment. education, improved health, reduction of maternal 

and child J110nality had been recognized by the policy. The policy had 

recognized the need to make improvement in child survival as a prerequisite 

for altering high ferti lity behaviour. In other ways. child sUlvival was 

perceived as a means to the ultimate goal of fertility reduction. Thus, 

maternal health was not conceived as a prerequisite for affecting the fertility 

behavior and the reason for pursuing maternal hea lth within M CH got 

dimini shed. 
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The policy in line with the first fi ve yea r plan gave clear d irection for 

shin ing away from the erstwhile isolated c linic-based binh control 

programme to a community based integrated fam ily planning programme. 

The pol icy had strongly recommended an incenti ve based family planning 

programme. It had recommended incenti ve fo r cl ients, communities and 

fi eld workers. 

It had urged the necess ity of making population control and famil y planning 

programme an integral pan of social mobil i.latio l1 and nat ional 

developmental cffons and therefore, recolllmended for: further expansion 

and strengthening of multi-sectoral approach, FP-MC H service de livery in 

rural areas, In formation Education and Communication ( lEe) acti vities. and 

community involvement for developing social approva l for the fa mily 

planning programme. 

Recognizing the acute shortage of doctors and admini strators in the 

directorate of fami ly plann ing, the population policy suggested some 

measures i,e" deputation of doctors frol11 the health directoratc; introduction 

of spccial fi eld a ll owance; making service in rura l ,"allas for famil y 

plann ing programme compulsory for all fresh medical g raduate for two 

years a ftcr graduation; and increasing sa laries and frin ge bencfits fo r 

attracting more qualified personncl in Ihc directorate of famil y planning. 

On issue of abortion the po licy had stated that "the law on abortion would be 

liberali zed on medica l grounds", Conscquclltl y, Medical Tennmation of 

Pregnancy (MTP) by a qualified medical practitioner within 12 weeks o f 
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pregnancy was dec lared pemlissible under the policy provided the woman 

with the consent of her husband or in absence of her husband her legal 

guardian voluntarily submits for MTP for socia-economic or medical 

reasons. Thus, the policy had paved the way for making MR services widely 

"vailable in the health faci lities. 

3.3.1.2 Policy Fra mework v i s-~I -vis Implementation Scenario of the 

Firs t Five Ycar Plan 

The first population and family health project was fomlu latcd to implement 

the relevant ac tivi ties in the plan , The World Bank with six bilateral 

agencies i.e., Australia, Canada, Gemlany. 'orway. Sweden and the United 

Kingdom co-fi nanced the first populati on and family health project. USAID 

and UNFPA had signed their own agreements wi th the government due 

difference in opinion on issue of leadership and design of programme. Total 

cost of the project was USS 45 .7 million (World Bank t985: 15). 

Government ' s contribution to the project was only 10 percent (World Bank 

2005c: 9). World Bank for the first time in its history co- financed such 

socia l sector project and the populati on issue was also new to the World 

Bank (World Bank 1979: 75 : Buse and Gwin 1998: 665-669 ). 

Major proj ect expense were made for creating health infrastructure for 

service delivery; training fi cld workers; increasing the number of the fi eld 

workers; establishing pilot schcmes for int roduc ing fami ly life education 

into the activities of fi ve minis tries; introducing women's voca tional 

tra ining; st rengthening the capacity of the mass media to incorporate 
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population topics: and build ing research and evaluation capabilities (World 

Bank 1989: V). 

There were 150 Rural Health Centers when first five year plan was 

launched. A total of 290 THCs (including 150 converted Rura l Health 

Centers wi th 3800 beds) were madc func tional by 1980 aga inst the target of 

356 THCs with 11036 bcd. Howevcr, majori ty of the THCs required fu rther 

construc tion and development to tu rn them into rull Ocdgcd T HCs. Physical 

work of only 48 union level sub-centers could be completed against the 

targe t of 1068 sub-cente rs. A lotal of 1275 erstwhil e rura l dispensaries were 

nationalized by the governmen t and were partiall y fun ctioning as sub-

ccnters (later namcd as FWC) at the union level (GoB 1980: XVIII ). 

It was very encouraglllg to note that government had moved towards 

implementing almost all the acti vi ti es proposed by the plan. However, the 

degree of completeness and sliccess of these ac tivi ti es vari ed (World Bank 

1979: 6). The implementation of the first fi ve year plan had experienced a 

coupl e of changes in the govern l11 cnt2 in the middle of its implementat ion 

fo llowcd by the assassination of BOlIgobolldl1ll Sheikh Muj ibur Rahman. thc 

President of Bangladesh in August. 1975 . It is worth ment ioning that, 

subsequcnt changes in the govcl11mcnt with in a short span of timc had not 

After the assaSSlnutlon of Ballga/)ul/{JlIII Sheikh MUJ lbur Rahman. Khandakar 
Moslaquc Ahmed by <l Proclamation Issued on the 20th of Augu st 1975 became the 
President of Bangladesh with effect from IS lh August 1975. I iJs prcsidcncy contlllued 
un til the gill November, 1975, when he handed ovc:r the ornee of the Pre~ident 10 Just ice 
Abu Sadat Muhamm .. d S .. yem who .. Iso assumed the powers of the Chief Martwl Law 
Adlmmlslrator. However. on the 2 1j1 of April 1977 Justice Saycm resigned from the 
office of President a fter <lppoll1ling M:lJor General Zlaur Ra hman as the l)rcsl(\cnl 
(Khan. B. U., and Supan, M. B.o 2002) . 
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affected implementation of health and family planning programme in 

accordance with the plan. There had not been any fundamental change in the 

policy or programme focus in the followin g years by the successive 

governments . Formulation of population policy was envisaged by the first 

five year plan under the leadership of the President BallgaballdJllI Sheikh 

Mujibur Rahman, and it was fomlUlatcd 111 1976 under the Pres idency of 

Justice Abu Sadot Mohammad Saycm. Further. creatioll of the grassrOOl 

level health and family planning workforce, lEe activi ties, multisectoral 

programmes, provisioning MR services, involvement of NGOs etc. were 

carried through by the success ive government of President Ziaur Rahman 

with full political support and commitment. However. at the implementation 

stage of the plan, a landmark shift had taken place in the programme 

stnlcturc outside the proposal of the plan . 

Even though the philosophy of the plan had been to integrate all health 

serviccs, goveml11cn l in 1975. wit h the innucncc of international policy 

block dominated by USAID favouring a vertical family planning 

programme had established a separate divis ion fo r population programmc 

activities within the MoHPC (World Blink 1979 : 6; World Bank 1986: 75). 

Accordingly Population Control and Family Planning Division was crea ted 

and family planning programme was brought under the newly fon11ed 

division (World Ba nk 1979: 6; MoHFW 1996: 40). The external agencies 

had pre ferred a separate famil y planning divis ion because a vertical 

programl11e deemed more erficient for concerted effort for fertility 

reduction . A segregated structure for family planning was al so preferred by 
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the donors because that would allow segregated fund for family planning 

(Muhmud 2004 : 4085). 

Shortly after establishing a separate division orfami ly planning. government 

had realized the weakness of a vertical strucrure for fam ily planning and 

thus , fc lt the necessity of establishing a link between family planning and 

maternal and child health . In the mid-seventies govcl11l11cnt reverted on its 

earlier premise that, for fertility reduction. effecti ve control of infant and 

child mortality is a precondition . Thus. the basic premise of integrating 

MCH with family planning was to give attention to child survival as a 

means to fertili ty reduction. Accordi ngly M CH services were brought under 

the Population Planning Division (Worl d Bank 1979: 6). As wi th the 

transfer of MCH serviccst Population Planning Division was renamed as the 

Population Control and Family Planning Division (PCFPD). The ministry 

was again renamed as MinistTY of Health and Popul ati on Control (MoHPC). 

Through th is transfer of MCH services under the peFrO government 

clai med to have retained the integration of health and famil y planning. Since 

then fam il y planning programme in BHngladesh has moved from a uni­

purpose programme into a FP-MCH programme. pe FPO W(lS headed by an 

addit iona l secretary (World Bank 1986: 8). 

FP-MCH unit was establ ished within the THCs and the then famil y planning 

clinics got merged wi th FP-MCH units. FP-MCH unit was headed by a 

medical officer and ass isted with two FWVs (World Ba nk 1979: 27). Job 

descriptions of FWAs and FWVs got wider to include basic MCH services 

at the primary level. However, problems arose from sharing of common 
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physical fac il ity between health and PCFPD at the THCs and recruiting 

medical officers for PCFPD (World Bank 1989: 8). The National Population 

Council (N PC) chaired by the head of the government was established as 

proposed by the firs, five year plan. 

Given the position of the first five year plan with respect to abol1ion , 

government cautiollsly initiated menstrual regul ation (M R) service in 1974 

ill selected urban clini cs. Even though objective of this sen.·icc was primarily 

"birth control ' as had been conceived in the plan document, however, in 

practice it W(JS not only regarded as a family plan ning method for fert ility 

reduction but also as a back-up service for contraceptive fai lure (Piel-Pelon 

1997: 2; 14). Wi ll ful termination of pregnancy has always been a very 

sensi tive and controversial issue. Bangladesh had successfully avoided this 

controversy. Abortion in Bangladesh is governed by 'he Penal Code of 1860 

where abort ion is clearly illegal except to save the life of mother. Rather 

than challcnging this law and making ab0l1ioil universally legal government 

had permilted to provide lirst trimester MR by declaring MR as an "interim 

method of cstablishing non-pregnancy for a women at the risk of bcing 

pregnant", Thus, MR had been effecti vely brought out of the purview of the 

I'enal Code (Pie,- Pelon 1997: 2; 14). Government under thc Icadcrship of 

President Zil:lur Rahman had included MR in the national fam il y planning 

programme through issuing a circular in 1979, Si nce then MR services were 

made availab le in all govcrnment and health and fami ly plan ning complexes 

(Piet-Pelon 1997: 2). 
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First five year plan was marked by founding broad· based l11ultiscctoral 

famil y planning programme and multi sectoral lEe activities to influence the 

fertility behaviour of people. Thus, the First Population Project incorporated 

several multisectoral components and had a complex design. The Ministry 

of Hea hh and Population control was responsible for the major components 

of the project. Ministry of Local Government, Rura l Development and 

Cooperatives. Ministry of Labor and Social Welfare. Ministry of 

Agriculture, Ministry of Education, Ministry of Infomlation and 

Broadcasting were conducting population and family life education unci 

infonnation programmes for spreading contraceptive knowledge (World 

Bank 2005a: 8). Each of these ministries had a population cell and assigned 

a population programme officer and fie ld staff to implement systematic 

popu lation communication progarmmes (World Bank J 979: 9). These 

mini stries also implemented other activities like income generation for 

women, because increasing the status of women was considered 

instrumental in reducing fel1ility (World Bank 2005.: 8). 

lEe programme got a g reat deal of attention during 1975-79. It got its 

ins titutional base through the es tablishment of the Infonnation, Education 

and Motivation ( I EM) Unit in 1975. I EM was assigned wi th planning, 

di recting and executing I EC activities. Populat ion communication 

programmes made intensive usc of va rious media like radio. television, films 

and printed materials in the late sevent ies (GoB 1980: V II -30). NGOs were 

encouraged to pal1icipatc in the cOlllmunica tion activities on FP. 

Involvement of multi-sec toral ministries in the areas of population 
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communication was a milestone In the family planning programme of 

Bangladesh. 

In the late seventies there had been a number of crucial additions in the 

primary level service providers like FWAs, MAs and FWVs. Launching of 

outreach family planning programme through wide scale recruitment of 

grass-root level female family planni ng workers, i.e., Family Welfare 

Assistant (FW As) has bccn a landmark for Bangladesh family planning 

programme in 1978 during President Ziaur Rahman's regime. This outreach 

service cadre was created at the back drop of the restric ted mobility of I1Imi 

women that had prevented them from seeking health and famil y planning 

services even from outreach health centers (Bazle and Phillips 1996: 98-

106). FWAs had been considered as the change agents in the remotc villages 

where FWAs were the only contacts for family planning for many women 

(Kamal 1994: 59). 

A new category of paramedical staff of hcalth division i.e .. Medical 

Assistants (MAs) was created in 1976 in accordance wi th the plan (World 

Bank 1979: 30). Provision of another critical workforcc i.e., FWV for FP­

Me l l had been made in the late seventies (BHW 2008: 53). A cadre of 

village doctors titled Palli Cllikitslwks was also introduced in 1978 (GoB 

1980: XVII-3). 

As part of the global public health strategy to reduce rnatemul mortality by 

World Health Organization and other agencies of the United Nations, 

Traditional Birth Attendant (TBA) training program was initiated by the 
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govern ment 111 the late seventies to provide at leas t one TBA for each 

village. (Nasreen and er. al. 2007: ). TBA tra ining programme had been 

in ilialed by WHO outside Ihe plan . 

3.3. 1.3 The First-Five Year Plan: FP-MCH Polic)' and Programme 

Issues, Gaps. and C ha llenges 

Shi n in the policy framework frOIll facility based curative health programme 

to community based preventi ve hea lth programme had facilitat ed in shifting 

health sectors resources to rural areas and reorientation of health providers 

towards community based preventive health care. 

The hea lth facilities and manpower had increased during the plan peri od 

even though it was far from achieving its target. However, availability of 

minimum health services remained far away for the majority rural people. 

While production o f phys icians reached near the target, only ten percent of 

Ihe 101.18,500 doclors were ava ilable in Ihe rural areas (GoB 1980: XV II -6). 

Unavailability of doctors and nurses at the THCs had aggravated largely 

because of the reluctance of the doctors to serve in the rural areas and 

emigration of doctors and nurses outside the country (World Bank 1989: I 0). 

Most of the primary level health faciliti es were underuti li zed and had been 

refl ecti ve of poor quality of services. In THCs bed utili7ation was on ly 30 

percent whereas it was more than 100 percent in the urban areas (GoB 1980: 

XV II -6). Shortage o f essenlial drugs and high cost of drugs for primary 

health care had been a maj or concern even though they were supposed to be 

free (Reich 1994: 13 1). Another important reason for underutili zation of 
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services at the primary level was absence of a referral system (Osman 2004: 

30 1). 

The programme did not expect to show noticeable change in the Outcome 

indicators for FP· MCH programme Le., fertility, maternal mortality and 

in fant mortality as because health or famil y planning programme needs to be 

viewed in long time fram e. The ClUde Birth Rate (CBR) in Bangladesh was 

43.25 and crude death rate was 16.75. In fant mOl1ality rate was 150 per 

thousand live births and child mortality ( 1-4 years) rate was 229 per 

thousand children. Malcmal l110 11ality rate was estimated at 30 per 1000 live 

births and accounted for 27 percent of all deaths of female agcd 15 to 45 

years. Life expectancy was only 47 years on an average (GoB 1980: XV II-

6). Bangladesh Fertility Survey. 1975 registered a TFR of 6.5 for the period 

197 1-75 (NIPORT and c/. al. 2009: 50). 

Major programme achievement of thi s period was the marked increase in the 

knowledge of contraceptive and increase in the Contracepti ve Prevalence 

Rate (CPR). CPR had been reported 7.7 percent by Bangladesh Fertility 

Survey, 1975. and 19. 1 percent by Contracepti ve Prevalence Survey 1983 

(M itra and et. al. 1994: 45). This achievement was possib le largely because 

of making wider availability of and accessibility to contraceptives through 

domiciliary famil y planning force, and demand creation through massive 

lEe programme, and the J11ultiscctoral proj ects ( World Bank 1979: 6; Kamal 

1994: 59-65). 
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The plan had envisioned integra tion of MCH and mainstream health 

faci lities at the outset, however did not have any programme approach to 

increase ava ilab il ity of MCH services(GoB 1980: XVII -19). Nutrit ional 

status of the vulnerable population particularl y mothers and ch ildren even 

deterioratcd (GoB 1980: XVll -7). 

Field workers' perfonnance was much less than sa tisfactory in absence of 

technical supcrvision and logistics support (World Bank 1979: 14). Even 

though lEe was successful in setting off social movement in favour of 

smaller fam ily norm, it was observed that most lEe activities focused onl y 

on motivating people towards building smaller families and achieving social 

approval for family planning programme activities. It was nOt designed 10 

influencing health behavior and health care seeking practice (World Bank 

1986: 25). 

Multi-sectoral approach was not considered viable by the audit of the World 

Bank. Audit was not convinced with the institutional or tcchnical rationale 

of the multi-sectoral approach. It was opined by thc audit of the World Bank 

that instcad of having different types of scattered activ ities all ovcr the 

country. fcw selected pilot schemes in selected regions wou ld provide morc 

feedback and wou ld bc morc replicable (World Bank 1986: 20). 

3.3.2 Policy Framework in Ihe Second Five YC:lr Phlll 

Before the second five ycar plan for 1980-85 government had decided for an 

interim two year plan for 1978-80. The two year plun formulated mainl y to 

achieve objecti ves those were left incomplete at the end of the first fi ve year 

plan. Hence, it was a continuation of the first flvc year plan and during th is 
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period unfinished activities under the first population and health project 

were completed (GoB 1980: XV III-5; World Bank 1989: IV). 

The second five year plan (1980-85) was fonnulated by the regime of 

President Ziaur Rahman . The second plan was conceived at the back drop of 

the land mark WHO Declaration of Alma Ala, in the Interna tional 

Conference on Primary Il calth Care in 1978. The declaration had considered 

primary hea lth care as the key to achieving ' health for all by 2000' . The 

theme of primary care as the global st rategy had reinforced the country 

planners ' attention to preventive care at the primary level. Concept of 

primary health care had been conceived by the plan documents both in terms 

of primary tier for health services delivery as we ll as the most important 

health services to be offered at the primary lier. The second fi ve year plan 

had adopted primary hea lth care as the nucleus of the health care system 

provid ing preventive services and treatment for common diseases from 

village to ,h(llla level (sub-dist rict Icvel), Thus, primary health care was 

about the basic health services deli vered at the primary ti er of health system. 

The plan envisioned a hea lth system 31Tanged in four layers i,e., primary 

hea lth care, secondary hea lth care, tCl1iary health care, and specialized health 

care , Primary health carc was planned to be de livered th rough: i) domici liary 

integrated health and fa mily planning services provided by the health and 

famil y planning field workers, i,e, HAs and FWAs; ii ) FWCs at the union 

level; and iii) Health Complexes at the thalia level (Go B 1980: XV II - I 0) . 
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This four layer health care system was planned to be estab lished on a 

regionalized health care (GoB 1980: XVII-I 0). Thus, referral system which 

was virtually absent at that lime had received attention in the context of four 

lier public health system envisioned by the plan. 

The second rive year plan had recognized population growth as the 'number 

one problem' of the country and ca lled for strong polit ical commitment for 

population control programme. Population programme activities got 

intensified in eighties like many other developing countries. The plan had 

followed the approach and pathways of thc population policy, 1976, for 

developing the fam ily planning programme and pursuing fCI1ility reduction. 

The plan wi th the objecti ve of reducing population growth at an accelerated 

rate had fe-fixed the earlier demographic target. It had fe-fixed the 

demographic goal of reaching Net Reproduction Rate (NRR) I by 1990. 

With this challenging demographic- target in view, the plan accordingly sct 

its target or reducing TFR rrom 5.85 to 4. 1 by 1985 and rcducing CBR from 

43 per 1000 in 1980 to 32 pcr 1000 by 1985. This target would requ irc an 

increase in the CPR from 14 perccntto 38 percent (GoB 1980: XVII-3 1). 

MCH targets under the Second Five Year Plan were also equa ll y 

challenging. It was targeted to make a 20 percent reduction in the infant 

mortality rate from an estimated 125 per 1000 live births in 1980 to around 

100 in 1985 and 75 in 1990, and for a reduction in child mortality from 23 

per 1000 live bi l1hs in 1980 to 15 per 1000 live births in 1985 and II pcr 

1000 li ve bil1hs in 1990. It was assumed that 30 percent of children under 
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two years of age would be immuni zed against diphtheria. pertussis and 

tetanus (OPT) by 1985 and 55% by 1990 (World Bank 1985 : 6). 

However. while the plan had sct ambitious targets for MCH, it did not 

provide any guidel ine or any programme approach to be followed for MCH 

intervention. M CH package at the primary health were very ill defined to 

achieve the numeric MCH targets of the plan. MCH targets were not 

substantiated with appropriate interventions and thus, were not founded on 

genuine commitment. 

The plan had recogni7cd 1110 lnUl ritiol1 as a major health issue. It had 

proposed for setting appropriate mullisectoral nutrition programme guideline 

and conceivi ng public hea lth nutrition programme (GoB 19 0: XV ll- 19). 

To achieve the challenging demographic target the plan had worked Qut 

multidimensional strategies. As suggested by the population policy of 1976. 

the plan had recommended for raising legal age of marriage and prescribed 

and endorsed various social measures in line with the population policy of 

1976. In line with the population policy of 1976. MTP. by a qualified 

medica l practitioner withi n 12 wccks of pregnancy was declared permissibl e 

under the second fi ve year plan. fourther. the plan had recommended 

incenti ve for clients, communities and field workers in accordance with the 

populat ion policy (GoB 1980: XV ll-36-42). 

The second plan had strongly recomJ11ended further expansion and 

intensifica tion of lnuhiseCloral popu lation projects (women's cooperatives, 

voca ti onal train ing programmes, mothers' club etc.) despite the reservation 

Dhaka University Institutional Repository



90 

of audit report of the first population and fam ily hea lth project. Simil arly 

Multiscc toral l Ee had received ex te ns ive focus in the second five year p lnn 

(Go B 1980: XVII -34). 

Recording and reporting the vital events i.c., births. deaths, marriage by the 

grass root leve l workers got attention at the policy level. The plan had 

emphasized on regular reviews at all levels to ensure con tinuolls tracking of 

the programme progress (GoB 1980: XV II-36). 

T he second pJan in line with the first p lan had envis ioned integration of 

health and fam ily planning services (It the primary heailh care level under 

the management of the 7'lIClIlCl Health AdministratorS (THA s). Thana 

Family Planning Officer would be the principal aid 10 the T/w"{1 Health 

Administrator to implement health and family pJanning programme through 

effecti ve utili zation of the fi eld workforce (GoB 1980: XV II-36). 

Functional integnlti on was strong ly advocated by the plan to reduce worker· 

population ratio , ensure optimum use of all other inputs o f the programme 

and promote sterilization (GoB 1980: XV II -34). 

3.3.2. 1 The First Drug Policy ill Bangladesh 

Bangladesh led the world in es tab li shing an essential d rug po licy in ea rl y 

eighties by the new government formed undcr the leadership o f Pres ident 

Hossain Mohammad Ershad. The Bangladesh Drug Contro l O rdinance of 

1982 was issued upon the recommendations o f the Expert ommittee on 

Drugs. WHO 's concept of essential drugs was fo llowed by the po licy for the 

pharmaceuticals in Bangladcsh. The drug po licy basically aimed at 
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excluding all non essential drugs from Ihe market, promoting local 

manufac turer and restricting foreign firms. A list o f 150 essential drugs was 

created by the policy of which 45 were for primary health care (Reich 1994: 

132). Dr. Zafarullah Chaudhury is referred to as the architec t of the policy. 

It is to be mentioned that Dr. Zafarullah Chaudhury had been actively 

working for a national pharmaceuti cal policy s ince late seventies during the 

Pl'es idency of Ziaur Rahman but could not make it th rough because of 

res istance fro m di fferent comers (Reich 1994: 133). 

The drug policy of 1982 hud also recei ved severe res istance from home and 

abroad. Resistance primaril y came from the national and mult inational 

phamlaceuticai companies. Dominant ex ternal playe rs in the health and 

population sector like the United States o f America strongly opposed this 

policy along with West Germany, United Kingdom, and the Netherlands 

(Reich 1994: 133; World Bank 2005a: 10). 

Under the resistance some changes were brought in the policy withollt 

changing its main goal and strategy. Bas icall y the list of thc dmgs those 

were allowed had been changed to pemlit few banned items. The policy go t 

overwhelmi ng support from WHO and internationa l consumcrs group 

(Rcich 1994: 134) . Ignoring the res istance of such strong internati onal power 

blocks needed a lot of courage frolll the newly fo rmed governmcnt by the 

President Ershad . However. this positioning of the government has been 

anal yzed by some as a political strategy to fonn its domestic power base 

through creating alliance with some power blocks at the national level 

(Reich 1994: 133). 
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During formulati on o f the second nve year plan (1980-85) government had 

invi ted a ll the donors as technical advisors to work out programme strategy. 

Subsequently a follow On project that is the second population and health 

project was conceived to implement the programme activit ies of the second 

five yea r plan (Wodd B.nk 2005.: 8). The Second Hcalth and Population 

Project was primari ly based 011 the health and population programme 

priori ti es and strategies identified in the plan document (World Ban k 1979: 

21-23). 

Second fi ve yea r plan of the country during its ea rl y stage ofimplcmcntation 

had experienced changes in the government following the assass ination of 

the President Ziaur Rahman on 30lh May, 1980.3 However, health and famil y 

planning programme implementation in accordance with the plan was not 

a ffected and had received full political sup pa n from the subsequent 

governments. InitiO-tives taken by the preceding government for improved 

FP- MCH services and fertility reduction got full support from the highes t 

policy making level. Successive government fo rmed by Pres ident Ershad 

also upheld the spirit of thc popu lation pol icy 1976, in formulating and 

implement ing the national popu lfl tion programmc as was done by thl.! 

President Ziaur Rahman ' s regime. 

1 The first was, takmg over the orJicc of the Presldenl . according 10 the Conslltullon. by 
Justice S:ltIar. followed by Lieutenant Gcncral l-l ossalll Muhammad Ershad on the 24th 
March. 1982. through proclamation of Martial Law (Khan and Supan 2002). 
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The second plan was marked by the formal introduction of functional 

integration of heal th and fami ly p lanning at the prima ry care level. However, 

the process of integrat ion had started in 1979 during the two· year plan 

period (World Bank 1986: 8). Actua l plan was total integration from top to 

bottom. However, government's move towards integrat ion had faced strong 

opposi tion wi th freq uent actual and threatened work stoppage. Finally, in 

April 1983. the present strucrure of MOHFW was created. Health and fami ly 

pJanning services were func tiona lly integrated at the pri mary care level and 

hea lth and fa mi ly planni ng d ivis ions were brought under a s ingle secretary 

(World Bank 1985: 10). 

Government 's in itiative towards admini stra ti ve decentra li zation in the earl y 

eighties had instituted a number of mechanisms to ensure local participation 

in the implementation of health and family planning ac ti vities at the primary 

leve l. During the second fi ve yea r plan period Pres ident Hossain 

Mohammad Ershad upon entering into the o ffi ce of Pres ident in 1982. 

promul gated 'he Local Government Upa:ila Paris//{/{/ and Upazila 

Administration Reorganisation Ordinallce. 1982 whereby all Thalia 

Paris/wds became Upazila Paf't;s/wr!s. and THCs were renamed as Upa::,ila 

Health Complexes (U I-ICs).' The Upazi/a P(I/'is/lllt! was headed by an 

elected Chairman.s 

This renam10g had lustoncal significance as ,hol/o had Its on gm 10 th1..' colonlul period 
In the United India denot1Og police Slation for mam tenance of law and order. DI'itricts 
were the centre of thc colonial admlOlStr:Hlon 10 Bcngal like other pans of 100ila . 
1)IS!rlctS were consisted of sub·dlStflcts compos1Og of a number of police stations 
locally called ,hallfl,I' for ma10tenance of law and order. Ilowcvcr, even after thc 
mdcl>cndcnce of thc country these ndrmnlstrallvc tiers were continued to be l:al1t.:d 
(IWlIlIS. 

S AdministratIve control ovcr thc Pan shad reWlIlcd through thc Chief Executive Ofticcr 
of the Upa:i!a Parishad. Up(I:J/(I irbahi Officcrs (UNO), the centra l government 
officHlls were the Chief Executlvc Officers. The Upazda Panshad was asstgned with 
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As part of the adminis trative decent ra liza tion government had created 

mechanisms to promote local participation in the implementati on of health 

and fa mil y planning as well ensure accountabi lity of the health and fami ly 

planning management to the local representatives. Upazila Parisltad 

Chairman was made responsible fo r coordinating health and famil y planning 

services through an order issued by the government. Upazila Health and 

Family Planning Officer (UHFPO) would report 10 Ihe Upa:i/a Chairman. 

UplIzila FCimi ly Plann ing Committees were constituted. in each Upa1i/a 

having the Chairmen of the respecth e Upa:ila Paris/uu/s as the Chair 

(World Bank 1989: 53). 

During the second five yea r plan a number of programme initiatives had 

contributed in increasing the availabi lity of MeH and famil y planning 

services at the vi llage level. Estab lishment of union- level FWCs (renamed 

subsequenlly as Union Heallh and Family Welfare Centers) (U HFWCs) on a 

massive scale had contributed in increasing the avai labi lity of FP-MCH 

services at thc union level. Production, recruitment and training of a range 

key of service providers including doc tors, nurses, FWVs find FW As had 

received increased attent ion (GoB 1985: 360). Thus, staffing si tuati on at 

UHFWCs had improved s ignificantl y during this period and all Ihe 

fun clioning UI-I FWCs had FWVs (World Bank 1985: 12). Dcploymcnl of 

FWVs in UHFWCs had increascd the ava ilabi lity of cli nical contraceplives 

wIde ranges of functIOns of two categories l.e., retained subjects and transferred 
subjects. Reta111ed subjects were law and order, Just Ice, centra l revenues. development 
activities havmg regIonal or natIonal covcrage I.e., larger-scale IrngntlOn, IIldustnes, 
higher and techn1cal educa tIon et c. Development act IvitIes those were local 10 m.ll un: 
were cutegofll.cd as transferred subjects and were the responslbdlly of the Upa:i1a 
Parislwd. ... 

Dhaka University Institutional Repository



95 

and ante natal care, post natal care and delivery care services at UHFWCs 

(World Bank 1985: 17). 

Programme for the training of TBAs was a lso expanded with Uni ted 

'ations' Children 's Fund (UN ICEF) support , making the total number of 

trained TBAs to 24,000 by the end of 1985 (World Bank 1985: 14). In thi s 

period screening of high ri sk pregnancy by the field workers was int roduced 

at the field level (World Bank 1989: 55). Expanded Programme on 

Immun ization was officially init iated in Bangladesh wi th the financial 

ass istance of UN leEF in 1979. Du ring the second fi ve year plan period 

il11Jl1uni78tion services were made ava ilable in the fi xed centers (World 

Bank 2005a). However. MCH programme remained severely under-funded 

(Osman 2004: 163). 

Introduction of 'Satellite Clinics·6 in the early eighties was one o f the 

innovations of governme nt 's service delivery network (Mitra and el. a/. 

1997: 75). Satellite clinics were introduced to increase the physical 

accessibility of ru ra l people to the key primary hea lth services. Concept of 

sate llite clinics was evolved through a process of interacti ons bctwccn 

community people and grass roOI Icvcl health and family planning 

personnel. Government proposed establishment of Sate llite C linics in 1982. 

cvcl1hclcss, actual operations of the sa tell ite clinics started in 1988 

(MoHFW, Haider (cds.) 1995: 49). 

6 Satcll llc cliniCS are temporary chOlcs sct up at It pre·scheduled lime. At the satel lite 
clmics basic health and family planll1ng services are offered I.C ., hea lth and nutritIOn 
education, antenatal ca re, screcnmg for hIgh risk pregnrlnclcs, family planmng udvlcc 
and suppllcs lIlcluding chmcal contraCcpl1on . Family Planlllng Yis!\ors arc key servIce 
prOViders In the slth:thte cllmc~, 
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NGOs were permitted to carry out health and family planning programmes 

in the fllral areas in 1985. Since then involvement of NG Os in health and 

family planning programme had increased remarkably (Mabud in Rob and 

el. 01. (cds.). 2007: 25). 

Government had taken comprehensive effort to improve the quality of 

slcrilita tion I.c., training of doctors, preparation and dist ribution of 

steri lization manuals, suppl y of emergency equipment including oxygen 

cylinders to all sterilization centers and eSlnblishmcnt of four sterili .lstion 

teams in 1982 (World Bank 1989: 42). 

To meet the challenging famil y planning programme target massive 

expansion of lEe activities and mult iscctoral programmes had taken place 

(World Bank 1989: 18; GoB 1980: XVII -30). 

By the end of the second fi ve year plan a tota l of 341 UHCs IVcre made 

functional against the target of 356 ror achieving national coverage. 

Govemment had nationalized around 1275 rural dispensari es and some or 

those were partiall y runctioning as U HFWCs by the cnd or the first five yc,Ir 

plan . Population Control Wing or the M inistry had constructed 1.054 

II FWCs. Therefore. during the second fi ve year plan. 2.329 UHFWCs 

were made avai lable against the target of 4.500 needed for national coverage 

(GoB 1985 : 359). Twenty Regional Train ing Centers were establi shed 

during thc second five year plan to prov ide trai ning and retraining of the 

FWAs and FPAs (GoB 1985: 386). 
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3.3.2.3 The econd Five Yenr Ph," : FP·MCH I'olicy :tnd Programme Issues. 

Gaps, and Challenges 

Increase in CPR had been most impressive in the decade of 1975-85 from 

almost 8 percent in 1975 to 25 percent in 1985 (Mitra and et. al. 1997: 47). 

The increase was in threefold and the steepest. Increase in CPR was largely 

attributed to the addition of FWAs in the family planning programme by 

many studies (Kamal 1994: 59-65; Cleland and Mauldin 199 I : I - I 8; 

Hossain, and Phillips 1996: 98- 106). Further, intensive IEC activi ties had 

made immense contributi on in large scale dissemination of information 

about family planning and influenced contraceptive practice and fcnility 

behaviour. Sterilization performance of the government had reached its peak 

in 1984. Recruitment of FWAs, integration of family planning services with 

health care system at the primary level, incenti ves for the providers and 

cl ients for promoting I UD and sterilization all these had contributed in 

achieving sterili zation performance (Rob and Cell1ada 1992: 53-64; Mitra 

and et aJ. 1994: 47). All the activities taken to improve the quality of 

sterilization had contributed in bringing down the number of deaths per 

100,000 sterilization from 5.76 (1982) to 1.67 (1987) (World Bank 1989: 

42). 

Functional integration at the primary level again left the superv isory controls 

bifurcated. Mechanisms for coordi nation and integration at the district and 

divisional level were not clearl y defined. As a result, health eal'e at the 

primary level had suffered 1110St (GoB 1985: 36 I). FWAs were not working 

as tcams wi th their male cou nterparts from the health division i.e., Health 

Assistants (HAs) and their technica l supervisors r-WVs (World Bank 1979: 
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4). Inadequate cooperation was persistent among the hea lth and fami ly 

planning divisions on issue of utilization of personnel and faci lities and had 

created serious problems in the delivery or services (World Bank 1979: 6). 

Coordination between the activities of FWVs and FWAs remained weak 

largely because or having separate supervisors or FWAs and FWVs. MO­

MCH. the supervisor of FWV did not have any command and control over 

FWAs and UF PO. the supervisor of FWAs did not have any command over 

FWVs. Technical link between FW Vs and FWAs could not be established 

because FWVs did not make regu lar weekly visits to r-WAs (World Bank 

1989: 18). 

Supervision at all levels was very weak mainl y because of lack of 

supervisory ski lis, transpon, fund etc. Further, in 1982, as part of President 

Hossain Muhammad Ershad's decentralization move, the posts of divisional 

directors of family planning were abolished and total numbers of district 

level staff were also reduced. Abolit ion of four posts of Di visional Directors 

who provided supervision at the national level, and reduction of district level 

staffs (Assistan t Directors in famil y planning from three to onc) had cre:lIcd 

scvere crisis in the slipelVisiol1 of the programme. Wh ile numbcr of distric ts 

was raised from 21 to 64, di visional posts wcre abolished. Under such ~ 

situation, it became very difficult for the Director General of Population 

Control wing to effecti vely supervise fi eld operations. With the abolition of 

the district levcl posts of Assistant Directors, technical supervis ion becamc 

very weak because most of the Deputy Directors of Famil y Planning at thc 

distric t level were non-medical personncl. This weakening of supervision 
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both at the central level and district level took place at a time when 

government had emphasized 011 increasi ng the c linical contraception and 

strengthen MCH care (World Ban k 1985: 18). 

Despite increase in the number of UHFWCs, their utili73tion remained 

signi fic antl y low. Most of the UIIFWCs also lacked essential physical 

facilities. Location of some of the Uti F\VCs was far away from human 

settlements (World Bank 19 5: 11 - 12: GoB 1980: 3(l I) . Use rulness of the 

field staff to rural people wns limited because they prQ\ idcd onl y a limited 

range of services, mainl y, contraceptives. UHFWCs were primarily vic\\ cd 

by the community as fami ly planning services facility than as a facility 

where MCH services were also avai lab le (World Bank 1986: 23). Thus, 

increase in the number of UI-IFWCs could not increase the avai lability of the 

services largely because of the quality and narrow content of the service. 

Further, virtual absence of any fonnal mechanism for establi shing referral 

sys tem for effective fun ctioning of four ti er based public health carc services 

had also contributed to undcrutililalion of primary hea hh care. While the 

plan had envis ioned a rcgionalized public health servicc structure, it did not 

institute any formal mechanism of referral from one level to another which 

wou ld deter people to bypnss the primary level s of services. 

While impressive gai ns were made by the fami ly planning componellt of the 

programme in achieving its demographic goal, hard ly any progress was 

made by the M H componcnt of the programme towards improving 

matcrnal and child health . Policy document of the govcrnment did nOI have 
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any concrele approach for developmenl of MCH programme as il had for Ihe 

family planning component. Only scanty fragmented programme 

interventions were taken at the globa l public health in iti a ti ves by WHO, 

ICE F, and UN FPA mostl y oUlSide Ihe activil ies of the plan document. 

The neglect o f M e l-! had its rOOI in the fact that ex ternal resource was 

avai lable for famil y pl anning programme and very limited for MCH 

programme (Osman 2004 : 163). 

Programme monitoring did n OI focus on MC'H services. Even though FWAs 

and FWVs were ass igned with the respons ibility o f spec ified MCH services. 

thei r pcrfomlancc targe t was set onl y on famil y pJanning services. Further, 

supervision concentrated only on achieving famil y pJanning targets (World 

Bank 1989: 18). Thus, FWAs and FWVs were bas ically turned into family 

planning workers (World Bank 1986: 23). FWAs were not adequately 

trained on MCH. Incenti ves for the providers were onl y ti ed to the 

pcrfonnance with respect to family planning. This had been a maj o r source 

of neglect o f MCH by the providers. 

Population cOlllmunica tion strategy was di rected more towards accepting 

famil y planning method and building small famil y no rm . Promotion of 

Mel-! was very much neglected in the communication strategy (World Bank 

1985:20). Link between perf0ll11ance reporting and availability of essential 

inputs sll ch as personnel. contracepti ves and MCH supplies was mi ssing. 

Reporting system al so did not include MCH acti vity and mainl y consisted o f 

data on new acceptors o f clinical methods than to data on continuation rales 

and changes in the contraceptive method mix ( World Bank \985:22). 
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Very logicall y the cha llenging MC H target of the plan could not be mel. 

Under-fi ve mortality and child mortality estimmed at 173 and 63 

respecti vely per 1000 live bi rths for the period 1982-86 (Mitra and . ,. al. 

1997: 100). Maternal mortality was esti mated at 6 per thousand live bi rths 

and in fa nt mortal ity rate was estimated at 125 per thousand li ve births (GoB 

1985 : 385). M aln utrition si tuation had even deteriorated with decrease in 

nutrition intake and increase in vi tamin-A de ficiency blindness. iron 

deficiency anaemia. iodine de ficiency goiter. protein-caloric deficiency 

marasmus (GoB. 1985: 362). 

3.3.3 Policy Fnllllcwork in th e Third Five Year Plan 

Third fi ve year plan ( 1985-90) was fo mlUlated by the polit ical regime o f 

Pres ident Hossain Mohammad Ershad. Primary health care remained the 

major focus of government policy. T he plan had exerted renewed emphasis 

on the interdependence between fertility reduction and child survi va l and 

hence. given increased attention to child hea lth intervention. T he third plan 

made a breakthrough by rollowing a programme approach ror Me H ror the 

first time. Until the third fi ve year plan , M H had been operating through 

fragmented MCi I aeti \' ities most ly initiated by WII O. U ICEF, and 

UNFPA on a small scale outside the activities orthc plan documents. 

T he third population and hea lth proj ect had also marked a dirrerence rrom 

the earl ier two projects ror extending its support ror MCH programme in 

three major areas: reduction or diarrhocal deaths through oral rehydration 

therapy, exp~lI1 sion of immunintion services ror the children below two 

years of age and pregnant women, and expansion of the tra in ing ofTBAs in 
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safe delivery practices. However, these three MCH interventions were 

already in operation in a very small sca le by the late seventies outside the 

ac tivities of the plan document. 

