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EXECUTIVE SUMMARY

An operations research (ORjudy,supportecoyt he Popul ati on Council 6s

Reproductive Healtt(FRONTIERS Program hadshowed that reproductive health services for
men could béeasibly and acceptabigtegratedwithin the Health and Family Welfare Centres
(HFWC) in Bangladeshwhich have beeprimarily womencentered health fadies (NIPORT

et d. 2004).Given these findings, this follown study was implemented to cretiie conditions

for scaling up the modehrough identifyingand piloting theoperational detailto considewhen
taking theintervention to scale. The Directorate General ahilaPlanning (DGFP), in
collaboration with the Institute of Child and Mother Health (ICMH), scaled up the intervention
in 40 HFWCs selected from four districts of Dhaka division.

The scaleup activities were carried out in three phases. The first wespaatory phase,
consisting of a reviewand revisiorof theteaching and communication materials developed
during theoriginal OR project which includedncorporating the systematic screening instrument
to identify clients' unmet needsiring theregistationprocessin the second phase, ttevised
modelwasintroducednto 40 HFWCs. Activities included orienting program managers,
supervisorsand field workers, creating a cadre of master trainers, and providing theoretical,
practical, and refresher tning to service providers on case management for reproductive tract
and sexually transmitted infections (RTIs and STIs). To make people aware of the availability of
RTI/STI services, 463 group meetings were conducted at the community level. The third phas
entailedassessinghefeasibility of scaling up this revised modkrough analysis of service
statistics, exit interviews with clients, and observation of clgavider interactions.

Throughout the process, costaaere collected and analyzed.

A total of 26 master trainers were trained and 110 service providers successfully completed the
training on counseling and treating RTIs/STIs using the syndromic management approach. The
results revealed significant improvemeimt thetrainees' knowledge ammbmpetence in the
management of RTI/STI clients. For example, the proportion of providers who knew how to treat
urethral discharge nearly tripled following the training (increasing from 36% to 96%). The
refresher training was vital for retaining provisleskills and clarifying their questions, aisd
stronglyrecommenddfor any scaleup process

As was demonstratdd the pilot OR project, adding services for men increased utilization of the
facilities by both men and women. During the-gignthscaling upperiod,approximately 30

percent morelients received services from the 40 HE®/ Oftheadult clients (those over age

14, comprising 71% of clientgttending the clinic, 17 percent were males. The monthly average
number of adult male clients visig increased from 41 to 55 per HFWC othas period,;

similarly, the average number of adult female clients also increased from 200 to 263 per month
at each HFWC

Approximately 82 percent of adult clients (96%iloé men and 79% ahewomen) visitedhe

HFWCs for general health care. More females received family planning and reproductive health
services than males (10% versus 2%). Duringsttadeup period, service providers diagnosed

and treated 1,862 RTI/STI clients, 14 percent of them @endomdistribution gradually

increased over time in areas where the condom supply was regular, but debienedhe

supply was irregularcondoms were out atock for almost three months).



The systematic screening instrument, a method developed by FRONT IER&tifyiclients’
unmet needs, was introduced during the sapldnninepercent of cases, systematic screening
helped ieéntify one or more unmet needspst commonly general health caervicesfollowed

by RTI/STI treatment and family planning. In masses, providers were ableamministerthe
additionalservices during the same viditowever, providers' compliance withe screening
procedurevaried with providers followingthe screening proceduresrrectlyin onethird of the
consultations obseed During the initial stages of scalg, closer supportive supervision and
encouragement from senior officials, such as a letter from DGFP, coedjtsien compliance.

Exit interviews with clients and observations of clipnbvider interactions revesd a

satisfactory quality of servicesserall measured in terms of providers' focusing on the clients'
needs, asking the right questions about their problems and service needs, including appropriate
guestions for RTI /STI clients, and correctly followisgndromic management protocols. Most

of the clients interviewed were satisfied wikie services they had received.

These findings suggest that this model of service delivery and training could be scaled up
countrywide, preferably in stages. No major rgpenal difficulties occurred during the

expansion, although a substantial amount of time was initially spent on planning and working out
programmatic details, especially those related to providing theoretical and practical training. To
ensure complianceith systematic screening by all providers, we recommend instituting
supportive supervision, especially during the early stages of expansion. In addition, it is
advisable to hold clinical training in a facility where many RTI/STI cases are treatdddsa

district hospital).

It is estimated that about US$2.7 milliould be required to expand this modatiorwide,

which represents a cost @proximately US$5,888 to introduce these interventions in a single
upazila gubdistrict) during the firstyearand $3,780 in the subsequent year.
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ABBREVIATIONS
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DGFP Directorate General of Family Planning
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FP Family Planning
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ICMH Institute of Child and Mother Health
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BACKGROUND

Bangladeshi men are generally unaware of issues affecting their reproductive health (Hussain et
al. 1996 Population Council 1996; Rob et al. 2002; Hossain et al.)200zst of them have

little or no knowledge of the symptoms, transmissaod prevention of reproductive tract

infections (RTIs) and sexually transmitted infections (STIs). Furthermore, most men do not have
access to quality reproductive health care sen{leietPelon and Rob 1997; Khan et al. 1996).

In rural areas, existing service delivery systems generally do not cater to the needs of men.
Findings fromthe 2004 Bangladesh Demographic and Health Survey indicate that only 60
percent of evemarried womenrd 82 percent of currently married men have heard of

HIV/AIDS, and only 24 percent reported that they had talked with their spouses about
HIV/AIDS. Moreover, approximately 94 percent of evearried women and 82 percent of

married men did not know of anyf& other tharHIV/AIDS (NIPORT, Mitra and Associates

and ORC Macro 2004).

Men have substantial reproductive health needs that have not been addressed in the context of
the current government health care delivery system in Bangladesh. Studies reveahthatfer
from various reproductive health problems (Fieton, Rob, and Khan 2000; Sabir et al. 2004).
Nevertheless, they do not use the service provided by health facilities; most men do not use
public health facilities even for general health careeyldre largelyignorant ofpreventive
measures and postpone seeking medical care for chronic health conditions, oftemgtesort
selfmedication for acute illness (PiBtlon, Rob, and Khan 2000). This is also the case with
STIs, which if untreated causbortterm morbidities as well as lortgrm consequences,
including maternal deaths and cancers. In Bangladesh, these problems are not adequately
addressed at the lowdstel government service delivery outlets, which provide health service
to themajority of rural inhabitants.

