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PROJECT SUMMARY: 

Describe in concise terms, the hypothesis, objectives, and  the relevant background of the project. Describe concisely the experimental design and research methods for achieving the objectives. This description  will serve as a succinct and precise and accurate description of the proposed research is required. This summary must be understandable and interpretable when removed from the main application. (TYPE TEXT WITHIN THE SPACE PROVIDED).

Principal Investigator: Rukhsana Gazi

Project Name:  Demand-based reproductive health commodity project (DRHCP)

Total Budget                                                                    Beginning Date: 1 March 2005                                    Ending Date:  28 February 2008

One of the challenges of the National Population Programme is to achieve replacement level fertility and below, otherwise rapid population growth will continue for many years. The Ministry of Health and Family Welfare (MOHFW) of the Government of Bangladesh (GoB) provides a range of reproductive health (RH) and family planning services aimed at increased availability and access for the poor in rural areas. Previous programmes have been based on a supply-side approach. However, the stagnation of fertility decline in the 1990s suggested that other approaches may be required. A demand-based strategy focuses more on individual choice and preference, and was advocated in the Plan of Action of the International Conference on Population and Development (ICPD-5) in 1994. The strategy requires that the quality of the delivered commodities and services be ensured and behavioural change communication (BCC) is focused on particular needs.

UNFPA will implement the Demand Based Reproductive Health Commodity Project (DBRHCP) from 2005-2007 in collaboration with its partner agencies. The existing service delivery approach will be modified to improve efficiency and quality of services rather than merely increasing the quantity. It is anticipated that the entire chain of service provision will be improved through the interventions under the DBRHCP, including service delivery, follow-up and counseling, record keeping, reporting and monitoring, as well as logistics and supplies. Data collected by ICDDR,B will provide evidence relating to the impact of this on RH indicators. The findings from the study can be used to develop appropriate strategies for improved RH service delivery that are demand based, effective and replicable in the national program.

The project will be implemented in three types of area (3 Upazila in 3 districts in 3 divisions). There are five outputs designed to achieve the main objective of improving capacity for client-centred, quality RH care through provision of commodities and innovative service delivery approaches. The overall impact of the project interventions on selected indicators will be assessed under Output 5 of the project, which is the responsibility of ICDDR,B. This protocol focuses on Output 5: “Innovative monitoring and evaluation approaches for the development of RH programs”. 

ICDDR,B will document the process of developing monitoring systems and will itself conduct monitoring of changes in selected indicators of RH health service performance in the demand-based intervention areas. Household surveys will be conducted in the project areas at the beginning of the project period (baseline) and in the last few months (endline). A random sample of married women of reproductive age, 15-49 years (MWRA) and married men will be interviewed to collect information on user knowledge, perceptions, attitudes, preferences, needs and RH service seeking behaviour. Data will be collected with which to assess the extent to which the RH program in the intervention areas is providing services to lower socio-economic groups. Quality, accessibility and affordability of the services will be assessed through in-depth interviews with service providers and observation of provider-client interaction. As part of the demand-based approach, ICDDR,B will develop the capacity of Community Support Groups, formed at ward and union-level by project partners, for monitoring selected RH indicators, including family planning needs, unmet need, contraceptives supplied, and the use and coverage of RH services. Cost data will be collected to assess the incremental cost of the interventions. 
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DESCRIPTION OF THE RESEARCH PROJECT

Hypothesis to be tested:


Concisely list in order, in the space provided, the hypothesis to be tested and the Specific Aims of the proposed study. Provide the scientific basis of the hypothesis, critically examining the observations leading to the formulation of the hypothesis.


The aim of the proposed research is to achieve one of the outputs (Output 5) under a reproductive health project being implemented by United Nations Fund for Population Agency (UNFPA) in partnership with the Government of Bangladesh and other agencies.

The goal of the UNFPA project, the Demand Based Reproductive Health Commodity Project (DBRHCP), is to improve the quality and delivery of reproductive health services  appropriate to the needs of the poor, in particular women and children, and to increase their access to those services. The project aims to improve the capacity for client-centered quality reproductive health care and to improve access and utilization through provision of reproductive health commodities and innovative approaches to service delivery in Bangladesh. There are five outputs designed to achieve these objectives, one of which (Output 5) is the responsibility of ICDDR,B:

Output 5 of the DBRHCP: Innovative monitoring and evaluation approaches for the development of reproductive health (RH) programs.

Specific Aims:

Describe the specific aims of the proposed study. State the specific parameters, biological functions/ rates/ processes that will be assessed by specific methods (TYPE WITHIN LIMITS).


The innovative monitoring and evaluation approaches to be developed by ICDDR, B include: 

· Assessment of family planning (FP) user dynamics in terms of key indicators

· Assessment of the effectiveness of selected BCC activities (measurement of changes in user knowledge, perceptions, attitudes, preferences, needs, behavior and access to services, particularly by the poor) 

· Assessment of the performance of the commodity supply chain and the effectiveness of efforts to promote accountability and reduce systems loss

· Development and evaluation of community monitoring, assessment of service providers’ attitudes, client-provider interaction and quality of care

· Conducting analysis of the additional cost of the innovative RH interventions
Background of the Project including Preliminary Observations 


Describe the relevant background of the proposed study. Discuss the previous related works on the subject by citing specific references. Describe logically how the present hypothesis is supported by the relevant background observations including any preliminary results that may be available. Critically analyze available knowledge in the field of the proposed study and discuss the questions and gaps in the knowledge that need to be fulfilled to achieve the proposed goals. Provide scientific validity of the hypothesis on the basis of background information. If there is no sufficient information on the subject, indicate the need to develop new knowledge. Also include the significance and rationale of the proposed work by specifically discussing how these accomplishments will bring benefit to human health in relation to biomedical, social, and environmental perspectives. (DO NOT EXCEED 5 PAGES, USE CONTINUATION SHEETS).

                                                                                                                                                                                          

Introduction

The Government of Bangladesh has adopted a sector-wide approach under the Health and Population Sector Programme: 1998-2003 (HPSP) and the Health, Nutrition and Population Sector Programme (HNPSP). These sectoral programmes prioritises health needs of the poor, particularly women and children, which are addressed through essential services delivery (ESD). The Essential Services Package (ESP) identified in the current programme consists of basic reproductive and child health services, including family planning, maternal care, as well as Behavioural Change Communication (BCC) and support systems needed to deliver ESP. To be effective ESD should be responsive to clients’ needs, especially those of women, children and the poor, and this requires quality of care with adequate logistic and other support.  

The Government’s current policy in the health sector attempts to consolidate the gains of the past and integrate its population strategy with broader development objectives set out in the Interim Poverty Reduction Strategy Paper (I-PRSP): 

· A package of essential health interventions with enhanced family planning services should be ensured. This will address the alarmingly high levels of maternal mortality in the country.

· Continued access to current essential services package within a sector-wide approach should be ensured to satisfy the health needs of the poorest. 

· Subsidized provision of family planning technologies, especially for poor women should continue.
The Ministry of Health and Family Welfare (MOHFW) of the Government of Bangladesh (GoB) provides a range of reproductive health services and aims to increase availability of the services and access for the poor in rural areas. One of the challenges of the National Population Programme is to achieve replacement level fertility, and even lower fertility, as population will continue to grow for many years because of “population momentum.” The contraceptive prevalence rate (CPR) must be increased considerably if this is to be achieved. Increasing the relative share of the longer acting methods in the method mix can contribute to this.  

Despite widespread poverty, health and family planning programs in Bangladesh have achieved considerable success over the past two-three decades. The contraceptive prevalence rate (CPR) increased more than six fold from 8% in 1975 to 58% in 2004 and the total fertility rate (TFR) has been reduced by half from 6.3 in 1975 to 3.0 in 2004 (BDHS 2004). However, increase in modern method use has been relatively slow since 1996. The increase in overall CPR from 49% in 1996 to 58% in 2004 was largely due to use of traditional methods, while use of modern methods increased from 41.6% to 47.3%.  Use of long-term methods such as IUD has actually declined (1.8%to 0.6%) over this period.  

In the 1990s, the RH program was facing a paradoxical situation. CPR continued to rise, but the TFR became stagnant at 3.3 - 3.4 between 1993-94 and 1999-2000. Studies identified a number of possible contributing factors, including a decline in the user-effectiveness of contraceptives, increase in reliance on traditional methods, and differences relating to socio-economic and demographic status (Rob et al, 2004). However, the evidence did not point to any single intervention that would help to regain the downward momentum. The Demographic and Health Survey of 2004 did indicate that the decline had recommenced, with a TFR estimated at 3.0. However, different approaches to RH service delivery may be required if a much more rapid decline is to be achieved.   

Previous family planning and reproductive health programs in Bangladesh have traditionally been supply-oriented, aimed at providing the means of effective contraception and family planning. This strategy was remarkably successful in the 1980s and early 1990s when TFR declined rapidly, although improvements in living standards probably contributed significantly. The period of stagnation in TFR exposed the limitations of a supply-oriented system. Without considerable modification, the RH program is unlikely to achieve replacement level fertility in the near future.  

Demand-Based Reproductive Health Strategy
A demand-based strategy may have an advantage through focusing on individual choice and preference. There are three components that are basic to a demand-based system: (1) clients should have a thorough knowledge about the existing services and opportunities available; (2) they should be able to place full confidence in the technologies that they demand; and (3) clients should have access to appropriate methods to meet their needs. In the context of the RH program, this requires the quality of the delivered goods to be ensured and BCC to focus on particular needs.

Under the DBRHCP, the entire chain of service provision will be improved, including BCC, service delivery, counseling and follow up, record keeping and reporting. Research will be undertaken to identify and estimate the impact of the interventions on key RH indicators and outcomes. The existing service delivery approach will be modified to improve efficiency and quality of services, rather than merely increasing the quantity. One aspect of the demand-based approach will be an attempt to develop the capacity of the local community for monitoring performance of the local RH program, which will be the responsibility of ICDDR,B.  

Situational Analysis

In addition to the problem of stagnant or slow fertility decline, the RH program in Bangladesh faces other challenges. There is a high discontinuation rate with nearly half of all contraceptive users ceasing to use their method within 12 months of adopting it. For example, the discontinuation rate for intra uterine device (IUD) ranged from 34% to 86% in 1999-2000 (BDHS, 2000; Karim, 1999). A study conducted in Matlab on use of the Copper T-200 found the most important reason for termination by users (mostly low or medium parity women under 30 years of age) was side effects, especially bleeding, pain and weakness (Rob et al, 1987). However, direct observation of the activities of the family planning fieldworkers found a lack of screening skills and technical competence. This can lead to use of inappropriate family planning methods, resulting in method discontinuation (Simmons et al, 1990). On the other hand, demographic characteristics such as women’s age, and education of both spouses, were identified as weak predictors of continuation of contraception (Akhter, 1992). 