UNICEF had initiated and suppot1ed development of these three MCH 

interventions on a small scale outs ide the activities of the plan during second 

fi ve year plan implementation period. The third five yem plan had 

envisioned to s trengthen, intensify, and expand these three interventions 

through a programme approach. Experience in implementation of these 

interventions was expected to facilitate the government in dealing wi th 

Mel-! problems morc comprehensively over the following years (World 

Bank 1985: 43). In fact. immunization, oral rehydration, and TBA trai ning 

were chosen as the areas of MCH interventions because intervcntions in 

those areas seemed to be manageriall y and technica ll y feasible. Amongst all 

these three interventions TBA training was the least cost ly without having to 

add any substan tia l input in the service delivery sys tcm . No additional 

maternal health intervention was conceived. Thus, materna l health services 

at the primary level confined to very basic preventi ve mate rnal hea lth 

scrvices like an te natal care, screening 'at-risk,7 pregnancies, and training of 

TBAs for safe home delivery. The community based muternal heulth 

strategy had not been supplemented with facilit y based s trategy and 

thereforc, maternal health services were nOI built on the princip le of 

continuum of care. Malnutrition despite being recognized by government as 

Women belonging 10 very young, old and high panty group. pregnancy w1th short birth 
interval. women with short stature, and women those who had troubled pregnancy arc 
identified as 'at-risk ' of developing complications during pregnancy or child birth. 
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one of the most important health issue of mothers and children, was not 

included in government' s ' priority MC H intervent ions'. 

lC H targe ts o f the plan were founded on these interventi ons. MCH targets 

of the plan were (0 reduce: maternal morality from 6 per 1000 li ve births in 

1985 to 4 in 1990; in rant mortality rrom 125 pcr 1000 live births in 1985 to 

t OO in 1990; and neonatal mortality rrom 85 pC I' 1000 live births in 1985 to 

65 in 1990. The pl an had targe tcd or training add iti onal 40.000 TBAs so that 

almost all the villages had at least onc TBA (GoB 1985: 378). iml11uniLatJon 

targel for DPT was set at 80 percent for child ren below two years of age and 

targct ror Be G was set at 90 percent ror children under 15 years (GoB 

1985:365). 

For expansion of immunization services the pJan had adopted the strategy of 

integrating immunization services with the outreach services particularl y 

with services offered at the satellite c linics through the involvement of 

FWAs and MAs. Immuni zation services were proposed to be deli ve red in 

coordination with other FP-M CH activities. The plan had adopted the 

strategy of int roducing decentralized system of detection and epidemic 

contro l o f diarrhoeal disease, developing capability (0 prov ide o ral re­

hydration therapy at the household level, and local production of ora l 

rehydrati on therapy. 

Even though malnutrition waS not among the priority MCH intervention 

area, malnutrition had been recognized a maj or health problcm by the plan 

document. It had proposed for establishment of nutrition unit inc luding 

Dhaka University Institutional Repository



104 

rehabilitation centers at the UHCs and committed for introduction of growth 

monitoring, nutritional surveillance, blindness prevention . A complete goi ter 

control was committed through iodation of all edible salt in the country. 

The third plan li ke the second plan had followed the population policy of 

1976 for famil y planning programme and fertility reduction. Li ke the 

preceding plan it had also recogni .lcd the role of MR services in achievi ng 

the demographic goal of the country as the most e ffec tive method to dea l 

with the failures of other methods (GoB 1985: 384). The plan targe ted to 

increase the rate o f contraceptive practice from 25 percent in 1985 to 40 

percent in 1990. This increase in contracepti ve acceptance was expected 10 

bring a decl ine in TFR from 5.8 to 4.8 in 1990 and a decline in the crude 

birth rate frol11 39 in 1985 to 3 1 in 1990 (GoB 1985: 378: World Bank 1985: 

23). 

Fami ly planning programme activities remained focllsed towards increas ing 

the availability of, accessibility to famil y planning methods. and creating 

additional demand for contracepti ves (GoB 1985: 379). The plan had 

committed towards supporting social marketing programme as an additional 

channel for non-c lini cal contraceptive provisioning. The role of NGOs for 

providing cl ini c~l l and non-clinical contraceptives in rUfal and urban (IrCHS 

was recogni zed by the plan (GoB 1985: 384). Multiscc toral programmes 

(women's cooperatives , mothers' centers. women's voca tional training), IEC' 

activi ties received increased attent ion as a means to innuence fe rtility 

behaviour. The plan had advocated on shining the focus of communication 

strategy from promoting awareness to behavioural change and incorporating 

MCH into lEe strategy. Issue of involvement of Upazi/a Paris/uu/s in 
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implementation of health and famil y planning acti vities had been an 

additional feature of the plan (GoB 1985: 389). 

3.3.3. 1 Policy Framework \'is-:H 'is Implementation Scenario of the T hi rd Five 

YC3r PI31J 

The third population and famil y health project was conceived to faci litate 

government in implementing its programme activities under the th ird five 

year plan . The third population and fami ly health project commenced in 

1986. Encouragingly government 's contribution to tota l project cost rose to 

17 percent in the third population and famil y health project. h was onl y 10 

to II percent under the first and second project (World Bank 2005e: 9). 

Third five year plan was the first olle which could be implemented under the 

political leadership it was fo nnulated. 

The third plan had been marked by creating crucial supervisory posts at the 

Upazi/a and district level for improving supervision of programmes and 

expansion and strengthening of the existing three Me H intervent ions. Four 

posts of Directors for Supervision were created as a supervisory tier between 

the Director-General (DG) of family pl ~lIlOing and the 64 district level 

Deputy Directors of family planning (DD-FP). These posts were expected to 

cnse the burden on the Director General of f~II11i1 y planning. Further, a toUt I 

of 464 posts of Senior Famil y Welfare Vis itors (Sr. FWV) were created. li t 

the rate of one pCI' UHC. Sr. FWVs of UHCs would report to the MO­

MCI-I&FP. 1". FWV post was created as a promoti on post for r:WVs and 

hcnee. carecr development for this cadre was opened up. They were assigned 

with the responsibility of quality contro l and ill -service tra ining on clinical 

contraception and TBA training and for supervision of MCI-I services 
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delivered by the FWV at each UHFWC. Until creation of the post of Sr. 

FWV, doctors were the only technical supervisor available at the Upazi/a 

level. As the doctors were mostl y male they were not suitable for this job. 

The second population and health project had finan ced for these two 

supervisory posts (World Bank 1985: 34). 

Government had re·designated the post of Medica l Officer, Mobile 

Steri lization Team (MO-M T) under the DD-FP at the d istrict level to 

Medical Officer, Clinica l Contraception, Maternal Child I-I ea lth (MO-CC­

MC I-I ). Primary responsibi lity of MO-CC-MC I-I would be to monitor and 

improve the qua lity of clini ca l contraception and institut ional MCH care. 

Clinical Contraception Surveillance Team would provide technical 

supervision to MO-CC-MCH . However, these pos ts would conti nue to be 

financed through the GoB revenue budget (World Bank 1985: 34) . 

Immunization programme got its impetus during the third five year plan at 

the backdrop of the country's commitment of reaching universal 

immunization by 1990 at the United Nations. Expanded Programme on 

Immuni za tion (EPI ) was st rengthened through procurement of cold chain 

equipment , vaccination tools, portab le vaccination kits, training of 

immunizati on tcams, development of effec ti ve system of immuniza tion 

del ivery and promotion of demand fo r immuni zation th rough various 

coml11unication media etc. (Jamil and el. al. 1999: 49). A maternal health 

intervention had been added in to the immuni za tion programme during this 

period. The programme included Tetanus Toxoid (TT) immunizations for 

women of reproductive age in addition to prevention of s ix major common 
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childhood diseases. Integration of maternal health intervention within the 

existing immunization programme through inc lusion of IT for women of 

reproducti ve age had given this programme an unusual feature (World Bank 

2005a: 11 ). immunization services were delivered through fixed facilities 

I.e .• UHCs, UHFWCs, MCWCs, divisional and district hospi tals as well as 

through the outreach services Le., satellite clinics (World Bank 1985: 44). 

Oral rehydration therapy to control dian'hoea was widely promoted and was 

institutionalized at home level through massive educa tional campaign 

(World Bank 1989: 55). 

Training of Traditional Birth Attendants (TBA) also continued so that all 

1110st all villages in the country had at least one TBA (GoB 1985: 386). 

Another pool of 10,000 new FW As was recruited to increase the density of 

FWAs. The newly recruited FWAs were planned to phase in on a priority 

basis to those areas where new MCH services were to be introduced firs t 

(World Bank 1985: 39). 

Multisectora l programmes including women 's cooperatives, mothers' 

centres, women's vocational training programmcs and (EM activities were 

further exapandcd. There had been significant increase in thc broadcas ting of 

population re lated programmes in the radio and televis ion . Immunization 

and rehydration therapy constituted a major part in the comJ11unication 

programme. 

Despi te making considerable progress in establishing health infras tructures. 

government could not achieve its target of reaching national coverage of 

UHCs and UHFWCs even by 1990. A total of 245 UHCs and 725 FWCs 
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(inc luding 225 FWCs spilled over from the second five year plan) were 

const ructed and made fu nctional against the target of 397 UHCs and 1200 

FWCs (GoB 1990: XI-I; XII -4). 

To meet the increasing demand of essent ial dnlgs for pnmary health 

programme two pharmaceutical plants at Tejgaon and Bogra had been set up 

during third plan period. At that time almost 50 to 60 percent of the public 

sector dmg requirements were met through the national dnlg plants (GoB 

1990: XI-2). 

3.3.3.2 The Third Five Year Plan: FP· MCI I Policy ~'nd Progr:t mme Issues. 

Gaps and Ch • .tI Jenges 

Until late eighties while the family planning programme received 

recognition in temlS of delivery of programme output, it was still considered 

inefficient in tcnns of fertility outcomes. However, seri es of surveys carried 

out during that period had been giving a different picture about the fertility 

outcome of the programme. The Bangladesh Fertility Survey he ld in t989 

reported a TFR of 5. t for the period t 984-88 and Bangladesh Contracepti ve 

Survey held in 1991 recorded a TFR of 4.3 for the period 1989-9 1 (N IPORT 

and el. 01. 2009: 50; GoB 1990: XII -2). Bangladesh Bureau of Statistics and 

World Bank had also noticed sim ilar trend . The third population and family 

health project completion repon had also rcp011ed remarkable progress. 

Cleland and others ( 1994) were of the opinion that fel1ility transition had 

shll1ed without remarkable socio-economic change. However. others had 

differed with this opinion and clai med that socio-economic changc had takcn 

place and had contributed in fertility transition (World Bank 2005a). 
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Issue of financial sustai nability of the programme came to the front at the 

back drop of increase in CPR over the period. Because of population 

momentum, reproductive age group would continue to grow in Bangladesh. 

Under slich a s ituation, programmt.: sus lai nabi lity would largely depend on 

the method mix of contraceptive usc. Even though there had been a 

significant increase in CPR, the programme showed a dec lining trend in the 

usc of longer acting methods and an increasing trend in the use of pi lls and 

injectables. Clinical contraceptive performance conti nued to fall because 

quality of clinical contracept ive services was not satisfactory (World Bank 

1993: 7). Heavy reliance on temporary methods of contraception had 

en tailed s ign ificant reeurrenl eosl for the programme (World Bank 1993: 9). 

Thus, the iss lie of cost efficiency had created ground for the programme 

planners for universal promotion erlonger ac ting family planning methods. 

This cost implication for the programme had tllrned morc serious because of 

extreme dependence of the programme on external resources. However. 

government 's contribution to this sector had been on increase over the 

period. GoB had planned 10 graduall y absorb the costs of FWA salaries over 

the following years. Government had already been absorbing some of the 

workers in to it s revenue budget. This had demonstrated com mitment of the 

government 10 the programme. Even though government 's contribution to 

the programJ11e cost had been on increase. it was felt both by the donors and 

government that in rutllre. government would not sustain a totally subsidilCd 

programmc wi th its own resources. Thcrerorc, development or people 's 

ownership or contraceptive responsibility coupled with promotion or longcr-
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acting and morc cost-e ffective methods through lEe was considered 

essential in ensunng programme sustainabil ity. NGOs functioning in th is 

field were also dependent on external resources. Thus, it was urged that 

unless the NGOs create their own resource base they would not also 

contflbute to the sustainabil ity of the programme (World Bank 1993: 10). 

Isslie of slistainability a lso revolved around the programme achieveme nts. 

ustaining the achievements of the programme had also willed into a vi l:ll 

iss lie. The qw:llil y o f serv ice de li ve ry was questioned in view of the 

consistent lower util ization of the fac ilities a l the primary level. Over the 

period expe ri ence had shown that mere physica l expansion of health 

fac ilities would not ensure their utilization unless cffective measures wcre 

taken to improve quality of the service, improve ava ilability of the service 

providers and other necessary supplies. Further, to maintain the increase in 

CPR. more effecti ve lEe, women's deve lopment and other inter-sectoral 

activit ies were needed (World Bank 1993: 10). 

Incentive within the famil y planning programme had n,l1 sed seriOus 

cont roversy among the donors on ques tion of the principle of voluntari sm in 

cont racepti ve choice, malpractices. coercion to accept sterili za tion. neglec t 

of fo llow-up, and of a ll neglect of health responsibilities in pan icular, MCH. 

On the other hand. some donors had no objec tions wi th the system of 

incentive as long as appropria te safeguards were taken to prevent coercion. 

misinfonnation, and o ther health activ ities were mai nta ined (World Bank 

1989: 70). 
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Programme achievements with respect to reduction of ferti lity were not 

followed by similar improvements in maternal and ch ild health. Under-five 

mortality was estimated at 139 per 1000 live births for the period 1987·91, 

child mortality and infant mortality was estimated at 47 and 96 per 1000 live 

births respectively for the same period (Mitra and et. al. 1997: 100). 

Maternal health situation was the worst. Matemal mortality was estimated at 

5.7 per 1000 livc births (GoB 1990: XII A). Malnutrition in Bangladesh 

continued to remai n onc of the highest in Bangladesh . Children, pregnant 

and hlctating mothers remained the 111 0St vulnerable to ma lnutrition (GoB 

1990: XI.I2). This had added to the controversy centcring around the goal 

of the FP-MCH programme among the women health advocates. Maternal 

health interventions undertaken by MCH programmes were considered too 

inadequate to address maternal morbidity and mortality (Rosenfield and 

Maine 1985). Intervenl ions li ke, antenatal care, TT vaccine, screening at ri sk 

pregnancies. safe home delivery by TBAs primari ly grew on the exis ting 

intervent ions and personnel w ith little additions in the service delivery input. 

Maternal health intervcntions were vcry scanty and preventi ve in nature and 

were built on risk screening approach. These intervelltions could hardly 

address obstetric complications of pregnant women, the lead ing cause of 

maternal mortality in the country. Ri sk screening approach remained 

ineffective in dealing wi th obstetric complications because of the fact that 

most obstetri c complications cannot be predicted beforehand (Rosenfield 

and Mai ne 1985: 84). 
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The programme continued to suffer from weak coordination between health 

and fami ly planning division. Modalities of coordination and integration 

between and among the services delivered by the directorate of fami ly 

planning and the directorate of health were not c learly spellcd out and 

enforced (GoB 1990: XI-4). Weak coordination had affected the quali ty of 

health and family planning services at the field level. Intersectoral 

coordination was also weak which had affected implementation of the 

multisectoral projects. Coordination was also poor between NGO's 

operations and GoB act ivities. The programme also suffered from a lack of 

procurement plan and inadequate local procurement capacity (World Bank 

1993: 7). 

3.3.4 Poli CY Framework of the Fourth Five Ycar 1'1:'111 

Fourth five year plan ( 1990-95 extended up to 1997) was also fonnulated 

during the political regi me of President Hossain Mohammad Ershad. At the 

time of fomlll iation of the fourth five year plan, si tuation wi th re peel to 

fertility, immunization coverage, health infras tructure e lC. was morc 

favourable than ever before. Even though achievement in child health had 

been far from its target. an improving trend was evident. BDIIS J993-9-t 

had estimated child mortality, under-five mortality and infant mortality for 

1989-93 at 50, 87. and 133 pcr thousand li ve bi rths respectively. Estimated 

TFR for 1989-91 was 4.3 (Mit ra and C/. at. 1994: 92; 27). Despite 

remarkable strides made in fertilit y reduction by nineties, demographic 

indicators of the country made it clear that NRR 1 by 2000 was not 

achievable. Thlls , NRR 1 was targeted by 2005 by the plan . Other 

demographic targets of the plan were: reduction of popu lati on growth from 
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2. 16 in 1990 '01.81 in 1995 and TFR from 4.5 in 1990 '0 3.3 in 1995. This 

would requ ire an increase in CPR from around 33 percent to 50 percent 

(GoB 1990: XII-5). MCH ,argels of 'he plan were '0 reduce: Ma'emal 

Mortali,y Rate (MMR) from 5.7 in 1990 '0 4.5 in 1995 per 1000 live births: 

Infan' Mortali,y Ra,e (IMR) from 110 in 1990 '0 80-85 per 1.000 live births: 

and neona,al mortali,y from 80 in 1990 '0 60 per 1000 live births (GoB 

1990: XII -5). 

The fourth plan had focused on child health through further expansion and 

intensification of the previous three intervention areas identified by the third 

five year plan coupled with two new interventions, i.e., acute respiratory 

infections and nutritional supplementation by Vi tamin A (World Bank 1991: 

11 ). Vitamin A supplementation had been the first specific health 

intervention initiated by the government to address onc of the many health 

disorders resulting from malnutrition for children. 

The fourth five year plan was fannulated after the Safc M otherhood 

Conferencc held in 1987 ill Kenya, airobi. The main object of the 

conference was to bring maternal morbidity and mortality into global health 

agenda and create a platfol111 for maternal hcahh programmc intcrvc.lltion. 

Howcver, the fourth plan did not conceive any new maternal health 

intervention or strategy as an aftcllllath of the confcrcncc. The plan had 

committed to build maternal health programme through strengthening and 

expansion of the three ex isting maternal health interventions. i.e., safe 

delivery at home through TBAs, screening for high ri sk pregnancies and 

provision of tetanus toxoid to prcgnant women (GoB 1990: XII-6). The plan 
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did not include any intervention for improving the avai lability of emergency 

obstetric care for curbing rnatemal mortality. 

Primary health care remained the key strategy for delivery of FP·M H 

services like the preceding plans. In line with the second plan, satellite 

clinics had been cmphasil.cd as the most critical conduit for integrated FP· 

MO l service delivery through the paraprofessionals of health and famil y 

planning directorate. Involvement of communit y leaders in organi/ing 

satellite clinics was cmphas i.~cd for successful impl ementation of the 

programme. 

At the backdrop of administrative decentrali zation in the eighties, the fourth 

fi ve year plan gave special focus on increasing local level participation in 

implementation of health and family planning programme. Local 

participation was encouraged for ensuring community ownership to the 

programme and developing social monitoring for programme 

implementation. Further, decent raliza tion of authority and responsibility for 

programmc planning. strategy formulation. resource utilization, and 

integration of population programJl1e with development programme at the 

locallevel.l so rece ived considerable attention (GoB 1990: XI-5: XII-6). 

The poli cy approach to famil y planning programme rcmained the same. 

ProgramJ11e strategies for fami ly planning progra mme were also thc same. 

The plan reiterated the necessity of well coordinated inter-sectoral and 

multi-sectoral population programmes, and non-family planning 

intervent ions for inOuencing fertility behavior (GoB 1990: XII-6). 
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To improve supply system. the plan had given emphasis on accelerated 

domestic production of increased number of essential drugs including 

antibiotics, vacci nes, and contracepti ves for primary health care by 

government phannaceutical plants and private sector plants. It had proposed 

for two more pharmaceutical plants in two other divisions of the country. 

Publication of a national fomlUlary of essential drugs had also been declared 

by the plan (GoB 1990: XI- 10). 

3.3.4 .1 Policy Fnll1l{'work Vis-a Vis I mplclllclltation Scenario of lit e Fourth 

Five Year Plan 

Fourth five year plan (\990-95) was formulated at the fag end of the regime 

of President Ershad. However, few months after the formulation of the 

rourth plan President Ershad had to res ign on the 6'" December, 1990, 

following a large scale movement in the pursuit of democracy. Thus, the 

implementation of the plan had taken place under the newly elected 

govemmcnl in 1991 . The new government was famled by the Bangladesh 

Nationalist Party (B P) led by Begum Kha leda Zia, the wire or the ron11er 

President Ziaur Rahman following a landslide victory in the general elec tion 

held in 1991. 

The fourth population and hea lth project was conceived covering the period 

1992·96 to support implementation of the fOllrth five-year plan which 

extended frolll 1990 to 1995. All the project components and 

subcomponents were fomllliated matching with those of the government's 

rourth five year plan ror FP-MCH (World Bank 199 1: 12). Despite the raet 

that the third and fourth populati on and health project had given some 
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attention to child health interventions, resource all ocation had been 

disproport ionatel y lopsided towards famil y planning. Almost 54 percent of 

the total project cost had been allocated for family planning activities of 

which largest share went for salaries of the outreach workers and 

cont racept ive supply (World Bank 199 1: 64). 

The project put more emphasis on quality of care over mere expansion of 

physica l facilities . For promoting quality of care a multi faceted approach 

was undertaken i.e., training of the service providers, maintaining adequate 

supplies, improvement in management and slIpclv ision. appropriate 

incentives and targeting o f hea lth services (World Bank 199 1: 64 ~ 12). 

Health and family planning programme implementation cont inued III 

accordance with the plan under the new government without any major 

policy shi fts . However, with the scraping of Upazi/a Paris/wd by the new 

government. the mechanisms evolved to promote local pa11icipation in the 

implementation of the fami ly planning programmc th rough the involvcment 

of Upa=i/a Parislwd ceased to exist. No new mechanism was introduced to 

promote local partic ipation. Further, Upazi/as were agai n renamed as 

ThaI/as and thus, UH('s were renamed as TH Cs wi thout ascribing any 

reason. 

A number of initiat ives were taken to improve the supervision and 

management of the programme. The fourth population and health projcct 

ass isted government in using the volunteer force to supplement the work of 

the fie ld force and thereby ensure further increase in the ava il abi lity of and 
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accessibility to contracept ives to rural women (World Bank 1991: 20). To 

reduce the burden of HAs and FWAs government took initiatives to involve 

femal e members of the Vi ll age Defense Party (VDP), Swall;rv"r (NGO) and 

the Mothers' Clubs and Women's Cooperati ves as volunteers to work as 

agents between FWAs and cl ients. Programmes were taken in imparting 

tra ining to these volunteers (World Bank 199 1: 20). Further. recogniz ing the 

crucial role of the FWAs for the programme, the new gOVCJ11111 CIlt had 

recruited additi onal 3,500 FW As and decided to absorb the cost of the 

salari es of FWAs over the periods. Further. decision was taken to fill 5,000 

vacant positions of HAs by female workers. There also held an agreement to 

work out a comlllon job description for FWAs and HAs to reduce the 

number of household they cover (World Bank 199 1: 20). 

The fourth population and health project had suggested for another post of 

FWV for each UHFWC instead the post of pharmacist. There were three 

sanctioned posts for each union level UHFWC, one Medical Assistant , one 

FWV and, one pharmacist. The post of phannacist mostl y lied vacant and 

was not considered a necessary one. On the other hand, it increasingly 

became diffi cult for one FWV to provide prenatal, natal , and postnatal carc, 

inserting I UDs. providing injeclables etc. The phann3cists who were already 

posted at FWCs were rccommended to be deployed at UHCs and district 

hospitals (World Bank 199 1: 20). 

The supervisory post of Assistant Directors (FP-MCH) at the dis trict level 

which was abolished under the third fi ve year plan was revived (World Bank 

1991 : 2 1). 
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Trai ning of TBAs initiated under the third fi ve yea r plan was further 

expanded. Likewise, strengthening and expansion of immunization 

programme and C DD programme had continued through strengthening 

service faciliti es and training programmes (World Bank 199 1: 3 1). 

Interventions for prevention and management of Acute Respil'atory Infec ti on 

(A RI ) and nutritional supplemen tat ion by Vitam in A to chil dren ageing from 

6 weeks to 6 years to prevent night blindness were introduced under MCH 

programme (World Bank 199 1: 3 1). 

To further increase the avai lability of and accessib ility to famil y planning 

and MCH services, satellite clinics had been expanded considerably during 

this period in accordance with the plan (World Bank 199 1: 2 1). 

Even though the plan document of government relied on the earlier 

interventions for maternal health , government in collaboration with UN FPA 

had initiated a pilot project for introducing comprehensive EmOC services 

in the Matel11al and Child Welfare Centers under the Directorate of Fami ly 

Planning in 1993. Until then comprehensive EmOe were not available in the 

district hospitals. EIl10C were only available in the specia lized hospitals . 

The pilot project started in cleven MeWes in Raj shahi division. A ftcr 

successful piloting, the programme was expanded to include all Mewes 

(G ill and Ahmed 2004). 

Bangladesh Integrated utri tion Project (BINP). the first comprehensive 

national nutrition project sUPP011ed by World Bank was started in 1995. The 

time frame of the project was from May 1995 to December 2002 . It began as 
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a pilot programme in six Upazilas in 1996. However, this was funded by the 

World Bank as a separate projec t outside the fourth health and populat ion 

proj ec t (World Bank 2005.: 12). The proj ect got extended upto June 2002 

and was assigned to cover a total or61 Upazilas. 

A total of 390 UHCs were made functional by 1995 against the lmgcl of 

397. Cold chain had been established in each TH CslU HCs to mainta in the 

quality of dnlgs and vaccines. At the un ion level 4.062 health centers were 

made ava ilable by 1995. O f these health centers 2,700 were UI-IFWCs and 

1,362 were upgraded rural dispensaries (GoB 1998: 456). 

3.3.4.2 The Fourth Five Year Plan : FP-MCH Policy and Programme Issues. 

Gaps, and Challenges 

Impressive gains had been made by 1995 wi th respect to dec line in fertility 

and child mortality. increase in life expectancy, immunization coverage etc. 

Life expectancy at birth had reached 58 years in 1995. Smal\ pox, malaria 

and cholera no longer remained the major killer diseases (GoB 1998: 455). 

Fertility decline had been the highest in the ea rl y part of the fourth live year 

plan . It had dec lined from 4.3 in 1989- 199 1 to 3.4 in 199 1- 1993. However, 

fe nility plateauing had started at around 3.3 from 1993-94 for almost a 

decade (N IPORT and el . !l1._ 2005: 54). The BDH 1993 -94 and 1996-97 

had shown that small famil y norm was accepted by the couples. Both 

surveys fo und that the average ideal f~l1nil y size among married women was 

2.5 children. Almost firt y-e ighl percelll of married women had reported that 

they did not want any more childrcn. This change in the attitude among 
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women was indeed a remarkab le achievement (Mi tra and ef. (11. 1997: 87-

88). 

Decline in fe rtil ity had been a logical outcome of the consis tent increase in 

contraceptive li se over the last two decades. Contracepti ve use had increased 

from 8 percent in 1975 to 49 percent in 1996-97. This increase in the use of 

con traceptive was largely attributed (Q increase in the usc of oral pi ll . Use of 

oral pill accounted 42 percent of the total contracep ti ve li se in 1996-97 

(Mi tra and ef. al. 1997: 50). 

Despite the fact that there had been consis tent increase in contraceptive use, 

discon tinuation rate in contraceptive lise remained nearly fifty percent. Side 

effects of the contraceptives and other health reasons constituted the major 

causes of contraceptive discontinuation. Unmet need for famil y planning 

services even though had declined from 1993-94, it remained at 16 percent 

(Mit ra and ef. al. 1997: 92). 

FUI1her, teenage fel·tility also remained very high. BDHS 1996-97 showed 

that thirty-one percent of teen aged girls in Bangladesh were mothers and 

fi ve percent were pregnant wi th their first child. Age at first marriage a lso 

remained one of the lowest in the South Asia. Abollt 60 percent o f gi rl s were 

marri ed by the time they were 15 years o ld (Mitra and ef. (Ii. 1997: 40, 82). 

Despite mass ive recruitment and placement of fi e ld workers over the 

preceding years. vis itation by the fi eld workers remained far below the 

sati sfactory level. Only 3S percent of the man·ied women had reported that 

they were visi ted by a fa mily planning fi eld worker in the previous s ix 
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months. It was indeed a major programme concern that that onl y one thi rd of 

the married women were visi ted by the field workers while al most the entire 

country had been covered by the fie ld workers (Mitra and el. al. 1997: 75). 

MCH programme had registered its gain duri ng this period in tcm15 of 

improvements made in child surviva l and immunization coverage. Under­

five morta li ly came down from 173 per 1,000 bi rths for the period 1982-86 

to 116 per 1,000 bi rths for the period 1992-96. Decl ine in child morta lity 

was mllch faster than infant mortality decline from 1982-86 to 1992-96. 

Child mortality declined fro m 63 pel' 1,000 live births in 1982-86 to 36 per 

1,000 live bi rlhs in 1992-96. In fa nt mortality decl ined from 11 7 in 1982-86 

to 82 per 1,000 I ive bi rths in 1992-96 (M itra and el. al. 1997: 100). 

Immunization programme in Bangladesh had received internat ional 

recognition fo r its success by the mid nineties. Coverage for BeG and 

measles was very impressive. Coverage for BeG and measles of children 

agei ng 12-23 months was 80 percent and 70 percent respecti ve ly. Similarl y 

coverage of fi rst dose of OPT and Polio was also very high (M itra and ef, at. 

1997 : 11 6) . Besides impressive coverage of immunization for BeG. there 

rcmained disparity between urban and rura l areas and boys and girls (M itra 

and el. al. 1997: 11 9). 

Prevalence of Acute Respi ra tory In fection (AR I) among chi ldren under three 

yearS o f age declined from 24 percent in 1993-94 to 15 percent in 1996-97. 

The proportion of children had taken to a health facility also increased from 

28 percent in 1993-94 to 36 percent in 1996-97 (Mitra and el . al. 1997: 12 1). 
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MCH programme could not make any dent on maternal mortality. It 

remained as high as 4.5 per 1000 live bi rths (GoB 1998: 461 ). No noticeable 

improvement had taken place in maternal health care seeking. Survey 

find ings recorded that three quarters of mothers received no antenatal care 

during pregnancy and ninety-five percent bi rths in Bangladesh occlilTed at 

home (M itra and et. al. 1997: 109; 114). However, eighty-five percent of 

women recogn ized that antenatal care was beneficia l (Mitra and el. al. 1997 : 

11 0). Thus. accessibi lity facto rs as an impediment in pre-natal care seeking 

had got some recogni tion. Encouragingly, proportion of pregnant women 

receiving tetanus toxoid injections had ri sen s ignificantl y. Percent of 

pregnant women receiving at least onc tetanus toxoid injection was 66 

percent for the period 1991-93. It got increased to 75 percent by 1992-96 

(M itra and ct. al. 1997: 11 3). 

TBA progra m could not make noticeable contribution in avc liing maternal 

dea ths. It has been widely recognized that TBA based matern ity program did 

not work OJ' was not sustainable, because of the fact that TBAs were left 

unsupervised and TBAs were not linked with a functioning health care 

sys tem (W HO 2004; Lawn and et. ,d. 2006). 

Satellite clinics became increasingly popular 11mong the users (MO HFW, 

Barkat and el. (1/. 1997: 11 ), There was sign ifica nt increase in the proportion 

of ever married women who reported sa tellite clin ics in their community 

from 54 percent in 1993-94 to 70 percent in 1996-97 (Mi tra and et. (II. 1997: 

75). 
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However, utili zation of primary hea lth care cont inued to remain ve ry low. 

Most of the UHCs and UHFWCs had been suffering from shortage of 

essential physical and logistic fac ilities. Many district hospita ls also had 

inadequacy of equ ipment, supplies, and manpower. Weak coordination 

between health and family planning directorate continued to a ffcct the 

quality of services, and impede referrals and genera te internal con niC1S. 

Further. referral sys tem fro lll UH FWCs to the district hospitals o r 

specialized institutions remained weak and ineffective in absence of a 

clearly spclt out linkage and communica tion (GoB 1998 : 463). 

3.4 Summary and Assessment 

Policies under the family planning and maternal child health based regime 

were primarily conceived as part of the subsequent five yea r plans of the 

government. Extcrnal resources for implementation of the programme 

acti vi ties in the plan were allocated under health and population projects 

with funding from donor consortium led by the World Bank. Project 

components and subcomponents were formu lated a long activities and 

interventions in the governmcnt's plan docu111cnts. T hus. donors' input in 

the plan fOimu lation was crucial and an open practice for assurance of 

external resource now for the programme. 

The country had experienced quite a many changes 111 the govcmment in 

quick success ion from the mid seventies to ea rl y e ighti es. Il owcvcr, despitc 

changes in the governments, FP-MC H programmc continued to g row with a 

consistent pol icy direction. Succcssive governments had adopted, 
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intensified, and s trengthened the programme Initiatives or s trategies those 

yielded positive results in the preceding years. 

The first policy regi me ( 1973- 1997) h3d considered population growth 

reduction as its utmost national priority and prerequisite for sustainable 

deve lopment of the country. Family planning programme for fertility 

reduct ion had received st rong support at the pol icy level frolll the 

government as we ll as from the dOllors all through the period . 

Government in the first five year plan had shifted fr0 111 curati ve care 10 

prevent ive care and from c linic-based vertical fa mil y planning programme to 

community based integrated health and family planning programme at the 

primary level. Primary health care remained the central theme of the policy 

regime. The plan document at the outset had approached for an integrated 

health and population programme. In the mid seventies donors ' a lliances 

fflVouri ng vertical programme had induced govcmmcnt for creating separate 

division for fami ly pl an ning on the ground that fcrtilit y reduction agcnda 

might get diffused within the huge umbrella of hea lth . Accordingly a 

scparate division for famil y planning was crea tcd. Howevcr, ve ry soon it 

was rca li zed by the policy makers and othcr major policy ac tors that famil y 

planning programme without having any broader health component in it was 

less likely to have acceptability. Me l-! programmc was then mcrged with the 

family planning directorate on the premise that cont rol of infan t and child 

mortality is a precondition for convincing fcrti le couples for contraception or 

lowcr fertility. Conceptuali73 tion of child survival as a mc,m s to ferti lity 

control and famil y planning as the primary means to maternal health had 
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been the source of consistent neglect of maternal health services in the entire 

FP-MCH policy regime. 

Even after merging MCH with family planning, the necessi ty of having 

functional link between health and family planning was not over. Functional 

link between the two was strongly advocated by the major policy actors in 

view of the recognition that the quality of family planning services would be 

ques tioned wi thout having link with health programme and thus, would have 

lim ited acceptab ility. Another very important reason to support integration 

wi th health was to promote clinica l methods of contraception . Functional 

integration of health and famity planning programme at the primary hea hh 

care level was inst ituted under the unified command and control ofTH A in 

the early eighties. The need for integration between health and FP-MC H ran 

throughout the policy regi me and the central concern for integrat ion of 

famil y planning and health serv ices was to increase acceptabil ity of the 

family planning programme. Nevertheless, functional integration could 110t 

be effectively enforced and lack of coordination remained the weakest pml 

of the programme affect ing the ava il ability and quali ty of services at the 

primary level. 

The Ilrst five year plan had made a remarkable contribution in reproductive 

health services by founding the community based integrated health and 

fa mil y planning programme and creating the platform for wider ava ilability 

of M R services in the country. In the late seventies there had been a number 

of crucial addit ions in the primary level service providers including FWAs, 

MAs, and FWVs. These addi tions in the programme had significantly 
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impacted on the availability of FP-M CH services. FWAs have been the 

comer stone of the family planning programme in Bangladesh and played 

the most crucial role in the onset of fertility transition by the end of FP­

MCH regime through increasing the availabi lity of and access ibility to 

contraceptives. There had been significant increase in the tOhl1 number of 

FWAs by mid nineties. Si milarly, number of FWVs and MAs had also 

increased s ignificantl y. As a result , staffing s ituation in UHFWCs gOI 

improved considerably by the late eighties. Thus, UHFWCs were made 

functional to improve the avai lability of FP-M CH services. Howevcl" 

deployment of female field force for contracepti ve deli ve ry had resulted in 

distancing men . 

Massive lEe programme In the mid seventies for social mobilization 

towards small family norm had made immense contribution 10 increasing 

people's knowledge abollt contraceptives and famil y planning services and 

affecting people's reproduct ive behavior and contraceptive pract ice. 

However, lEe programme were largely confi ned to promoting fami ly 

planning method acceptors and small family normS. 

Introduction ofsatcllite clinics had contributed enormously in increasi ng the 

access ibili ty of people to the health and fami ly planning services. Satelli tc 

c linics had been wide ly used for imm un iza tions. vitami n A supplementation, 

and tetanus injec ti ons. Instituti onal facilities for sterili zation were made 

avai lable in alt functi onal UI-I Cs, 84 MCWCs, district and medical co llcges' 

hospitals, and selected UHFWCS. MR services have been made widely 

avai lab le in all the health facilities. 
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As reported by BDHS 1996-97, 95 percent of ever-married women lived in 

communities with family planning field workers, 9 1 percent li ved in an area 

covered by a satellite clin ic and 87 percent of women lived in communities 

covered by health workers (Mitra and el. al. 1997: 146-47). 

However. despite contributions made in increasing the avai lability of and 

accessibility to famil y planning services, FP-MCH based programme had 

gcncrmcd seriolls controversy within home and abroad on the incentive 

system within the fami ly planning programme and setting method speci fi c 

targets for the providers, These strategies deemed necessary for the 

achievement of demographic goal o f the country, but had been a source of 

poor quality services. Incenti ves for the clients and acceptors had received 

serious objection as a major violation of rights from the human rights 

acti vist. Questions on the quality of services rcmaincd wide spread in view 

of such strategies. Coordination remained very weak between FWAs, the 

first-line field force and FWVs, the front-linc paramedics. There fore. 

increase in the health faciliti es and service providers did not go hand in hand 

with availability of services and quality of care. These issues got rcnectcd 

through high discontinuation of contracepti ves and high unmct need for 

family planning. 

Wide scale community based contracepti ve delivery. lEe activities. 

l1lultiscctoral programmes, involvement o f NGOs etc. were instrumental in 

the onset of fertility transi tion by the early 19905. Fertility decline continued 

all through the policy regime. Fertility decline was 1110st dmmatic in 1984-88 

and 1991 -93. TFR had declined from 6.3 in 1971-75 to 5. 1 in 1984-88 and 
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from 4,3 in 1989-9 1 to 3.4 in 1991 -93, However, in the following period 

(1994-96) TFR had declined only by point one percent being at 3,3, 

Despite initial v isioning of a network of MCH facilities through integrating 

it with mainstream health fac ilit ies at all levels, FP-MCH regime had 

depicted a contrasting position about MCH programme. The ra tionales those 

had theoretically been posed by the major policy actors for merging MCH 

wi th Family Pl ann ing (FP) got lost in the mainstream programme s trategies 

and interven tions conceived in the policy regime. Basica lly. merger of MCH 

wi thin family planning had created ground for placement of phys icians 

within fam ily planning programme. In reality MCH programme from then 

on had been used morc for increasing the availability of clinical 

contraception, lesser for child health, and the least for maternal health. MCH 

basket had ve ry little in it to improve maternal health. 

Initially MC H services were not clearl y defined and no programme approach 

was followed for MCH services. Scanty fragmented MC H interventions 

wcre introduced on a limited scale by the initiatives of WHO, UN ICEF and 

UN FPA outside the ac ti vities of the plan documents. These interventions 

were then formed thc basis for initiating a programme approac h by the third 

fi ve yea r plan . Child health services and interventions had g raduall y been on 

increase since thc third fi ve year plan as a prercquis ite for ferti lity decli ne 

but maternal health programme intervent ions remained ve ry nalTowly 

focu sed all through the policy reg ime. Immun izat ion and diarrhoeal diseases 

control programmc under MCH programme yie lded success in bring ing 

down child 1ll0 l1ality. Maternal mortali ty and morbidity s ituation rcmained 

Dhaka University Institutional Repository



129 

very grim. Almost half of the mothers were categorized acutely 

malnourished and nearly one-fifth were considered too shan to increase the 

risk of chi ld birth (Mitra and cr. al. 1997: 138). Maternal health seeking 

remained very poor. Only 25 percent mothers received antenata l Care from a 

medically trained provider. Almost 9S percent deliveries occurred at home 

and onl y 8 percent of births were assisted by medica ll y trained personnel 

i.e., doctors. nurses, midwives and family welfare vis itors (M itra and ef, al. 

1997: 11 0- 15). 

Despite increase in the number of health fac ilities and servIce providers, 

avai lab ility of and accessibility to the services had been constra ined by the 

fact that many of these health facilities could not be made full y functional 

because of inadequate ava ilabili ty of service providers, drugs, eq uipment 

etc. Further, quality of services got affec ted largely due to weak technica l 

and managerial supervision, and weak coordination bel ween health and 

fa mil y planning. Quality of care was compromised most at the primary 

health care level causing most suffering to the poor and the vulnerable. 

That is why utili7ation of the services was the lowest at the primary leve l. 

Therefore. the programme in the mid nineties was le ft with the challenge of 

addressing these problems and issues. 
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Policy Discourse in the Reproductive Health Regime: T he 

Reformist Approach 

This chapter outlines and examines the policy frameworks in the second 

phase of policy regime in the light o r the objectives or the study. This policy 

regime has marked a point of departure from the FP-MCH policy regime by 

embraci ng the concept of reproducti ve health and envisaging 

complementary structural refom, s. That is why th is regime has been ca lled 

reproductive hClllth policy regime with reformist approach. Th is chapter 

aims to analyze the policy frameworks of this regime wi th a view to 

examining how policies, strategies, and interventions evolved under the 

influence of major actors and factors have affected the availabi lity of, 

accessibi lity to, and quality or reproducti vc servIces and contributed in 

achieving the poli cy objec ti ves. 

4.1 Co ntex tualizing Policy Develop';1.nt in the Reformi st 

Reproductive Health Regime 

Women's movement has been intricately linked to reproductive health 

movement in the entire world. The United Nations Decade fo r Women 

( 1976-85) had given binh to the land mark CEDA W in 1979. Decadc ror 

women and CEDA W had created a normative framework and environment 

which provided the women's rights advocates a plalfonn to voice their 

demands (Razavi and Miller 1995 : 6). ' Women in Development ' and 

'Gender and Development' framework had thrived during the UN 
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decade for women . Decade of women had brought lOgethcr the women 

rights advocates working for varioll s rights. Women's health rights based 

movement particularly reproductive rights movement a lso got its impetus 

during th is decade (Correa 1994: 57; Petchcsky and Judd 1998 : I I - I 2). T his 

movement had its roots in women's righ t to choose abort ion and access to 

safe and subsidi7Cd abortion services. and vo luntary cont raception (Finkle 

and Mc intosh 2002 : 17- 18). With the expansion of fami ly planning 

program me th roughout the world by 1980s, d issatisfacti on with vc t1ical 

contraceptive deli ve ry system also mounted among di ve rse interes t groups. 

