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SUMMARY 

Over the past eighteen years since its liberation, Bangladesh has been 
trying to achieve economic development and societal modernisation to alleviate 
widespread poveny. Unfonunatcly,thc government's effons have largely failed 
to extend benefits to a vast majority of the rural poor. The situation is not much 
different in the population sector. Although containing the high rate of populaticn 
growth is considered a top priority by the government. achievements have bec:t 
very modest. In the backdrop of such a disquieting scenario, extending benefits 
and services to the poor at the grass-roots level has increasingly become an 
abiding concern for the government and non-government organisations a-iGOsJ 
alike. "Special" programmes were undertaken by the government and various 
NGOs. Some of these were-very ··successful" in attaining certain objectives but 
others were not. In this chapter we have looked at six different projects which 
are either addressing the question of family planning exclusively or are involved 
with much wider iievelopment interventions. ; 

The project run by the International Centre for Diarrhoeal Dise:tSe 
Research (ICDDR,B) in ~latlab has been quite successful in increasing the 
contraceptive prevalence rate (CPR) and in reducing the fenility levels. The 
project of the Centre to rep1ic:ue the ~latlab experience in the normal govenunent 
programme in two upazilas has so far achieved mixed results. In the Bmglades.'l 
Rural Advancement Committee (BRAC), r;,U:nily planning is not~ priority but 
through the successful . implementation oUothcr programme element~ ~uch :tS 
female education. health. nutrition, in~mc :md employment ~.:neration. 
conscicntisation and empowerment. wom~'s development. etc .. the proxim:ue 
determinants of feniliry arc being effecU,yeJy addressed. The question of 
activating the government system to provi<fc·beuer hc:lllh and family pl;mning 
services was addressed by the ~lunshiganj (GTZ) project. Different innovative 
programmes of Gonoshasthya Kendra (GK) arc addressing the health. family 
pl:lnning and women's status questions. CARE is helping the government in its 
immunisation programme and Bangl::~dcsh Women's Health Coalition (BWHO is 
conccntrnting on women's rcpmducti\'C health and clinic::tl contrnceptivcs. The: 
rca.cmns behind the :tpp:li'Cnt "success" of these project~ arc discussed and their 
limitation.c; pointed out. 
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I. INTRODUCTION 

Bangladesh is well known for its poverty with a vast majority of its people 
living at the margin of life and continuing an unprecedented struggic for survival at 
a bare subsistence level. The effon..~ of the government to improve the quality of 
life of its people through economic development and societal modernisation over 
the past seventeen years have unfortunately earned liule 5uccess. The 
modernising drive has neither spurred sufficient growth in the agric-..Urural output 
nor encouraged adequate development in the non-agricultural sector. In fact. by 
most ·socio-economic indicators. the condition of the people has sho-wn a marlced 
deterioration. 

In the agricultural sector, an increase in polarisation has led to an increase 
in the pauperization of the rural · poor. While the poorest 70 ;:-crcent of :ill 
cultivators owned 29 percent of the fannland in 1983/84. the ri:::hest 5 percent 
owned 26 percent (ILO/ARTEP. 1985). Further, the number of landless 
households has also grown significmtly between 1960 and 19S5 from 1.5 
million in 1960 to 7.75 million in 1985 (ILO/ARTEP, 1985). The figures are 
much more revealing for the countryside. While in 1960. the f:unilies which 
could be called functionally 13lldlcss (owning 0.5 acre of lmd or less) m:1de up 35 
percent of all rural households, in 1978 they represented more !.h:m one hill 
(Ahmed and Hossain, 1985); the recent figure sugcsu 62 percent 1 Government of 
Bangladesh. 1 989). · 

The :~vailable statistics suggest that employment in the :tgricultur.Jl sectOr 
has also declined over time. While about 16.8 million people were employed in 
the agricultural sector in 1975, the figure came down to 16A million in 1983184 
(Bangladesh Bureau of Statistics. l9~). The real wage al:;o dropped from a unit 
of 100 in t969no to 88 in 1973n4 (World Bank, 1983). The impact was cvidcru 
in the pcrc:~pita food inl3ke of the people also. Between 196.Z-6-l :nf 1981 -82 the 
consumption of cereals has dropped by about II percent. of anim;ll protein by :!2 
percent and other forms of food by 15 percent (INFS. 19~). 

In the backdrop of such a disquieting scenario. c:uendin~ bene tits to the 
poor at the grass-roots became an abiding concern for the government :md non­
government organisations (NGOs) alike. Special programmes were underukcn 
both 'tly the government and NGOs :timed at enhancing the income of the f"'"lr 
throu!,!h lkvclopmcnt initiatives on the one hand and arresting the ropul:llinn 
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,grov•th through population control and f3mily planning on the other. Through 
i such special programmes. innovative ideas were experimented with to find out 
; their uscfulncs.~. applicability. acceptability :md pmgrnmmative feasibility at the 
; macro level. Learnings from such experiments were expected to provide 
. dircaions for their replicability at the macro level. 

Since the ear'ly Pakistan days. several of these programmes were initiated. 
many of them by the govemmenL One such special programme was staned in 
Comilla in 1959 with distinctive development orientation which later came to be 

. kno~'n as the well-kno·wn ··comma ~fodcl." 

1'be Comilla model comprised of a two-tier cooperative structure - the 
primary cooperative society at the village level called the Krishi Shamabaya 

i Samity (KSS) (Agricultural Cooperative Society) and a federated structure at the 
· thana le\-el known as the Thana Central Cooperative Association (TCCA). The 
' ~""CS "IJ.'ere u..c:ed as a useful mechanism to distribute credit and other inputs 

to their members and also encourage mobilisation of resources through savings. 
There was a training centre at the thana level called Thana Training and 
De"elopnent Centre (TTOC) to provide training to the chairmen and members of 
KSS to enhance their competencies in management, finance. administration, 
:tgriculturll skills. etc. The Thana lrri~ation Programme (TIP) was initiated to 
provide suppon in the area of irrigation 31ld water management. and the Rural 
Worts Programme (RWP) was initiated to provide employment opponunities to 
the unemployed and also promote infrastructural development The Comilla 
programme was targeted to small fanners with the expectation of bringing the 
landless into the fold. The programme initially earned great success in its 
expcrimcual 3re.3- Comilla Kotwali Thana - in enhancing agriculturnl output and 
in increasing the income of the fanners. But later, the infiltration of lhc rich into 
the cooperatives deprived the poor of their due access to facilities :md resources. 
thus defeating the very purpose of the progr:unme. Though the progr:unme was 
replicated throughout Bangladesh through the Bangladesh Rural Development 
Board (BRDB). it never succeeded in achieving its intended impact (Adnan, 1988). 

