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1.
Background

The Bangladesh population programme ranks among the most comprehensive programmes of its kind in the world, with convenient, low-cost, and effective family planning and maternal and child health (MCH) service delivery, together with comprehensive information, education, and communication (IEC). The Bangladesh programme is also one of the most successful family planning programmes ever organized. In just over two decades, the contraceptive prevalence rate (CPR) has increased by six times from less than 8 percent in 1975 to 49 percent in 1997. Consequently, the total fertility rate (TFR) has declined by about half during the same time period, from 7 to 3.3 births per woman, on average. Capabilities to plan and implement this comprehensive programme have been enhanced by a research programme known as the Maternal and Child Health and Family Planning Extension Project, or "Extension Project.
"  Originally conceived as a study to test the means of scaling up operational elements of the Matlab experiment, the Extension Project has become a mechanism for strategic planning, organizational change, and programme development in the national programme. 

To foster organizational change and development in the national health and population programme, the Extension Project conducts three simultaneous activities on a sustained basis. First, diagnostic research is conducted on priority operational problems by teams of project scientists with continuous feedback of findings to functionaries at different levels of the Government of Bangladesh (GoB) Ministry of Health and Family Welfare (MOHFW). Second, operations research is conducted to test proposed changes in programme activities and strategies. Experimental studies, pilot programmes in systems development, and other activities are conducted in close collaboration with the MOHFW officials.  Finally, collaborative review of lessons learned from field trials and diagnostic research leads to the scaling-up of activities, research utilization and national programmatic and policy changes. 

A critical element of the Extension Project has been its close collaboration with the MOHFW.  The Project is the largest collaborative operations research effort between the International Center for Diarrhoeal Disease Research, Bangladesh (ICDDR,B) and the MOHFW.  The Project is funded by USAID and receives technical assistance from the Population Council.  A National Steering Committee, headed by the Health Secretary, provides overall guidance to the Project and reviews its activities.  Although research is generated by the Project, all service activities, field management/supervision, and research utilization activities are the responsibility of the MOHFW. This design ensures that agencies responsible for using research results are fully involved in planning research, interpreting results, and controlling service operations. Under this arrangement, ownership of project outcomes is vested in the policy community, with researchers functioning as change agents, research technicians, and counterpart advisors. The primary goal of the Project has been to develop programme operations using the existing MOHFW service delivery system and available resources, with a secondary focus on demographic outcomes. The aim of the Project is to provide collaborative support to the MOHFW in determining areas of critical need in the service delivery system, to develop innovative solutions, to evaluate the impact of these efforts for possible replication in the national programme, and to provide technical assistance for resulting scaling-up activities in the national programme, as needed.

The approach of the Extension Project is potentially effective in settings such as the MOHFW, where government commitment to action in the population field is strong, and demand for services is great, but organizational capacity is impeded by bureaucratic traditions and resource constraints. Changing the way such programmes function not only requires identifying what works, but also creating a framework for the application of research findings. 

In many developing countries, governments have failed to adequately meet the health care and family planning needs of rural populations. Large-scale national programmes are marred by organizational deficiencies, financial limitations, and technical lapses. In contrast, small scale projects, with unique capacities to adapt services to the social environment, often have dramatic results. Small-scale projects have the advantage of operational flexibility, permitting leadership to understand problems and take administrative action. These pilot projects serve as testing grounds for innovations that, if successful, can be scaled up into the national programme.

The Matlab project is a unique case in point. First, there is little doubt that Matlab was a success. By 1982, clear and unequivocal results demonstrated that reproductive change could be induced and sustained by service delivery activity.
 These findings established that latent demand for family planning exists, and that public investment in supply-side activities is fundamentally sound. The Matlab project appeared to put the issues of the international population debate to rest.
 Ever since their inception, the demographic rationale of family planning programmes had been questioned on theoretical grounds. Opponents to the demographic rationale for family planning programme saw demand as an antecedent to use of contraception; if demand exists, fertility will be regulated by traditional means. Family planning programmes were seen as a way to improve the efficiency of fertility regulation, but had no causal role in inducing reproductive change. Many influential observers argued for policies and programmes that would change the climate of demand for contraception in settings where fertility decline had not occurred; in the absence of direct evidence of prior demand and ongoing fertility change, investment in supply-side policies lacked research-based rationale. Matlab, thus established that the fundamental policies of the GoB were sound: investment in family planning services addresses unmet need, changes contraceptive use patterns, and significantly reduces fertility.

What was then needed was research on how to make the national programme work better. Matlab was judged to be relevant to policy only in the sense that current demographic targets had been achieved by the project. On the one hand, criticism was directed to the high cost and artificial operational design of Matlab, while on the other hand the MOHFW officials were impressed by the fact that Matlab had achieved results that the government sought to achieve nation-wide.
 Attention turned, therefore, to the question of how replication could be achieved with realistic resources, borrowing from Matlab what could be transferred, and abandoning elements that failed to fit in the national programme. Out of these deliberations, commitments were made to develop the Maternal and Child Health Extension Project.

The Extension Project was originally set up in 1982 to provide a means to transfer the successful interventions of the Matlab Health and Family Planning Project to the MOHFW programme in rural areas. Beginning in 1985, the Extension Project expanded its collaboration and assistance to the GoB beyond the application of the Matlab experience to the national programme. This change was related to the observation that diagnostic research identified problems that could not be researched at Matlab, and generated questions that could only be resolved by operations research in the Extension Project areas. Thus, several small-scale, special-purpose operations research activities were conducted in close collaboration with the government. Results were subsequently integrated into the national programme, either through government circulars, or through a sustained programme of implementation, involving technical assistance from Extension Project staff. During the 1990s, the Project has concentrated its efforts on research and intervention activities designed to improve the management, quality of care, and sustainability of the national health and family planning programme. The main purpose of the Project now is to improve the efficiency and effectiveness of service delivery in the national health and family planning programme by undertaking applied research, dissemination and technical assistance.