Some Asian countries where rapid populat ion growth concern was the most 

had employed some controversial measures in the fa mily planning 

programme. T he measures included targets for fi eld workers fo r enlistment 

of new contraceptive acceptors, incenti ve for client and providers for 

adopt ing longer acting contraceptives (Bangladesh, Ind ia), disincenti ves 

regarding largcr fa milies. communi ty pressure to use contracept ives, and 

outright coercion (C hina). Such pract ice within the family pJ anning 

programme had regarded as coercive and aroused uproar among the human 

rights acti vists and many of the promoters of voluntary family planni ng. 

Emphasis on longer-acting family planning methods or hard- to reverse 

methods, such us in tra uterine device. the injectab le Depo- Provera, and 

stcril itUlion wcre accused of limiting women's contro l of the ir reproductive 

life cycles (Bong"a l1s and Sinding 2009: 35-42: Finkle and Mcin tosh 2002: 

17- I 8; Lubbcn and el. al. 2002: 668). 
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The child survival movement and the safe motherhood initiatives in the late 

eighties had brought new actorS mlo lhe debate over vertical contraceptive 

delivery system. Global commitment to children's health was rejuvenated 

through the Convention On Ihe Rights or the Child 1989 and World SummIt 

for Children 111 1990. A renewed commitment was blllit towards reduction of 

infant and under-fi ve mortalit y. malnutrition, universal access 10 basIc 

education, safe drinklllg watcr etc. (Lawn and ef. al. 2008: 920). With their 

joining into the debate over vertic,,11 cont racept ive delivery system, the move 

for integration of family planning with broader programmes for health and 

women's advancement gal further mOI11Cnll1l11 . In the 1990s women's hcal1h 

movcment have mobilized support <lgainst the narrow goals of fertility 

reduction and demanded broader Issues of women ' s cmpowemlcnt 

(Mcintosh and Finkle 1995: 227) , Further, nSll1g apprehenSIon about 

STlfH lV/A IDS pandemic had also changed the context ofnnrrowly focu sed 

family planning programmes in the 1990s, TIluS, reproductive health 

COllccrns in the contemporary world arc challenged with a more complex set 

of problems and interventions, Integration of sexuall y tnmsmittcd di seases 

within heal1h and family planning programme turned into a concern (Lubbcn 

and el. at. 2002: 671: May 20 12: 3). 

Under the changed scenario and context in the ficltl of reproductIon and 

sexuality. thc third decenni<ll pOpu!,\llOn confercnce held in Cai ro in 1994. 

!CPD in 1994, held a markedly different oricntation towards population 

issue in the developlllg world, Howcvcr, IC PD had also been considered as 
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the 'mirror image' of the Bucharest Conference l in many ways because the 

Bucharest Conference had recognized the fact that reduction in population 

growth would largely be detcnnincd by broader socioeconomic change 

(Finkle and Mcintosh 2002 : 14). The ICPD program of action had reviewed 

and redefined the role of population policy and had given much more 

importance to reproductive health and cmpowcm1cnt of women than the 

demographic rationale for population policy (Mc intosh and Finklc 1995 : 

223: May 2012 : 3). The framework adopted at Cairo in 1994 called for a 

move towards clicnt-centeredncss and dCl11ocrati,utioll . The ICPO program 

of action had called for restructuring the population policies La address such 

issues as the reduction of maternal mortality, the prevention and treatment of 

sexually transmitted diseases, including HIV/AIDS. the prevention and 

treatment of unsafe abortion, and, above all , the empowcmlcnt of women 

(Mcintosh nnd Finkle 1995: 225). 

Despite working from differcnt platfonllS, women hea lth advocates and 

population controllers held SOmC common grounds during preparation of 

ICPD (Mc intosh and Finkle 1995: 224-25). While, wOlllen's health 

advocates were worki ng as a pressure group to safeguard reproductive rights 

through empowerment of women as an 'cnd' itself, and not a 'means' to 

population control, demographers were also convinced that improving 

women 's health status through educating them, through providing 

employment opportunity, would contribute as a means to fertility decline. It 

has been argued that family planning services meet the needs of on ly those 

I See :Ibovc chapter 3, pp. 65-67. 
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who have strong desires for smaller families and who would have 

experienced unwanted fertility without the fami ly planning services. For 

those who have strong desire for larger fam ilies would be unlikely to change 

their position j ust because of the proximity, availabil ity and quality of care 

of the family planning services (Jain 1998: 2-4). 

Women's health advocates have been emphasizing quality of care and 

OppOS lIlg, quantitative targets for achieving demographic goal because, 

emphasis on achievement of quantitati ve target and phys ical coverage tend 

to undermine womcn's health need. On the other hand. proponents of 

popu lation control were also convinced that. it was essential to ensure 

qua lity of care in the famil y planning programme for ensuring the 

sustainability of the acceptors. It was on the basis of these com mon grounds, 

the population estab lishment and women health advocates succeeded in 

reaching a consensus at the ICPD in 1994. ICPD gave momentum on the 

growing concern about the integra l relationship between and among family 

planning, reproductive health, education, and sta tus of women. ICPO had 

condemned coerc ive and uneth ical policies and practices wi thin the fa mily 

planning programme and ca ll ed for reproductive health programmes 

including voluntary contraceptive provision by family planning services. 

Main message of ICPD has been to provide family planning sCTViccs wi th in 

the broad framcwork of reproducti ve health and enable women's 

cmpowemlcnt through cducation, en hanc ing their economic opportuni ty, 

and promoting their good health. ICPO had brought changes in the entire 

programme focus across the world accept for China. India, after ICPO had 
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adopted a target· free approach in its family planning programme (Bongaarts 

and Sinding 2009: 42). 

U ' fourth World Conference On Women he ld in Beijing in 1995 had echoed 

(CPO's declara tion for promoting reproductive heahh and reiterated the 

need for mainstrcaming reproducti ve health and gender isslies in the 

development discourse. These declarations have ca lled for an integrated 

approach and women's empowerment, as the immediate and most effective 

means to dea l wi th health and population problems. IC PD had emphasized 

on providing a range o f primary health care services in a package which 

would make shared lI SC of various inputs and lhus, minimize the cos t. 

Major changes had also taken place in the fom1 of investment made in the 

health sector s ince mid nineties. Project based aid had been the most 

common fonn of ass istance in the health sector un til nineties. While certain 

we ll -designed projects had yielded positive health outcomes, more or less 

they could not contribute in the required policy reform or improved resource 

planning and allocat ion. Too many projec ts made it increasingly difficult for 

the government to develop coherent sector policies. Further, because o f 

having too many projects government had to maintain many para llel project 

administTative systems (Peters and Chao 1998: 18 J). Under this s illiation. 

devc lopment assistance had moved out from project based funding in the 

mid nineties. Sector Wide Approach (SWAp) had been introduced as a 

model for intcmational development assistance. Since then this model has 

ga ined increasing popularity among the development partners (White 2007; 

Sundewall and el. al. 2006). In SWAp, partners commit their resources to a 
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long-tenn programme and all major donors coordinate their aid within the 

sector programme, hence, the fra mework allows enhanced donor 

coordinati on and harmonization, Donor finance is provided th rough 

govern ment system, meaning a programme (budget suppon) than a project 

approach (While 2007). 

EX1CI1lal assistance was conditional on compliance wi th SWAp in 19905. 

Development ass istance in 19905 while requi red compliance wi th SWAp, it 

at the same time sought plac ing health sector programme in the context of 

broad based povcny reduction strategic framework . The World Bank and 

WHO have been involved in deve loping strategy for dea ling wilh povcn y. 

The World Bank and Inlemalional Monelary Fund (IMF) had been aClively 

engaged in encouraging the cleveloping countries to increase their 

commitment to health and education for the disadvantaged people (Gwatkin 

2000: 5). Devc lopmenl of poveny reduelion fram ework was urged in the 

context of the agreement reached by the world leaders towards building a 

more egalitarian world to mark the up-coming millennium . Thus, health 

sector programmes ought to have been designed with a more pro poor focus 

by the side of having a sector wide policy framework . 

The popul ati on and health sector in Bangladesh had gone through a major 

transition in the late ni neties as a product of uli the Im~or global shifts in the 

area of population and health primaril y led by transnational health rights 

based movcment, and introduction of SWAp by the international lcnding 

institutions for sectoral investment. However. while changes in the 

international policy environment had immensel y innuenced the onset of 
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national change process, it was also true that national policy environment 

had also been changing wi th respect to future directions of FP-MCH 

programme. There had been a reali zation among the national policy actors 

that further success of the programme would call for substantive change in 

the ent ire programme focus particularly wi th respect to quality of the 

services and increased attenti on to matcmal and chi ld health (World Bank 

1993: 10: Piet-Pelon and el. 01. 1999: 17). Funher, women's transnational 

movement for reproductive health had its link with the in-country struggle of 

women's hea lth advocates against the nafrow family planning programme. 

These advocates were arguing for priorit ization of women's health over 

fCI1ility control. U nfortunately, they were too small a group to influence the 

national policy process until joined by international actors for policy change 

(Jahan 2003: 184-85). 

4.2 Policy Framework ill t he Rellroductive Health Regime with 

Reformist Approach 

After the fOUl1h fi ve year plan period ( 1990-95 extended up to 1997), 

programme implcmentation plans for health and population sector has been 

guiding health and population programme of the country. In 1997. in the 

contex t of change in the global policy environment a strategy paper titled 

Health and Populat ion Sector Strategy (HPSS) was fonnu lated by the 

government under the direction of World Bank. HPSS WtlS then fed into the 

fi flh five year plan (1997-2002). Subsequen tl y this strategy paper was 

translated into fi ve year programme implementation plan in 1998 titled 

Health and Population Sector Programme (HPSP) for the period 1998-2003. 

H PSP then turned into the principal plan document for health and population 
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programme of the country. Hence, fifth five year plan ( 1997-2002) unlike 

the previous five year plans ceased to remain the chief policy document for 

health and population programme of the country. Po licy framework for 

reproductive health programme in th is policy regime has been analyzed on 

the basis of HPSI', health policy 2000, and maternal health strategy 2001 . 

4.2 .1 Reprod ucli ve Hea lth Progr:lOHIlC Fra mework ill th e Hea lth and 

Popula tio n Secto r 

In the wake of changes 111 the globa l policy environment, health and 

population sector in Bangladesh had gone th rough a major transition in this 

period. Even though changes in the officia l plan and policy documents took 

place in 1997, dialogue over these changes had been going on si nce mid 

nineties. In the light of global discourses on health, population, and 

development issues and health sector investment mechanism, broad based 

agreements were reached between government and donors on future 

directions of health and population sector in Bangladesh. fn the GoB·donor 

consultation in Paris in September, 1995, future course of the programme 

had been mapped out. At the Paris meeting. government of Bangladesh had 

agreed: in adopting sector· wide approach for health and population 

programme; framing health and popu lation programme in the context of 

broader poverty reduction strategy; and developing an essent ia l package of 

services for primary health care (Piet· Peloll and el . al. 1999: 7.9). 

At the backdrop of such agreements al the GoB·donor consortium in 1995. 

the Wo rld Bank in 1996 in consultation with other major donors had insisted 

the government of Bangladesh which was formed in 1996, by Awami 
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League to fonnulatc a strategy that would call for substantive reforms for 

health sector. Most importantl y. funding for health and population 

interventions and activities was conti ngent upon fomlulatioll of th is strategy 

with major rcform agenda (Buse and Gwin 1998: 667-68). Consequently the 

MoHFW had fomlUlated the HPSS in 1997 with the advice of the World 

Bank, The strategy document was therefore. very much influenced by the 

policy ideals of the World Bank (Buse and Gwin 1998: 668). It was almost 

at the same time that the major international lending institutions like the 

World Bank and IM F were on move to in fluence resource poor highly 

indebted countries for developing broad based poverty reduction strategy 

papers that would focus on the underpinning multidimensional investments 

required to accelerate poverty reduction . At this backdrop, HPSS was 

designed with a pro poor focus and sector wide policy framework was 

adopted. In fact HPSS was the basis for dialogue between govcrnmcnt and 

donors for seeki ng assistance from the donors' consortium (Piet-Pelon 1999: 

12). 

In the meanwhile a number of strategy papers were prepared by Mol-I FW: a) 

Strategic Directions for Bangladesh Family Planning Programme ( 1995-

2000): b) Nationa l Plan of Action, 1996; and c) National Reproductive 

Health Strategy, 1997. All these documents had in tended to provide 

programme directions at the backdrop of the contemporary challenges. 

However, they were lacking a holistic and comprehensive approach needed 

for building program directions. Strategic Directions for Bangladesh Family 

Planning Programme ( 1995-2000) had envis ioned changes in the focus of 
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the programme for addressing unmet need for family planning. and 

improving quality of family planning services to lower down unwanted 

pregnancies, freq uent method switch, method failures and side-effects and 

illness from cont raceptive li se. It had also included the issue of male 

involvement in the programme. The document confined only within family 

planning programme without giving any directions on how fami ly planning 

services will be relocated within and among olher reproductive health 

services. National Plan of Action 1996 had out lined the addi tions, 

alterations, and modifications requi red in the services and activities at 

different levels in the light of Programme of Action of ICPD. Nationa l 

Reproductive Health Strategy 1997 like the National Plan of Action 1996 

had prepared an action plan for reproductive health services to be offered at 

different layers. However, all the documents had urged the need of 

addressing the issue of clients' need and quality of services. A package of 

services at the primary level and onc s top service provisioning by stat ic 

clinics were also mentioned in these documents. All these policy inputs had 

been fed into HPSS and consequentl y into HPSP. 

HPSS was also built on the implementation experience of Fourth Populmion 

and Health Project for su pporting health and family planning programme 

under the fourth five year plan . Major learning of Fourth Population and 

Health Project were as follows : a) pursue health and fam ily planning 

acti vities wi thin the broader context of poverty reduct ion strategies; b) 

identifying sectoral objectives. priorities and st rategies; c) harmonizution of 
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parallel systems for hea lth and famil y planning; and d) manageable number 

of projects etc. (A llison 1999). 

HPSS cou ld mobi lize strong political as we ll as civi l society support (Jahan 

2007: 11 88). Thus. it got approved by the Executive Committee of the 

National Economic Counci l (EC EC) in August, 1997. 

The main feature of HPSS was its adoption of a single Sector Wide 

Approach for health and population and Essential Services Package (ESP) 

instead of broad based primary heath care serv ices. In view of the resource 

constraints for wide range of services for all groups of population. it \Vas 

required to prioritize interventions and services whi ch would maximize 

health benefits relative to per capita expenditure through shared production 

costs and effi cient li se of specialized manpower. HPSS was directed towards 

improving the health of the vulnerable population j,e .. women, children, and 

poor (MoHF W 1998: 2). Thus, ES P has evolvcd as a set of most urgentl y 

needed interventions and services those impact the health of poor and 

vulnerable group of population most. Its mai n objecti ve was to channel 

increased publ ic health expenditure to ES P and delivery of ESP at the 

Upa:ila (Sub-district) level and below including domicil iary services w ith a 

funct ional refernll system. 

'Package health service delivery' had been advocated many years before the 

concept of ESP was launched in different countries. Comprehensive primary 

hea lth care deli very as proposed by the Alma A ta conference in 1978 was 

considered too expensive and therefore , a selective serv ice package was 
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recommended by many afterwards. Given the increasing challenges of 

health demands amidst scarcity of resources a selective approach was 

considered more feasible, measurable, and rapid (Lawn and el. al. 2008: 

921). However, the concept of ESP got wider attention and acceptance by 

the world community in the 19905 only after coini ng of the concept by 

World Bank. ESP was introduced in a large number of coun tries after the 

World Development Report 2003 was published (Ensor and Cl. al. 2002: 

247). 

Fifth five yea r plan ( 1997-2002) had been formulated immediately after 

I-IPSS came into existence. Therefore, policy approach or the fifth plan ror 

health and population was complementary to HI'SS. Accordi ngly a si ngle 

sector for health and family planning had been envisaged under the plan . 

Fifth Five Year Plan aimed at twin goals; uni versal access to ESP wi th 

acceptable quality and replacement level rertility by 2005. Eventuall y during 

the firth five year plan period HPSS was translated into a five year 

programme that is HPSP ( 1998-2003 ) (MoHFW 1998: 16). Approval of 

1-II'SS by EC EC had given the legitimate basis to both HPSS and HPSP 

even in the absence of a health policy. !-IPSP had turned into the principal 

plan document for health and population sector during the fifth five year 

plan period. In other words, fifth five year plan no longer remained the chief 

policy document for health and popu lation sector like the preceding five 

year plans. 

The commencement of HPSP had marked a significant change in the design 

of health and populati on sector in Bangladesh. Being founded on HPSS it 
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had followed SWAp and ESP constituted the focus of its primary health 

care. 

HPSP claimed to be the first national programme that had recognized the 

importance of stakeholder consultation and partic ipation as required by the 

rights based approach to health. It had also mobili zed political support for 

health system refonns. It had envis ioned different mechanisms li ke Pati ents' 

Charters of Rights. Health Watch Group etc. for making health services 

more accou ntable to its users (MoHFW 1998; Schurmann and Mahmud 

2009; Wh ite 2007; Jahan 2003; Jahan 2007). 

Il was recognized at the policy level that a true sector wide approach 

requires to inc lude health services provided by others outside of MoHFW 

i.e., other ministries like ministry of social welfare, ministry of education 

etc., local bodies. urban councils, communities, NO Os and private sec tor. 

However. HPSP on ly included acti vities and services provided by the 

MoHFW and the NGOs. HPSP was confined within the government health 

and fam il y planning services (Mo H FW 1998: 15). 

HPSP had upheld pro poor focu s th rough chan neling maximum resources of 

the sec tor to ESP. ESP had followed a targeting approach to address the 

health needs of the most vulnerable by targeting: a) faci lities used morc by 

the poor; b) areas where health s tatus of population is the lowest and c) 

health services those have most impact on the most vu lnerable i.e., the poor, 

women and young child ren. Thus, tlPSP did no t operate in urban areas 

because rural areas were genera ll y and some times wrongly considered more 
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impoverished than urban areas. Further, health in urban areas was 

considered the primary responsibility of the city corporations and 

municipalities (Ensor and et. al. 2002: 249).' 

ESP was planned to be delivered at the dirrerent levels orthc primary health 

care system i.e., community level, union level, thaI/a level (sub district) , At 

the community level ESP services was plan ned to be delivered from 

'community clinic', a fixed service centre, each serving a population of 

around 0.000 population (MoHFW 1998: 21). 

Wi th the advent of the concept of reproductive health, necessity of fixed 

clinic based service delivery at the community level became very pertinent 

and imperative because reproductive health services require tests. 

examinations, and screening and thus, cou ld not be delivered through 

domiciliary based outreach services (Mahmud 2004: 4087) . The shift 

towards reproductive health posed a challenge for a country like Bangladesh 

which had set the tradition of domiciliary based health and family planning 

services at the community level. Thus, the concept of "community clinic ' 

had emerged. FUI1hcr, availability of a cluster of services at one point wou ld 

enable household members to receive their requ ired services from a single 

fac ility at one go. Community pal1icipation was ingrained in the concept of 

community clinic. Community clinics were perceived as communi ty owned 

1 Urban Pnmary Il calth Care Project was 1I111131cd by the Government of Bangladesh and 
the ASian Development Bank (ADS) III 1998. The Local Government Division of the 
Mimstry of Local Government and Rural Development and Coopera tives has been 
entrusted as the executing agency for the project The project targets provlSlomng of 
primary health care services In the urban areas of Bangladesh. The govcmment 
contracts NGOs to proVide serVices (Nasrecn et. 01. 2007) . 
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and managed clin ics. Ownership was supposed to be ensured through 

community contribution in the construction of the clinics a nd assuming the 

responsibility of maintaining the c linics. Community ownership was 

perceived as an effective mechanism for making the service providers 

accountab le to the community. Gradual phasing out of the domiciliary 

service. and hence, reducing the cost of service delivery was also another 

important reason for establishing commu nity c lin ics (Chowdhury and 

Osmani 20 10: 2 11 ). 

ESP components included reproductive health, child health. limited curative 

care, commun icable disease contro l and Behaviour Change Commu nica tion 

(BeC) (GoB 1998). However, comprehensive reproducti vc health was the 

center-piece of the ESP (Jahan 2007: 11 87). Reproductive health care 

consisted of safe pregnancy and delive ry, fertility regulation, treatment of 

infertility, prevention of unwanted pregnancy, menstrual regulation, and 

reproductive morbidity and mortality including STI/HIV and reproductive 

health of adolescents. Aims of reproducti ve hea lth care included safe 

pregnancy and delivery, includ ing fCI1ility regulation and treatment of 

abOJ1ions, avoiding unwanted pregnHncies, and postpone birth (Mol-IFW 

1998 : 20-21). 

Crux of reproductive health services was matemal health services. Maternal 

health was e mphas ized more than ever before. Until HPS P, foc li s of 

maternal health care was limited within very basic, preventive, low cost, 

and, easy deliverable interventions i.e., antenatal care, screen ing 'at-risk ' 

pregnancIes and safe home delivery through training o f TBAs. 
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Comprehensive Emergency Obstetric Care was very limited and was onl y 

available at the tertiary level. At the international level Emergency Obstetric 

Care (EmOC) approach had dominated maternal health programme s ince 

1993 wi th the initiative and assistance from the United Nati ons Children's 

Fund (UN ICEF), United Nations Population Fund (UN F?A). and Averting 

Matcmal Death and Disability programme. It was in thi s connecti on a pilot 

project had been initiated with the ass istance of UNFPA for introducing 

EmOC scrvices in the Materna l and Child Welfare Centers (MCWCs) under 

the Directorate of Family Plann ing in 1993 .3 Until then comprehensive 

EmOC were not ava ilable in the district level health facilities. MCWCs used 

to delivcl' famil y planning and ante natal services. Child birth and 

immunization services were delivered by Mewes on a very limited scale 

(Gi ll and Ahmed 2004). 

HI'S? had adopted this EmOC approach fOI' address ing maternal morbidi ty 

and mortality. Prime focus of reproductive heallh carc was to ensure safe 

motherhood through provisioning of EmOC at all levels. Coverage of 

EmOe was planned to be increased coupled with decentraliza tion of EmOC 

services and community mobilization. 

HPSP had recogni zed family planning servIces as an integral par1 of 

reproductive health care and had also urged for re-concep tu alization of 

famil y planning ac ti vit ics at the outse t (MoHFW 1998: 21-22). Mellsllual 

regulation continued to receive altention under HPSP. Quality of MR 

services was emphasized wi th the aim of lowering the number of septic 

J Sec chapter 3. p, 118, 
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abortions and reducing morbidity and mortality relating to unsafe abortion 

practices (MoHFW 1998: 23). 

Awareness services for adolescents were introduced within reproductive 

health care. Until HPSP. unmanied adolescents did not have access to 

reproducti ve health care. Only married adolescent g irls had access to 

maternal care or famil y planning services. HPSP included awareness 

programme for adolescents on reproductive health i.e ., proper nutrition and 

hygienic practi ccs~ information about puberty, safer sexual behavior, and 

avoiding hea lth risks including STl/HIV/AIDS (MoHFW 1998: 23). 

Infertility, for the first time had been officially recognized as a reproductive 

health problem. In a high fert ility country like Bangladesh, infertility had 

never been conceived as a problem at the macro level. HPSP had outlined 

the following interventions for addressing inferlility: a) educate both 

husbands and wIves about the fac tors contributing to infertility; b) 

preventing secondary infertility through: prevention and treatment of 

STI/RT ls; safc abortion services; safe delivery and pos t natal ca re (MoH FW 

1998: 23). 

Reproductive morbidity relating to ST ls/RTls had been totall y ignored in 

FP-MCH po licy regime. Inclusion of services for managemcnt and referra l 

of morbidity resulting from ST I/RTI had been a ve ry significant addition in 

the cluster of reproductive health services within ES P. However, prevention 

and contro l of STl s/ RT ls o f reproducti ve health component envisaged to be 

mainl y confined to Bee and condom promotion and would be targeted for 
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women of reproductive age. Syndromic management of STls/RTIs at the 

primary care level and diagnostic laboratory at UHCs and district hospitals 

wi th appropri ate referral services would be gradually phased in. Prevention 

and control of STIIAIDS had also been incorporated under communicable 

disease control component of ESP so as to include service provisioning for 

males of reproductive age and other special high risk behaviour g roups. 

However, the National Po licy for HI V/AIDs and ST I fo rmulated in 2006 had 

I'ccommcndcd a separate programme for HI V/AIDs and STI under the 

directorate of health services (MoHFW 1998: 22). 

HPSP had emphasized 0 11 increasing the scope and coverage of Ihe nutrition 

programme with a view to have a comprehensive nutrition programme 

(MoHFW 1998: 24-25). However, nutrition programme was not brought 

within the purview ofH PSP. 

Neonatal care under reproductive health component was primarily 

educationa l and moti vational and was planned to be de livered at the 

domiciliary and union levels. 

Reforms were an integral part of HPSP. Its shin from : a) project approach to 

SWAp; b) broud-bused primary health services to an integrated package of 

essent ia l health services; and c) FP-MCH services to reproductive health 

services cou ld noL have been envisaged without being founded on essent ial 

refonns for the entire health sector. Further, reforms were necessary for 

delivering clicnts' need based, and quality health serviccs. Moving out from 

FP-M C H. programme to rep roduc ti ve health has been an ideological shin 
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and called for substant ive reform. Thus, HPSP had envisaged a number of 

interrelated reforms in the service delivery sys tem at all levels. These 

reorganization and ref0n11 of health and population sector was considered 

criti cal fo r achieving the goal of HPSP because many of the reproductive 

health services needed to be directl y under the management of health 

services, These refonns included: a) reorganization of services i.e., 

unification of health and fami ly planning under a single management 

st ructure; b) dcccnt rali/cd planning and management system Le., 

decentraliz,ltion of decis ion 11ulking, fin ancial managcmclll system, hospital 

autonomy c) the development of a one-stop service at the community level; 

d) GO-NGO collaboration where for the first time GOs would be 

contracted out to implement several service deli ve ry programmes like. 

STI/HIV/AIDS prevention, nutrition programmes, urban primary health care 

projects; and e) gender mainstreaming under which gender issues were 

addressed as cross cutt ing issues and not under separate women's projects. 

To facilitat e effi c ient delivery of ESP and other services, HPS P had given 

utmost importance to a set of support services li ke human rcsource 

deve lopment, management infomlation system. research etc. As part of 

unification o r health and ramily planning. HPSP had cllvisaged a unified 

management information system (UM IS). Five subsystems were established 

for this purpose. They included service performance, logisti c management , 

personnel management. financia l management and epidcmiologic(l l 

survei llance. Data for ramil y planning and health was to be integrated for 

each of these subsystems. T hus, separate management information sys tem 

for health and family planning got c hanged into unifi ed management 
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infonnation system, Indicators and targets for maternal health like maternal 

mortality ratio, deli ve ries by skilled attendants. use of antenatal care, 

nutritional status of women and children, hospitals certified as women 

friendly etc. were included for the fi rst time under this sys tem (MoHFW 

1998: 4 I; Jahan 2007: I 188). 

The former national level Information Educat ion and Monitoring (l EM) unit 

of the di recto rate o f fa mily pl anning and the Hea lth Education Bureau 

(HEB) of the directorate of health services got merged into Unified 

Behaviour Change Communication Unit (UBee). Four separate sections 

were ident ifi ed within Bee for giving attent ion to the priority target groups 

o f all the service components o f ESP i.e., community and c luster level Bee 

programmes, institutional level Bee programmes, selected target g roup 

programmes and suppon unit for development and coordinati on. Bee would 

work in collaboration with the Line Direc tors of ESP, hospitals and o ther 

public health and nutrition services (MoHFW 1998: 4 I -42). Improving the 

quality o f hospital services was considered crucial towards es tablishing 

effecti ve re ferral sys tem for ESP. HPSP had envis ioned pannership with 

NGOs and private not· for-pro fi t hospi la ls as well as greatcr managemcnt 

autonomy for public sector hospitals coupled with local accountabili ty 

(MoHFW 1998: 44). 

HPSP has been the land mark plan which made major shifts from: project­

based planning to secto r-wide plann ing. management and financing; vert ical 

to integrated delivery of health and famil y planning services; bureaucratic 

and technocratic 10 partic ipatory planning process; centralized planning and 
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management to decentra lization; public sector being the primary provider to 

partnership with private and NGO sectors; broad-based primary health care 

to an essential services package for primary health care: from separate 

women's projects for gender equity to gender maillstreaming (Jahan 2003: 

IS3). 

4.2.2 Linking Health and Populalion Secto r Progra mme ( IWS P) and Ihe 

Firsl Na tional Health Polic \' 

The successive fi ve yea r pl3ns were substituted fo r the hcalLh policy in 

Bangladesh since its inception. The first Nalional Health Policy (NHP) was 

fomlUlaled in Augusl 2000 by Ihe Awami League led government which 

was fa mled in 1996. In this connection it is worth mentioning that 

fomlUlat ion of a health po licy had been attempted a number of times 

however, wi thout any success. 

Govemmenl of Presidenl Hussian Mohammad ErShad had attempled in 

fannulating a health policy in July 1990. Two committees were fomled for 

providing input for the health policy_ Having discussed the report s of thc 

twO committees in the Cabinet in 1990, the report of the Health Care Systcm 

Improvemenl Commiltcc was selected as the basis for the proposed health 

policy. 

The policy proposal was prcscntcd in the parliamcnt. It had 16 objecti ves 

and 14 structural reforms towards building a decenlralized and more 

accountable health sys tem. It inc luded sensi ti ve proposa ls like banning 

private praclice by all academic staff and junior doctors with concomitant 

increase in service benefits. Towards building decentralized health sys tem it 
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had proposed of constituting health authority comprised of local public 

representati ves at different administrative levels, 

Such radical measures in the health policy were vehemently opposed by the 

Bangladesh Medical Association. Medical professionals were full y in 

disagreemclll with the idea of being accoullIablc to the local representatives. 

The policy could never sec the light of the day rather it had added fuel to the 

already on going democratic movement against Ershad 's regime in the late 

eighties. With the doctors joining into the movement. down fa ll of Ershad 's 

regime got even more accelerated and inevi table. After the down faJl of 

Ershad government in December 1990, the interim government formed 

thereafter, had repealed the health pol icy (Reich 1994: 138-1 39; Osman 

2004: 149- 154). 

The first democratica lly e lected government formed by BNP III 199 1 had 

altempted to fonnulate a health policy in 1993 through formation of a 

committee. However, the committee could not complete its task until 1994 . 

Out of the seven sub committees formed by the main committee onl y two 

(sub committee no. 4 and no. 6) had submitted their report to the ministry in 

October 1994. Thus, during the tenure of the government, hea lth policy 

could not be fonnulated (Os l11 al1 2004: 154). This dilly dally in the heal th 

policy process renects lack of polit ical commitment for formulation of 

health policy. 

The new government formed by Awami League in 1996 was entntsted with 

the responsibility of transforming the health and popul ation sector of 
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Bangladesh through adopting World Bank red strategy paper H PSS. 11 has 

already been discussed in this chapter that HPSS has been the landmark 

strategy paper in van-guarding the transfomlation of the health and 

population sector to match with the contemporary world view on health and 

population issues, HPSS had been the basis on which the revolutionary 

programme implemelltatioll plan . HPSP lVas prepared ill 1998. The Fifth 

fi ve year plan (1997-2002) had beell rounded 0 11 I-IPSS. In the context or 

IIPSS and HPSP, it deemed necessary to fomlu lutc n health po licy whi ch 

would envision health system in accordance with I-IPSS and HPSP. Thus, 

government had initiated fomllllation of the national health policy. This was 

the first time that a government could fomlUlate a health policy for the 

country. Policy ideas and programme elements developed in H PSS and 

HPSP were illcorporated into the NHP 2000. Thus, NHP 2000, fifth five 

year plall , HPSS, and HPSP had similar vision and upheld s imilar spirit alld 

therefore, complementary to each other. Being the implementation tool of 

the health policy, HPSP ought to have been based on the features of the 

health policy. Actuall y it had been the reverse because H P P came into 

existence before the health policy. 

The HI' 2000 had been based on its 15 goals and objectives, 10 principles 

and 32 strategies. Increasing the availability, accessibility. and quality of 

health serviccs through ensuring the availability of the service providers at 

the primary level had been the cru x of goals and obj ectives of the policy. 

Reduction of maternal and chi ld mortality constituted the primary hea lth 

goals of the policy. Strengthening of famil y planning programme for 

Dhaka University Institutional Repository



154 

increasing the availabi lity of and access ibility to family planning services 

panicularly among the poorer section of the population had been 

emphasized towards achievement of replacement level fertility by 2005. It 

had also recognized the health servi ce need of the poorer urban population . 

Its goa l and objectives had highl ighted on the health services needed for 

mentally and phys ica ll y chall enged persons and aged population. It had 

envisioned of a clear policy for direction, regulation, and quality of private 

sector health care. 

Its key principle were: ensuring avai lab ility of primary hea lth care services 

for all with particular focus on the POOl', depri ved and vulnt: rable population; 

making people aware about their health rights through use of mass media: 

decentralization of health service management; demand based human 

resource development; stake ho lder participation in programme planning and 

management; and public-pri vate partnership in health service delivery. 

The strategies identified by the policy for achievi ng its goals and object ives 

had features s imilar to !-IPS? The po licy had envisioned of a Health and 

Population Council chaired by the head of the govenl1l1ent. It had focused 011 

the nced for client cen tered service deli very. It had endorsed: SWAp for 

managing all the activities of hcalth and family planning programme: L1ni fied 

management of health and famil y planning services through unification of 

health and famil y planning management s tructure; an integrated 

management information system; delivery of ESP from a 's ing le service 

point' as a cost e ffective mechanism of providing primary health care to all ~ 

and es tablishment of community c lin ics for every 6,000 population in order 
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to bring health services to the door steps of the populati on and placement of 

doctors in each UHFWC with accommodation fac il ity. 

The HP 2000 was fo m1Ulated by the government a lmost at the end of its 

tenure. T herefore, government could not initiate implementation of the 

policy. The HP 2000. li ke HP P could not go far because of the struggle 

over unification of health and fa mily planning. 

The first attempt of a health policy by Pres ident Ershad in 1990 was 

thwarted by the doctors and implementation of the first NHP 2000 was 

thwarted by the insiders of the family planning wing of MoHFW. As wi th 

the reversal of unification and restoration of domiciliary services by H lPSP. 

the successor of HPSP, the NHP 2000, was considered redundant by thc new 

government formed in 200 I. Therefore, the new government formed by the 

Bangladesh ationalist Party pursued updating o f the NHP 2000, in 2003 . 

The HP 2000 was revised in 2006 and forwarded by the ministry to the 

Cabinet. However, it was not finali zed. Thus, HPSP in absence of 

fomlUlalion of a new health policy remained the major plan for health and 

population seclor. 

4.2.3 Linking HeaUh and Population Seclor Programme (HI'SI') and 

Maternal Heallh Siralegy 

Maternal Health Strategy 200 I had been fomllilated in the light o f the 

maternal health services identified by the HI'S? The strategy has been 

fomlUlated on the theoretical premise that recognizes: a) all pregnant women 

arc at ri sk of developing life threatening complications; b) most 

complications can neither be predicted accurately nor prevented; c) once a 
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woman develops complications she needs prompt access to emergency 

obstetric care services (EOC) if death or disability is to be prevented. 

l"laternal health strategy had marked a major shirt from earlier risk-based 

approach to right-based approach for maternal heallh services. The crux of 

the strategy was EmOC services. Utmost importance was given to expansion 

and decentralization of EmOCs. The stnllcgy had recogni£cd the 

importance of the back -up services i.e., fami ly planning. ante natal care. 

post natal care and community based ski lled birth attendant services for 

EmOe services to serve its intended purpose. 

The strategic interventions planned by it were based on the "Three Delays" 

framework of factors creating impediments for women in timel y seeking and 

receiving the right service, Thus, the strategy had identified three 

intervention layers i.e., community level intervention for awareness raising. 

decentraliza tion of EmOe services starting from the community level 

through provision of basic EmOe services and up-gradation of ErnOe 

fa cilities through training of the providers, and supply of the essentials for 

ErnOC'. For aiding safe home delivery the strategy had made a shift from the 

previous TBA training to s ix months period Ski lled Bil1h Attendant training 

to FWAs, female HAs for conducting nOn1ml home dclivery and 

appropriately referring compl ica ted cases. 

Aims of the Matcmal Health Strategy were in accordance with the priorities 

sct for matemal health in HPSP: i) to strengthen provision of essential and 

emergency obstet ri cal care and improve referral and utilization of services; 

ii ) improve nutritional status of women and adolescents; iii) ensure that right 
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people with right skills arc trained to provide quality maternal health 

services at a ll levels o f the health system; iv) promote women friendl y health 

services: v) bring about changes in percept ion and behaviour of individuals. 

fa mily. service providers and community to support women in realization of 

their right to safe motherhood and a life free of vio lence and discriminat ion. 

The Matemal Health Strategy set out it s objectives in line wi th above aims 

to be achieved by the year 20 I O. The st rategy poi nted out the priority ac tions 

to be taken in the area of EmOC, ante nalal care, skill ed birth attendants. 

post natal care, and family planning during the remaining period of HPSP, 

Priority ac tions were: build ing a pool of trained medical officers; placement 

of full team providers; retention and ensuring residential status of the 

provider; emergency preparedness of facilities; use ante natal care for birth 

preparedness, and build capacity of FWAs and Female HAs as community 

mid-wives etc. 

The s trategy had focused on violence as an important maternal health issue. 

It had pushed forward the dcmand for first aid and trea tment for women and 

girls subject to violence in all fac ilities at Upazi/a (sub-district), district and 

te rtiary level. Further. it had urged the need for making womcn friendly 

hospitals to increase access ibility of women to health fac ilities. Family 

planning services have been recogni.lcd an important c lemcnt o f maternal 

health services. 

The strategy has e laborated on human resource requirements for effec ti ve 

implementation of materna l health services. It had recommended one year 

training in obstetrics and anesthes ia for medical officers to provide 
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comprehensive EmOC in the Upazi/a Health Complexes. The strategy has 

recognized the importance of career build ing incent ives for ensuring 

retention of the trained physicians at the Upazila Health Complexes. It had 

suggested obligatory two years service for the tra ined phys icians at the 

Upazi/a Health Compl exes. After completion of two years they would be 

des ignated as 'Specialist' at their place of postings. Other incen ti ves 

mentioned included selection for fe ll owship. SUpp0l1 for highe r education, 

and spec ial capaci ty deve lopment visils and tours. 

4.3 Policy Fra mework vis a vis Implementat ion Scenario of' 

Reproductive HC:llth Progra mme 

HPSP has been marked with its attempt for unification of health and famil y 

planning directorate. It had followed a bottom-up approach for unification 

and thus, the unifica tion process started first at the Upazi/a level and below. 

Support services including monitoring, training. communi cation and 

procurement were also utlcmpted to be un ified . However, in iti ation of 

unifi cation at the Upazi/a level was thwartcd with the strong res istance of 

the statc actors o f the di rec torate of fami ly plann ing (W hite 2007: 459-60; 

Juhan 2003: \89). At the policy formulation stage the ir res istance was 

managed by the politi cal leaders through ensuring greater involvement of 

civil society. Nevet1hcless, government had managed to neut ralize the 

res istance of the lower ranking staffs of fa mi ly planning at the Upazi/a level 

and below by the promi se of prov iding job security through transfer of 

salaries fro m the development budget to revenue budgct. Some field sta ff 

had also been transferred to rcvenuc budget and the ir j ob descript ions were 

revised to match with their new job responsibility. However, middle and 
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higher ranking famil y planning official s at the district level continued their 

resistance to unifica ti on from the fear of loosing career advancement 

compared to those belonging to the mcdica l profession (White 2007: 459-

461 ; Jahan 2007: 11 88). The phys icians on the other hand, had strongly 

favoured the unification partly because of bringing efficiency in the service 

deli\'ery and largely becmlse they had envisioned their enhanced importance 

in the service. Therefore, even though physicians serving in the hC(l hh sec lor 

were politically divided between the two major political parti es of the 

cou ntry, at that lime they were united on the unifica tion issue irrespecti ve of 

their political inc lination (Chowdhury and Osman 20 I 0: 2 13). 

When the new government was formed in 200 I , fami ly planning officia ls 

had asserted thei r position through lobbying wi th the political leaders. The 

issue was politicized through massive campaign and mobili zat ion. They 

asse r1ed thei r position on the argument that unification move led by the 

earlier government had demoralized the famil y planning workers and they 

hud stopped domiciliary services out of frustration. Thus, they had argued 

that such initiative of unification would seriously impact 0 11 famil y planning 

programme perfonllance at the fi eld level (Jahan 2003: 189: Jahan 2007: 

1188; Chowdhury and Osman 20 10: 2(3). Phasi ng out of domici liary 

services proposcd by HPSP was also appeared controversial to them. 

Ultimately they had succeeded in convincing the new government to reverse 

the unification by taking advantage of the pol itical cuitllre of the country. In 

February, 2003, the ministry had officiall y an nounced that there would be no 

unificati on of the two wings. It was decided by the government that 
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unification of the two wings would not take place during HPSP and nor 

would it happen during the upcoming programme. Therefore, health and 

family planning services would be delivered through the dc-united structure. 

However, it was agreed by the government that the decision to dc-u ni fy was 

mai nly political (Sulldewall and el. al. 2006) . 