Another special programme was launched during the seventies which 
came to be known as lhc "Sw:mirvar ~lovcmcnt' (Self-reliance Movement). The 
programme aimed at alleviating povcny at the grass-roots through local level 
pl:uming by .:1 committee comprised of members drawn from various sections of 
the popul:~tion. lllc progr.unme panicubrly concentrated on forming cooperatives 
:md pro'"1ding crctlit SUrfX."n to inc,,mc-gcncrating activities. While the volume or 
credit dist'lun:cd incn::a~cd ~ignilk:mtly. the rich bcnclilcd more than the poor 
(Ho~in and Afs:tr. IQS:n. 
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The lessons learnt from both the special programmes undertaken by the 
government suggested that mere formation of cooperatives and provision of credit 
support cannot ensure the participation of the poor in the development process and 
extension of benefit~ to them. fn late seventies the Ula~hi - Jadunathpur (Uf) 
project was launched in Jessorc district The project emphasised the mobilisation 
of resources from within the community to attain the objectives. The project sought 
to dig 2.65 mile long canal to connect a water logged area 'Nith a river which was 
thought to lead to a boost in agricultural output With the leadership provided 
by the Deputy Commissioner rhead of the district administration) of Jessore 
under the patronage of the then President of the country, the project was 
successfully completed with the assistance of local elites and landlord. Though 
the implementors insisted on calling it "self help," wrote Zaman (1984). it was 
not a case of voluntary mass panicipation. The project initially aroused wide 
interest and was incorporated in the Second Five Year Plan of Bangladesh as an 
important rural development strategy. However. it is now forgotten, partly 
because of the depanurc of the Deputy Commissioner and the death of its patron. 

Though recent in origin. :"iGOs in Bangladesh have earned reputation 
in extending support and services to the poor at the grass-roots level. Their 
success has drawn official donors from developed countries and the volume of 
funds committed to NGOs. though much less compared to the amount of toul 
foreign funds received by the government, is showing an increa.sing trend. The 
multilateral and bilateral donors have shown their interest in disbursing aid 
through NGOs wnich, -if effected. eould increase the volume signifiC3Jltly. 

NGOs operating in Bangladesh are large in number and varied in activities. 
Officially. any organisation ranging from spans clubs and cultural groups to 
those addressing poveny of the people. registered with the social services 
depanmcnt under the Social Welfare Ministry or the government. is usually 
termed asNGO. The current number or such NGOs stands :u :1bout 1~.:00. 

Out of this ncarl y 20 percent receive funds from foreign donors. 

The NGOs have tried to Jddress povcny through undcn.:lking 'spcci:ll' 
programmes drawing lessons from the p:1st In their programmes m:my of them 
h:1vc concentrated on org:mising the poor at the gr:JSS-roots into homogcl'k.-ous 
groups and empowering them through a continuous process of cduc:uion and 
concientis:ltion. Tile whple focus of NGOs is to develop social. tcchnic:tl and 
m:Ulagcrial competencies of the organised poor to enable them to addrc..'is their 
own problems and to undcnakc need-based progr:tmmes which they can plan. 
implement :md man:Jf:!C. Such ~ap~tdty development of the poor is expected to 

151 

162 



LESSONS FROM SUCCESSFUL EXrERIENCES 

cn.~rc sust2inability or the programmes they undenalcc. The NOO~ arc meant to 
conceive development in holi$lic tenns and integrate health and family planning 
~·ithin its development progr.1mme. However, some NOOs arc found to · 
undcnakc 'special' programmes. specifically in the area of health and family 
plarming. 

On the basis or their nature and functions, NGOs in Bangladesh may be 
classified into distinctive types. Such types include: relief and welfare NGOs, 
service ~GOs. funding NGOs. technical suppon NGOs. networking/coordinating 
~GOs, :md development NGOs. The service NGOs are panicularly engaged in 
delivering SCI"\'iccs ranging from health care and family planning to agricultural · 
inputs and services. 

Organisations. like Radda Bamen, Gonoshasthya Kendra (GK), 
Bmglldcsh Women's Health Coalilion. Bangladesh Association for Voluntary 
Sterilisation (BA VS), Concerned Women for Family Planning, Family Planning 
Association Bangladesh. etc. fall into this latter category. To ensure an effective 
Jclivery of health scn·iccs and family planning to the poor. the NGOs have 
either strengthened the existing heallh care system or have developed appropriate 
instirution3l structures :md mcch:misms. Some NGOs have developed the system 
of providing health and family planning services to the poor through outreach 
~ntrcS, while some . others have directed their effortS towards providing such 
scn·ices through static ~en~rcs. _The special progr:unmcs of NGOs have, in fact, 
developed systems and institutional structures for creating a sustainable health care 
system at the community level through people's panicip:uion. Contribution of 
GK. R3dda Bamen. BA VS. Concerned Women for Family Planning. Bangladesh 
Family Planning Association, BRAC. CARE, etc. in providing maternal and 
child health (MCH) and family planning services is note\vonhy. In the following 
$Cction. esc-studies on a few selected NGOs. achieving remarkable success in 
their own fields of specialisation. wilh panicular emphasis on health and family 
planning. arc briefly presented. 

How to define .. success? 

Sl:mning the dO\."Umcnts av;tilabk from difl~rcnt pn.,jccts in Bangladesh 
ruts one in considerable difliculty in deciding whether the p:tnicular project in 
question is ;t ~"UI.:'l'CSS story nr not. In 1'\lpulatinn n:l:ucd :tL'Iivitks a pmjccl can he 
~llcl ~succc.'\Siul" if it ~rings an imract nn rcnility lew!. But in a situation like 
in Bmgladcsh where adequate inti.,rm:ttion is scarce \'" nl\'St projects, reliable 
information on fertility is Mtcn unav:til:tble. The allcnt:uivc is to consider the 
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process related indicators - the so called "proximate dctcrmincnts or fertility". As 
mentioned previously, the projects which focus on fertility reduction through 
family planning arc only a few. Most other projects arc of integrated type 
encompassing many developmental components such as education, 
consciousness raising, health. nutrition. income and employment generation. and 
family planning. Almost all these are expected to affect. directly or indin:aly, the 
following four proximate detenninants of fcnility: proponion married. lacwional 
infecundity, contraceptive usc, and induced abonion. In our selection of projects 
we have chosen those which are reponed to have an impact on one or more of 
these detenninants towards fertility decline, often through increasing 
contraceptive use, raising female starus or reduction of infant and child monality. 
AvaiJability of project level data on the relevant issues was also an overriding 
consideration in the selection. 

I I. CASE STUDIES 

2.1 ICDDR,B - A Research Initiative 

2.1.1 Introduction 

The International Centre for Diarrhoe:U Disease Research. Ban~tl3desh 
(lCDDR.B), formerly Cholera Research LaboratorY (CRL). has been ru'Ming a 
demographic surveillance system in pan of :\lalllb t:pazila since 1966. Tile 
population of Matlab according to the 1974 census was 276,000 who live in 233 
riverine villages. A large number of epidemiologic:ll · research as weU as 
vaccine trials have been conducted in this area since CRL's inception in t 963. 

2 .1. 2 The Contraceptive Distribution Project 

In the backdrop of overpopulation problem of B:mgladcsh and lhc failure 
to increase contraceptive prevalence. :1 contraceptive distribution project (COP) 
was stancd in Matlab Treatment Are:1 in 1975 to distribute two selected non­
clinical contraceptives. pill and condom, to fecund couples. 

