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Project Summary

Principal Investigators:  
Ali Ashraf

Co-Principal Investigator: 
Alec Mercer

Project Name: Changes in use of health and family planning services in two rural 

Upazilas during the transition to a static clinic system of service delivery: 1998-2002.  

Total Budget   US $ 97,602          Beginning Date:   March 2003               Ending Date:  October 2003

                                                                                                                                                                        Hypothesis: The pattern of utilization of health care services and facilities changed in rural Bangladesh with the transition from a domiciliary and satellite clinic system of service delivery to a static clinic system in the period 1998-2002.

Research Objectives

The main objective of the five-year Health and Population Sector Program (HPSP) for 1998-2003 and the static clinic system of service delivery was to improve access in rural areas to an extended range of health and family planning services, the Essential Services Package (ESP). This study will investigate changes in utilization and coverage of selected ESP services and facilities in two rural Upazilas in relation to changes that occurred in the system of service delivery in the period 1998 to 2002. 

The study has the following specific research objectives: 

1. To determine the trend in use of selected ESP services and facilities in two rural Upazilas over the period 1998 to 2002.

2. To ascertain whether differences in the trends in service utilization between wards (and groups of wards) relate to the stage reached in the transition from domiciliary/satellite clinic to static clinic delivery. 

3. To determine what changes in service utilization were attributed to changes in the service delivery system by users, non-users and providers of services. 
Background of the Study

Prior to HPSP, primary health care services were provided in rural areas through doorstep delivery and satellite clinics. Under HPSP, it was planned to build over 13,000 Community Clinics (CC) that would serve the population of a ward, and to phase out satellite clinics and routine domiciliary visits by Government health workers. This has only been partially implemented and there has been no full evaluation of the static clinic system. A preliminary assessment of the performance of two CCs was conducted by the Centre in May 2001 (Sarker et al, 2002). The study found that these two clinics were operating more or less according to Government guidelines. It was concluded that the transition to the static clinic system in these two wards had not adversely affected utilization of key services such as family planning and EPI. However, it was recognized that a longer follow-up of service use and an investigation of more areas was required. 

The Ministry of Health and Family Welfare (MOHFW) Unified Management Information System (UMIS) collects data on service provision and utilization. However, the information system has been under development and data may be unreliable for evaluation of changes over the period 1998-2002. The Demographic and Health Surveys and Service Delivery Surveys (SDS-CIET) provide estimates of service use, satisfaction and views on service provision among the rural population of Bangladesh as a whole. However, these surveys do not provide local level data and were not conducted in 2001 or 2002. The surveillance systems operated by the ICDDR,B Centre for Health and Population Research in Abhoynagar/Keshobpur and Mirsarai are the only source of user-reported data on service utilization in areas with Government services and no special health interventions. The data on self-reported service utilization are more reliable for assessment of trends, being based on a well-established, closely monitored and high quality data collection system that has operated throughout the period 1998 to 2002. This study will use data on selected ESP services from the surveillance to investigate trends in utilization in relation to changes in the service delivery system.

Experimental design and research methods for achieving the objectives 

The study will focus on changes in utilization of selected health and family planning services in two rural Upazilas of Bangladesh (Abhoynagar/Keshobpur and Mirsarai). It will be based on three types of survey: 1) quarterly longitudinal household surveys conducted between 1998-2002; 2) a cross-sectional survey of users and non-users of services to be conducted in 2003; 3) a survey of all the Government health and family planning service providers in the study areas to be conducted in 2003. 

The question of whether changes in utilization of services occurred in the period 1998-2002 will be addressed by analyzing data from the longitudinal surveillance system. Quarterly and annual trends will be analyzed for the following indicators of ESP service utilization:

· % of married women of reproductive age (MWRA) who received a visit from a Family Welfare Assistant in the last three months

· % of MWRAs that visited each type of Government health facility in the last three months

· % of MWRAs that have ever visited a Community Clinic

· % of MWRAs currently using any method of contraception, modern methods, and a permanent method; ratio of temporary:permanent methods of contraception currently in use by MWRAs 

· % of the MWRAs giving birth in the last three months who made at least one ante-natal care visit (ANC) during the pregnancy (% using Government ante-natal care services)

· % of the MWRAs giving birth in the last three months who were attended by a qualified person 

· % of children born in the last three months who had received BCG and measles vaccination by 12 months of age  