Operations research and technical assistance have been intensely focused in four demonstration field sites: Sirajganj Sadar Thana in Sirajganj District (1982 to 1994) and Abhoynagar Thana in Jessore District (1982 to present) in the high-performing divisions, and Mirsarai Thana in Chittagong District (1994 to present), Patiya Thana in Chittagong District (1996 to present), and less intensively in twelve other rural thanas of Chittagong District in the low-performing division. These study sites provide a setting where problems are identified and new interventions are developed, operationalized and monitored within the government system. Successful interventions are then replicated nationally. 

The Project has used a variety of data sources for its research, including its own Sample Registration System (SRS), a series of in-depth surveys, focus group studies, government service statistics, rapid assessment procedures, and other qualitative data collection methods, to monitor the success of the Project interventions in improving programme performance and in affecting positive changes in health and demographic behavior. 

To ensure policy impact research findings are shared on an ongoing basis with policy makers and joint fieldtrips with GoB officials are made. This process can take the form of research reports, memoranda, field site demonstrations, or presentations at meetings.    

1.1.
Project design and conceptual framework
A quasi-experimental operations research design is the basic approach for testing and evaluating the impact of various project interventions in the extension areas. The design pursued is a nonequivalent comparison group design for each of the Project sites, where observations were made of key indicators in both the intervention area and the selected comparison area before, during, and after the intervention, using both pre- and post-intervention surveys. The SRS is used to monitor programme exposure and socio-demographic outcomes.  Comparison areas were chosen on the basis of their socio-demographic similarity with the intervention areas.

tc \l2 "In weighing what a project has achieved, it is helpful to return to its conceptual origins. Components of the Extension Project effort are diagrammed in Figure 1.1, a conceptual framework for the role of a programme in changing demographic dynamics, with an emphasis on causal components where change agentry could make a difference (Phillips et al. 1984).

At the right hand of the diagram, project endpoints are specified according to national health programme goals and objectives. A successful programme will reduce mortality and fertility and proximate determinants of these dynamics - morbidity and contraceptive use. Technology adopted by the population is the proximate cause of these effects, with the interface between clients and the programme representing the proximate operational determinant of programme impact.
 Whether such exchanges occur, their content, acceptability, frequency, and quality

determine the extent to which the programme will work. For this reason, the Extension Project has directed considerable attention to monitoring this interface and explaining its determinants over time.
 The determinants pictured in Figure 1.1 illustrate the important perspective that these determinants are, in part, related to what the programme does, but powerfully affected by client characteristics, society, and community. To be effective, a programme must adapt its strategies to the broader social institutional environment. The Extension Project has, therefore, directed considerable research to understanding the social environment, the climate of demand for services, and the implications of the social context for the strategies pursued. From the programmatic side, the most important determinants of the client-programme interface are technical support systems that help workers achieve their goals. These are defined by the type of worker, their competence, geographic density, capacity to reach clientele, and other immediate support subsystems that help workers do their job: Management Information Systems (MIS), logistics support subsystems, supervisory support operations, training inputs, and the like. Support systems, in turn, are the product of policies, goals, resources, and procedures. In the initial design, these inputs were not to be the subject of project interventions. However, as work progressed, the Project also started addressing issues related to support systems, and provided the necessary feedback to the MOHFW officials to bring about the desired changes. This notion of feedback and dynamic causation is characterized by the feedback arrows at the bottom of the diagram. 

Figure 1.1 Determinants of the impact of the MCH-FP Extension Project
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1.2.
Objective of the paper
The overall purpose of this paper is to document the various programmatic and policy changes resulting from the various Project interventions during the 1982-1996 period. The changes are discussed in terms of the Project's three overriding objectives, namely, improvements in programme management, quality of care, and sustainability.

2.
Areas of Policy Impact
The Project has developed and tested many innovative interventions and approaches in its field sites, a number of  which have significantly influenced the policy decisions of the MOHFW, and resulted in programmatic changes in the national health and family planning programme. In addition to specific policy initiatives that came about as a result of the Project research, the Project has also been able to demonstrate mechanisms for translating project research into policy and action (Haaga and Maru 1996; Khuda, Kane, and Phillips (eds.) 1997).   Examples provided by the Extension Project demonstrate ways in which a large-scale public bureaucracy can be changed and developed, despite formal rules and organizational traditions which structure malaise. The most important single lesson to emerge from the Extension Project is that despite severe constraints, the achievement of research-based change is possible.  
Some of the important policy and programme changes in the MOHFW are documented below. Table 2.1 thematically lists the areas of policy impact. The Project had a substantial impact on the management, quality of care, and sustainability of the national programme. In the area of management, the Project had an impact on the size, composition, and deployment of workers at the periphery. Research fostered a major increase in the number of women employed and provided guidance to the process of staff development, training and supervision. Consistent attention has been directed to developing, testing, and scaling-up management systems that are worker-oriented. Long-standing traditions of top-down, mechanistic management have been replaced, whenever possible, by systems that support frontline workers with information, technical support, and supervisory backup. Support systems for logistics and other needs have also been the subject of investigation, intervention, and policy development. 