A further problem is that those most in need of RH services, poor and vulnerable women, use services less and have worse health outcomes. The Bangladesh I-PRSP noted that, despite a modest decrease in poverty levels, socio-economic inequality is increasing in the country. A recent analysis of data from the DHS provides clear evidence of the gap between rich and poor in a range of health and population indicators, including fertility and the use of family planning and other reproductive health services (Streatfield et al, 2003). Poorer women have more children than better-off women, with a TFR of 4.2 in 1999-2000 among the poorest income quintile and 2.5 among the richest quintile). Other indicators of RH display wide differentials, including qualified attendance at delivery. The poorest households are one tenth as likely to be attended by a medically trained person (4.5% vs 46.7%). The poorest quintile are also one one fifth as likely as the richest to make two or more  ANC visits (13.9% vs 63.7%) (Streatfield  et al,  2003).

There are also wide differentials in reproductive health indicators among geographical areas of Bangladesh. Sylhet and Chittagong Divisions have the highest TFR (4.2 and 3.7), while Rajshahi and Khulna have the lowest (2.6 and 2.8) (BDHS, 2004). Also, CPR for modern methods is lowest in Sylhet and Chittagong Division (21.4% and 33.6%), compared to 52.2% in Khulna Division (NIPORT, USAID, ORC MACRO, 2003). Variations in use of trained personnel during delivery have also been reported. The highest attendance of deliveries by trained personnel was 29.4% in Khulna, the lowest was 21.5% in Sylhet (BBS and UNICEF, 2000). 

A particular problem in Bangladesh is early marriage and pregnancy. Fertility among adolescent girls in Bangladesh is amongst the highest in the world. The average age of first pregnancy is 17 years and about 35% of adolescent girls are either pregnant or have a child (BDHS, 2001). CPR among married women aged 15-19 years is low at 42.2 %, compared with 61.3 % for those aged 25-29 years (BDHS, 2004).

Considering methods of contraception, modern methods account for more than 80% of CPR, while oral pills account for about half of modern method use. Use of alternative forms of hormonal contraceptives (e.g. injectables) has increased rapidly, from 0.2% in 1983 to 9.7% in 2004 (BDHS, 2004). However, rather than replacing oral pills, injectables appear to be compensating for the decline in clinical methods. There have been considerable changes in the method mix over time. In 1991, long lasting methods accounted for 30% of total contraceptive use, and currently they account for only 12% (BDHS 2004). 

Lack of reliability of contraceptive supply is also a major concern in Bangladesh. In the late 1990s, the MOHFW and the Development Partners raised serious concerns over the issue of systems loss in contraceptive supply and distribution. The Directorate of Family Planning adopted a Programme of Action for reducing systems loss, which included measures to prevent smuggling and substantially raise the price of condoms. Surveillance and monitoring were to be intensified, management of systems loss was to be incorporated into the training curriculum, and officials were to be oriented on BCC and implementation methods.

UNFPA in Bangladesh

UNFPA, which has overall responsibility for the DBRHCP has a long history of supporting RH programs in Bangladesh. Under its First Country Program (1974-1979) it supported family planning activities, population education and communication activities and preparations for the 1981 census. Under the Second Country Program (1980-1985), it provided support to the Government’s Maternal and Child Health and Family Planning (MCH/FP) Program through the supply of contraceptives and equipment. In the Third Country Program (1985-1990) UNFPA supported projects related to basic data collection, MCH/FP services, training, BCC activities and other activities such as support to logistics and supplies, advisory support to the Ministry of Health and Family Welfare and support to population research. During the Fourth Country Program (1991-1997) UNFPA, apart from its regular activities, assisted Government in setting up Mother and Child Welfare Centres (MCWC) and arranged training of doctors and paramedics. The MCWCs were equipped to provide 24-hour Emergency Obstetric Care services. Under the Fifth Country Program (1998-2002), it supported programmes on reproductive health including family planning, advocacy on reproductive health and gender, and population development strategy. The Sixth Country Program of UNFPA (2003-2005) aims at developing and consolidating past achievements and introduces new initiatives. It has three areas of focus: safe motherhood, BCC and addressing the stagnation in TFR. To achieve harmonization of program cycles with other UN agencies, the Sixth Country Program covers a period of three years (2003-2005). 

To help ensure timely distribution of contraceptives and other commodities, UNFPA has been involved in the procurement of supplies and equipment for UNFPA funded projects and contraceptives for GoB. During the last five years (1998-2003), UNFPA procured contraceptives up to US$ 15 million per year with support from other partners. These procurements included oral pills, injectables, condoms, IUDs, and Norplant. 

Description of the UNFPA project

The UNFPA DBRHCP project will develop a demand-side approach, although management and service delivery will also  be improved. Sites will be chosen where the CPR and other social and health indicators are relatively poor compared with other parts of the country. For example, according to the Bangladesh Demographic and Health Survey (2004) the CPR in the Sylhet region is 31.8% compared to 68.3% in Rajshahi Division and 63.8 in Khulna Division.

The guiding principle of the demand side approach is to work in a facilitative manner with the local communities applying innovative approaches with support from the local NGOs and other partners. This will be done within the existing service delivery framework of the MOHFW, improving the existing structure and strengthening capacities where necessary. The intention is to develop and assess the effectiveness of RH delivery models and approaches that could be replicated elsewhere in Bangladesh. 

The project will have two major components. The first will focus on the procurement of contraceptive commodities and ensure that supplies through the Government system reach the grassroots level service delivery points (SDP). The second component will focus on the provision of improved family planning services through pilot interventions in selected geographical areas.

Under the second component, UNFPA and its partners, in collaboration with the MOHFW, will implement and closely monitor the project in three types of area - an urban slum, a conservative and low performing area (in terms of CPR and other social indicators) and an area with significant marginalized population. The interventions will serve as a model for improved reproductive health service provision, including contraceptive logistics management, innovative service delivery approaches (eg. method mix responding to needs identified through participatory approaches and selection, recruitment and capacity development of community health volunteers), strengthening field supervision, ensuring quality of care including side effects management, client counseling and development and use of BCC materials. 

Intervention areas: 

· An urban slum area in Dhaka City with a high density of population (Mirpur with approximately 100,000 population).

· An upazilla in Sylhet district considered being socially conservative and low performing in terms of reproductive health indicators (approximate population 250, 000).

· An upazila in Cox’s Bazar.

The socio-cultural environment in the project areas may not be remarkably different from that in other parts of the country, yet there are clear differences in CPR, maternal and infant mortality, TFR and health service seeking behavior. 

Expected outcomes in the project areas: 

1) Improved Government capacity to deliver FP/RH services, especially to poor women and men

2) Increased knowledge, awareness and capacity of service providers to deliver Behaviour Change Communication on reproductive health and family planning.

3) Wider acceptance and use of contraceptive methods by poor women and men leading to increased CPR.

4) Development and delivery of evidence-based programme options based on sustainable approaches to service delivery and methods of contraceptive supply.

Project implementation: 

The project will be implemented by UNFPA working in partnership with other agencies: Directorate of Family Planning, Population Council, John Snow Inc. (JSI) Bangladesh, ICDDR’B and JSI Logistics Services (Deliver). Although the main responsibility for management, supervision and monitoring will rest with UNFPA, other implementing agencies will perform specific activities outlined under different components in the logframe (Appendix I) and will be responsible for the related outputs. Population Council will collaborate with JSI, ICCDR’B and other NGOs to integrate the various components. For administrative purposes, UNFPA as the executing agency will be the focal point for the donor agency (CIDA) and the Government of Bangladesh. 

Project Components

The Program Implementation Plan (PIP) of the Demand Based Reproductive Health Commodity Project (DBRHCP) focuses on reproductive health and encompasses two major strategies:

· Procurement of contraceptive 

· Provision of improved RH services

The logical framework for the DBRHCP project is shown in Appendix I. A description of the different components, including operational activities for each project partner, is shown in Appendix II . ICDDR, B will be the implementing agency for output 5:

Output 5: Innovative monitoring and evaluation approaches for the development of RH programs 

Research Design and Methods


Describe in detail the methods and procedures that will be used to accomplish the objectives and specific aims of the project. Discuss the alternative methods that are available and justify the use of the method proposed in the study. Justify the scientific validity of the methodological approach (biomedical, social, or environmental) as an investigation tool to achieve the specific aims. Discuss the limitations and difficulties of the proposed procedures and sufficiently justify the use of them. Discuss the ethical issues related to biomedical and social research for employing special procedures, such as invasive procedures in sick children, use of isotopes or any other hazardous materials, or social questionnaires relating to individual privacy. Point out safety procedures to be observed for protection of individuals during any situations or materials that may be injurious to human health. The methodology section should be sufficiently descriptive to allow the reviewers to make valid and unambiguous assessment of the project. (DO NOT EXCEED TEN PAGES, USE CONTINUATION SHEETS). 


The aim under Output 5 of the DBRHCP (to be implemented by ICDDR,B) is to improve monitoring of the RH program in the intervention areas, and to conduct research to evaluate the impact of the intervention as a whole. A baseline and endline survey will be conducted to assess the user dynamics of family planning, the effectiveness of improved BCC activities (measuring changes in user knowledge, perceptions, attitudes, preferences, needs, behavior), availability and access to services for the poor. The commodity supply chain and efforts of project partners to promote accountability and reduce systems loss will also be monitored and evaluated. An analysis will be conducted of the additional cost of introducing the project interventions.  

Study areas: 

· The umbrella project (DBRHCP), and hence activities under Output 5, will be conducted in three upazilas in three districts of three divisions: a) Dhaka Division: an urban slum area in Dhaka City with a high density of population (Mirpur: approximately 100,000 population); b) Sylhet Division: Beani Bazar/Zakigonj, an upazila in Sylhet District, a culturally conservative and low performing area (approximately 250,000 population); c) An upazila in Cox’s Bazar.

Study Design: 

Participatory research and monitoring:

The ICDDR,B component (Output 5) of the project focuses on monitoring changes in RH programme performance indicators over the intervention period, establishing innovative monitoring systems, and evaluating the impact of the project on selected indicators. As required, ICDDR,B has defined the indicators for assessment of the impact on RH service utilization and coverage. However, it is intended that a participatory monitoring system will also be developed, with community representatives deciding on appropriate local level indicators. The aim is to allow the voice of the community to play a strong role in assessing performance and developing the local RH program. It is anticipated that participation in monitoring by a Community Support Group (CSG) will enhance its influence on service delivery performance at local level. 

Strategies that emphasize community participation are increasingly used in health programs and related research has focused on the process of sequential reflection and action, carried out with and by local people (Cornwall and Jewkes, 1995; Bradley  et al 2002; Kapiriri et al 2003; Lynam et al 1993). One of the characteristics of participatory approaches lies in innovative adaptation of methods drawn from conventional research and their use in new ways and contexts, often by local people, as well as with them.  Frameworks have been developed for assessing the extent, level and scope of community participation, and four modes of participation have been identified (Cornwall and Jewkes, 1995):

Contractual- people are contracted into the projects of researchers to take part in their enquiries or experiments

Consultative- people are asked for their opinions and consulted by researchers before interventions are made

Collaborative – researchers and local people work together on project design, initiated and managed by researchers

Collegiate- researchers and local people work together as colleagues with different skills to offer, in a process of mutual learning where local people have control over the process.