The question of whether trends in ESP utilization relate to the stage reached in the transition from domiciliary/satellite clinic to static clinic provision will be addressed by examining quarterly and annual trends in the above indicators for wards at different stages of transition. Wards will also be grouped according to the stage reached and trends in service use will be compared. The main stages are: domiciliary and satellite clinic provision service provision with no CC; CC handed over; and CC providing services (see Table 1). Information will be collected in interviews with the Upazila Health and Family Planning Officers and other health workers about the timing of changes in the system of service delivery in each of the wards. Where CCs have been handed over, information will be collected on different aspects of their condition, preparations for functioning, and actual service provision. Where no CC has been built or handed over, information will be collected on the reasons for this and any preparations for the transition to the static clinic system.  

There may be specific reasons why some wards had a CC built, handed over and operationalized, while others did not. Relevant contextual information will be collected through in-depth interviews with the UHFPOs, MO-MCHs, UFPOs and community leaders, which will be conducted by members of the research team. The information will be used to determine whether local circumstances or factors other than the transition in the service delivery system need to be taken into account when interpreting trends in service utilization in particular wards. 
To determine the experience of users and non-users of the change in service delivery system and the extent to which it has, or will, affect service seeking behaviour, a cross-sectional survey will be conducted among a randomly selected sub-sample of married women of reproductive age (MWRA) in the surveillance wards, using structured questionnaires. 

KEY PERSONNEL (List names of all investigators including PI and their respective specialties)


Name                                                   Professional Discipline/ Specialty     Role in the Project


1 Ali Ashraf



Operations Researcher

Principal Investigator


2. Alec Mercer


Health Demographer


Co-Principal Investigator

3. Mary Hadley


Public Health Specialist

Co- Investigator

4. Masud Reza, 


Statistician 



Co-Investigator

5. Shahed Hossein


Operations Researcher
 
Co-Investigator
DESCRIPTION OF THE RESEARCH PROJECT

.

Hypothesis of the Study

The pattern of utilization of health care services and facilities changed in rural Bangladesh with the transition from a domiciliary and satellite clinic system of service delivery to a static clinic system in the period 1998-2002.


Aim of the Study

The main objective of the five-year Health and Population Sector Program (HPSP) for 1998-2003 and the static clinic system of service delivery was to improve access to an Essential Services Package (ESP). It was planned to provide an expanded range of services through Community Clinics (CC) which would serve the population of a ward (about 6,000 people). The aim of this study is to gain a better understanding of the changes in utilization and coverage of selected ESP services and facilities, and how these relate to changes that occurred in the system of service delivery in the period 1998 to 2002. 

The study will answer the following specific research questions:

1. What was the trend in use of selected ESP services and facilities in two rural Upazilas over the period 1998 to 2002?

2. Was there any difference in the trend in use of particular services in relation to stages in the transition from domiciliary/satellite clinic to static clinic delivery? 

3. What changes in service utilization were attributed to changes in the service delivery system by users, non-users and providers of services? 
Background of the Study

Prior to HPSP, primary health care services were provided in rural areas through doorstep delivery and satellite clinics. However, more resources would have been required to provide services under this system for the increasing number of women of reproductive age. Under HPSP, it was planned to build over 13,000 Community Clinics (CC) and phase out satellite clinics and routine domiciliary visits by Government health workers. One Health Assistant (HA) and one Family Welfare Assistant (FWA) were to be trained to run a CC and provide basic curative care and the services previously provided at satellite/EPI sites. They would make only selective household visits on one day a week.  

The CC building program is unlikely to be completed before the end of HPSP (9,413 CCs were recorded as constructed by December 2002). It is unclear how many CCs are currently operating, although 8,598 had been handed over for operationalization by December 2002 (Streatfield et al, 2003). A full evaluation of the static clinic system of service delivery is not possible before the end of HPSP in June 2003. A preliminary assessment of the performance of two CCs was conducted by the Centre in May 2001 (Sarker et al,  2002). At that time, the selected CCs in Chalisia/Abhoynagar and Dhum/Mirsarai had been operating for 11 months and 6 months, respectively. The static clinic service delivery was found to be operating more or less according to Government guidelines, with EPI outreach and SC services partially implemented at the CCs, and selected home visits being conducted on one day each week. The study conducted an in-depth assessment of the quality of the services provided, based on special surveys, interviews, group discussions with providers and users, and observation of consultations. Data were analyzed from regular household surveys of users and non-users, the Government Unified Management Information System (UMIS) statistics, and special surveys. This review suggested that the transition to the static clinic system in these two wards had not had an adverse effect on use of key services such as family planning and EPI. However, it was recognized that a longer follow-up of service use and investigation in more areas was required. 

