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EXECUTIVE SUMMARY
In 1994, 179 countries had participated the International Conference on Population and Development
(ICPD) and approved a Programme of Action (PoA) to improve the quality of life for all people across
the world. Bangladesh had signed the ICPD PoA, with focus on achieving the universal access to
reproductive health services throughout the country by 2015. This meeting had taken place in Cairo
and the PoA agreed on there had an important influence on the population sector in Bangladesh
through subsequent steps taken by the country; such as clear measures to address population issues
th
delineated in 5 Five Year Plan (FYP) which started in 1997, the Health and Population Sector
Programme (HPSP) which started in 1998 and the National Population Policy (NPP) introduced in
2012. Each of these policy documents incorporated some of the important components from ICPD to
implement population programmes in the country. In addition to this, Bangladesh has committed to
certain goals in the global Family Planning (FP)2020 agenda in 2015 at the Global Postpartum FP
meeting called “Accelerating Access to Postpartum Family Planning (PPFP) in Sub-Saharan Africa
and Asia”. According to the FP 2020 action plan Bangladesh will fulfil its commitment for PPFP by
implementing the National Postpartum Family Planning Action Plan through training doctors,
midwives, nurses and in part by placing Family Welfare Visitors (FWVs) in each of the 64 district
hospitals throughout the country. The Government of Bangladesh (GoB) formed a National
Committee and developed a National Plan of Action for implementation of the goals set in the ICPD
PoA. To accelerate the universal access to PPFP the GoB has been working from the grass roots to
the national level. The Director General of Family Planning (DGFP) of the GoB is implementing the
National PPFP Action Plan. To promote contraceptive use by post-partum women a range of
contraceptive methods are offered, and services are provided including hormonal implants, intrauterine devices (IUD), tubectomy and vasectomy. It is essential to ensure that these services whether
done at facilities or at home should be accessible and available to all women. Bangladesh is
committed to achieving its family planning objectives by implementing the postpartum action plan by
reducing the unmet need from 12% to 10% FP 2020 commitment at the Family Planning summit in
London, the UK on July 11, 2017.
i

In 2015, USAID presented a statistical report on trends of PPFP in Bangladesh . The report shows
that 50.1% of postpartum women use a modern method of FP and 60% postpartum women use all
types of FP method. The PPFP prospective unmet need among women of 0-23 months postpartum
are 16% and 24% respectively for unmet need for spacing and unmet need for limiting pregnancy.
Regarding unwanted fertility, there is difference in divisional percentage. While Rajshahi has the
unwanted fertility rate of 0.5 per woman, Sylhet has the highest rate in the country with 1.1 births per
ii
woman .
The performance of the GoB in terms of reducing the maternal mortality rate is noteworthy, however
due to the absence of gynaecologists and anaesthetists especially as a pair in rural hospitals and
health facilities; Comprehensive Emergency Obstetric Care (CEmOC) is yet to be ensured. According
to Bangladesh Bureau of Statistics (BBS), current Maternal Mortality Rate (MMR) is 172 per 100,000
iii
live births . In 2010 Bangladesh Maternal Mortality Survey (BMMS) showed that the rate had declined
iv
from 322 in 2001 to 194 in 2010, a 40% decline in nine years . Bangladesh targets to achieve the
Sustainable Development Goals (SDGs) goal 3 hence decline the MMR to 70 per 100,000 live births
by 2030.
According to the Health Financing Profile Bangladesh 2017 by World Health Organization (WHO), the
out of pocket expenditure on health is 71.82% while domestic general government health expenditure
v
is only 0.39% of the Gross Domestic Product (GDP) . Such figures demonstrate the need for
advances to be made in the domestic resource allocation to achieve the SDG goals and targets in
order to further advance the progress of Sexual and Reproductive Health and Rights (SRHR) in
Bangladesh. Adequate spending is needed to implement comprehensive sexuality education,
maternal health services, the meeting of contraceptive needs, as well as the full architecture of SRHR
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services. In relation to this, the allocation for the health sector continues to decrease every year. The
2018-2019 fiscal year budget has 23,383 core taka allocation for health sector which has increased in
vi
size comparing to Tk 12,726 crore budget for the fiscal year 2015-16 . However, this is only 0.92% of
vii
the GDP and it is the lowest among 21 countries of south, southeast and southwest Asia . This
drastic fall in allocation is surprising and disappointing since the country‟s population and the cost of
medical services are rising every year. Bangladesh is allocating less than one per cent of the GDP for
viii
the health sector while the WHO guideline suggests allocation of 4-5 per cent of the GDP .
The GoB systematically develops new policies, strategies and plans to achieve the ICPD goals.
Bangladesh‟s family planning programme to accelerating the access to postpartum family planning
offers a wide range of lessons and emerging issues that need to be addressed. Although much
progress has been made over the last decade, there are some gaps that need to be resolved to
achieve universal access to sexual and reproductive health and rights. Special efforts along with
awareness and counselling should be programmed for disadvantaged areas and communities to
reduce regional divide and result in a balanced increase in Contraceptive Prevalence Rate (CPR) in
all divisions.
In this context, Naripokkho and Asian-Pacific Resource and Research Centre for Women (ARROW)
together conducted a qualitative research to get a better understanding of government‟s commitment
on ICPD goals to: Provide universal access to a full range of safe and reliable family planning
methods and related reproductive health services from grass root level. The study tried to find the
level of effective implementation of long term FP methods at community level, women‟s perception of
this service and the gaps and challenges that need to be resolved. This report presents findings from
a qualitative study to assess the postpartum family planning services in one community clinic, one
Upazila Health Complex (UHC) and one district hospital from Barguna District of Barishal Division.
This document also presents a literature review in the country‟s context of reproductive health,
policies and programmes that incorporated the ICPD‟s goal to ensure universal access to
reproductive health.
Our informants are those who have delivered a baby in last 12 months and currently using any types
of family planning methods. Most of the informants have said that they are using contraceptive
methods to prevent unwanted or untimed pregnancy. Some of them have one or two children but still
want more and are currently using a contraceptive method to space their pregnancies. The study
reveals that the use of contraceptive is clearly associated with avoiding unexpected pregnancy. FWVs
working at community level are the source of information in this regard. IUD is perceived as a
confirmatory contraceptive in response to unexpected pregnancy as it does not require daily
administration. On the other hand, oral pills have to be taken every day.
For counselling on proper and timely use of FP contraceptive by postpartum women, one on one
interactions are important in order to advise them on birth spacing and fertility planning. However,
almost 70% of rural births are delivered at home, most of which are not attended by skilled
attendants. These women do not have the opportunity to get information on postpartum FP,
necessary advice and counselling immediately after childbirth.
The government should not focus on promoting permanent methods mostly and should promote
methods for men. Increasing levels of unmet need is another issue that needs attention. Special
efforts along with awareness and counselling should be programmed for disadvantaged areas and
communities to reduce regional divide and result in a balanced increase in CPR in all divisions.
Improvement of Management Information System (MIS) to capture PPFP related data also remains a
challenge.

8

National Report on The State of the Region Report on Sexual
and Reproductive Health and Rights: ICPD+25

Chapter 1:
INTRODUCTION
1.1 Relevance of the International Conference on Population and Development (ICPD)
Programme of Action (PoA) with PPFP Agenda of Bangladesh
In 1994, 179 countries had participated in the ICPD held in Cairo and approved a PoA to improve the
quality of life for all people across the world.
The key objectives were 1) universal access to education by closing the gender gap in primary and
secondary school education; (2) universal access to primary health care; (3) universal access to a full
range of comprehensive reproductive health care services, including family planning; (4) reductions in
infant, child and maternal mortality; and (5) increased life expectancy. Some of the major focuses of
the plan of action were – helping couples and individuals to meet their reproductive goals, to prevent
unwanted pregnancies, reduce incidence of high-risk pregnancy, morbidity and mortality, to ensure
availability of affordable, accessible and acceptable quality services, to improve the quality of advice,
information education, communication and counseling services. The most important issue in respect
of ICPD and specifically for PPFP is to increase participation and responsibility of men in the practice
of family planning and to promote breastfeeding to enhance birth spacing.
Bangladesh had signed the ICPD PoA, with focus on achieving universal access to reproductive
health services throughout the country by 2015. The PoA had an important influence on the
population sector in Bangladesh through subsequent steps taken by the country; such as clear
th
measures to address population issues delineated in 5 FYP which started in 1997, the HPSP which
started in 1998 and the NPP introduced in 2012. Each of these policy documents incorporated some
of the important components from ICPD to implement population programme in the country. Before
ICPD Bangladesh‟s health sector was centered on Maternal and Child Health (MCH) services. But the
ICPD PoA provided a framework to integrate family planning with the population sector development.
In addition to this, Bangladesh has committed to certain goals in the global FP2020 agenda in 2015 at
the Global Postpartum FP meeting called “Accelerating Access to Postpartum Family Planning
(PPFP) in Sub-Saharan Africa and Asia”. According to the FP2020 action plan Bangladesh will fulfill
its commitment for PPFP by implementing the National Postpartum Family Planning Action Plan
through training doctors, midwives, nurses and in part by placing Family Welfare Visitors in each of
ix
the 64 district hospitals . Following actions are to be taken by the government under the PPFP
programme:








Introduce implants as an immediate PPFP method
Update its medical and social eligibility criteria accordingly
Systematically including PPFP discussion in routine antenatal, postnatal care and
immunization services
Develop a national Behaviour Change Communication (BCC) plan on family planning with a
particular focus on PPFP
Increase capacity of service providers to be able to provide quality PPFP services nationwide
Improve logistics management and ensure zero stock out in facilities providing PPFP services
Improve the MIS to be able to better capture PPFP related data.

Several policies and programme are in action to accelerate the PPFP agenda by promoting gender
equal health services and to prevent gender-based violence. All the current strategies and action
th
plans regarding health and gender equality have been developed in accordance with SDGs, 7 FYP
and the ICPD PoA.
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Therefore, aim of this research report is to provide an assessment of how the government of
Bangladesh is implementing ICPD action plans in the field of universal access to reproductive health.
This document will present a literature review on the country‟s reproductive health, policies and
programmes that incorporated the ICPD‟s goal to ensure universal access to reproductive health. We
will also present findings of a qualitative research entitled – „Accelerating Access to Post-Partum
Family Planning (PPFP) agenda of the Government in Barguna District of Bangladesh: An
Assessment and Gap Analysis‟.