Development partners were divided on govcmmcnt' s decision of nOt 

unifying the two wings. One group had considered it as a breach of contract 

between the government and development partners and therefore, infavoul' 

of withdrawi ng their support from the programme. The other group saw this 

as a sign of true government ownership and therefore) in favour of 

continuing their support. The fomlcr group was morc interested in restoring 

the confidence in the government and the development partners (Sundewall 

and fl. al. 2006: White 2007). World Bank along wit h some others had 

partiall y suspended their contribution to the programme. The World Bank 

had justified that funding was slispended because the government had taken 

the decision not to unify without consulting the development partners. 

However, the suspension was revoked in July 2003. as the ministry had 

chalked out a refonn plan to achieve the HPSP objectives (Sundewa ll and 

el. al. 2006). 

As pa11 of the reform process i.e. , un ification of health and fam ily planning 

services, a unifi ed management infonllation system and behaviour changc 

communication was envisaged. The process was started in 1997 wi th 

overwhelming support from the govem ment and donor. It had aimed to 
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develop a comprehensive system of paper [anns and computer software to 

produce integrated infornlation as a tool for dec ision making by the 

management a1 all levels. However, before making the new system 

functional the existing system was suspended. This had created enormous 

problem for the munagcrs because for about four years Ihey were runn ing 

the programme virtuall y withollt ~my systematic infon1l3Lion needed for 

management (World Bank 2005c: 39). Only the logistic information was 

fu nctional with the tcchn ical assistance of DELIV ER (World Bank 2005c: 

40). 

With the failure of unification, the process of decentralization and 

unification of all the subsystems including Management Information System 

(MIS) and Bee were effectively foiled (World Bank 2005c: 39-40; 47). 

Because UM IS and usee were tied to ambitious organizational change of 

unification (World Bank 2005c: 40). It was argued that following a bottom 

lip approach for unification was a mistakc because it had complicated the 

command chain because of the bifurcated structure at the center. The policy 

makers j usti fy that boltom up approach was followcd in the unification 

process because unifi cation at the upper levcl would need \-vorki ng with the 

Minist ry o f Establishment and that would entail signi ficant timc. 

Community clinics were a new layer of health fac ility introduced under 

HPSP as one stop essential service delivery centre for providing services at 

the community level (World Bank 2005c: 40). Commu nity clinics were 

supposed to be owned and managed by the community. Community was 

supposed to donate the land for the clinic. Further, maintenance of the clinic 
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i.e'l cleaning, security ctc. was to be ensured by the community (Schunnann 

and Mahmud 2009: 539). It was planned to build Community Clinics in each 

village and phase out domiciliary and out reach services over the period 

(World Bank 2005e: 40). Therefore, 16,000 new community clin ics were 

supposed to be built during the time frame of HPSP (White 2007: 458). ESP 

accounted nearly 60 percent of the total expenditure of HP P of which a 

signifi cant portion spent for the construction of the community clinics. 

However, community cl inics were a total fai lure. 

HPSP was initiated under one govcmmcnt and implemented under another 

government. The new government which came in power in 200 1 had 

suspended construction of these clinics when around 10,000 constructions 

wcre already complete. The newly built clinics were barely orany lI SC. Some 

consider that failure of community clinics were the logical outcome of the 

failure of unification process while others argue that it was politicall y 

motivated and not direct ly linked to the issue of unification , Failure of the 

community clinics has been marked by some as a glaring example to show 

"how a change in govemment can push plans off track", Nevertheless, the 

change in the government in the middle of the programme had seriously 

dismpted the implementation of the programme (White 2007: 458-459; 

l ahan 2007: 11 88). 

Towards estab lishing a network of EmOe faci lities throughout the country. 

comprehensive EmOe services were made ava il able in all district hospital s 

and selected UHCs by 2003. Training capacity was developed at the central , 
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district and Upazi/a level to improve the technical competence of the 

providers for delivering ES P. Financia l support for the Icad training 

organ izations had been increased. District Training Coordination Committee 

headed by the civil surgeon was established in each district. Upazillas which 

were the principal venues for ESP and field worker training had functional 

Upazi/a tra ining teams. Due 10 lack of relevant data it could not be 

ascertained whether these trainings had resulted in improving the technica l 

competence of the prOVIders (World Bank 2005c: 29-30). 

Community-based Ski lled Bi l1h Attendant programme has commenced 111 

Mareh, 2003 with the assistance of WHO and UN FPA . This programme has 

been initiated to replace the previolls TBA training programme. Sk illed 

Birth Attendant training is provided to the FWAs and female HAs under 

forty- fi ve years of age (B HW 2008 : 36). Thus, the main objective of this 

programme is to reduce maternal mortal ity by increasing skilled attendance 

at birth through government sector Skilled Birth Attendants (S BAs). 

HPSP had stopped forward in providing gender disaggregated data through 

disaggregaling key pcrfonnance indicators by socio-economi c status. The 

Gender Equity Strategy was also developed (World Ban k 2005e: 43). 

Clients' Charter of Rights and Health-Care Providers' Charter of Rights was 

publicized by the UBCe. 

Government had pi loted the implementation of Integrated Management of 

Childhood Il lness (IM C I) in some Up"z!l"s through health care facilities 

(MoHFW 2005 : 65). EPI programme had received massive resource sinee 
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2002 from the Global Alliance for Vaccines and Immun ization (GA VI) 

programme. Under this programme Hepatitis·B immunizat ion had been 

introduced (Mo HFW 2005: 63). Since 2003, lO PI has been providing 

vaccination against seven preventable diseases. The major acti vi ties of EPI 

included rOlltinc vaccination, supplementary immunization (National 

Immuni zation Day. measles campaign etc.) and survei llance activi ties fo r 

AFr. NT and measles (MoHFW 2005: 62). 

4.4 Reprod uctive Hea lth Policies and Programmes: Issues, Caps 

and Challenges 

HPSP had marked a paradigm shin rrom project to sector wide approach, 

vert ical health and famil y planning services to an integrated essential 

services package, and conventional FP-MCH services to reproductive health 

servIces. In line with these shifts, HPSP had envisaged a unified 

management structure for delivery of ESP. Unifi ed management structllre 

was deemed most suitable for delivery of an integrated primary health 

service package. 

In HPSP shin IOwards rcproducti ve health was accompanied with signi licant 

attention to maternal health. Maternal health services had been considered as 

the most important reproducti ve health sClv ice and thus, received highest 

priority among all reproductive hcalth services. Maternal hea lth had been 

purslied on its own right. For the tirst time obstetric care centered maternal 

health intervention dominated the policy regime. Expansion of EmOC has 

been taken as the prime maternal health strategy to address the major 
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reasons of maternal mortality. However, nutrition as maternal and chi ld 

health issue remained as neglected as before. 

Shift towards reproductive health framework had not been accompanied 

with a clear direction for famil y planning services. Family planning services 

had been subsumed under reproductive health services . Family planning 

programme needed revision in its programme strategy and intervention to 

transform it into reproductive health service. However, while famil y 

planning had been placed under reproductive health. it had been viewed as a 

means to fertility reduction and no t as a means to reproductive health. The 

programme continued to be eva luated in tcnns of its success in fertility 

reduction and not reproductive health promotion through addressing unmet 

need for family planning, averting unwanted child birth, delaying child birth, 

reducing unsafe abortion etc. Programme strategy was focused on increasing 

longer acting contracepti ve acceptors , Centred to reproducti ve health focused 

family planning is voluntary contraception free from coerc ion or providers ' 

bias. Thus, fami ly phlOning was not establi shed as a reproducti ve health 

service. Failure of estab lishing family planning as a reproductive health 

serv ice had resulted in its identity cri sis. It remained as a stand alone 

programllle within the broader reproductive health framcwork . 

There had bcen no scope for intcrscctoral or cross sectoral collaboration 

withi n the programme design. Concept of reproductive health is built on 

l11ultisec tora l approach. No special strategy was taken to integrate men 

within the progannme. Women were continucd to be focused as a means for 

fert ility reduction. Link between and among family planning services. 
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reproductive health, and child health could not be clearl y established in the 

policy framework. Appropriate strategies or interventions for working on 

such links had been missing. 

In the context of paradigm shift towards reproducti ve health, new population 

policy was nol conceived. Population policy 19764 was contradictory to 

reproducti ve health framework. Thus, the family planning programme had 

10SI its policy direc tion for it got caught in between the population policy. 

1976, and reproducti ve health programme framed under HP$P. In FP-MCH 

regi meS famil y planning was developed under a consistent policy direction 

and thus, grew in a cohesive fashion wi th full commitment and support from 

all the political regimes. However. in the reproductive health regime the 

policy framework had fail ed to give the programme a c lear position and 

direction. Failure of repositioning of family planning within the context of 

reproductive health had its effect on implementation of its refoml agenda. 

Confusion at the policy level about the role and function o f famil y planning 

under the reproductive health programme framework had generated feelin g 

of insecurity and identity crisis within the famil y plann ing programme 

insiders, The dec ision to phase oul from domiciliary services had udded to 

the fuel against re forms. The fa mily plann ing insi dcrs were resistant to any 

change deemed necessary for implementation o f ESP in general and 

reproductive health in part icular. This. res istance got even stronger when the 

process of unification was done in a m~mner which could hardl y create a 

mcaningful platfonn for family planning programme insiders to contribute 

4 For detail s sec, chapter 3. pp. 75-77. 

For a deta iled account on thiS policy regIme sec, chapter 3. 

Dhaka University Institutional Repository



167 

from for promotion of reproductive health . Thus, constellation of 

comprehensive reproductive hea lth services could not be achieved because 

of the fa ilure of unification process (World Bank 2005c: 30). 

HPS P had broadened the services to be offered wi th in the cluster of 

reproductive health however, there hnd been serious inattention to the issue 

of continuous suppl y of the service providers. There had been negligence in 

recruitment o f critical work forces for reproductive health services during 

this period. 

The transition from a project-based approach to a sector-wide approach hod 

not been Sl1100th as the support services could not be integrated efficiently. 

In the pl'c-HPSP period each donor funded project had its own system for 

procurement, training, communica tions and infonnation systcm . During 

HPSP thesc support services were brought under the line directors towards 

making a unified support service system. However, this was done in haste 

without adequate capaci ty building at that leve l. Thus, it was cla imed to 

have had resulted in deterioration in the quality of services (HPSP: APR 

2003: 42). Resource allocation system was not changed along HPSP 's move 

towards sec lor wide approach. Funding for the ES P continued to be 

allocated by thc traditional linc-budget criteria i.c., staff and medica l 

supplies. Even though much of the ES P was of ambulatory nature. runding 

was linked to inpatient capacity (Ensor and el. al. 2002: 253). 

The philosophical underpinnings of SWAp was largely ignored by HPSP for 

remaining confined only to public sector health and fami ly planning and by 

diminishing the scope of inter-sectoral and multiscclOral collaborations. 
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ESP was designed as a pro-poor intervention. However, indicators 

developed for monitoring the performance of HPSP were not povert y 

sensiti ve. Around forty monitoring indicators were developed to monitor the 

sector perfomlance as a whole. H owever, there was no indicator for specific 

income groups to monitor ils pro poor performance (Ensor and el. al. 2002 : 

249). Identification of hard core poor for providing health care at low cost 

was planned under HPSP. However. du ring the HPS? period, guidelines for 

identi fy ing and targeting the poor and vulnerabl e groups were not developed 

in accordance with thc Action Plans (HPSP: APR 2003). Gender equ ity 

strategy was also hardly implemented. 

HPSP had targeted to allocate more resources to ES P to addrcss thc health 

needs of poor, women, and children as defined 'vu lnerabl e' by it. It had been 

claimed that HPSP had contributed in making health services more pro-poor 

in the sense that over 65 percent of public expenditure in the sector was 

made towards ESP. Among the users of Upazil/a and lower level fac ilities, 

60 percent belonged to the poorest income quinti le (World Bank 2005c: 40). 

Even though. budget allocated to ESP package had exceeded its target o f 60 

percent. consumption of ESP services coulJ not achieve its target of 80 

percent (HPSP: APR 2003: i). Further, it was argued that ESP rcsource 

allocations were based on the number of faci lity beds and staff posted to 

specific locations rather than the health needs of the poorest groups. Health 

Economics Uni t (HEU) of MoHFW had obscrved signifi cant difference 

between these two and thus, claimed that the resource allocation in HPSP 
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had benefited better off groups of the population and better of regions of the 

country (HPSP: APR 2003: 34). 

ESP was once again a supply dri ven intervention. Even though rnatemilY 

care in the government health facilities is supposed to be free, people have to 

bear expenses related to drugs. blood, transportation etc. because 

government facilities arc qui te often under· funded. People have to make 

unofficial payments to support slarf for services like moving patients 

between wards or taking them to toilets etc. Families make Qut of pocket 

expenses for availing the services those are supposed to be free. Cost was 

found an important barrier in seeking emergency obstetric care in 

Bangladesh by many studies (Pitchf011h and Cl . al. 2006; Koenig and el. al. 

2007; Nahar and Costella 1998; Afsana 2004; Coll in, Anwar and Ronsmans 

2007). However, HPSP did not have any demand side intervention to 

address accessibility barriers of the poor users. 

Despite publici zing a Clients' Chmier of Rights and Hea lth-Care Providers' 

Chal1cr of Rights by the UBCe, they were not displayed in mOSt of the 

health centers and as a result, clients and providers were mostly unaware of 

these rights. evcliheless, Health Watch Groups were fonned and had been 

reported to be functional (!-IPS?: APR 2003: 36). 

Availability of EmOC was very limited because of lack of trained 

obstet ri cia ns and anesthetists (Koblinsky and el . al. 2008: 290). 

Survey findings show that HPSP perfOimance was no way near to its 

commitment of pro poor, client centered, and qual ily service delivery. Public 
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ratings about government health service, users' perception about quality of 

services provided, utilization of government serv ices were quite 

disappointing. Quality of care in the HNP services provided by the 

government has posed a major challenge. Findings of the CIET surveys 

( 1999,2000 and 2004) revealed that HPSP was fa r from achieving its pro 

poor objecti ve or providing access ible, client centered. and quality service 

delivery. Users' perception about the quality of care and services in the 

government facil ities was indeed alarming. More people reSOlling to 

unqualifi ed providers indicate severe deterioration of the quality of care in 

the government services. Public ra ting abollt the government health and 

famil y planning services even deteriorated during this period. Household 

rating about government services as 'good' in 2003 came down to 10 

percent from 38 percent in 1999 while it went up for the privale services 

from 25 percent in 2000 and 37 percent in 2003 . This was complemented by 

the decreased use of government hea lth services for treatment purposes in 

the same period (from 17 percent in 2000 to 13 percent in 2003) with an 

increase in the use of unqualified health service providers ( frol11 52% in 

2000 to 60% in 2003) for treatment purpose. There was also decline in thc 

use of private and NOO services for treatment purpose (from 3 1 % in 2000 to 

27% in 2003). 

Poor rating of government services was further corroborated w ith the survey 

findings on quality of care in terms of the interpersonal relations of the 

providers. Users of government facilities satisfied wi th the overa ll services 

declined from 62 percent in 2000 to 54 percent in 2003. On the other hand, 

Dhaka University Institutional Repository



171 

users of private and unqualified providers satisfied with the overall service 

were as high us 88 percent and 87 percent respective ly in 2003 . Similarl y, 

users of government services for trcatment who considered that they had 

received a fu ll explanation o f their illness also declined from 50 percent in 

2000 to 44 percent in 2003. However, this was significantly higher among 

the users of privatefNGO services (7 1 % in 2000 and 80%) and unqualified 

service providers (68% in 2000 and 73% in 2003). 

CIET (2004) findings showed that patients from the poorest households 

\I,.'crc less like ly to be prescribed medicines in the government facilities. 

Waiti ng time for the poor was longer than the less poor. People had 10 pay 

unofficial fees to the providers. Women from the poorest household were 

found less satisfi ed with govemment services in the all the three surveys by 

CIET. 

Focus group discllss ions brought compla ints abollt thc behaviour of the 

scrvice providers speciall y the doctors. Doctors were considered rude, 

disrespectful with an indifferent attitude and biased towards looking after the 

cconomicall y be tter off patients. Absence of doctors was c ited a major 

problem by almost half of the focus group. In their opi nion doctors work 

more in the priva te c linics then in the governmcnt health service fac ilities 

(ClET 2004: 43). 

However, national surveys showed improvements 111 the national 

performancc with respect to some hea lth and demographic indicators like 

TFR, MMR, IMR, under- fi ve mortality rate etc. TFR had declined to 3.0 ill 
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the later part o f this policy regime (2001 -03) from a stagnating 3.3 during 

( 1994 to 2000). The pcriod of fe rt ility plateauing (1994-2000) had 

overlapped between last few years of FP-MCH policy regime ( 1994-97) and 

the first two years ( 1998-2000) of the refolnl is t reproducti ve health policy 

regi me ( IPO RT and el. al. 2005: 54; and 2009: 49-5 1). This decline in 

TFR in the later pa l1 of the policy regime was accompanied with decline in 

age-specific fertility for all age groups except ing 20-24 years of women. 

Increase in the usc of modern methods ofconlraccptivcs had increased to 47 

percent in 2004 from 43 percent in 1999/00 (N I PORT and el . al. 2005: 67). 

Ilowcvcr. this improved perfonllance of family planning sector could not be 

attributed solely to government family planning programme because during 

this period public sector's contribution in the service deli very had declined 

significantl y. During 1997 to 2004 outreach programme of the government 

shrank. Field workers of the public sector in prov isioning contraceptives had 

fallen down from 39 percent to 23 percent. Hence, its contribution in the 

contraceptive provision fell down from 74 percent to 57 percent (World 

Bank 2005c: 29). cvertheless, despite this decline in fertility the target of 

replacement level fertility by 20 10 were not reachabl e. Famil y planning 

programme was featured with 19 percent of discontinuation ratc of 

contraceptives and side effects constinned the major reason for 

discontinuation for pill , IUD, injectablcs !:Ind norplant. Unmet need for 

fa mil y planning was II percent (N IPORT and el. al. 2005 : 79-80; 105). 

There had been slight improvement wi th respect to maternal mortality 

situation during this period. Pregnancy-related mortality ratio (PRM R) had 
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declined from 485 per 100,000 live births in the earl y 1990s to 400 by the 

late 1990s. Maternal mortality ratio had been estimated at 322 per 100,000 

live births by the Bangladesh Maternal Mortality Survey, 200 I (N IPORT 

and et. al. 2003). BDHS, 2004 had marked a significant increase in the use 

of antenatal care. Antenatal care by a trained provider rose from one third in 

1999-2000 to almost half in 2004. Nevertheless, no improvement was 

marked with respect to facility based del ivery. Only nine percent of bil1hs 

occurred at " health faci lity ( IPORT and et. al. 2005 : 135- 141 ). FUl1her, 

there were wide disparities among different subgroups ofwolllcn in all types 

of maternal care-seeking behaviour (Koeni g and et. al. 2007: 75-82). 

Child mortality and under-five mortality continued its declining trend over 

the preceding five years. Child morta lity came down from 30 per 1,000 

births during 1995-1999 to 24 during 1999-2003. Under-five mortality came 

down from 94 per 1000 live births in 1995-99 to 88 during 1999-2003 

( IPORT and el . al. 2005: 11 7). Nevel1heless, due to deficiencies in data it 

was difficult to infer whether these improvements were the impact of HPSP 

(World Bank 2005e: 3 1). 

4.5 Summary and Assessment 

This policy regime had made a paradigm shift from project to sector wide 

policy framework, separate health and family planning services to integrated 

primary health care package, broad based primary health care to basic 

package of primary health care services, and from ~P-MCH services to 

reproductive health services. These shifts were made in view of rendering 

pro poor, client centered, cost effective. and quality health service delivery. 
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While these shifts were accompanied with compatible reform agenda and 

necessary revisions and additions in the programme design, there a lso 

remained many incompatibilities and omissions within the policy 

framework. 

The most s ignificant contribution of this policy regime was its shift towards 

reproductive health with major focus on maternal health . Even though its 

shift to reproductive health remained largely incomplete in view of the fact 

that it could not establish integration between the reproductive health 

services because of failure of unification, it had made a grea t stride through 

estab lishing maternal health as the most important reproductive hcahh issue 

in its own right. Maternal health has been conceived and pursued as an end 

itself. Expansion of EmOC had been adopted as its basic maternal health 

strategy to complement community based maternal hcalth intervent ions wi th 

facility based interventions. Step towards expansion of EmOC up to primary 

level has been a landmark in the journey towards increasing the avai labi lity 

of and accessibi lity to the most imp0l1ant maternal health service to address 

the most important reason for very high m8tcrnalmortality in the country. 

Broadening of reproductive health services has been a major step towards 

increasing the avai lability of and access ibility to the services needed for 

addressing the very basic reproductive illness like STI and RTI etc. 

Introduction of awareness programme for adolescents has been the first step 

towards removing overt policy barrier on adolescents' access to reproductive 

health services. However, covert policy barrier on men continued to remain 
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a feature of the programme in absence of any measure to include men in the 

reproducti ve health programme. 

Its shift towards reproductive health was not accompanied by a clear policy 

di rection for family planning programme. The programme was not 

redesigned or refocused towards promoting reproductive health. The 

programme continued to have its demographic objectives and targets. Thus. 

family planning services were not transfonllcd into reproduc tive health 

services. Famil y planning services were placed in a c luster of o ther 

reproductive health services without making appropriate strategic linkages 

wi th those services. Further, its demographic objectives were not tra nslated 

into reproducti ve health objectives. 0 new strategy or interventions had 

been evolved to link family planning serv ices with reproductive health 

promotion. Family planning activities could not be appropriately linked with 

reproductive health framework . Family planning activities were continued to 

be conceptualized as fertility reduc tion services and its avai labi lity was 

designed to be linked to fe11ility reduction than to promotion of reproduc ti ve 

health. 

It appears that policy makers were ambi va lent abou t making a choice 

between 'a fami ly planning programme to promote reproductive health ' or 

'8 family planning programl11e to attain demographic goa t'. Thus, at the 

surface leve l famil y planning programme was brought under the 

reproductive hea lth component with the objective of promoting reproducti ve 

health to respond to the global dcmand. On thc other hand. they were 

convinced within themselves that family planning programme in QUI' country 
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still needs to playa strong role in bringing down fertility to the replacement 

level along with other development interventions I. C., education, 

employment etc. That is why, demographic targets were set and strategy to 

promote longer acting contraceptives was pursued. However, such a 

dilemma over the role of the programme at the policy level had its affect on 

the programme implementation and programme mOl11entum . This di lemma 

over programme direc tion had affected the programme momentum at the 

time when the programme was at its peak and also far from achieving its 

long term goal of replacement level fertility. This confus ion at the policy 

level had resulted in the failure to translate how H PSP would achieve its 

twin goals of ferti lity reduction and reproducti ve health promotion. Under 

this situation fam il y planning act iv ities were designed to be linked to 

fertility reduction and not to reproductive health . 

Absence of a clear policy and programme direction had created a feeling of 

insecurity among the famil y planning programme ins iders. Failure of 

crea ting a meaningful space or plalfonn for family planning insiders to work 

fo r reproductive health promotion within the envisaged unified managcment 

structure had severe ly affected the implementation of the enti re sec toral 

programme. Issue of unification for the ins iders of famil y planning 

programme had turned into an issue of the existence of the programme. 

Hence, they were res istant to unifica tion of hea lth and famil y planning from 

the ve ry beginning. However, the then policy makers and political leaders 

had overpowered the famil y planning officials during the po licy formulation 

stage through strong mobili L.a tion a fei vi l society. Overpowering such strong 

stakeholders brought only tcmporary solution. Even though low ranking 
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famil y planning staff was managed by the government with the promise of 

job security, higher ranking o ffi cials did not sec thei r career prospect in the 

un ifi ed system. Thus, policy of unification was never owned by the family 

planning offi cials and hence, they remained non-functional. However, they 

remained ac ti ve to reverse the unification through mobilization of media and 

political leaders. Hence, the whole matter was overturned a t an opportune 

time. They l11obili .lcd political support when the new government led by the 

Bangladesh Nat ionalist Pal1y took power in 200 1. They could convince the 

new government to OVCI1Unl the whole matter of un ifi cation taking 

advantage o f the antagonistic pol itical culture of the country. Thus, policy of 

unification did not materia lize because due consideration was not given to 

one of the most important stakeholders' stake. The process of doing it was 

not considered right in many ways. It was alleged that unification was not 

designed and implemented in a functional or fair manner. One o f the most 

design errors identified by the annual review team of I-I PSP was its decision 

regarding supervision and support of the non-clinical aspects o f ESP service 

de livery at the primary care level by the clinical (health) managers. This was 

considered undesirable because they neither had ex perience nor had any 

natural or tangib le Interest for giving that service. Further. the decision to 

phase out fro m domicili ary services was also considered a great mistake by 

many. 

HPSP expen ence recontinns that policy making is a political proccss 

involving bargaining between different stakeholders. Hence, it must take the 

ro ute of dialogue in resolving any con fli ct irrespective of the merit of the 

refoml programme. HPSP implementati on had suffered because it could not 

Dhaka University Institutional Repository



178 

integrate one of the very strong groups of stakeholders. Hence, H PSP did not 

yield wide programme support and its success was limited. Unified 

management stnlcture for heahh services is embedded in the concept of 

package primary health services and reproductive health services. Tussle 

over un ifica tion of services had dismantled the entire philosophy of HPSP. 

Linkage and integration between and among the services, the crux of 

reproductive hea lth, were beginning to diminish when unification of services 

came under th reat. 

HPSP deserves recognition for making the first move towards adopting 

rights based approach to health policy and programme. HPSP upheld the 

sprit of human rights in many ways i.e., brought a pro poor focliS by 

targeting the services those impact on the hea lth of poor most; broadened 

reproductive health services; estab lished maternal health as the most 

important reproductive health; removed age based discrimination to 

receiving reproductive health services by targeting adolescents and elderl y 

population; developed mechanisms towards making participatory and 

accountable health system; and brought the issue of gender mainstreaming. 

For the fi rst time in Bangladesh, , Clients' Charter of Rights and Hcalth­

Care Providers' Charter of Rights were published by Bee as a move 

towards promot ing cili .lcns' rights and accounUlbility of the hea lth service 

delivery system. 
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Policy Discourse ill the Reproductive Health Regime: The 

Conformist Approach 

This chapter outlines and examines the poli cy frameworks in third phase of 

policy regime in the light of the objectives of the study_ This pol icy regi me 

has taken a cOllfonni st approach for reproducti ve health to escape the 

challenges encountered by the reformist reproducti ve health policy regi me. 

It has reversed the stmctural rcfomlS env isaged by the refomlist 

reproductive health policy regime and took the conventional route for 

management and implementation of health and population programme in 

general and reproductive health in particular. That is why this regime has 

been called reproductive health policy regime with con fomlist approach. 

This chapter aims to analyze the policy frameworks of this regi me with a 

view to examining how policies, strategies, and interventions evolved under 

the influence of major actors and facto rs have affected the availability of. 

accessibility to, and quality of reproducti ve services and contributed in 

achieving the policy objectives. 

5.1 Co ntcxtu al izing Policy Development in Reproductive Hea lth 

Regime with Conformist Framcwork 

Five year plans used to be the long-term policy document of the govcrnment 

in Bangladesh un til the end of the Fifth Five Year Plan ( 1997-2002). After 

the fifth five yea r plan ( 1997-2002), no five year plan was prepared until 
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20 11. ' Poverty reduction strategy paper (PRSP) continued to be the major 

medium-term plan document of the government of Bangladesh during plan 

holyday period (2002- 20 11 ). Poverty reduction s trategy paper was 

fannulated with the vision to achieve millennium development goals 

(MDGs) (Plan ning Comm iss ion 2003: 7). 

ll1C new millennium was marked with the Millennium Declaration 10 the 

Mill en nium Summit held in 2000 with the goal of building a world free from 

hunger and extreme poverty. The declaration was endorsed by 189 countries. 

World leaders have agreed to eight specifi c goals. These goals were sel as a 

framework for guiding and track ing development process and progress 

respecti ve ly. These goals have 18 targets and 48 indicators. These targets arc 

to be achieved by 20 15. 

The World Bank and IMF in making their commitment towards MDGs have 

evolved an institutional mechanism for enabling the resource poor and 

highly indebted countries for framing sector pl ans and programmes aiming 

at povert y reduction for achiev ing MDGs. In the late nineties, the Wol'ld 

Bank and IMF, in the context of ri sing debt liabiliti es among the less 

developed countries had proposed granting o f debt re li ef to highly indebted 

countries on condition of fonnulating effective national strategy document 

for poverty reduction. Recognizing the multidimensional nature of povert y, 

multisectoral engagement was sought by them in pursuit of povel1y 

reduction and MDGs. In fact PRSP had to be fomllilated to develop national 

\ T he Slxlh Five Year Plan (201 1-201 5) has been fonnulutcd In 2011 after the Fllih 
FIVe Year Ph~n (J 997·2002). 
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plan for multi sectoral poverty reduction programmes towards achieving 

MDGs and seek ex ternal assistance along that line. Thus, Poverty Reduction 

Strategy Paper (PRSP) had been evolved as loan instrument for the resource 

poor cOllntries towards making pro poor and MDG focused sector 

inves tment (Gwatkin 2000: 5). 

In this backdrop. poverty reduction strategy papers were prepared by the 

highly indebted coun tries like Bangladesh. Init ia ll y government of 

Bangladesh had prepared interim Poverty Reduction Strategy Paper (i­

PRSP) titled " A National Stra tegy for Economic G rowth, Poverty Reduction 

and Social Development". It was finaliLcc..I in March, 2003 . This had 

actually been a ground work for a full fledged Poverty Reduction Strategy 

Paper. As an interim step i-PRSP had laid out the framework for pro-poor 

health sector planning for the upcoming programme implementation plan, 

Health j utrit ion Population Sector Plan (HNPSP). I-PRSP claimed to have 

had followed a comprehensive approach for povert y reduction based 0 11 a 

rights-based framework and pledged towards progressive realiza tion of 

rights within the shortest possible timc ( Planning Commission 2003 : 7). 

The World Bank had developed its country assistance strategy in accordance 

with the requi rement of i-PRSP. Focus of the country assistance strategy of 

the Wo rld Bank 200 t -03 for Bangladesh remained on poverty reduction 

through human development. It had emphasized on strcngthening priority 

health interventi ons. World Bank had emphasizcd on partnership between 

the public and non-pUblic sector. It had also proposed for improving 

regulation and suppol1ing community drivcn approaches, improving health 
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sector financing, and adopti ng performance based lending (World Bank 

2005b: 4). 

MDGs and i-PRSP had laid down the policy and programme directions for 

health sector and thrown new challenges for the health programme. 

T herefore, under the new circumstances, after completion of the time frame 

of HPSP. government moved towards preparing a new program me plan 

titled Health Nutrition Population Sector Programme (H PSP) in 2003. 

Conceptual framework for the Health Nutrition Population (HN P) sector 

was prepared through dialogue with the key stakeholders. Based on the 

concep","1 framework, HNPSP (2003 -06) had been approved by the 

Execlitive Committee for National Economic Council (ECNEC) in March, 

2004 (MoHFW 2008.: 2). However, the programme implementation had not 

started until 2005 (HNP$P: APR 2009a: I) . 

On completion of i-PRSP in 2003, a full blown Poverty Reduction Strategy 

Paper (PRSP) titled "Unlocking the Potential : National Strategy for 

Accelerated Povert y Reduction" was fannul ated for three years time period 

(2005- 07) . Later on it was extended up to June 2008. PRSP had put equal 

weight 011 income dimensions of poverty and human dimensions of poverty 

i.e., depri vation in hea lth , educatioll , nutritioll , and gender related gaps 

(Plann ing Commission 2005). Thus, Mol-lFW as well as other sectoral 

ministries were entrusted wi th health related PRSP targets. This had 

necessitated preparation of long-term strategic objec ti ves for HNP sector. 

Therefore, the Strategic Inves tment Plan (S IP) for HNP sector was prepared 

ill November 2004 in accordance with the MDGs and PRSP targets and 
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strategies of the government of Bangladcsh. SIP for H P had identified key 

investments for accelerating moderniza tion of HNP sector (MoHFW 2005: 

15). 

For addressing health inequalities S I P gave fo ur broad policy directions: (a) 

shift ing resource allocations to poorer districts (or districts wi th poor health 

outcomes); (b) targeting and demand-side subsidies; c) diversification of 

service provision Le. , diversified service provision through public-private 

partnerships; d) in ter-sec toral collaboration (World Ban k 2005b: 3). 

In th is backdrop, HNPSP (2003-06) needed revis ion to incorporate the 

inputs of SIP. Even though the timeframe of H PSP was 2003-2006, its 

actual implementation got slaned in 2005. Revised plan of implementation 

for HNP5 P with thc time frame 2003 -1 0 was prepared in line with the goals 

and objectives of PRSP, MDGs, and policy di rections of S IP (MoHFW 

2008a: 2, 16). Evcn though time line of HNPSP and 5 1 P was up to 20 10 (li p 

to June, 20 ) I ), they were conceived as part o f the longer tcnn phm towards 

achievement of MDG. However. the strategies were not chalked out up to 

20 15 (World Bank 2005b: 4). 

5.2 I'olicy Framework in the Conformist Reproductive Health 

Regime 

Policy framework in this policy regime has been primarily analyzed on the 

basis of HNP P, PR5 P, popul at ion policy 2004. and the national 

communication strategy for famil y planning and reproductive health . At the 

backdrop of implementation failure of some of the vital features of the HP 

2000, thc ncw government fonned by the Bangladesh Nationalist Party in 
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200 1 pursued updating of the NHP 2000, in 2003. The NHP 2000 was 

revised in 2006 and forwarded by the ministry to the Cabinet. However, it 

was not finalized. Thus, HNPSP was assumed to be the major plan 

document in absence ofa new health policy. 

Aller completion of the timeframe of the fi rst PR P in 2008, the second 

PRSP was fom1lliated in 2009. Second PRSP has not been analyzed in this 

s tudy because HNPSP was formu lated at the backdrop of the first PRSP. 

Sim il arl y the second NHP 201 I , which was published on the 23((1 of January, 

20 12 i.e., after the time frame of HNPSP (2003-201 1), has also not been 

analyzed as a poli cy document in this chapter. There was no scope of 

analyzing it , given the time frame drawn for the study. Further. the sa id 

policy has been outlined in the context of the new programme 

implementation plan, H.ealth Population Nutrition Sector Development 

Programme (H PNSDP) that had eommenccd on Ju ly, 20 II . 

S.2.1 Reproductive Hea lth Programme Framework in the Health 

Nutrition Population Sector Programme 

HNPS P had been a thematic successor of HPSP and was buil t on SWAp. 

The content of the policy in HNPSP in terms of health services to be foc used 

on had not differed from that of HPSP. Its central goal was to accelerate 

health related M DGs and PRSP targets th rough increasing availab il ity and 

uti li zation of the essent ia l services as defined by ES P under HPSP.2 Its 

objectives relati ng to reproducti ve health included: reducing maternal , 

neonatal and childhood mortality and improving maternal and chi ldhood 

1 Sccchaplcr4 , pp.142-1 51. 
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nutrition along MOOs and PRSP targe ts; and reduc ing tota l fe rt ility to 

replacement level. 

MOOs re lating to health adopted in the United Na ti ons Millennium 

Declaration of 2000 were: a) to promote gender equality and empowerment 

o f women; b) to reduce child mortal ity, by 20 15, by two-thirds compared to 

1990 levels; c) to improve maternal health by lowering matcrnal mortality 

within 20 15 by th ree- fourths compared to 1990 levcls (Planning 

Comm iss ion 2009; MoHFW 2005). Hea lth sec tor ta rge ts SCI by i- PRSP for 

meeting MDGs to be achieved by 20 15 were to: a) reduce infant and under­

fi ve mortality rates by 65 percent, and eliminate gender disparity in child 

mortality; b) reduce matemal mortality rate by 75 percent; c) ensure access 

to reproductive health services to all; d) reduce the proport ion of 

malnourished children under five by 50 percent; and e) substantially reduce 

social violence against the poor and the disadvantaged groups, especially 

violence against women (Planning Commiss ion 2003: 7-8). 

Central to MDGs are matemal and child health. Family planning services 

have been conceived as a means to reproductive health and thus. it should 

contribute towards increas ing accessibil ity to reproducti ve hea lth services to 

all for promotion or reproductive health. 

HNPSP objecti vcs were the same as those of MDGs with respect to matemal 

and child health. However, family plann ing services had been conceived as a 

means fol' increasing accessibility to famil y planning methods for fel1ility 

reduction towards achieving replacement leve l fertility. 
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Despite being the thematic successor of HPSP, H PSP had been premised 

upon the recommendation of Implementation Monito ring and Evaluation 

Division (1M ED) given in the light of HPSP implementation . The 

recommendation had clearly spclt out independent operation o f the two 

directorates i.e., health and famil y planning as they did pri or to H P P period 

and therefore, HNPS P had launched two separate PIPs fo r the two 

directorates. It had re iterated the need for following SW I\p in both PIPs 

(MoHFW 2008a: 4). 

HNPSP required adopting strategies 111 conformity with the challenges 

identified and policy directions chalked out by S IP. Vital changes in the 

programme features were also brought on the basis of implementation 

experience of HPSP as reflected through the recommendation of IM ED. 

Thus, HN PSP, as a thematic continuation of HPSP, whi le had retained, 

modifi ed and enhanced many of the features of HPSP, it at the same time 

had reversed the fundamental feature of HPSP.J 

Three reform areas had been focused by HNPSP: strengthening publi c health 

sector management and stewardship capacity through development of pro­

poor targeting measures as we ll as strengthening seclor-wide governance 

mechanisms: health sector d ive rsi fi ca tion through the development of new 

delive ry channels for publicly and non-publicly financed serv ices; and 

stimulating demand for essenti al services by poor households through health 

advocacy and demand-side financing options (World Bank 2005b: 5). 

J For detaded analysis or I)PSP, seC' chapter 4. 
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Role of HNPSP had been envisaged in the development of policies and 

strategies for emerging challenges in four areas and if possible 

implementation of the policies and strategies at a later stage. These included: 

reduction of injuries and implementing improvements in emergency 

services; prevention and contro l of major nOI1- communicable di seases; 

urban health serv ice development; and HNP response to disasters (World 

Bank 2005b: 6). 

Essentia l Services Delivery (ES D) remained at the nucleus of the sector 

programme as the stralcg ic conduit for pro poor resource allocation as it had 

been in HPSP. Programme des ign for reproductive health remained the same 

within Essen tia l Services Deli very (ESD) in HNPSP as it had been chalked 

out by HPSP: However, H PSP had restored domiciliary services for ESD 

and included nutritional elements for mother and children in it. Reproductive 

health continued to remain at the top of the pro poor resource all ocation 

agenda of ESD. In other words, reproductive health intervention was 

established as poverty reduction intervention and m3temal health had been 

identified as the most important arca for reproducti ve health intervention. 

Reproducti ve health programme objectives and s trategies heavi ly reflectcd 

on matcmal health. Principal maternal hea lth stratcgies remained the same. 

Giving due consideration to obstetric causes as the most illlp0l1ant reason 

for maternal deaths, HNPSP like HPSP had g iven special attention for 

strengthening EmOC in accordance with the maternal hea lth strategy 2001 s. 

The strategies adopted by HNP P were geared towards building 

<I For details, see chapter 4. pp. 143-145 . 

S For more mfommtion on maternal heahh strategy. see chapter 4. pp. 155-158. 
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countrywide ErnOC facilities through strengthening comprehensive 

emergency obstetric care at UHCs, MeWes, and district hospitals; 

increasing bas ic emergency obstetric care in every feasible facility at the 

union and lower level ; and training of medical officers in obstetTics or 

anesthes ia and placing them in teams at the district or U"azila (sub-district) 

health faci liti es. 

HNPSP had adopted the skilled birth attendant (SBA) training programme as 

a community based maternal health strategy to ensure safe home delivery in 

accordance with the maternal health strategy, 2001. Thus, HNPSP had 

supplemented its facility based obstetric care in terventi on with community 

based SBA intervention. It is to be mentioned that skilled birth attendant 

training programme commenced in Bangladesh in 2003 wi th the technical 

support of World Health Organization and UN FPA (WHO 2004).' Six­

monlh SBA training are imparted to FWAs, and femal e HAs, the 

domiciliary service providers of family planning and health directorate 

respectively with the assistance of WHO to attend delivery at home. 

Maternal health services in HNPSP had been further strengthened by adding 

demand side intervention in it. Increased accessibility to maternal health 

seeking had been sought by HNPSP through introduction of Mate mal Health 

Voucher Scheme (MHYS), a demand side intervention. This intervention in 

maternal hea lth services had brought an additional feature in HN PSP. The 

scheme provides vouchers to pregnant women to purchase antenatal , normal 

delivery, and postnatal services from a designated provider of their choice 

~ See chapler 4. p. 163. 
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for their first and second pregnancy. The providers afC reimbursed for the 

services delivered upon producing the voucher (MoHFW 2005 : 45; HNPSP: 

MTR 2008: 16). However, the scheme has been initiated in a limited number 

or Upazi/as. Initially poverty had been the eligibil ity criteria ror vouchers 

except for the 19 Upazi/as where eligibility was universal. However, later on 

it was made universal for all Uptlzi/as where MHVCs were operating. The 

scheme also provides incentives to the providers and 'seed money' for 

insti tutions to meet any additional cost (HNPSP: MTR 2008 : 16). 

Awareness services for reproducti ve health had put special emphas is on 

promotion of universal awareness on danger signs during pregnancy, and 

delivery, delivery planning, emergency preparedness for pregnant women 

and home care ror maternal and earl y childhood nutrition (HNPSP: MTR 

2008: 15). 