Table 2.1
Thematic Areas of Extension Project Impact on GoB Policy


Type of impact
       Policy change

Management Improvement
· Increasing Density of Fieldworkers

· Record-Keeping System for Fieldworkers

· Monitoring Tools for Supervisors and Managers

· Satellite Clinic - removing operational barriers

(introduction of injectable contraceptives at SCs; removal of mandatory Monday SCs requirement)

· Logistics and Supplies

(reimbursement of FWVs for transport costs; improving drug supply kits to SCs)

Quality of Care
· Improving Contraceptive Choice: FWA-administered injectables

· Comprehensive EOC 

· Clinical Waste Disposal System

· Safe Disposal of needles

Sustainability 
· One stop-shopping for health and family planning services (e.g., through Cluster Spots)

· Satellite Clinics + EPI combined services

· Essential Service Package (at various tiers of service delivery)

The quality of services has been a major focus of work leading to changes in clinical and referral procedure, and other service improvements. Method accessibility represents an important aspect of programme quality that prompted the doorstep injectable intervention. The Emergency Obstetric Care (EOC) intervention, clinical waste disposal and safe needle disposal are other areas of quality in which the Project has affected policy change. Finally, programme sustainability has been addressed by developing alternative service delivery approaches to the existing community-based distribution (CBD) programme, integrating health and family planning services, and initiating cost-recovery schemes. 

The breadth of the thematic areas outlined in Table 2.1 demonstrates the systemic impact of the Extension Project approach. No single finding, component, or activity characterizes the Project’s role and design. Rather, the general MOHFW system, its problems, and interlocking components are the subjects of investigation. The systemic approach has required the Project to adapt its design to changing programme needs. As such, it is an evolving initiative managed by a team of investigators who shift their attention as changes require new priorities.  The major policy changes that have come about as a result of Project interventions are summarized briefly below. For more detailed information about specific interventions, see Khuda, Kane, and Phillips, 1997.
2.1.
Management improvement 

The following represent policy changes in the area of management improvement that resulted from the Project interventions.

2.1.1.  Increasing density of field workers.  Research carried out in Matlab and the Extension Project areas showed that the size of the work area and population served by the worker were important determinants of the frequency and quality of client contact, which, in turn, were found to be critical factors in raising the CPR. The higher the density of workers, the higher was the frequency and quality of client contact, resulting in higher CPR. Also, the women living far from the FWA's residence were less likely to use contraceptives (Phillips et al. 1982, 1986; Simmons et al. 1986, 1988). These findings were shared with GoB officials as well as representatives of donor agencies through informal and formal meetings and research reports during the first half of the 1980s. Based on these findings, the GoB, in 1985, during its Third Five Year Plan period, adopted a policy to increase the density of Family Planning (FP) field workers.  Thus, it was decided to recruit an additional 10,000 FWAs to provide one worker per about 4,000 population. A donor consortium also agreed to fund the new positions. The Project was requested by the MOHFW to provide technical assistance to this endeavor to ensure  recruitment of appropriate workers. Accordingly, the Project designed a recruitment strategy, and provided technical assistance to the MOHFW to ensure recruitment of appropriate candidates. The process, which began in 1986, was completed in 1991, resulting in the recruitment of 9,914 additional FWAs (Hussain et al. 1991; Rahman et al. 1991).

During 1986 - 1990, the major technical assistance activities of the Project were directed toward helping the Directorate of Family Planning in planning and implementing recruitment and subsequent training of the newly-recruited FWAs. One unusual feature of this intervention is that the Project staff were directly involved in the recruitment process.

Soon after recruitment of new FWAs in the Project field sites in 1986, the Project undertook an experiment with FWA visitation round duration. Based on the findings of this experiment, the Project recommended a two-month visitation round, instead of the prevailing three to four-month round for FWAs. In 1987, the GoB accepted the recommendation and implemented the two-month round in the national programme. 

2.1.2.  Record-keeping system for field workers.  As is well known, an adequate record-keeping system is important to the success of any health and family planning service delivery system. However, until 1989, there was no record-keeping system for the field workers of the national family planning programme. In late 1983, the Project undertook an initiative to develop a record-keeping system for family planning field workers. Based on the Matlab record-keeping system, the Project, in collaboration with the MIS Unit of the Directorate of Family Planning, designed a client-oriented longitudinal record-keeping system, called the FWA Register.  This was then field-tested at the Project field sites, until its national implementation in late 1989.

During the fieldtest, the FWA Register was modified a couple of times.  These modifications helped to tailor it to the specific needs of the national programme. The MIS Unit of the Directorate of Family Planning was actively involved with the process of development, modification and field testing of the Register. The Director and other senior officials of the MIS Unit made several visits to the Project field sites to participate in the development process of the Register. By 1988, the Register was considered appropriate and useful for the national programme. Subsequently, in late 1989, the Register was adopted by the MOHFW and was introduced throughout the country. During the nation-wide introduction of the Register in 1990, the Project provided technical assistance to the MIS Unit in training the field workers on the use of the Register.  Also, the Project developed a training manual, a training curriculum and a systematic training programme, which was adopted by the MIS Unit in 1990. Further, introduction of the new record-keeping system necessitated changes in the reporting system. The Project provided technical assistance in the design and field test of revised reporting formats in 1990. The revised reporting formats were introduced in the national programme in November, 1990.

An evaluation of the usefulness and effectiveness of the FWA Register was undertaken by the Project in September, 1990. The results indicated a need to further simplify the Register. The Project, then, undertook an exercise to simplify the Register in mid-1991. Based on the findings of the evaluation, the revised version of the Register, called the second generation FWA Register, was designed and submitted to the Director General (DG), Family Planning for his approval in 1991. After careful review and field testing by a committee headed by the DG, and constituted of the MIS Unit along with representatives from the Extension Project and concerned district, thana and field-level family planning officials and staff, the revised Register (second generation) was approved and adopted for national implementation. 