Data from the Government UMIS for the study areas provides some indication of service provision and utilization in the period 1998 to 2002. However, the information system was under development in this period and data may be unreliable for evaluation purposes. The Demographic and Health Surveys and Service Delivery Surveys (SDS-CIET) provide estimates of service use, satisfaction and views on service provision among the rural population of Bangladesh as a whole. However, these surveys do not provide local level data and have not been conducted in 2001 or 2002. The surveillance systems operated by the Centre for Health and Population Research (ICDDR,B) in Abhoynagar/Keshobpur and Mirsarai are the only source of user-reported data on service utilization for areas with Government services and no special health interventions. The data on self-reported utilization of certain services are more reliable for assessment of trends, being based on a well-established, closely monitored and high quality collection system that has operated throughout the period 1998 to 2002. 

Information routinely collected on household and respondent characteristics in the quarterly surveillance rounds will also allow some of the data on service utilization to be disaggregated by indicators of socio-economic status (see Research Design/Methods section for classification criteria). This will allow some assessment of the extent to which lower socio-economic status groups had access to selected services at different stages in the transition to the static clinic system of service delivery (see Table 1). Data from cross-sectional surveys of users, non-users and providers of services to be conducted in the research period will indicate whether people changed their service seeking behaviour in response to the changes in the service delivery system.    

Research Design and Methods 

The study will focus on changes in utilization of selected health and family planning services in two rural Upazilas of Bangladesh (Abhoynagar/Keshobpur and Mirsarai). It will be based on three types of survey: 1) quarterly longitudinal household surveys conducted between 1998-2002; 2) a cross-sectional survey of users and non-users of Government services to be conducted in 2003; 3) a cross-sectional survey of Government health and family planning service providers in the study areas in 2003. 

Indicators of service utilization

The question of whether changes in utilization of services occurred in the period 1998-2002 will be addressed by analyzing trends in data from the longitudinal surveillance conducted in certain unions. Quarterly and annual trends will be analyzed for the following indicators of ESP service utilization:

· % of married women of reproductive age (MWRA) who received a visit from a Family Welfare Assistant in the last three months

· % of MWRAs that visited each type of Government health facility in the last three months

· % of MWRAs that have ever visited a Community Clinic

· % of MWRAs currently using any method of contraception, modern methods, and a permanent method; ratio of temporary:permanent methods of contraception currently in use by MWRAs 

· % of the MWRAs giving birth in the last three months who made at least one ante-natal care visit (ANC) during the pregnancy (% using Government ante-natal care services)

· % of the MWRAs giving birth in the last three months who were attended by a qualified person 

· % of children born in the last three months who had received BCG and measles vaccination by 12 months of age  

Study sites and study population

The study will be conducted in the Centre’s field sites in Abhoynagar/Keshobpur and Mirsarai where health and demographic surveillance has been conducted in certain unions for twenty and six years, respectively. Combining data from the surveillance systems in these two areas will provide sufficient information from rural wards at different stages in the transition as a basis for comparison. Since both HPSP and this study of ESP utilization focus on rural populations, predominantly urban wards in Abhoynagar will be excluded from the study. The study population is all households under surveillance in the surveillance unions in Abhoynagar/Keshobpur and Mirsarai. In July-September 2002, the population in all surveillance households was about 22,175 in Abhoynagar/ Keshobpur and about 38,096 in Mirsarai. 

Classification of wards/stages in the transition

Wards will be classified according to the stage reached in the transition from domiciliary/SC to static clinic service delivery, as shown in Table 1 below.

Table 1: Classification of wards according to stages in the transition from domiciliary 

and satellite clinic to static clinic delivery

	
	Stage in transition 



	A
	Domiciliary/Satellite clinic service delivery and no CC built

	B
	CC in preparation 

	C
	CC handed over to UHFPO  

	D
	CC has provided some services 

	E
	CC providing some services continuously 

(curative and/or EPI/SC provided each month for at least 12 months during 2001-02; regular presence of FWA and HA) 


Sample Size

Surveillance in Abhoynagar and Mirsarai, 1998 – 2002:

The sampling fraction for the surveillance system is 1/6 in Abhoynagar/Keshobpur and 1/4 in Mirsarai, with 4,528 and 6,905 households interviewed each quarter in the two areas, respectively. In July-September 2002, there were 4,635 married women of reproductive age (MWRA) in the Abhoynagar surveillance households and 6,511 in Mirsarai. These MWRAs constitute the sample for the longitudinal component of the study.