1.2 Country Policies, Regulations and Programmes Addressing Family Planning
Family planning programme was never isolated in Bangladesh but were integrated with other
developmental goals. To further strengthen family planning and reproductive health the government of
Bangladesh initiated population and nutrition sector programmes in the country. The GoB formed a
National Committee and developed a National Plan of Action for implementation of the goals set in
the ICPD PoA. Under the integrated approach of population and development, national policies on
Population and programmes on Maternal Health, Human Immunodeficiency Virus (HIV)/Acquired
Immunodeficiency Syndrome (AIDS) and Sexually Transmitted Diseases (STDs) were formulated.
Strategies were developed for Reproductive Health, Population, Health and Nutrition. Apart from that,
a National Post-Partum Family Planning (PPFP) Action Plan has been developed which includes:




The national FP manual has been revised as per latest WHO Medical Eligibility Criteria
Introduction of new cadre of midwives
Service providers are scaling up use of technology

Box-1: Policies and Strategies in Bangladesh Regarding Health
Bangladesh Government’s Policies and Strategies Regarding Health









National Health Policy 2011
National Population Policy 2012
Menstrual Regulation Policy 1979
Maternal Health Strategy 2009
National Strategy for Adolescent Health 2017-2030
Neonatal Health Strategy 2009
National Nutritional Policy 2014

In addition to these, there are several policies, strategies and action plans that promote gender
equality, and sexual and reproductive health and rights. Following are some of these –











th

7 Five Year Plan 2016-2021
Sustainable Development Goals (SDGs) 2015-2030
th
4 Health, Nutrition and Population Strategic Investment Plan 2016-2021
Bangladesh Health Sector Support Programme (HSSP) 2017
th
th
4 Health, Population and Nutrition Sector Programme (4 HPNSP) Operation Plan 20172022
Comprehensive Social and Behaviour Change Communication Strategy: Health, Nutrition,
Population 2016
National Sustainable Development Strategy (NSDS) 2010-2021
National Policy for Women‟s Advancement (NPWA) 2011
Action Plan for the Implementation of NPWA
Child Marriage Restraint Act 2017
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Suppression of Violence against Women and Children Act (amended) 2003 [Nari o Shishu
Nirjatan Daman Ain]
National Action Plan for Prevention of Violence against Women and Girls (To be approved by
the parliament)
Domestic Violence Prevention and Protection Act 2010
Domestic Violence Prevention and Protection Rules 2013
High Court Writ on sexual harassment at workplace and educational institution 2009
Dowry Prohibition Act 1980

In Bangladesh sexually, diverse group are often criminalized as same sex activity whether in public or
x
private is illegal and punishable . According to the Penal Code 1860 Section 377 it is identified as
unnatural offence. However, in 2013 the government gave recognition to the intersexed or
transsexual population as third gender in a cabinet meeting on 11 November 2013. This recognition
xi
was later ratified in the form of a published government gazette . Thus, the government recognized
xii
the Hijra community, the largest community for diverse gender identities and sexual orientation, as
xiii

third gender in order to ensure they receive equal rights like other citizens of the country .

1.3 Access to PPFP Programme of the Government of Bangladesh: An Overview Considering
the Implementation of ICPD PoA
To accelerate the universal access to PPFP the GoB has been working from the grass root to the
national level. The Director General of Family Planning (DGFP) of the GoB is implementing the
National PPFP Action Plan. To promote contraceptive use by postpartum women a range of
contraceptive methods are offered, and services are provided including hormonal implants, intrauterine devices (IUD), tubectomy and vasectomy. It is essential to ensure that these services whether
done at facilities or at home should be accessible and available to all women.
Improvement in family planning services has a high impact on human development. Appropriate and
available reproductive health services benefit to population growth as well as can prevent more than
30% of maternal deaths and 10% of child mortality by spacing unintended pregnancies for more than
2 years. More than 90% women in developing countries desire to space or limit a subsequent
pregnancy, yet 61% are not using a family planning method. Women in the postpartum period have a
higher need for family planning services to prevent unintended pregnancies and space pregnancy
through the first 12 months following childbirth. According to the WHO „Women with unmet needs are
those who are fecund and sexually active but are not using any method of contraception, and report
not wanting any more children or wanting to delay the next child‟. The concept of unmet need points
to the gap between women's reproductive intentions and their contraceptive behaviour. The demand
to address the unmet need is higher among married Bangladeshi women. 12% of currently married
women in Bangladesh have an unmet need for family planning services; 7% have an unmet need for
xiv
limiting births, and 5% have an unmet need for spacing births .
Bangladesh is committed to achieving its family planning objectives by implementing the postpartum
action plan by reducing the unmet need from 12% to 10% FP 2020 commitment made at the Family
Planning summit in London, the UK on July 11, 2017. The GoB updated its FP 2020 commitment and
xv
revised the national FP objectives that aimed to :






Reduce Total Fertility Rate (TFR) from 2.3 to 2.0 by 2021;
Increase Contraceptive Prevalence Rate (CPR) from 62% to 75%;
Increase share of Long Acting Permanent Method (LAPM) from 8.1% to 20%;
Reduce unmet need from 12% to 10%
Reduce Discontinuation Rate from 30% to 20%
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With the technical support of the Obstetrical and Gynecological Society of Bangladesh (OGSB), GoB
has taken a special programme in 2002 to start immediate postpartum tubectomy with Caesarian
Section and normal vaginal delivery at 16 Ministry of Health and Family Welfare (MoHFW) facilities of
8 districts under the DGHS and the DGFP. By 2013, PPFP had been scaled-up in 5 Medical College
Hospitals, 24 District Hospitals, 24 Maternal and Child Welfare Centres (MCWC), 7 Sub-district level
facilities for a total of 60 public facilities, and 53 private hospitals and clinics, for a total of 113
facilities, exceeding the goal of 104. PPFP was included in the annual Operation Plans of the DGHS
and DGFP. To date, PPFP has been scaled-up and is being implemented throughout the country.

1.4 The ICPD PoA, Millennium Development Goals (MDGs) and SDGs
The Millennium summit was convened by UN in 2000, where the world community was beckoned to
commit for eight goals to be achieved by the year 2015. Bangladesh also signed these goals and is
committed to achieve these by 2015. The key five goals of the MDGs which are similar to the PoA of
ICPD are: achieve universal primary education; promote gender equality and empower women;
reduce child mortality; improve maternal health; and goals to combat HIV/AIDS, malaria and other
diseases. Bangladesh achieved the goal of reducing child mortality ahead of time and received UN
Award for it. Beside this Bangladesh has significant success in MDGs in reducing poverty gap ratio,
attaining gender parity at primary and secondary education and lowering infant mortality and maternal
mortality ratio.
Later in 2015, UN and its member organizations adopted the SDGs which have 17 goals to be
achieved by 2030. Bangladesh government has also adopted the SDGs, its targets and specific
indicators to be met by 2030. Bangladesh is determined to achieve these goals and a Monitoring and
xvi
Evaluation Framework for SDGs has already been developed by the government. Following are the
goals, targets and indicators of SDGs that are related with ICPD commitments and also adopted by
Bangladesh.
Box- 2: Inter-relation among ICPD PoA, MDGs and SDGs
ICPD Agenda

MDG Goals

SDG Goals

Universal access to a full range of
comprehensive reproductive
health care services

Promote gender equality and
empower women;

Goal 5, target 5.6: Ensure universal
access to sexual and reproductive
health and reproductive rights as
agreed in accordance with the
Programme of Action of the
International Conference on
Population and Development (ICPD)
and the Beijing Platform for Action
and the outcome of documents of
their review conferences.

Reductions in infant, child and
maternal mortality;

Reduce child mortality;
Improve maternal health;

Goal 3, Target 3.1: By 2030 reduce
the global maternal mortality ratio to
less than 70 per 100,000 live births.
Goal 3, Target 3.2: By 2030, end
preventable deaths of new-borns and
children under 5 years of age, with all
countries aiming to reduce neonatal
mortality to at least as low as 12 per
1,000 live births and under-5 mortality
to at least as low as 25 per 1,000 live
births.
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Universal access to primary
health
care;

Combat HIV/AIDS, malaria and
other diseases.

Goal 3, Target 3.7: By 2030, ensure
universal access to sexual and
reproductive health-care services,
including for family planning,
information and education, and the
integration of reproductive health into
national strategies and programmes.
Target 3.8: Achieve universal health
coverage, including financial risk
protection, access to quality essential
health-care services and access to
safe, effective, quality and affordable
essential medicines and vaccines for
all.

Among the related goals, goal 3 of SDGs is directly linked with the study area of this research.
Goal 3: Ensure healthy lives and promote well-being for all at all ages
Target 3.7: By 2030, ensure universal access to sexual and reproductive health-care services,
including for family planning, information and education, and the integration of reproductive health into
national strategies and programmes
Indicator 3.7.1: Proportion of women of reproductive age (aged 15-49 years) who have their need for
xvii
family planning satisfied with modern methods . The chart showing that the CPR in the base year
2014 was 72.6% and by 2030 Bangladesh wanted to achieve 100% prevalence. The immediate target
xviii
for the year 2020 is to achieve 75% CPR .