Within three months of inception of the project. contraceptive prcv:Uence 
rate increased from a baseline of I percent to nearly 18 percent. However. h 
declined to 14 percent at the end of the lir.a yclr and to 12 percent by the l"~·; d 
the second year. The share of condom wa.-. very low :lt less than 5 pcrcrni. Illc 
continuation rate wa.o; also low and at two ~· c::~n; wa.-. .::.5 percent. The v"{:v:dcncc 
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rate in a comparison. area, however. remained the same at 3 lO 4 percent (Stinson 
et al .• 1982; R3hman ec al .• 1982). 

The Family Planning Health Sen·ices Project 

Tile COP provided a v.-calth of infonnation and e:<pcrience. Based on 
the CDP experience. a new programme. called Family Planning Health Services 
Project or FPHSP. was launched in 1977. The basic objective was to 
incorporaxe in .a new programme the lessons learnt from the CDP and to study its 
outcome. 11lc salient fC!ltures of this new programme .in comparison to COP were 
the foDov.ing: 

1. 

2. 

shift lhc priority from a method-oriented strategy to a client­
oriented su:negy; 

provide ancillary health sctvices: and 

3. increase the status of the lowest level field workers. 

New workers were recruited who were better trained, educated. young 
and came mostly from bcuer-off families. Supervision was streamlined and more 
cx~rienccd and qualified people were ~stcd for the purpose. In order to provide 
bcuer health services, new ~ICH components were introdpced which included 
vaccination of women against tcunus and of children against measles, promotion 
of oral rehydration thcr.1py ( ORT) for diarrhoea, tmining of tmditional bi rlh 
attendants (TBAs). and more recently posting of nurse-midwives to deal with 
m3lenul ~lh problems. In order to provide a choice to the clients, a new range 
of lhrce sctvices, viz. cop~r-T tintcrutcrine device), Dcpo .Madroxyprogestcrone 
Acetate or DMPA (injection) and menstrual regulation or MR were introduced. 
Both lUD and injcctabks were offered in the homes along with other 
contmccptivcs such as pill. condom. etc. At the time FPHSP started in 
September 1977. 7 percent \lf the eligible women were acceptors of family 
planning. It rose to ~ 1 percent :1ftcr three months and to 33 percent after 18 
months. Proponion continuing the usc of a method was 74% after 18 months. 
Recent reports~ Clf even higher prevalence r.ue at 52 percent (1989). In the 

. . comparison area. on the other hand. the r:llc rem:lincd low at 8 percent in 1 9S2 
~_Phillips er Lll.. 198:!). 

lllcrc w:t." a shiO in the dll'ice ur comr.tccptivcs by couples. Previously 
pill W:lS the most popular. But in FPHSP. DMPA was the most popular (~9.7 
pcrccm of all users). folhm·cd _by tuhcctomy (19.7 percent) ;mt.l pill (1:!.7 
pc:n:mtl. 
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The project also had a direct impact on fcnilily. At the time the project 
stancd, the total fcnility ralC rTFRJ in lhc trc:Juncnt area was 8 percent lower than 
that in the comparison area. But within two ycars,lhc TFR in the trcauncnt area 
was approximately 20 percent lower than that in the comparison area. On the 
whole FPHSP reduced fenility by 22 to 25 percent within two years fPhillips tt 
a/., 1982). 

2.1.3 The Extension Project 

The sharp increase in contraceptive prevalence rntc and its consequent 
impact on fcnilily level in ~atlab raised the question of its replicability in other 
areas of Bangladesh. In order to test the fea.c;ibility of incorporating in the regular 
government programme some of the lessons learnt from ~latlab. ICODR.B in 
collaboration with the_govcnuncnt staned a project. called ~ICH-FP Extension 
Project, in two other upazilOlS (sub-district) of Bangladesh which arc Adhoynagar 
in Jessore district and Sirajg:mj in Sirnjg:mj district (Phillips er al .• 1984). 

The ICDDR.B intervention sought to strengthen the knowledge and 
supervisory capabilities of the mid-level government sta1T at the upazila level so 
that they could better control :md supervise the implcmcntuion of the progr:unmc 
at the village level. The key objectives of the intervention were to (rc)-impan 
technical knowledge and management skills to the government suff and to 
emphasise a client-oriented approach. This was done through a series of four­
week training workshops for field level workers. In those trnining progr:unmcs 
family planning, ornl rehydration for diarrhoea and tetanus immunisation wcr.: 
particularly emphasised. Household visiting pattern, motivational techniques. 
community relations. referrals. record keeping, etc. were emphasised through 
practical field demonstrations. 

Following the training. the workers from ICDDR.B with years of 
working experience in Matlab helped establish a pseudo Malllb recording system 
in these upazilas. 

Although no conclusive evidence is yet available about the project's 
impact on contraceptive prevalence rnte or on fenility. it h:1s however provided 
some imponant lessons and experience which in themselves may be helpful in 
future decision making and in streamlining the government progrnmme. Over the 
initial two years of the project. the quantity of work done by various types of 
government workers increased, due mainly to the very presence of ICDDR.B 
statT. Til&: project also idcmilicd many problems and constrJints. which indud'-"\1 
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shonagcs of supplies and inadequacy or various essential -facilities, non­
integr:ncd approach or~Lh and family planning workers. etc. 

2.l..S Discussion 

The lCDDR.B experience in Matlab showed promise by reaching an 
impressive contraceptive prevalence rate or up to 45 percent in 1984 compared to 
the national average or 21 percent Such a result was significant particularly in Lhe 
abse."lCC oi any kno~TI socio-<:conomic improvements. The ICDDR.B project is 
one of extensively rcsc:uched projects. A number of factors have been atUibuted 
to its suc~ess. The record keeping developed in Matlab over the past 20 years 
or~ facmtatcd the monitoring of various activities and identifying the determinants 
of success. The organisation3l ability of ICDDR.B was an imponant factor. 
Over the ye3J'S. a cadre or workers was developed. whose motivation was further 
inc'-...ased by higher salaries. The worker-population density was neaJiy 6 times 
hig."ler Lian in the govenunent programme and the workers were trained to treat 
minor sice effects. The choice of other interventions such as immnisation, ORT, 
etc. was Jlso a contributory factor. A cafeteria approach was introduced and 
implemc."ltcd. ~1any contraceptives such as injcctablcs, IUD. pills. condoms. etc. 
were offered in the home. This is panicularly imponant in a society such as 
Bangladesh where the women find it culturally difficult to visit a distant clinic for 
n..-o in._~:e:tion or receiving injcctablcs. · 

The ~tatlab e~perience docs not of course tell us specifically how this 
suc~ess ~!!11 he replicated in a national programme. The :...tCH-FP Extension 
Project undcnaken by ICDDR.B in two upazilas seeks to address this question. 
Our knowledge is not yet complete regarding the outcome of this new initiative, 
although some success has been reponed in activating the local-level 
government system. The government has 3lso responded favourably to some of 
the project findings and decided to increase the density ofFWAs. The ICDDR,B 
proj..:ct h:lS. however, raised more questions than answers. The rcplicability has 
remained l .:riticll is..qJe. It is gcncr:llly accepted that Matlab in its full cannot 
be n::plic:lled. p:micularly because or its high cost No definite conclusion can be 
mlde in lhis regard in the absence of relevant information such as costs about 
~lltbb .md the ~O\'cmmcnt progrnmmcs. However. it m3y ~that the Matlab 
model is still favourable when one considers its effectiveness compared to its 
"-ost.' Tile :\ICH-FP project may be ~mother altemati\'c to rcplicating Mallab. 
We should w:uch how it progresses in replicating some of the essential M:ttlab 
cxrcricn.:-cs in the two upazil:L'\. Only then the success M M:ul:1b c:m be fully 

167 



LESSONS FROM SUCCESSFUL EXPERI£:;r;c; 

assessed. Until then it will remain interesting only in itself as a research 
initiative. 