The Project also assisted the Directorate of Family Planning in revising the second generation FWA Register for its third generation before its expiration in 1996 (each generation register is intended to serve for three years). It was determined that the FWA Register could be further simplified. In the first half of 1996, the draft of the third generation Register and its manual, prepared by the Project, was reviewed and approved by a committee headed by the DG, FP, and comprised of personnel from various levels of the programme, including those from the NGOs. The third generation Register, along with a revised manual, was introduced in the national programme in mid-1996.

Unlike the family planning field workers, there was no record-keeping system for the field workers of the Health Directorate, namely, the Health Assistants (HAs).  In 1991, an effort was undertaken jointly by the Extension Project and the Health Information Unit (HIU) of the Directorate of Health Services to develop a record-keeping system for the HAs. A hand-held, client-oriented register, called the Health Assistant Register (HA Register), was developed and field tested at Abhoynagar Thana during July-December 1991.

In early 1994, based on the experience of the field tests, the MOHFW decided to implement the HA Register in the national programme with minor modifications. In October 1994, the Project, in close collaboration with the HIU and Management Development Unit (MDU), finalized the Register. In November 1994, the MOHFW, after a thorough review of the Register, approved it for nation-wide implementation. As part of its first phase of nationwide implementation in 1996, the HA Register was introduced in the Extension Project field sites.

2.1.3. Monitoring tools for supervisors and managers.  Although the family planning fieldworkers and the health fieldworkers have their frontline supervisors, namely, the Family Planning Inspectors (FPIs) and the Assistant Health Inspectors (AHIs), respectively, the frontline supervisors do not have the tools to monitor the activities of their concerned workers.  As a result, the frequency and quality of supervision is poor.  To address this problem, the Project, in collaboration with the Directorates of Health and Family Planning, has developed the FPI Diary and the AHI Diary.  The Project, with the approval of the concerned directorates, started fieldtesting the diaries in the Project field sites, beginning in 1995 with the FPI Diary and 1996 with the AHI Diary.  Scaling-up of both the diaries began in all twelve rural thanas of Chittagong District in June 1996.  Also, the Project, in collaboration with the two directorates, has developed a monitoring tool for the thana health and family planning managers; and fieldtesting of this monitoring tool began in April 1997 in the Project field sites.

The diaries are found to be a useful tool by the frontline supervisors.  It was found that the diary not only helps evaluate field workers' performance, but also helps support their work.  The frontline supervisors are using the information from the diaries in reviewing performance of the field workers at monthly meetings and during field visits.

2.1.4.  Satellite Clinics - Operational issues. Since 1985, the Project has been actively striving to bring clinical contraceptives and MCH services to the homes of clients or to sites nearer their homes. Toward this objective, the Project identified various operational barriers to holding regular Satellite Clinics (SCs), including inadequate transportation, inadequate and/or irregular supply of medicine and other logistics, absence of formal linkage between the paramedic, Family Welfare Visitors (FWVs) and field workers, and weak administrative and technical supervision by the thana officials. The Project has been working to address these problems since 1985. The Project assisted in improving drug supplies to the SC and in the introduction of injectable contraceptive services at SC.

The lack of transportation available to FWVs to go to SC was found to be the critical operational barrier to holding regular SCs in the national programme.  To overcome this problem, the Project experimented with a scheme to provide transportation (rickshaw van) to the FWVs during 1987- 92. This scheme proved to be cost-effective and feasible for implementation at the local level. However, in anticipation of management problems inherent in its implementation in a large national programme, the MOHFW could not adopt this scheme. Instead, in 1992, it adopted a policy of direct reimbursement of the FWVs transportation costs incurred in travelling to and from the SC. At present, an FWV receives Tk. 100.00 as a transportation and contingencies allowance for each SC session.

In September 1992, a circular was issued from the DG, FP specifying that one of the SCs (out of 2) be held on Monday every week throughout the country. This created supervision, monitoring and logistic problems at the local level.  To facilitate SC supervision and monitoring,  the Project recommended that the mandatory Monday SC provision be waived, so that SCs could be held on different days in different unions. The MOHFW responded positively to this recommendation, and gave a waiver to the mandatory Monday SC provision in August 1994.  This has improved the situation, enabling local managers to plan and organize their SCs better.

2.1.5.  Logistics and supplies.  The Project has studied the logistics and supplies situation in the Project areas over the past decade, and has made specific recommendations to the GoB at various points in time to improve the situation. Based on the Project recommendations, the following changes have taken place in the national programme:  (i) the transportation and contingencies allowance for attending SC has been introduced in the national programme; (ii) both the quantity of Drugs and Dietary Supplement (DDS) kits and the amount of drugs in a DDS kit have been significantly increased over the years, resulting in an increase in the number of DDS kits provided to an H&FWC from 3-4 per annum during the 1980s to 8 now, as well as an increase in the types of drugs in the DDS; and (iii) provision for a separate SC kit has been introduced in the national programme, and the number of SC kits has increased over the years, with four SC kits per union being currently provided to each union.
2.2.    Quality of Care 
The following represent policy changes in the area of quality of care that were the result of the Project interventions.

2.2.1.  Improving contraceptive choice (doorstep injectable contraceptive programme). Based on the Matlab experience of doorstep delivery of injectable contraceptives, the Project field- tested an intervention in the Extension Project areas, in which injectables were administered to rural women at their homes by the FWAs during routine home visitation (in the national programme, injectables, a clinical contraceptive method, could previously only be administered by the FWVs, and not the FWAs). This intervention, called doorstep injectable programme, was introduced in the Extension Project field sites in 1984-85, and was followed by a rapid increase in the CPR. The field testing of this intervention continued for several years. Feedback on its effects were given regularly to the high officials of the MOHFW and Directorate of FP, donor agencies, and NGO communities through field visits to the Project field sites, meetings, seminars and briefing papers. Impressed with the effects of home delivery of injectables by FWAs, the MOHFW programme managers expressed their desire to expand this method of delivery to the rest of the country as rapidly as possible. Many NGOs also showed keen interest in this method of injectable contraceptive delivery. The professional groups and the medical staff of the GoB programme itself, however, objected on the grounds that FWAs could not be trusted, without careful monitoring, supervision and backup support, to screen and counsel clients correctly and administer injections safely on a large scale (Haaga and Maru 1996). In 1989, a national seminar brought together officials of the MOHFW and FP Directorate, NGOs, donor agencies, and researchers, and adopted a resolution calling for a phased-in expansion (Whittaker 1990). 