From 2000 to 2003, the FRONTIERS progrsnpportech pilot operations research (OR) study

to examine whether the rural Health and Family Welfare Centers (HFWCs) could be used to
provide reproductive health services, including fgmplanning (FP) and RTI/STI services, to

men. This study was collaboratively implementedrRRONTIERS the Directorate General of

Family Planning (DGFP), and the National Institute of Population Research and Training
(NIPORT). The findings showed that mieave substantial need for RH services, that service
providers can be trained to provide RTI/STI services, and that men use these services if they are
aware of them. The study also showed that services for men could easily be integrated in
HFWCs without adersely affecting services for women and children. In response to these
encouraging findings, the Ministry of Health and Family Welfare (MOHFW) approved the
expansion of family planning and reproductive health services for men to 150 HFWCs and asked
FRONTIERS and USAIDo provide technical and financial support during the expansion phase
(see Appendix A).



RATIONALE

In Bangladeshthere are approximately 4,000 functional HFWIGsated in rural areato

provide health care services. These centers dfedstay one Family Welfare Visitor (FWV) and
one SubAssistant Community Medical Officer (SACMO). In most cases, SACMOs are males
who provide general health care services to clients. FWVs are females and provide services to
women and children. In additido general health care, FWVs provide antenatal care, postnatal
care, and contraceptive services, which are usually not provided by SACMOs. Both male and
female field workers are deployed at the community level to distribute health and family
planning commadities and conduct behavioral change communication (BCC) activities.

Although the job descriptions of SACMOs and FWVs include provision of RTI/STI services,
they are not considered an important component of serviieeige particularly for males, and
mostservice providers are not traineddiagnose anchanage RTI/STI cases. Over the years,
creating awareness on RTIs/STIs, their diagnosis, and treatment for botlanthfemales, has
been ignored.

During implementation of the pil@R study no majoroperational problems were observed,
largely because the services were introducemhin eight HFWCs and adequate attentioml
resources were providetliring implementation. However, the operatiomad systemtevel
adjustments associated with scaliqthese strengthened servites large number of HFWCs
were not knownand sdFRONTIERS supported thisllow-on study withthe goalof creating
the conditions for scaling up and documentamgl addressingny operationaksueghat
occurred TheDGFP,in collaboration with the Institute of Child and Mother Health (ICMH),
introduced the services for men in 40 HFW®@#gh theassumption that capacity building for
service providers and sensitization of program staff would create a favorable environment for
subsequent nationddvel scaleup. This reportiescribes experiences from this limited sagie
processtheoperational problemaddressedand lessons learngidcludingthe financial
requirements for nationdével scaleup.

OBJECTIVES

The goal of he project was toreate the conditions facalng up the modefor integratingmale
oriented FARH services at HFWCs to the national level. The specific objectives were to:

Increaseaccess to FBNdRH services for men at HF\WC

Document the experiencesintroducing the service model ind® HFWCs.

Identify programmati@ndoperationalssuesn the scaleup process

Build the capacity ofthe DGFP to introduce the intervention at the national level
Undertake a cost analysis for scaling uprttedlelandits financial implication for the
nationalprogram



IMP LEMENTATION PROCESS

The following activities were conductésrough a threg@hase process

e Orienting program managers, fieArkers, and their supervisors.

e Reviewing and developing teaching andmmhation, education, armbmmunication
(IEC) materials, including training manual, transparency sheets, a leaflet, a brochure, a
flipchart, and posters
Training a cadre of Master Trainers
Providing competenefpased training to service providers, irdihg theoretical,
practical, and refresher training

e Developing a register book incorporating systematic screening

e Conducting community awareness building activities through group meetings

The project was completed in three phases. During the firgt thoaths, all preparatory

activities, such as formation of a Project Management Committee, selection of HFWCs,
collection of baseline information, development of teaching and IEC materials and of a register
book incorporating systematic screening, andntaigion of program managers, supervisors, and
field workers, were completed.

During the second phase, theoretical and practical training on RTIs/STIs was conducted for
service providers. Service providers received refresher training after eight weekstiabp

training. Group meetings were conducted to increase the awareness of rural communities about
the availability of services from HFWCs. RTI/STI services using the syndromic approach were
made available at the clinics.

During the last three montlo$ the project, an evaluation was conducted using analysis of
service statistics, client exit interviews, and observation of gliemtider interactions.

Dissemination of the findings also took place during this phase. Throughout the implementation
proces, cost data were collected and analyzed.



PHASE |: PREPARATORY ACTIVITIES

Formation of Project Management Committee

At the beginningof this scaleup project aProject Management CommittdeMC) was formed,
consistingof members fronthe DGFP, ICMH,NIPORT, andFRONTIERS The Director

General, DGFP was selected as the Chairperson of the PMC, and the Principal Investigator of the
project served as Member Secretary. The PMC acted as a policymaking body and provided
advice on programmatic issues. The®Burposively selected four districts and two upazilas
(subdistricty from each selected district which to introducehe scaleup model.

The PMC formed a committee to set the criterigolaposivelyselecting HFWCs. Criteria
included: having an upgded functioning infrastructure, presence of FWVs and SACMOs,
presence of a Family Planning Inspector (FPI), and easy access to thdygesoieervisorsor
routine monitoring. A total of 40 HFWCs, five from each of the eight upazilas, were selected
(Table 1).

Table 1: Distribution of HFWCs by district and upazila

Name of Name of
district upazila Name of HFWC
Sreepur Gosinga, Barmi, Telihati, Gazipur , Prahalladpur
Gazipur Kaligon;j Baktarpur, Bahadurshadi, Jamalpur, Nagori ,
Jangalia
Bhaluka Meduari, Bhoradoba, Rajoi, Habirbari, Birunia
Mymensingh
Muktagacha Bashati, Baragram, Tarati, Dulla , Kashimpur
Sreenagar Rarikhal, Hashara, Bhagyakul, Birtara, Patabhog
Munshigonj Shirajdikhan Keyain, Rajanagar, Malkhanagar, Madhyapara,
Boiragadi
Modhukhali Jahapur, Kamarkhali, Dumain, Magchami, Bagat
Faridpur Bhanga Nurullagonj, Kaoulibera, Kalamridha, Tujarpur,
Chandra

Orientation of program managers

An orientation meeting was held to inform program managgetise DGFP and the selected
districts and upazilas aboailte project activitiesThe 41 paticipants were selected from those
officials who were expected to implement and monitor the actiatiéise upazila levelThe
officials included the deputy diceor of Family Planning, the assistant director of Clinical
Contraception, the Medical Officer for MGHP, the Upazila Family Planning Officer, the
regional supervisor, and medical officers, as well as representatives from D®&HP, d6d
FRONTIERS.