Although participatory research is theoretically situated at the collegiate level of participation, this is very difficult to achieve in practice. Movement from one mode to another may take place at different stage of the research and for different purposes. Perceptions of degrees of participation may also vary between the different actors in the process.

Studies have found that local people are capable of analyzing their own situation and designing their own solutions (Vastine et al 2005; Kapiriri et al 2003). Participation of local people can promote a sense of project ownership, increase empowerment, improve skills and knowledge that ultimately increases the chances of project success in meeting the needs of communities (Bhuyan 2004; Manderson, 1997; Murthy and Klugman, 2004)). Research has also found that participatory techniques are essential to fulfill clients’ needs and rights, for instance to have information, access, choice, safe services, privacy, and continuity of services, through sustained changes and continuous quality improvement at the local level (Kwast 1998; Atherton 1999; Lynam 1993). 

Community Support Group (CSG):

The project has been designed to establish community support groups to monitor the performances of local service delivery points at union and ward level (urban). CSGs will be formed by the Population Council and JSI Bangladesh. The groups will be trained to assess their local needs including needs for commodities, to set their own indicators and targets, to review and compare data from time series data that will be collected from selected sample registration households and MIS/LMIS and finally to resolve the area specific problems and remove barriers for better performance. The Centre will provide technical support for training on the use of data for monitoring. The research team will develop the capacity of the CSGs for community monitoring of indicators relating to family planning needs, unmet need, contraceptives supplied, and use and coverage of RH services, presentation and interpretation of data by the group members. The CSG members will be trained to develop and use pictorial formats presenting targets and achievements and will be encouraged to openly discuss RH program performance and the stocks and balance of commodities. The CSGs will be represented in a team at upazila level headed by UNO (in rural areas) and Ward Commissioner (urbal area), which will hold meetings with the upazil health mangers concerning RH program performance.

Other partners will be responsible for ensuring that the CSGs meet at regular intervals to review progress of activities. A facilitator from the local partner NGO will be responsible for coordination and support for the CSG activities. Population Council will apply Participatory Rural Appraisal (PRA) methods at the initial stage of the intervention to identify the group members. This method includes village mapping, group identification, ranking and group discussions. PRA has been successfully used for involving local people in developing program strategies, and for planning and evaluation (Jayakaran, 1996). The objectives of the group formation and the tasks to be done will be explained to the community. The community itself will identify the appropriate persons to join in this group. However, youth, women, and service recipients will be encouraged to join in the group. Local service providers and NGO workers will also be included. ICDDR,B will monitor the activities of the CSGs according to the agreed logframe indicators and based on other qualitative assessment of their capacity for using data for monitoring and discussing RH program performance with health managers.  

For assessment of the overall impact of the intervention on RH indicators, a before and after study design has been adopted. ICDDR,B will itself conduct pre- and post-intervention household surveys in the project areas. A random sample of married women of reproductive age, 15-49 years (MWRA) will be interviewed to collect information on user knowledge, perceptions, attitudes, preferences, needs and RH service seeking behaviour. Quality, accessibility and affordability of RH services will also be assessed at baseline and endline through in-depth interviews and observation of provider-client interaction. As BCC will focus on men as well as women, particularly to promote method mix, a sample of married men will be interviewed at baseline and end line to assess changes attitude to family planning, practice and use of RH services. Endline surveys will be conducted after two years of the interventions in the last few months of the project period. 

ICDDR,B will also collect data that can be disaggregated to assess the extent to which the  interventions in the study areas are providing services to lower socio-economic groups. Cost data will be collected and analyzed to assess the incremental cost of the interventions.      

Indicators of effectiveness of RH service delivery:  

It is anticipated that changes in the following indicators will be identified over the intervention period: 

· Knowledge, attitudes, perceptions and expressed needs for RH services and FP methods

· Utilization of BCC materials by the service providers 

· Use of health facilities 

· Use of services for reproductive tract infection/sexually transmitted diseases (RTI/STD) 

· Coverage of RH services:  

· % of women who had 3 or more ANC check-ups (women six months or more pregnant and those who gave birth in the last 12 months); 

· % of pregnant women who received tetanus toxoid vaccination (women 6 months or more pregnant and those who gave birth in the last 12 months); 

· % of women who had 1 or more PNC check-ups (women who gave birth in the last 12 months);

· Use of  FP services

· Contraceptive prevalence rate (CPR) for different methods and age group 

· Number of contacts field workers have with women/coverage of women 

· Quality of care (QOC) from service providers (informed choice, accessibility, availability, counseling, side effects management)  

· Participation of community people in the Community Support Group (CSG)

· CSG meetings held, decisions made, and actions taken  

· Process indicators of local-level target setting by Government providers

· Stocks and balance in the commodity supply chain 

Use of monitoring data in project development: ICDDR,B will conduct a baseline survey among eligible couples and findings from the baseline will guide the project concerning whether it needs to modify some indicators and targets. MIS /LMIS data will be reviewed throughout the project period to give feedback to the partner organizations implementing modifications in service delivery for better performance. At union level feedback from the Community Support Groups will be utilized to reduce the program gaps in meeting local needs, and to help overcome barriers for effective service delivery. Data from the sample registration system will be reviewed with, and later by, the CSGs to develop their role in monitoring and ensuring local accountability of service providers.

Study Population:

The study population is the total population of married couples in the intervention areas covered by the RH services.  It is estimated that MWRAs comprise 17% of the total population, ie. approximately 17,000 in Mirpur slum area, Dhaka city;  40,000 in Sylhet District; and 80,000 in one upazilas of Cox’s Bazar.   

Sampling methods: 

Multi-stage, simple random sampling will be used to minimize the sample size required. The method of sampling will be based on a mapping of the study areas, a list of paras and mohallas used for electoral registration, and a list of households/names within  selected paras/mohallas, which will be used as a sampling frame. In the rural areas, a sample of paras/mohallas will be randomly selected from the list for each ward, with probability proportional to the population size. Paras/mohallas will then be allocated to interviewers who will enumerate/list all the households/names to provide a sampling frame. The required sampling fraction will then be applied to randomly select households for interview. In the more densely populated and smaller urban area of Mirpur, it will be possible to enumerate all households to provide a sampling frame. In this area, a second stage of sampling will conducted within “poor housing” and “other” households identified by interviewers on the basis of dwelling type.  Buildings that have any three of the following characteristics will be classed as “poor housing”: jhupri (bamboo), kacha (mud), dilapidated, or under construction (people living in a building site). People in poor housing also share latrines and a communal water source. In rural areas, stratified sampling will be based on a simple classification of dwelling by the interviewer; pakka (tin, brick or cement walls and roof) and others.

Sample Size: 

The baseline and endline surveys are aimed at identifying anticipated changes in the selected indicators over the intervention period, particularly use and coverage of RH services and family planning methods. One of the key indicators of the success of the interventions is achievement of the target to increase CPR by 10 percentage points. A sample of 520 MWRAs (210 in each socio-economic group) in each of the three  intervention areas will enable an increase of this order to be identified with statistical significance at the 5% level and 90% power.
 However, some of the indicators will be based on smaller sub-groups of the MWRA population, such as pregnant women (use of ANC).

For assessment of changes in ANC coverage, a sub-sample of MWRAs eligible for ANC in the last 12 months will be identified (ie. women six or more months pregnant and those who gave birth in the last 12 months). Assuming a pregnancy rate of 8%, approximately 13.7% of MWRAs will have given birth in the last 12 months and 3.4% will be at least 6 months pregnant: ie. 17.1% of MWRAs should have used ANC in the last 12 months. Assuming ANC coverage for the poor at baseline of 50% in rural areas (BDHS, 2004), the sample size required to detect an increase of 20 percentage points to 70%, with statistical significance based on 95% confidence intervals and 90% power is 124, ie. a total of 724 MWRAs (124/0.171). As the project target is to increase RH indicators by 20% for the poor, a sample of 724 poor MWRAs (approximately the poorest 50%) will be required, ie. a total sample of 1448 MWRAs. To allow for migration and non response, approximately 10% extra MWRAs will be randomly selected and included in the sample (ie. a total sample of 1600 will be selected in each of the three study areas. This sample size is also within the range used by the Demographic and Health Survey for estimation of TFR. 

As BCC will focus on men as well as women, particularly to promote method mix, married men will be interviewed at baseline and end line. In order to assess changes attitude to family planning, practice and use of RH services, a sample of 517 married men in each socio-economic group (poorest 50%; others) in each area will be required. This will enable changes in prevalence of 10 percentage points (eg. 50% to 60%) to be detected with statistical significance at the 95% level of confidence. Allowing for about 10% non-responses, a sample of 575 men in each socio-economic group will be roughly selected in each of the three areas.

In the sample registration system, a sample of 188 MWRAs in one union will give precision of +/- 10% on estimates of 50% for CPR and other family planning indicators. It is envisaged that the sample registration survey will be conducted in two unions every six months. A total sample of 420 MWRAs will be selected to allow for a non-response rate of about 10%.  

For selection of the samples for the baseline and endline surveys and the sample registration, the FWA working areas and listing of households/MWRAs will be used as a sampling frame (FWAs are each allocated about 800-1200 MWRAs). The sample required from each FWA area will be selected with probability proportional to the number of households. 

Data collection:

The following quantitative and qualitative data will be collected from different sources:

Quantitative data: 

(1)   Cross-sectional household survey of MWRAs: 

The household surveys of MWRAs and men will be conducted by experienced interviewers recruited and supervised by researchers from the Center. As mentioned, the aim of the household surveys is to collect data with which to assess changes in several indicators of RH service performance:  a) to provide evidence of changes in health service seeking behavior, use of services and referral, and changes in utilization and coverage of RH services based on user-reported data: b) to provide accurate denominators of subgroups of MWRAs and data for estimation of changes in coverage rates (CPR, ANC, PNC, TT vaccination); and c) to collect information for disaggregating selected key indicators by two socio-economic groups (low SEG and others). Household surveys will be conducted among the randomly selected samples of MWRAs and married men in the first few months of the project before the interventions begin and in the last few months of the project after two years of the intervention. Structured questionnaires will be used to collect data on socio-demographic characteristics (age, number of living children, household composition); indicators of socio-economic status (years of schooling, current occupation of household head, type of dwelling, household assets, monthly household income and expenditure); and utilization of RH and family planning services.

(2)  Cross-sectional survey among the service providers: 

Senior Field Research Assistants will conduct interviews with the service providers. (FWAs, FWVs, SACMOs, pharmacists and community volunteers). In each upazila about 100 service providers are providing RH services on the doorstep or at static and satellite clinics. All service providers in the three selected intervention areas will be interviewed before and after the intervention phase. 