As the programme title HNPSP suggests, nutrition was very logica lly 

integrated into the sector. Nutrition being the focus of PRSP had for the first 

time got some attention in the mainstrea m health sector programme of the 

country. Reduction of child malnutrition by half, within 20 15 was one of the 

goals of poverty reduction strategy. H.ence, donors' assistance was ensured 

for nutrition programme and the ational Nutrition Programmc ( P), 

funded by World Ban k which had originated as a stand alone project and 

continucd as a separate project outside 1-1 P P. was brought within the 

purview or HNP sector rrom July 2004 (Mo HFW 2005: 20; White 2007: 
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462)' Operational plan of 'P was housed in MoHFW itself and thus, was 

under the direct supervision of the Secretary, the execut ive head of 

MoHFW. 

HN PSP had planned to expand nutritional intervention th rough NNP to 

cover 232 Upazilas by 20 1 I (MoHFW 2008a: 24). It had two components 

i.c., a) area based communi ty nutrition (A BC 1) services for children under 2 

years, pregnant and breast fced ing women, newly-wed couples, adolescent 

girls and national level nutrition services; and b) programme management 

and development, monitoring and evaluation, operat ions research and 

tra ining and Behavior Change Communications functions (M oH FW 2005: 

20). Area based community nutrition acti vities were implemented through 

contracted NGOs. NNP supports the NGOs with training, procurement of 

iron foliate, and de-wonning tables (HNPSP: APR 2009: 32). Micronutrient 

interventions V itamin A supplementation and Iron Foli c Acid 

suppl ementation were among the core M CH services deli vered through 

public sector mainstream health services. 

The urgency of an urban health development plan had been recogni7ed at the 

policy level for impl'Oving in frastructure, service deli very strategies, 

incorporating govcrnmcnt, pri vate and NGO services. and defi ning 

appropriate role for M oLG RD and M oHFW. Re-examination of further 

funding for the on-going urban primary health services was considered 

., Sec chaplcr 3, pp. l1 S·1 19. 
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important upon such plan.s Thus, a n urban primary health care plan or 

s lTalegy had been envisaged by HNPSP. Consuhalion bel ween MoLGRD 

and MoHFW had been emphasiled in Ihis po licy process (MoHFW 2008a: 

39). 

HNP P had conceived some new institutiona l mechani sms for re necting 

people's vO ice 111 health polic ics and programmes a nd ensunng 

accountability of health service systems. It had planned for fo nning Health 

Users' Forums (HUFs) starting !Il the local level up to the national level 

involving stakeholde rs frol11 government, health care providers. clients, and 

communi ties. I-I UF were supposed to have access to international research 

and advocacy group and lay the basis fo r local plan ning. monitoring and 

evalualion. HNPSP has also planned 10 fom1 Heallh Advisory Commillces 

(HACs) composed of elected public representatives, service providers, local 

government offic ials. and GOs to oversee service provision in a health 

fac ility. 

5.2.2 Linkin g Poverl y Redu clion Stralegy a nd Reproduclive Heallh 

Programme Fra mework in the Health Nutrition Population SeClor 

Programme 

Upon analyzing key dimensions and detcmlinants of povcn y si tuation in 

Bangladesh, PRSP had identified some stra tegic blocks for interventions 

• Urban Primary Health arc ProJcct had been initiated m 1998 with the fundmg from 
ADB. Urban pnmary health bemg the mandate of CIty corporatIOns MoLGRO IS the 
authonty for Implementation of the programme through city corpora lions. The 
Implementation arrangement of the project had been made through the contrac tmg 
NGDs. Contractmg out of the servlccs to NGGs for urban pn mary hea lth servIces had 
started under various public-pri vate partnership developed In the later parI of li P 'r 
ou tside the framework of HJ>SJ> (1I PSP.APR 2005: 43). 
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towards creating a road map for poverty reduction. Major themes of poverty 

had been focused by major public sector Ministries and Divisions as part of 

the participatory process in the preparation of PRSP. The theme presented 

on health including population planning, nutrition, and sanitation had 

identified over population as one of three principal hCl:l lth problems of 

Bangladesh (Planning Commission 2005: 34). 

Human development had been identified by PRSP as a stratcgic block ror 

developing roadmap towards poverty reducti on. It had called for investing in 

education and health as the two most important paths of human 

development. Child, maternal , and reproductive health interventions 

including nutrition had been asserted as human development interventi on. 

Maternal health had been championed as reproducti ve health interventi on. 

Int roduction of demand side financing for maternal health programme and 

expansion o f SBA for ensuring safe home delivery were emphasized. 

It had rollowed the rights based approach to rcproductive health and thus, 

had emphasized on enabling people to meet their reproductive intent and 

reproducti ve health needs safel y. While it had touched upon the importance 

of population contro l for poven y reduction in a line, it had laid more 

emphasis on respondi ng to women 's reproduct ive health need and ensuring 

their health safety because the burden of reproductive ill health is chie fl y 

borne by women. In this connection, it had recognized the importance of 

addressing unwanted pregnancies and contracting diseases. However, it had 

not set any clear direction for transforming famil y plllnning programme in to 

rep roductive health services. 
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On the other hand, output indicator and outcome indicator set for family 

planning services was limited within CPR and TFR respectively (Planning 

Commission 2005: 225-226). Thus, PRSP did not take a clear position on 

family planning. This contradict ion at the policy level has brought family 

planning services in a dwindling position. 

It had touched upon the importance of population control for poverty 

reduction very superficially wi thout signifying important links between 

fel1ility reduction and maternal, chi ld, and reproducti ve health and therefore. 

human development (Planning Commission 2005: 136). It had not 

established family planning services as an important means to maternal, 

child, and reproductive health. Thus, family planning had not been 

adequately advocated as maternal health intervention or reproductive health 

intervention in PRSP. It has been established only as means to fertility 

reduct ion, Thus, strategic linkage between family planning serv ices and 

maternal, child, and reproductive health were missing. 

Adequate attention was not given to the urban primary health care situation . 

It also did not provide any direction on the role of Mo HFW with respect to 

urban primary health care services. 

PRSP's strategic position on maternal hca llh serv ices and family planning 

services got reOected upon the HNPS P's strategic position on family 

planning services and maternal health services. 
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5.2.3 Li n king the Second ationa l Populat ion Po licy a nd Rep rod ucti ve 

Healt h Program me Framewor k in Hea lth utril io n Popula tio n Sector 

Programme 

The fi rst population policy was fonnulated in 1976. early after three 

decades the second population policy was fonnulated by the governmen t in 

2004 to address the changing popul ation challenges of the country. Both 

populat ion pol icics' prime objective remained the same, bringing down 

fCI1ility rate and population growth rate towards achievement of replaccl11cnt 

level fcnility. However, the contexts or the two policies were quite diffe rent. 

The popu lation policy 1976 was formulated soon after the independence of 

the country when govemmcnt had recognized population growth as the 

prime challenge for sustainable development oC the country .1) ecessi tyora 

strong family planning programme was felt at the policy making level of the 

government for curbing high fen ility. There was strong political 

commitme nt for family planning programme. Therefore, population policy 

of 1976 was chiefly focused on curbing fert ility. Hence, strategies were also 

conceived towards achievi ng that objective of thc policy. Subsequent fi ve 

year phms and programmes were conceived in line with the population 

policy. 1976. 10 

Second population policy was formulated in 2004 when the g lobal policy 

environment centering population and health had changed consi derab ly. The 

policy cnvironment was very much influenced by the proclamat ions of the 

IC PD in 1994. International Confcrence on Women and Children in 1995. 

I) This bas been dlscusscd In chapter 3. pp. 75·77. 

10 For discussion on five year plans, see chaplcr 3, pp. 71·1 19. 
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Millennium Summit in 2000. Thus, population policy, 2004, had a broader 

focus and hence, foclised upon migration, urbaniza tion, and also mortality as 

other important factors of population process besides fertility. Its objectives 

even inc luded reduction of IMR, under-five mortality and MMR, maternal 

and ch ildhood malnutrition and RTI, STI and prevention of HIV/AIDS. 

However, the link between fami ly planning services or fertility reduction 

and improvement in the health outcome indicators was not established by 

the policy. 

The populat ion challenge inl11ccting the goals of PRSP and MDGs had been 

brought into foclis by the policy. The urgency of achieving replacement 

level fertility was focused in the context of human development challenges. 

Recognizing the interrelationship between population growth, population 

dist ribution and development, the policy had ca lled for integrat ion of 

population variable in the development plans of the relevant ministries. 

Simi larly, it had urged on integrating demographic factors into the activities 

of health, education, women's developmcnt, urbanization, hOllsing, 

environment, poverty alleviation, and addressing inequality and inequity. 

The population policy object ive was to atlain RR I by the yeaI' 2010 

through reducing TFR. The policy had advocated for a multisecloral 

approach for population programme. It had ca lled for giving increased 

attention to the strategies those address un met need for family planning and 

pl'omotes qual ity of care. Addressing Ullmet need for family planning and 

promot ion of quality of care had been considered very cri tical for reduction 

of fert ility, Inaternal, and child mortality and morbidity. Prevention of 
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unsa fe abortion had also been highl ighted in the context of promotion of 

maternal health. MR had been recognized as the corner stone of population 

policy. The policy had neither recommended an incent ive based fa mily 

planning programme nor negated it. However, demographic target based 

family planning programme was main theme of the policy. The poli cy had 

endorsed re instatement of domicil iary services as had been done by I-INPSP. 

Si mil arl y it had endorsed the skilled binh attendant training strategy for sa fe 

home del ivcry as conceived by H P P. 

Reproductive health perspective was brought in the population policy in the 

context of the declaration of ICPD and Intemational Conference on Women 

and Children. While the main objective of the poli cy was accelerated 

fertility reduction to achieve replacement level fertility by 20 10, it had also 

urged on clients' needs based provisioning of contraceptives. Gender equity 

and empowerment was a major focus of the population policy. It had called 

for mutisectoral intervention fO l' gender equi ty and empowerment i.e. , create 

equal opportun ity for boys and gi rl s in education sys tem and at work and 

ensure equality in providing health and nutrition services. Elimination of 

violence and sex ual abuse on women and trafficking of womcn were 

considered vital for gender equ ity and cmpowcnncnt. Malc involvcment in 

household responsibil iti es. reproducti ve health, and family planning was 

recognized cruci al for promoting health and gender equity. 

The policy had concei ved reproductive health fro m li fe cycle approach and 

hence, its target populat ion did not confinc onl y wi thin couples of 

reproductive age. Adolescents were considered prime target population for 
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counseling services a iming at delaying age at marriage, delay in first birth as 

far <1S possible, adequate spacing between children, and providing 

reproductive health educat ion and life ski ll education. 

However, while the po licy had urged on the need for re focusing family 

planning programme it did not give clear direction for reposi tioning fami ly 

planning programme within the reproducti ve hea lth framework. 

The elderly population got foc lised in the population policy for the first time. 

Strategies were chalked out for improving the qua lity of life of the elde rl y 

population i.c., increasing the ex is ting old age allowance and expanding its 

coverage and free medical care for childless and helpless elde rl y people. 

The policy had recognized the pressure on urban faci lities and services to 

Illeet the demand of the ever growing urban population. It had ca lled for 

slowing down urban migration on a priority bas is and for planned 

urbanization, and conservat ion of environment. Strategies outlined for 

curbing urban migration included establishment of sate llite towns and 

growth centers wi th good commun ication and health and education 

racilit ies; skill deve lopment training for you th for manpower export etc. 

However, the policy did not give any future direction for urban primary 

health cure services including rcproductive health serv ices. 

HNPSP had set its targe t ror fe rtility reducti on in accordance with the 

popu lation policy, 2004. However, population variables were not properl y 

integrated in the sector plan . Further, HNPSP did not conceive any 

mechanism to promote other sectors' participati on in population programme 
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activi ti es or promoting gender equity and empowerment. Gender equity and 

empowerment had received attention by the population policy and I-I NPSP 

both . Adolescent and e lderly population was also rocused by the population 

pol icy and H PSP. 

5.2.4 Linking the National Communication trategy for Famil)' 

Planning a nd Reproductiv(' Health and Reproductive Health 

Progra mme Fnl fll cwol'k 

The nam ing of the strategy suggests family planning has been perceived as a 

separate entity and not an integral part of reproducti ve hea lth. 

Communicat ion strategy for reproductive health automatica ll y includes 

famil y planning and thus, need not be mentioned separately. Si milarl y. the 

strategy at the outset ment ions its objective to serve as a roadmap for: a) 

increas ing knowledge, improving altitudes, and changing behaviour with 

respect to ramily planning and reproductive hea lth; b) improvi ng the qua li ty 

ofrcproductivc hcalth serv ices; c) increasing stakeholders' partic ipation and 

coordination in the areas of famil y plan ning and reproductive hea lth. 

The s trategy has developed audience speci fic communication and advocacy 

acti vitics for incrc(l sing know ledge and changing attitude and behaviour 

with respect to broader reproductive health. Commun ication activi ti cs arc 

des igned for increasi ng knowlcdge and changing atti lllde at the individual 

levels through Illass rnedia cOllll11unication and awareness activities by the 

service providers. COl11munication activities arc primaril y media campa ign 

and audio visual presentations for use at the courtya rd meetings. Advocacy 

acti vities arc primari ly orientation meetings with different target groups 
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particularly community leaders (i.e., religious leaders, teachers, unIOn 

paris/wei cha irmen) who afC expected to work as catalyst for bringing 

change in the attitude and behaviour at the community level. 

Different categories of audiences have been identified by the strategy. These 

include: newly weds and low parity couples, married couples with desired 

family si7.e, males, adolescents, unmarried YOllth, religious and community 

leaders etc. 

The strategy has given emphasis on increasing know ledge and changing 

att itude and behaviour with respect to maternal health through foc using on 

communication and advocacy activities for birth planning and bi rth 

preparedness. The major theme of the strategy IS on limiting famil y size, 

child spacing and improved maternal health seeking. Fam ily planning 

services has been focused in the context of limiting family size and spacing 

child birth. The s trategy has focused cOlllmuni cation activities for promotion 

of joint decision maki ng for fami ly planning and choice of contracept ive, 

promotion of condom for preventing sexually transmitted infcctions. 

promotion of longer acting mcthods among couples with desired famil y size, 

and male involvement in reproducti ve health care seeking. 

Awareness about the importance of delay ing marriage and first pregnancy 

has been included in the communicat ion activiti es for unmarried adolescents 

and unmarried. For unmarried youths the strategy has recommended 

culturally sensi tive media materials about healthy perceptions of the 

opposite sex, negative impac ts of dowry cxchnnge, domestic violence, and 
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women's rights. For adolescents the strategy has recommended for 

adolescent life-ski ll s programmes into school curriculum and creating an 

environment fo r adolescents to seek informati on and services at local health 

facilit ies. 

The strategy has not included communication activities for child health 

part icularl y nco natal care. The strategy has not foclised on promotion of 

responsible parenthood HS the key for family wclnuc as (l whole. 

Responsible parenthood IS very impol1anl for protection of child right. 

Communication and advocacy ac ti vities for averting earl y marriage. early 

child bearing, violence, and dowry need to the included for all groups of 

audiences. 

5.3 Implementation Scenario of Health, Nutrition and Population 

Sector Programme (HNPSP) 

Expansion of EmOC services at UHCs has been difficull and vcry slow 

while good progress has been made in creating EmOe facilities at the 

district level. It hus been reported that EmOe facilities have been created in 

11 2 UHCs by 200 ( 1-1 PSP: APR 2009a : 47). In all district hospita ls and 

Me Wes, comprehensive EmOC facilities have been created even though 

they are ye t to be full y functional. Mol-IF W had implemented demand-side 

financing through Maternal Health Voucher Scheme (M I-I VS) for ANC and 

deli very care in 33 Upazi/as (sub·districts) of the country" Evaluation of the 

scheme \Vas under process fOI" tak ing a decision on scaling lip the scheme 

(1-1 PSP: APR 2009,.: 60). 
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No effective steps have been taken to address the long term challenges of 

H P sector as identified by SIP. Mid term review o f HNPS P had noted that 

long term challenges of H P sector as identified by SIP were not made 

operational by H PSP. It appears that many ideas put into policy papers arc 

not meant to be implemented. 

Few Upazi las and districts had prepared local level plans. evertheless. 

DGHS and DGFP had separate plans. 0 progress has taken place regarding 

implementation of these local level plans because reSOUfces were not 

allocated for these plans (HNPSP: APR 2009b: 98). Programme 

management remained as centralized as before. 

Voice and accountability mechanisms evolved by HNPSP through formation 

of HUFs, HACs, and Clients ' Charter of Rights had limited success. HUFs 

were to be formed from the local to national level involving stakeholders 

from government , health care providers, clients, and communities. These 

mechan isms even though appeared promising on paper were not 

implemented with seriousness. No initiati ve was taken to implement HUF. A 

number of HACs at various levels under DGHS and DGFP have been 

fonnulated . However, HACs have remained largely non ~ fLlnctional in 

absence of clear goal and mandate, support, training and resources ( HN PSP: 

APR 2009a: 48; Chowdhury and Osmani 20 I 0: 21 1; 26 1-262). 

Citizens' Charter of Rights was launched in 2004 and was rev ised in 2007 

(HNPSP: APR 2009a: 46). Indi vidual charters were also developcd. 

However, these charters were developed without any consultation wi th 
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citizens (Chowdhury and Osmani 20 10: 26 1-262). Even though citizens ' 

charter of health has been displayed in health fac ilities nation wide, majority 

of population and service providers are unaware of the charters (Chowdhury 

and Osmani 20 I 0: 2 11 : 261-262). A draft bi ll on hospi ta l autonomy was 

prepared in 2007. However, it was not finalized. 

Gender mainstreaming in health and population programme is the crux of 

the reproduct ive health movement. However, gender issues rCJl11:lincd 

con fined within policy level. Instinuional mechanisms for gender 

mainstreaming remained almost inactive (HNPSP: A PR 20090 : 46). 

Institutional approach to address violence as a major reproducti ve health 

issue has been lacking. The women friendly hospital project and the One 

Stop Crisis Centers have been conceived within the Improved Hospital 

Services Management under which OGHS has been working wi th UN ICEF 

to upgrade selected district hospita ls and UHCs with the goal of ensuring 

that women receive timely and adequate care and treatment wi th respect , 

dignity. and equ ity. However, progress in thi s respect has been very slow. 

Only a very limited number of hospitals have achieved the standards 

required to be qualified as women friendly hospi tals (HNPSP: APR 2009b: 

74). One Stop Cris is Centers have been establi shed in 8 Medical College 

Hospitals under the Mult i-sectoral Project all V iolence Aga inst Women 

(H PSP: APR 2009b: 53). 

Government has promoted internationally accepted three cost effecti ve 

nutrition interventions: a) micronutrient supplementat ion for pregnant 

women and under-five children; b) growth monitoring and nutrition 
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counseling; and c) promotion of exclusive breaslfeeding. Micronutrient 

intervention i.e., Vi tamin A, Iron Folic-Acid (IFA) are delivered by health 

and family planning directorate of the government. Growth monitoring, 

nutritional counseling including promotion of exclusive breastfeeding are 

deli ve red through NGOs by ABC. approach under the management or 

National Nutri tion Programme. 

Renewed emphasis has been brought on the community cl inics during the 

later stage of HNPSP after the formation of a new government in 2008 . The 

reactivation of the community clinics has brought impetus in recruitment of 

various categories of services providers. Recently government has devoted 

much energy to address acute manpower shortages in this sector through 

filling the vacant posts of various categories of health personnel within 

DGHS and DG FP. Civi l Surgeons, the district level heads or DGHS, were 

directed by DGHS in April 2009 to fill up 639 1 vacanc ies against the pos ts 

of MAs to make most of the community clinics operational (HN PSP: A PR 

2009b: 173). Moreover, filling up the vacant post ror doctors and nurses are 

already under way. 

A Gazette otification. ''Transfer and Posting Policy for Officers in Hea lth 

Servicc" has been issued by the govcmmcnt in December 2008. It contains 

the principles to be followed for: deployment of new ly recru ited physicians: 

postings to special posts and training posts: and service prerequisites for 

qualifying for higher education. It has made a req uirement of min imulll two 

years serv ice at UHFWCs for better career ladder (HNPSP: APR 200%: 

t74). 
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Recentl y some important developments have taken place towards addressing 

the issue of human resource for the sector. Approval of midwifery st rategy 

and a policy on community paramedics in the private sector with curricula 

developed and supervised by I PORT are indicative of good progress and 

commitment for addressing the issue of workforce challenges for the sector 

(HN PSP: APR 2009a: 67). 

5.4 Reproductive Health "olicy and "rogramme Issues, Gaps, and 

C hallenges 

HNPSP as H PSP has established maternal health as the prime reproductive 

health agenda and has reinforced maternal health strategy through MHVS. 

However. famil y planning services were far less emphasized as reproductive 

health services or human development intervention . Objectives set for 

reproductive health programme had hardly re fl ected on famil y planning 

services as it had renected on maternal health services (MoH FW 2005 : 60-

6 1). Similarly strategies outlined for reproducti ve health programmc did not 

encompass famil y planning services. further, strategies of the population 

sub sector had integrated maternal hea lth components within their outreach 

services whereas health sub sector strategies did not integrate any famil y 

planning component in their outreach services. 

Family plAnning services had rcceivcd attention to the extent it was related 

to the fertility reduction agenda of the reproductive hea lth programme. 

Fami ly planning services were encased within the fertility reduct ion domain 

of the programme. Confining fami ly planning again withi n the boundary of 

ferti lity reduction in a broader policy environment that calls for pro 
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reproductive and maternal health or pro poor health intervention had 

automatically under stated the importance of the family planning 

programme. 

The importance of delaying the age at first birth had been recognized by 

HNPSP in the context of fertility reduction through counteracti ng population 

momentum, by discouraging under-age marriage and childbearing during 

adolescence. In fact , encou raging de lay in age at first birth and discouraging 

childrearing during adolescence arc as crucial for maternal health as they arc 

for fertility reduction. It is 3n area where co ll aborati ve approach is vital. 

However, HNPSP had not evolved any inter-sectoral or cross-sectoral 

collaboration for augment ing such social change which remains crucial for 

achieving replacement level fertility as we ll as promoting reproductive 

health. Cross-sectoral collaboration has been to tally miss ing in HNPSP. 

Essenti al services had been the main theme of primary health care envisaged 

by HNPSP like HPSP. The concept ofa package serv ice is embedded in the 

principle of integration and connecti vity without which efficacy of the 

package service gets diminished. Design of ESP and reproductive hea lth 

programme wi thi n ESP remained the same in HNPSP as had it had been 

chalked out by HPS P. HPSP had envisioned a unified management structure 

for hea lth and family plan ning to complcment the concept and the des ign of 

ESP. In tegrated package service was compatible with unified managemen t 

of services. Si milarl y comprehensive integrated reproductive health was a lso 

compatible wi th unified management structure for health and family 
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planning. HNPSP had retained the programme design. while reversed the 

unified management stmcture envisioned by HPSP. 

Separate management structure for health and family planning has been 

reinstated and domici liary services have been restored by HNPSP. Where 

the basic philosophy of the entire sector plan was to rei nstate a single sector 

for health, population and nu trition. moving back to separate struc ture for 

health and rami ly planning had been absolutely contradictory. SWAp 

framework calls for mutuall y supportive and reinforcing strategies and 

interventions for health, population, and nutrit ion. Separate management 

strucnll'c has blocked the way to sector wide linkages. This has resulted in 

inefficient lise of resources for HNP services, onc of the major reasons for 

movi ng out fTom project approach. 

Under the separate management structure all the subsystems like. MIS, 

BCe, human resource management also got separated as they were before 

the onset of reproducti ve health policy regime, At the backdrop of separatc 

management structure, implementation of ESP has been split up between 

health and famil y planni ng. In total 38 Operational Plans (OPs) were made 

for implcmentation of HNPSP, Implementati on of 24 CPs was under thc 

au thority of DGHS and implementation of Iline OPs was under the authori ty 

of DGFP and fi ve were under MoHFW, Of these 38 OPs, five were di rec tl y 

related to reproductive health components. These were, Essential Services 

Delivery, Improved Hospital Services Management, Clinical Contraception 

Services Delivery, Family Pl anning Field Services Delivery, Hnd Maternal. 

Child and Reproducti ve Health Services Delivery. or these, fi ve OPs, 
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Essential Services Delivery, Improved Hospital Serv ices Management were 

under DGHS and Clinical Contraception Services Delivery , Family Planning 

Field Services Delivery, and Maternal, Child and Reproductive Health 

Services Delivery were under DGFP, However, operational plans for 

subsystems like, MIS, Bee, human resource management were also linked 

to reproductive health . Separate operational plans for all these subsyslcrns 

were made in accordance with separate structure for health and family 

planning (MoHFW 2005: 58-59). 

Posts of Line Directors were created for implementation of each OPs. These 

pos itions of Line Directors were created from w ithin the existing posts of 

Directors in DGHS and DGFP. Posts of Directors within the health and 

family planning were converted into the line directors for the relevant OPs: 

i) Director, Primary Health Care of DGHS was made the Line Director, 

ESD, DGHS ; ii) Director, Hospital and Clinics, DGHS was made the Line 

Director, Improved Hospital Services Managcment, DGHS; iii) Deputy 

Director, Services. DGFP was made Line Director for Clinical 

Contraception Services Deli very, DGFP; iv) Director, Finance, DGFP was 

made Line Director, Family Planning Field Services Deli very, DGFP; and v) 

Director, MCH Services, DGFP was made Line Director, Maternal , Child 

and Rcproductive Health Services Deli very, DGFP (Mo HFW 2005: 58-59). 

Hence, a patchy ~IITangemcnt had been evolved for deli very of 

comprehensive integrated reproducti ve health services. This patchy 

arrangement of programme management and implementation has affected 

the availability and quality of the programme in many ways. This 
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implementation mechanism has further weakened the link between maternal 

health and fam ily planning services. This de-l inking of the two had reduced 

the efficacy of maternal health programme in particular and reproductive 

health programme in general. This weakening of the linkage has 

significantl y affected the scope for fami ly planning services to function as 

an important means to maternal health . This has happened when maternal 

health has received hi ghest priority at the policy level. Thus. de- linking of 

family plan ning and matcl11al health under split implementation arrangement 

had weakened the position of fami ly planning even morc. 

Separate Bee programme for health and family planning directorate de ters 

the quality of Bee programme and coherence in the Bee activi ties towards 

a common goal. 

In absence of unified MIS system, health and family planning service 

delivery data arc not complied at any level. This has been a serious problem 

for programme monitoring, planning, and evaluation. Maternal health 

services are deli ve red by both DGHS and DGFP. Si milar matemal health 

programme acti vities are implemented by health and fam il y planning, In 

absence of consolida ted data it is d iffi cult to identify poor performing areas 

and look for the trends in the utili zation of different ca tegories of maternal 

health services (HNPSP: MTR 2008: 17). Thus, planning and monitoring 

maternal hea lth service became very difficult in the absence o f compiled 

MIS data. 

HNPSP had prioritized matemai health above a ll the reproduct ive health 

services. Wide expansion of maternal health services had been envisioned 
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by it. However, it did not have any plan for human resource that would 

require providing expanded H P services despite the fact that SIP had 

recognized the urgency of developing workforce for HN P sec tor. Workforce 

has been identified as a major problem in improving the materna l health 

si tuation by the mid teml review of H IPSP. Problems re lated wi th 

workforce include absolute shortage of workforce, ma l-distribution of the 

exist ing workfo rce, vacancies. absenteeism. poor accountabi lity to the 

community, and compliance with professional standards ( HNPS P MTR 

2008: 14). 

Whi le there had been broadening in the services to be offered within the 

c luster of reproductive health , there was serious negli gence at the policy 

level in ensuring cont inuous supply of the service providers. T here had been 

marked inattention in recruitment of crit ical work forces for reproductive 

health services in the policy regime. Recruitment of FWVs in late seventies 

has contributed immensely in filling a crit ica l gap of techn ical providers at 

the Upazi/a level and below. However, after 1997, for more than a decade 

there had bcen no recruitment of FWVs. No new recrujtment coupled with 

retirement of man y FWVs had created Cn Ol1l10US shortage on this vital 

workforce for reproductive health. A total shortage of abou t 600 FW Vs had 

been calculated by a study on workforce fo r health sector in Bangladesh 

(BHW 2008 : 53). Such sh0l1age o f FWVs had serious ly affected c lin ical 

contraccption and MR services at the primary leve l. FWVTls were lying 

vacant without rendering any training services (BHW 2008: 53). Trai ning of 

MAs has also been neglec ted from the late nineties fo r about a decade. 

FWAs were also not recruited for more than a decade. SSA production has 
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been considered grossly inadequate to increase skilled attendance at binh 

(BHW 2008: 53). All these factors had affected the availability and quality 

of reproductive health care services in the public sector health care facilities. 

EmOC faci lity at the Upazila health facilities and district hospitals are not 

functional either because tcam of providers is not there, or the operation 

theatre is not functioning (HNPSP: MTR 2008: IS). Providing 24 hours 

EmOC services of acceptable quality at all levels is constrained by the acute 

shonagc of midwifery ski lled providers. It is very difficult to retain the 

trained team for EmOC in their designated position especially in rllfal areas 

(HNPSP: MTR 2008: IS). 

Skilled attendance at birth is very less likely to get increased onl y through 

the existing SBA training programme. SBA training is constrained because 

the pool o f elig ible candidates for SBA training has almost been exhausted. 

There exists a pool of ageing FWAs and FWVs who do not meet the training 

criteria (H PSP: MTR 2008: 14 ; HNPSP: APR 2009a: 59). Under this 

situation it has already been proposed by many studies to expand the SBA 

training by taking candidates from the private sectOr and also reassess the 

TBA training (HNPSP: APR 2009.: 143: BHW 2008 : 61). 

Violence as a maternal health issue has not been seriously dealt within 

reproductive hcalth programme. While gender has been addressed as a cross 

cutting issllc, very little progress has been made in this regard. 

N utrition has been hastily brought within the scope of HN PSP wi thout any 

serious commitment towards it. Very little homework was done to 
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appropriately integrate health, nutrition, and population programme. The 

title of the programme implementation plan had incorporated nutri tion in it 

and thus, got changed into Health Nutrition Population Sector Programme. 

However, change in the title had not been complemented with any strategy 

or interventions for integrating nutrition into primary health care services. 

Nutrition was integrated to II PSP hal fh eartedly only by brining projects 

under NP within the purview of HNPSP without effective mechanism for 

mainstreaming with ESP and without effec tive mechanism for its regulation. 

monitoring, and coordination. Nutrition programme has been implemented 

with little linkage to other line direc tors, Contracting NGOs' operate 

mai ntaining littl e linkage with the mainstream heH lth system and hardly any 

referrals from Ps or other mobile clinics are managed or handled at the 

UHCs or district level hospitals. Hence, children wi th acute malnutrition are 

not managed or treated adequately. 

ABCN services provided by NGOs and managed by N P cover only 25 

percent of the population. Scientific research has shown that commu nity 

based nutri tion programme needs at least 70-80 percent coverage to create 

any impact (Chowdhury and Osmani 20 I 0: 2 11; HNPS P: APR 2009b: 157). 

Concern has bccn expressed over the feHsibi lity of expansion of nutritional 

intervent ion with this approach. It has been recommended thaI ABCN 

services delivered through the contracted NGOs shou ld be considered as 

complementary to the mai nstream public sector services and not as an 

alternative to the mainstream service provision (H PS P: APR 2009a: 29). 
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Nut ri tion interventions implemented by the health and fa mily planning 

services have mixed results. Vi tamin A supplementation has rcached 88 

percent of the popul ation largely because it is deli vered through the EPI 

programme. Iron Folic Acid (IF A) coverage is very low because it is 

deli vered as part o f antenatal care. Because of poor utilization of antenatal 

services, IFA supplementation coverage is also poor (HNPS P: APR 2009a: 

29-33). 

No ini tiati ve has been taken by HNPSP to develop the urban development 

strategy. Role of MoHFW and MoLGRD with respect to urban primary 

health services remained unclear. Urban primary hea hh care pHrt icularly 

reproductive health care remained very scanty in spite of the fac t that urban 

slum population is ever increasing specially in bigger metropolitan cities like 

Dhaka, Chittagong, Khulna. 

Low utiliza tion of curative services particularly by the poor remained very 

much a feature of health consumption pattern of the country. Lack of 

ava ilability of drugs, services providers, quality of care, high and very 

uncertain out-of pocket expenditures remains the most frequently cited 

reasons for sllch low utilization particularl y by the poorer people. It has been 

reported that about 35 percent of public health selvices by volu me are lIsed 

by the bottom wea lth quintil e, but they constitute on ly 14 percent of the 

utilizat ion of cura tive care. Men benefit more than women in a ll the hea lth 

serv ice consumption except for reproductive health services particularly 

fam ily planning services and thi s is more evident at the tertiary level care 

(HNP P: APR 2009a: 5, 19, 48). 
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It has been argued that HNP plans and programmes have become extremely 

donor driven and were prepared primarily by external consultations with 

linle involvement of ministry working groups (White 2007: 466-67). This 

has resulted in lack of ownership among the programme managers and 

service providers . Successive annllal programme reviews have found that 

many seni or offi cers were not well aware of the basic programme 

documents. Many of them also did not recognize HNPS P as the ir core 

responsibility. Independent reviews of the programme suggest that 

programme suffers from poor management practices. Control measures are 

not enforced. Even though line directors arc responsibl e for respective 

programme implementation, they arc not held accountable for programme 

perfonnance. Coordination meetings are poorly organized and not fo llowed 

up regularly (Martinez 2008). 

Ownership cri sis of programme does not only result from lesser invo lvement 

in the pol icy or programme formulation process. It is a lso evoked when the 

service providers or programmes managers do not find or see c lear link 

between their career progression and programme output and outcomc. In 

absence of such c lcar link they on ly mechanically implement the programme 

without taking into account the spirit of the programme. There exists neither 

any incentive for better perfonnance nor any penalty for pOOl' performance 

nnd system of accountability on behalf of the service providers with in the 

exis ting personnel management system. Thus, retention o f the doctors and 

trained team for EmOe in the rural health facilities has become a real 

challenge for the govenlmcnt (HNPSP: MTR 2008: 174; HNPSP: APR 
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2009b: 174). The regulatory bodies remained almost non- runctiona l because 

of the poor governance relating to human resource management and 

regulation (H PSP: APR 2009b: 174). The health pro ressionals are reluctant 

to serve in the rural areas and are incl ined to be placed in the large 

metropolitan cit ies for a variety of reasons; opportunity of professional 

advancement, better employment prospect. easy access to private practice. 

better institutional facilities etc. Further, studying medicine entails much 

more time, cost and labour. Therefore, doctors expect to be better paid in 

terms or sa lary and other benefit s (BH W 2008: 25). It has been observed that 

incentive structure of the government has induced seek ing proj ect 

appointments (White 2007: 466-67). Government needs to redesign 

incentive structure to address this urban bias of hea lth workforce espec.iall y 

the physicians. 

Lack of ownership of the programme among the van guards of the 

programme had its serious logical consequences. Services remained far from 

being client ccntered, accessible, and equitable especially for the poor. 

Utili za tion of government HNP services deteriorated or stagnated, Poor 

quality of care has been repeatedly cited us a major barrier to use HNP 

services deli vered by the govemment (1-1 PSP: APR 2009a: 5,9). 

Despite these programme challenges, Bangladesh has made remarkable 

improvements in fel1ility reduction, and maternal and child health in the last 

decade. Commendable progress has been made in child and infant mortality. 

Bangladesh is one of the 16 countries recognized to be on the track to 

achieve MDG 4 on child mortality by UN ICEF (UN ICE F 2008; UN ICEF 
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2010; NIPORT and et. 01. 20 12). There had been 60 percent declinc in 

under-fi ve mortality and 50 percent decline in infant mortality between 

1989-93 and 2007- I J. Twenty percent decline in infant. chi ld, and under 

fi ve mortality rates has been registered since 2007 (N IPORT and et. 01. 

20 12: 24). Significant improvement in child and infant survival has been 

possible because of contributions made by the programmes fo r 

iml11uni .la tion. diarrhoeal diseases, and vitflm in-A supplementation. 

Bangladesh has been lagging behind in combilt ing nco-natal mortality. It has 

becn estimated by UN ICEF (20 10) that as high as 14 babies under one 

month die every hour in Bangladesh. Neonatal deaths constitute 57 percent 

of under-fi ve mortality (NIPORT and et. 01. 2009: 227). eonatal dea th and 

health is very much affected by maternal health care throughollt pregnancy, 

at child birth, and neo born care afler child birth. Very low rate of simple 

neo natal care prac tice like, drying, and wrapping within 5 minutes of birth 

had been reportcd (N IPORT and et. 01. 2009: 227). A study carried out by 

Baqui and et. al. (2008) on effect on community-based newborn-care 

intervention package in Sylhct in Bangladesh had demonstrated that simple 

home care techniques promotion strategy can reduce neonata l mortal ity even 

up to 34 percent. The significance of postnatal care by medicall y trained 

providers is very high for reduction of neonata l deaths. Simi larl y effective 

integration of neonatal care within maternal health services is urgently 

needed. 

Maternal MOl1ality Survey 20 10 has recorded a significant 40 percent 

decline in maternal mortality from 200 I . It has gone down from 320 per 
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100,000 live births in 2001 to 194 per 100,000 live births in 2010. Certainly 

this has been possible because of increased aUcnlion to maternal health. 

Crucial additions in maternal health interventions have also increased 

availabi lity of matemal health services over the last decade. Decline in 

mortality has taken place in most of the reproducti ve age groups. Mortality 

decline from direct obstetric causes has been very significant and is 

indicati ve of improved access to obstetri c care. Despite declines In 

hemorrhage and eclampsia, these two causes still account for fifty percent of 

maternal deaths. Whi le there has been decline in abortion related maternal 

deaths from 5 percent in 200 1 to I percent in 20 10, postpartum maternal 

deaths constitute a large share being 67 percent ( IPORT 20 11 : 23-25). 

Thus, fU11her decline in maternal mortality would require improvement in 

receiving postnatal care by medicall y trained personnel. The likelihood of 

receiving postnatal care by mothers within two days of child birth has been 

reported to be 27 percent in 2011 (N IPORT and eI. al. 2012: 24). 

Reduction in matemal mortality has been associated wi th improved 111HtCI11al 

health seeking practice over the lasl decade. Antenatal care by medically 

trained providers has increased from 40 in 200 I to 54 percent in 20 I 0 

(N IPORT 2011: 3 1). Women making four antenatal visits have increased 

frol11 22 percent in 2007 to 26 percent in 20 11 (N IPORT and el . al. 2012 : 

20). Maternal Voucher Scheme implemented in 33 Upazillas repol1cd to 

have contributed in increased antenatal care visits (N IOPRT and el . 01. 2009 : 

222). However, ironica ll y Bangladesh Maternal MOl1ality Survey 2010 

shows that on ly 1 in 3 women receiving antenatal services were given advice 

Dhaka University Institutional Repository



2 17 

on danger signs. Thus, one of the main purposes of antenatal care has been 

neglected and severely affecting the matcmal health care seeking and 

maternal health achievement. 

Bangladesh Demographic and Health Survey (BDHS) had registered an 

upward trend in the percent of facility based del ivery since 1993-94 (4 

percent in 1993-94 ; 9 percent in 2004; 15 percent in 2007; and 29 percent in 

20 11 ). However, increase in facility based deli very has occurred more in non 

public sector than in public sectOr. Further, 2 percent of births ut fac ilities 

were reported to be attended by untrained providers. Almost two folds 

increase in delivery by trained providers from 200 I to 2010 and five folds 

increase in de li very by C-seetion from 200 I to 20 I 0 had been reported by 

Bangladesh Maternal Mortality Survey 20 10. It had reported 52 percent of 

facility based deliveries by Caesarean-sections. Deliveries by Caesarean­

sections rose to 60 percent in 20 11 as reported by BD HS 20 11. 

While, women receiving complete maternity care including antenatal care, 

delivery care, and postnatal care have increased from 5 percent in 200 1 to 19 

percent in 2010. still little over 40 percent women did not receive any care 

(N IPORT 20 11 : 56-57). Moreover, matcmal health care seeking shows wide 

disparity by wealth and education. Women from the top wea lth quintilc and 

women with secondary complete are almost six times more likcly to give 

bi rth at the hea lth racilily than women in the lowest quintilc and women 

with no education respectively (N IPORT and et. al. 20 12: 2 1). Si milar 

dispari ty ex ists in antenatal care across different subgroups or women on the 

basis of wealth, educa tion, and residence (NIPORT and et. al. 20 12: 20). 
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Birth planning indicators still appear to be very poor. Very grim picture has 

been depicted about SBAs ' cont ribution in ski lled anendance at delivery in 

the communities where SBAs are present. Onl y 4.4 percent deli veries at 

home are reported to be attended by medica lly trained providers (N IPORT 

20 11 :4 1) Increased skilled allendance at delivery has been mostly 

contributed by increase in facility based deliveries (N IPORT 20 II : 73). 

Thus. a systemic review and strengthening of SBA programme has been 

recommended (NII'ORT 2011 :73). Strengthening the moni toring and 

supervision of SBAs and linking them with effective referral system is 

crucial for SBAs to be effecti ve. Further, the number of SBAs is very 

inadequate to make any significant contribution. 

Nutrition being the center of good health remained a far cry for majority. 

Malnutriti on in Bangladesh is highly prevalent especiall y in women and 

children in Bangladesh. It remains one of the highest in the developing 

countries. Recent findings on children's nutrition status shows that 41 

perccnt of children under fi ve arC stunned and 15 percent are severely 

stunned; 6 1 percent are wasted and 4 percent are severel y wasted; thirty-six 

percent are underweight and 10 percent are sevcrcly undcl' weight ( lPORT 

and al. al. 20 12: 30-3 \ ). Wide wealth and divisional disparity ex ists in 

stunning (N IPORT and e/. al. 2007: 146). Even though stunning for children 

under fi vc years of age has come down from 5 1 percent in 2004 to 43 

percent in 2007 und 41 pcrcent in 20 11 , it is still far away from reaching the 

target of25 percelll by 20 15. 