Source: SDG Tracker, Bangladesh’s Development Mirror
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Indicator 3.7.2: Adolescent Birth Rate (ABR) (aged 10-14; aged 15-19) per 1,000 women in that age
group. The chart from SDG tracker Bangladesh Development Mirror showing that in 2014 the ABR
was 113 per 1,000 women of age group 10-19 and Bangladesh targets to achieve the rate 50 per
xix
1,000 women by 2030 . The immediate target for the year 2020 is to achieve 70 per 1,000 women.
Source: SDG Tracker, Bangladesh’s Development Mirror

1.5 Current country context in terms of gender equality and SRHR
According to BBS, 2017 currently the estimated population in Bangladesh is 160.8 million with 80.5
xx
million male and 80.3 million females . Presently the population growth rate is 1.37 and the rate is
stable from 2012. Adolescent population (between the ages of 10 to 19 years) covers more than onexxi
fifth of the total population of Bangladesh which consists of approximately 36 million in total .
th
xxii
According to UNICEF, 52% of girls are married by their 18 birthday, and 18% by the age of 15 .
This is followed by a high level of teenage pregnancy with the ABR for girls between the ages of 15
xxiii
and 19 years which are 113 per 1000 women . “The societal pressure to prove one's fertility, almost
immediately after marriage, has resulted in Bangladesh having high levels of teenage pregnancy and
xxiv
fertility” .
However, intense efforts to control country‟s population growth reduced the Total Fertility Rate (TFR)
from 3.3 births per woman during 1991-1999 to 2.4 births per woman in 2011 and the rate remains
xxv
unchanged in 2014 . The total fertility in rural areas (2.4 births per woman) is higher than in urban
areas (2.0 births per woman). According to Bangladesh Demographic and Health Survey (BDHS)
2014 Policy Brief, the Total Wanted Fertility Rate (TWFR) was 1.6 children per woman compared with
xxvi
the actual TFR of 2.3 . It means that among the TFR, overall 0.7 child per woman was due to
unwanted pregnancy. In the BDHS 2014, 26% of women reported that their last birth was untimed or
unwanted indicating the desire to limit or postpone births. If the rate of unwanted pregnancies can be
reduced by 80%, the TFR of the country will be 1.7 children per woman, which will achieve the target
xxvii
for the Government by 2021 . Proportion of unwanted births is declining gradually, which is a
positive sign for Bangladesh. BDHS data since 1993-2014 shows that there has been a gradual
decline in trends of unwanted pregnancy from 33% in 1993 to 26% in 2014. Of this, in 2014, 15% was
mistimed and 11% was unwanted. The proportion of unwanted births declined to 10.8% in BDHS
2014 from 13% in BDHS 2011. All these have direct and indirect association of the level of
contraceptive use and its discontinuation. However, Bangladesh has made significant progress of
49% increase in postponing birth from 35 months in 1993-1994 to 52 months in 2014. Long birth
interval is indicative of higher contraceptive use more specifically PPFP and also longer duration of
breast feeding. On the other hand, short birth intervals are associated with increased risk of maternal
xxviii
and child mortality.
.
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The CPR is 62% and Unmet Need for Family Planning is 12% with 7% for limiting and 5% for spacing
xxix
in 2014 . However, among the married adolescents (15-19 years) the rate of Unmet Need for Family
Planning is 17.1% according to the BDHS 2014. Another statistic that was reported in FP2020 The
Way Ahead 2016-17 Annual Report by Bangladesh, modern CPR (mCPR) among all women was
45.13% in 2017 and projected to be 46.21% in 2020. On the other hand, the mCPR among married
xxx
women was 56.31% in 2017 and projected to be 57.65% in 2020 .
xxxi

In 2015, USAID presented a statistical report on trends of PPFP in Bangladesh . The report shows
that 50.1% of postpartum women use a modern method of FP and 60% postpartum women use all
types of FP method. The PPFP prospective unmet need among women of 0-23 months postpartum
are 16% and 24% respectively for unmet need for spacing and unmet need for limiting pregnancy.
Regarding unwanted fertility, there is difference in divisional percentage. While Rajshahi has the
unwanted fertility rate of 0.5 per woman, Sylhet has the highest rate in the whole country with 1.1
births per woman.
Despite using FP methods, several women are at risk of pregnancy. Following chart from the USAID
report shows that 43% women who use modern FP methods are at risk of pregnancy during 0-5
xxxii
months of postpartum and this risk increases to 67% within 12-13 months .

Source: Trends in Postpartum Family Planning Use: Bangladesh 2015
The performance of the GoB in terms of reducing the maternal mortality rate is noteworthy, however
due to the absence of gynaecologists and anaesthetists especially as a pair in rural hospitals and
health facilities; Comprehensive Emergency Obstetric Care (CEmOC) is yet to be ensured. According
xxxiii
to BBS, current Maternal Mortality Rate (MMR) is 172 per 100,000 live births . In 2010 Bangladesh
Maternal Mortality Survey (BMMS) showed that the rate declined from 322 in 2001 to 194 in 2010, a
xxxiv
40% decline in nine years . Bangladesh aims to achieve the SDG goal 3 hence to reduce the MMR
to 70 per 100,000 live births by 2030.
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Source: SDG Tracker, Bangladesh’s Development Mirror

Despite improvement in MMR in the year 2016, only 49% of births were attended by a skilled birth
attendant, namely a qualified doctor, nurse, midwife, FWV or a Community Skilled Birth Attendant
xxxv
(CSBA) . It was a slight increase than the rate of 2014 which was 42.1 with 54% women from urban
areas. The health, nutrition and population sector of Bangladesh has adopted a national strategy on
maternal health focusing on emergency obstetric care (EmOC). This strategy focuses on early
xxxvi
detection, appropriate referral of complications and improvements in quality care . Currently 558
government health facilities, consisting of 16 Medical College Hospitals, 61 District and General
xxxvii
hospitals, 423 UHCs, 58 Maternal and Child Welfare Centres (MCWCs) provide EmOC services
.
This establishment of EmOC facilities is in line with the criteria of WHO, UNICEF and UNFPA. Still
absence of trained medical personnel (trained obstetrician and anaesthetist), lack of commitment to
serving rural areas and lack of accountability are the major barriers to full coverage of EmOC
xxxviii
service
.The Government identifies huge number of private hospitals/clinics in major cities
including Dhaka as the reason for low institutional delivery at government hospitals; institutional
delivery rate is 37.4 % as reported by BDHS 2014 among which 12.8% happened at public health
xxxix
facilities .
According to Health Financing Profile Bangladesh 2017 by WHO, the out of pocket expenditure on
xl
health is 71.82% while domestic general government health expenditure is only 0.39% of the GDP .
Such figures demonstrate the need for advances to be made in the domestic resource allocation to
achieve the SDG goals and targets in order to further advance the progress of SRHR in Bangladesh.
Adequate spending is needed to implement comprehensive sexuality education, maternal health
services, the meeting of contraceptive needs, as well as the full architecture of SRHR services.
However, the allocation for the health sector continues to decrease every year. The 2018-2019 fiscal
year budget has 23,383 crore taka allocations for health sector which has increased in size comparing
to Tk 12,726 crore budget for the fiscal year 2015-16. However, this is only 0.92% of the GDP and it is
xli
the lowest among 21 countries of south, southeast and southwest Asia . This meagre allocation is
surprising and disappointing in view of the fact that the country‟s population and the cost of medical
services are rising every year. Bangladesh is allocating less than one per cent of the GDP for the
xlii
health sector while WHO guideline suggests allocation of 4-5 per cent of the GDP .
Postnatal care (PNC) is a crucial component of safe motherhood and neonatal health. Postnatal
checkups provide an opportunity to assess and treat delivery complications that can reduce maternal
and neonatal deaths. According to BDHS 2014, 3% of mothers and 36% of children in Bangladesh
received PNC from a medically trained provider within 42 days after delivery; the vast majority, 36%
women and 32% of children, within the crucial first two days of delivery receive PNC. On the other
hand, 61% of mothers and 64% of children did not receive a postnatal check-up from a medically
xliii
th
trained provider . However, the 4 Health, Nutrition and Population Strategic Investment Plan 2016xliv
2021 identifies the problem and targets to strengthen this service in its 7 strategic objectives .
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An important cross cutting issue in family planning is gender-based violence. Report on Violence
against Women Survey 2015 by BBS showed that 72.6% of married women have experienced at
xlv
least one or more forms of violence in their lifetime by their intimate partner . The most common form
of partner violence is controlling behaviour which is experienced by 38.8% of ever-married women.
Among several controlling behaviour following are health related ones that violates the health rights of
xlvi
women :




Woman has to ask permission of her husband before seeking healthcare for herself
Husband forces her to use contraceptive method for birth control or forbid using it
Misbehaves with her for giving birth to a girl child

This is followed by 24.2% of emotional violence, 20.8% physical violence, 13.3% sexual violence and
6.7% economic violence that women experience. Rates of lifetime partner violence of any form are
higher in rural areas with 74.8% ever married women victims of violence and lowest in city corporation
xlvii
areas with 54.4% .
According to BBS Survey data the nature of violence against women during the year 2011xlviii
2015
Nature

Life time
2015

1.

During the last 12
months
2011

2015

2011

Currently married women become victim of any type of violence at least once perpetrated
by her husband

Any form of physical violence

45.2

64.6

20.5

46.4

Any form of sexual violence

24.8

36.5

13.1

24.1

Any form of economic violence

40.2

53.2

15.2

32.3

Any form of controlling behaviour

68.5

81.6

54.0

71.9

Any form of physical and/or sexual violence

55.0

67.2

30.0

-

Any form of violence

80.2

87.1

65.1

77.3

Source: Report on Violence against Women Survey, BBS, 2015
Another cross-cutting issue is unsafe abortion. Abortion is illegal in Bangladesh and a much
stigmatized issue. Instead of abortion, Menstrual Regulation (MR) is legalized on the basis of safety of
mother‟s health. According to a research report 11, 94000 women underwent MR in unsafe
xlix
environments attended by unskilled service providers in the year 2014 . The DGFP of Bangladesh
l
st
issued a circular on 3 February 2015 based on the decision of 61 National Technical Committee
meeting and according to it MR is allowed within 10 weeks of pregnancy by paramedics and 12
li
weeks of pregnancy by medical doctors . According to BDHS 2011, 7 in 10 ever-married women know
lii
about MR and among them 9% of previously married and currently married women have used it .
Adolescents in Bangladesh face a number of issues including low level of awareness related to SRH
issues, high rates of early marriage followed by early pregnancy, maternal mortality or poor health
conditions, low level of access to SRH related services and other challenges as well. The government
has taken steps to setup Adolescent Friendly Health Corners (AFHCs) Facilities all over the country in
phases by MCH-Services Unit of DGFP with support of Development Partners (DPs). Currently, 101
facilities have AFHCs that are supported by UNFPA, UNICEF, Plan Bangladesh, and Save the
liii
Children . The Government aims to establish AFHCs all over the country. However, these corners
are not fully functional and there are issues such as – lack of privacy, inconvenient service hours for
adolescents, no specific service for male adolescents and lack of awareness among the adolescents
liv
about the AFHCs and their services .There is an urgent need to synchronize policies and laws to
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safeguard the rights of women, young people and adolescents in accessing SRHR information and
services.
The legal status of women in Bangladesh is protected by the Constitution that guarantees equal rights
for both genders. Though insufficiently enforced, there are several laws that support women‟s rights.
The International conference on population and development (ICPD) clearly states that in Chapter 7 "...the recognition of the basic right of all couples and individuals to decide freely and responsibly the
number, spacing and timing of their children and to have the information and means to do so, and the
right to attain the highest standard of reproductive and sexual health. It also includes the right of all to
make decisions concerning reproduction free of discrimination, coercion, and violence as expressed
in human rights documents. Along with the ICPD actions plans, The Fourth World Conference on
Women in Beijing 1995 also recognizes reproductive rights for all. The Beijing platform of action
stresses that references to culture, tradition and religion must never be used to disregard the rights to
women. Bangladesh is a signatory of Beijing PFA but often cultural norms, traditions and religion
determines the rights of women to get information and access to services related to their health and
reproduction.
In reality the commitments are poorly implemented, and rights are not integrated in national policies.
The legal age of marriage for women is 18 but the rate of early marriage is still high. A great
proportion (59%) of women get married at the age of 20-24 years. Education rate among girls is also
poor as 25% of women from the age group of 15-49 have no education, 18% have completed primary
education, and 14% have completed secondary education or continued on to higher education.
Women are underprivileged and less valued in society. Their role in decision making is very limited.
Often social and religious norms prevent women from getting the access to proper health care.