(3)    Observation of client-provider interaction: 

An experienced Senior Field Research Assistant and Field Research Officer will observe client-provider interaction using checklists. The objective will be: a) to asses the quality of care of the providers of RH services, including FP, ANC, PNC and TT vaccination;  b) to assess the service provision arrangements and environment; and c) to assess any  screening techniques, use of screening tools or BCC materials, and the counseling provided to clients. Observation of 125 client-provider interactions will be conducted, with clients selected at random using an appropriate sampling fraction. The baseline and endline sub-samples of recipients of RH and FP services will be randomly selected using an appropriate sampling interval, with probability proportional to the number of clients contacting the different types of provider in a six-month period. This will be estimated on the basis of service statistics for six months in the pre-intervention period  and six months towards the end of the intervention period. Structured observation guidelines and checklists will be used to assess the quality of care.

(4)   Monitoring of service providers’ activities and service use based on MIS data: 

Selected indicators will be reviewed for each six-month period of the project (eg. method wise contraceptive users, new and old method users, those switching method, numbers of side-effects identified and managed, referral, registration and numbers of pregnant women, use of ANC, PNC, TT vaccination). Information on service provider activities will be crosschecked throughout the intervention phase using registers compiled by the service providers and the monthly management information system (MIS) data compiled by service providers and supervisors.     

(5)     Monitoring the supply and logistics for the RH services:  

The Directorate General of Family Planning (DGFP) has introduced two components of the MIS, one for service related information and the other for logistics management (LMIS). Each upazila will produce a target for every three months and obtain supplies of the commodities required and other materials from the Central Warehouse. These supplies are kept in the upazila store, from which the storekeeper distributes them among the FWAs and FWVs for distributing to users. These service providers submit distribution reports to the LMIS. Process indicators will be monitored in the pre- and post-intervention phase, including the number of commodities received, contraceptives and other commodities distributed, stocks of supplies (by upazila and fieldworker), shortages of supplies and any systems loss identified from an analysis of these data. Structured monitoring checklists will be used to assess system loss.

(6)   Monitoring the community support group (CSG) activities:  

The CSG will participate in the identification of local-level indicators to be monitored to assess the performance of service delivery points. The group will meet at regular intervals to review performance based on data routinely collected (MIS, LMIS). It will be given training by ICDDR,B in using data to assess performance. A facilitator from the local partner NGO will be responsible for establishing the CSG and for ensuring its ongoing participation and active role. ICDDR,B will provide technical support for development of capacity for program performance review, presentation and interpretation of data, and discussion of data in quarterly meetings with upazila health managers. Ward and union-level CSGs will be represented in a coordination committee at upazila level, headed by the UNO (for Dhaka City Corporation the Ward Commissioner of the project area). Community leaders and other stakeholders, including poorer female and male members of the community will be members of the CSG and will be involved in monitoring RH service provision and performance. ICDDR,B will monitor the performance of the CSGs on the basis of agreed project log frame indicators. It will build the capacity of the CSG for using data for monitoring local RH service performance based on its own indicators. The aim will be to enable the CSG to continue monitoring RH program performance in the future. The process of capacity building of the CSG to monitor the RH programme will be documented by an SFRA and FRO. The ICDDR,B research team will review meeting minutes, documenting decisions and actions taken, and observe meetings at upazila to assess  level CSG members’ capacity to discuss indicators of performance with health service managers.   

Sample registration data: 

In order to assess progress and impact over the course of the intervention period, data will be collected from a randomly selected sample of households (5%) in the project areas every six months. This will constitute a longitudinal sample registration system providing a check and update on the baseline survey, which will be cross-sectional on a larger sample of the population. The possibility will be explored of training the CSG to maintain the small-scale monitoring system without outside support in the future.    
Qualitative data:

In-depth interviews will be conducted with service recipient and non-recipient women, married men, managers, supervisors and service providers using flexible guidelines. Selection of the members from each category will be purposive to ensure representation of age and socio-economic groups. Sample size for each group will depend on the point of research redundancy. At a stage when the researchers find that no new information is coming out of the interviews, interviewing members of that group will be stopped. 

(1)  In-depth interviews with MWRA (pre- and post-intervention): 

An experienced SFRA and FRO will conduct in-depth interviews with service recipients and non-recipients to ascertain their views about service providers and RH services (doorstep, satellite and static clinic), before and after the intervention period. A flexible guideline will be used and in each intervention area a total of 10 in-depth interviews will be conducted (5 with service recipients and 5 with non-recipients). The women to be interviewed will be purposively selected from the FWA area lists to ensure inclusion of young and older poor women.   

Estimating system loss: Each Upazila estimates the amount of contraceptives it will require for next three months on the basis of LMIS and makes a requisition based on this. It receives contraceptive supply from the District Ware House where the storekeeper maintains records of the amount of commodities supplied. At this level the amount of commodities distributed to a particular Upazila can be checked. FWVs provide IUD services, FWAs distribute pills and condoms and both maintain a record of stock and balance. Their reports can be crosschecked with that of the storekeeper and LMIS reports to identify any major discrepancies. A list will be prepared with name of the clients and types of methods supplied in each union in a given period. Then 5% of the users of each method will be interviewed to identify whether they have received contraceptives from the providers.

(2)  In-depth interviews with married men (pre- and post-intervention): 

An experienced SFRA and FRO will conduct in-depth interviews with male service recipients and non-recipients to ascertain their views about service providers and RH services (doorstep, satellite and static clinic) before and after the intervention period. A flexible guideline will be used. In each intervention area, a total of 10 in-depth interviews will be conducted (5 with service recipients and 5 with non-recipients). The men to be interviewed will be purposively selected from the FWA area lists to ensure young and older poor men are represented.   

(3) In-depth interviews with managers, supervisors, and service providers  (pre- and post-intervention):  

Researchers will conduct in-depth interviews with the Government local managers (THFPO, TFPO, AFPO, regional Ware House Managers, MO-MCH, Sr. FWV, FPI). All managers in the four intervention areas will be interviewed before and after the intervention phase using structured guidelines. The following data will be collected: 

Personal characteristics (age, years of schooling, joining date and length of service, duration at  working places, number and age of children, use of FP methods) 

Role and additional responsibilities

Training (duration, conducting organization, facilitators, subjects and topics)

Knowledge, experience, performance and problems/constraints in conducting their activities 

Views about their supervisory role and responsibilities

Changes due to the project interventions

Problems and constrains faced 

Also FWA and community health volunteers will be interviewed to know about their perception on workload and responsibilities, motivation, needs, and job satisfaction.

Cost Analysis:

To determine the additional program costs of the different interventions, data will be collected from the MIS. All additional resources for implementing the interventions will be identified, quantified and valued following the ingredients approach. By multiplying the quantity of individual input (s) by corresponding price(s) and summing the results, total cost will be calculated. Inputs used in the intervention will be categorized into capital and recurrent for cost estimation. Inputs that have useful lifetime of one year or more will be considered as capital inputs and the corresponding values will be estimated as capital cost. Inputs that will be purchased or provided regularly in the intervention areas and will be used up during the course of the intervention, will be considered as recurrent inputs and the corresponding recurrent costs will be calculated. Recurrent inputs include supplies and meeting costs. To estimate equivalent annual costs of capital items, current market price, useful lifetime of inputs and a 5% discount rate will be applied. Annual value will be calculated by dividing the current price by an annualization factor taken from a standard table.

Facilities Available


Describe the availability of physical facilities at the place where the study will be carried out. For clinical and laboratory-based studies, indicate the provision of hospital and other types of patient’s care facilities and adequate laboratory support. Point out the laboratory facilities and major equipment that will be required for the study. For field studies, describe the field area including its size, population,  and means of communications. (TYPE WITHIN THE PROVIDED SPACE).  


In recent years ICDDR,B has expanded its activities to address some of the most critical global health needs and is now known as the ICDDR,B Centre for Health and Population Research. The Centre has a vision that all people, especially the poor, can become healthier and can reach their full potential through the application of knowledge. The Centre makes special efforts to develop and promote realistic solutions to the major health, population and nutrition problems facing the poor in Bangladesh and other settings. It conducts research, training and extension activities and provides clinical services to thousands of impoverished patients.

In the context of Output 5 of the DBRHCP, ICDDR,B will develop innovative monitoring and evaluation approaches for the development of RH programs. Several researchers in the Health System and Infectious Sciences Division (HSID) and the Public Health Sciences Division (PHSD) are experienced in this kind of work. The Centre has a long history of developing, monitoring and evaluating innovative models of delivering family planning and other reproductive health services in its oldest field site (Matlab) and of expanding services into Government programs through its erstwhile Operations Research Project. In the early 1990s, the Centre began a very innovative community-led project in Chakaria, which applied participatory learning and action research to develop primary health care services. The project included a very strong component of social audit and has been very successful in involving community members in project activities and establishing accountability of the service providers to the population they serve. In late 1990s, the Centre successfully tested a model to ensure community participation in family planning and reproductive health services in Anowara thana under Chittagong District in collaboration with Population Council, Dhaka. The Centre also has  experience in conducting large national surveys. Currently it is conducting the baseline survey of the National Nutrition Programme in collaboration with National Institute of Population and Training (NIPORT), Institute of Public Health Nutrition (IPHN), and a local data collection firm. The Center’s scientists are also embarking on a project to increase use of family planning among high parity couples in one upazila in Sylhet and one in Cox’s Bazar, in collaboration with Family Planning Directorate, NIPORT, and Engenderhealth. The Centre, therefore, has the necessary experience and expertise in implementing a demographic surveillance system, conducting cross-sectional surveys, participatory monitoring and evaluation, and is well qualified to carry out the activities that will contribute to achievement of Output 5 of the DBRHCP.  
Data Analysis


Describe plans for data analysis. Indicate whether data will be analyzed by the investigators themselves or by other professionals. Specify what statistical software packages will be used and if the study is blinded,  when the code will be opened. For clinical trials, indicate if interim data analysis will be required to monitor further progress of the study. (TYPE WITHIN THE PROVIDED SPACE).

Data from surveys and sample registration:

Quantitative data collected in the baseline and endline surveys and from sample registration will be used to monitor changes in the following indicators. Statistical significance of changes will be assessed on the basis of 95% confidence intervals on estimates.   