Dhaka University Institutional Repository



2 19 

Impressive gains have been made in terms of fertility reduction across the 

groups. After a decade long plateaui ng in fertility at around 3.3 from 1993-

94 to 2004 there has been a declining trend in fertility in each of the 

fo llowing periods. TFR came down from 3 in 2004 to 2.7 in 2007 and to 2.3 

in 20 11 (N IPORT and el . al. 20 11 : 7-8). It is encouraging that four out of 

seven di visions have already reached replacement level fertilit y. There had 

been impressive decline in TFR across the regions and groups. However, in 

view of the fact that target for achi eving replacement level fertility has so far 

been shifted a number of timcs and the country has already fail ed to achieve 

the target many a times, there is little scope of complacence over fertility 

decline. Delay in reaching replacement level fertility by almos1 one and a 

half decade has serious implications on sustainable human development 

(Streatfield and Karar 2008). Sustaining this fertility decline is also 

important to bring down TFR below thc replacement level to counteract the 

affect of population momentum, Promotion of responsible parenthood IS 

important for sustaincd fert ility reduction and protection of child rights. 

The programme has been featured with high di scont inuation of fam il y 

planning methods and unmet need for famil y planning methods, 

Discontinuation for al l methods had varied between 47 to 49 percent in 1993 

to 2004. It had gone up to 57 percent in 2007 and then agai n went down to 

36 percent in 20 11 (N IPORT and el . al. 2012 : 12-13). Side effects or other 

health concerns have all along been the most important reason for 

discontinuation. Unmct need for family planning had risen from II percent 

in 2004 to 17 percent in 2007, This ri se in unmet need had occurred across 
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all groups (N IPORT and et aI, 2009: 91). However, in 201 I unmet need had 

again declined to 12 percent (N IPORT and el . til. 2012: 17). Therefore, 

discontinuation for all methods and unmet need for famil y planning had 

shown a declining trend after 2007 . BOH S (2007) had reported that over 

two- thirds of births (7 1%) were planned, 15 percent were mistimed and 14 

percent were unwanted. BOHS (2007) had calculated total wan ted fertility 

rate being 1.9 children. Wanted fertility had been lower than replacement 

level fertility across all subgroups of women except for women in 

Ch ittagong, Sylhet, and women in the lowest wealth quintilc. Total wanted 

fertility being 30 percent lower than TFR of 2.7 implies if a ll unwanted 

ferti lity could have been averted total fertility rate wou ld have been 2. 1 by 

2007 (N IPORT and el. til. 2009: 98; 16). The findings by BOHS show a 

major change in attitude among women with respect to their desire for 

children . As high as 57 and 59 percent of women expressed that they did not 

want any more children in 2007 and 20 I I respectively (NIPORT and el. til. 

20 12: 16). The family planning programme requires meeting thi s demand 

for fertility control , focusing on quality of care without employi ng any 

strategy that underm ines women 's reproductive health. Thus, fami ly 

plann ing programme in Bangladesh has achicved a position to shift its 

primary goal from fertility control to wanted fertility control. This large 

percent of women's des ire for fCl1i1it y control gives famil y planning services 

the scope to operate for promoting reproductive health . Fac ilitating their 

fertility control will also lead to replacement level fertility. Further, 

promotion of responsible parenthood wi ll also contribute to fertility 

reduction and protection of child rights. 
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There rema ins high reliance on the temporary methods o f contraception and 

a dec lining trend in the use of longer acting and pennanent method after 

199 1 ( IPORT and . ,. al. 2012: 12; 2007: 63; 2004: 67). High reliance on 

temporary methods of contracept ion is argued to be inefficient in a society 

where very earl y marriage is highly preva lent and most women complete 

the ir child beari ng in their mid-twenties. Thus, women completing their 

child bearing within mid-twen ties and relying on temporary methods arc 

exposed to the ri sk of unwanted ferti lity for twenty morc years (Streatfield 

and Karar 2008: 27 1). This appl ies more for wOlllen in the lowest wealth 

quintiics, wOmcn with no education, and women with primary level 

educa tion. Unwanted fertilit y remains highest for these groups of women 

(N IPORT and el . 01. 2009: 98). While Ul1met need and unwanted fen ility 

reduct ion is the central concern of family planning services as a means to 

achieve reproducti ve health, promotion of steri lization, and longer acting 

methods on the justification of deterring unplanned fenility in no way 

should compromise women 's health and their choice. It implies that 

universa l promotion of any particul ar famil y planning method, even if 

proves e ffi cient to control unwanted ferti lity given the very high earl y 

marriage pattc l11 of the country, has possibil ities of compromising and 

underminin g women 's health and choice wi thout having installed adequate ly 

skilled and moti va ted workforce and appropriate screening for 

contra indica tions. 

Adolescent mamage and fertility still remai ns one of the highes t in the 

world. Substantial investment in female education including stipend 

Dhaka University Institutional Repository



222 

programme for female could not bring a dent in very early age at marriage. 

The median age at marriage has increased from 14.2 years in 1996-97 to is 

15 .3 years in 2007 (NIPORT and el. al. 2009: 78). BOI-IS 2007 shows two in 

every three women marry before their legal age for marriage i.e., 18 years 

and one-third of women start child bearing before they reach 20 years of 

age. Twenty-seven percent of teenagers reported to have given birth and six 

percent were reported to be pregnant wit h nrst child ( I PO RT and ci. 01. 

2009: 56), Adolescent fertility has severe implications on maternal and child 

health. Childhood monalily tends to be the highes t among children born to 

the youngest age groups ( IPORT and cl. 01. 2009: 105). It has been 

estimated on the basis of current fertility rates that women wi ll have 25 

percent of the ir child birth before they reach 20 years age (N IPORT and el. 

al. 20 12: 7). This estimation on earl y child bearing has important 

implications for maternal health and fertilit y reduction. Early marriage and 

early child bearing can hardly be curbed by the policy and programme 

intervent ions of MoHFW alone. All the sectors wi ll have to be involved in 

taking a holistic approach towards addressing this issue. Multisecloral lEe 

strategy is crucial for social mobilization against earl y marriage and earl y 

chi ld beari ng. 

5.5 Summary and Assessment 

HN P P had taken an ambiguolls position abollt fami ly plann ing services. It 

had not focused fami ly planning services in Oll tlining its reproductive health 

programme objecti ves and strategies at the outset. Family planning services 

had not been appropriately established as a means to contribute towards 
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universal access to reproductive heallh services for improved mate rnal 

health as was envisaged by the M DGs. 

Family planning programme strategy continued to focus on increasing 

longer ac ting methods and incenti ves for the providers and c lients for 

sterilization . It had not renectcd all population policy in designing fami ly 

planni ng services. This policy regime had reneeted similar contradictions 

wi th in its framework as those were in the reformist reproductive health 

regime. It had not reposit ioned fami ly planning services wi thin its 

reproductive health framework. Famil y plann ing services continued to be 

viewed as a means to fertility reduction. Thus. famil y planning scrvi t.:cs had 

not been estab lished as reproductive health. Similarl y PRSP had also 

companmentali zed family planning services within fertility reduction and 

could not establish it as human development agenda. 

This policy regi me continued to assen maternal health as the most important 

reproductive hea lth . Expansion and s trengthening of basic and 

comprehensive EmOe care faci lities has been at the center of the 

programme focus to complement community based maternal health 

interventions. Multilayered maternal health interventions had been taken to 

improve maternal health s ituation in line with the maternal hea lth strategy. 

However, inadequate ava ilabi lity of workforce remained a major challenge 

in the way to making maternal health facil ities fully fun ctional. SBAs has 

not been effec tive in increasing skilled attendance at birth largely in absence 

of effecti ve supervision, monitoring, and re ferral system. Maternal nutrition 

and violence as maternal health issues were not adequately addressed. 
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National Nutri tion Programme largely remained a vertical programme 

huving little scope of integration wi th the ma instream maternal health 

programme. 

HNPSP as the thematic successor of HPSP had retained the reproducti ve 

health programme design . However, the re forms envisaged by HPSP were 

abandoned by HNPSP. At the backdrop of re instating separate management 

structure for health and fami ly plan ni ng, this regi me hnd effectively 

weakened the foundation of its reproductive health services. This regime has 

assumed a contrasting posi tion with respect to its reproductive health 

programme design and implementation strategy for reproductive hea lth. 

Health and famil y planning directorate continued to function in their 

conventional ve rtical structure and de livery of reproducti ve health serv ices 

got split into the two structures. Contradiction between reproductive health 

prognlmmc des ign and its management structure have brought many of the 

reproductive health carc sClv ices in a dwindling position. Family planning 

services arc implcmcnted under the management o f respecti ve Line 

Directo rs located in DGFP without any lin kage with the Line Direc tor, ESD 

or any other re levant Line Direc tor in DGHS. Simi larly, maternal hcalth 

services provided by the two directorates are also not coord ina ted. Hence, 

hard ly any linkage ex ists between famil y plann ing and maternal health 

selv lccs. This weakening of the linkage has lessened the efficacy of both the 

services. Further, this arrangement has been a source of misusc of human 

and other resources. 
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Increased attent ion to maternal health after FP-MCH policy regime has 

brought significant achievement in maternal mortality decline, and 

demonstrated how policy attention makes great difference in improving 

health and meeting health goals. However, this achievement is yet to address 

disparity across different groups. There remains wide disparity on the basis 

of wealth and education in maternal health seeking practice. Further, 

increase in fac ility based del ivery has largely occurred in the non-public 

sector. Increase in skilled attendance at birth has happened due to increase 

in facility based delivery. SBAs so far have hardly made any contri bution in 

skilled attendance at birth. 

II is encouraging that ferti lity decli ning trend has continued since 2004 and it 

is near to replacement level fertility, however, fertility reduc tion targe t to 

replacement level could not be met many a times. This delay in reaching 

replacement level fertility has serio ll s implicat ions for development of the 

country as a whole. BDHS 2007 has shown that only by targeting the unmet 

need for family planning services, the country could have already achieved 

rcplacement level fel1ility . Unmct need for family planning remai ns u 

challenge in the way to achieving both reproductive health as we ll as 

replacement level fC l1ility. Si milarl y rccent findings show that 59 percent of 

women had expressed their des ire for fertility cont rol. It implies that famil y 

planning programme should focus on thi s group of women in need for 

contro lling fertility and thus, achieve both reproducti ve health and 

replacement level fertility. 
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Earl y marnage has been one of the most daunting reproductive health 

concerns of the country hav ing implications for fenility dec line and maternal 

health. Cross-sectoral collaboration is crucial in addressing such an 

important reproducti ve health issue. Urban primary health care is very 

inadequate in terms of quantity and quality to address reproductive hea lth 

needs of the ever growi ng urban slu m population . This poses a serious 

challenge in increasing the availabi lity of maternal hea lth and famil y 

planni ng services for urban poor. HNPSP could hardly make any progress 

with respect to giving any fu ture direc tion for urban health care. Governance 

issues particularly reiating human resources and other necessary supplies 

cont inue to retard the performance of the en tire sector inc ludi ng 

reproductive health programme. Future programme achievements would 

largely depend on: combating ea rly marriage and early child bearing with 

the involvement of all the sectors; ensuring ava ilability of reproducti ve 

health services for the poor urban populati on; controlling unwanted fertility; 

reducing method fa ilures; integrat ing all the reproductive health services; 

nnd addressing governance issues particularl y with respect to human 

resource and necessary supplies those inhibit ava ilability and quality of the 

services. 
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Contemporary Policy Issues and Programme 

I mplementation Challenges: An Analysis of Views and 

Opinions of the Policy Actors 

In the preceding three chapters the deve lopment of the policy discourse has 

been detailed and analyzed. This chapter aims to explore and eva luate the 

opinions and views of the policy actors on key policy issues those have 

emerged in the course of policy analysis of the three policy regimes. Thei r 

views and opinions have been sought on contemporary issues of 

reproductive health services in general and family pJanning and maternal 

health services in parti cular including: efficacy of the contemporary 

programme strategies and programme design; management structure for 

programme implementation ; human resource challenges; governance issues; 

strengths and weaknesses of the programme; and future directions for the 

programme. 

In·depth interviews were he ld with two categories o f policy actors i.e., state 

actors or insiders and nOll -state acto rs. I State actors were drawn from the 

ins iders of health services and family planning services. They inc luded top 

10 mid ranking officials of DGHS and DGFP for gu iding, dirccling. 

monitoring, and implementing the reproductive health programme o f the 

government. 

\ For deta ils sec chapter I. pp. 12· 14. 
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The second group is called non-state policy actors. They were drawn from a 

range of external stakeholders of the policies and programmes relating to 

reproduct ive health. Non state-actors inc luded academia, researchers and 

profess ionals contributing in the area of reproductive health outside the Slate 

machinery. They are not employed in or do not directl y work for the 

government ' s health sector. They are key persons who have been actively 

involved in providing input and support for po licy process or have been 

involved in bnrga ining with the govern ment in the policy process in va rious 

capaci ties. This group excludes representatives from donors . In-depth 

interviews were held with a total number of25 nOll -stale policy actors .2 

6. 1 Major Policy Issues 

Opinions of the policy actors have been sought on major policy issues those 

have emerged in the policy discourse of the three policy regimes. ) Following 

policy issucs have bcen discussed at length wi th different categories of 

policy actors. 

6. 1.1 Fa mily Planning crvices 

In the present policy regime fHmil y planning has been subsumed under 

reproducti ve health care component of esscntial services delivery. This 

repositioning of the famil y planni ng programme requires substanti ve change 

in the programme strategy and interventions, and effective linkage with 

other components of reproduct ive health. 

2 See chapler I. p. 14. 
) Policy discourse in the three policy regimes have been anulyzed In chaplers 3. 4. and 5. 
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It has been opined by all the policy actors that the famil y planning 

programme has los t its momen tum in the reproducti ve health policy regime. 

Most policy ac tors have expressed their concern over s lack ing of famil y 

planning programme in the reproductive health regime. However, their 

opinion had differed by their category on ascribi ng reasons for s lacking of 

the programme. 

Majority non·state ac tors and state actors belonging to the fami ly planning 

directorate have attributed this slacking of family planning programme to 

lack of attent ion at the policy level. On the other hand, state acto rs o f heal th 

directorate have linked it with the internal conflict within the fami ly 

planning directorate. They have stated that this conflict had its root in the 

recruitment of officials under varied arrangements i.e., cadre. non cadre. 

Some have mentioned that recnlitment of physicians for family planning 

directorate had also contributed in this conflict of interest. All thesc 

categories of staff had turned in to diffe rent interest groups leading to 

conflicting profess ional claims. Conflict among the cadre and non cadre 

offi cials. physic ians and non phys icians have mounted over the periods and 

caused se ri ous debacle of the programme. These interna l discords have 

generated con nicting claims over seniority. Hence, government has been 

appointing persons fro m admin istrative cadre in the key positions of the 

programme. It has been opined by 1110st policy actors that most of these 

people scverely lack professional competence and commitment to lead the 

programme and also do not take any stake for thc development of the 

programme. SOI11C of thel11 cnjoy the pri vi lege of the positions wi thout 

making any substantive contribut ion to the programme. 
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However, almost all the policy actors unanimously recognized serious 

lacking of po litical commitment for the programme. They opine if 

government had commitment for strengthening family planning programme, 

then government would have taken effective measures to resolve the con nict 

among different ca tegories of offi cials of the famil y planning directorate 

rather than running the programme on ad hoc measures by appoin ting 

people from administration cadre. Polit ica l comm itment demands 

development of the programme on long term vis ion rather than giving 

temporary solution to the problem. In th is connection some have pointed out 

that many of the DGFP who had g iven very successful leadership to the 

programme in the eighties were appointed from outside the famil y planning 

serv ices. However, they were moti vated to g ive e ffi cient leadership for the 

growth of the programme because there was strong commitment for the 

programme from the highest policy making level of the government. In other 

words, when programme leaders feel that the programme is not a priorit y for 

the government they do not get encouraged or motivated to involve them in 

the programme development and thus, run the programme without any 

commitment. Hence, lack o f political commitment has been identified as one 

of the most important reasons for slacking of the prog ramme across the 

board, except for the policy makers. 

Most of the non-state ac tors have opined, ro le and fun ction o f fami ly 

planning prog ramme within the reproducti ve health framework was not 

clearl y defined and left hanging in between reproducti ve health and fertilit y 

reduction . The programme was not appropri ately linked wi th other 
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reproductive health services. Even though programme hHd targeted 

achieving replacement level fertility by 2010, adequate measures were 110t 

taken to attain that goa\. Programme strategies remained the same for the 

entire country. No special strategy was formulated for low pcrfomling areas, 

underserved population, and geographically hard to reach population. This 

has been considered as the failure of the government to comprehend the 

consequence of population growth in all respect. Most of the extemu] policy 

actors and all state actors from family planning are of the view that 

dominance of the physicians at the policy level has resulted in the neglect of 

the family plHnning programme. 

Role of fCltility reduction in improving maternal health s ituation has been 

emphasized by everybody. Thus, every body except few policy makers has 

opined the need for a robust family planning programme for fertility 

reduction as well as maternal health improvement of the country. Il owevcr, 

a few policy makers were of the view that In near future. with the 

accelerated econom ic growth of the country and increased opportunity for 

women III the job market, further changes will occur in the fertility 

behaviour, and thus, eventually the need for a big fami ly plan ning 

programme would diminish. Thus. they were not in favour of pouring more 

resources into further expansion of the prognllnmc and add to its workforce. 

6.1.2 Maternal Heallil Services 

All the policy actors have unanimollsly acknowledged that reproductive 

health policy regime had given attention to mate rnal health more than ever 

before. They have lauded the policy regime for broadening its programme 
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arena through focusing on EmOe and spreading out EmOe down to the 

district and Upazila (sub-district) level fac ilities from the specialized 

hospitals. 

Nevertheless, almost all the policy actors were of the opllllOn that 

implementation of maternal health programme had suffered most because of 

lack of adequa te measures for ensuring adequate avai lability of the service 

providers. Lack of availab il ity of the service providers has been identified as 

the most important reason for lack of avai labil ity of the matemal health 

serviccs, pm1iclilarl y EmOe at the Upazila (sub-district) leve l. Ins iders have 

also mentioned lack of technical readiness of the facilities as an impediment 

in provisioning EmOC. 

Lack of policy measures for ensuring retention of the service providers in 

the rural areas have been mentioned as a rca son for scarcity of service 

providers by almost ail . Most insiders have men tioned lack of moti va tion of 

the service providers as one of the rnost important reasons for inadequate 

ava ilabi lity of service providers and poor quality of services . They have 

accused pol itic ization of promotion and trans fer etc. for lack of profess ional 

commi tment among the service prov iders. 

About demand s ide in tervention, MHVS, most of the policy ac tors opine, 

maternal voucher scheme strategy can yie ld des ired outcornc, provided 

health facilities offerin g EmOC are fully functi onal and within the phys ica l 

proximity o f pregnant mothe rs' household. Thus, they consider MHVS can 

significantl y irnprove maternal hcalth if EmOe facilities at the Upazi/a (sub-
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district) health complexes arc made avai lable. However, lack of built-in 

quality assurance mechanism within MHVS has been ident ified as one of the 

major weaknesses of th is demand based intervention. State-actors have 

opined that incentives introduced for the providers under MHVS would be a 

motivator for the providers to effecti vely implement the scheme. Some 

policy actors including some state-actors have opined that incentives 

in troduced under this scheme should onl y be applicable to hard to reach 

arcas. Most of the non-state actors have opi ned that incentives fo r the 

providers should be integrated wi thin the career development plan. 

NCVC I1hclcss, many pol icy actors including the policy makers have 

expressed their concern on the sustainabi lity of such donor financed demand 

based intervention, particularly if scaled up nationally. 

Mixed opinion came in about SBA intervention for safe home delivery. 

Most of the state-actors from DGFP except the physicians and some 

externals have stressed on increas ing the nu mber o f SBAs. They are of the 

opin ion that until percentage of institutional delivery reaches a level. SBAs 

are required to facilitate sa fe home delivery. Few non-state policy actors 

opined that in view of the very limited ava il abi lity of the SBAs at the fie ld 

level, reviva l of training for TBAs could be reconsidered. 

On the other hand, most physic ians from the state-actors and majority non­

state actors have considered that maternal health programme should foclls on 

institutional delive ry rather than spending resources on safe home delivery 

through SBAs. In th is connection , they have emphasized on strengthening 

lInion level facilities for bas ic EmOC so as to increase phys ical accessibi lity 
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to EmOC. In fac t everybody recognized the need of strengthening the union 

level faci lities irrespective of thei r opinion about SBAs. Similarly. al most all 

the policy actors have emphas ized on the need of strengthening, moni to ring, 

and supervision of the work ofSBAs at the field level. 

6.1.3 Participation in Health and Population Secto r 

Mult isecloral approach was one of the key features of the family planning 

programme in FP-MCH policy regime. However, the multisectoral 

programme ac ti vities were discontinued with the onset of reproductive 

hea lth regime and sector wide approach. Popu lation policy 2004, had 

elaborated on other ministries ' role in implementing population ac ti vi ties. 

H IPSP being programme implementati on plan did not incorporate 

population policy prescription for multisectoral interventions. Nevertheless, 

il had been recognized by HNPSP Ihat issue of age al marriage or 

empowerment of women which have serious implication for reproductive 

health cannot be addressed by the programme interventions of the health and 

poplulation sector a lone. However, there has been no scope for cross· 

sec toral collabora tion or inter·sectoral collaboration for any of the 

programme interventions or acti vities in the programme implementation 

pl. n. 

Sector wide approach calls for shifting from narrow project approach 

towards broader programme approach and demands for looking at sectoral 

issues from broad sector wide spectrum. This broader view at the sectora l 

issues requires looking at the linkages beyond the sector and thus, requires 
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creating linkages with other sectors at some points. However, in the present 

sector wide programme approach, scope for any other sectors' part icipation 

in reproductive health programme has been missi ng totall y. This has been 

considered a major weakness of the plan document by majority pol icy actors 

because reproductive health care seeking and fertility behaviour arc the 

outcome of complex interplay of various factors and thus, not cont ingent 

onl y on the health and popUlation sector's interven tions. It was recognized 

that effective integration of other sectors could significantly contribute in 

generating demand fo r reproductive health and improving the programme 

outcome. The need for cross-sectora l collaboration hus been very much 

emphasized by almost all policy actors particularl y for combating issues like 

earl y marriage, malnutrition, violence on women etc. Hence, confining to 

single sector intervent ion in the name of SWAp has been considered a major 

conceptual mistake by majori ty policy actors except for few policy makers. 

It has been opined that platform for participation by other sectors in the 

promotion of reproducti ve health got severely damaged for leaving no scope 

for cross sectoral co llabora tion wi th in the sectoral plans. 

However, few policy makers opllle intersectoral interventions or 

mu ltisectoral intervent ions do not necessari ly contribute in effective demand 

generation for reproductive health services. Measuring the impact of 

intersectoral and multisecloral interventi ons was considered difficult by 

them. Further, implementation of such intervent ions was also claimed to be 

challenging because of difficulty in estab lishing ownership to these 
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interventions and coordination of these programmes. Some policy makers 

have commented that i f all social sectors perfo rm well independently then 

automatically that would contribute posi ti ve ly in attaining health and 

population sector goals. Thus, there is no need of interscctoral or 

multi sectoral collaboration fOl' achieving the goals of health and popul ation 

sector. They were of the opinion that interventions like stipend programme 

for femal e s tudents has its impact on health and popu lation programme 

without involving multi -secto rs. 

6.1.4 Behaviour C hange Communication Activities and Demand 

Generation 

Information Education Communication ( lEe) ac ti v ities had been one of the 

principal strategies of the famil y planning programme of Bangladesh fo r 

demand generation of fam ily planning services in FP-M CH policy regime. 

The growth o f the family planning programme in Bangladesh and its 

achievements were largely attributed to the lEe activities of JEM unit by 

almost all the policy actors. Even tuall y. I EC acti vities got changed into 

Behaviour Change Communication (BeC) activities. In the reproductive 

health poli cy regimes, Bee has been recognized as a crosscutting issue by 

the plan documents. However, majority policy actors opine Bee had not 

been made adequate ly active in demand crea tion for reproductive health 

services even though the plan document had sufficientl y emphasized on 

BCe. Role o f Bee in creating informational accessib ility of people has been 

considered even morc insufficient. Content of Bee has also been considered 

much less than e ffective in creating informational access ibility particu larl y 
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on the types of reproductive health services ava ilable at different health 

centers. Bee is not adequately targeted for different age groups of 

population. Slacking of Bee has been large ly viewcd by majority policy 

actors as a crisis of professionalism within IEM and HEB of DGFP and 

DGH S respec ti ve ly. Little scope of professional growth for the programme 

managers has largely been held responsible for this crisis ofprofessionai ism. 

It has been urged that Bee programme should revi talize its acti vities to 

meet the need of the time and create effec ti ve demand generation and 

infomlational access ibility fo r broader health. Most of the policy actors have 

also urged on the role of Bee with respect to socia l mobilization against 

ea rly marriage. ea rl y child bearing, violence, and dowry. 

Media campaign for Bee has been considered very weak by maj ority policy 

actors. Participation of private channels for Bee acti vities was conside red 

very low. However, programme leaders and programJ11c managcrs of IEM 

unit of fam ily planning dircctorate and HEB of hea lth directorate reported 

that they did not have sufficient fund for airi ng programme in the private 

channels. Bangladcsh Television and Radio Bangladesh reported to have the 

same all ocation o f air time for Bee activities as before. However, they have 

infomled that timc slot givcn for Bee in both Bangladesh Television (lnd 

Radio Bangladesh has changed. Programmes arc ai red genera lly at the time 

when 1110st people remain at work in the morning. In this connection most 

pol icy acto rs have urged the nccess ity of bui lding corporate social 

responsibi lity by the government for sponsoring Bee acti vities by the 

private channels. Involvcmcnt of other busi ness hOllses in sponsoring Bee 
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acti vities In the television and radio have also been suggested by a ll 

ca tegories of policy actors. Most policy actors have urged that BCC 

programme should revitali ze its activities to meet the need of the time and 

create effective demand generation. 

However, programme managers of IEM unit of fami ly planning services 

were of the opinion that demand generat ion act ivities had played their due 

role in cl'cating demand generation foJ' contraceptives. ow timely and 

adequate supply of the contraceptives is most critical for reaching 

replacement level fertility. They have opined that rep lacement level ferti lity 

could not be achieved because timely and adequate supply of contraceptives 

had been hampered due to severe scarcity of manpower and poor monitoring 

and supervision. In this connection, they have added that scarcity of 

manpower, poor monitoring, and supervis ion Are linked to lack of political 

commitment for the programme. 

6.1.5 Management ~md Implementation S tructure 

Shift from FP-MCH based programme to reproduct ive health had bcen 

initiated to increase the efficacy of the family planning programme through 

broadening the scope of the programme and mnking it ennble to address the 

broader reproductive health need rather than n alTOW contracept ive need. 

Wi th the shift towards reproduc ti ve health, government had conceived 

unificat ion of health and family planning as one of the rcfonn agenda of the 

health and population sector in 1998. Unified structure of health and family 

planning programme had been considered compati ble fo r the package 

primary health care service both by the government and the donors. 
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However, unification of health and fami ly planning could not be 

implemented and was overturned. After the failure of un ification. health and 

fami ly planning was again brought back under separate management 

s tructure as it had been ope rating before. Thus, at present heallh and family 

planning have been operating almost like two venical programmes within 

the ministry of health and family welfare. 

Essen tial services were des igned as a package servIce for primary health 

care. Package services need to have inter-linkage. Vertical delivery of the 

different components of a package service docs not uphold the spirit of the 

package service and weakens the e ffi cacy of the services In many ways. 

However, this issue has not received due attention from the subsequent 

governments. The design of the reproductive health programme within the 

essential services package was made wi th the vision of the unified structure 

of health and family planning. However, this overturning of structure was 

not followed by the changes in the entire programme design. After 

dismantling of the unification process, posts of the directors within DGHS 

and DGFP were made into line directors for the re lcvant operationa l plans. 

However, there hard ly exis ts any mechanism for coordination between the 

Line Directors of the DGH S and Line Directors of DGFP for 

implementation of reproductive health services. 

Almost all the policy actors opine provisioning of interrelated reproductive 

health care services by the two vert ical programmes has been challenging. 

Effecti ve linkage has not been established betwccn and among the 

reproductive health services. Maternal health services are not appropriately 
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linked with the famil y planning services and vice versa. This linkage gets 

even more difficult because of the ex isting non cooperation between hea lth 

and family planning. This de.linking of the services has been considered as a 

major weakness of thc policy and programme by most of the policy actors. 

Majority of the nOll-state actors recognized the urgency of creating effect ive 

linkages between health and family planning services for both fertility 

reduction and matemal health promotion. 

On the other hand. while the two wings have been operating like vertical 

programmes, they deliver many similar services at the facility and 

domiciliary leve l. Maternal health services are provided by both the 

directorate of health and the directora te o f famil y planning. Field workers of 

both departments are visi ting the same households. Most policy actors, in 

panicular non· state policy actors and state-actors from health services 

consider this arrangement as a source of duplication and conflict between thc 

directorate of health and the directorate of family planning. Further, this has 

also added to the a lready acute cri sis of workforce. Acute shol1age of 

obstetricians and anesthetists providing EmOe at the distri ct level get even 

more acute when they are divided between Mewes under the management 

of DGFP and district hospitals under the management of DG H 

However, amongst the policy actors, most of the state actors of famil y 

planning except some physicians he ld different opinion about the whole 

issue. State actors of famil y planning directorate consider delivery of 

reproductive health services under separate management structure do not 
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create any problem. In their view, famil y planning gets diffused under the 

unified structure. To them unification implies "deemphasizing of fami ly 

planning services" and accordingly "degradation of family planning 

professionals and staff ', Many programme managers of the family planning 

department opine that parallel prov is ion of maternal health services de livery 

by the directorate of health services and directorate of family planning does 

not create duplication because there remai ns acute shortage of matcma! 

health services at all levels. They also claim that maternal health services are 

much beller delivered at the faci lities under the management o f fami ly 

planning directorate than those under the management of the directorate of 

health services. In this connection they have mentioned the pioneering ro le 

of Ihe direelorate of family planning wilh the assislance of UNFPA in 

expansion of EmOC serv ices up from the special ized hospitals down to the 

disirici level hospitals Ihrough iniliating EmOC in the disi rici level MCWCs 

in 1994. Thus, they establish their legacy in expansion and decentralization 

of maternal health services. 

Nevertheless, maj ority policy actors were of the opinion of bringing changes 

in the organizational structure. They consider incompatibility between the 

management structure and the programme design had put reproductive 

health care services in a dwindling position. They opine e ither the 

reproductive health programme design shou ld be made compatible to the 

organizat ion s tructure or the organizati on structure should be made 

compatible with the reproductive hea lth programme. 
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6.1.6 Integration of Nutrition Programme 

Almost all the pl an documents have had acknowledged the urgency of 

address ing malnutrit ion. However, actuall y no e ffective measures were 

taken to address th is vita l health issue. Even though all the successive pl ans 

have had urged on the necessity of estab lishment of nutrition uni t in the 

UHCs, it was never carried through seriously. Thus, treatment of 

malnutri tion at the pri mary care level remained severe ly neglec ted. 

Nevertheless, a number of programme interventions were integrated for 

prevention and control of malnutrition within the MCH programme. These 

interventions included vitall1in-A supplementation as an anti-night blindness 

in tervention and distribution of iron tab lets to address anemia, and 

distribution of iodine salt to address iodine de fi ciency. These preventive 

interventions integrated within MC H services have been quite successful in 

reaching thei r intended goal. However, except these specific limited 

interventions. malnutTition at large and maternal and child nut rition in 

part icular rema ined a much neglected area in all policy regimes. 

Majority policy ac tors have considered malnutrition as much more complex 

health outcome than j ust lack of food. They have recognized ma lnutrit ion as 

an outcome of poor food habi t, cooking pO-Hern, sani tat ion, hygiene etc. 

Therefore. they have opined that addressing ma lnutriti on nceded cross-

sectoral intervent ions. Most of the policy actors have stated that the national 

nu trition programl11e that has been brought within the scope of HNPSP had 

limi ted success largely because it was designed as a ve rtica l programme in 

HNPSP. or of nutrition programme under H PSP was housed in MoHFW. 

In H PSP wherc issue o f nutrit ion was expected to come to the forefro nt of 
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the programme, nutrition programme needed to be approp riately integrated 

wi th reproductive heahh programme. Majority policy ac tors consider that 

nutrition programme was not appropriately designed to creating linkage with 

reproducti ve health services at the primary care level. Almost all the policy 

actors opined Ilutritlon programllle for mothers and child ren shou ld be 

appropriately integrated with primary heahh care and health and ramily 

planning directorate should have 1l1l1ch morc defined and clear role III the 

management of nutrition programme. In this connection, they h;\Vc also 

emphasIzed on strengthening the monitoring of the actl\' ilies of the 

contracting GOs. 

6.1.7 Human Resource C hallenges 

Human resource has been considered one of the most daunting challenges of 

reproductive hea lth programme of the country by a lmost all categories of 

policy aClors . As had been reported by the state actors, maternal health and 

fam il y planning service delivery have been severely disrupted due to 

inadequate availabi lity of community and facility leve l service providers and 

programme managers. It has been reported by all the di strict level heads of 

DGHS and DGFP that very high l1umber of vacancy for the sanctioned posts 

is the mosl important reason for Inadequate availability of se rvice and very 

weak monitoring and supervision of the programme. FUl'lher, inequal 

dl stnbutioll has been reported ,IS one of the IInporUlIll reasons for Inadequate 

availability of the physIc ians. On the other hand. no recru itment of field 

forces for a long period has been cited as the IllOSt important reason for their 

shortage. particularly FWAs or S BAs and FWVs. 
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Almost a ll the state actors have reported that due to acute shortage of 

physic ians, EmOe service is not ava ilab le even at the d is trict level for 

twenty-fouT hours. In each MCWC the re is on ly one team of obstetrician and 

gynecologist. and therefore, one team cannot provide twenty- four hours 

service. Thus. in most of the MeWes, EmOe service is ava il ab le unti l 

aft ernoon. Similarl y domiciliary service and cl in ical contraception service 

delive ry has a lso been disrupted because of inadequate ava ilabi lity of 

physic ians and paraprofessionals and fie ld workers. 

This shortage of human resource under various categories has been 

considered by the poli cy actors as an outcome of the absence of any system 

of future demand forecas t for manpower. Thus, recru itment of work force has 

never been based on demand forecast. A ll the programme leaders have 

pointed out that po litical commitment of the present government for making 

a ' digital Bangladesh' did not get reOected by any policy move of the 

mi nistry towards evolving a dig itized forecast system for manpower of all 

categories. Almost a ll the policy actors except the po licy makers have stated 

that mass scale recruitment o f tile fi eld force at one go a fter a lmost one and a 

half decade re nects vi lt uul absence of any human resource plan of the 

government. Recnl itment of all categories of workforce should bc an on 

goi ng process on the bas is of demand forecast of the programme. 

Absence of any transparcnt carcer dcvelopment plan has been ci ted as onc of 

the most important reasons for inadequate ava ilability of the service 

prov ide rs. Absence of any transparent career development plan for human 
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resource has been linked with the de-motivation and lack of accountabili ty 

among the workfo rce. It has been opined that rec ru itment. placement, and 

promotion have hardly any connection with the perfonnance of the service 

providers and managers. Thi s has resulted in inadequate ava ilab ility and 

poor perfo mlance of the service providers, and poor monitoring and 

supervision of the programme. 

Most policy ac tors opi ned that unless and until government can es tablish a 

transparent career development plan towards opening equ itab le opportunity 

of career development for all , avail ability of service providers and 

programme managers IS less likely to be ensured. Most of the phys icians 

have reported that placement of the physicians were made solely on the bas is 

of political consideration. They have added that peopl e with strong politi cal 

link al ways manage to get desi rable placements or postings. Further, there is 

no career incentive for serving in the remote areas even though it has been 

explicitl y recognized by the maternal health strategy of the country. Thus, 

phys icians are al ways reluctant to remain in the remote arcas. They opt to be 

posted in the larger di stricts und cities because of wider scope of pri vate 

practice, 

I>o litic ization of public offi ce by the success ive governments and narrow 

interest of the vested profess ional groups wi th in the serv ice have been 

identified as barriers in the way to evolving transparent cal'eer devclopmcnt 

plan fo r the human resource in the public offi ce by almost a ll categories of 

the pol icy actors. 
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6.1.8 Urban Poor 

Almost a ll the pol icy actors have stated that very little attention has been 

paid at the policy level to meet the primary health care demand of the ever 

increasing urban population of the country. It was unanimously agreed that 

without due policy attent ion to urban health and fam il y planning 

programme, health and demographic goals of the country would not be 

achieved. Thi s has been considered tme particularl y for urban s lum 

popUlation. Very inndcquatc Hccess to primary health care in the urban 

population wi ll have se rious consequences in terms of the demographic and 

health outcome. 

Further, they have added that because of lack o f ava ilability of primary 

health care at the urban places, people crowd at the secondary level district 

hospita ls for primary health care. This over crowding at the district level 

facil ities de teriorates the qua lity of the reproducti ve health care services. 

T hus, everybody urged the necess ity of increasing the ava il ab ility o f health 

and fam il y planning services for urban poor. 

However, policy actors were divided o n the issue o f the authority of urban 

primary health care service de livery. All the ins iders have opined that s ince 

MoHFW is ultimately he ld accountab le for health indicators of the country, 

urban primary health care service should be the mandate of the MoHf-W . 

They have added that Minis try of Loca l Govcmment does not have the 

infrastructure or manpower 10 provide or supervise health selviccs. 
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External policy actors were divided on the issue of the authori ty of providing 

urban primary health care. Some external policy ac tors held views si milar to 

those of the insiders for similar reasons. However, some opine urban 

primary health care should be the mandate of City Corporations. They 

consider MoHFW is already overburdened with their work and therefore. 

has nOI been able to make primary health care services adequate ly ava ilable 

in the rUfal areas. Further, they consider local government is in a better 

position to make health care service providers more accountable for their 

services. cvcrthclcss. they have mentioned that contracting out of services 

to the private sector and IGOs is very less likely to yield desired outcome in 

absence of standardization of services, training of the service providers and 

strict monitori ng, and supervision of the programme. They have recognized 

the weaknesses of the City Corporations in all these respects and therefore, 

stressed on strengthening their management capacity for efficient 

management of the urban primary health care programme. 

However, all thc policy actors opine that whoever holds the authority for 

provlslolll11g urban primary hcalth care services, the greatest need is to 

increase the ava ilability of the services, ensure quality supervision and 

monitoring of the work of the impl ementing organizations and 

standardization of the services. 

6.1.9 Un met De mand 

Most policy actors opine, meeting ullmet demand for famil y planning is the 

real challenge of the programme because onl y by meeting the exis ting 
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demand for fami ly planning services for fertil ity regulation , the country's 

demographic goal as we ll as reproductive health goal can be achieved. 

Therefore, e nsuring timel y unintcmlpted delivery of fami ly planning 

scrvices is criti cal for the famil y planning programme. Most of the pol icy 

actors have expressed their concern for not taking adequate policy measures 

to address this de mand of the programme. Almost all the policy ac tors have 

stated that programme strategy and design sholl Id di ffe r on the bas is of their 

geographic location. culnlfal and religious o rientation, and programme 

performance level. Majority policy actors opine very little has been done 

towards taking special measures to smooth out the supply chain fo r delive ry 

of fami ly planning services in the areas where uomet need and unwanted 

fertili ty is higher. This has been considered a major concern fo r the 

programme by almost all the policy actors. However, some policy makers 

have reported that there were incentives for all categories of workforce 

serving in the Hill Tracks and Haor area. Further, they have mentioned that 

recently government has already taken a number of initiatives to ttddress 

unmet need for fami ly planni ng services, like. increase in the transportation 

cost for inaccessible areas, mapping out hard to reach areas of the country. 

and mass scale recruitment o f work force. 

6.1.10 Community Clinics 

Community clinics at the vi llage levels were initiated in 1998 under HPSP to 

increase the physical accessibility of people to preventive health services. 

limited curative care, and famil y planning services. Communi ty cl inics were 
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intended to graduall y replace the domiciliary services. However, as soon 8S 

the new government was fonned by the Bangladesh Nationalist Party in 

200 I, domiciliary services were reinstated and ten thousand community 

clinics established earl ier were not made of any use. Thus, construction of 

new community clinics was slopped and the existing ones were lying vacant. 

About discon tinuation of community clinics mixed opinion came in. Some 

opined discontinuation of community clinic was a logica l decision in the 

backdrop of reinstati ng domici liary services. However, they have stated that 

clinics those were already constructed ought to have been made of usc. 

Others opined discontinuation of community cl inic was ' political motivated ' 

and reflective of antagonistic political culture of the country. 

However. reactivating the community clinics was one of the political 

manifestoes of the Awami League in the ninth parliamentary election held in 

2008. Therefore, aOer a landslide victory in 2008, the new government 

fonned by Awami League has given top most priority to reactivate the 

already existing community cl inics and establish the new community c linics 

for every 6000 population at the village level. 

Varied opinions came in abou t establ ish ing new community c linics by 

different categories of the policy ac tors. All the policy makers and some 

insiders have opined that community clinics for every 6000 population 

would immensely contribute to increase the phys ical accessibili ty to the 

primary health services including reproducti ve health care. They have stated 

that community clinics were imbued with the concept of people's 
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panicipation. It had emerged as a communi ty owned and managed health 

fac ili ty. Community groups fonned with representatives from local 

government representa tives, service providers and local people were to be 

responsible for the operation and mai ntenance of the faci lity. 

However, most state actors from fa mil y plan ning have expressed their 

concern abollt the already stressed out domiciliary service. They have stated 

that spending three days in the comm unity clin ics by the field workers 

\vQuld strain the already shoT't supply of field workforce and would deter the 

quality of domiciliary services. 