2.2 Munshlganj Prdject: Assistance to Government Programme 

2.2.1 Introduction 

Another project which was carried out in Bangladesh bet'NCCn 1979 and 
1987 tried to develop the existing government health and fm~ ii y pianning services 
with particular emphasis on the development or union levci sutic ~rnrcs known as 
Family Welfare Centres (FWCs). The project, undcnaJc::n 3y :.he ~linistry of 
Health and Family Planning (MOHFP) in collaboration ·Aiiu; the German 
Technical Assistance Agency known as GTZ. was carried out :n 3iJt upvJlas of 
Munshiganj district in central Bangladesh (AUwardL 1988) . 

. 
2. 2. 2 Project Objectives 

The project had the following objectives: 

a. to assist MOHFP in achieving their goal of improving he:!.ith 
services and reducing infmt ~ maternal morulity: 

b. to improve lhc mmagemcnt c:~pabifity of hc3llh scrvic~s: 

c. to identify major health services . barriers and cv3lll.ltc cost 
effectiveness of the strategies. 

2.2.3 Project Strategy and Results 

Though the project staned in 1979, it did not have 3 ..:k:lr str.ucgy until 
about 1983. During this period. the project csublishcd I-' r.cw FWCs (Family 
Welfare C~ntrcs) at the union level. and upgmdcd :1 others ('Ut l~f l total of 4-' in 
the project area. 

In 1983 the project ronnul:ned an opcmtions re~c:1rch str.ttegy :utd 
tested various interventions which· will he discussed bcli'IW. It ~mphasiscd 
streamlining of the management system from the g~ss-nxns to the urnil:1 level 
which included health information system, tr:1ining an~t su~rvi~ion. monitoring 
and evaluation, and management or .supply. ~lost of th~ im.:n~ntions h;Jd four 
components in common: on the job trJining of 1\IOHFP hJc;tl ~IJIT. ml"~nthly st:ItT 
meeting, supponive supervision and logistics. 

!.57 
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The project cmph3.Sisc:d the utilisation of toea\ MOHFP starr at all h.wcls 
upto upazila. However. a number of key supervisory staff were added from the 
project side:. Also, supply of contraceptives was ensured by the project. Not 
much information about how the interventions were carried out in practice is. 
however, available. At l.hc baseline in 198llhc CPR was 12% which rose to 44% 
in 1987. In a comp:~rison area the CPR rose to 32% (For a comparative study 
of lhe Munshiganj and ICDDR.B's :\-lallab Projects, see: Banu et a/., 1988). 

Regarding the sources of supply/services, approximately 75% of the 
women in t.hc intervention unions mentioned the FWC compared to 33% in the 
control unions. 

2.2.4 Discussion 

In this project. !he imer"cmions relied mostly on strengthening the 
scrvi~ points and streamlining other systems such as supervision by providing 
additional supcr"isory _ st3IT. fostering inter-staff interactions through staff 
meetings :md meeting shonagc of supplies. The project has shown that the 
existing MOHFP progr:unmcs in Bangladesh can be substantially improved, at 
1C3St in rc..c:pcct of incrclsing the prevalence rate, with some additional effons. 
Unfonunatcly. little information on the impact of this .project on fcnility is 
av3il:lblc:.. 

The project was $tatcd to spend only 5 percent over the MOHFP 
e-xpenditure for the ongoing programme. However. it did not consider the costs 
incurred by hiring additional supervisory staff which may have been substantial. 
BcC3usc of the paucity of costs infonn:uion. Lhc cost-effectiveness of this 
initiative cannot be determined. The rcplicability of the project will largely 
depend on this. It may be pl"intcd out that the hiring of additional supervisory . 
suiT was crucial to its outcome. It would be of interest to observe what happens 
in the absence of these su~rvisory staff. The project has. however. shown th:u 
with the introduction of the four clements such as on the job training. 
supponive supcr"ision. monthly staff meeting :md logistical support. 
cnnsidcra~lc incrc~\sc in CPR c~m hi: made. The project was dosed down in 
I~S7 ~d it m:1y now t-c Wt..'nh t"ollowin!:! the progress in Munshiganj without 
GTZ input More cxpcrimcnb: M this type with in·buih mcch:mism for assessing 
:additional.:osts inl"lll'Tt'd ;U\' ,:~tlkd fN 1~, cx:uninc its rcplk:thility in uthcr upazii:L'\. 
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2.3 BRAC: Family Planning In tht Contt:rl of Overall 
Development Approach 

2. 3.1 Introduction 

The Bangladesh Rural Advancement Committee fBRAC) is a 
Bangladeshi rural development organisation. Registered in 1972 in the aftermath 
of the Liberation War. BRAC has evolved as one of the largest non-governmental 
organisations (NGO) in the world with 3.600 full-time staff. Family Planning 
was one of its priority progr:unmes in the early days but later on BRAC decided 
to concentrate on other sectors of development such as education. health and 
income generation activities. In this case study we describe how this transition 
came about and what BRAC is now doing to hasten population control activities. 

2.3.2 The Sulla Experience 

Sulla is a remote rural area in nonhcst Bangladesh and was one of the 
areas devastated during the Liberation War. BRAC was founded to rehabilitate the 
war affected people, p:micularly the returning refugees who were trekking back 
from India. But soon it was realised that providing relief was not the ultim:ue 
solution to pcople·s multifarious problems and hence a community dcvclopncnt 
programme was developed with panicular emphasis on family planning, health 
services and functional cduca~ion in :!20 villages of Sulla region with a popul:llion 
of about 130.000. 

The family planning component of the project began in 1974. Local 
family planning workers were recruited to supply contraceptives to eligible 
couples. Trained paramedics attended to the cases of side effects and provided 
other health services. Oral pill was found to be the most p('lpular method. 
followed by condom and foam tablets. By 1976. appro;{imatcly :o% oi the 
eligible couples became acceptors of family planning. The result on lhe 
continuation of contraceptives was more encouraging. Nearly 5~% of the usc~ 
of oral pills were found ~ontinucd users at 18 months which was the highest 1\.1r 
any project in Banglade:~h at that time, including the 1\.lallab project which w:J$ 

. run hy the former Chokra Research Laboratory (Chowdhury t:t ,zl .. I'J78). 