The workshop participants were divided into four groups and each group was askstligs
the following issues:

e How can male participation in FP and RH be increased?

e Who can help to increase mends awareness of
involvement?

e What are the obstacles that hinder mends acc
they be removed?

e What can be done to provide quality FP and RH care to males at HFWCs?

The participants identified several issues that had discouraged merefteiving services from
the HFWC. The three most important obstacles were:

¢ Men were not adequately informed about the services available at HFWCs
e Lack of initiative by the service providerse@acourage men to seek services;
¢ Image of service facilitieas womeronly clinics.

Other barriers included weak counselind gox 1:partici pantsod recomme
Skl||S, |aCk Of pl’lvacy IN examination improving male participation
rooms, lack of skilled providers, and A Orientservicepr ovi ders about me
inadequate drug supplies. The A Qrient !ocal leaders, imams, teachers, and
participants also identified weak jﬁgwséllssts to encourage men to use services from
supervision Qf prO\”derS as barriers for A Inform men about their roles and responsibilities in
smooth @inctioning of the centers. They FP/RH through mass media
suggested several ways to increase mal A Display relevant IEC materials at HFWCs
participation (BOX 1)_ A Strengthen health education sessions at the
community level
A Redefine the roles and responsibilities of FPIs and
SACMOs to include addressing male RH issues
Orientation of field workers and A Ensure an adequate and continuous supply of
. essential drugs

Supervisors A Improve overall quality of care, including privacy and
A oneday orientation program for field counseling
workers and their supervisors was held A Strengthen supervision and monitoring systems to
each Upazila Health Complex tafanm ensure availability of providers at the clinics.
them about their responsibilities in
i mpl ementing the program, including increasin

and distributing IEC materials. A total of 224 field workers and their supervisors attended the
orientation meetings arghrticipated in discussions about RTI/ STIs, gender, male involvement,

birth spacing, and the dual role of condoms- Brel posttraining tests were administered to

assess the change in participantso kotowl edge
collected at four upazilas becauseaofisunderstanding about the procéa# comparison of

the preand postest scores from thetherfour upazilas showed that the orientation had dispelled

a number of misperceptionshile considerably improvingar t i ci pant sé knowl ed
example, prior to the orientation sessions 81 percent of the participants knew that condoms can
prevent both STIs and pregnancy; this knowledge increased to 100 percent after the orientation.

5



Review and maodification of teacing and IEC materials from the pilot project

Officials fromthe DGFP and experts from 11 national and international organizations reviewed
existinglEC and teaching materiakss well as the materials developed for the f@Btproject.

Two consultation metings were organized for the review, and ICMH organized three separate
in-house meetings to finalize the materials. Participants approved the following teaching and IEC
materials:

A training manual for service providers

A flip chart on sexual health

Fou types of posters

A leaflet on male responsibilities

A brochure on dual protection from condoms

Integration of systematic screening in the registration form

DGFP supplies client registers to allow service providers to record selected information about
each client. I n the existing registration sys
unmet needs, and though clients generally get the services they request, providers do not attempt
to identify and meet additional health care needs.

Systenatic screening, a technique developed by FRONTIERS, uses a simple form to identify a
clientdés unmet need for FP and other RH servi
possible, during the same visit make a referralThe method has been sucdelg used in

many countries and has been shown to increase utilization ofs#iniices and hence the cest
effectiveness gprovidingservicesRegistration forms were modified to include a systematic
screeningnstrument Appendix B). Experiences wittme modified register were not fully
satisfactory however Most service providers completed the modified register correctly,
identified unmet needs for other services, and provided the services during the same visit.
However, some providers viewed scriegnasadditionalwork and did not complete the form
regularly, suggesting the need for stronger supervision during largeiugceftorts.
Encouragement from senior officials, such as a letter fr@®GFP, could also help strengthen
compliance.

Collection of baseline service statistics

Service statistics were collected from participating HFWCs by officials from ICMH and DGFP.
A structured checklist was used to collect the relevant information, which included available
drugs, supply status of drugeetnumber of male and female clients who received services
during the months of Mayuly, 2006, contraceptive supplies, and major problems.



PHASE Il: INTRODUCTION OF MODEL TO SCALE -UP
CLINICS

Training of Master Trainers

To build capacitywithin the DGFP, a group o6 Master Trainers (MTs) was trained using the
model developed during the pilOR project through a thregay training courselhe trainers

were selected from ICMH, the District Hospital, the Upazila Health ComplexhamiGFP,

and the failitatorswerefrom DGFP, ICMH and=RONTIERS The training otrainers was
designed to achieve two objectiv@straining on the topics includedinh e pr ovi der 6 s t 1
manual; ii)and training on conducting sessions and using the training and dogmaalterials
provided. The first two daysf trainingwere devoted to the topics in the training marsunaon

the third day participants were divided into groups and assigned a topic for presentation to
demonstrate their skills. Facilitators and paracits provided feedback at the end of each
presentation. On completion thfetraining, the MTs were given a set of transparencies to ensure
the uniformity of the subsequenaining of service providers.

Changes in MTs6 knowl e dogseselestedrfrem tlhedopiessliscesdedims i n g
the training sessions. Comparison of-aed postraining tests shows that the participants had a

fair knowledge of most issué®fore the trainingand nearly universal knowledge following the

training (Table 2

Table 2: Comparison of knowledge of Master Trainers on selected issues before
and after training

Number of respondents

Participants know that: provided correct answers
Pre-test Post-test

Condom can prevent STls and pregnancy 21 26
STls increase the risk of acquiring HIV/AIDS 17 26
Syndromic management of RTI/STI 1 25
When first dose of ECP should be taken 15 25
What does safe sex mean? 20 26
STl is not the primary cause of vaginal discharge 7 26
STls can be prevented by regular condom use 21 26
Risk of STI increases with multiple partners 21 26
Married women and healthy partners are not free from risk of

STI 18 24
Washing genitalia after sex does not remove STI infection 21 26
N 22 26




Training for providershemselvesollowed the nodel
developed and tested during fhiot project It was carried _ . _
out in three parts: theoretical, practical (hand3, and * Contraceptive methods including
refresher training. The theoretical training was provided tp emergency contraceptive pil

Box 2: Contents of training

: - e HIV/AIDS
SACMOs, FWVs and FPIs while handa training was e RTIS/STIs
provided only to S&MOs and FWVs. The theoretical e Counseling
training was organized at the upazila level, while the e Syndromic management of

practical taining was conducted in Dhaka. RTIs/STls
e Systematic screening instrument

Theoretical training: A two-day theoretical training
program was organized simultaneously in the eight upazilas. A total of 110 participants attended
the theoretical training, which was conducted by i Ts from the respective district and

upazila. The comints of the theoretical training program are given in Box 2. All MTs utilized the
transparencies given to them during their training.