Majority non-state policy actors have termed restoration of communi ty 

clinics as a 'political agenda', They have s tated that community c lin ics were 

initiated in ) 998 when domici liary service was planned to be phased out. 

That situation does not preva il any more. Therefore, before giving enough 

attention to strengthening the already existing union level fac ilities. 

es tablishment of another level of fac ility is conside red wastage of resource 

by many. Many of them have temled this in iti ati ve of the government as 

"addition of a sick child to an already sick fa mil y". They have emphasized 

on taking measures for making the union level faci lities more fu nctional 

before creating another new layer of fac ility. In their opinion, union level 

fac ilit ies should be good enough to increase the phys ical access ibi lity to the 

essential health services if proper meHSureS can be taken to ensure 

ava ilability of the service providers. drugs, and improve the qua lity of care. 

Some pol icy actors have voiced for the emergency of crea ting hospita l 

facil ity pm1icuiarl y basic EmOe fac ility Ht the union level by upgrading 
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them n:lt her than spending resources on constructing more new fac ilities. 

evcrtheless, al most all the policy ac tors irrespective of the ir opi nion about 

community clinics have expressed the urgency of strengthening the union 

level fac il iti es particularl y upgrad ing them with basic EmOC fac ilities. 

evert he less, a lmost all ca tegories of policy actors irrespective of their 

opinion about establishing communi ty cli nics were doubtful about the 

Slistainabi lity of the community clinics because of the ex isting antagonistic 

poli ti cal cu lture of the country. Thus. almos t a ll have expressed the ir 

concern about poss ible of wastage of national resource. 

6.1.1 t Responsiveness of the Service Providers 

All the policy ac tors have recognized the need of evolving some mechanism 

for making health care providers responsive to their clients. Mos t of them 

have agreed that without effective exis tence of such mechanisms, service 

providers remain responsive only to their direct supervisors and policy 

makers, and not to thei r clients. 

Almost all the policy actors have opined that empoweri ng clients through 

provid ing adequate information about the scrvices and thei r right to services 

is one o f the most effecti ve ways to make the service providers responsive 10 

their clients. However, they have stated that adequate program me attention 

has not been given to empower peopl e th rough dissemination of infomuni on 

about entitlement to various hea lth services at different levels of fac ilities. 

Further, majori ty pol icy actors also recognized the urgency of li nking 

professional growth of the prov idcrs and managers wi th their job 
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performance for increasing their responsIveness. Otherwise all other 

mechanism for promoting responsiveness would fail. 

While almost all the non-state policy actors have recognized strengthening 

local government bodies as one of the very effective means to ensure 

responsiveness of the service providers, the state actors did not emphasize 

on this much. Rather some of the state actors have mentioned that this could 

rather be ano ther source of con fli ct. Many Slate actors have mentioned that 

local government bodies' rep resentation is already there in differen t levels of 

health and family planning committees. Thus, they have emphasized on 

reactivating variolls level hea lth and family planning committees and 

activating Vnioll Parishad and Upazi/a Par;slwd chainnen and members in 

these committees. 

Some have considered community mobilization as 3n effective mechanism 

for ensuring accountability of the service providers. Thus, they have lauded 

formation of commun ity groups as a mechanism for ensuring community 

participation for managing the community clinics. Some programme 

managers have opined that responsiveness of the service providers cannot be 

separated from the responsiveness of the highest policy making level. They 

opine policy making level should be responsive to the demand orthe service 

provide rs because a responsive management sys tem and structure ca n onl y 

yield responsive service. 

6.2 St rcnglhs and \>Vea kn esses of t he Reprod uctive Hea llh Programme 

Opinion on the strengths and weaknesses of rcproductive health programme 

did not vary much among different ctltegories of policy actors. Network of 
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infras tructure down to the village level as well as extensive fi eld force fo r 

outreach serv ice has been considered the most important strength of the 

programme by all the policy ac tors. Further, evidence based success of many 

of our health and family planning programme interventions has also been 

conside red a major strength of our programme by many policy actors. Some 

have stated that our transiti on to a more suppol1ive socia cultural 

environment where res istance to programme implementation by any social 

group remains minimal is a major strength of our programme. 

Absence o f human resource plan and transparent career development policy 

and politicization o f public offi ce have been considered the most important 

weaknesses o f the programme by almost all the policy ac tors. Most external 

policy actors and state actors of famil y planning have mentioned lack of 

consistency in the policy direction and lack of political commitment as the 

maj or weaknesses of the reproductive health programme. 

Weak monitoring, lack of coordination and cooperation between health and 

famil y planning direc torate, weak referral system, and lack of ownership to 

the programl11e were some other weakness ment ioned by the policy actors. 

6.3 Future Directions 

Opinions o f the po li cy actors with respect to future direc tion of reproductive 

health programme were centered on three major aspects i.e., role of 

government in provis ioning primary hea lth care; management structure for 

reproductive health service delivery; continuation of Olltreach services. 

However. future direction of the management structure of reproductive 
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health service delivery remained the core area of the discussion for all 

categories of the policy actors. 

Varied opin IOn came 111 about the future direction of the programme. On 

issue of the role of government in provisioning primary health care, majority 

policy actors opine primary health care should be the mandate of 

government. They opine secondary and tertiary hospitals shou ld be made 

autonomous. Only sOme policy actors thi nk government should only 

perform regulatory function and all types of health care shou ld be 

provisioned through private sector. They argue that if the regulating 

authority itself turns into a competitor in the market then its accountability 

becomes questionable. 

On issue of management structure for reproductive health service de livery 

everybody has recognized the need for change in the exis ting management 

structure and direction of the reproductive health programme. However. 

opinion differed s igni fi cantly on the kind of change should be brought in the 

management structure and direction of the programme. 

Opinion of the state ac tors differed substantially from one group to another 

on issue of the kind o f change should be brought in the management 

structure and direction of the programme. State actors of famil y planning 

he ld complete ly different opinion from those of hcalth. A lmost all thc statc 

ac to rs of fami ly planning except some physicians have stated that all 

reproductive hea lth care services should be delive red by DGFP under a 
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separate management structure from top to bottom . This claim of the state 

actors from DGFP has roots in the location of MCH within DGFP in the 

past. Some of them have opined for a separate ministry for family planning 

and thus. a complete separate policy making level for famil y planning. Some 

have opined for a separate division with separate executive head for fa mil y 

planning under the single minis try with the same political head of the 

ministry i.e .. minister. All state actors of family planning have expressed 

that in the exis ting management stmcture where two directorates are unified 

at the policy making level under s ingle political head i.e ., minister and single 

execut ive head i.c., secretary, fami ly planning always gets less priority and 

focus. They have opined that this neglec t has turned most acute at present 

where the minister himself is 8 phys ician who upholds the interest of the 

physicians onl y_ 

State ac tors from directorate of health serv ices consider that all the 

reproducti ve health care components including family planning should bc 

integrated. Hence. all reproductive health services including family planning 

should be delivered under a unified management structure from top to 

bottom because unless management stmctm c is unified, effec tive integration 

of services is not possible. They consider that division between health and 

famil y planning has been an artificial onc. Famil y planning service cannot 

be effec ti vely del ivered wi thout effective integration wi th health services. 

Further, they have argued that achievement of demographic goal of the 

country would require reliance on the longer ac ting method acceptors and 
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technical persons and thus, requires effective integration with health services 

under uni tied command structure . Some s tate ac tors of the health services 

have opined that inclus ion of MCH services w ithin the family planning 

department has been a historical mistake. They have stated that inclusion of 

MCH within family planning had contributed in the weakening of family 

planning acti vities over the periods. T his has also been viewed by some as a 

sou rce of conn ic! between the technical and non-technical staff within the 

fam ily planning department. Further, in virtual absence of any coord ination 

between the two directorates this si tuation has even worsened, Hea lth and 

family planning staff have been delivering services almost without any 

coordination among themselves. 

In this connection state actors from the family planning directorat.e have 

claimed that maternal health services are well integrated with family 

planning services in the distri ct level MCWCs under the management of 

directorate of family planning because they equa lly emphasize maternal 

health and family planning. It has been added that this integration is not 

mai ntained at the district hospi tals under the managemcnt o f hca lth services 

becausc they do not emphasize on fa mil y plann ing. 

Almost all the non-Slate policy actors have also opined for urgency in 

brining change in the management stnlcture for reproductive health service. 

Some of the non-state policy actors have opined that even though ideally all 

reproductive health services should be integrated and be delivered under u 

unified management structu re, reality of the present day situation would not 
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allow for such an organiza tional arrangement. They apprehended that famil y 

planning would be decmphasized in the unified management structure. 

Some o f the non-state policy actors have suggested for a complete di vision 

of responsibility between the directorate of health services and the 

directorate of fa mily planning to minimize confl ict between them and 

minimize duplica tion of activities and misli se of resources. They have 

opined that all fac ility based reproducti ve health service should come under 

health and a ll outreach reproductive health service should be deli vered by 

famil y planning. Thlls, they have opined for crea tion of separate 

management stmcture for faci lity based and outreach reproducti ve health 

services. 

Many non-state poli cy actors were of the oplIllon of installing a unified 

management structure for reproducti ve hea lth. To them reproducti ve health 

services cannot be delivered in vert ical management s tructure and it is the 

responsibility of the government to negotiate with all the stakeholders about 

this through dialogue. 

On isslie of outreach sCI"V lces. many policy actors particularl y nOll-state 

ac tors and s tate actors frol11 DGHS have opi ned that at this stage of the 

programme, domi ciliary services should continue only in low performing 

areas and worker density should increase for low performing , and hard to 

reach areas. 
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On issue of recruitment of field workers majority have opined that fi eld 

workers at this stage of the programme should get appointed on a temporary 

basis for 8 part icular period of time because home visitation at an older age 

becomes difficu lt . Further, social status of the fi eld workers also change as 

thei r children grow up and thus, their fami ly members do not wish them to 

work as fie ld workers. Some have opined that fi eld workers arc employed on 

a pemlanenl basis then there should be scope of career advancement for 

them so that they do not have to go for hOl11 e visi tation life long. Opinions of 

the policy ac tors on these issues of fu ture direction of the programme did not 

vary by category of the policy ac tors. 

6.4 Synopsis of Ihe Opinions of Ihe Policy Aclors 

Following two tab les present major points of agreements and disagreements 

between majority policy actors on some vital policy issues. 

Poinls of AgreemenlS on Major Policy Iss ues by Majorily Policy Aclors 

Policy Issues Points of Agreements by the Most ['oUey Actors 

Family planning services • Inadequate attention to famil y planning programme a l 

the pol icy leve l 

• Slacki ng of famil y planning programme 

• Lack of pol iIi cal cOlllmitment for the programme 

• Lack of professional COm l11itlllcn t within the 
programme 

• Need for area specific programme strategy to address 
unmet demand for fam ily planning 

• Need to foc us on qua li ty of services 

• Urgency of resolution of professional conflict and 
cri sis wi thin the programme by the government 
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Policy Issues Points of Agreements by th e Most Policy Actors 

Maternal health services • Significant increase in the commitment for maternal 
health service at the policy level 

• Focus on EmOe has broadened the scope of 
reproductive health programme 

• Lack of availability of the service providers as the 
foremost cri sis of the programme 

• Strengthening of the union level facilities for maternal 
health serv ices 

• Apprehension on the financia l sustaillability of the 
MH VS ifup scaled nationally 

Linkage between family • Very weak linkage between family planning and 
planning and maternnl maternal health programme under the present 
health programllled management SIn-clure 

Nutrition programme • Inadequate attention to nutrition programme at the 
policy level 

Lack of integration of 
. . 

wilh • nutntlon programme 
reproductive health programmed 

Urban Primary Health Care • Very inadequate provision of urban primary health 
care In genera l and reproductive health care ,n 
particular 

• Inadequate policy uttcntion to urban primary health 
care 111 genera l and reproductive health care 111 

particu lar 

• Strengthen ing monitoring and supervision of the urban 
primary health care programme by govcnlment 

• No standardization or servIces provided by the 
contracted NGOs 

Management structure of • Complete reVISIon In the eX l s11llg management 
reproductive hea lth service structure for reproductive hc<t hh service deli very 
delivery • Very weak linkage between maternal health and 

fami ly pl :lI1ning services wi thin the existing 
management structure 

Behaviour change • Necessity of building corporate socia l responsibility 
communication by the govemment ror sponsori ng Bee activities by 

the pri vate channels. 

• Involvement of o ther business hOll ses in sponso ri ng 
Bee activities in the television and radio . 
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Policy Issues Poinls of Agreemenls by the Mosl Policy AClors 

Mechanism ror increas ing • Empowering the clients through adequate illfonl1ation 
responsiveness of the abollt the reproductive health services 
service providers 

Major Challenges of the • Unmet demand ror maternal and family planning 
programme services 

• Acute shortage of serv ice providers 

• Weak linkage between maternal health and family 
planning services 

Important strengths of the • etwork ofinfraslruclure down to the vi llage level 
programme 

Important weakness of the • Absence ofhull1an resource phlll and <Icute shortage of 
programmed manpower 

• Lack ofpolilicaJ commitment 

• Politicization of the service 

Future direct ion of the • Change in the management st rllclUre for reproducti ve 
programme health services delivery 

• Strengthening of lin ion level facilities 

• Creating linkages belween maternal health and family 
planning se rv ices 

• Appropriate integration or nutrit ion with the 
reproductive health services 

• Standardization of urban primary heahh care services 

• Commitment from the highest political level 

6.5 Summary and Assessmenl 

Opinions of differen t categories of policy actors have echoed some common 

policy and programme conccrn whi le they held different opinions on the 

way out of these problems. Some patterns have emerged from the opinions 

of different ca tegories of pol icy aetors on major policy issues. Highest 

differences in the opin ions were observed withi n state actors on issues of 

thei r professional interest. They have diffe red most on issue of thc 

management structure for reproducti ve health service deli very and future 
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direction of the programme. While state actors of health directo rate have 

opined that integrated comprehensive reproductive health programme could 

be deli vered best under unified command s tructure, s tate actors from famil y 

planning direc torate have opined for a separate management structure from 

top to bo ttom, Some of the state actors from famil y planning pre ferred a 

complete separate management structure with separate political and 

executive head meaning a separate ministry. Some preferred to have a 

segregated management stnacture with separarc executive head under a 

si ngle political head meaning a separate di vis ion under s ingle ministry. State 

actors of health direc torate consider that reproductive health programme 

requires integration between and among its components and between and 

among different categories of reproductive health service providers. Hence, 

they have argued that the programme will loose its e ffi cacy in tenns of its 

contribution to availability of, accessibi lity to, and quality of reproductive 

health selvices if implemented under separate management structu re. On the 

other hand, state actors of famil y planning programmc opined that famil y 

planning programme would be deemphasized if implemented under unificd 

management structure and avai lability of, access ibility to, and quality of 

family planning services will be affected. 

All the nOll -s tate policy ac to rs have opined for a complete revISIon and 

overhauling of the management structure. Almost all the non-Slate po licy 

actors have opined that idea lly reproductive health service deli very requ ires 

a unified management structure for health and family planning because 

reproductive health components are inherentl y interrelated and therefore, 
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requires integration between and among them. Nevertheless, some of the 

non-slate policy actors have expressed that under the given s ituatio ll , 

unification or the two directorates might not be feas ible for practical reasons 

even if it had appeared conceptuall y and technically sound. They be lieve 

good policies besides being technica ll y sound also req uire to be politica ll y 

feas ible. Experience o f un ifi ca tion could not reap bene fit to all g roups of 

insiders and there fore, caused strong resistance within different subgroups. 

Further, they have also expressed their apprehension that family planning 

programme could be decmphasizcd under the unified command s tructu re. 

Thus, this group o f non-s tate poli cy actors has recommended a complete 

division of responsibility between health and famil y planning. O n the other 

hand, other group of non-state policy actors considers that separate 

management structure for health and family planning is aga inst the concept 

of integrated provisioning of reproductive health serv ices. Thus, they have 

stated that unification of the service structure is the most important 

requirement for increasing the efficacy of reproductive health services. They 

have emphasized on the responsibility of the government to negotiate with 

the stakeholders within the programme th rough dialogue on issue of 

ulli fi cation of the managcment structure. 

All thc policy actors have unanimously agreed that famil y planning 

programmc have significantl y s lacked in the reproductive health regime. 

Non-statc actors and state actors belonging to the famil y planning directorate 

have attributed this s lacking of family pl anni ng program me to lack of 

attent ion at the policy level. On the other hand, policy makers and state 
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actors of health directorate have lin ked it wi th the internal conflict within the 

family planning directorate. However, all the policy ac tors have agreed that 

poli tical wi ll could have resolved the connict and brought back the 

momentum of the programme. Except for the policy makers all the policy 

actors have opined that not enough attenti on was given in fomllliating 

appropriate strategies and programme interventions to address the 

contemporary challenges of the fa mily plan ni ng programme. All the policy 

actOrs have urged the necess ity of conceivi ng area specific programme 

strategy to add ress high unrnet demand for fa mily plann ing. Most of them 

have fe lt the necessity of special programme stra tegies for low pcrfO lming 

and hard to reach areas. 

All the policy actors acknowledged that maternal health programme received 

signifi cant policy attention in the reproductive hea lth regime. However) 

most of the policy ac tors except the policy makers have pointed out that this 

policy attention was 110t adequately complemented with measures to make 

ava ilability of the serv ice providers. Thus. despite renovating and updating 

physical fac ili ties for EmOC at the district leve l and down to the Upazi/a 

level, EmOC serv ices could not be made uva ilablc beca use of very 

inadequate availabili ty of the physic ians. Nevertheless, everybody has 

pointed out that maternal nu tri tion remained neglected and the national 

nu trition programme was considered inappropriately designed to have link 

wi th maternal and child health programme. 

All the policy actors except policy makers held similar opinion on nutrition 

programme. They have opined that nutrition as maternal health issue 
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remained neglected all along in the health and population programme. In 

HNPSP, nu trit ion programme had been conceived as a vert ical programme 

under the minis try. They have opined that nutrition programme should have 

been integrated wi th the mainstream pri mary health care services of the 

government. 

Likewise urban primary health care has been considered very scanty by all. 

However, differences in opinion have been observed on issue of authority 

and responsibil ity foJ' provisioning urban primary health care. Most of the 

state actors consider that provisioning urban primary health care should be 

the mandate of the min is try of health and family welfare because in the end 

it remains accoun table for hea lth and fert ility outcome indicators. However, 

nOll -state policy ac tors were d ivided on the mandate of urban primary health 

care. Some of them held similar opi nion to those of the state ac tors. Others 

have considered that urban primary health care should be the mandate of 

MoLGRD, because local govel1lment bodies hold the posi tion to make the 

service prov iders accountable. On the other hand, state acto rs have stated 

that in many cases in absence of fai l1less and transparency in dea lings 

between the local bod ies and the contracting NGOs, issue of accoun tabi lity 

hardly ari se. Nevertheless, everybody has emphasized on the urgency of 

significant increase in the ava ilability of the urban primary hea lth services, 

quality superv ision, and monitoring of the work of the contracting NGOs by 

the local bodies. 

State actors were unanmlOUS about politicization of recru itment , transfer, 

and promotion in the service. Recruitment , transfer, and promotion reported 
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to have hardl y any link with the perfonnance of the service providers and 

managers. This politiciz3 tion of service reported to have very negative effect 

on the motivation and accountability of the employees. Thus, everybody has 

recognized the urgency of a transparent career development plan to promote 

motiva tion of the work force. 

Differences in the opinions between the state ac tors and the non-state actors 

were noticed on issue of involvement of loca l bodies in the implementation 

of health and famil y plann ing programme fo r promoting responsiveness of 

the service providers. While non-state actors have expressed the urgency of 

e ffec ti ve involvement of the local bodies in health and family planning 

programme, state actors did not consider it as a solution. They have 

emphasized on ensuring moti vation of the service prov iders and managers 

for increasing their responsiveness. 

Mixed opi nions came in about community clinics. Majority non-state actors 

viewed it as a political agenda of the present government. They have opined 

that be fore making the existing un ion level facilities fun ctional, spending 

nationa l resource on crea tion of another layer of fac ility can hardly be 

justified. However, all the policy makers and some state actors have opined 

community cl inics would significantly add to the availability of the services 

in the remote areas. 

All the policy ac tors were unanimous about the existing s trengths and 

weaknesses of the programme. Wide scale infrastructure down to the village 

level has been identi fi ed as the major strength of the programme. On the 

other hand absence of any human resource plan and acute shortage of human 
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resource and politiciization of service, lack of political commitment have 

been considered major weaknesses of the programme. 

The pattern of response shows that state ac tors held s imilar opinion when it 

served their common professional interes t and they held completel y different 

opinion wi th each other when there was a conflic t of interest between them. 

Poli cy makers tend to justify most policy matters. They also appeared 

defensive on many policy iss lies. Non-state actors' opinion re fl ec ted their 

concern for dc-emphasis on family planning programme at the highest 

policy making level. evertheless, lack of political wi ll in rein vigorating the 

family planning programme has been considered a major concern by all 

categories of policy actors except few policy makers. Similarl y the urgency 

of conceiving multifaceted measures for ensuring the availabil ity of the 

service providers had been emphasized by al l. 
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Conclusion 

This study has analY7.ed the policy discourses and paradigm shift re lating to 

reproductive health care in Bangladesh. The study has examined how far the 

policy frameworks have reneclcd a paradigm shift towards rights-based 

reproductive health programme, It has investigated how the 

compicmcntaritics and inconsistencies within the policy frameworks have 

affected reproductive health through 'the avai lability of, accessibility to. and 

quality of reproductive health services', This concluding chapter first, 

summarises the findings of the study and revisits the research questions in 

the light of its findings. Secondly, places the findin gs of the study in its 

conceptual framework and finally concl udes. 

7.1 Summary of Study Findings 

Delineating the hcahh system and reproducti ve health issues of Bangladesh 

in Chapter 2, Chapter 3 through its analysis of policy di scourse ill FP-MC H 

policy regime, has shown that wi thin the broader theme of primary and 

preventive health care, fertility reduct ion had been the central goal of FP­

M CH programme. Policy fra mework of the entire FP-MCI-I regime had 

followed a coherent approach for fertility reduction. Thus, the strategies and 

interventions in lhis regime were mostly designed to increase the aV<lilHbi lity 

orand accessibility to family planning methods. Quali ty of services, clients' 

needs etc. were compromised and undermined to achieve demographic goa\. 

However, wider increase in the availability of family planning methods 
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through extensive community based intervent ion and avai lab ility of MR 

services had enab led disempowered poor women to avert or de lay child 

birth. Merger of MCH wi th family planni ng in mid seventies were primarily 

contributed in increasing the avai labil ity of clinical contraception. Attent ion 

to chi ld hea lth had shown gradual incrcase in the later part of the policy 

regime as a pre-requisite for motivating couples towards sma ll er family. 

Maternal health remai ned much neglected in the entire policy regime. 

Chapter 4 has depicted that 'reformist reproducti ve health policy regime' 

had evolved in the context of a paradigm shift at the international level at the 

backdrop of IC PO in 1994, the Fourth World Conference on Women in 

1995 etc. This policy regime made a shift to sector wide approach and 

introduced a pro poor ESP for primary health care, of which reproductive 

health had been the crux. Maternal health had received significant po licy 

att ention and was corroborated by programme interventions. This regime 

had adopted EmOC as its chief maternal health strategy. Maternal health has 

been established as the most important reproductive health in its own right. 

Expansion of EmOC at all levels has marked a significant stride towards 

increasing the ava il ability of and accessibility to matcrnal hea lth services. 

Famil y planning serv ices' focus and strategies remained the same as it had 

been before in FP-MCH policy regime. It has continued to be viewed as a 

mcans to fertili ty reduction and thus. could not be adequately establ ished as 

reproducti ve health intcrvention, Thcrefore, family planning services could 

not be appropriately linked to promotion of maternal health, 

Dhaka University Institutional Repository



269 

This policy regime had envisioned necessary organizational reforms for 

management and implementation of the programme. Unifica tion of health 

and fa mily planning was considered most vi tal for sliccessful 

implementation of ES P. However, unification could not be impl emented in 

the face of strong res istance by the state-actors of fa mily plann ing. This had 

d isrupted the implementation of the enti re programme and had affected the 

basic phi losophy of rep roductive health. 

Chapte r 5 has analyzed fo rmulation of the subsequent program me 

implementation plan. HNPSP in the context of MDGs and Povert y 

Reduction Strategy and the Second Population Policy. The chapter in its 

analysis of the po lic ies, plans, and strategies, has shown that all the 

documents had a consistent policy and strategic posi tion on the issue o f 

maternal health services. However, they did not have a clear position on the 

d irection of fami ly planning services. Strategic framework of PRSP did not 

properl y link fa mil y planning services to hu man development o r poverty 

reduction. Thus, PRSP could not establish ferti lity reduction and family 

planning services as means to human deve lopment. Similarl y, HNPSP like 

HPSP had not estab li shed fa mily planning as reproducti ve health agenda, as 

it had established maternal health services. 

At the back drop of reinstating bi furcated management structure for health 

and family planning services. the impl ementation an'angemell t for 

reproducti ve health services was split up wi thout establishing coordinat ion 

mechanism. This had d is in tegrated all the reproductive health services and 

affected the access ibi lity to, and quali ty of the serv ices. 
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Chapter 6 has shown that opinions of different categories of policy actors 

have echoed some common policy and programme concerns whi le they held 

different opinions on the way out of these problems. Most policy actors 

opined that the present management structure is contradictory to the 

reproductive health programme design and thus, had s trongl y recommended 

for bringing change in the management stl1Jcture. Creati ng effective linkage 

between all the reproductive health services and redesigning of family 

planning services has been considered very important by 1110S t of the policy 

aClors. 

Almost all the policy actors have stated that very little attenti on has been 

paid at the policy level to meet the primary health care demand of the ever 

increasing urban population of the country. Similarly, neglect of maternal 

and child nutrition had also been recogni zed by majority policy ac tors as a 

major concern. Absence of any transparent career development plan for the 

human resource has been considered the main reason for de-motivation as 

well as lack of avai lability and accountability among the workforce. Almost 

all categories of policy actors irrespective of their opinion about establishing 

community clini cs were doubtful about the sustainubility of the comJ11unity 

clinics because of the ex isting antagonistic political cu lture of the country. 

Thus, almost all have expressed their concern about possible wastage of 

national resource in view of the renewed emphasis on community clinics. 
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7.2 Revisiting Research Questions 

Having summariL.cd the findings of the study, it is pertinent to refer back to 

the research questions founded on the conceptual framework of the study. 

The following sections revisit the four research questions of the study,l 

7.2.1 Policy Frameworks of the T hree Policy Regi mes and En titlement 

to Reprod uctive Hea lth Services in Ba nglades h 

All the policy regimes in Bangladesh have assumed the slate obligation for 

provision of health care services. Primary health care has a ll along been the 

focus of the health programme of the country. All the regimes had focused 

on resource allocation for pro poor health services in varied nomenclatures 

like preventive care, communicable disease, primary health care, and 

essen tia l services. However, attention to particular services wi thin the 

primary health care or the essential services has varied in different policy 

regimes. Policy frameworks of the three policy regimes have variably 

affected the avai labili ty of, accessibi lity to, and quality of reproductive 

health services in Bangladesh. Increase or decrease in the availabi lity of. 

accessib ility to, and quality of services were not absolutc. However. 

utilization of primary level facilities has all along been very poor mainly 

because of inadequate availabi lity and poor qua lity of services. 

Reproductive hca lth services for urban poor have not been the foclis of any 

of the policy regimes. Simi larly, nutrition being one of the 1110st important 

matemal and chi ld health isslles of the country was not appropriately 

integrated in the policy framework even in the reproductive health policy 

I See chapter 1. pp 7-8. 
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regimes. Nutrition programme remained almost like a vertical programme 

without appropriate mechanism for integrating it with reproductive health in 

general and materna) health in particular. 

Fertility reduction had been the prime objective of FP-MCH policy regime 

(l973-1997) , and thus, its policy framework was consisted of interventions 

and strategies for strengthening family planning programme. Despite being 

FP-MCH programme, its policy framework was not designed to mutually 

reinforce famil y planning and MCH services. Basically, MeH was merged 

with fam il y planning to increase the acceptability of family phmning 

programme so as to facilitat c accelerated and sustained fertilit y reduction . 

Thus, MCH was merged wi th famil y planning as a means to fertility 

reduction. Child health services had received increased attention at the later 

part of the policy regime as a pre-requisite for fertility reduction. On the 

other hand, fertility reduction has been viewed as thc only means to maternal 

health. Thus, maternal health services were limited to low cost, easy 

deliverable, and preventive services like, pre-natal care and safe home 

delivery through TBAs. Field workers were inadequately trained and 

motiva ted to deli ver these basic matenlal health services. Their 

perf0n11anCeS were mcasured in tcmlS of quantitative targets in increasing 

family planning acceptors. Thus, maternal health services and interventions 

were too limited and availabi lity of maternal health sClv ices was markedl y 

inadequate. 

Integration of MCH with famil y planning had contributcd in increasing the 

availabil ity of cl inical contraception, Programme strategies, intervcntions, 
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and servIces In thi s policy regllllc were designed to achieve fe rtility 

reduction th rough increasing the avai labi lity of and accessibility to family 

planning services. Increasing the ava ilabi lity of and accessibi lity to MCH 

services was a lways secondary. However, deployment of wide scale female 

fie ld workers, introduction of satellite clinics were very effective in 

increasing the phys ical accessibility to services like family planning, 

immunization, pre-natal care etc. Wider avai labi lity of contraceptives to 

women in remote areas, who did not have mobil ity and freedom to decide 

for their own health, had enabled them in exercis ing their reproductive right 

of averting child birth or delaying child birth. Similarly, availability of MR 

services at all levels of facilities had enabled women in exercisi ng their 

reproductive right. However, the programme was too narrowly focused and 

designed to address even very basic reproductive morb idi ties of women. The 

programme was too much demographic target driven and hardly focused on 

quality of services and clients' need. lEC programme was focused towards 

changing ferti lity beha viour for building sma ller fami ly norms. Eventuall y 

infonnation on immunization services and ora l rehydration therapy were 

included in the IEC activities. However, c lients hard ly had informational 

access ibility in terms of side effects and contraindications of va rious 

contraceptives. Incenti ve introduced in the guise of increasing economical 

accessibili ty for s terili zation had received se rious objection as a major 

violation of rights from the human rights activists. 

Programme remained almost exclusively focused on married \Vomen of 

reproductive age a nd thus, making covcrt barricr to freedom for men . The 
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programme had overt policy barrier for adolescents. There had not been any 

educational programme or informational services for unmarried adolescents 

on health or family planning restraining their freedom and access. 

Prime policy objec ti ve of reformist reproductive healtll policy regime (1998-

2003) was to promote reproductive health through broadening of 

reproductive hea lth services and foc using on clients' need and quality of 

services. It had introduced in tegrated rep roducti ve health services within 

ESP and adopted SWAp. Reproducti ve health has been the centre piece of 

ES P and maternal health has been the core area of reproductive health 

services. Matemal health services have been established as the prime 

reproductive health services. A range of reproductive health services 

including awareness on and basic syndromic management and treatments of 

ST! , RTI were introduced within this package. This broadening of 

reproductive health services has been ve ry crucial in making the first step 

towards address ing some bas ic reproducti ve morbid ity of women. T his 

regime has envisaged a packagc of reforms including unification of health 

and famil y planning for efficient delivery o f integrated ES P. It had 

introduccd sta ti c community clinic as a one stop service point in the light of 

introduction of a range of reproductive health services. Community clinics 

werc introduccd to increase the physica l accessibility of people to the basic 

health services at the community leve l. Th is policy regi rne has establishcd 

matcrnal health as the most important rcproductive health in its own right. 

Maternal health services and intervcntions had increased morc than ever 

before. Major focus of maternal health services has been on EmOC. 
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However, avai lability of EmOC at the Upazila level has been very limited 

because of inadequate availabi lity of providers. EmOC at the district level 

facilities could not be made fully functional primarily because of inadequate 

avai lability of the physic ians. 

Family planning services, in tervent ions. and strategies rema ined the same in 

the refomlist reproductive health regime as they were in FP-MCH policy 

regime. Family planning conti nued to be viewed as a mcans fo r fct1i lity 

reduction and thus, the opp0l1unities of viewing family planning as a means 

to reproductive health got diminished. There has not been any role reversal 

of family planning services for reproducti ve health promotion. Therefore, 

role of family planning in temlS of availability of, access ibility to, and 

quality of reproductive health services was bounded within fertility 

reduction. There has not been any qualitative change in the family planning 

activi ties and services as such. Thus, family planning could not be 

estab lished as an importan t means for maternal health. Howcver, 

introduction of awareness programme for adolescents had been a first step 

towards removing oven pol icy barrier on adolescents' choice and access to 

reproductive health services. Further, avai lability of and quality of family 

planning services at the level of primary carc got affected because of the fact 

that there had been a neglect of government in recruiting the crucial fi eld 

level s taff like FWAs and FWVs for 1110re than a decade. With the fa ilure of 

unifica tion of health and family planning, in tegration between reproductivc 

health services, the basic tenet of reproductive hea lth got lost. As a result. 
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family planning and maternal health servIces also got disintegrated and 

a lTected the quality of and access ibil ity to the services. 

Policy framework of the ton/ormiSI reproductive /zealth policy regime 

(2003-201 I) did not c hange much from that of the reformist reproductive 

IIealtil policy regime (/998-2003) with respect to reproductive hcalth 

programme design and contcnt. However, this policy regi me had n.:inst8Lcd 

separate managemen t struc ture for health and fami ly planning as it had been 

in the FP-M C H regi me. A split implementation arrangement between health 

and famil y planning direc torate has been made for reproduct ive health 

services. Hardl y any mechanism has been evolved to coordinate the services 

offered by the directorate of health services and the directorate o f fam ily 

plann ing. Thus, under this regime all the reproductive health services 

including famil y planning and maternal health services have been designed 

to be operated and implemented in a de- linked way. De- linking of maternal 

health and family planning services has resu lted in undermining of famil y 

planning services as an important means to achieving maternal health . De­

linking of the inherent ly integrated services has dismantled the concept of 

reproductive health . Majority policy actors, except s tate-ac tors fro m famil y 

planning have considered that split implementation arrangement had caused 

dc-linki ng between all the reproducti ve hcalth services and thllS, had 

affected the access ibility to and quality of the services. 

Matcmal health servI ces rcmained the crux of the reproductive hea lth 

services and its focli s also remained on increasing EmOe at the district and 
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Upazila level facilities. This policy regime had introduced demand side 

intervention MHVS, on a limited scale to increase economical access ibility 

of maternal health services. Comprehensive Emoe service availability has 

increased s ignificantly at the district level, if not at the Upazilo level. Basic 

EmOC could hardl y be made ava ilable at the UHFWCs. Inadequate 

avai labi lity o f service providers remai ned the major challenge in the way to 

making Emoe facilities fully functional. Il has been claimed by most of the 

slate policy actorS that the issue of non-avai labi lity o f the service providers 

has its rOOI in the politicization of public services by the respective political 

govcllll11cnts. 

Family planning services remained the same in the reproducti ve health 

policy regimes as it had been in FP-MCH po licy regime. Family planning 

programme strategy continued to focu s on increasing longer acting methods. 

Issues of major contention from human rights perspective like incentive for 

the clients and providers still remains very much a programme strategy. 

Thus, providers' bias and interference in contraceptive delivery creates 

hindrance in exercising clients' freedom to choose on the basis of their 

health needs. Quali ty issues are not adequate ly addressed and arc re fl ected 

through high discontinuation rate of contraccptives. Thus, family planning 

programme has been lIndennini ng the rights issues while worki ng within the 

broader rights-based policy framework. Issue o f male involvement in 

reproducti ve hea lth services had hardly been addressed. Thus, covert 

accessibi lity barriers on men have not been addressed. 
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7.2.2 Policy Framework a nd Parad igm Shift 

Paradigm shift in the policy framework of the rcfomlist reproductive health 

policy regime has taken place in terms of shifting from: project approach to 

sector approach, FP-MCH services to reproductive health services, and 

broad based primary health services to targeted essential health services 

package at the primary level. However, sector approach has not been 

accompanied by govcml1lcn t's s tewardship role in the sector. Government 's 

leadership is seriously challenged in the context of ever increasing influence 

of donors in the policy process. Shift to WAp has been incomplete because 

of the fact that the programme remained confined to public sector. Further, 

there has not been any scope of inter or cross sectora l collaboration for 

health, nutrition, and population programme acti vit ies. SA Wp has ended 

with single sector intervention for health, nutrition and poputation 

programme. 

Paradigm shift to reproductive health services has marked a grea t stride in 

asserting maternal health as the prime reproducti ve health in its own right 

and envisioning expansion of EmOC at all levels. Further, this shili has led 

to the broadening of reproductive health care services. Paradigm shi ft from 

FP-M CH to reproducti ve health selviccs could not be complemented by shift 

from vertical FP-MCH and health to integrated reproducti ve health because 

of failure of unification of the management s tructure of health and famil y 

planning as envisaged by the reformis t reproductive hC(llth po licy regime. 

The shift to reproducti ve health has been incomplete in absence of strategic 

linkages between and among the reproductive health serviccs. Further, the 

shift to reproductive health was incomplete because of its failure to rc-
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conceptualization of family planning from rights perspective and 

reposi tioni ng of family planning services within the rights-based framework . 

Gender mainstreaming, the core of reproductive health remained hardly 

addressed. Interventions on gender issues remained fragmented and isolated 

as before. 

7.2.3 Policy Frameworks and Major I'olic)' Actors and Factors 

Role of extemal agencies has been inseparable in the development and 

growth of population and health programme in Bangladesh since its 

inception. Donors ' influence in the planning process has always been 

encouraged by the respective governments to ensure external resource flow 

for implementation of the programme. Major policy ideas, inputs, and 

interventions were introduced at the initiative of donors or specialized UN 

agencies for health like WHO, UN ICEF, and UNFPA. Interventions not 

endorsed by the external agencies did not continuc. At thc influence of the 

donors, two sepa ra1.e divisions were created for health and fami ly planning 

in the mid seventies. Major shifts in the policy framework like SWAp. 

reproductive health etc. has been brought to accommodate the shifts in the 

global policy env ironment. Increase and decrease in prioritizat ion to any 

particular service has been linked to external resource flow. Maternal health 

intervention remained very inadequate until it was prioritized by the donors. 

Si milarly , family plann ing programme growth was possible largely because 

of donors' SuppOl1. Maternal and child nutrition despite being identified us 

major health concerns by the plan documents did not get mueh attention 

because of lack of donors ' SuppOl1. Donors' influence has increased even 

Dhaka University Institutional Repository



280 

more under SWAp. The HPSP and HNPSP were prcpared under the direct 

innuence of the donors. 

The state actors' influence has been minimal in terms o f initiating any 

particular po li cy idea, health intervent ion or services. Their influence has 

been most pronounced in health system reforms. Re forms re lating to 

unification of management structure for health and famil y planning and 

regulation on pri vate practice by the phys icians etc. had received highes t 

resistance from the state actors. Involvement of local bodies in 

implementation of health and famil y planning programme at the primary 

level has also received resistance by all categories of state-actors. The state­

actors have always been di vided on issue o f unification o f management 

s tructure of health and family planning. The state actors o f health directorate 

have always been in favour of unified management structure, whereas. the 

state actors of family planning directorate have always been against unifi ed 

management structure. It is because of the res istance of the state-actors o f 

family planning directorate that unification of the management s tructure of 

the two as envisaged by HPSP could not be implemented. The issue of 

un ifi cat ion of the management structure has become synonym to ' de­

emphasiz ing of family plann ing ' to the state-ac tors of fam ily planning. 

Functional integra ti on of health and famil y pl ann ing has also been equall y 

difficult to achieve all th rough because of the non-coope ration of the two 

wings. However, while all of the state-actors ag ree that functional 

integration does not appropriately work they blame each other for non­

cooperation. 
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Change in political regime has been not been associated with major changes 

in the health policy o r plan or strategy as a whole. Mechanisms evolved to 

involve representatives of the local government bodies In the 

implementation of health and fami ly planni ng in the eighties have 

diminished with the onset of democratic political regimes in the nine ties. 

However, community clin ics appeared to have carned a ' political branding' . 

Community c linics were introduced by HI'S!> during the later part of the 

political regi mc of Awami Lcgauc led government ( 1996-2000). Community 

cl inics were introduced as a onc stop service po int at the backdrop of 

initiation of reproductive health services under ESP and gradual phasing out 

of domiciliary services. As with the reversal o f unification and reverting 

back to domiciliary services in HNPSP, community clinics had been 

discontinued. This change had taken place under the new government 

formed in 200 I by the Bangladesh National ist Party. Discontinuation of 

community clinics has been considered politica lly motivated and therefore, 

with the change in the government in 2008 i.e., during the implementation 

period of HNPSP, renewed emphasis has been g iven to community clin ics 

by the government formed by Awami League in 2008. Whi le many policy 

actors consider addition of community clinics will contribute to increase in 

the physical access ibil ity to primary health care services at the community 

level; majority policy actors consider that renewed emphas is on community 

cl inics has been a ' po litical agenda ' of the government. Thus, they opinc that 

existing union level fac ilities should have been strengthened before 

channeling resources for creating another layer of faci lity. However, all the 

policy actors have expresscd their concern over the slistainability of 
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community clinics because of the an tagonis tic political cultu re of the 

country. 