· Knowledge, attitudes, perceptions and expressed needs for RH services and FP methods

· Utilization of BCC materials by the service providers 

· Use of health facilities 

· Use of reproductive tract infection/sexually transmitted diseases (RTI/STD) services 

· Coverage of RH services:  

· % of women who had 3 or more ANC check-ups (women six months or more pregnant and those who gave birth in the last 12 months); 

· % of pregnant women who received tetanus toxoid vaccination (women 12 months or more pregnant and those who gave birth in the last six months); 

· % of women who had 1 or more PNC check-ups (women who gave birth in the last 12 months);

· Use of  FP services

· Contraceptive prevalence rate (CPR) for all modern methods

· Number of contacts field workers have with women 

· Quality of care (QOC) from service providers (informed choice, accessibility, availability, counseling, side effects management)  

· Participation of community people in the Community Support Group (CSG)

· CSG meetings held, decisions made, and actions taken  

· Process documentation on community identification of indicators

· Stocks and balance in the commodity supply chain 

Data from service providers:

The following data collected in interviews with service providers using semi-structured questionnaires, will be analysed using SPSS and manual content analysis:

· Characteristics (age, years of schooling, joining date & length of service, duration of working places, number and age of children, use of FP method) 

· Role and responsibilities

· Training (duration, conducting organization, subject, topics and facilitators)

· Knowledge, experience, performance and problems/constraints in conducting their activities 

· Views their supervisors role and responsibilities
Qualitative data from indepth interviews:

Qualitative data collected through in-depth interviews with MWRAs, their husbands, program managers, supervisors and service providers using flexible guide lines. Interviews will be taped and transcribed. Content analysis will be done that is the process of identifying, coding, and categorizing the patterns in the data. The transcripts would be read thoroughly for several times and coding notes will be leveled on the transcripts and files will be indexed. Cutting and pasting may be required to sort appropriate pieces. Then the relevant passages will be looked for patterns and themes. For this it is important to figuring out what things fit together, which lead to a category system. To describe linkages between patterns, themes, experiences, content, or actual activities, data matrix having different cells might be developed. Such linkages/relationships may have been identified by the participants themselves at the time of interview or discovered during analysis. and content analysis will be used to summarize the qualitative information. Reports from observers of client-provider interactions will be also analyzed manually.
Data from service statistics 

Data from service statistics will be reviewed throughout the project and summarized using appropriate charts and tables. 

Cost data:

Information for cost analysis will be collected from the MIS. Additional cost for the intervention will be estimated using the ingredient approach, including all capital and recurrent inputs.  

Ethical Assurance for Protection of Human Rights

Describe in the space provided the justifications for conducting this research in human subjects. If the study needs observations on sick individuals, provide sufficient reasons for using them. Indicate how subject’s rights are protected and if there is any benefit or risk to each subject of the study.

The study will not involve any physical, social or legal risk to participants or their families. Data will be collected through interviews and reviewing service statistics. Names of respondents will not be shown on questionnaires and responses will be confidential. All respondents will be properly informed about the study objectives and what their participation in the project involves. The study will not require any written consent but informed consent will be obtained (Appendix III). The participation will be completely voluntary. The participants will be assured that if they refuse to participate, this will not have any adverse consequences for them and they will continue to be entitled to services. Any respondent may withdraw from the study or any component of the project at any time and will be informed of this right. Confidentiality will be strictly maintained and participants will be assured that the information provided by them will be used for research purposes only and will not be shared by name of the participant. However, we will need to take some of their time for participating in the study and interviews will be conducted at the respondent’s convenience. Prior permission from appropriate authority will be obtained before conducting interviews with service providers and collecting service statistics.  The analysis of facility-related information will not carry any individual identification. Approval for the study will be obtained from the Ethical Review Committee (ERC) of ICDDR, B prior to the implementation of the study. 

Use of Animals

Describe in the space provided the type and species of animal that will be used in the study. Justify with reasons the use of particular animal species in the experiment and the compliance of the animal ethical guidelines for conducting the proposed procedures.

None
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Dissemination and Use of Findings


Describe explicitly the plans for disseminating the accomplished results. Describe what type of publication is anticipated: working papers, internal (institutional) publication, international publications, international conferences and agencies, workshops etc. Mention if the project is linked to the Government of Bangladesh through a training programme.


This project will inform policy makers and program managers concerned with RH service provision in Bangladesh. It will improve capacity of service providers and RH programs for delivering client-centered, quality reproductive health care. It will demonstrate models for achieving improved access and utilization through provision of reproductive health commodities and innovative approaches for service provision that can be replicated elsewhere in Bangladesh.

The study results will be disseminated through workshops and meetings at different levels. A Working Paper and journal article will be produced based on the results of the study.
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	2003

	Methods for Measuring Maternal Health
	Maternal and Child Epidemiology Unit, London School of Hygiene and Tropical Medicine, London
	1994



	Benchmarks of Fairness for Healthcare Reform in Developing Countries
	BHEW, ICDDR,B
	2003


List of ongoing research protocols  

(start and end dates; and percentage of time)

4.1.   As Principal Investigator

	Protocol Number
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	End date
	Percentage of time

	IUD study

B/C 04211140
	October, 2004
	March, 2005
	50%

	2005-002
	February, 2005
	July, 2005
	15%

	
	
	
	

	
	
	
	


5   Publications 

	
Types of publications
	Numbers

	a)   Original scientific papers in peer-review journals                               
	8

	b)   Peer reviewed articles and book chapters                                                               
	1

	c)   Papers in conference proceedings
	16

	d)  Letters, editorials, annotations, and abstracts in peer-reviewed journals  
	5

	e)Working papers
	5

	b)  Monographs
	1


Five recent publications including publications relevant to the present research protocol

· Gazi R, Khatun J, Ashraf A (2004). Retention, perceived usefulness, and use of family health card in the Bangladesh Health and Population Sector Programme. The Health Care Manager, 23 (4) 341-52  

· Gazi R, Alamgir S, Nazrul H (2005). Involving Community in the process of local level planning accepted to be published in the Journal of Health Management (Issue 7.1, March-April 2005).

· Gazi R, Alamgir S, Nazrul H (2005). Community Volunteers in Rural Service Delivery Partnership: Implications for Selective Visitation, accepted to be published in the South Asian Anthropologist (vol. 5, March 2005).

· Gazi R and AMR Chowdhury (2003). Perceptions of Rural Bangladeshi Women on Sexually Transmitted Infections. South Asian Anthropologist, vol 3 (2) 2003.
· Gazi R, Goodburn E, Chowdhury AMR (1999). Risk Factors for Perinatal Deaths in Rural Bangladesh. Journal of Health and Population in Developing Countries, 2(1): 70-77.
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List of ongoing research protocols:  
1) Use of ESP services and other factors associated with neonatal survival in rural areas served by a large NGO programme (BPHC) (PI);  2) Vulnerability to HIV/AIDS among migrant families (Co-PI) 
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	End date
	Percentage of time

	2004-002
	1/4/04
	31/3/05
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	a)   Original scientific papers in peer-review journals                               
	15

	b)   Peer reviewed articles and book chapters                                                               
	2

	c)   Papers in conference proceedings
	1
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	f) Monographs
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6.    Five recent publications including publications relevant to the present research protocol

1) Mercer AJ, Khan MH et al. (2004) Effectiveness of an NGO primary health care programme in rural Bangladesh: evidence from the management information system. Health Policy and Planning, 19 (4): 187-198.

2) Mercer AJ, Hossein S et al.(2004) Screening for service needs in primary health care clinics: an evaluation in Bangladesh. Journal of Health and Population in Developing Countries (in print).   

3) Larson C and Mercer A (2004) Global health indicators: an overview. Canadian Medical Association Journal. 171 (10): 1199-1200 and e-Appendix.

4) Ashraf A, Mercer A et al (2004) Use of services in the transition to a static clinic system in two rural upazilas: 1998-2002. ICDDR,B Working Paper (in print).

5) Streatfield PK, Mercer A et al (2003) Status of Performance Indicators, 2002. A Report for the Health Programme Support Office for the Annual Programme Review 2002. ICDDR,B, Centre for Health and Population Research, Dhaka. 
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- Training on economic evaluation of health programmes
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List of ongoing research protocols  

(start and end dates; and percentage of time)

     As Principal Investigator

	Protocol Number
	Starting date
	End date
	Percentage of time

	2003-012
	12 Aug 2003
	11 Aug 2005
	50%

	2001-017
	18 Oct2001
	31st Dec 2004(to be extended)
	50%

	
	
	
	

	
	
	
	


4.2.   As Co-Investigator  


	Protocol Number
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	Ending date
	Percentage of time

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


5   Publications 

	Types of publications
	Numbers

	a)   Original scientific papers in peer-review journals                               
	1

	b)   Peer reviewed articles and book chapters                                                               
	2

	c)   Papers in conference proceedings
	2

	d) Letters, editorials, annotations, and abstracts in peer-reviewed               journals  
	5

	e) Working papers
	5

	f) Monographs
	


6    Five recent publications including publications relevant to the present research protocol

1) Operationalizing an urban essential service package clinic: findings and implications. ICDDR,B Special Publication #115.

2) Transitional plan on shift from outreach to community clinic based service delivery systems: ICDDR,B Working Paper #146.

3) Baselline assessment of indicators for monitoring of ESP delivery in rural areas. ICDDR,B Special Publication #112.

4) Operational guidelines for management of community clinics by community groups. ICDDR,B Working paper #138.

5) Cost analysis of protocolized management of severe child malnutrition at selected PSKP clinics (under review).

1    Name


: Humayun Kabir

2    Present position

: Senior Field Research Officer

3    Educational  background
:MA, MPH (HE)

       (last degree and diploma & training

          relevant to the present research proposal)

List of ongoing research protocols  

(start and end dates; and percentage of time)

4.3.   As Co Investigator

	Protocol Number
	Starting date
	End date
	Percentage of time

	Vulnerability to HIV/AIDS among migrant families
	Oct 2004
	June 2005
	100%

	
	
	
	

	
	
	
	

	
	
	
	


5   Publications 

	
Types of publications
	Numbers

	a)   Original scientific papers in peer-review journals                               
	-

	b)   Peer reviewed articles and book chapters                                                               
	-

	c)   Papers in conference proceedings
	-

	d)  Letters, editorials, annotations, and abstracts in peer-reviewed journals  
	-

	e)Working papers
	11

	c)  Monographs
	-


Five recent publications including publications relevant to the present research protocol

· Hossain S, Mercer A, Kabir H et al (2003). Addressing Missed Opportunities for Service provisions in primary health care clinics. ICDDR,B Working Paper, no159.

·  Kabir, H, Alam M, et al (2001). Assessment of the record keeping and reporting system of Bangladesh Health and Population Sector Programme in the community. ICDDR,B Working Paper no.150.

· Gazi R, Kabir H et al (2003) Assessment of Retention, Perceived usefulness, and use of family health card in the Bangladesh Health and Population Sector Programme. ICDDR,B Working Paper no.157.

· Uddin AHN, Kabir H et al (2003). Assessment of the upazila level record keeping and reporting system of Bangladesh Health and Population Sector Programme. ICDDR,B Working Paper no.154.