Preandpost ests results indicated significant i mpr
RTIs/STIs and their managenmeRor example, knowledge on the treatment of urethral discharge
increased from 36 percent before the training to 96 percent after the training (T&s& ) ers

from DGFP, ICMH, and the Population Council monitored the quality of theoretical training

program using a checkilist in terms of organization and coverage of technical idseies

organizational aspects of the training, such as time, training space, accommodation, availability

of an overhead projector, power supply, and punctuality of the jpanits and the resource

persons were adequate in all upazilas. The technical quality of training program was evaluated
through the clarity of presentation, the MTO06s
allocated for open discussion, interactionsnligi t he session, and the MTZ¢
guestions. In some instances, the MTs did not allocate adequate time for open discussions, and
were unable to answer traineeods theMdsini ons. | n
clarifying issues.

Table 3: Comparison of pre- and post- tests knowledge of service providers

% who gave correct

answers
Pre-test Post-test
Oral pills cannot prevent STls 78 98
ECP does not cause abortion 84 97
Premarital sex increases risk of acquiring STI 93 99
Vulval itching is not caused only by STIs 62 76
HIV infected mother can transmit HIV to child 94 95
Hepatitis/HIV can be transmitted during breast feeding 51 88
Gonorrhea- or Chlamydia-infected mother can infect child during 90 99
delivery
Partners need to be treated if infected with STI 89 100
Treatment for syphilis 61 77
Treatment of urethral discharge 36 96
N 106 110




Hands-on training: To equip service providers with skills in identifying and treating RTI/STI
cases, competerndased handen or practical training was organized at a tertiary hospital six
weeks after the classroebased training. The service providevere trained in the skin and
venereal disease and gynecology departments of Narayanganjpbad®@0spital, for three
consecutive days. Eightyo participants attended the haraifstraining in four batches, with
participants discussing and reviewinges during and after the clinical classes.

At the hospital, consultants from the skin and venereal disease a@grOtepartments

conducted the classes and supervised the practical sessions. Service providers were shown how
to take a history from a cligrhow to conduct physical examinations, and how to use a flowchart

to diagnose and treat RTI/STI cases, using the modified WHO approach to syndromic
management. In addition, they were given information on contraceptive methods, birth spacing,
emergency aatraceptive pills (ECP), male sterilization, danger signs in pregnancy, the
importance of antenatal and postpartum care, and correct conddameus@d postraining

tests revealed significant i mprove(fablet#)s i n

Table 4: Results from pre-post training of service providers at the hands-on-training

Percentage given correct

Participantsd knowl ed responses
Pre-test Post-test
Names of all syndromes 45 99
Three signs and symptoms of urethral discharge syndrome 43 82
Three signs and symptoms of vaginal discharge syndrome 49 79
One route of STI/HIV transmission 84 94
One way of STI/HIV prevention 85 94
How to collect information from RTI/STI patient 62 93
Complete physical examination of STI patient 13 71
Component of 4Cs* 52 93
Primary causes of vaginal discharge 77 84
How to follow flowchart for genital ulcer syndrome 10 96
Complete treatment of vaginal discharge syndrome 37 94
N 82 82

*4Cs= counsel for compliance for treatment, counsel for prevention, condom demonstration for correct use, and
contract tracing and treatment

During the hand®n training, each participant was able to examine an average of three clients
presenting with genital ulcers, urethral discharge, vaginal dischargeyverabdominal pain.

Clients with scrotal swelling and inguinal buboes were not found during the practical training. In
the evening, participants discussed the cases they had observed during the training sessions and
viewed PowerPoint presentations on maissues. The service providers found this teaching
approach an effeste way to improve their skills.



Refresher training:Service providers attended a taay refresher training course two months

after the practical training. The primary objectiveaofii s tr ai ni ng was to sha
experiences in usintpe syndromic approach, using the screening instrument, and providing

STI/RTI services to clients, and to discuss problems encaahéed how to address them.

During boththe pilot OR project anthe scaleup projectrefresher trainingroved to beritical

for i mproving pr owisstrenglgréconcnemileddar thennatietgela n d

scaleup.

Group meetings at the community level

Group meetings were organized at the community keveicrease awareness about the

availability of health care services for males at the selected HFWCs. Several topics were

discussed, including signs and symptoms of male and female RTIs/STIs, danger signs of
pregnancy, gender issues, birth spacing, antptogection with condoms. To facilitate the

di scussions, | eaflets and brochures were dist
in improving reproductive health, advantages and disadvantages of condom use for dual

protection, and informatioabout the specific servicasailable for men at the HFWCs.

A total of 463 group meetings were conducted during the first two months. Separate group
meetings were arranged for men and women. These group meetings were conducted by service
providers, fietl workers, and their supervisol§MH st&f, and upazila level supervisorsnO

several occasiorSRONTIERSstaff also attended these meetings to assess the contents and
guality of the discussions. A simple reporting format was used to collect infornoatitre

number of persons attending, topics covered, and number of leaflets distribugdedich

session. Facilitatorsubmitted the completed forms to ICMH after conducting each group

meeting.

Analysis of the reporting forms revealed that a total 0198 persons, almost equally distributed
between men (6,199) and women (6,009), attended the meetings. An average of 27 participants
attended each meeting, includiogmmunity leaders, social workers, teachers, NGO workers,

and health staff. Approximately3,000brochures and 20,000 leaflets werstdibuted in the

project areas.

In general, people expressed positive reactions to these meetings. Participants were curious about
the causes and consequences of RTIs/STIs, family planning methods and tgreses s
available from HFWC. The questions most frequently asked included the following:

How much money will be needed for the treatment?

Is medicine available from the clinic?

Can treatment for other diseasssch as diarrhea and typhdid obtainedrom
HFWCs?

What is nescalpel vasectomy?