Cross-sectional survey of MWRAs in 2003:

We require a sample size which will give 95% confidence intervals of +/- 0.05 on an estimated proportion (p) of 0.5. For example, 50% of poor women have attended a community clinic (95% CIs: 45% to 55%). The sample required for this is 384. With this sample size, if the estimated proportions in two samples (eg. samples of poor and other women) are 45% and 55%, the difference in proportions of 10% will have 95% confidence intervals of 3% to 17%, ie. it will be statistically significant. From the wards that have domiciliary and satellite clinic services and no CC (type A),  samples of 400 poor MWRAs (definition in data analysis section) and 400 other MWRAs will be randomly selected from the surveillance database. (The extra 16 women will allow for any non-response which is very rare in the surveillance sites). In wards with a CC that has provided services continuously (type E), four further samples of 400 women will be randomly selected: poor who have used the CC; poor who have never used CC; others who have used the CC; and others who have never used the CC. 
Data collection

Surveillance surveys from 1998-2002:

Under the Health Systems and Infectious Diseases Division health and demographic surveillance system, data are collected that can be used to derive the specified indicators of ESP utilization (see page 9). Data are collected in quarterly survey rounds through interviews with MWRAs. Women are asked about their current use of contraception, the method used and the source of supply; whether they have received a visit from an FWA and/or an HA since the last round, whether they have visited each type of Government health facility (CC, SC, EPI clinic, Union Health and Family Welfare Centre, Upazila Health Complex) since the last round, and what service they received. They are also asked about key events since the last round, including births and immunization of their children. For women who reported a birth, information is collected on the person who attended that delivery. Data from the previous four quarters will be used to determine whether the woman made at least one ANC visit to a Government facility during the pregnancy for that child. Data recorded for that child over the next four quarters will be used to determine whether it had received BCG and  measles vaccination by 12 months of age. From these data, the selected indicators mentioned above will be calculated. These have been chosen as the key indicators of HPSP performance and ESP utilization/coverage that are available from the quarterly surveillance. 

Data on indicators of socio-economic status:

Data are available from the survey rounds as a basis for classifying households into socio-economic status groups. The indicators to be used are the number of years of schooling of the MWRA, the current occupation of the head of household, and ownership of land in 1998 (see data analysis section for definition of socio-economic status groups).

Cross-sectional survey of service providers in 2003:

A survey will be conducted using semi-structured questionnaires for interviews with the UHFPOs, Medical Officers - Mother and Child Health (MO-MCH), and Union Family Planning Officers (UFPO), and with all the AHIs, FPIs, FWVs, FWAs and HAs working in the surveillance wards. Interviews with UHFPOs will be conducted by research team members. Where a transfer has occurred, both the current and the previous UHFPO will be interviewed. Following field testing of the questionnaires in a non-study area, interviews with the other health staff will be conducted by experienced fieldworkers following a two-day orientation. 

The UHFPOs will be asked about the timing of changes in the system of service delivery in each of the wards: when each CC was completed and handed over; when FWAs and HAs completed their training and were assigned to a CC; what supplies were provided for each CC and when; when the CC started providing services; and what services have been provided. In wards where a CC has been operating at least partially, the health staff will be asked what selective household visiting and clinic services they are providing. These reports will be cross-checked, and checked with data from the UMIS. Information will be collected on the experience of the staff in making the changes in service delivery and working practice, and the adequacy of their training for this. The staff will be asked about how preparations for the transition have, or have not, affected the way they work, even in wards where no CC had been built or handed over by 2002. 

Where CCs have been handed over, information will be collected on the physical condition; how the CC is organized, cleaned and maintained; supply of drugs and other items, disposal of waste, work schedules for HA and FWA; BCC activities and IEC materials used; opening times for CCs and services provided; referral of patients; supervision of CC staff; number of supervisory visits and use of checklists; phase-out of SC/EPI sessions; what home visiting is being done; implementation of UMIS; monitoring the CC and involvement of the Community Group (CG); functioning of the CG and involvement of the Union Parishad (UP); promotion of the CC and mobilization of people to attend. Where no CC has been built or handed over, information will be collected on the reasons for this and any preparations for the transition to the static clinic system.  