7.2.4 Intercon nccti\'ity between and amo ng the Policy Frameworks 

Pol icy frameworks in both reproductive health regimes have followed a 

coherent approach regarding maternal health services. All the policies and 

strategies have placed maternal health as the most imponant reproductive 

health issue. EmOe has been the central theme of the maternal health 

stmlegy besides community based preventive serv ices and SBA st rategy. 

one of the reproducti ve health poli cy regime could appropriately reposition 

family plan ning programme wi thin reproductive health framework because 

of inconsistenc ies between and among the policy frameworks. Family 

planning services have not been re-conceptualized from rights perspective in 

any of thc reproducti ve health reg imes. Family planning services could not 

be transformed into reproducti ve health selv ices. Family planning activities 

were fou nded onl y on fertility reduction. PRSP, maternal health strategy, 

population policy, and programme implementation plans for health, 

nutrition, and population sector (1-1 PSP and HNPSP) did not have coherence 

in conceiving ramily planning programme ac tivities within the ir respective 

frameworks . Programmc implementation plans (HPSP and HNPSP) ror 

health and populat ion sector and poverty reducti on strategy, maternal health 

strategy had been based on rights based fram ework fo r the ent ire sector. 

However, these plans did not link family planning with the rights based 

rramework. either any change has been brought in the fam ily planning 

programme design nor has any new strategy been evolved after its 
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theoretical repositioning under reproductive health care. On the other hand, 

method specific target for family planning has continued. Further, linkage 

between maternal health care and famil y planning programme has not been 

established appropriate ly. 

Poverty reduction framework of PRSP did not establish famil y planning 

services as human development intervention as it had established maternal 

health . On the other hand. it did not also adequately s ignify fertility 

reduction for promotion of reproductive health . Thus, family planning has 

not been adequately advocated as maternal health intervention or 

reproductive health intervention in PRSP. Similarly strategic linkage 

between family pJanning services and maternal , child, and reproductive 

health services was not established. 

Family planning service output indicators and outcome indicators has been 

limited wi thin C PR and TFR . Thus, programme performance has been 

tracked along CPR and TFR only. Its contribution in reproductive health in 

averting unwanted births, high ri sk pregnancies, reducing unsa fe abortion 

through mel need for family planning services were not brought into focus. 

Situat ion was fUliher worsened by taking a confomlist approach for 

implemcntation of reproductive health programme. Reproductive health 

programme had been designed by !-IPSP with the vi sion of unified 

management structure. To get along wi th the reversal of separate 

management structure, a patchy implementation arrangement has been 

evolved by HNPSP which resulted in a vertical programme for famil y 
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planning. This implementation arrangement has further de-linked all the 

reproductive hea lth services and grossly violated the spirit of the 

reproductive health concept. 

WAp framework ca lls for interlinking and mutua lly reinforcing strategies 

and interventions for hea lth, population, and nutrition. Separate management 

structure has blocked the way to sector wide linkages. This has resulted in 

ineffic ient lise of resources for H P services, one of the major reasons for 

moving out from proj ect approach. Further, ending up wi th single sector 

intervention in the guise of SWAp, also limited the scope of cross-sectoral 

or inter-sectoral collaboration. The need for cross-sectoral co llaboration has 

been emphasized by almost all categories of pol icy actors particularly for 

addressing issues like early marriage, early child bearing, malnutrition, 

violence etc. Hence, confi ning to single sector intervention in the namc of 

SWAp has been considered a major conceptual mistake by majority policy 

actors except for few policy makers. 

7.3 Releva nce to Conceptual Framework of th e Study 

This study has analyzed the policy framework of the three policy regimes 

through the lens o f rights-based approach to health. It had lookcd into the 

policy frameworks in tenns of freedom and eflfillemelll . Freedom has been 

conceived as the ultimate goal of reproductive health services where people 

are able to exercise their in formed choice without any coercion , threa t or 

interference from any onc. Entitlement to services has been looked through 

the concepts of 'availabil ity of, accessibility to, (Ind quality of services'. The 

study has rcvealed that the policy frameworks in all the policy regimes have 
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partiall y addressed the availabil ity and accessibility issues of reproductive 

health services. Quality of services remained neglected all through. In FP­

MCH policy regime availability, acccssibi lity, and quality issues of 

reproducti ve health services were bounded within the fertility reduction goal 

of the policy regime. FP-M CH policy regime had focused on availability, 

accessibi lity, and quality issues of famil y planning services for fertility 

reduction . This policy regime had s ignificantl y addressed ava ilability and 

accessibili ty issue of fami ly planning sCl'vices but had ignored freedom and 

quality issues. FP-M C H programme for being too much de mographic target 

driven had ignored c lients' actual need and choice and thus, had undenllined 

freedom and quality of services. In this regi me, maternal health was 110t 

pursued because gain in fertility reduction, the main goa l of the policy 

regime had not been perceived in th is pursuit. Fertility reduction had been 

considered the principal means to pursue maternal health . Thus, maternal 

health services and interventions were very limited and ava il abi lity and 

access ibility issues of maternal hea lth services had been addressed very 

inadcquately in FP-MC H policy regime. 

Reproductive health policy regimes have broadened the reproductive health 

services to address the basic reproductive he~llth morbidity with particular 

emphasis on maternal health services. Maternal health services have moved 

from risk-based interventions to rights based intervention. However, 

inadequate ava ilability of the selvice providers remains the major challenge 

in the way to making facilities full y functional and thus, impedes the 

avai lability of reproductive health services particularl y at the primary level. 

Dhaka University Institutional Repository



286 

MHVS has been introduced on a limited scale to increase economical 

accessibi lity to maternal health services, However, advocacy programmes 

are not appropriately designed to remove socio~cultural accessibility barriers 

to maternal health services. Infonnational accessibility to broader 

reproductive health services remained inadequate ly addressed. 

Disintegrati on of reproductive health SC IV ICCS made through split 

implementati on arrangement of reproducti ve health services has affected 

both acccss ibil ity to and quality of reproductive health services. 

Reproductive health sClviccs still remain focused on women and thus, reneet 

covert barriers for men restricting their freedom and access ibility. Quality of 

reproductive health services have been restrained under the demographic 

target driven strategies of the family planning programme. Absence of 

reversal of family planning programmc focus and strategy to work within 

reproductive health framcwork has resulted in continuing undermining of 

the concept of freedom and quality of services, the core of rights-based 

reproductive health services. The strategy of promoting particular 

contracepti ve methods, incentives and disincentives for the acceptors and 

providers for accepting and providing certain family planning methods etc. 

have restrained promotion of c lients ' need and choice and thus, freedom and 

quality of services were undermined. 

Rights-based approach to health has been reOected in the policy frameworks 

of all the policy regimes in terms of prioriti zation of health services that 

affect large r, poor, and the most vulnerable population towards promoting 
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equality in reproductive health. Therefore, policy frameworks relating to 

reproductive health services while exhibited some elements of rights-based 

approach to health, have largely failed to follow a coherent approach to 

reflect on ri ghts-based approach to reproductive health . 

7.4 Epilogue 

Further improvement 111 reproductive health will require access ible, user 

centered, and qua lity reproductive health services. Having e ffective linkage 

between all the reproductive health services is crucia l for improving 

access ibility Hnd quality of services. Change in split arrangement of the 

services is inevitable for ensuring mutually re inforcing quality reproductive 

health services. Failure of repositioning family planning services wi thin 

reproductive health framework is linked to its de-emphasis in the 

reproductive health policy regime. De-emphasis of fami ly planning services 

within the policy framework has its link with split arrangement of 

reproductive health services. Reversal of family planning services to fit 

within reproductive health framework wi ll ensure regai ning its emphasis in a 

policy environment that calls for improvement in reproductive health. 

Family planning services need to be viewed as a means to achieving 

reproductive health through meeting wanted fertility regulation or avcI1ing 

unwanted or miss-timed child birth, reducing unsa fe ab0l1 io il and sexually 

transmitted infections. Focusing on quality of services. meeting wanted 

fertility regulation, reducing method fai lures, s ide-effect management. and 

promotion of responsible parenthood wi ll g ive a common ground for 

achieving a win-win s ituation for fertility reduction to replacemcnt Icvel and 
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reproductive health promotion. Regaining the emphasis of fami ly planning 

services is crucial for both sustained fertility reduction and improved 

reproductive health. Improvement in maternal health calls for its effec ti ve 

linkage with other reproductive health services including family planning 

and nutritional intervention . Early marriage being the major reproductive 

health concern of the country having its implication on fertility reduction 

and maternal health needs to be addressed through cross-sectoral 

collaboration. Addressing governance issues relating to human resources 

and other supplies should lie at the centre of all efforts to increase the 

availabi lity of, accessibil ity to, and quality of services. 

Dhaka University Institutional Repository



Reference 

Afsona, K., 2004, "The Tremendous Cost of Seeking Hospital Obstetric 

Care in Bangladesh", Reproductive Health Mailers, Vol. 12, o. 24, pp. 

171-80. 

Ahmed, 1993 c ited in Bangladesh Hea lth Watch, 2008. "The tate of Health 

in Bangladesh 2007" In Health Workforce ill /Jallgladesh: Who COllstitliles 

rhe Heall/tcare System?, James P. Grant School of Public Health, BRAC, 

Dhaka. 

Ahmed, S. M., and Hossain, M. A., 2007. " Knowlcdge and Practice of 

Unqual ified and Semi-qualified Allopathic Providers in Rural Bangladesh: 
Implications for the HRH Problem", Health Policy , Vol. 4, os.2-3, pp. 

332-43 . 

Ahmed, S. M., Hossain, M. A., Chowdhury, A. M. R., Bhui ya, A. U .. 20 11 , 

"The Health Workforce Crisis in Bangladesh: Shortage, Inappropriate Skill ­

mix and Inequitable Distribution", Humall Resource/or Healtli . Vo. 9, o. 
3, http://www.human-resources-health .com/contentl9/ 1/3 (accessed in July 

20 11 ). 

Alam, N. , 2000. "Teenage Motherhood and Infan t Mortality in Bangladesh: 

Maternal Age-Dependent Effect of Parity One, JOII,."al of IJiosocia{ Sciellce. 

Vol. 32, Pl' . 229-236. 

Allison, C. J., 1999. Bangladesh Fourth Population and Health Project: End 

of Project E1Ja/llatioll, Dhaka. 

Bangladesh Il ea lth Watch (BHW), 2006. The Swte oj Health ill /Jallgladesh 

2006: Challellges of Achievillg Et{lIity ill Health , James P. Grant School of 

Publi c Health, Dhaka. 

Bangladesh Hea lth Watch (B HW), 2008. "The State of Health in 

Bangladesh 2007" In Health Workforce ill /Jallgladesh: Who COllstillltes the 

Healthcare Sys fem ?, James P. Grant School or Publ ic Hea lth. BRAe . 

Dhaka. 

Bangladesh Health Watch (BHW), 20 10. HolV Healthy is Health Sector 

Governollce? James P. Grant School of Public Hea lth. Dhaka. 

Dhaka University Institutional Repository



290 

Banks, " Roy, M" and Hulme, D" 20 II ," eglecling Ihe Urban Poor in 

Bangladesh: Research, Policy and Action in the Context of Cl imate 
Change", Internatiollal/us/iIUfe/a,. Envirollmellf Gnd Deve{opmellf, Vol. 23, 
No, 2, pp,487-502, 

Baqui, A, H" EI-Arifeen, S" Dam,sladl, G, L" Ahmed, S" Williams, E, K" 

Semji , H, R., Mannan, I., Rahman, S, N" Shah. R" Saha, S , K" Syed, U .. 

Winch, p, J., Lefevre. A" Sanlosharn. M" Black. R, E .. 2008, "EffeCI of 

Community~bascd cwborn-carc Intervention Package Implemented 

through Two Service- Delivery Stralegics in Sylhct District. Bangladesh: A 
Clusler Randomi Led Controlled Trial", Tile Lallce" Vol. 37 1, Issue 962 8, 

pp. I 936-44, 

Barker, C .. 1996, Tile Heal,II Care Policy Process, SAGE Publicalions LId, 

London. 

BaslI, K., Mays. N., and Walt G., 2005. /II/aking Healtlt Policy. Tala 

MaGraw Publishing Company Limited, New Delhi . 

Bates, M" Schuler, S.R .• Islam, F. t and Islam, M. K., 2004, "Socioeconomic 
Factors and Processes Associated with Domestic Violence in Rural 

Bangladesh", !mernatiollal Family PllIllllillg Perspectives. Vol. 30, No. 4, 

pp, 190-99, 

Bazle, M" and Phillips, J, F" 1996, "The ImpacI of Outreach on Ihe 

Community of Contraceptive Use in Rural Bangladesh", SI/Idies ill Family 
Plalllling, Vol. 27, No, 2, pp, 98-106. 

Bentham 1789, cited in Roberts , M. J .• Hsiao, W " Sennan, P., and Reich, 
M. R., 2004. Gerrillg Heal,II Reform Rigll,: A Guide '0 Improvillg 

Per/ormllll ce alld Equity. Oxford University Press, New York. 

Blank. H. B., and Burau , V" 2004, Compartl'ive Heal,II Poli<y, Palgrave 

Macmi llan, cw York. 

Bongaarts, J" and Si nding S, W" 2009. "A Response 10 Cri lies of Family 

Planning Programs", !llIernatiollal Perspeclives 011 Sexual alld ReprodllCli\'e 
Heal'", Vol. 35, No. 1, pp, 39-44 , 

Dhaka University Institutional Repository



291 

Buse, K., and Gwin, c., 1998. "The World Bank and Global Cooperation in 

Bangladesh: The Case of Bangladesh" , The Lallcel, Vol. 351. Issue 9103, 

pp. 665-669. 

Correa, S., 1994. Population and Reproduclil'e Rig/us: Feminists 

Perspeclil'es from the Sowh. Univers ity Press Limited, Dhaka. 

Chowdhury, N., and Hammer, J., 2004. "G host Doctors and Absenteeism in 

Rural Bangladeshi Health Facili ties", The World Balik Economic Review, 
VoI.I S. No.3. pp. 205-272. 

Chowdhury. O. H., and Osmani S. R., 20 I O. "Towards Achie"ing the Right 

10 Health : The Case of Bangladesh", The Ballgladesh Del'eloplllelll SllIdies. 

Vol. XXX III , Nos. I & 2, pp. 205-73. 

CIET, 1999. Heallh alld Popliialioll Seclor Progralllllle (/998-2003). 

Baseline Service Delivery Sun'ey. Filial Report ," e lET Canada and Ministry 
of Health and Family Welfare, Government of Bangladesh (Illimeo), Canada 

and Dhaka. 

CIET, 2001. Heallh alld Poplllal;oll Seclor Progralllllle (/998-2003). 

Service Delivery S"rvey. Secolld Cycle. 2000. Filial Reporl, CIET Canada 

and Ministry of Health and Family Welfare, Government of Bangladesh 

(mimeo), Canada and Dhaka. 

lET, 2004. ''/-Ieallh alld Pop"ll/I;oll Sector Progralllllle (I 998-2003}. 

Service DelivelY Slirvey, Tilird Cycle, 2003, CIET Canada and Ministry of 

Health and Family Welfare, Government of Bangladesh (mimeo), Canada 
and Dhaka. 

Cleland, J., and Mauldin W. P., 1991. "The Promotion of Family Planning 

by Fi nancial Payments: The Case of Bangladesh", SflIdies ill Family 
Plallllillg. Vol. 22, No. 1, pp. 1-1 8. 

Cleland, J., Phillips J. F., Amin, S., and Kamal , G.M., 1994. The 

lJetermimll1ts of Reprodllcr;ve Change ;1/ Bangladesh: Success ill (I 

Challenging EI/virOllmclII. World Bank. Washington D. C. 

Collin, S. M., Anwar, I. , and Ronsmans, c., 2007. "A Decade of Inequality 

in Maternity Carc: Antenatal Carc , Profcssional Attendance at Delivery, and 
Caesarean Section in Bangladesh (1991 ·2004)", Internatioll al JOllrnol for 

Dhaka University Institutional Repository



292 

Eqlliry il/ Heald, . Vol. 6, 0.9, http://www.eguitvhealthj.com/contents/6/1/9 

(accessed on January 2009). 

Daniels, '., 2008. Jllst Health : Meetil/g Health Needs Fairly, Cambridge 

University Press, ew York. 

Dixon-Mueller, R., 1993. Poplllatioll Policy and Women's Rig/Its: 
Transforming Reproductive Choice, Praeger Publishers, London. 

Dworkin, R. , 1993. "Justice in the Distribution of HCHllh Care", McGill Law 

./oll/'llol, Vol. 38" 0.4, pp. 883-898. 

Ensor. T. , Sen, P .. Al i. L.. Hossain, A. S, Begum, S. A. , and Moral , H., 

2002. "Do Essential Service Package Benefit Poor? Preliminary Evidence 

from Bangladesh", Health Policy al/d Plal/I/il/g. Vol. 17, No.3, pp. 247-256. 

Finkle, J. L., and Crane, B. B .. 1975. "The Politics of Bucharest: Population, 

Development, and the New International Economic Order," Poplilatioll alit! 

Development Review, Vol. I , No. 1,87- 114. 

Finkle, J. L. , and Crane, B. B., 1985. "Ideology and Politics at Mexico City: 

The United States at the 1984 International Conference on Population ." 

Poplliatioll alld Developmellt Review, Vol. I I, No. I, pp. 1- 28. 

Finkle, J. L .. and Mcintosh, C. A., 2002 . "United Nations Popul"tion 

Conferences: Shaping the Policy Agenda for the Twenty-first Century", 

Studies ill Family Planning, Vol. 33, o. I , pp. 11 · 23. 

General Comment 14. 2000. The Committee on Economic, Soc ial and 

Cultural Rights. The United ations, ew York. 

Gill , Z., and Ahmed, J. U.. 2004. "Experience from Bangladesh: 
Implementing Emergency Obstetric Care as Part of the Reproductive Health 

Agenda", illlematiollal JOllrnal o/Gyneculogy alld ObstetriCS, Vol. 85, pp. 

213-220. 

GoB.. 1973. Tlte Firsl Five Year PIau 1973·78, Planning Commission, 

Dhaka . 

GoB., 1976. lJangladeslt Narionol PopulaliOIl Policy; All Ourlille, Dhaka. 

GoB. , 1980. The Secolld Five Yea,. Plall 1980-85, Planning Commission. 

Dhaka. 

Dhaka University Institutional Repository



293 

GoB., 1985 . The Third Five Year Plall 1985-90, Planning Commission, 

Dhaka. 

GoB ., 1990. The Fourlh Five Year Plall 1990-95, Planning ommlSSlon , 

Dhaka. 

GoB., 1996. Slralegic Direcliolls /01' Ihe Ballgladesh Naliollal Family 

Plallllillg Programme 1995-2005_ Ministry of Health and Fami ly Welfare, 

Dhaka. 

GoB., 1998. 71,. Fifth Five Year P/(Ill 1997-2002. Planning Commi ssion, 

Dhaka. 

GoB., 200 I. Naliollal Slralegy /01' A/(I{enwl Heallh. Ministry of Health and 

Family Welfare, Dhaka. 

GoB., 2004. /Jallgladesh Popilialioll Policy. 2004, Ministry of Health and 

Family Welfare, Dhaka. 

GoB., 2004. HNP Slralegic b,veslmelll 1'1011 JlIly 2003 - Jlllle 2010. Ministry 

of Health and Family Welfare, Dhaka. 

Gwatkin, D. R., Bhuiya, A. , and Victoria ., C. G., 2004. "Mak ing Health 

System More Equitable", The Lallcel, Vol. 364, pp. 1273- 1280. 

Gwatkin, D., R., 2000. " Health Inequalities and the Health of the Poor: What 

We Know? What Can We Do?" Bulletin of fh e World flea/lh Orgolli:atioll, 

Vol. 78, o. I, pp. 3- 18. 

Hardon. A., and Hayes, E., 1997. Reproductive Rights ill Prtlctice: A 

Fell/il/isl Report ol1 1he Quality o/Care. Zed Books Ltd, London. 

Hartmann. B., 1987, Reprodllcli\'e Rig/lis (lilt! Wrongs: The Clobal Politics 

of Population COlllrol and C011lraceplil'e Choice. Harper and Row 

Publishers, cw York. 

Hartmann, B., and Standing, H., 1989. The Poverty of Populatioll COlllrol: 
Family Plannillg tllld Henlth Policy ill Ballgladeslt. Bangladesh International 
Action Group. London. 

Hossain, M. B., and Phillips, J. F., 1996. "The Impac t of Outreach on the 

Continuity of Contraceptive Use in Rural Bangladesh", Studies ill Family 
Plollllillg, Vol. 27, No.2, pp. 98- 106. 

Dhaka University Institutional Repository



294 

H, PSP: APR, 2009a. Health. Nlltritioll alld Poplllatioll Sector Program 

(HNIJSP) AII/Illal Program Review, Vol. I. Dhaka. 

HI PSP: APR, 2009b. Health . Nll/rilion alld Population Sector Program 

(HNPSP) AlllllilIl Program Review, Vol. II , Dhaka. 

HNPSI': MTR, 2008. Health . Nlllritioll alld Poplllarioll Sector Program 

(HNPSP) Mid Term Review. Vol. I. Dhaka. 

HPSP:APR. 2003. ' ·fell/tll {II/d Population Sector Program Alltlllal ProgrtllJl 

Review, Dhaka. 

Hunt, S., 2005. Primary Heal,h alld Fmllily Plallning ;1/ Bal/gladesh: 
Assessing Se",ice DelivelY. FMRP Management Office, Dhaka. 

Islam, M. A., 2003 . "Popu lation Momentum in Bangladesh", 10 

Demographic Dynamics ill /Jangladesh. (cd.) CPD-UNFPA, Pathak 
Shamabesh, Dhaka, pp. 22-68. 

Jahan, R., 2003. "Restnlcturing the Health System: Experiences of 

Advocates for Gender Equity in Bangladesh", Reproductive Health Matters. 

Vol. II, No. 2 1, pp. 183- 191. 

Jahan, R., 2007. "Securing Matcmal Health through Comprehensive 
Reproductive Health Services: Lessons from Bangladesh", American 

Jou,.",,1 of Public Health. Vol. 97. No.7, pp.1186- 1190. 

Jain, A., 1998. " Population Policies That Matter", in (cds.) Jain, A., Do 

Popllla/ioll Policies Matter? Fe,.,ility {lilt! Politics ill Egypt. Illdia. Kelleya 

(md Atexico. Population Council. cw York. 

Jamil , K., Bhuiya A., Streatfield. K., and Chakrabarty, N .. 1999. "The 

Immunization Programme in Bangladesh: Impressive Ga ins in Coverage, 

BUI Gaps Remain", Henlth Polic)' "lid PIal/II iI/g. Vol. 14. No. I, pp. 49-58. 

Kamal , N., 1994. "Role of Government Family Planning Workers and 

Health Centres as Determinants of Contraceptive Usc in Bangladesh", 

Demograhers ' Notebook, Vol. 9, No.4, pp. 59-65. 

Kaosar, A., 2004. "The Tremendous Cost of Seek ing Hospital Obstetric 

Care in Bangladesh", Reprollllctive Health Mailers, November, Vol. 12(24), 

pp.171-80. 

Dhaka University Institutional Repository



295 

Khan, B. U., 1998. Fifty Years of the Ulliversal Declaratioll of Hllmall 

Rights, IDHRB, Ministry of Law, Justice and Parliamentary Affairs. Dhaka. 

Khan, B. U., and Supan, Q.M.H. , 2002 . The Encyclopedic Compendillm of 

the LalVs of Bangladesh, Bangladesh Legal Aid Services and Trust, Dhaka. 

Khan, M . M ., and Yoder, R. A., 1998. Expanded Program all immlilliu ll ioll 

ill Bangladesh: CosI-Effecrivelless and Financing Estimates. Technical 
Report No. 24. 

Khan, S. H., 2005. "Frec Docs Not Mcan Affordable: Maternity Paticnt 

Expendi ture in a Public Hospital in Bangladesh", Cost Effectiveness am/ 
Resource Alloc(IIioll, Vol. 3, No.1, http://www.resource­

a llocation .com/contentl3/1/ 1 (acccssed on June 201 1). 

Koblinski , M., Anwar, I., Mridha, M. K., Chowdhury, M. E., and Botlero, 

R. , 2008, " Reducing Matemal Mortality and Improving Maternal Health : 

Bangladesh and MDG 5", JOllrnal of Health Population (llld Nutrition, Vol. 
26. No.3. pp. 280-94 . 

Koenig, M. A. , Jamil , K., Strea tfield, P. K., Saha, T., AI-Sabir, A., Shams, 

E. A., Hill , K., and Haque, Y,. 2007. "Maternal Health and Care-seeking 

Behavior in Bangladesh: Findings from a National Survey" Illtematiollal 

Family Plalllling Perspective, Vol. 33, I 0.2, pp.75-82. 

Lawn. J. E .. Rohde, 1., Rifkin, S., Were, M ., Palll. , V . K., and Chopra, M ., 

2008. "Alma-Ata : Rebirth and Revision I - Alma-Ata 30 Years On: 

Revolutionary, Relevant , and Time to Revitalise", The Lal1cel , Vol. 372. 
September, pp. 9 17- 927 . 

Lawn, J. E., Tinker, A., and Munjanja. S. P., 2006. "Where is Maternal and 
Child Hea lth ow?", The Lallcet, Vol. 368, October, pp. 1474- 1477. 

Lubben , M.. Mayhew, S. 1-1 ., Collins. C.. and Green, A., 2002. 

"Reproductive Ilea lth and Health Sector Rerorm in Developing Countries: 

Establishing a Framework for Dialogue", Blllletill of World Health 

Orgalli:atioll. VoL80, No.8. pp. 667-674. 

Mabud, M. A., 2007. "Health Sector Reform in Bangladesh: Achievements 

and Challenges", in (cds.). Rob, U., and Talukder, M. .. Health Sector 

Reform : Lessons/rom Del'elopillg Countries, Utsha Prakashana. Dhaka. 

Dhaka University Institutional Repository



296 

Mahmood, S., 2004. "Healih and Population : Making Progress under 

Poverty", ECOllomic alld Political Weekly. pp. 4081-9\. 

Martinez, l , 2008. Sector Wide Approaches at Critical Times: The Case of 

Ballgladesh, HLSP Institute, London . 

May, J. F., 2012. World Populalioll Policies: Th eir Origill . Evoill/ioll alld 

Impaci. The World Bank, Washington DC. 

Mcintosh, C. A., and Finkle J. L. , 1995. "The Cairo Conrerence on 

Population and Development A cw Paradigm?" Popl/larion and 

Developmenr Review. Vol. 21 , 0.2, pp. 223·260. 

Mitra, S. N. , M. NalVab Ali , Shahidul Islam, Anne R. Cross. and Tulshl 

Sahe, 1994. Ballgladesh Demographic alld Heallh Survey 1993-94. 

Calverton, Maryland: Nationallnsti(Utc of Population Research and Training 

(NIPORT), Mitra and Associates, and Macro International Inc. 

Mitra, S. N., Ahmed AI-Sabir, Anne R. Cross, and Kanta Jamil, 1997. 

Ballgladesh Demographic alld Heallh Survey 1996-97. Dhaka and 

Calverton, Maryland: National Institute of Population Research and Training 
(NIPORT), Mitra and Associates, and Macro International Inc. 

MoHFW, Haider, S. J., and el. 01. (eds.), 1995. Compl'ehellsil'e Guidebook 

10 the Bangladesh Family Plcllllljn8-IvICII Program, Dhaka. 

MoHFW, 1996. Population and Developm ent: Natiollal Plan of Action, 

Dhaka. 

MoHFW, 1996. Srraregic DireCliolls for Ihe Ballgladesh Naliollal Family 

Planning Programme 1995.2005 , Ministry of Health and Famil y Welfare.;, 

Dhaka. 

MoHFW, 1998. Heallh alld Popilialioll Seclor PrORI'(I/I11l1e 1998-2003: 

Programme Implementation Plan, Part - I, Dhaka. 

MoHFW, 2001. Nll iiolllli Siraleg)' fo r Malel'llall/eallh. Ministry o f Health 

and Family Welr"re, Dhaka. 

MoHFW and UNFPA, 2004. Thematic RevielV of Safe MOlherhoo,1 ill 

iJallgladesh. Dhaka . 

Dhaka University Institutional Repository



297 

MoH FW, 2005. HNPSP Health. Nlllrition and Population Sector Program. 

RPJP Revised Program Imp/elf/emotion Plan , Original: July 2003 - June 
2006, Revised: Jul y 2003- June 20 10, Dhaka . 

MoHFW, 2008a . HNPSP Health. Nutrition alld Pop"lation Sector Program. 

RPJP Revised Program Implemellfmioll Plan, Original: July 2003 . June 
2006, I" Revised: Jul y 2003- June 20 10, 2"" Revised Ju ly 2003 - June 20 11 , 

Dhaka. 

MoHFW. 2008b. The National Commllll icatioll Strategy fo r Family 

Planning alltl Reproductive Heal,,, . Directorate Genera l of Family Pl anning. 
Dhaka. 

Nah"" S .. and Costello. A .• 2002. ''The Hidden Cost of 'Free' Matern ity 

Care in Dhaka. Bangladesh", Health Policy and Planning. Vol. 3 1. '0 . 4. 

pp. 41 7-422. 

Nasreen, H. E., Ahmed S. M., Begulll, H. A., and Afsana. K., 2007 . 

Maternal, Neonatal and Child Health Programmes ill Bang ladesh: Review 

of Good Practices and Lessons Learned, Research Monograph Series No 32, 

Research Evaluation Division, BRAC, Dhaka . 

National Institute o f PopUlation Research and Training (N IPO RT), ORC 

Macro, Johns Hopkins University, and ICDDR, B. 2003. Bangladesh 
Maternal Health Services alld Mtllenwl Mortality Survey 200 I. Dhaka, 
Bangladesh and Calverton , Maryland, USA: NIPORT, ORC Macro, Johns 

Hopkins Uni versity, and ICDDR, B. 

National Institute of Populat ion Research and Trai ning (N IPORT). Mi tra & 

Associates and ORC Macro, 2005. Bangladesh Demographic anti Nea/th 

S"I""ey 1004. Dhaka. Bangladesh and Calve rton. Maryland. [USA] : 

National Institute of Population Research and Training (N IPORT), Mi tra 
and Associates, and ORC Macro. 

National Institute of Population Research and Training (N IJ'ORT). Mitra & 

Associates and Macro Intemati onal, 2009. /Jang/adesh Demographic alld 

Health S"r"ey 1007. Dhaka, Bangladesh and Cal verton. Maryland, USA: 

National Institute of Population Research and Tra ining (N IPORT). Mitra 

and Associates. and Macro Intcmatiom:tl. 

Dhaka University Institutional Repository



298 

National Institute of Population Research and Training (N IPORT), Mitra & 
Associates, MEASURES DHS, ICF International , alverton, Maryland, 

U.S.A, 2012. Ballgilldesh Delllographic alld Heallh Survey 20". National 

Institute of Population Rescarch and Training (N IPORT), Dhab. 

ational Institute of Popula tion Research and Training (N IPORT), 

MEASURE Eva luation, UNC-CII , USA, and ICDDR, B. 2011. Ballgladesh 
Maternal Heal,h Services Gnd M{l(emal Mortality SIIMJey 2010: 

Pl'elimill(llY Reslilts. Dhaka. 

Osman, A. F., 2004. A Study a/the Heal,h Po/icy Process: Policy Makillg;1I 
Bangladesh, A. H. Development Publishing '-louse, Dhaka. 

Pachury, S., 1999. (cd.) IlIIplelllelll illg Reproduclive Hea"h IIgelldo ill illdia. 

The Beginning, Population COllncil , New Delhi. 

Perry, H. B .. 2000. Hellilh/or 1111 ill iJallglade" h: Lessolls ill Prillllll), Hell"h 

Carejor the Twenty-First Cent /IlY, The University Press Limited, Dhaka. 

Peters, D., and Chao, S., 1998. The Sector-wide Approach in Health : What 

is it? Where is it Leading? Illtematiollal Jo"rnal of Health Planning 
Mallagelllelll , Vol. 13, No.2, pp. 177-190. 

Petchesky, R. P., and Judd. K., 1998. (cds.) Negolialillg Reproducl;ve 

Rig/us: Wom ell 's Perspectives Across COllI/tries alld CU/fllres. Zed Books, 

London. 

Piet-Pelon, N. J .. 1997. Mellstrual Regulation Impact 0 11 Reproductil'e 

Healt" ill Bauglades": A Literature Review, Population Council , Dhaka. 

Piet-Pelon, N. J .• Rob .• U .. Chowdhury, S. N. M., Barkat, A., S. R. 

Howladar. Hossa in , S. M. I., Bhuiyan, I. , Siraj-us-Sa lchccn, 1999. Review of 
Ihe ['aliey Process hi Bong/adesh Following ICPD. Popu lation Council , 
Dhaka. 

Pilch forth, E .. Teijlingcn, E. V., Graham, W .. Dixon-Woods, M., 
Chowdhury, M., 2006. "Getting Women 10 Hospital is not Enough: A 
Qualitative Study of Access 10 Emergency Obstetric Care in Bangladesh", 
QuolilY lIlId SlI/ely ill Heallh Care, Vol. IS, pp. 214-219. 

Dhaka University Institutional Repository



299 

Planning Commission, 2003. Bangladesh: A National Strategy fo r Economic 

Growth, Poverty Reducaoll and social Developme11l, Economic Relations 
Division, Mi nistry of Finance, Dhaka. 

Planning Commission. 2005. Unlocking 'he Potential: Na tional Srraregy Jor 

Accelerated Po\'erty Re(luctioll . Dhaka. 

Planning ommission, 2009 . The Millellllium De\}e/opmell' Goals: 
Bal/gladesh Progress Reporr 2009. Dhaka. 

Razavi, S., and Miller. C. .1 995 . F"olll WID 10 GAD: COl/cepll/al Shifts il/ 

the lVomell and Developmem Dhicollrse, Occasional Puper, United alions 
Research Institute for Social Development , Geneva. 

Reich, M. R., 1994. "Bangladesh Pharmaceutical Policy and Politics", 

Heallh Policy (Illd Plal/I/il/g, Vol. 9, No.2, pp. 130-143. 

Rob, U., and Cernada, G., 1992. " Ferti lity and Fami ly Planning 111 

Bangladesh", The JOI/l'llal of Falllily Plal/I/ il/g, Vol. 38, No. 4, pp. 53-64 . 

Rob, U., Talukdcr, M. N., Anwar. M. M., Rahman, L., and Mutuhara, M., 
2005. Healfh Sector Reform ill Del'eloping Countries: Trends lI lId Lessons 

Learned, Population Council , Dhaka. 

Roberts, M. J., and Reich M. R., 2002. " Ethical Analys is in Public Health", 

The Lalleel. Vol. 359, March, pp. 1055- 1059. 

Roberts, M. l , I-I siao, W., Berman) P.} and Reich, M. R. , 2004. Getfjllg 
Health Reform RighI: A Guide 10 Improving Peliol'lI/ lI l1Ce fwd Equity, 

Oxford Uni versity Press, New York. 

Robinson. W. c., and Ross. J. A .. 2007. The Global fall/ify plallllillg 
Revolwio,,: Three Decades of Popu/(I(ioll PoNdes (lud Programs, The 
World Bank. Washi ngton, D.C. 

Rosenfield, A., and Mai ne, D.! 1985. "Maternal Mortalit y - A Neglected 
Tragedy: Where is the M in MCH?" The Lallcel. Jul y 13, pp. 83-85. 

Ruger, J. P .. 2006. "Toward a Theory of a Right to Ilea lth : Capability and 

Incompletely Theorized Agreements", Yale Journal of Law Cl lIllllumClllilies. 

Vol. 18, pp. 273-3 26. 

Dhaka University Institutional Repository



300 

Schuler, S. R., and Hossain, Z., 1998. "Family Planni ng Clinics through 

Women's Eyes and Voices: A Case Study from Rural Bangladesh." 

International Family Planning Perspectives. Vol. 24, No.4, 170-75. 

Schuler, S. R., and Islam, F., 2008, "Women 's Acceptance of Intimate 

Partner Violence within Marriage in Rural Bangladesh'\ Studies in Family 

Plallllillg, Vol. 39, No. I, pp. 49-58 . 

Schuler, S. R. , Bates, L. M., and Islam, M. K., 2002 " Paying for 

Reproductive Health Services in Bangladesh: Intersections Between COSI. 

Qua li ty and Culture", Healtlt Policy alld Plallllillg. Vol. 17, No. 3, pp. 273-

280. 

Sehurmann, A. T ., and Mahmud, S., 2009, "Civil Society, Health. and Social 

Exclusion in Bangladesh", JOllrnal of Health Poplllatioll olld NllIritioll , Vol. 

27, No.4, pp. 536-544. 

Sen, A .. and Nussbaum, M., 1992, cited in Sen, A., 2000. Developme11l as 
Freel/om, Oxford University Press, Oxford. 

Sen, A., 2000. Development as Freedom, Oxford Uni versity Press, Oxford, 

Sen, A" 2004. "Why Health Equity", in (cd.) Anand, S., Peter, F., Sen, A., 

2004. Public Healtlt. Etltics. alld Equity, Oxford Un iversity Press, Oxford, 

pp. 21-34 , 

Sen. G .. Germa in, A., and Chen, L. C., 1994. "Reconsidering Populat ion 
Policies: Ethics, Developmcnt. and Strategies for Changc" in Sen, G. , 

Gemlain, A., and, Chen, L. C., (cds.) , Populatioll Policies Recollsidered: 
flea/tit . Empowerment and Rights. Harvard University Press, Boston . 

Sinding, S. W., 2007, "Overv iew and Perspective", in (cds.) Robinson, W. 

C., and Ross. J. A., 2007, Tile Global Family Plallning Rellollllion: Tltree 
Decades of Population Policies and Prograllls, The World Bank, 
Washington, D.C. 

Steenbergen, V., 201 1. Frolll/oading fllII1l(lII Righrs: If Conceptl/ai 
Framework for BIli/ding Blldgels (Illd Realizing Rights, (cd.) Thomas, S. J., 

Eqllalinrights, The Hague, The Netherlands. 

Dhaka University Institutional Repository



301 

Strealfield, P. K., and Karar, Z. A., 2008. " Population Challenges for 

Bangladesh in the Coming Decades", Joun/al of He{l/Ili Popu/mioll and 
Nutritioll, Vol. 26, No. 3, pp. 261-272. 

Sundewall, J., B. C., Forsberg, B. C ., and Tomson, G., 2006. "Theory and 

Praclice - A Case Study of Coordi nation and Ownership in the Bangladesh 

Healih SWA p", Health Research Policy alld Systems, Vol. 4, No.5, 

http://www.health-policv-svstems.com/contcntf4/ I /5 (accessed on October 

20 10). 

Talukdcr. M. N., and Rob, U., 2007. Hea/th .))'stems {Ind Maternal 
Mortnlity. Neonatal Mortality alld Child Heal,,, : Review vf Selected Service 

Delil'e/Y Models. Population Coullcil. Dhaka. 

UNICEF, 2008 . Tracking Progress in Maternal. Newborn and ChUd 

Survival: The 2008 Report, UNICEF, ew York. 

UN ICE F, 20 10. Progress for Childrell: Achievillg the MDGs lVith Equity. 

New York . 

White, H., 2007. "The Bangladesh Health SWAp: Experience of a New Aid 

Instrument in Practice" Development Policy Review, Vol. 25, No. 4. pp. 451-

472. 

World Bank, 1979. Ballgladesh Staff Appraisal of a Secolld Populatioll (/lid 

Family Health Project, In ternal Document: Report o. 2323- BD. 

World Bank, 1985. /Jallgladesh Staff Appraisal of Third Popularioll alld 

Family Heal'h Project, Intelllal Document: Report No. 5485-8D. 

World Bank, 1986. Project Pel/orlllallce Alldit lIeport: Ballgladesh (First) 

Poplliatioll Project (Credit 533-/JD) , Internal Document: Report No. 6303 . 

World Bank, 1989. Project Compilatioll Report Ballgladesh: Secolld 

Poplllation alld Family Project (Credit 921-BD), Internal Document: Report 

No. 7792. 

World Bank, 1991 . Staff Appraisal Report: /Jallgladesh FOllrth POpulllIioll 

alld Family Healtll Project, Internal Documen t: Report No. 9400-BD. 

World Bank, 1993. Project Complet ion Repol1: Th ird Population and Heahh 

Project (Credit 1649-BD), Report No. 123 12. 

Dhaka University Institutional Repository



302 

World Bank, 2002. BlIllgllldesh: Poverly ill Ballgladesh: B/lildillg 011 
Progress. Report o. 24299-8D. Povcny ReduCllon und i:.conomlc Management 

Sector Unit. South ASia Region, Washington DC. 

World Bank. 2003. Private Sec/or Assessmelll for Health. Nutrition Gild 
POp/ilalioll (flNP) ill Ballgilldesh Repon, No. 27005.BD, Washington DC. 

World Bank, 2005a. Maimaillillg Momemum 10 2015'!: All Impaci 

Evaluation of /mervellliolls to III/prol'e A,[atert/al and Child Ilea/til and 
Nurririoll ill Bangladesh, Washington DC. 

World Bank. 2005b. Project Appraisal Document: Health. NWririol1 and 
Population Sector Progmlll. Report o. 3 1144-8D. 

World Bunk, 200Se. Health (lml Poplilatioll Seclor Program: AI/milll 
Program Ilevie", (APR). 

World Health Organisation (W HO), 19 6. IlIlersecroral Aerioll/or flelllrh: 

Tlte Role of Intersecloral Coopel'alioll ill National Strafegies for /-Iealth Jor 
All. World Health Organization, Geneva. 

World Health Organisation (WHO), 2000. The World flealrlr Reporl 2000: 
Health Systems: Improvirlg Performance. World Health Organization, 

Geneva. 

World Health Organization (WHO). 2004. Makirrg Pregrrarrcy SlI/er: lire 
Cf'i ,ical Rule a/Ille Skille(/ Attendallts A Joint Starem elll by WHO, leAl! alld 

FICO. WHO, Geneva. 

World Health Organication (W HO), 2006, Irrlegralcd lIealrh Sysrems 
Strengthening: All Operational Frameu'ork. WHO Office of the Sou th East 

ASia Region. New Delhi. 

Dhaka University Institutional Repository