Is there any side effect following vasectomy and tubectomy operations?
What is the meaning of dual protection of condoms?

Is infertility treatment available from HFWC?

What is the optimal interval between twlildren?

D> DD
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Drug supply

DGFP officials supported project activities &ysuring the supply afrugs for RTI/STI

management and providing additional drugs for the increased client load. In two instaltheents
DGFP supplied 96 units of Ciprofloxacin (500my}49 of Doxycycline (100mg), 714 of
Erythromycin (500mg), 1,344 of Metronidazole (400mg), and 48 of Fluconazole (150mg) to
each HFWC for the treatment of RTI/STI clients. The total cost of the drugs supplied to the 40
HFWCs was approximately Taka 350,0@5%$5,200). In addition, two more Drug and Dietary
Supply (DDS) kits were provided to accommodate the increase in clientele. The supply of drugs
was not uniform over thecaleupper i od due to the governmentos
to be consideredarefullyfor any largescaleservice expansiom Bangladesh. A list of drugs
supplied in thédDS kit is shown in Appendix C.

PHASE IIl: EVALUATION

Thescaleupwas evaluated through analysis of service statistics, client exit interviews, and
observatn of clientprovider interactions to assess quality of services.

Number and age of clientsA total of 109,056 clients visiteitie 40 HFWCs for health care
during the sixmonthscaleup period. About 71 percent of the clients were older than age 14.
Among these, 17 percent were males and the remaining 83 percent were females (Table 5).

Purpose of visitTable 5 shows that approximately 82 percent of adult males and females visited

HFWCs for general health care. In addition, 9 percent of the clientsd/fsit FP services, 5
percent for ANC, and 3 percent for RTIs/STIs and other RH problems.

Table 5: Distribution of clients by age and purpose of visit

Age and purpose of Clients age (all ages) Clients (>14 years)
visit Male Female Total Male Female Total
Total clients attended 27128 81928 109056 13200 63100 76300
Age distribution

0-14 50 22 29 - - -
15-24 10 15 14 17 17 17
25-34 13 36 30 26 46 43
35-44 12 17 16 25 22 22
45+ 16 12 13 33 15 18
Total 100 100 100 100 100 100
Purpose of visit
General health care 51 64 61 96 80 82
ANC - 5 4 - 6 5
PNC - 1 0.8 - 1 1
Child health care 48 20 27 0.4 0.2 0.3
FP services 1 8 6 2 10 9
RTI/STI 0.9 2 1 2 2 2
Other RH care 0.1 0.6 0.4 0.3 0.8 0.6
Total 100 100 100 100 100 100
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Monthly trends in client vsits:

Thetotal number of clients Figure 1: Average number of clients (>14 years ) visited each HFWC by
visiting HFWCsappears to have month
increased significantly following e - 3

300 263 8
250 210 197

the interventioh Over a three

month period bfore the
150 68

No. of Clients
[l
=1
S

intervention, a monthly average 100 | 9 3 53 58 62 47 43—+ Female
30

of 86 men and 263 women N P T e

received services from each May Jun  Jul | Aug  Sep Oct Nov Dec Jan

facility. These figuresincreased

tO 113 ma|es and 341 fema|es Pre-intervention Post-intervention

during thesix-monthintervention
period an increasen average of 105 clients per month per facility, or a 30 percent inciease
similar increaséof 32%)was observed among adult clients (those ager 13 (seeFigure J, in
which the monthly average of male adult clients per HFWC increased from 41daodibe
average of female adult clients increased frof 20263 per month, giving a total increase of 77
adult clients per facility per month.

Theincrease in female clients may have been due to the synergistic effects of the interventions.
After November 2006, there was a gradual decrease of both male and female clients due to a
shortage of drugasthe DGFPneeded about two months to process aniiloige the drugs

after November 2006. This indicates that a regular supply of medicine is required to sustain the
number of clients seeking services from HFWCs.

Figure 2: Number of RTI/STIpatients (>14 years) Number of ,RTI/STI F:“ents:
450 o 326 B_efore the mterv_entlon,_ HFWCs
. 300 » did notperform diagnosis
g 0 w8 treatmat, or reporting on STI/RTI
g jgg cases. Service providers maintained
S 100 s , ~——femie | statistics only on the counseling
% 50 e, . ¥ . -=we | providedto men and women
0 presenting with RTI/STI cases.
May —lunJul ) Aug  Sep  Oct  Nov  Dec Jan Therefore, no information was
Pre-intervention Post-intervention available abOUt the number of
RTI/STI cases diagnosed and

treated at th selected HFWCs. Records on RTI/STI management began after the introduction of
the modified registration form that included systematic screening. According to service
statistics, a total of 1,862 RTI/STI clients were diagnosed and treated during-thergix
intervention period. Of these, 14 percent were men. Figure 2 shows the numbeiSiflRases
diagnosed and treatedringthe scaleup. Providers also diagnosed and treated 29 clients who
were less than 15 years old for urethral/vaginal dischangest, of these were females. As with

the number of generalare clients, the number of RTI/STI clients also decreased after the
November 2006 due to the shortage of medicine.

! It should noted that these changes may have been influenced by seasonal variations, which is not possible

to control for with the limited trend ¢t available. However, the average increase is sufficiently large to
suggest that some increase has probably occurred.
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Condom distribution:There was shortage of condoms for three months duringsttedeup

period in some areawhichdirectly affected program activities. Where the condom supply was
regular (in 18 HFWCs), condom distribution increased from 680 to 763 per month. Where the
condom supply was irregular, the monthly disttibn decreasd from 945 to 757.

Systematic screening to identify unmet neetixorporating systematic screeningaithe client
registration form helped to identifytotal of 12,800 unmet needd4,600 among males and

11,200 among f emal e gegistrdignroars yegealed thatbbouthine c | i ent
percent of adult males and 15 percent of adult fenvedes identified as having ammet need

for services other than their primary reason for seeking care. Some of them had unmet need for
more than one servise

More than half of the additional  Table 6: Percent distribution of unmet needs by type
service needs identified were for of services identified among adult clients*

general health care (Table 6). Eight
percent of men ansix percent of

Sex of the patients

Reasons Male Female Total
women had an unmet need for General health care 63 53 54
RTI/STI orother RH services. EP services 6 20 18
Further, 6 percent of men and 20 anc . 13 11
percent of women had unmet Child health care 23 4 7
needs for FP services. RTI/STIs 6 5 5
Interestingly, one quarter of the PNC - 3 3
men identified an unmet need for __Other RH care 1 3 2
child health care. N 1,600 11,200 12,800

* Multiple responses

Almost all (99 percent) additional

service needs identified by sgstatic screening were provided to the clientsrduthe same

visit; only 1 percent of the clients were referred to another facility for treatment. These results
are encouraging and confirmed that the introduction of systematic screening can incregse servi
utilization provided at health facilities. At the national level, instituting systematic scretaing
increased service delivery by these proportamddlead toapproximately 300,000 additional
servicesbeing provideger month.