1.6 Situational analysis of PPFP addressing major progress, gaps and challenges in
Bangladesh
The postpartum period provides a significant opportunity for reaching out to women with effective
family planning advice. During pregnancy and childbirth, as well as during the year following
childbirth, women are more likely to engage with the healthcare system during antenatal care,
delivery, postnatal care, and first-year infant immunizations. Each of these encounters is an
opportunity for healthcare workers to integrate family planning into their existing counselling and
services to better meet the needs of postpartum women.
The FP activities in Bangladesh have been carried out in three distinct phases. Phase 1 activities
were largely voluntary, beginning in the early-1950s. Phase II activities began in 1960, with the
government taking some broader steps to check the population growth rate. Population control was
st
made the official policy in the 1 FYP of Pakistan 1960-65. Phase III activities were initiated in 1973
st
with the launching of the 1 FYPof Bangladesh. The Plan attached equal priority to population control
and food production. It marked the beginning of a multi-sectoral and broad-based population control
and FP programme in the country.
Major changes had already begun in the family planning sector and reproductive health in
Bangladesh even before the ICPD. Following the ICPD PoA, however, integration of FP within the
Reproductive Health (RH) programme was further strengthened under the subsequent health,
population and nutrition sector programmes in the country. Following the ICPD, the GOB formed a
National Committee and developed a National Plan of Action for implementation of the goals set in
the ICPD PoA. Under the integrated approach of population and development, national policies on
Population, Maternal Health, HIV/AIDS and STD were formulated; and strategies developed for
Reproductive Health, Population, Health, and Nutrition.
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Gaps
Although much progress has been made over the last decade, there are some gaps that need to be
resolved to achieve universal access to sexual and reproductive health and rights.
The TFR of a woman with no education is 2.9 while it is 1.9 per woman who has secondary or higher
education. Moreover, there is a negative correlation between births with wealth. The number of
women in the highest wealth quintile having more than one child is less than women in the lowest
wealth quintile. Therefore, TFR is associated with education, wealth and other social determinants
and increase of CPR cannot reduce it solely.
There exists an urban-rural difference in the use of contraception. While 52% of urban women use a
modern method, only 46% of rural women use the modern FP method. Furthermore, among the
modern methods 50.1% women using birth control pill while the percentage of using a condom by a
lv
male was only 11.9% in 2017 . Family Planning methods are mainly targeted to women. These
methods have greater side effects than male contraceptives. As women in our society, especially in
rural areas have limited decision making power, they cannot fully assert their sexal rights, and hence
avail the existing family planning methods. Also, as there are fewer contraceptive options for men, the
onus is left solely on women, who as we have seen have little no decision-making power.
The divisional difference in unwanted pregnancy and CPR indicates that there is a need for specific
regional interventions and approaches which is absent at the moment. One-size-fits-all service
delivery model for FP is not adequate to address the needs of specific population groups. There are
certain needs for married adolescents and other married women to be addressed, otherwise the huge
gap between the unmet need for FP (17% for adolescent and 12% for all women) cannot be
minimized.

Challenges
Major challenges remain in improving the status of PPFP in Bangladesh. First of all, the population
growth of the country is fuelled by a large population, a large proportion of which is composed of
young people. Secondly, despite efforts by the government, CPR has increased by less than 1%
annually over the last two decades. TFR is associated with education, wealth and other social
determinants and increase of CPR alone cannot reduce it. Major challenges remain in improving the
status of PPFP in Bangladesh. To achieve national contraceptive and fertility goals by 2021, the rate
of increase in CPR must double along with reducing the discontinuation rate from 30% to 20% during
the same period.
One of the serious problems of FP programme in Bangladesh is that vast majority of contraceptive
users depends on hormonal methods and promoting LAPM remains a big challenge.
For counselling on proper and timely use of FP contraceptive by postpartum women, it is important
having one on one interaction with them to advise them for birth spacing and fertility planning.
However, almost 70% of rural births are delivered at home and most of these births are not attended
by skilled attendant. These women do not have the opportunity to get information on postpartum FP,
necessary advice and counselling shortly after they have given birth.
The government should not focus on promoting permanent methods but should promote methods for
men. Increasing levels of unmet need is another issue that needs attention. Special efforts along with
awareness and counselling should be programmed for disadvantaged areas and communities to
reduce regional divide and result in a balanced increase in CPR in all divisions. Improvement of MIS
to be able to capture PPFP related data also remains a challenge.
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Chapter 2:
PPFP RESEARCH PROJECT
2.1 Role of Naripokkho
Naripokkho is a non-profit organization in Bangladesh. Founded in 1983. Naripokkho has been
working for the advancement of women‟s rights and entitlements and building resistance against
violence, discrimination and injustice among women in Bangladesh. Napokkho provides policy level
advocacy along with its national and international partners.
lvi

Since inception, one of the 4 major focus areas of Naripokkho has been Reproductive Rights and
Women‟s Health. Under this thematic area Naripokkho had taken up a project called Safe
Contraception in 1985 which involved research and advocacy. Based on the experience from
Reproductive Rights and Women Health project Naripokkho had developed a Programme called
“Sharir Amar Shiddhanta Amar and Jouna Adhikarbodh” (My Health my Decision and Sexual Rights)
in 1987. Under this Programme Naripokkho has been systematically conducting research on different
health and reproductive issues, undertaking advocacy and lobbying activities with Government,
international agencies and creating awareness among agencies and citizens of Bangladesh. In 1998
th
Naripokkho took up developing background document for the declaration of 28 May as International
Day of Action for Women‟s Health as „Safe Motherhood Day‟. A series of research and conferences
on safe motherhood were conducted throughout the country by Narpokkho at the request of UNICEF.
During this period Norplant as a family planning method had appeared a major reproductive health
issue for many women users in Bangladesh. Naripokkho had taken up this matter to the Government
of Bangladesh, United Nations Funds for Population Activities (UNFPA) and WHO through research
followed by campaign and advocacy. Nripokkho provided inputs to formulate Women-friendly Hospital
Initiative during 2000-2001 with UNICEF and the GoB on implementation of the programme in 21
hospitals situated all over Bangladesh. Naripokkho has been continuously engaged in activism
around health issues in general and reproductive health in particular and contributing to this
discourse.

2.2 Role of ARROW
The Asian Pacific Resource and Research Centre for Women (ARROW) was founded in 1993 in
Kuala Lumpur, Malaysia. ARROW is a non-profit organization working for advocacy at regional level
on women‟s health and reproductive rights. Along with partner organizations, ARROW has been
consistently collecting data for monitoring the implementation of the ICPD programme of action since
1994 at the regional level. The objective of this activity is to monitor progress, gaps and challenges
towards implementation of the ICPD PoA. The findings of this monitoring report are used to develop
an advocacy tool to lobby with relevant stakeholders in the country.

2.3 Project Background
This document is part of the monitoring activity that ARROW has been consistently doing by collecting
data on the implementation of the ICPD programme of action since 1994 at the regional level. The
objective of this activity is to monitor progress, gaps and challenges towards implementation of the
rd
th
ICPD programme of Actions in South Asia. ARROW and the partners met on 3 and 4 of March,
2018 in Kuala Lumpur, Malaysia to plan the research and advocacy process for monitoring the ICPD
Programme of Action in the region. These partners focus on a key issue that they want to specifically
address in their respective counties‟ in accordance to ICPD+25 Action Plan approved by their
governments.
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Therefore, Naripokkho and ARROW together took this initiative to conduct a qualitative research to
get a better understanding of government‟s commitment on ICPD goals to: Provide universal access
to a full range of safe and reliable family planning methods and related reproductive health services at
grass root level.

2.4 Objective of the Study
The overall objective of the study is to gain a better understanding on existing perceptions, practices
and barriers of using contraceptive methods under the postpartum family planning (PPFP) services
programme. This study also aimed to identify the challenges and gaps faced by service providers.
The specific objectives are:


To explore perceptions and practices towards accessibility and availability of implants, IUD and
other methods during postpartum period, perceived barriers and side effects;



To understand the gaps and challenges service providers faced to promote PPFP.

2.5 Research Questions
The GoB has aimed that number of trained service providers will be increased, through deployment of
midwives to all sub-district hospitals. Supervision of family planning services will be strengthened by
placing clinical teams in all districts; further work with the private sector will help address gaps in
service provision and will ensure steady supply of commodities. To promote family planning among
postpartum women a range of contraceptive methods are offered, and services are provided including
hormonal implants, intra-uterine devices (IUD), tubectomy and vasectomy. It is essential to ensure
that these services whether done at facilities or home, should be accessible and available to all
women. Naripokkho plans to conduct this qualitative research to explore:
-

How effectively has the government‟s plan for promoting implants as a long acting
contraceptive method been implemented at community level?