· Uddin J, Kabir H et al (2002) Assessment of the record keeping and reporting ststem of the Bangladesh Health and Population Sector Programme at the union level. ICDDR, B Working Paper no.155.
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       (last degree and diploma & training             ULB, Brassels, Belgium

          relevant to the present research proposal)
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4.4.   As Principal Investigator

	Protocol Number
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	End date
	Percentage of time

	2003 - 003
	01.2003
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4.5. As Co-Principal Investigator
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	End date
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	2004 - 042
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Protocol Number
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	2004 - 003
	01.10.2004
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5   Publications 

	Types of publications
	Numbers

	a)   Original scientific papers in peer-review journals                               
	-

	b)   Peer reviewed articles and book chapters                                                               
	-

	c)   Papers in conference proceedings
	1

	c)  Letters, editorials, annotations, and abstracts in peer-reviewed               journals  
	-

	d)  Working papers
	4

	d)  Monographs
	-


6    Five recent publications including publications relevant to the present research protocol

        1) “Effect of local level planning upon perceived quality of care at sub-district level                            

              hospitals in Bangladesh” as poster presentation at 2nd Asia Pacific Forum on    

              Quality Improvement in Health Care, Singapore, 10-13 September, 2002

        2) Inequalities in utilization of maternal health care services: Evidence from Matlab  

            discussion paper Reaching the poor programme of the World Bank.

APPENDIX I :    LOGICAL FRAMEWORK- Demand based RH Commodity Project (DRHCP)

	
	Summary
	Objectively verifiable indicators
	Means of verification
	Activities
	Assumptions

	GOAL
	To improve the quality and delivery of services in health, particularly reproductive health, appropriate to the needs of the poor, in particular women and children, and to increase their access to those services.
	1. MMR reduced by one-sixth from 3.2 to 4 per 1000 live births.
	1. BDHS report.

2.
Sample vital registration system (BBS).
	
	1. Improved education status for women. 

2. Political stability.

3. Improved legal status and protection for women.

4. GOB commitment to utilize project findings. 

	PURPOSE


	To improve the capacity for increased access to, and utilization of, client-centered quality reproductive health care through provision of RH commodities and innovative appropriate mix of methods and approaches for poor women and men of reproductive age in Bangladesh.
	1. CPR increased by 10 percentage points in project locations over next three years.

2. TFR reduced by 0.5 child.

3. Reduce unmet need by one-fourth.

4. Improved method mix of family planning contraceptives used 

5. Field workers collecting and documenting valid information.

6. Innovative RH approaches are implemented and replicable.

7. Increased use of RH services by the poor by 20%.

8. Demand side information used by RH program managers. 


	1. Project progress Reports.

2. Documentation through OR.

3. Base line and endline household surveys and sample registration system.

4. Procurement plan, track records, verification of registers through random sampling, routine reports through LMIS.


	
	1. Delay in procurement and distribution.

2. Political stability.

3. Improved legal status and protection for women.

4. Local level GOB cooperation.

	OUTPUT
	Output 1

Increased availability of a wider range of quality contraceptives through regular and sufficient supplies 
	1. Number of injectables procured, distributed and reached supply end points and time taken. 

2. Quantity and quality of acceptable RH contraceptive commodities available by month.


	1. Procurement plan, track records, verification of 
registers through random sampling, routine reports through 
LMIS.

2. Special survey reports


	1. Purchase and distribution of injectable in response to the needs of users by focusing on a client centered approach to reproductive health and family planning.

2. Channeling commodities through GOB public healthcare network, as part of ESP to reach the poorest women and men.

3. Testing of a small proportion, involving choice of contraceptive method (injectable, oral pills, female condoms, and emergency contraceptives), in innovative pilot projects in three selected areas.


	1. Delay in bidding process, tender documentation etc. Risk indicator: high-medium. Strict adherence to procurement plan.

2. RH/FP service providers are receptive to training/expanded methods and approaches. Risk indicator: low medium. Motivation by project management- capacity development enhances status.

3. Methods and approaches tested by project will appeal to potential users (both women and men). Risk indicator: low-medium. Participatory selection of contraceptive /approaches to be used.



	
	Output 2

Strengthened RH logistics management system 
	1. FWAs and NGO field workers collect and document valid information in  their registers.

2. FWAs regularly and effectively supervised.

3. MIS and LMIS reports are correctly prepared and submitted on time at all levels.

4. Supply needs are accurately forecasted.  


	1. FWA and other field-workers’ registers

2. MIS and LMIS reports.

3. Checklist and tour reports.

4. Commodity projection reports.
	1. Develop an instructional manual on the proper and correct use of FWA register.

2. Conduct Training Needs Assessment (TNA) for target groups.

3. Develop Trainers’ Instruction Manual.

4. Conduct classroom training and monitor.

5. Develop checklist for supervisors and orient on use.

6. Generate periodic report and submit to DFP and UNFPA.

7. Follow up training at the work sites.

8. Logistic manager and assistants providing technical support to logistic management including commodity forecasting.


	1. DFP extends timely support and cooperation.

2. Local level support and cooperation.

	
	Output 3

Effective service delivery models for increased use of RH services identified 
	1. Improved attitudes towards the utilization of RH services.

2. Improved level of satisfaction of users of the RH services. 

3. Services provided to clients meet accepted quality standards.

4. Number of new and continuing contraceptive acceptors increased by 10%.

5. Number of male clients receiving RH services increased by 10%.

6. Number of vouchers distributed to vulnerable poor women and percentage used.

7. Number of married and unmarried adolescents receiving services from FWCs increased by 10%.

8. Utilization of FP services by married female adolescents increased by 10%.

9. Community members participate in designing, implementing and evaluating interventions


	1. Process documentation of situation analysis, PRA, exit client interview, in-depth interview and mystery client.

2. Research up dates and final reports of operations research.

3. MIS of FWCs and NGO clinics.

4. Base line and follow-up social audit reports.

5. Sample registration system. 


	1. Identify indicators and appropriate methodologies (situation analysis, PRA, exit client interview, in-depth interview, mystery client) for conducting OR and explorative study.

2. Develop and adapt study instruments.

3. Establish collaboration with government and NGO service organizations, clubs, UNO office and UP members.

4. Formation of community support groups.
5. Conduct the following operations research: 

· Increasing acceptance and decreasing discontinuation of OCP 

· Increasing the use of long term and permanent FP methods

· Demand side financing (voucher) for marginalized people to access delivery care

· Integrating male RH services at FWCs/SDPs

· Delay first birth and/or increase spacing among married adolescents

· Introducing adolescent friendly services at FWCs

6. Conduct a study to explore determinants of contraceptive use across regions.

7. Data analysis, report writing and dissemination of research findings 


	1. Locally elected UP members including female representatives, community members and leaders, clubs, NGOs of selected areas are supportive to the project. 
2. FWCs/SDPs are well staffed and functional.


	
	Output 4

Improved capacity of RH service providers to meet local RH needs more appropriately through improved BCC services in targeted areas.


	1. Number of BCC materials designed and tested based on preparatory user group research.

2. Number of users from poor and vulnerable groups  whose reported RH needs have been addressed.

3. Number of community leaders and decision makers, Community Health Volunteers, CBOs/groups formed and trained on BCC.

4. Number of team building and AI workshops held at SDPs for developing local level capacities for BCC and program management.

5. Number of orientations and meetings held with stakeholders including pregnant mothers for increasing their awareness about existing health facilities and their own reproductive rights.
	1. Data from six-monthly sample registration survey conducted by CGS members to assess needs and unmet need, contraceptives supplied, use and coverage of RH services.

2. Data from baseline and end-line social audits and household survey conducted by ICDDR,B

3. Data from commodity supply monitoring system.

4. Periodic project reports
	1. Design and implementation of a capacity development program for service providers:

(
Development and introduction of a team approach at SDP level

· Introducing Appreciative

Inquiry (AI) as a tool for self-assessment and facility improvement tool. 

· Development/adoption of

   Community based IMCI      

   Capabilities.

(
Identification of training   

   gaps through routine AI   

   Assessments.

(
Curriculum development/ adoption from existing courses through participatory approach.

(
Development/ adoption of course materials including BCC materials.

(
Development of core/master trainers.

· Selected participants

   receives BCC advanced 

   training from other national 

   level courses.

(
Scheduling and planning for training relating to BCC.

· Trainee follow up and on

    site mentoring at the work 

    place.

2. Launching of a synchronized  BCC campaign:

(
Development of local level BCC plan and materials.

(
Orientations and meetings of stakeholders for increasing their awareness about existing health service facilities and their own reproductive rights.

(
Identification and training of community health volunteers (CHVs) to provide information service to community.

(
Formation and training of CBOs/groups of adolescents, women and youths from poor and vulnerable populations to act as change agents.

· Conducting special BCC

    initiatives (like ‘project 

 Jolt’ , ‘big push’, etc) to  popularize SDPs in the community.

· Conducting special Campaigns targeting professional groups, educational institutions, religious leaders, etc.

· Establishing an effective

   referral mechanism for 

   complicated cases.

3. Strengthening of UHFWCs:

(
BCC activities to motivate pregnant mothers to seek services from UHFWCs.

· Providing basic health

   workers (BHW) training for

   all union level staff of the 

   project area.

(
Ensuring sufficient medicine and supplies to UHFWCs

(
Training of service providers to provide more client oriented services.

(
Promoting clinic efficiency through quality improvement visits.

· Piloting demand side

   financing options for  

   maternal health in one union

(
Recognition of good performance by service providers.

(
Local level BCC activities to popularize UHFWCs among the poor and vulnerable populations.

· Establishing an effective

   referral system with 

   community participation.

· Developing community

   linkages with the UHFWCs 

   activities.


	1. Service providers and program managers at the Upazilla Health Complex, UHFWCs, & NGOs have the interest and commitment to provide client oriented services.

2. Local community leaders are committed to extend cooperation to sustain the community-led RH service delivery system.

3. Community members, especially the poor and vulnerable are willing to forge a productive linkage with the service providers.

	
	Output 5

Innovative monitoring and evaluation approaches for the development of reproductive health (RH) programs
	1. Members of CSG trained and monitoring RH program.

2. Data being collected, analysed and used for monitoring continuity of contraceptive supplies and systems leakage.

3. Demand-side information being used by CSGs and RH program managers.
	1. Data from baseline and endline social audits and household surveys conducted by ICDDR,B  to assess needs and unmet need, contraceptives supplied, use and coverage of RH services.

2. Data from commodity supply monitoring system and household surveys.

3. Project reviews.


	1. Develop indicators for assessment of reproductive health service utilization and coverage.

2. Develop capacity for community monitoring to estimate needs and unmet need, contraceptives supplied, use and coverage of RH services; collaborate with the local NGO partner who will facilitate development of the CSG that will conduct monitoring.; training of CSG members (selected service providers, users and community leaders).

3. Conduct a baseline and endline social audit: community surveys and in-depth interviews with users and non-users of RH services to assess changes in knowledge, attitudes, perceptions, needs, RH care seeking behavior, access to services, contraceptives provided by the program and other sources, in-depth interviews and observation of service providers to assess attitude and quality of care.