Compliance withsystematic screening varieduring 262 monitoring visits, twthirds of the
providers were observed to be using the systematic screening forms during the consultations.
However, these were only completed correctly in about half of these consultations)grbat

the systematic screening instrument was only used correctly in about one third of all cases. For
the providerswho did not perform the screening systematicaityst of thenviewed the process
asan additional burderwhich needs tbe addresseduringthe next stage of expansion.
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Clint characteristics and perceptions of
SGI‘VIC?S recelved_ L. of the clients (percent)

In addition b service statistics, researchers Characteristics Male Female Total
conducted exit interviews with clients to obtain xge

Table 7: Socio-demographic characteristics

their opinion about the quality of services they 15-24 19 18 19
received at participating HFWCs. Two 25-34 25 45 37
physicians interviewed 200 clients from eight 3544 2r 3029
HFWCs. The background characteristics$haf 32;154 ii g 3
clients are presented in TableMost clients Mean age 38 31 34
were in their thirties, with men being older, one Education
fifth was illiterate and 90 percent were married. llliterate 16 24 21
Family planning was prevalent in this sample. -V 17 36 29
VI-X 53 39 45
_— X+ 14 2 7
The commonest reasons fositing theHFWCs  \jean years of schooling 7 5 6
were for common cold / fever (30%) and for a Marital status
chil dés i Twelvepescent of Rothén) Married 82 97 91
and three percent ofienvisited the HFWC for ~ Unmarried 8 3 9
RTI/STI managemenand whie no men came to-24renty uswg P 33 16253 26000

HFWCs for family planningeyvices before the

intervention five percent of male clients
and 15 percent of female clients came
for FP services during the intervention.

Table 8: Clients6 e x p e r df selectes service
delivery issues (Percent)

Issues Male Female Total This suggests thaargeted interventions

Service provider was available 99 92 94 can help i ncrease menos
Provided enough time for treatment 82 80 80 coupleds reproductive |
Greeted patients 83 76 79

Requested to take seat 84 75 78  The vast majority olients expressed
gfo"'dedt :”S""eglto q“ef”est_ t 3; 3; % positive views of the service they

ISCUss he problems of patien received in terms of provider behavior,
Screened for other services 100 66 79 . . .

. - time given, treatment provided,

Advised for a follow-up visit 57 59 59 | i fhe facilit d .
Received expected services 61 61 61 C ear_l INess othe _aCl lies, and services
Received medicine 55 51 53 received, and said that they planned to
Received condom from clinics 18 11 14  seek care from the clinic in the future or
Received poster on RTI/STI services 64 35 46 torecommend the clinic to other clients
Interested to visit clinics in future 99 96 97 (Table8).
Suggest others to visit the facility 95 89 92
N 77 123 200
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Provider competence

Client-provider interactions were observed to assess the competence of service providers as a
result of the training provided. Two physicians who were involved with the theoretical training

Table 9: Provider enquired about:

Number
History of onset of problems 24
Duration of onset 24
Reasons for visit 21
Encouraged to describe problem in detalil 18
Progression of illness 16
Number of children 15
Contraceptive use 14
Pregnancy status (female) 13/17
Present medication 12
Lactational status 11
Past illness 10
Drug sensitivity 5
N 24

observed interactions betwemale providers

(SACMOs) and 24 clients (seven men and
womaen) from eight HFWCs (Tabl8). The
providers greeted all the clients and asked
them to take a seat. Most of the service

17

providers collected information on name, age,

occupation, marital historgnd number of
children, and asked appropriate questions

about the clientos
individual needs.
However, the qualit

examination proceduresill needs further
improvement (Table J0Providers failed to
follow the requiregrocedures fogeneral

reason

y of j

physical examinatiain more tharhalf of the cases, and checked blood pressure, temperature,

and signs of anemia in only about ethéd. It

is important to note thas17 out of 24 cases

observed were femalandthe providers were

all male thismayhave contributed to the
relativelylow compliance.

Service providerprovidedinformationto

clients correctly. In most cases, the providers Weight

asked relevant questions about RTI/STls. For Local examination
example, nearly all clients were asked whether
they were sexally active and half were asked  gyplained before examination
about their sexual partners. Providers collected

a complete general and sexual history for

Table 10: Content of examination

Examined Number

Pulse

Anemia
Temperature
Blood pressure

Obtained consent before examination
Diagnosed for RTI/STI

N O) 00 00 00 WWOWWOWO

N

N
S

RTI/STI checkups. Othe24 casesbservedsix were suspecteTI/STI cases. fiese were
treated using the proper protocols for symdic management and all six clients were prescribed
the appropriate drugs. Most providers in these casssredrivacy and counseled the six
clients on compliance with treatment, though only three RTI/STI clients received counseling on
prevention, andantacting partners, and only one demonstrated correct condom use. The

providersbo

perfor mance

dur i t he

ng

training on syndromic management was effective and was applied correctly during the
expansion. Thyshis approach would be appropriate for a-sabonat or nationallevel scale

up.
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Monitoring visits

Eleven monitors from ICMH and DFGP conducted a total of 262 monitoring visits 4®the
participatingHFWCs. The monitors completed a checklist duthmgr visit to record

information on the clinics, such as opening times, the presence of service providersy tife flo
male clients, availabilitpf IEC and counseling materials, number of clients semwaahber of
condom distributed, and availability dfugs and medicines. The monitors noted whether service
providers were performing systematic screening and also observed whether supervisors were
visiting the centers, and if so, what measures they undertook to overcome programmatic
problems.

The monitos found service providers at the workplace in-thiods of the centers. The reasons

for staff not being present aine third of thdacilities include providing services at the satellite
sessions, attending official meetings, sickness, and posting teeafactility. Male clients were
present in 45 percent of thesits toHFWCs; posters were visible in 67 percent; leaflets,

brochures, and flipcharts were available in 67 percent. The monitors reported shortages of drugs
and FP commodities in some centausing certain months. They also reported a lack of
supervision and monitoring from the immediate supervisors. Close monitoring of the
implementation process will be required at the time of replication at the national level.