Cross-sectional survey of MWRAs in 2003:

A cross-sectional survey of user/non-user satisfaction and service seeking behaviour will be conducted among a randomly selected sub-sample of poor and other MWRAs in the surveillance wards using structured questionnaires. The exact questions will be finalized when the results of analysis of surveillance data on CC use are available. The questions will relate to women’s awareness of the services provided/to be provided at a CC, including the new curative services that are/will be available for the first time at that level; awareness that SC/EPI outreach services will be/have been phased out; knowledge and experience of changes in the system that have occurred in their ward; understanding of the role of the Community Group (CG); use of a new CC by former SC users; level of satisfaction with CC and other Government services among users and non-users; reasons for satisfaction/dissatisfaction; suggestions for improvement in the system of service delivery; whether their service seeking behavior has been affected by changes in the services provided and the system of delivery; whether they expect any problems in using a CC if one did open. The views of users and non-users of CCs (poor and others) of CCs and Government satellite clinics will be obtained.  

Contextual data collection: 

There may be specific reasons why some wards had a CC built, handed over and operationalized, while others did not. There may have been issues of local politics, land availability, location of CCs, and other local events that could also have affected service use. Relevant information will be collected through in-depth interviews with the UHFPOs, MO-MCHs, UFPOs and community leaders, which will be conducted by members of the research team. 

Facilities Available

The study will focus on changes in health and family planning service use in the two study locations, Abhoynagar/Keshobpur and Mirsarai where the Centre operates a demographic and health surveillance system. These surveillance areas are the only source of user-reported data on Government service provision and performance indicators, for areas of Bangladesh with mainly Government services and no special health interventions.
 

Data Analysis

Data analysis will be carried out by the statistician under the supervision of the Principal Investigator and the Co-principal investigator. The software to be used will be SPSS.

Surveillance data:

Time series analysis of indicators: 

As far as possible, quarterly time series will be plotted for each of the selected indicators for each ward. Any turning points in the trend will be compared with key stages in the transition in service delivery system: domiciliary/satellite clinic provision with no CC (type A); CC handed over (type C); and CC providing continuous services for 12 months in 2001-02 (type E) (see Table 1). For some indicators, the number of cases will be quite small or quarterly values may fluctuate widely. In this case, annual rates will be used for the ward-level time series analysis. Annual rates will also be calculated for comparison of trends for wards grouped according to the stage reached in the transition in the service delivery system. In particular, trends will compared for the two extreme types of ward, A and E. Chi-square test of trend will be used to determine the statistical significance of trends where appropriate. Trend lines will be fitted to trends plotted for the groups of type A and type E wards.    

Disaggregation of data by indicators of socio-economic status: 

Bivariate analysis will be conducted on the annual rates of service utilization and coverage disaggregated by indicators of socio-economic status: years of maternal schooling (no schooling/primary (0-5 years)/post primary (6+ years)), occupation of head of household (labourer or unskilled manual worker/other), and land ownership in 1998 (landless/<50 decimals/50+ decimals). In addition, a combined index of socio-economic status based on these variables will be used for bivariate analysis of data for 2001 and 2002 for the two groups of type A and type E wards. MWRAs with no schooling, a husband who is a labourer or unskilled manual worker, and no land in 1998, will constitute the lowest socio-economic status group. For the purposes of data analysis this group will be referred to as “poor”, and the rest as “others”.   

Contingency tables will be analyzed for each of these variables in relation to the two extreme types of ward (A and E), for the years 2001 and 2002. Chi-square test will be used to determine statistical significance of any differences in the key indicators.

Data from the Government UMIS:

Monthly UMIS data for 2001 and 2002 will be used to check the continuity of service provision in wards which had a CC handed over. The records will also provide some indication of use of services at different Government facilities (SC, CC, UFWC and UHC), and information about referrals. However, as the UMIS has been under development, analysis will focus on the user-reported data from the surveillance rounds.   