Accordingly, the MOHFW decided to expand the programme to eight thanas, which would allow time to implement appropriate training and safeguards before the nationwide expansion. This test was carried out in eight thanas under the national programme during 1992-94 by the Directorate of FP with technical assistance from the Project. The Project provided technical assistance to the MOHFW in the areas of management, training, and monitoring. In 1994, a task force, formed by the MOHFW, reviewed the results of the test and recommended the continuation of gradual programme expansion; however, this recommendation could not be implemented because of concerns about cost. Moreover, many government and donor agencies have expressed greater interest in the expansion of SC programme and/or the cluster visitation approach of service delivery, rather than expanding doorstep delivery of services. The policy impact of this intervention is that FWAs, contrary to earlier beliefs, were found to be capable, not only of effective screening and counselling, but of safely providing injectables. Based on this insight, the programme could begin to promote injectable use through the FWAs, not necessarily at homes, but at static centers, such as cluster spots and SCs.

2.2.2.  Emergency Obstetric Care (EOC). In 1993, the Project began the Basic Emergency Obstetric Care intervention to upgrade the Abhoynagar Thana Health Complex (THC) obstetric services to improve the quality and variety of services and manage complicated obstetric cases.  By 1995, the intervention showed significant improvement in the obstetric care offered at the THC level. Encouraged by this positive experience of the basic EOC intervention as well as the need to make provision for C-section and blood transfusion, the Project decided to set up a comprehensive EOC at Mirsarai THC. In June 1995, with generous support from the MOHFW, the GoB built an obstetric ward, and equipped it with the facilities necessary for comprehensive EOC. The intervention did not come into full operation, however, until mid-1996 because of lack of professional staff. The intervention has already shown encouraging results.  The Project notes with pride that the country's first C-section in rural Bangladesh took place at Mirsarai in June of 1996.  Since then, several C-sections have taken place.  Encouraged by the initial positive findings of the intervention, measured in terms of the general maternity cases admitted to the THC as well as the number of serious obstetric complications handled and the C-sections performed, the GoB has decided to introduce comprehensive EOC nationwide.  As part of the nationwide replication, the GoB has decided to introduce it shortly, in five other sub-districts of the country.

2.2.3.  Clinical waste disposal at THC. Disposal of clinical waste is a serious problem at all THCs in Bangladesh. There is no safe mechanism at the THC for disposal of infected waste. In order to resolve this problem, the Project undertook an initiative at the Abhoynagar THC in 1993 to test a mechanism for collecting and disposing of THC clinical waste. Under this initiative, a simple incinerator was built at a cost of TK. 22,000 (US$ 550) at the Abhoynagar THC for the disposal of clinical waste. Also, a set of guidelines on collection, incineration and disposal of waste was developed and implemented.

The incinerator was found to be very useful in disposing clinical waste on a daily basis,  which prompted the Civil Surgeon (CS) of Jessore to request the Project to help him set up the same waste disposal system in another thana of Jessore district. Accordingly, the Project assisted the CS in building an incinerator and setting up a waste disposal system at Gigargachha THC in Jessore district in early 1994. In June 1995, a waste disposal system was also established at the Mirsarai THC.  The relatively inexpensive incinerator has already attracted the interest of the MOHFW officials, who are exploring possibilities of introducing it at all THCs.

2.2.4.  Safe disposal of needles and syringes used for injectable contraceptives. Reuse of unsterilized needles and/or syringes is a major cause of hepatitis and STD (including AIDS) infection. With the introduction of injectable contraceptives in the national family planning programme, the risk of infection of these diseases through used syringes has increased. Disposable syringes are used in administering injectable contraceptives. However, if the used needles and syringes are not destroyed, they can be reused, and thereby, infect healthy persons. In order to avoid this public health hazard, the Project, as part of the doorstep injectable programme, tested a system of destroying used needles and syringes. 

This system of needle and syringe disposal was recommended to the MOHFW for replication in the national programme through meetings and informal discussions with MOHFW high officials. As a result, it was adopted by the government, and a circular was issued to this effect in 1989 with some modifications in 1992 and again in 1994.     

2.2.5. Multi-chambered IUD sterilizer. Due to the high number of RTIs associated with improper cleaning, disinfection and sterilization of the instruments used for insertion, the IUD has become one of the least popular contraceptive methods. In collaboration with AVSC, the Project developed a new IUD sterilizer that is easy to use, convenient and effective. The Project then experimented with the new sterilizer. Based on Project recommendation, the MOHFW  has agreed to introduce the multi-chambered IUD sterilizer in the national programme. 

2.3.    Sustainability

The following represent policy changes in the area of sustainability that were a result of the Project interventions:

2.3.1.  Cluster Visitation.  Under the existing service delivery system, there are about 40,000 health and family planning fieldworkers employed by the government, plus over 12,000 NGO workers.  Despite the large number of fieldworkers, they do not visit every eligible couple once every two months, as required.  Also, the existing service delivery system is quite costly.  Further, the changing programme needs stemming from the recognized need for a broader reproductive health package and favorable social changes such as increased mobility of rural women, call for the need for alternative service delivery approaches.  Accordingly, an alternative approach known as "cluster visitation" has been developed, and has been field-tested since January 1995 in the Project field sites.  Under this approach, services are provided to a group of about 50 women at a centrally-located house in the neighborhood, rather than at the homes of individual clients.