-

What are the gaps and challenges faced by service providers to promote implants and other
CP methods during the postpartum period?

-

What are women‟s perceptions of the accessibility and availability of implants, IUD and other
methods during postpartum period, barriers and side effects? How do these perceptions
influence their contraceptive practice?

The research explores perceptions, barriers and gaps of received services under the Government‟s
programme on „Accelerating Access to PPFP and PPFP methods. It also explores the service
providers‟ perceptions on barriers and challenges they have faced during service delivery. As a part of
this process primary and secondary data were collected respectively through field research and desk
review.

2.6 Desk Review
The desk review includes review of national laws, regulations, policies, programmes, directives and
outcomes of the programmes taken by the government to fulfil ICPD commitment to ensure universal
access to family planning. Moreover, the current country situation on PPFP, government‟s actions,
programme to accelerate family planning services across the country and achievements were
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analysed through national and international statistics. We used statistical data from 1994 to 2018,
from the start of ICPD PoA till now, and reviewed policies and programmes for the same period.
th

Information for this part was collected from several national publications such as – BDHS, BBS, 7
th
FYP, and the 4 Health Sector Plan and from published articles, research reports and programme
reports. Both online and printed publications were used as literature source. For electronic literature
source through Google search, Google Scholar, pub med and government websites were used. Many
of the government policies were collected from government websites such as – DGFP website, SDG
Tracker Bangladesh website, Ministry of Health and Family Welfare (MoHFW) website and others. We
also visited websites of international organizations such as – WHO, UNDP, UNFPA, UNICEF, FP2020
website and others.
For endnote and bibliography Chicago Manual of Style (CMOS) sixteenth edition was used.

2.7 Qualitative Research
The qualitative research has been conducted among service providers, policy makers, relevant NGOs
and service recipients with distinct research questions for each group. The research questions are
given in Appendix 5, 6 and 7.
Figure -1 show the flow chart of methodological process for qualitative study with the details of the
tools and techniques used. It also shows the types of respondents in the study.

Informal Discussion and
FGD with service
recipients

Figure-1

Qualitative
Data Collection

Informal Discussion with
service providers

Key Informant Interview

2.7.1 Study Area and Population
We have selected Barguna district under Barishal division for field research. According to the
assessment made by the GOB in adoption of family planning services Barishal, Chittagong and Sylhet
lvii
are the less performing divisions in Bangladesh . Geographically, Barishal is located in the southcentral part of Bangladesh. The division is bordered by the Bay of Bengal in the south. This is a
special feature of this area. A complex network of rivers and canals across the area, make it one of
the hard-to-reach regions in Bangladesh, and therefore the resource inputs are also limited. Some
key features of the study area are presented in the table 1. The table shows the demographic health
lviii
service TFR for Barishal division is 2.2%, median age of first birth of child among women aged 2049 is 18.4, 23% of women give birth to their first child at the age of 15-19. Due to this fact, Naripokkho
has been working closely in Barishal division on health and rights issues of women since 2003.
Considering the resources and availability of time we have selected 2 villages under one union, 1
community clinic, 1UHC and 1 district hospital from the study site.
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Moreover, this area was selected because Naripokkho has been conducting research, advocacy and
lobbying to improve the adoption of FP services provided by the Government. Naripokkho‟s strong
linkage with DGFP and MoHFW proved useful for conducting interviews with service providers at the
district level.
Table – 1
Key features of Barishal District
TFR

2.2%

Median age of first birth age 20-49

18.4%

Women give birth of first child 15-19

23%

Education of girls

76%

Using any Family planning method

63%

Source: BDHS 2014

2.7.2 Socio-demographic Information of the Respondents
This section presents a socio-demographic profile of the respondents using birth control devices
among our interviewees.
Age of the respondents: Respondents‟ age is shown in table -2. Among them 32% were from 26-30
age groups, 27% were from 21-25 years, 21% were from 31-35 years of age and 13% were 16-20
years old. Respondents in the table include participants from both informal and focus group
discussions.
Table – 2
Age

Percentage

16-20

5

13.51 %

21-25

10

27.02%

26-30

12

32.43

31-35

8

21.62

36-40

2

5.40

Total

37

100%

Sex of the respondents: Table 3 shows 97% informants were female and only one male (2%). This
is because of the inclusion criteria of the study. We included those who were using a contraceptive
method and had had a child within 12 months. We have found one man who is currently using
condom because his wife is unwell to use any contraceptive. Besides, he is using the method to
prevent unwanted pregnancy just after having a baby recently.
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Table – 3
Sex
Female
Male

Percentage
97.28
2.70
100%

36
1
37

Educational status: Table 4 shows educational attainments of the respondents. Most of the
informants have primary to secondary level education. Only one participant does not have any formal
education, but she could write her name. It is interesting to mention here that national data on
educational attainment is good in Barishal district (Median years of school completed 4.9% table -5).
Table – 4
Education

Percentage

Primary (5 years of schooling)

13

35.13

Secondary (8 years of schooling)

12

32.43

SSC (10 years of schooling)
HSC (12 years of schooling)
BA 12+ (14+ years of study)
No education
Total

7
3
1
1
37

18.92
8.10
2.70
2.70
100%

Table – 5
Educational attainment by division
Divisions

No education

Completed
Primary1

Secondary completed
or higher

Median year of
completed

Barisal

15.1

15.9

19.3

4.9

Chittagong

21.6

9.6

16.0

6.3

Dhaka

27.2

11.0

14.8

4.5

Khulna

21.6

9.1

12.9

4.9

Rajshahi

25.5

11.7

13.4

4.5

Rangpur

27.2

9.6

13.1

4.4

Sylhet

31.8

16.0

9.4

3.9

Source: BDHS 2014
2.7.3 Study groups
Women who utilized PPFP services, i.e. women who had given birth to children in the last one year,
were included for the interviews. In addition, service providers from government hospitals and union
health complex, MCWC and community clinics were also included for interviews. Key Informant
Interviews (KIIs) were conducted with policy makers (e.g. DGFP) and relevant NGOs providing FP
services at community level. Their voices have added strength to the study as they are in the frontline
of decision making in the matter of service provision.
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2.7.4 Instruments
We developed separate guidelines for interviews and key informant interviews. A checklist was used
for focus group discussion. A consent form for each of our study participants had also been
formulated as a part of research ethics. Consent form copy is included in Appendix 2 and 3.

2.7.5 Sampling and Data Collection
Women who utilized PPFP services, i.e. women who have given birth to children during the last one
year have been interviewed to understand specific issues such as what services are offered in
government health facilities, whether they have any counselling and follow up for complications or
side effects, etc. The team has conducted a total of 6 interviews and 4 Focus Group Discussions
(FGDs) with women who have received family planning services from local government health
facilities or were visited by field personnel. We have conducted four FGDs in 2 villages. Informal
interviews were conducted with service providers (all from Government health facility) including
doctors and nurses who provided family planning related services, FWV, Midwives from primary,
secondary and community level Government hospitals ( 9 informal interview). 5 Key informant
interviews were conducted with policy makers (e.g. DGFP), women activists and NGOs who were
providing FP services.

2.7.6 Data Analysis
Most of the interviews were recorded with prior permission of the respondents. Few among them did
not want to be recorded, so we did not record their voice. We transferred and transcribed the data
immediately after the interviews were done. Due to the shortage of time the data were analysed
manually. We had developed a coding list in line with the objectives of the study. The coded data
were summarized as per our themes identified.

2.7.7 Ethical consideration
Written consent was taken from each of the study participants prior to conducting the interview.

2.7.8 Limitation of the study
Due to the shortage of time and resources we could not expand the research site and sample size.
This is also the reason for not revisiting the respondents for further queries.

2.7.9 Study period
June-October, 2018
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Chapter 3:
FINDINGS
Existing Perceptions on using family planning methods during postpartum
Our informants are those who have delivered a baby in last12 months and currently using any types
of family planning methods. Most of the informants have said that they are using contraceptive
methods to prevent unwanted or untimed pregnancy. Some of them have one or two children but still
want more and are currently using a method because they want to have a gap before another
pregnancy.
„I already have two small children, I don’t want another baby right at this moment; for this reason, I
went to health complex to take injection‟ -a mother of two babies stated.
Oral pills and injections are most common family planning method among our informants. Our
respondents said that they used oral contraceptive pills right after delivery.
One respondent said, „I start taking oral pills after 41 days of my delivery, field visitor provides the
pills. I will switch to injections after few months.‟
Another respondent said that „Often I forget to take pills on daily basis. Injections are better compared
to oral pills. Injections are effective for three months, so once you have taken you are relieved for
three months.‟
A very few are using condoms as men are not willing to take the burden of contraception. We have t
only one male informant who is currently using condom – „My wife could not bear the side effects of
oral pills, so I am using condoms‟.
Majority of the informants were reluctant about permanent methods, except two who had recently
undergone tubectomy as the couple did not want any more children. Those who are using implants
also showed positive attitude despite having some complains about side effects. Table – 6 shows the
popular methods used by our informants.
Table – 6
Contraceptive method
Pill
Condom
Injection
Implant
Tubectomy/Ligation
Total