The coverage rate plate:tucd :u :!0% and did not increase much run!K!r. 1n 
1971\ BRAC recmt:~idcn:LI its str:uegics vis-a-vis c~pcriencc pined in v:ui0u:1 
development coml'oncnts. including family planning. It wa.o; revealed that the 
hcnelits of BR.-\C dhms were not reaching the poorest sections llf the 
community. and the rniddk and ril:hcr classes were taking adv :mr:t~c of t!K! 
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BRAC inputs. Improved agricultural methods were being adopted by the 
landowners and the health insurance scheme was taken mostly by those who 
could afford the premium (Zaman. 1984; Briscoe. 1978). It was the 
disadvantage of working for the whole community and BRAC decided to 
:onccntrate its effort to working only with the landless and ncar landless who 
~iteN-·anis fonncd BRAC's target group. In respect of family planning, the 
platc:lUing of coverage at 20% was frustrating, despite BRAC's efforts to 
!ncreasc it It was then concluded !hat people would not. probably, adopt family 
planning unless some other basic needs - such as health. social and economic -
u.-ere meL 

With this experience and the then government policy or restricting 
~GO activities in family planning to only urban areas family planning remained a 
1o~· priority in BRAC. lnste!ld they diverted their attention and efforts to effect 
structural changes so that those basic needs arc met. It was assumed that if such 
structural changes occur. family planning and a lower birth rate would 
automatiolly follow l Chowdhury. 1978). 

1.3.3 The Existing Programme: Manikg:mj Example 

Manikganj is an upazila approximately 65 kilometres west of Dhaka. 
Since l977 BRAC has been running an integrated devdopment programme in 
~fanikg:mj. 

The core of \he programme is the organisation of village level target 
groups. separ:llcly _for males :md li:malcs. The process starts with the initiation 
of (:!dull) functional education COUr$CS ''•hich is an cffon to conscicntisc the target 
group as well as to provide them some literacy and numcracy. The 
conscicmisation part deals with almost all aspects of life including health and 
family planning which is e~clusi\"cly covered through four of its 30 lessons. 
Following the formation of the group; the mcm~rs take pan in regular weekly 
meetings :md :1 statutory saving. ln these meetings the members discuss the 
problems which they face individually :ts well as collectively. Problems related 
to ll\"CJT'I.'pulation is always high on the rcgul:tr <t!_!cnda ~BRAC. 1987). 

ln c:1ch !!"'lll' :1 member is trainl'd \'ll :1 SJ~dlkd skill. f-or cx:unptc, u 
ffil'fllbcr is 1r.1incd on how 10 immunisc the c:mlc •• mother is tr:tined on how to 
pnwhk health care or I{' pnwi\lc functi{'nal cduc:ttiun lo fellow target group 
mcmh.:~ :\nother may 1"\: tr.tincd on hl'W to nm and look after an inigation asset 
owned by the gmup. ·n,c tnl'llll,cr who is ptim:trily responsible ltlr health and 
f:unil~· planning is called SlllWIIycl Shchi/.;,1 (SS) l'r Pl'lll:tlc llc:tlth Worker. Most 
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women's groups have an SS who is trained by BRACs doctors and paramedics. 
Their training includes both preventive health care as well ac; curative care for 
some common ailments such as diarrhoea. dyscnt.cry, common cold, wonn.s. etc. 
They charge a fcc and seU drugs which the_y receive from BRAC at cost prices. 

·They arc also trained to immunise children and mothers. The SS woi1c for 
family planning motivation by helping the government family welfare assistants 
(FW As) in recruiting new acceptors and providing follow-up scrivcc.s for side 
effects. They also help in organising sterilisation camps and share the rcfeml 
fees with FW As. 

In Manikganj BRAC is working in 235 villages with a population of 
about220,000 . . Nearly 30,000 target group members have been organised. 60% 
of whom arc females. A total of 256 SS arc working and BRAC has trained 
nearly 500 traditional binh attendants (TBAs) •.A.hO also provide family planning 
motivation. 

In order.to provide-education to child~n. nearly 200 -non-formal primary 
education schools have been set up enrolling 6.CCO children. iO% of whom arc 
females. A total of I 5 million taka has been disbursed as credit to target group 
members and the on-time recovery rate ha5 been more than 90%. 

2.3.4 Other Programmes 

.. - In_ the _abOY.C,- We- de.scribed- thc progrJmme -in ·· M:milcgruij ___ which---- --
encompasses a large number of development interventions such as educ:ltion. 
conscientisation, credit and health. Family piJnning, though not in the forefront 
as a m:~jor programme, is promoted through diff~rcnt forums. We now briefly 
describe some other BRAC programmes which :Ire largely venical in nature. 

The Rural Development Programme! RDP) organises male and female 
target groups. Credit is provided to them for prolitable income gcncr:uing 
activities. RDP is now working in 40 upazillS with :1 membership of more th:m 
300.000. half of whom arc female . A total of over 300 million tJka has been 
disbursed as credit with repayment r.ue of nc:1rly 95%. If the present r:nc or 
exp:1nsion continues, a quaner of the country will be covered through this 
programme before the tum of the century . 

. The· Oral Rehydrarion Programmr: was st;Jrted in 1980. Health workers 
were trained to teach mothers how 10 san: th~ lives of their children rrom 
diarrhoeal dehydration hy preparing ;Uld using a simple solution made with home 
ingrctlicnts. Mothers in I:! mill inn houschnlJs \ 75t:t, of rural .Bangl:~ot.k..~) have 
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already been individually instructed on how to make and usc this solution at a cost 
of72 US cents {1984) per household visited (Chowdhury eta/., 1988). BRAC is 
also helping the government in its expanded programme on immunisation in 147 
upazilas in vaccinating children against six diseases and women against tetanus. 

The Non-formal Primary Education fNFPE) is a new programme to 
educate the millions of children who drop out or never go to formal schools. Nine 
hundred of these schools have already been opened in many upazilas with 
27.000 children. 70% of whom 3rt females. Details arc being worked out now 
to open 9.000 such schools during the next two years. 

The programme ro train 5.000 government family planning workers 
(";z... the FWAsl is 3 new dimension to BRAC programmes. Through this 
tr:lining BRAC is t~·ing to diffuse its O\\'tl experience on the problems faced by 
the..~ \\'Otters in a field situation and means to deal with them in increasing their 
~ticctivcncss. Another programme has been started in si:< upazilas to activate the 
government heallh and family planning acti\'itics at lhc grass-roots level. 

2.3.5 Discussion 

Over the years. a lot has been tried out and much has been achieved 
through BRAC programmes. Awareness of the target groups has been raised 
quite submntially and they cam more :md live better lives than their fellow 
others who did not join BRAC organised groups (BRAC, t988a. t988b). 
Molhcrs have been successfully trained on how to save the lives of their 
children through homemade oral rchydrnlion solutions and initial results indicate 
a substantial reduction in the mon.aJily levels of children aged one to four years 
(Chowdhury. 1987). Immunisation programme should also be saving large 
number or child :md m:ucmal deaths. An education programme focussed towards 
the females Cth~ future mothers") is gaining ground with a low drop oul rate of 
less th:m 5c" over a three year period. This is quite impressive compared to the 
government schools where SO% drop out before completing live years of 
schooling. All these have tx.-cn done with the :\Clive participation of the target 
~oplc. 