COST OF SCALE-UP

The costs btraining, development of teaching materials, printing of the IEC materials, and staff
salaries were collected and analyzed to estithateoss of scaling upthe interventionsThe

unit costs for activities from the pilprojectwere used as base dé&ba projecting scaleip costs.
Manyof the expenses incurred in this limited seapawill not recur innational expansian

For instance, orientation of natiodalvel managers will nateed tdbe donetravel expenses for
district and thandevel manages will not be needednd per diems for participants will be at
the lower governmennandated rates. Thus the unit cost for orienting manwgeutd be cut in
halfi from taka2,050 inthis limited scaleupto taka 1,035 ira national roHout (Appendix D)
An estimated 528 program managers from 4,300 HFW@dd need tde oriented during the
expansion phase.

A similar reductiorcould beexpected in the training of about 24,080 FWAs and FPIs that staff

the 4,300 HFWCs, mainly due to adherence to the TRk rules of theGovernment of

Bangladesh. Further, costs during this study reflect efforts to monitor training sessions for FWAs
and FPIs to identify problems that might hinder the expanBioring acountrywide expansion

such extensivenonitoringwill not be required and routine monitoring visits will be sufficient;

this will reducetrainingmonitoring costs by nearly 50 percent. We estimate that during the
scaleup, the petwunit cost for training of the providers will diminish from tak@&) to taka

5,280 (a 24% reduction seeAppendix D. For preparation of the natiorlavel cadre of Master
Trainers, a total of 1,392 participants will be required, so costs will not diminish for that activity.
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We estimate that a total of 8,600 service providers ftarm each HFW{needto receive all

three phases of training (theoretical, practical, and refresher) during the expansion phase. They
couldbe trained at the district headquarters, which will eliminate the cost for transport to and
lodging in Dhaka. Thisvill reduce the training cost significantly. Using government rates, we
project a unit cost of taka 5,400 (1,200 for theoretical, 2,500 for practical and 1,700 &eefre
training) per participant.

As the IEC materials have already been developee@dtesihd adapted, the only cost for
materials will be for reproduction. Approximately 46 taka was spent to print the new register
after including systematic screening questions. These register lasted for six months. Thus, a
register which could cover thetée year would cost around 92 taka arexpense of 8 taka per
month.

The cost of the community group meetings was taka 200 per meeting. In each HFWIQR area
group meetings were conducted during present study and found sufficient to cover the areas.
Thus, for awareness raising activities taka 2,400 per year per HFWC will be tequire

After the interventionan average of seven STI/RTI clients were served per month at each

HFWC, with taka 188 spent anedicationdor each client. Taking this as a natibagerage, we
expect that 30,100 STI/RTI clients will be served monthly at the 4B Cs.Thus,

approximately taka 67,905,600 ($970,080) will be required to ateaéw RTI/STI patients

every month.

The intervention resulted in an additional 105 ckeambnthlyper facility at a cost dfaka 7 each

for drugs and other consumable materials. With the estpario all 4,300 HFWCs, we can

project an additional 451,500 clients every month nationally. Serving these new clients will add a
monthly cost of tak&,160,500 ($43,50), or$541,800annually.

Table 11below gives the peunit costof rolling out this intervention nationwide to 4,300
HFWCs,based onhecostsderived from thistudy.The total cost of scaling up can be divided
into fixed, onetime coss (for orienting program mangers and training providers) and recurrent
costs that will be required every year. The latter category includes community meetings,
reproduction of IEC materiglandcosts for drugs and other clinic items. Thus, in the figstry
taking fixed and recurrent costs together will require a total of taka 191,231,969 ($2,730,000). In
the subsequent year, costs will diminish to taka 122,782,200 ($1,750/660)epresents
approximately$5,888 per pazila in the first year and &80 in subsequent yeatsis important

to point it out that these expenditufes/e the potential tallow the HFWCs to servan
additional361,200 STI/RTI clients and 5,418,000 additional cliéotsall serviceger year. This
increase in coverageould come at dairly low price (taka 21 or $0)3eradditionalclient
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Table 11 Estimated cost for integrating RTI/STI services at the HFWCs

40 HFWCs National level replication
Category unip | Ynit  Total Total Unit Total cost
cost cost unit cost
FIXED COST
A. Orientation
Orientation of program managers 41 2050 84030 528 1035 546480
Orientation of FPIs & FWAs 224 870 194918 24080 430 10354400
B. Capacity building
a) Training of Master Trainers 26 2726 70875 1392 2726 3794538
b) Training of service providers
Theoretical training 110 2400 264038 8600 1200 10320000
Hand-on-training 82 2785 228334 8600 2450 21070000
Refresher hand-on-training 82 1795 147170 8600 1630 14018000
C. Printing of teaching materials
Transparency sheets 35 455 15925 464 455 211120
Training Manuals 215 284 61045 1392 284 395231
Flipcharts 100 900 90000 8600 900 7740000
Total fixed cost 68449769
RECURRENT COST PER YEAR
D. Printing of IEC materials**
Binding posters 100 75 7500 8600 75 645000
Loose posters 8000 3 22560 215000 3 606300
Leaflets 150000 1 150000 2580000 1 2580000
Brochures 40000 2 80000 1290000 2 2386500
E. Printing of register book 505 46 23230~ 4300 8 412800
F. Awareness raising group meeting 480 200 96000** 51600 200 10320000
G. Extra drugs for RTI/STIs patients 1862 188 350056* 30100 188 67905600
H. Extra drugs for additional clients 25394 7 177758* 451500 7 37926000
Total recurrent cost 122782200
TOTAL (A+B+C+D+E+F+G+H) 191,231,969
US DOLLAR (1USD=70 taka) 2,731,885

*%

No. of patient and cost refer to 6 months
Cost for the year
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DISCUSSIONAND CONCLUSIONS

Findings from the limitedcaleup of themodel for integrating materiented and RTI/STI

services developed during the pilot OR study show that the expansion was feasible and effective,
and indicate that the modebuld be costeffectively scaled up at the national level. The study
reconfirmed he positive findings observed during the pilot project and demonstrated that scaling
up the intervention will benefit both male and female clients and that HFWCs are appropriate
settings for providing RTI/STI services in rural areas. Although the foctieohterventions

was to provide RTI/STI services to men, service statistiggest substantial increase in the

total number of male and female cliemspossibledue to the synergistic effects of the
interventions. Although the majority of clientsught general health care, this model furnishes
services for RTI/STI clients who otherwise wopledbablynot consult a qualified provider.