Percentage
43.24
2.70
29.73
18.92
5.41
100%

16
1
11
7
2
37

Perceived benefits of Implant
The use of contraceptive is clearly associated with avoiding unexpected pregnancy. FWVs working at
community level are the source of information in this regard. Implant is perceived as a confirmatory
contraceptive in response to unexpected pregnancy. It does not need to be taken every day. As far as
oral pill is concerned it has to be taken every day.
One woman said, „The FWVs tells that it is a good option to avoid unexpected pregnancy. Once you
take there will be no pregnancy‟.
Often unexpected pregnancy occurs due to irregular use of oral pills. If a single day is missed, then
this can be the reason for an unexpected pregnancy.
One woman in group discussion said, „I don’t’ want a child right now, so I switched from oral pills to
Implant‟.
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Perceived side effects of Implant
Women are less likely to adopt IUD as long-term method. They use implant which causes nominal
wound in the body. Several reasons were reported when we asked them about the side effects of this
method. Most of the women mentioned illness or pain as the side effect of this contraceptive.
One shared her experience as, „It didn’t suit me and I got sick frequently. I felt weak, had bleeding and
my hands got frozen during that time‟.
Another woman said, „I adopted implant after the birth of my first child which I withdrew. I had
headache during that time (for the implant). Then my hands also got frozen‟.
Some FGD participants reported that due to the adoption of contraceptive their menstruation stopped,
and they experienced enormous physical discomfort. During informal interview one woman said,
„Period stops due to the contraceptives like oral pill, injection and implant (kathi)‟.
Women remain involved in household chores. This is, in Bangladesh context, perceived to be the
main responsibility of the women. The use of contraceptive cause physical discomfort and often it
becomes tough for them to carry out the household responsibility. For that few women either do not
use contraceptive or withdraw after experiencing the side effect.
One woman said, „I couldn’t carry pitcher as my hands ached for the implant. For that I withdrew it‟.
The perceived side effects by the respondents are associated with the standard of counselling
provided by the family planning service providers. One key informant (a senior level family planning
manager) has said that not all are able to counsel properly as far as family planning issues are
concerned. Detailed and thorough information to the users is important for attaining the expected
outcomes. One key informant said that one rod implant is preferred by most of the women and the
providers. The effect of two rod lasts for five years but it is not popular at users‟ end.
Source of getting family planning method
The most common method is oral pill (AponBori) but the popular method among women is injection.
Both the methods are free at UHCs & Union Health and Family Welfare Centres (UHC & FWCs). Due
to its high demand the service providers keep some stock of injections at their residences so that
women can have easy access at any time. That apart, pills have fewer side effects and do not affect
the breast-milk flow. However, the pill is prescribed after 6 weeks of childbirth, but many women
conceive within this time. The service providers carry out counselling for IUD and Implant which is
their main responsibility rendered by the Government. Our data shows that despite the service
providers‟ motivation women do not prefer IUD instead they go for implants, and in limited cases
Emergency Control Pill (ECP) during postpartum period.
When we asked about the availability or source of information of the methods, they said most of them
went to the UH&FWCs, collected pills from Family Welfare Assistants (FWAs) and some went to NGO
clinics (Shurjer Hashi / Smiling Sun). Women have said family planning methods are available in
government and non-government health facilities and they can purchase from local pharmacies as
well. Implants are given in UHCs and MCWCs by a doctor trained in family planning. These doctors
receive special training from DGFP. It is also given by NGO clinics under the supervision of trained
staffs.
„I stay in a remote area where no public health facility is near my residence. So my husband
purchases oral pills for me from the local pharmacy‟- one informant in the group discussion stated.
Another woman mentioned that she went to a local pharmacy to take injection. The FWCs provide
family planning methods free of cost such as pills, condoms or injections. They also provide
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counselling services; follow up services and clinical assistance for side effects caused from family
planning methods.
Impact of awareness Programmes
The respondents were aware about the benefits of using contraceptives for the on-going awareness
programmes on family planning. They are motivated to use contraceptives. Women want to avoid
pregnancy, but they do not want to experience the associated health hazards.
One respondent said, „Conception occurs if a woman does not use any contraceptive method right
after the delivery. Then she had to undergo menstrual regulation (MR), which has many health
hazards. Sometimes it can be life threatening. Women use contraceptives right after the delivery to
avoide such risks.‟.
In recent days women tend to avoid consecutive pregnancies due to increased awareness of health
risks. It was interesting to find the positive impact of family planning awareness Programme. We have
found family members encourage the women to opt for contraceptive methods. Some of the
respondents have said that their elder members (aunt, mothers-in-law) send them to the centres.
Social aspect of using contraceptives:
The mind-set of the mass has now changed about the adoption of family planning methods (by
women). Senior members of families are reported to be positive regarding the use of family planning
methods by younger family members. Respondents said that in recent times everyone in the family is
aware about the need for a contraceptive method. „There is no constraint from the family for using
contraceptives. Everyone is willing to take contraceptive method‟. This shows that family planning is
no longer a matter of secrecy; rather, it is discussed in the family.
One woman said, „My husband’s paternal aunt accompanied me to the health centre for taking a
contraceptive method‟.
Majority of our respondents reported being positive concerning the adoption of family planning
methods. However, social or religious norms still influence decisions regarding contraceptive use. For
instance, one Hindu respondent who had undergone ligation was concerned about her participation in
religious rites. She saw herself as unworthy of giving water to a dying person, and unable to attend
prayer ceremonies.
Decisions on contraceptive method
Aspiration for family size depends on the will of both husband and wife. Women take the decision by
discussing with their partners. When asked who took the decision for using a family planning method
most of the women said, „I decided to adopt a certain family planning method to maintain my family
size by consulting with my husband‟.
One male respondent used condom as his wife felt physically unwell in using pills. This was
interesting indeed because in most of the cases men do not want to take the perceived burden of
using a contraceptive method. Mothers, sisters, in-laws and other female members were involved in
the decision-making process. „My sister-in-law visits the satellite clinic for taking injections. I
accompany her‟- a woman stated in a group discussion.
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Chapter 4:
SUMMARY AND DISCUSSION
Our study shows that women prefer long term methods like Implant or Injections although oral pill is
most common method. Therefore, it is important that service providers are well trained to deliver the
desired FP method and services properly. Besides the increasing awareness among our participants
due to the government‟s awareness Programmes and availability of methods at public health centres,
our study also finds few gaps regarding PPFP services at public health facilities that need to be
addressed by the government.
Training
Despite government‟s integrated actions to strengthen health system still there is need to train the
professionals who provide family planning services. Service providers have professional skill to
provide effective family planning services but many of our respondents reported that they did not get
adequate information and counselling. Contrary to that, few respondents said that they got detailed
information and counselling from the service providers.
There is regular training provision for the service providers, but the curriculum and length of trainings
are not sufficient for quality services. There should be issue specific intensive training Programme
rather than a training that covers multiple issues within a limited time frame. It seems difficult for the
training recipients to memorize all lessons during courtyard discussion sessions- said by one FWV.
Recently, Paid Peer Volunteers (PPVs)have started working after receiving 6-day training. This
training is not sufficient at all. Moreover, they do not have any manual or charts with them. Therefore,
PPVs need more intensive training.
Lack of facilities and readiness
There remains virtually no gap in terms of the relevant policies or the willingness of the policy makers.
The main challenges are at the ground level from where the services are given. The health centres
lack instruments trained human resources, proper monitoring of quality and appropriateness of the
services provided by the family planning and health professionals at the users‟ level and other forms
of preparedness though comprehensive services are expected by the beneficiaries.
As one respondent said, „The UHC (govt, health facility) does not have the option for a c-section. I
went to a private clinic for the caesarean operation and family planning services. After my delivery my
tubectomy was done as I do not want children anymore. Prior to that one FWA motivated me to adopt
a permanent method because she knew that I was interested to take a permanent method.‟
Despite the constant effort of the government, a major challenge that remains is the provision of
comprehensive family planning and reproductive health services at the community level. To ensure
universal access this problem needs special emphasis. During our investigation we asked our key
informants who work in top level health management, who also accepted the fact that if the facilities
are not upgraded with trained staff, instruments and other facilities it will not be possible to achieve
the goals set by ICPD or MDG.
For instance, one of our key informants stated - „I think the plan should be more intensive and that
requires a competent implementation team. We intend to ensure safe delivery all over the country, but
we do not have a team approach. If it is not in place, then people will not come to the institutions. The
rate of caesarean operation is going up. The only way to stop this is the presence of a delivery team
and adequate infrastructure where it can take place. We are yet to set-up the full-fledged facilities. We
have started this (delivery) at the FWC but it lacks adequate manpower. Before installing such
facilities, we cannot tell them to come and get the delivery done at the FWC. It is not possible to
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handle 5 cases at a time.... What we need to do first is to create the facility and then tell them to avail
it‟.
Inadequate monitoring and supervision
Upazila level activities are monitored by the divisional directors; union level activities are monitored by
the concerned Upazila authority. Family Planning Clinical Supervision- Quality Improvement Team
(FPCS-QIT) has been formed in 64 districts. There are one regional & district consultant, one nurse
consultant, and an electro-medical consultant for this assignment. They monitor the work across the
district. They are supposed to visit one centre during every three months and provide a report.
Counselling and providing detailed information, ensuring consent are some issues which need to be
included in the training. Weak monitoring and supervision at field level was one of the leading causes
along with lack of skills among service providers, side effects of the long acting methods,
misconceptions of methods, etc. These are the key reasons for people‟s unwillingness to adopt the
methods. Providers still need technical knowledge to address the issue of side effects properly. The
government has formed clinical supervision team in 64 districts but still there is a list of tasks to do.
One key informant stated that the health sector is yet to develop a monitoring system for rendering
family planning services.
Dual administrative system
3500 FWCs have been established across the country, of which around 2500 are run by the DGFP.
The rest 1000 FWCs are under the DGHS. It was reported that the DGHS has not posted staff in
those centres. Rather, family planning staff are providing the services. In this context the family
planning staff take an additional burden. This also results in confusion in their identity on the job. This
compromises the quality of service. As a result, the beneficiaries suffer. DGHS should appoint trained
health staff of their own. DGHS needs to address this issue.
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CONCLUSION
1) Desk Review
The desk review concludes with the understanding that from the beginning of the country‟s
independence, the government has strong commitment, partnership with non-government
organizations (NGOs) and international technical and financial assistance play a great role to improve
the access to healthcare facility. The ICPD provides a framework to integrate government‟s plans and
programme in a synergetic manner.
Role of GoB
Bangladesh had signed the ICPD PoA, with focus on achieving universal access to reproductive
health services throughout the country by 2015. The PoA had an important influence on the
population sector in Bangladesh through subsequent steps taken by the country; such as clear
measures to address population issues and formulate policies and directives. Each of these policy
documents incorporated some of the important components from ICPD to implement population
programme in the country. Moreover, ICPD brought a momentous change in public health sector of
Bangladesh. While it was only focused on Maternal and Child Health (MCH) service, ICPD PoA
provided a framework to integrate family planning with the population sector development
According to the FP2020 action plan, Bangladesh will fulfill its commitment for PPFP by implementing
the National Postpartum Family Planning Action Plan through training of doctors, midwives, nurses
and in part by placing FWVs in each of the 64 district hospitals.
The GoB has initiated population and nutrition sector programmes to strengthen family planning and
reproductive health. It has formed a national committee and developed a national action plan for the
implementation of ICPD PoA goals. DGFP is implementing the National PPFP Action Plan. Initiatives
by DGFP such as – promoting contraceptive use in postpartum period through various FP methods
including hormonal implants, intra-uterine devices (IUD), tubectomy and vasectomy, making PPFP
services available from national to grass root level health facilities reflect government‟s commitment to
achieve its family planning objectives. Moreover, government has targeted to achieve goals by 2021
like reducing the TFR from 2.3 to 2.0, increase CPR from 62% to 75% and reduce Discontinuation
th
Rate from 30% to 20%. Besides these, family planning is one of the top priorities in 4 Health Sector
Programme 2017-2021. This suggests that Bangladesh is committed to achieve SDGs.
Gaps and challenges
Although much progress has been made over the last decade, there are some gaps that need to be
addressed to achieve universal access to sexual and reproductive health and rights. According to
Health Financing Profile Bangladesh 2017 by WHO, the out of pocket expenditure on health is
71.82% while domestic general government health expenditure is only 0.39% of the GDP. Therefore,
it is essential to increase domestic resource allocation to achieve the SDG goals and targets in order
to further advance the progress of SRHR in Bangladesh.
Adequate spending is needed to implement comprehensive sexuality education, maternal health
services, the meeting of contraceptive needs, as well as the full architecture of SRHR services.
However, the allocation for the health sector continues to decrease every year. The 2018-2019 fiscal
year budget has 23,383 crore taka allocations for health sector is only 0.92% of the GDP and it is the
lix
lowest among 21 countries of south, southeast and southwest Asia . This meagre allocation is totally
inadequate since the country‟s population and the cost of medical services are rising every year.
Bangladesh is allocating less than one per cent of the GDP for the health sector while WHO guideline
suggests allocation of 4-5 per cent of the GDP.
Educational attainment of the women has an implication on their family planning practices. The TFR
of a woman with no education is 2.9 while it is 1.9 per woman who has secondary or higher
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education. Moreover, there is a negative correlation between births with wealth. The number of
women in the highest wealth quintile having more than one child is less than women in the lowest
wealth quintile. Therefore, TFR is associated with education, wealth and other social determinants
and increase of CPR cannot reduce it solely.
There exists an urban-rural difference in the use of contraception. While 52% of urban women use a
modern method, only 46% of rural women use the modern FP method. Furthermore, among the
modern methods 50.1% women using birth control pill while the percentage of using a condom by a
male was only 11.9% in 2017. Family Planning methods are mainly targeted to women. These
methods have greater side effects than male contraceptives. As women in our society, especially in
rural areas have limited decision making power, they cannot fully assert their sexual rights, and hence
avail the existing family planning methods. Also, as there are fewer contraceptive options for men, the
onus is left solely on women, who as we have seen have little or no decision-making power.
The divisional difference in unwanted pregnancy and CPR indicates that there is a need for specific
regional interventions and approaches which is absent now. One-size-fits-all service delivery model
for FP is not adequate to address the needs of specific population groups. There are certain needs for
married adolescents and other married women to be addressed, otherwise the huge gap between the
unmet need for FP (17% for adolescent and 12% for all women) cannot be minimized.
Primarily, the population growth of the country continues; a large proportion of which is composed of
young people. Secondly, despite efforts by the government, CPR has increased by less than 1%
annually over the last two decades. TFR is associated with education, wealth and other social
determinants and increase of CPR alone cannot reduce it. Major challenges remain in improving the
status of PPFP in Bangladesh.
One of the serious problems of FP programme in Bangladesh is that vast majority of contraceptive
users depends on hormonal methods and promoting LAPM remains a big challenge.
2) Study findings