If the "hc~·l,nd family planning" hypothesis should hold, the above 
initi:lliv"'s ~Y BRAC $hould ha\'c ;\ po:>itivc crrcct l'l\ the birth rate and nlso on 
the acccpt:mcc of family pl:mning. A recent survc:y done in Manikganj found a 
contr.I<..'Cplivc prevalence r.uc of up to 3Sr.t> \Chowllhury. \ 987:t). much higher 
lh:m the national Jveragc. We. however, do not know for sure whether the 
initi:nive ~tancd hy BR:\C in the tile !'>70s did brin~ the: hinh rate down nor we 
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know whether family planning acceptance is . better ·in areas . where other 
development :programmes such as credit, _health or education have been 
successfully implenl'entcd. Current research undertaken by BRAC will throw 
more light on the hypothesis. ' 

The other question is how much such effor'..s can be replicated over the 
whole country. Some of these programmes, such as the oral rehydration 
programme, have already been :implemented nationally. The immunisation 
programme is covering a third of the country . .. Other .. programmes.are.-llowcver, 

. Lime . intensive. 'For example. it will ta.ke. several years for 'BRAC 'to cover the . 
whole country through its credit programme. Howe·ier, it does not have to be · 
only BRAC to do it all over the country. And indeed others are coming foi"Vtard to 
replicate this or similar programmeS. For example. Gramccn Bank has so far 
opened SOO branches to extend easy credit to the landless and is expanding even 
faster than BRAC. 

The othet related-question is whcthenn· effective ·;;rogrammesiich aS the · 
one on ORT could be implemented on family planning by BRAC or any other _ ... 
agency. ORT had an advantage that it was only a. matter of prov.iding'famwlcdge 
and skill to the mother to prepare it at home with _home ingredients. But it is quite 
different for family .planriing whiCh requires a constant supply and service line 
from beyond home and sensitivity to various socio-culrur.il factors; However, 
·training to FW As-and a facilitation assistance programme to further activate the 
health and family_Qiarmll}gJ!.~l!LstruLar:e alr:cad~:.ur.dcrway.in .. diffcrcnt.upaillas----- -­
o( the. country. It is expected to favourably affect the performance of the 
government programme. 

2. 4 Gonoshasthya Kendra: Building Local Capacities 

2. 4.1 Introduction 

Gonosh:lSthya Kendra (GK). meaning People's. Health Ct:ntrc, began 
operating in Savar, Bangladesh. in 1971. From the very beginning GK focused 
on evolving an integrated and sustainabl.c heallh care ~ystem in Bangl:ldesh, 
catering to U1c needs of the rur..tl poor. 

2.-L2 The Focus 

The central focus of GK W:lS directed tow;m.ts women. The programme 
inclulkd. among others, (a) education progr:unm~ conccmr:uing on literacy :ind 

• . 
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numeracy and other subjecLc; such as birth planning, health -education, etc. that 
critiQlJy affect their lives: (b) skills development programme, aiming at 
improving vaTiou~ skills of women to generaie employment opportunities to 
enable them to cam income for improving their social status: and (CJ health and 
family planning. aimed at providing health care and family planning support to 
women and emancipating !hem in the long run (Chowdhury. 1987). 

The aim of GK ·.;.·as to extend family planning and health care services to 
the doorsteps of the rurai poor. Based on its prolonged field-level lessons and 
learnings. G.K iCllised. Lhat it could be .~ssible only through developing a 

_group of para-professionals drawn from among the people of the community _ 
who could command confidence, trust, credibility and acceptability in the 
community: The paramedics were given intensive training on vaiious aspects of 
health and family planning including skills of pcrfonning menstrual regulation. 
ligation and \"~cctcmy. TI1cir job included 3Illong others. motivation of women 
in family pl:mning through regiilafvisils lO their homes.-rcgistration of births and 

-dC3lhs :md i:nmunis:nion_of childrcn: __ 3Il~eDatal _ chccks: supplying contraceptives 
and m!!king necessary follow-up visits: etc. - -- - - ·- -

Futu'1er. to reduce the· incidence of maternal and infant mortalitv, GK 
wor\:cd on upgrading the skills of traditional birth attendants (TBAs) who u~ually 
alt"..nd to all the deliveries in the rural .areas. These TBAs. besides pcrfonning safe 
delivery, were alSO U."Cd for motivat-ing women in family planning, and provide 
education on the imponance of immunisation and nutrition. GK's focus on the 
usc of the par:unedi.cs and lbcTaAs_ll_;~s succeeded in cxtenging the medicare and 
family pl:mning 5c~· iccs to the doorsteps of the iur.iipoor.withou"t hl\;ing to make 
significant lln.:Lrcial investments. f\nother itmovation in GK is its health insurance 
scheme .• --\ gndu:ncd system of premium favouring the poor was designed and 
is being implcmemcd. GK has succecd~d in coveTing over 66 percent infants 
with OPT and Polio immunisation :1nd over four-fifths of the child bearing 
og,•omcn wiui tet:mus iO:"toid. In case of BCG immunisation the coverage was 83 
percent. The tolll .;ost incum;!,l by GK in immunisirig a child :1gainst 6 EPI 
dis~scs is .:stim:ued to be only Tk.. -t7.94 {US$ 1.6) which is much less than 
the \VHO c:qimatc oi S 5-15 for such immunisation (Ray. 1986). 

1.-L~ Di~eus~ion 

n)c .: \ i ~ t i n!! hc:lllh c:m.• system in O:m~ladesh is curative ami urban 
N:1..o;cd. GK h:1...;; pby~>tl J !'iOtk't:ring mlc in intmducing the c.:nnccpt ~'r integrated 
l'Uln::ldl h~o•:tllh ~.· :m.• for lhc pt)(.lr with the hdp of parJ- pmf~sSillll:IIS drawn fmlll 

2M 

175 



LESSONS FRO~ SUCCESSFUL £Xf'£Rl£f/C£.i 

the community. Much of its work has been replicated by the government, other 
NGOs and by Itself. GK is now working in many other areas of rural 
Bangladesh with similar programmes as in S:lVar. Similar to many other NG~. 
however, the documentation system in GK needs to be strengthened and its 
experience further disseminated. The other question often metioncd is the 
sustainability of the whole effort. 

2.5 CARE: From Relief to Health Care and Development 

2. 5 .l Introduction 

CARE. an American NGO, has been operating in Bangladesh since 
l955. Prior to independence in 1971, CARE's involvement ·.vas confined to 
relief. school-feeding, construction of ware houses and !ow-cost houses. 
However. a shift in its strategy took place in 1974. CARE ,;tancd worlcing 
closely with the government and locaJ agencies in income-gener:uing llld health 
activities. Today, CARE's programmes in Bangladesh include :r.tegratcd food-for­
work (IFFW), landless owned tubcwell users support (LOTI:S). women's 
development (WO), women's health education (WHE), and trlining immuni.sers 
in the community approach (TTCA). 

This case-study focuses on the TICA programme of CARE which fe:uures 
a unique approach of an NGO complementing government efforts in underulcing 
a nationwide programme through facilitating and effecting needed systematic 
changes to ensure a successful implement:Jtion or the programme (Tsitoulis er .U .• 
1987). 