Contrary to initial fears that the CPR would decline, it has remained stable at Abhoynagar and has increased at Mirsarai.  Also, the relative share of cluster spots as a source of contraceptive supplies is increasing, while the relative share of supplies provided at homes is decreasing.  Encouraged by the positive findings, the intervention has already been replicated by several NGOs and the GoB has adopted the policy of "one-stop shopping" in the Health and Population Sector Strategy (HPSS), which is going to guide implementation of the USAID National Integrated Health and Population Program (NIPHP) as well as The World Bank supported HAPP-V.

2.3.2.  Satellite Clinic Combined with EPI.  Satellite Clinic (SC) services are provided at eight different spots within a union to provide access to FP-MCH services.  These clinics have been found to be an important source of FP-MCH services for villagers.  Data show, however, that  a woman is more likely to attend an Expanded Programme on Immunization (EPI) spot than a SC, since the EPI spot is usually closer to her home and receives more publicity.  Thus, a SC can be turned into a more viable facility with the wider range of services, if it is held closer to a woman's residence and held jointly with an EPI session.

An operations research is currently underway at Mirsarai and Abhoynagar thanas to field test this intervention.  The number of SCs has been increased in the intervention areas from eight SCs per month per union to 20 to 24 sites per month.  The SCs have also been combined with EPI spots.  An additional Family Welfare Visitor (FWV) has been posted in each union, so that an FWV can remain at the Family Welfare Centre (FWC) on all working days.

Attendance at clinics at Abhoynagar increased more than two times over the previous year and more than thrice at Mirsarai.  Clients are more willing to travel to combined spots that are more accessible. The number of clients seeking services at combined spots will increase, because it is more convenient to receive different services from one location and there are more outlets and days per month where services are available. Encouraged by the positive findings of the fieldtest, the MOHFW has already replicated this intervention in the national programme, whereby health and family planning services have been combined at the community level through the merger of SC with EPI spots.

2.3.3.  Charging for FP-MCH commodities and services.  The Bangladesh Family Planning Programme has been tremendously successful in raising the country's CPR. While the programme needs to continue its efforts to raise the CPR to replacement fertility level, it also needs to focus on the rising costs of the programme.  The programme's costs are rising with the increase in population and demands for family planning and other reproductive health services.  In addition, the family planning programme is heavily dependent on donor funds.

An operations research which addresses these concerns is currently underway at Abhoynagar and Mirsarai thanas.  During the first phase of the intervention, nominal fees are being charged for short- and medium-term methods (pills, condoms, and injectables).  Use of long-term methods such as IUDs and sterilization are not being charged for, since the family planning programme needs to promote increased use of these methods.  Lower prices are being charged at outlets that require clients to leave their homes, in order to encourage contraceptive-seeking behavior.  The prices at the SC are half of those at the doorstep.  Contraceptives are being provided free of charge at the FWC to offer a safety net for clients who are unable to pay for contraceptives.

The intervention began in August 1996 at Abhoynagar, and September 1996 at Mirsarai.  With the provision of intensive IEC activities, there is no major objection on the part of the clients to paying nominal fees.  The early results, however, indicate an increased use of the FWCs.

2.3.4.  Essential Service Package (ESP). In Bangladesh, the health and family planning infrastructure has developed a range of services through a tiered system.  In practice, however, most services are not linked to other services, especially at the periphery and, therefore, are of limited effectiveness.  The proven effectiveness of both health and family planning workers providing coordinated services from one spot (i.e., SC+EPI), and the increasing need in the community for a broader range of reproductive health services, has led to the development of a high-impact Essential Services Package.  The package provides both family planning and reproductive health services, as well as health services for children.

By providing a set of essential health services from fixed sites at different levels and linking them with each other, the intervention addresses key health problems in terms of disease burden, major risk factors, and important national priorities, such as reproductive health.  The package offered at the thana level and below varies with available resources and infrastructures. However, strong vertical and horizontal links will ensure that the targeted population receives appropriate services from the higher levels, in cases where particular services are not available at lower levels.

The field testing of this intervention began in August 1996.  Its findings will be used in the design of the country's next health and population plan.

3. 
Exploiting OR Project Data for Broader Applications and Utilization
In addition to the many policy impacts of the Project operations research on the MOHFW, the Project has also influenced the programme activities of many NGOs. For example, NGOs have adopted several service strategies that were first tested by the Project (e.g., use of cluster spots in communities, and FWA-administered injectables at the doorstep).

The programmatic impact of the Project has sometimes spanned across international boundaries as well. For example, the Project's successful surveillance system (SRS)  for demographic events and intervention outcomes has been replicated by the Government of Ghana's Navrongo Project, and more recently in Gambia, Tanzania, Uganda, and Indonesia.