Data from the cross-sectional survey of health service staff:

The data from the structured interviews with UHFPOs will be used to cross-check the criteria for ward classification (stage reached in the transition) based on information from other health workers and the UMIS about services provided at CCs. Information from the interviews with all the AHIs, FPIs, FWVs, FWAs and HAs will be cross-checked to establish the degree of common understanding about the system of service delivery that is in operation in each ward. The analysis will determine the level of understanding of the intended static clinic system; what the system actually is in practice in each ward; what problems and constraints have been encountered; and what the staff who have, and have not, implemented the static clinic system, think about it as a means to improve access and utilization of services, compared with a domiciliary/satellite clinic system. The self-reported working practice of FWAs and HAs will be compared for wards at different stages in the transition to a static clinic system of service delivery. The reported experience and views of FWAs and HAs about the transition from domiciliary/SC to static clinic delivery will be compared for those working only in wards with a CC handed over and those working only in wards with no CC handed over.

Data from the cross-sectional survey of MWRAs:

Data will be analysed to determine the level of knowledge and experience of CCs among MWRAs. The aim will be to find out what constraints women have experienced, or anticipate, in accessing the services they need under a static clinic system; what they think are the advantages and disadvantages of the domiciliary/SC and static clinic systems. Data will be analysed for women using/not using modern contraceptive methods to determine whether they have experienced increased/decreased difficulty in getting the family planning services and supplies they need, in wards with and without a CC handed over. The current level of satisfaction with Government services will be compared with that found in the CIET Service Delivery Survey conducted in 2000. 
Qualitative data from UHFPO, MO-MCH, UFPO and community leaders:

The data from the in-depth interviews will be analysed to determine if there were factors that may have influenced whether CCs were built, handed over and operationalized in particular wards. Where factors other than the transition in service delivery are identified that could have affected trends in service use, these will be taken into account in analyzing the trends. Data from particular wards may need to be excluded from the analysis of trends for groups of wards if service use was thought to be particularly affected.  

Timeline 

The study will take 8 months and will commence as soon as approval is granted by the Centre’s Research Review Committee and confirmation of funding is received from DFID. 

1) Preparations for fieldwork will start immediately, including field testing of the survey instruments, development of schedules for interviewers and fieldwork supervisors, identification of survey sites. In-depth interviews about contextual factors will also be conducted in the first month. 

2) Some data have already been collected as a basis for classifying wards according to the stage reached in the transition to a static clinic system of delivery. In the first two weeks, classification will be confirmed through interviews with UFPOs, discussions with the Centre’s field site staff and health care providers, and preliminary review of the UMIS data.

3) The specification of data files required for the analysis of surveillance data has already been done and preparation of twenty files relating to the quarterly rounds will begin in month-1. Analysis of data for each quarter will begin as soon as the first data file is prepared. Data analysis will be completed in month-4. 

4) Interviews with service providers will take place in month-2 and month-3, and with MWRAs in month-4. Preparation of survey data for analysis (checking and data entry) will be completed by the middle of month-5.

5) Analysis of provider survey data will start in month-4 as soon as analysis of surveillance data is complete. Survey data analysis will be completed in month-5. 

6) Writing up of a draft report will be on-going as data analysis proceeds, and this will be completed by the end of month-6 (mid-September). Final report and dissemination will be competed by the end of month-8 (mid-November).  

Ethical Assurance for Protection of Human Rights

Respondents will be enrolled in the study after giving informed consent (see consent form, Appendix 1).  Efforts will be made to ensure that all respondents are properly informed about the study and thoroughly understand what their participation in the study involves.  Any respondent may withdraw from the study or any component of the study at any time.  Maintenance of confidentiality of the data will be strictly followed and restrictions on access to data forms will be enforced.  Ethical approval for this study will be obtained from the institutional review board at ICDDR,B prior to the implementation of the study.

Use of Animals

The proposed study does not involve the use of animals.  
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Dissemination and Use of Findings

The results of this study will inform those deciding on the most appropriate approach to primary health care service delivery in Bangladesh. This includes MOHFW and the Development Partners involved in planning and developing the next sectoral program, and managers of NGO programs with domiciliary, satellite and static clinic delivery of ESP. Data from the quarterly household surveillance will enable changes in utilization and coverage of different services to be reviewed in relation to stages reached in the transition from domiciliary/SC to static clinic service delivery. The review of changes in utilization in relation to this change in the system of delivery will inform decisions about future delivery of specific components of ESP. Analysis of data on use of services and Government facilities in relation to household/family characteristics which are a proxy for socio-economic status will to some extent indicate whether the poor have been affected differentially by the transition. Being based on local-level data, the results will provide evidence relevant to local level planning of services. By involving Government service providers in a cross-sectional survey, and taking into account their experience of implementing different systems of static clinic, satellite clinic and domiciliary service delivery, the study will utilize this experience to inform the development of the future system of service delivery. It will also provide planners of national programs with evidence for assessing the likely impact on service use of any further changes in the system of delivery of ESP services by Government and NGOs. An Interest Group, consisting of interested individuals and representatives of organizations working in the area of ESP service delivery at local level will be formed to enhance the translation of findings into policy and practice.