2.5.2 The Immunisation Programme (TICA) 

C.-\RE initiated iL~ TICA programme in 1987-88 10 as:"ist the government 
in implementing its expanded programme on immunisation (EPn more effectively 
through working closely with the government personnel at lll k\'cls. CARE's 
efforts were geared tow:uds developing the competencies or the government 
personnel and specifically assisting in the planning of the EPI :1e1ivirics :md in the 
training, m:tnagcment and supervision of the EPI :'tJff. fadlit:lling 
implcmcnt•llion ~·through staff duty assignments, logistical supJ'('ln. monitoring. 
social mooilis:\lioil and :twarcncss buillling in the target communitics. To date, 
CARE h•ts . ~.:onccntmted its cfforLo; in lJ6 upazilas under the Khulna division. 
Prom the evaluation of the (TICAl progr:tmme, it :tppc:tr'!\ thJt within a span oC 
only l,nc yc:tr and :1 h:tlf. the coverage of the programme has c,;p:mdcd 
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rcmark:tbly. The covcr:1gc for DPT-1 and TT-l has gone up to tOO percent. 
Even for the lhiro do~ of Polio and DPT. the coverage is more than 50 percent. 
lt also appc:.3f'S that the outreach progrnmme has contributed to a widespread 
dissemination of knowledge and a high degree of understanding of the EPI. One 
hundred percent of the community leaders and 95 percent or the mothers arc 
familiar with the EPI. and nearly thrcc-founh~ or these leaders and more than a 
haU or the mothers could correctly identify Uuce or more di!:eases :~gainst which 
immunisation is ciTcctive (Wilson-\1oorc. 1989; CARE, 1989). 

2.5.3 Discussion 

The six diseases for which vaccines arc available arc amongst the 
major cau..c:cs of childhood morbidity. monality and disability -in Bangladesh. 
Although the expanded progrliTlme on immunisation (EPI) was staned in 
Bangladesh in 1979. its pcrfonnance has been very modest and untill984 the 
coverage was less th311 2 percent. In l986lhe government launched an intensified 
EPl ";th a t3Tgttlo achieve "universal child immunisation" (UCl) by 1990. Such 
as ambitious t~t required assistance to government in different aspects of the 
progr:unme. Several NGOs p:micuiJrly CARE and BRAC came forward to help 
the ~vcmmcnt in training · and social mobilisation. CARE is worki11g . with the 
government is 96 upazi\as and BRAC in 147 upazilas,. representing more than 
half the upOlZilas of the country. Initial results indicate success of the programme 
in imm\Dlising children and mothers. 

111C outcome of this colllbor .. uh·c project with the government is being 
ronst.lJltly monitored throu!=fl regular $Cn·ice statistics and independent coverage 
surveys. It appears to have addcJ a ~w dimension to NGO activities which may 
:ll..o;o tc e~tcndcd to other development Jctivitics. particularly family planning. 

1.6 Banglad~sh Women's Health Coalition (BWHC) : Providilrg 
Rcproductil·t llealth Cart 

:! . ~. t Introduction 

The Bangladc~h \\'omcn·s Health Coalition tBWIIC) was established in 
19SO through setting up of two dini~$ in the metropolitan an=as of Dh:tka and 
.mother in a di..;tricr town to provide .:lini~·hascd contr.tccptivc services and other 
methods of contraception mc:mt for women. In the cour.;c of time. its services 
"''Crc cxp:mdcd to indudc m:ucmal and ..:hild hcalllt c:trc and family planning 
~r'\'icCS through C-"l:lhlishing thn.-c nh're dinics. 
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2.6.2 Present Activities and Results 

Presently the B WHC provides a package of c;crviccs which includes 
counselling on family planning; pcrfonning menstrual regulation; IUD insertion; 
providing injcctables and other contraceptives; and providing treatment to various 
diseases related to maternal and child health. Besides, the BWHC is cngag--.A in 
motivating women in adopting contraceptive methods and imrnunising their 
children and educating them on ·;arious social and health issues affecting their 
lives through regular home visits. It also trains government Family Welfare 
Visitors (FWVs) to enhance their skills in extending family planning services. 
During the period between September 1986 and June 1987, the BWHC was able 
to train 109 FWVs. The training, including menstrual regulation. lasted for 
three weeks. BWHC also provides one-week refreshers training to the FWVs 
(Kabir, 1988). 

A vail able statistics suggest that through each clinic. BWHC provides 
health, family planning services and child health suppon to as many as 1()()()..1500 
clients a month. One third of these services are provided in the area of family 
planning, one third in the area oi women's health, and one third in children's 
health and immunisation. From L"lc c~pcricncc of the BWHC. it appcan th:1t 
there is a great unmet dem:1nd for menstrual regulation and other contraceptives, 
and acceptance of family planning could be increased through personalised 
services and sustained contacts and motivation. 

An evaluation done rcccnLiy found out the costs of the progr:unme. 
111e average cost per post-~fR contracepting client w:L~ $ 3. 75 and the average 
cost per returning client was S 5.68. which are less th:m the range of costs 
reported by olhcr programmes in Jcvcloping countries (K:ly :md K:lbir, 1988) 

2.6.3 Discussion 

The initiatives undertaken by the Bangladesh Women Health Coalition in 
the field of health and family planning arc compar.~tivcly recent ones. These suncd 
with mere menstrual regulation scr"iccs, and then extended to include matcm:ll :md 
child health, attesting to the fact thJt the rclation:>hip between rnatemll and child 
health on the one hand and family pl:1nning on the other is demographically an 
inscpar:tblc one. It should he mentioned here that OWHC intends 10 expand its 
scope of activilics so dfccti\'cly J..; to make a shift from provision of high quality 
reproductive health !>Cn:h:cs throu~h dinics. to (Ommunity JcYclopmcnt through 
education and empowcm1clll of Wt'mcn. 
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III. GENERAL DISCUSSION 

3.1 lnt~4uctlora 

In most analyses. examples of successful experience, be It In family 
planning or any other, come from small efTons. Such projects are traditionally 
conducted in sml\11 geographical areas and arc typically non-governmental in 
nature. oncn done by some non-governmental organisation (NGO). 1'bc cases we 
have rresented here came from selected NGO experience in Bangladesh, 
including 1CDDR.B which is an international centre of research, with status of 
an international NGO. . 

With a particular focus on the prospects of reducing binh rates and 
fertility. we chose projects which had a direct family planning and/or health 
component· as well as those which dealt with overall development approach. 
Many of these projects were large and conducted all over Bangladesh. The 
activities or the projects dealing with overall development included poveny 
aDevia1ica. fana1e literacy and preventive and promotive health care. 

Linked wilh the rwure of activities, the indicators used to measure success 
have varied. While direct impact on fenility is- available for only one project, 
proxy indicators such as improved income or reduced death rate, etc. are available 
for others. In situations where none of these is available, · impressionistic 
evaluations have been indicated. The major purpose, of course, is what we team 
from all these. 111e case studies presented here show examples of "successes". 
~"~c of these projects were gc:ucd 10 reducing fcttitily through family planning 
· · <ons.. Most others have been successful in raising the quality of life of their 

··get groups through a variety of programmes. If the "beyond family 
· :~nning" hypothesis should hold. such efforts should have an impact on 

icrtility. lbcir success has been brought about by the Interplay of a number of 
specific factors which we wish to discuss now. 