Women who utilized PPFP services, i.e. women who have given birth to children during the last one
year have been interviewed to understand specific issues such as what services are offered in
government health facilities, whether they have received any counselling and follow up for
complications or side effects. Most of the informants have said that they are using contraceptive
methods to prevent unwanted or untimed pregnancy.
Contraceptive usage
Oral pills and injections are most common family planning method among our informants. They used
oral contraceptive pills right after delivery. A very few respondents were using condoms as men were
not willing to take the burden of contraception. Among the informants only two who had recently
undergone tubectomy as the couples did not want any more children.
Both the methods are free at UHCs & Union Health and Family Welfare Centres (UHC & FWCs). The
service providers carry out counselling for IUD and Implant which is their main responsibility rendered
by the Government. Our data shows that despite the service providers‟ motivation women do not
prefer IUD instead they go for implants, and in limited cases Emergency Control Pill (ECP) during
postpartum period. The respondents go to the UH&FWCs to collect pills from FWAs and some of
them collect from NGO clinics (Shurjer Hashi / Smiling Sun).
Decisions on contraceptive method
Women usually take the decision on adopting a family planning method by discussing with their
partners. One male respondent used condom as his wife felt physically unwell in using pills. This was
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interesting indeed because in most of the cases men did not want to take the perceived burden of
using a contraceptive method. Mothers, sisters, in-laws and other female members were also found
involved in the decision-making process for some respondents.
Impact of awareness Programmes
The respondents were aware about the benefits of using contraceptives for the on-going awareness
programmes on family planning implemented by GoB and NGOs. They are motivated to use
contraceptives. Women want to avoid pregnancy, but they do not want to experience the associated
health hazards.
Due to positive impact of family planning awareness programme senior members of the family
encourage the younger family members to opt for contraceptive methods. This shows that family
planning is no longer a matter of secrecy; rather, it is discussed in the family. However, social or
religious norms still influence decisions regarding contraceptive use.
Training
There is regular training provision for the service providers, but the curriculum and length of trainings
are not sufficient for quality services. It seems difficult for the training recipients to memorize all
lessons during courtyard discussion sessions- said by one FWV. Recently, PPVs have started
working after receiving 6-day training. This training is not sufficient at all. Moreover, they do not have
any manual or charts with them. Therefore, PPVs need more intensive training.
Lack of facilities
The health centres lack instruments, trained human resources, proper monitoring of quality and
appropriateness of the services provided by the family planning and health professionals at the users‟
level and other forms of preparedness though comprehensive services are expected by the
beneficiaries. Despite the constant effort of the government, a major challenge that remains is the
provision of comprehensive family planning and reproductive health services at the community level.
To ensure universal access this problem needs special emphasis.
Monitoring and supervision
Upazila level activities are monitored by the divisional directors; union level activities are monitored by
the concerned upazila authority. Family Planning Clinical Supervision- Quality Improvement Team
(FPCS-QIT) has been formed in 64 districts. There are one regional & district consultant, one nurse
consultant, and an electro-medical consultant for this assignment. They monitor the work across the
district. They are supposed to visit one centre during every three months and provide a report.
Dual administration by DGFP and DGHS
3500 FWCs have been established across the country, of which around 2500 are run by the DGFP.
The rest 1000 FWCs are under the DGHS. It was reported that the DGHS has not posted staff in
those centres. Rather, family planning staff are providing the services. In this context the family
planning staff take an additional burden and quality of service suffers.
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RECOMMENDATIONS
Based on the findings from both desk review and field research these recommendations
have been drawn mainly for the government of Bangladesh to implement and for other
stakeholders to follow.
1. For the Government of Bangladesh
1) In general, although GoB systematically develops new policies, strategies and plans for
Family Planning Programme which provides many lessons and emerging issues that need
to be addressed in order to accelerate access to postpartum family planning. There are
some gaps that need to be addressed to achieve universal access to sexual and
reproductive health and rights. Special efforts along with awareness and counselling should
be provided for disadvantaged areas and communities to reduce regional imbalances and
increase in CPR in all divisions.
2) To achieve national contraceptive and fertility goals by 2021, the rate of increase in CPR
must double along with reducing the discontinuation rate from 30% to 20% during the same
period.
3) For counselling on proper and timely use of FP contraceptive by postpartum women, it is
important having one on one interaction with them to advise them for birth spacing and
fertility planning shortly after they have given birth.
4) The government should not primely focus on promoting permanent methods for women but
should also promote methods for men.
5) The government is trying to promote implant at postpartum period, but very few women are
adopting implant method due to fear of side effects. Counselling efforts should be
strengthened to motivate the women to adopt implant and other long-term methods.
6) To increase the recipients of PPFP, stigma around this issue should be reduced and
removed. Service providers lack proper training and manual that are required to respond to
existing misbeliefs. The government should systematically improve the existing training
materials, develop new manuals and improve quality of training to the service providers.
7) Most women prefer long term methods like Implant or Injections although oral pill is most
common method. Therefore, it is important that service providers are well trained to deliver
the desired FP method and services properly.
8) There should be issue specific intensive training Programme rather than a training that covers
multiple issues within a limited time frame. It seems difficult for the training recipients to
memorize all lessons during a short courtyard discussion session.
9) Service providers lack motivation to provide adequate information and counselling services to
the users. GoB should have regular motivational programme for the service providers.
10) Weak monitoring and supervision at field level was one of the leading causes for weak
delivery of FP services to the users. The government has formed clinical supervision team in
64 districts but their performances are not monitored properly. The GoB has to strengthen
the monitoring system for rendering family planning services effectively.
11) Dual administrative system in the Ministry of Health and Family Planning remains an
ongoing issue to be resolved; 3500 FWCs have been established across the country, of
which 2500 are run by the DGFP. The rest 1000 FWCs are under the DGHS. The DGHS
has not posted staff in those centres. Rather, family planning staff are providing the
services. DGHS should appoint trained health staff of their own.
2. For NGOs
1)
At the user‟s level coordination between GoB and NGOs is to be strengthened. The NGOs
should initiate a regular coordination meeting with GoB service providers at local level
hospitals and centres to know what the services are rendered by GoB. This will facilitate the
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process to provide quality services to family planning users and ensure best uses of the
resources by both NGOs and GoB.
2)
NGOs should initiate a joint monitoring system with GoB of the services provided by both
institutions at the users‟ level to avoid duplication and facilitate better coverage.
3. For Naripokkho
1)
Disseminate the study findings to the Government of Bangladesh, NGOs, other national and
international institutions those who are working in health and family planning sectors.
2)
Carry out advocacy with GoB to implement the recommendations made in this study.
3)
Follow up with GoB and monitor on the progress made to implement the recommendations.
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APPENDICES
Appendix 1