In addition to the substantial and well-documented direct policy impact the results of  the MCH-FP Extension Project's OR have had on the Bangladesh Health and Family Planning Programme,  this effort has also produced a unique body of data of exceptionally good quality (both qualitative data and quantitative longitudinal data) on reproductive health status and services in rural Bangladesh.  Over the past decade, these data have been further analyzed by senior project research staff and their colleagues to produce a number of programme-relevant research papers which have been published in peer-reviewed international journals (see appendix 1 bibliography in Khuda, Kane, and Phillips, 1997) and in a 21-chapter monograph entitled "Reproductive Health in Rural Bangladesh: Policy and Programmatic Implications" (Kane, Khuda, and Phillips).  These published documents have helped to ensure a broader dissemination and utilization of the research findings.  One general lesson from the Project's OR design strategy is that it allows researchers to engage in both focussed programme-specific intervention research and to engage in more fundamental research questions through secondary data analysis and qualitative research in the same settings and often using the same data base.   This dual purpose approach has helped to not only reduce research and data collection costs, but has also helped to ensure maximum utilization of the data and research findings to the benefit of not only the national programme of Bangladesh but for broader international applications as well.  
4.
Conclusions
The Project has had a significant influence in shaping the mandate of the GoB's health and population strategies as well as those of the major donors, including the National Integrated Population and Health Program (NIPHP) to be funded by USAID, and the HAPP-V to be supported by The World Bank consortium.

Influencing government policy decisions in a bureaucratic system in a South Asian country by itself is a difficult task. Thus, the findings of non-governmental research organizations (like the Extension Project) are not always or immediately adopted. For several interventions which were fieldtested in the Project sites successfully, it took several years for the national programme to recognize their validity, and adopt them. For example, the FWA Register was implemented in the national programme only after six years of field testing. Similarly, the doorstep injectable programme was considered for experimental expansion (in a modified way) in 8 thanas after 5 to 6 years of successful field testing in the Project field sites. However, other important interventions such as comprehensive EOC, cluster visitation strategy, combining SC with EPI, the HA Register, transportation for FWVs to SCs, Client Screening Checklist, and Antenatal Checklist, were successfully field tested for a period of two years or less before they were adopted by the national programme.

The easiest and probably the best way to influence government policy is to involve the relevant high government officials with the intervention from the design stage to the final evaluation. In the case of the interventions which were adopted by the national programme, in relatively short period of time, the concerned MOHFW officials, both at the central and field levels, were actively involved in the designing and testing of the interventions. Field visits to the Project's intervention sites by key government officials and policymakers is an effective way of ensuring that successful Project interventions become policy.

Since 1994, the Project has increased its effectiveness in influencing national family planning and health policies and programmes, through active collaboration and consultation with the MOHFW, participation on regularly-held meetings with senior government officials and donors (e.g., National Steering Committee, special working groups and task forces). By including local and national MOHFW managers in the process and bringing senior health officials, (e.g., Minister of Health, and Health Secretaries), to project field sites, the Project has provided the MOHFW with an increased sense of ownership of the Project interventions which are conducted at government health facilities and with government health care providers.

The research interventions tested at Project sites allow for the evaluation of every subsystem of service delivery (i.e., management and supervision, IEC, training, logistics and supply, MIS, clinical services) at every phase of the process, from design and implementation to replication and scaling-up through policy and programmatic changes.  Although the OR approach allows for evaluation of all stages of service delivery (i.e., inputs, process, outputs, outcomes, and impact), the focus of this paper has been on the evaluation of the national policy impact of operations research conducted by the MCH-FP Extension Project (Rural).

Project interventions currently being tested by the Project are crucial for the many important policy decisions that must be made by the national health and family planning programme in the future. 

With the increasing size of population, the growing demand for health and family planning services, and the increasing uncertainty of continued donor support from the international community, many policy issues concerning sustainability of the national programme still need be addressed.  The Project is currently testing a number of pricing and cost recovery strategies.  The Project is also finding ways to use a multi-sectoral approach to providing health and family welfare services through cost-effective networking, tapping missed opportunities to provide a broader range of health services, while at the same time avoiding costly duplication of services.  


Important policy decisions regarding the quality of care provided by the national programme are needed to further improve the accessibility, acceptability, utilization, continuation and overall satisfaction with health services of all segments of the population, many of which have been under-served in the past (e.g., adolescents, and men).  The Project will increase its efforts to test cost-effective interventions to improve the quality of care in the national programme.  

And finally, the Project operations research in the future, will be addressing ways to effectively combat newly emerging diseases such as HIV/AIDS or re-emerging illnesses, by testing various cost-effective awareness-raising and prevention strategies, surveillance methods, and screening, diagnostics and treatment approaches. 

Current and future interventions tested by the Project will not be truly considered successful, until they are translated into national policy and are appropriately and effectively implemented in the national programme.
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Notes:





� 	In 1994, the International Centre for Diarrhoeal Disease Research, Bangladesh restructed its field research programmes, merging the "Urban Health Programme" with the MCH-FP Extension Project, and renaming each project extension efforts, delineating rural and urban research. Thus, the Centre now maintains two Extension Projects. This paper concerns the work of the Rural Project only. References in this report to the "Extension Project" refer to the MCH-FP Extension Project (Rural).





� 	By 1992, it was possible to determine that the Matlab Family Planning Health Services Project had a major impact in its initial period of operation (Phillips et al. 1992).  Further research confirmed that this impact was sustained over time (Phillips et al. 1998).  This result was in contrast to the failure of  an earlier family planning project in Matlab, based on simple distribution of oral pills (Stinson et al. 1982).  This suggested that the service delivery model was important, not just access to modern contraception.





� 	Matlab research by no means resolved all controversy.  It is claimed, for example, that the high cost of operations is so extravagant that the project cannot be replicated.  Given these high costs, the marginal return on a Matlab-like investment would be minimal given the cost (Pritchett 1992).  This controversy represents a key rationale for the Extension Project, which works with existing GoB budgets and staff resources. 





� 	The high cost of Matlab is more apparent than real.  A fundamental flaw of the Matlab operational design is the practice of combining research systems with management systems and blurring cost boundaries between service delivery and data collection components.  This practice elevates apparent costs.  When costs are partitioned, the true service delivery component of costs is not especially high, if compared to the public sector programme.  Analysis of this issue was conducted well after policy deliberations on the meaning of Matlab, however.  The high cost of the research component, and lack of clarity about the true operational cost of service interventions, detracted from the utilization of Matlab research for policy (See G. Simmons et al. 1991). 