4. Monitoring of commodity supply chain and contraceptives supplied by the program; comparison with service providers’ stock records and user reports from community surveys to assess systems loss.

5. Establish cost data collection system; conduct analysis of incremental cost of innovative RH interventions
6.  Evaluation of demand side financing scheme, community monitoring, service providers’ attitudes and quality of care.
	1. Members of the CSG have the interest and commitment to sustain a community monitoring system.

2. Local health managers have a commitment to develop evidence-based decision making and program planning


APPENDIX II

Project Components

Component 1: Procurement of contraceptive (Injectable)

Under the Agreement signed between UNFPA and CIDA procurement of injectables is in progress. Almost 60% of the commodities have already arrived in Bangladesh. The Director General (FP) will distribute the injectables and other commodities that will ensure availability of contraceptives to the clients, particularly poor women who do not have the means to purchase contraceptives.

Output 1: Increased availability of wider range of quality contraceptives through regular and sufficient supplies in selected geographical areas

The project will play a pivotal role in contributing to contraceptive security in the country by providing reproductive health commodities in the form of injectables and other commodities that may be distributed to clients who cannot afford them. The purchase of contraceptive commodities should be considered only within the context of  reproductive health. The program will be strengthened by focusing on a client-centered approach to reproductive health and family planning that supports the purchase and distribution of mixed method commodities in response to the needs of users. 

The procurement process will build on the experience gained and lessons learned in the previous RH programme and will closely support the programmes and policies of the Government, including RH strategies within the framework of the ICPD Programme of Action and the ICPD+5 Review. UNFPA will work closely with GoB and partners to cover the reproductive health commodity needs of the poor. In addition, the project will support initiatives of GoB through UNFPA and partners and address weaknesses identified in previous phases, by strengthening central and local level authorities, and  developing procedures and strategies for contraceptive security. Through this project, commodities will be channeled through the GoB public health care network, as part of  Essential Services Delivery (ESD), and more particularly delivery of RH services to reach the poorest women and men. The procurement process will follow UNFPA guidelines.

Component 2: Provision of improved RH Services

This project component will focus on innovative approaches to improve method-mix and RH derived through participatory, client-centred approaches, improving the quality, accessibility and affordability of the RH services for the users. Several needs based interventions will be piloted through this project. Successful intervention will be documented as “lessons learnt” and best practices will be disseminated. The following are the major activities of this component:

· Identify programmatic issues and develop effective service delivery and logistic management models for piloting in the project areas, focusing on the poor and the vulnerable.

· Strengthen BCC activities in the project areas for counselling men and women in executing choices for expanded method mix. 

· Make innovative, more appropriate method mix available at the SDPs as per clients’ requirements.

· Perform appropriate quality assurance activities aimed at significantly reducing system loss. 

· Strengthen the capacity of the service delivery institutions (Union Family Welfare Centers with in the Project Upazillas) as well as service providers in order to adequately meet the client’s needs.

Output 2: Strengthened reproductive health logistics management system in selected geographical areas and improved contraceptive forecasting at central level
To ensure contraceptive security, consistent availability of contraceptives at the user level is of paramount importance. Forecasting or estimating short- and long-term contraceptive requirement is an important component of contraceptive security. To prepare, update and review contraceptive forecasting, MOHFW/DFP constituted a “Forecasting Forum” comprising of members of relevant units of MOHFW, DFP and Development Partners.  This forum is mandated to meet twice a year to discharge its responsibilities under the chairmanship of Director General, Family Planning. DFP publishes contraceptive pipeline reports every month containing, amongst other things, a short-term projection that helps the policy and program managers to adjust procurement plans.

In October 2001, MOHFW/DFP published a long-term forecast titled “Projected Contraceptive Commodity Requirements: 2000-2015” with technical assistance from the JSI/DELIVER Project.  The projection was prepared on the basis of age-sex composition of 1991 census and the BDHS 1999-2000.

 The additional Secretary Ministry of Health and Family Welfare holds a meeting every 15 days with all the stakeholders to review the procurement situation including contraceptive and usage.

JSI Logistics Services will be responsible for implementing this output and for training. The project field staff will work together with Government, UNFPA and all the partners.

MOHFW launched the Health and Nutrition Sector Programme (HNPSP) from January 2004, reintroducing a vertical FP-MCH program designed to provide maternal and child care and family planning services to the population.

Family Welfare Assistants (FWA) and Family Welfare Visitors (FWV) are the basic field workers providing doorstep and clinic based services respectively. An FWA generally works in a Unit of about 6,000 population having roughly 1,200 eligible couples. Using the FWA register, she maintains records about individual couples, which include information on contraceptive use, immunization, maternal care, births and deaths. She submits a report using MIS-1 and LMIS-1 forms. On the other hand, an FWV, being a paramedic, provides both clinical and non-clinical FP services, MCH services and conducts deliveries at the union level. She documents information about services provided in method-wise service registers and submits a report using MIS-3 and LMIS-3 reporting forms.

There is another cadre of workers called Family Planning Inspectors (FPIs) who are the supervisors of FWAs. They report their performance in MIS-2 and LMIS-2 essentially aggregating the performance of FWAs.

Above these cadre of workers there are supervisors at the upazilla level namely Upazil Family Planning Officers (UFPO) and Medical Officers (MO-MCH), who provide supervision to FWAs, FPIs and FWVs.

Following the initiation of HNPSP, Government has reintroduced the Fourth Generation FWA register with new components. This has been put into use at the field level without providing training or orientation to FWAs and their supervisors. It has been reported that most of the FWAs are not filling up the register correctly. Their supervisors are also not in a position to provide proper guidance because of the same knowledge and skills gap.

Additionally, new MIS reporting forms aimed at collecting service statistics have been introduced without any orientation to the field level functionaries (FWAs, FPIs, FWVs) and their supervisors regarding correct filling of these forms, which has resulted in incorrect form filling and poor quality data. At the upazila and district levels there are designated staff namely Upazila FP Assistant and Statistical Assistants to compile and assist in submitting reports to the corresponding upper levels. But they are also not fully knowledgeable about the new MIS formats and the preparation of the consolidated reports. 

The above description strongly suggests the need for a quick but effective orientation program for all field functionaries as well as their supervisors on correct use and filling up of the new FWA register as well as a comprehensive understanding of the new MIS reporting system and correct form filling for submission to upper levels.

The Objective is to provide orientation to all FWAs, FPIs, FWVs, UFPOs, MO (MCH), UFPAs, and Statistical Assistants on:

a) The use and maintenance of new FWA Register (4th generation) as the basic tool for providing services

b) The use, correct filling and submission of reports in the new MIS reporting formats as a means to provide quality and timely data for National FP MIS system.

c) Increase motivation at grass root level.

d) Establishing linkages with the national Logistics Management Information System.

Initiatives would be taken along with the GoB for filling up of vacant positions of FWAs, FWVs, FPIs and other positions at union and upazila level. 

A Logistics Management Officer will work with UNFPA and DG (FP)  to  strengthen the family planning logistics management systems and supply chain in order to have a reliable delivery system and will be responsible for close monitoring. Three Logistics Monitoring Assistants will be stationed at the DGFP field offices at the three pilot sites and one at the Programme Implementation Unit (PIU). These Logistics Monitoring Assistants, in addition to logistics monitoring, will also be responsible for coordinating BCC activities of the project in their respective target areas.  

Output 3: Effective service delivery models for increased use of RH services    identified.

Population Council will implement this output.

The prime objective of this component is to develop appropriate contraception methods for women and men, thus contributing to greater effectiveness and sustainability of family planning. Selected community user groups will be involved in designing and implementing participatory research aimed at mapping user needs and preferences. The aim of the operational research is to identify as follows:

· User needs and perspectives, including for new and expanded approaches  
· Determinants of contraceptive use

· Improved RH Service delivery system

· User’s knowledge, perceptions, attitudes and use of long term FP methods

· Factors affecting the accessibility of the poor and the vulnerable 

· Socio-cultural values affecting the FP acceptance behaviour 
Based on the research findings, the following will be developed:

· Effective and sustainable models for service delivery

· Evidence-based effective strategies at household and community levels
· Improved method-mix for family planning based on informed choices
· Appropriate BCC materials
After consultation with user groups and service providers, the models will be continuously updated.

Existing NGOs/CBOs working in the project-sites will be selected by the implementing agencies in consultation with UNFPA. The selected organizations will assist in undertaking participatory in-depth studies emphasizing cultural values, user needs and preferences, means of providing improved access for the poor, attitudes concerning permanent methods, investigation and testing of potential new/ traditional and alternative methods, means of expanding male involvement in family planning programs including use of condoms, requirements for effective/efficient IEC programs in various socioeconomic environments and other determinants of contraceptive use. The implementing agency will also undertake relevant surveys as part of the research requirement.

At each project site, a sustainable and functional service delivery system will be developed utilizing continuous ongoing feedback from the research. These may serve as possible models for building partnership between government, private sector and NGOs to strengthen the delivery of RH services. For this purpose, the existing service providers of public, private and NGO sectors will be given training and orientation to ensure the quality of their services. This will also include on-the-job training and refresher courses. The second major capacity building intervention will be awareness building relating to rights and responsibilities, including gender issues and violence against women, community resource mobilization and advocacy. The following areas will be given priority in developing the model service delivery system in the project sites: safe motherhood, family planning, side effects avoidance, maternal nutrition, delay in age at marriage, adolescent reproductive health and development (ARHD), STI/RTI/HIV/AIDS, gender issues and male involvement. 

Output 4: Improved capacity of reproductive health service providers to meet local reproductive health needs (in particular family planning needs) more appropriately, through application of suitable BCC strategies resulting in positive behaviour change

 in targeted areas

JSI Bangladesh will be the implementing Agency for this output.

The primary aim of the BCC component will be participatory design and testing of BCC materials based on participatory user group research. The BCC activities will facilitate a shift from a supply-driven approach of family planning service delivery to a client-oriented, participatory demand-based approach. Discontinuation of contraceptive methods associated with limited access to appropriate methods and inadequate information and counseling can affect TFR. Innovative methods/approaches/practices will be explored and adopted in order to respond to the specific needs of users, especially the poor and the vulnerable. Gender concerns in reproductive health will be addressed.  Selected opinion leaders including community leaders and decision makers will be trained in bringing about behaviour change.

Based on lessons learned from the operations research, a capacity development program will be designed and delivered in the three selected pilot areas for service providers involved in family planning activities particularly on emergency contraception (EC), female condoms, and long lasting methods. Issues of drop-out, side effects, complication management, interpersonal communication, counseling and technical competence in providing the service, follow-up and dealing with elements of quality of care will be adequately addressed. To augment the capacity development program, a synchronized BCC campaign will be initiated in the project locations to have synergistic effects. Technical assistance will be provided to these groups in designing, planning and implementing creative BCC strategies to promote the innovative methods and approaches developed by the project, aimed at reaching the poor and vulnerable. 