The ICPD’s Twenty-Year Goals, 1995-2015
Provide universal access to a full range of safe and reliable family planning methods and related
reproductive health services.
Reduce infant mortality rates to below 35 infant deaths per 1,000 live births and under-5
mortality rates to below 45 deaths of children under age 5 per 1,000 live births.
Close the gap in maternal mortality between developing and developed countries. Aim to
achieve a maternal mortality rate below 60 deaths per 100,000 live births.
Increase life expectancy at birth to more than 75 years. In countries with the highest mortality,
aim to increase life expectancy at birth to more than 70 years.
Achieve universal access to and completion of primary education; ensure the widest and earliest
possible access by girls and women to secondary and higher levels of education.
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Appendix 2
Naripokkho
Compliance Letter
„Sexual and reproductive health and rights‟ are important factor in controlling women's health and
empowering women. Naripokkho is conducting a qualitative research to explore availability and
accessibility of PPFP services as per Government commitment, to understand the practical scenario
of the existing FP services. Being a receiver of postpartum family planning service, we are hoping to
know your experience and feedback about the types of services you are getting from the government
healthcare institutions. We hope that you will be able to help us with our important insights on this
topic.
We have selected you from this locality to get information for our research. Keeping your name and
identity confidential, we will only use the information for this research activity.
We are requesting for 30 to 40 minutes time from you, to gather the information we need for the
interview. In order to get accurate information, we would like to record the interview, if you have any
disagreement about this, we will refrain from recording.
If you are willing to participate in this interview, please sign the following:
Name

Age

Occupation

Address & Phone no.

Signature

1.
2.
3.

For Queries, please communicate:
Naripokkho
House-75, Nilu Square, Road-5/A and Satmasjid Road, Dhanmondi, Dhaka-1209
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Appendix 3
Naripokkho
Compliance Letter
„Sexual and reproductive health and rights‟ are important for women's health and for empowering
women. Naripokkho is conducting a qualitative research to explore availability and accessibility of
PPFP services as per Government commitment. To understand the real scenario of the existing FP
services and working along with postpartum family planning services, we are hoping to know abo0ut
your experience about the types of services relative to Postpartum Family Planning 2020
Commitment. We hope that you will be able to help us with your important insights on this topic.
We have selected you from this locality for acquiring information for our research. Keeping your name
and identity confidential, we will only use the information for this research activity.
We are requesting 30 to 40 minutes of your time, to gather the information we need the interview. In
order to get accurate information, we would like to record the interview, However, if you do not agree
we will refrain from recording.
If you are willing to participate in this interview, please sign below:
Name: ...........................
Designation: ...........................
Date: ..............................
Address and phone number: ...................

For Queries, please contact
Naripokkho
House-75, Rangs Nilu Square, Road-5/A and Satmasjid Road, Dhanmondi, Dhaka-1209
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Appendix 4
Focus group Discussion Guideline:
Naripokkho
ICPD + 25 Project
Necessary materials:
Notebook / Book
Pen / pencil
The questionnaire, photocopy of the necessary documents along with the list of participants (keep
extra copies)
White paper
Audio Recorder
Others
Place selection:
Keep in mind that the place for discussion is open and friendly so that the participants feel relaxed
Choose a place with adequate light and air
Choose a location the participants can easily travel to
Participant Selection:
Local women, who are18+ years old women, who have been using a contraceptive method
Must have a 1 to 12 months old child
For each group discussion, select a minimum 06 of and a maximum of 12 participants
Instructions for Operator:
Thanks to the participants for coming
Find out briefly whether anybody has a problem during the visit
Explain your identity, where you come from, and your purpose for today‟s discussion
Find out the name, identity of the participants
Make a good rapport with participants at the beginning of the discussion
Please give a quick overview of the topic in the discussion
Conduct discussions as per questionnaire / guideline
Try to get a clear idea
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Break down big questions into small questions
Ensure participation of everyone present in the discussion, create an environment so that everyone
can participate and give their own opinion
Discourage talk of multiple people at once
Do not provide any knowledge or ideas during the discussion
Keep in mind that the discussion does not go into dispute
Listen carefully to the person who speaks and ask others to listen
Keep small notes for convenience
Instructions for the note taker:
Enter the names, addresses and phone numbers and signatures of participants at the beginning of
the discussion
Sit in the place where the note taker will not attract the attention of the participants
Do not have any opinion or analysis in the discussion
If you have something to ask, you can write on a small piece of paper and send it to the operator
Find out the answers to the questions you have.
Try to write down the exact quotation.
After returning the discussion facilitator and note taker, will sit together and make detailed notes (by
typing into a computer) and send it to the concerned person.
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Appendix 5
Naripokkho
ICPD +25 Project
Type of Interview

Stakeholder/ Criteria of the Informant

Focus Group Discussion

Those who have adopted family planning
methods

(FGD)
In-depth Interview

Question Checklist:

Ice Breaking: Discussion on the types of
livelihood and household
1. How many children do you have? How old is the youngest child?
2. Why are you using birth control methods? (PPFP)
3. What type of family planning method do you use? Why did you choose this method of birth
control? How long have you been using this?
4. How long after your delivery did you start using this method?
5. Should everyone use birth control methods? Why?
6. Have you used any other method previously? (If yes) how long has it been used?
(If changed) why did you change from the previous one? And why have you switched to this
specific one?
7. Who took the decision to take family planning method in your family- you / your husband?
(Why did your husband / you decide? why not the other way round?)
Who took the decision of the particular method? Who has taken this method / methods? Was
this convenient for you?
8. Is the procedure long term? Or short term? (Timeline of the method)
9. From where did you take the service?
10. (of all the methods have been used by the family) From whom / from any organization have
you come to know about this method?
11. When you first came to know about this method, what information did you get about this
method?
(Probing)



Usage of the method
From where to take the service
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What are the problems / side effects / limitations?
For how long is this procedure effective?
Did you come across anybody who had already used this method?

12. How did you know that it will serve/ complement your needs?
13. Where did you get the service from? Why?
14. How did you get there?
15. Does the health care service provider come to your home when you need it?
16. What kind of information did the service providers give you before taking the method?
17. Is the place convenient or easily accessible? (Probing: Confidentiality,.......)
18. Are you satisfied with the health care hospital/ centre and from whom? (Why satisfied)
19. Did you have any problems there? (Probing)



What are the problems? How do you manage to solve the problem?
How far is the health service centre? (Money for travel/ any other problem)

20. Were the service providers friendly enough?
21. What is your satisfaction with the service? If you want to give numbers between 1 and 5, how
much?
22. Is counselling done in that health service centre?
23. If there is a problem, do they recommend you to go somewhere else?
24. Once you take the service do they supervise you further?
25. Did you experience any physical problem? (Weakness in doing daily work .........)
26. Did you experience any sexual problem, what problem? (Physical intercourse, menstruation,
breast feeding, conceiving next child after discontinuing the method)
27. Has the complication been resolved? How did it happen?
(Probing)






From whom / from any organization?
Have you gone alone / assisted by someone? with whom?
How did you manage time? who took the decision to go to the service centre to
consult?
How long did it take to solve the problem?
Are you satisfied with the solution?

28. Is there any service charge?
(Probing)



Where does the money come from? (Own / her husband/ where)
how do you manage the necessary money?

42

National Report on The State of the Region Report on Sexual
and Reproductive Health and Rights: ICPD+25
29. If no service charge is required, do you think the quality of service would have been better, if
you had given any money (incentive) to anyone?
30. How far is the health service? (Money for travel or communication)
31. Do you have to pay any money to the middleman?
32. Do you have any social / family barriers to use the birth control system? (From family,
religious beliefs, people of the area, from religious institutions.
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Appendix 6
Naripokkho
ICPD + 25 Project
Type of Interview

Stakeholder/ Criteria of the Informant

Interview

who provide services for birth control

Question Checklist:
1. How long have you been working in this institution?
2. What kind of health service are you providing/ involved with? [Details]
3. Why should one adopt family planning methods, in the postpartum period?
4. Kindly explain the details of Postpartum Family Planning services of your institution



Do you serve immediate PPFP methods in your institution? How are women made
aware about the services?
How do you disseminate the information to the service receivers? (Means of
communication, or awareness raising on immediate measures on family planning?)

5. What Postpartum Family planning services does your institution provide?
6. What kind of problems do you face while providing health services (specifically PPFP)?
7. How do you solve these problems? How does your organization help you solve these
problems? If you don‟t get the proper guidance, what assistance do you need?
8. Who are more likely to take birth control procedures/ PPFP? Men/ women? Why?
9. Which are the most accepted methods? Why?
10. Are there proper supply and stock of that method? If not, why? How do you ensure the proper
stock and supply of the method?
11. Does your organization provide counselling services related to PPFP? (Methods/ tools used
to provide accurate information) Is it functioning properly?
12. Is there any follow-up system? What is the procedure?
13. Quality of service? (What are you doing to ensure reproductive health, information delivery
and counselling with regard to an emergency situation or natural calamities)
14. What is the process of managing (collecting, utilizing and preserving) information about family
planning?
15. How to improve the quality of health service?
16. What kind of knowledge/skill trainings service providers are needed to ensure quality PPFP
services?
17. What can be done to encourage people in PPFP?
18. What are the barriers for Postpartum Family planning? What are the solutions?
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Appendix 7
Naripokkho
ICPD +25 Project
Type of Interview

Stakeholder/ Criteria of the Informant

Key Informant Interview

Those who directly work on providing service related to Postpartum
family planning

(KII)
Those who play the role of policymaking regarding birth control system
/ Postpartum family planning

Question Checklist:
1. What are the Programmes related to family planning in the organization you work with?
What are the priority areas regarding postpartum family planning? (Education,
awareness, service, access, usage, quality)
2. Details about the government‟s postpartum family planning 2020 in Bangladesh.
3. How is this plan being implemented?
4. Government's commitment to the proposed process: (Details Following)
5. Linkage and reflection of women‟s rights in the plan.
6. Relation with SDG and PPFP 2020 Plan
7. How is this plan being implemented at the local level? / What are the steps being taken to
ensure the proper implementation?
8. What are the future plans to improve the present health service system?
9. Are there any other initiatives from the Government / your organization in Bangladesh
regarding family planning
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