� 	Commitments to develop the Extension Project were undertaken by the GoB and the ICDDR,B research, prior to donor involvement in this initiative (See Phillips 1982).  Initial discussions were fostered by the 1981 United Nations Tripartite Review of lessons from United Nations Population Fund activities.  UNFPA funding for Matlab required the GoB review of the relevance of research to policy.  Rather critical comments emanating from the Bangladesh Planning Commission and the MOHFW fostered a series of meetings on problems with the Matlab paradigm and appropriate mechanisms for improving the utilization of research.  After these deliberations, a joint protocol for research and action was developed and approved by the ICDDR,B and the MOHFW (Phillips et al. 1982).  This approved protocol was subsequently submitted to donors for review.  Thus, process was crucial to developing the GoB ownership of the initiative and direction of the Extension paradigm.  The ICDDR,B protocol process was crucial to establishing the research credibility of the Extension design, ensuring that high level science would guide the initiative. 





� 	An exegesis of this perspective appears in Simmons and Phillips, 1992.  Figure 1, extracted from Phillips et al., 1984, was adapted from a more comprehensive appraisal of how programmes affect demographics by Simmons and Simmons (1984).  See also, Simmons, 1992.





� 	See Simmons et al., 1984, 1986, 1988; Simmons and Phillips, 1992.

















References 





Haaga, J. G. and Maru, R. M. (1996), `The Effect of Operations Research on Program Changes in Bangladesh.' Studies in Family Planning, 27/2: 76-87.





Hussein, S., Maru, R. M., Hossain, M. B. and Rahman, M. (1991), `Recruiting Appropriate Field Workers: Experience from a National Recruitment Process in Bangladesh.' Working Paper No. 59. Dhaka: ICDDR,B, MCH-FP Extension Project (Rural).





Kane, T.T., Khuda, B. and Phillips, J.F., (eds.) (1997), 'Reproductive Health in Rural Bangladesh: Policy and Programmatic Implications'. Monograph No. 7 (Vol. 1 & 2), Dhaka: ICDDR,B, MCH-FP Extension Project (Rural).





Khuda, B., Kane, T. T., and Phillips, J. F., (eds) (1997), `Improving the Bangladesh Health and Family Planning Programme: Lessons Learned through Operations Research'. Monograph No. 5, Dhaka: ICDDR,B, MCH-FP Extension Project (Rural).  





Phillips, J. F., Claquin, P., Rob, U., Rahman, M., Akbar, J., and Huq, M. (1982), Final Version of the Project Protocol. Documentation Note No.2.  Dhaka: ICDDR,B, MCH-FP Extension Project (Rural).





Phillips, J. F., (1982), `MCH-FP Extension Project Administration. Documentation Note      No. 5 (unpublished). Dhaka: ICDDR,B, MCH-FP Extension Project (Rural).





Phillips, J.F., Simmons, R., Simmons, G., Yunus, M.  (1984), `Transferring Health and Family Planning Service Innovations to the Public Sector: An Experiment in Organization Development in Bangladesh.' Studies in Family Planning, 15/2: 62-73.





Rahman, M. M., Maru, R. M., Hossain, S. and Hossain, M. B. (1991), `Evaluating Increased Worker Density in Bangladesh Family Planning Programme: Managers' and Workers' Perspectives.' Working Paper No.60. Dhaka: ICDDR,B, MCH-FP Extension Project (Rural).





Simmons, G., Mozumder, K., Rahman, M., Muhuri, P., Phillips, J. F., `The application of Cost-Effectiveness Analysis to the MCH-FP Extension Project'. Documentation Note No.33 (unpublished). Dhaka: ICDDR,B, MCH-FP Extension Project (Rural). 





Simmons, G. B., Balk, D., Faiz, K. K.  (1991), `Cost-Effectiveness Analysis of Family Planning Programs in Rural Bangladesh: Evidence from Matlab.' Studies in Family Planning, 22/2: 83-101.





Simmons, R., Phillips, J. F., and Rahman, M. (1984), `Strengthening Government Health and Family Planning Programs: Findings from an Action Research Project in Rural Bangladesh.' Studies in Family Planning,15/5: 212-221.








Simmons, R., Koblinsky, M. A. and Phillips, J. F., (1986), `Client Relations in South Asia; Programmatic and Societal Determinants.' Studies in Family Planning, 17/6: 257-267.





Simmons, R., Baqee, L., Koenig, M. A. and Phillips, J. F. (1988), `Beyond Supply: The Importance of Female Family Planning Workers in Rural Bangladesh.' Studies in Family Planning, 19/1: 29-38.





























































































































�
�



Table 2.1	Thematic Areas of Extension Project Impact on GoB Policy�
�
�



Type of impact�



       Policy change�
�



Management Improvement�



Increasing Density of Fieldworkers


Record-Keeping System for Fieldworkers


Monitoring Tools for Supervisors and Managers


Satellite Clinic - removing operational barriers


(introduction of injectable contraceptives at SCs; removal of mandatory Monday SCs requirement)


Logistics and Supplies


(reimbursement of FWVs for transport costs; improving drug supply kits to SCs)�
�



Quality of Care�



Improving Contraceptive Choice: FWA-administered injectables


Comprehensive EOC 


Clinical Waste Disposal System


Safe Disposal of needles�
�



Sustainability �



One stop-shopping for health and family planning services (e.g., through Cluster Spots)


Satellite Clinics + EPI combined services


Essential Service Package (at various tiers of service delivery)�
�

























































 Figure 1.1 Determinants of the impact of the MCH-FP Extension Project
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