3.2 Dturmiraaran of Succ~ss 

Letuic:-.-.J,fT': 1be NGOs are oormally run by dedicated and committed leadership 
with a clear ..,;~on and objective. Unlike the public sector progrommc. the NGO 
1cadeMp doc.S nol ch:mge over a short ~tiod. 

Fla:ibility: One: of \he major advantages or NGOs is the flexibility, which the 
public sector progr:unmcs h3rdly enjoy. Whh new experience gained. NGOs 
can quickly change their str3tcgics and adopt and e~pcrimcnt newer and iMovating 
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Ideas. The other flexibility Is the control they exercilt through •. for eump&e, 
"hiring and firing". Unlike in the government, NGO staff can be rqUced _ 
lmmc:diately. 

Training: Tuk-oricnaed training for wortcen is m important element of NOO 
programme. Training is considered an ongoing adivity. 

Mant~gement and supportive supervision: NGOs are nonnally sman whic:b 
makes the management much easier. On ihe other hand the supervision is lb'ia 
and supportive. All these make the management much easier .m effi:ctive. 

Record lceeping: Some NGOs have specialised in maintaining records whicb has 
been fruitfully used in progriunme implcmentaoon and moniJoring. 

Uninterrupted supply: Most of the NGOs which have been able to substantiaDy 
increase the CPR ensured an uninterrupted supply or contraceptives. Allbougb 
claimed otherwise by the government. supply limitation is a serious problem in 
the public sector programme. NGOs, by using own influence or additional 
resources. have been able to ensure contraceptive supplies. 

Moblll.salion of resources: The NGOs have been very suc:cessful in mobilising 
both local and outside resources for their programmes. Because of sttict 
.formalities. the government programme takes a much longer lead time in this 
regard. Utilisation of resources in NGOs is COIDidered high and effective. 

Community porticipatlon and accounuzblllty: Because of their WOik a the 
grass-roots level. the NGOs very easily mobilise community participadoo iD the 
project. increase demand and generate tocai ac:countability which is very 
difficult for the government programme to achieve under the existing simarion.. 

lnugrated approach: In most cases, the NGOs take 111 integrated approadl to 
development and have included a number or components which has been 
facilitated. to a great extent. by the small size or the projects. 1be goYel'llllleiU 
programmes (e.g.. health and family planing) are struggling to do this 11 an 
levels particularly at the grass-mots level but have not been very successful. 1be 
NGO programme comes as a package with poveny alleviation and other •felt 
need" components with tangible gains. Fmily planning programme fmds a better 
sailing under such a situation. 

Client-oriented approach: Most successful NGO projects have taken a c6em­
oriented approach In family planning. On the other hand. the public sector 
programme has largely remained method-oriented. The NGO programmes offer 
a much wider range of contraceptives and provide bcuer care to their clientele 
than arc generally offered by government programmes. 
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Worl.:er dcnsiry: The wor1ccr-clicnt r:ltio is much favour:1blc in NGO projects 
·~·hidt facilitates better co\·eragc and care or the target clients. 

Barer inantiw: to wnrkas: Many NGOs pay higher .o;:Uaries to their workers 
and have innovated other methods of recognising their good work. 

J .J Dra'M'backs 

NGOs arc. however. not without drawbacks. We discuss some of these 
bc!ou:. 

RqJiicabiliry: One of the major drawbacks of NGOs. which is often mentioned, 
is their Jack of rcplicability. Because of the particular nature of management and 
!':SOU~ allocation. most NGO ciTorts remain unrcplicable. Effons at replicating 
rome of these in a public sector programme have been fraught with problems. 
Recent experience has. however, shown some successes in transferring some 
clements ofi'lGO programmes with necessary adaptations. 

HO\Io'C\·cr. if the project is replicated to other areas by the same NGO, the 
problems arc probably much fewer. For c:tample, BRAC conducted an ORT 
fl\'grl.TTlme <m a pilot basis. L.1tcr on it replicated itself over the whole country. 
The pl:ms to rcplic.:ue BRACs non-form3l prim::u-y education programme is yet 
:mother c~:unplc in this regard. 

One imponant problem in replication is the high cost of many NGO 
progr:unmcs. If one considers both cost and cffcctiyencss. lhe NGO programme 
may tum out to be more cost-eCTectivc. However. cost information is hardly 
3'-'3ilablc. Where available. it is difficult to decompose different components. 
Such 1 problem renders the cost-cCTcctivencss analysis difficult 

/solur.onism: Many NGOs prefer to remain isolated in their own domain. Their 
acth·itics arc mostly experimental in nature and hence documentation and 
dis~mination of their experience arc of much impon:mce for others to learn. 
l'nfcrrun:ucly, most NGOs arc either not interested or weak in this respect. In this 
w:~y many valuable experiments have been forgotten (e.g.. Companyganj 
Proj~ct or Zero Population Growth experiment). An added disadvantage is the 
bck oi well-designed evaluations to look al the impact of ~uch interventions, for 
whi'h objective conclusions cannot be drawn. F:1ilun:s arc even less 
.:,, , -um~nt~d. thus m:tking it impossible for oth~rs to ;tn,hJ ~ul:h failures in their 
t,~r.llil'ns and learn fmm such failurcs. 

:!7(} 
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Charisma: Many NGOs or special projects arc centred ~rounrJ a charismatic 
Jeadcr:.;hip, and most of lhcm arc dominated by the indi·tidual founder.;. This 
makes sustainability difficult The case or lhc oncc-wcllknown r;tashi pmjcct in 
Jcssorc is an c~~:.ample. t 
Duplication of t!f/ort.'>: A clo look at the geographical 1imibution of NGO 
presence indicates a clustering f activities. ln many areas a multiple of NGOs 
arc active, often with similar programmes. along ·;;ith :he government 
programmes. On the other hand. there arc areas where the~ :s no :"--GO woricing. 
The government has a role in !his regard in spreading out ~;Go ·.~.ork. specially in 
inaccessible, outlying. and disadvantaged areas. 

Question of sustainability: A major question about ~GO projects is their 
sustainability. In many instances, the-pmjecL~ disappear ioiiowing the depanurc 
of its leader or the withdrawal of support from the ccntr:ll system or from the 
dononsl. This is because many NGOs do not try to institution:tii5C their activity 
and 30me even keep atop-down approach: and arc cx:~ssi·.-c:y dependent on 
funding from donor!f. 

IV. CONCLUDING NOTE 

lt is clear that NGOs can go a long way in fulfil!ing t.":c objectives of 
development programmes. Family planning is no exception. in fact. the family 
planning activity in B01ngladcsh was initiated by ~GOs :nuch before: the 
government stepped in. However. as mentioned before. tb: ~GO projects 3tC 

mo~tly interesting in them!:ctvcs and unless cffons arc ~lul.ic :o rcplic:uc the 
positi"c a!'pccls of NGO activities to the rest of the country. dthcr by itself or 
by others including the government, the impact of such clT(li'B ~ill remain only 
maq;inal. The government may incorporJte in its programmes ~me of the cruci:ll 
clements responsible for the successful implementation l~f ~GO projects. 11tc 
government is already working along this direction which :'hCiuld be further 
intcn~i lied to foster a closer govcmmcm-NGO coltatx,r:ltil.m. The roles of the 
government and NGOs arc complementary and there should t'c r.o doubt about it 
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