These findings indicate that scaling up the intervention nationwide will increase the utilization of
services at thelFWCs and decreasestitost of treatment per client.

Documentatiorof the scaleup process showed that tBevernment can provide the additional
drugs required for treating the larger volume of clientshimstudy, drugs needed for the
treatment of RT6/STIs and additional gener@dreclients were mobilized from the regular

supply system. However, the procurement and distribution of drugs is a lengthy process in the
government system, and the distribution of drugs was not uniform during the stuati; preri
addition, several contraceptive methods, including condoms, were not available for three months
in some of the upazila¥he availability of medicines encouraggients to seek service from the
HFWCs, and service utilizatiatiearlydeclined if drgs were not available. Therefore, any
nationwidescaleup should includarrangements to ensutesdeliveryof additionaldrugs. At
present, the government is committed to providing medicines free of cost. However, the
increased client volume from brimgj in new service seekers or identifying multiple needs may
demand a substantial increase in the budget for medicines and supplieghether clients

would be prepared to meet a proportion of these costs needs to be researched

Traininga large numberfcservice providers will be a critical component for the expansion.
Classroorrbased training is not enough; providers also need practical training, opportunities to
observe and examine patients to improve their diagnosis and treatment skills, andhefresh t
knowledgeand skillsperiodically. Ths study demonstrated that the training model developed
under the pilot project, with some modifications, is sufficient to address the theoretical and
practical training needs of providers. We suggest that thelrhedalopted and used during the
scaleup to the national level. We found no significant operational praflexcept the

requirement of a hospital where enough RTI/STI clients are avaithbiag expansion, the

practical training could be organized &tdct level hospitals. However, ensuring appropriate
attention to the trainees requires considerable planning and commitment of facilitators and other
resource persons at the hospital. It might be appropriate to train providers in batches, as it would
beimpossible to train all providers simultaneously.

Intheexistingsy st em there is no scope for identifyin
Introduction of the systematic screening instrun{&3l) revealed that about 9 percent of men

and 15 perent of women had unmet needs for services other than their primary reasons for

seeking care. Many have more than one unmet need. Theupcstiedy showed that it was easy
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to operationalize the modified registration form including systematic screeninthand

screening could add an estimated 300,000 additional services if implemented in all the HFWCs.
However,only onethird of clients werecorrectlyscreened for unmet needs. Thigygests that

the modified SSI should be incorporatatb the clientregidration form but attention is needed

to improve provider compliance with the systematic screening proceulymeortive supervision

is critical, at least during thaitial stages of the scailap.

The Ministry of Health and Family Welfare has asked NIF@&scale up the intervention in
100 more HFWCs, and they have allocated a budget for thelgzal/e expect that after
successful implementation of this first phase, the intervention will be expanded in the entire
country.

LESSONS LEARNED AND RECOMMEN DATIONS

e The model developed during the pilot project poses no major opergiroéémsand can
be implemented in HFWCs. Service providers can learn and apply knowledge on diagnosing
and treating RTIs/STIs using the syndromic approach. We recommend exps@ilics
for men and services for RTI/STI to all HFWCs. The expansion could be done in phases,
beginning, for example, with one division and using lessons learned to adapt thentiaerve
for wider implementation.

¢ Planning and implementing a pubBectorinterventionrequires a significant time
commitment to accommodate procedures for approval, policy adoption, development of
official orders, and followup the implementation process. Furthermore, mobilization of
public resources is slow due to lengfirocurement procedures. Those planning sepfeat
the national or subational level need to budget adequate time for planning and execution.

e Registration of HFWC clients is not systematic. The information recorded in registers is
often incomplete anohconsistent. Compilation of information at the HFWC level is a
complex process, as the service providers have to keep a number of register books for a
variety of services. An integrated registration book, such as the one developed and tested in
this stug, would help service providers to identify clients during folopvvisits and to
compile service statistics. Inclusion of the systematic screening instrument in the register
would help service providers to icrdagenti fy and
service utilization. However, this would require adequate training on maintaining the register
and close monitoring during the initial period of implenagion.

e Service providers have limited knowledge about RTI/STI management and neegbhands
training at a referral hospital. Hand® training requires the participants to spend more time
at the hospital to examine a sufficient number of cases. Though this type of training raises
some operational problems, it can be managed effectively by propeingand phased
expansion.
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e When DGFP was involved in monitoring provide
screening was better. This suggektsneed foa close supportive supervisory role for
DGFP during the scalep.

REFERENCES

Al-Sabir, Aet al . 2004. Al ntegrating reproductive h
Wel fare Cent e rFRONTIERSB-mal Bdp@atdashingitqn,cDC:
Population Council

Hossain, S. Mtegrdtion ofentle and femal2 @fratuctivé tieaérvices in

Bangladesh with an emphasis on increasing
Population Review3 (2): 103117.

Khan, M. A.etal.1 9 9 6 . AAwareness of sexually transmit
providers i n r ukngRPapeBNonlg3d. Bhdka: MBFP &xtension

project (Rural), ICDDRB.

National Institute of Population Research and Training (NIPORT), Mitra and Associates, and
ORC Macro. 2005Bangladesh Demographic and Health Sur2694 Dhaka,
Bangladesh: NIPORT, Nfia and Associates and Calverton, Maryland, USA: ORC
Macro.

PietPelon, N., U. Rob, and M. E. Khan. 200@en in Bangladesh, India and Pakistan:
Reproductive Health Issud3haka: Kashraf Publishers.

PietPel on, N . and U. Ro b . eB&ngladesh fanMipgdlaaningand ol v e me |
reproduct i ve Intematibnal QuaperlyoofCommunity Health Education,
Vol. 17(2): 195206.

Popul ation Council. 1997. #fAMale involvement i
projects, 0 Wdonvokamer. pPhakanBardladesh: Population Council.

Popul ation Council. 1996. #Alntegration of RTI
Policy DialogueNo. 3. Dhaka: FRONTIERS Program, Population Council.

Rob, U. et al . 2r@dQcfive heélth setvieeg foranen irofamilyorelfare e p

centers, 0 Re blehDbDmaka: FRPNTIERSeProgram, Population Council.

21



APPENDIX A: LETTER

22