A major challenge in Bangladesh’s health system, which operates on an absolute division between active service providers and passive end-users, is that it places an unrealistic burden on the service providers. The demand-based RH services call for increased participation of the community members having productive linkages with the service providers. The stakeholders in the project areas will be mobilized through orientations and meetings for increasing awareness of people about existing health service facilities and their basic and reproductive health rights. Community Health Volunteers (CHVs) will be identified who will act as a bridge between the people and the service delivery points (SDPs) to bring about positive behaviour change, particularly of service providers. Women and youth from the poor and vulnerable populations will be encouraged to form community-based organizations (CBOs) or groups and they will be supported through the capacity building activities.

Local level BCC activities will be undertaken in the project areas to create and sustain demand among the local community for new and innovative reproductive health services. Orientation meetings will be conducted involving community leaders and formal and informal stakeholders at the local level to inform the community about the availability of reproductive health services as well as to solicit their support for utilization of the services offered. 

Major interventions under this output will be undertaken during second year of the project based on the findings/ recommendations of the operation research/ studies to be conducted under Output-3 of the project.

Strengthening the Union Family Welfare Centers:  Union Health and Family Welfare Centers (UHFWC) located within the rural project areas will be upgraded by improving the service delivery and BCC activities. Intensive BCC activities will be conducted in order to motivate pregnant mothers to seek services from the UHFWCs.  In order to improve service delivery limited quantity of medicine and other supplies will be ensured for the UHFWCs through this project. Training will be provided to the service providers to make them more client-oriented.  The partners together will ensure quality improvement and increased capacity in BCC services
A BCC Officer will work with DG (FP) and UNFPA to design and assist in implementation of the BCC strategy.  The Officer will liaise with the Government and  implementing partners to ensure that appropriate need-oriented and harmonized messages are developed, field tested with the target groups and disseminated. 

Output 5: Innovative monitoring and evaluation approaches for the development of reproductive health programs

The purpose of this component is to improve monitoring of the RH program in the project areas and to conduct research for evaluation of service delivery performance. The project will undertake two participatory information gathering studies: 1) to assess family planning method user dynamics; and measure changes in user knowledge, perceptions, attitudes, preferences, needs, service seeking behaviour and access (including access for the poor) as part of an assessment of selected BCC interventions; and 2) to monitor the commodity supply chain and estimate systems loss to assess the effectiveness of efforts of the project partners to promote accountability and regularity of supply. 

The above will constitute a social audit, with the aim of ensuring that the community is involved in monitoring the performance of the RH program in the project areas. There will be two cycles of information gathering, at baseline before the intervention and at endline in the last few months of the project period.  

It is intended that a monitoring system will be developed, which will allow the voice of the community to play a strong role in development of the RH program. It is anticipated that participation in monitoring by a Community Support Group will enhance its influence on service delivery performance at local level. Formation of the CSG will be facilitated by the local NGO partner with ICDDR,B providing training on monitoring methods, presentation and interpretation of data. The CSG will participate in identification of indicators for monitoring the performance of the service delivery points. It will meet at regular intervals to review progress of activities and a facilitator from the local partner NGO will be responsible for coordination and support for the CSG activities.

The existing upazila-level coordination committee headed by the UNO (for Dhaka City Corporation the Ward Commissioner of the project area) will monitor the project activities with community leaders and other stakeholders in the CSG. The local NGO partner will support the CSGs to play an active role in RH services. Feedback from the service delivery points will be presented in each monthly meeting. The project log frame indicators and project performance measurement framework to be developed with stakeholders will be used for monitoring.  Lessons learned will be documented.

The new and innovative approaches, such as community involvement (CSG monitoring), improved method-mix, quality of care, changed attitudes of service providers will be evaluated by ICDDR,B under this component. In order to assess the impact of the interventions, data collected by ICDDR,B in the baseline and endline household surveys will be used. Time series data will also be collected from selected sample registration households in the project areas. The possibility of developing local capacity (CSG) for sustaining this source of data will be explored. 

Cost data will be analyzed to get the incremental cost of the interventions.

APPENDIX III

International Centre for Diarrhoeal Disease Research, Bangladesh

                                   Voluntary Consent Form for MWRA


Title of the Research Project:  DEMAND-BASED REPRODUCTIVE

HEALTH COMMODITY PROJECT (DRHCP)

     

Principal Investigator: Rukhsana Gazi


Before recruiting into the study, the study subject must be informed about the objectives, procedures, and potential benefits and risks involved in the study. Details of all procedures must be provided including their risks, utility, duration, frequencies, and severity. All questions of the subject must be answered to his/ her satisfaction, indicating that the participation is purely voluntary. For children, consents must be obtained from their parents or legal guardians. The subject must indicate his/ her acceptance of participation by signing or thumb printing on this form.

Welcome!

Objective of the research: We work in the institution named ICDDR, B (Cholera Hospital) Mohakhali, Dhaka.  You may know that in last two to three decades the health and family planning program in Bangladesh achieved considerable success. The contraceptive prevalence rate (CPR) increased from 8% in 1975 to 58% in 2004. While, the use of modern methods did not increase much. There are wide differentials in family planning indicators between divisions and districts. This difference is not only for family planning method use but also in other reproductive health indicators. To reduce this differences, Bangladesh government along with other agencies and donors jointly undertaken a research project. For this we need to conduct this survey among people in this area so that we can invent a better way to provide required health and family planning services. 

Reason for inclusion in the research study:  In this study married men and women are included. We have randomly selected married women and men of reproductive age group to collect information regarding quality of health and family planning services, perceptions on health facilities and health care providers. We will compare this information to find improved way providing reproductive health and family planning services to the people.  

Information required for the research: As we are interested to know about the barriers and gaps to obtain health and family planning services, we need to ask you about some personal matters like types of family planning methods used, reasons for not using any methods, knowledge about sexually transmitted diseases, and services received for reproductive health problems and family planning. The discussion will take 40 to 45 minutes. Since we want to use the information you provide in designing effective program strategy we expect that you will be truthful about the information.

Confidentiality: Information provided by you will be kept strictly confidential. We will not write your name on the questionnaire. The information provided by you will be used for research purpose only and nobody will know about it except the research team. We want to assure you that study results will not be shared by using your name. You can discuss with the principal Investigator of the study (phone 9882253) if you need further clarification.

Use of information: Information provided by you will be of great use for the government and other agencies designing improved and effective reproductive health and family planning services in this area.

Participation in the research: Your participation in this study is completely voluntary. You have freedom not to participate and to withdraw participation at any point of time. We have the right not to answer any particular question if you wish, for which, you will not face any problem. If you disagree to participate, you and family will get the services you normally receive.      

Benefits: The study is unable to provide any financial benefit to you.

Risk: There is no physical or social risk with the involvement in the study.

It is not compulsory to sign for participation in this study.

Thanks for your cooperation and time.

If you finally agree we can start.

Signature of Investigator/ or agents                                                                           

Date:

Continuation Sheet (Number each sheet consecutively)



Budget Justifications


Please provide one page statement justifying the budgeted amount for each major item.  Justify use of man power, major equipment, and laboratory services.


International Staff

As the Co-Principal Investigator Alec Mercer will require 20% of his time for 6 months. In particular he will oversee the initial stages of the project including the baseline surveys and development of the monitoring systems. He will support the Principal Investigator in the overall design, direction and output of the study and maintain contact with UNFPA.

Local staff

Rukshana Gazi, as Principal Investigator will be overall responsible for the project implementation including all financial aspects of the project. She will devote 50% time for the full project period to this study. She will also be responsible for the training, overall quality control, data analysis and report writing.

Iqbal Anower as Co-Principal Investigator will be involved with training, overall quality control, data analysis and report writing.

Project coordinator: will be overall responsible for collaboration and co ordination activities with the partners including GOB.

Ziaul Islam will be responsible for cost analysis component of the study.  

Humayun Kabir will be responsible for the quality control aspects of the study. He will also be involved with training, development of survey tools, supervision and monitoring of the data collection process in the field. In view of the substantial time required for these activities and time outside the Centre he needs to devote 100% of his time to this project to ensure timely completion of the study.

One Field Research Manager will monitor all operational activities in the field and will be involved with quality control aspects of data collection. He will be the key person to maintain communication between field and head office. 

A Statistician will be required for data analysis for 50% of his time during 12 months of the project.

One Sr. Research Officer and Seven full times Field Research Officer (Quantitative & Qualitative) will be required to supervise the field teams for collecting quantitative and qualitative data in the field sites. Two FROs (one for quantitative and one for qualitative) will be responsible for each field site. They will assist the Co-Investigators and Operations Researcher to conduct the in-depth interview with the Managers and Local level community leaders. They will collect and compile the service statistics for process documents throughout the intervention period. They will also attend family planning related different monthly meetings to monitor the process of introduction of intervention related activities and problems encountered.     

Four full times Field Research Supervisors (qualitative and MIS) will be required to collect the qualitative data in the field sites. They will conduct the in-depth interview with the recipients and non-recipients of male and female in the four intervention areas and assist the research team for collection the qualitative data. They will also collect qualitative data as required in the intervention period.     

Four Field Research Supervisors (Quantitative) will be overall responsible to supervise the twenty-four Field Research Assistants for collecting quantitative data in the field sites. They will also responsible for the quality control aspects of the data collection in the field sites. They will supervise and monitor the field activities of FRAs of each intervention area. They will devote 100% all their times for 18 months of the study.    

Twenty-four Field Research Assistants will be assigned for quantitative data collection.. They will be required for a period 10 months including training.

Sr. Data Management Assistant will be responsible to supervise the four Data Management Assistants. He will also be responsible to check the quality control of data entry. He will devote 100% his time for 27 months.

Four Data Management Assistants will be required for editing, coding and data entry over a period of 11 months.

Capital purchase

Two computers with printer are required for the use of senior project staff at the Dhaka office for design of questionnaires, correspondence and report writing. The use of additional computers by all staff members and those required for data entry and analysis will not be charged to this project.

General operating costs

Email connection will be required for the NOA and above for communications purposes and to access the Internet for literature searches.  Mobile phones will allow communication between field site and Dhaka office. 

Dissemination 

A dissemination seminar will be held at the Centre for 400 participants. Costs include use of the auditorium and provision of refreshments.

A total of 250 reports of 100 pages will be printed.


  Check List


      After completing the protocol, please check that the  following selected items have been included.


1.  Face Sheet Included                            


2.  Approval of the Division Director on Face Sheet   


3.  Certification and Signature of  PI on Face Sheet, #9 and #10


4.  Table on Contents

5. Project Summary 


6.  Literature Cited


7. Biography of Investigators


8.  Ethical Assurance


9.  Consent Forms


10.  Detailed Budget 
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� Formula for the approximate confidence interval for the difference between two proportions taken from Kirkwood BR (1988), Essentials of Medical Statistics, Blackwell Science, London.





PAGE  
39

_1010148228.doc
[image: image1.png]