Collaborative Arrangements

This study relates to two other studies of Community Clinics: 1) an in-depth study of two Community Clinics (ORP, 2002) and a recent overview of the national Community Clinic programme in Bangladesh conducted by the London School of Hygiene and Tropical Medicine (LSHTM) and funded by DFID. The results will complement the findings of these two studies and address research questions on Community Clinics of interest to both LSHTM and DFID. The proposed study encompasses the objectives for further research envisaged by both these previous studies and goes further in investigating the change in utilization of selected services in the context of the whole Government ESP delivery structure, not just at Community Clinics. The Interest Group to be formed will enhance collaboration with GOB implementers and policy makers and NGO programs for ESP service delivery. 
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International Centre for Diarrhoeal Disease Research, Bangladesh

                                   Voluntary Consent Form


Title of the Research Project:   Changes in use of health and family planning services in two rural Upazilas during the transition to a new system of service delivery: 1998-2002.  


Principal Investigator:  Ali Ashraf


Identification Number: 2003-006

We would like to spend about an hour with you to learn more about your experiences and views.  If you agree to participate in the study we will ask you a number of questions.  During the interview, you may refuse to answer questions or terminate the session at any time.  We should also let you know that you will not be paid.  Your participation is completely voluntary.

While we will be taking notes during our talk, we want to assure you that all of your answers will be kept strictly confidential.  The information that we record will be kept in a secure location and only scientists will have access to this data.

Do you have any questions for us?

Are you willing to engage in this exercise?

[ ]  Does not agree to be interviewed  (Thank the individual for her time)

[ ]  Agrees to be interviewed





The information in the consent form was read out loud in the presence of the witness and the respondent clearly understood the contents of the consent form.  

Signature of a witness:





Date:  

Are you available to talk now?  Thank you

To be completed by the interviewer

Signature of the interviewer:




Date:  

APPENDIX 2

Reviewers comments (1)

Dr Mizanur Rahman (Pathfinder)

Research proposal: Changes in use of health and family planning services in two rural Upazilas during the transition to a new system of service delivery: 1998-2002

Investigators: Ali Ashraf and others

This is an interesting and important topic of research in the areas of ESP and RH service delivery approaches in Bangladesh. This research effort is timely indeed. Below I present some points on research questions and methodologies.

The investigators have not given a hypothesis that justifies the reasons why such a study should be undertaken. While they attempt to examine the changes in use of ESP and RH services, there is no background information based on which they expect that there may be a change after introduction of CC. Or, there will be a difference in service utilization between areas covered by CCs and by previous system. The investigators have mentioned about a study that did not find any adverse effects of the presence of activities from the CCs. This speculation of the adverse effects of CC on service utilization is contrary to the very idea of the improvement of service utilization through an introduction of a new system, in this case, it is the service provision from CCs. Why do the investigators expect that static-clinic-delivery will adversely affect the poor? The investigators should have an expectation of difference/change (preferably with a direction of difference/change) of the introduction of the CCs in the community. An identification of the reasons of change/difference will help identify appropriate measurement indicators. 

I am little disturbed by the sort of duplicate presentation of research questions, objectives, and methodologies. The main body is comparatively better articulated than the first two-page summary.

Questions 1 and 2 basically have the same essence and thus may be grouped into one. Similarly, answer to question 3 can be obtained from the answers to question 5. I do not think question 4 is relevant here at all in this research. (It is well known that GoB MIS data are not designed in such a way that can answer serious research question.) Sinking into such data may dilute the primary research efforts. Questions 6 and 7 are not research questions really. The explanations of the study findings, investigators’ conclusions as well their recommendations will provide answers to the questions the investigators have numbered as 6 and 7. Therefore, these are implied in a research protocol, and therefore researchers do not put them as questions to be asked in a research protocol (Am I right?).

Methods and procedures

Give exact number of wards that are covered by CCs which will be included as treatment areas. Also give the exact number of comparable wards that will serve as control areas. (The investigators should have these statistics from their surveillance data.) What will be the sample size in these wards that are covered under the surveillance? Is the sample size statistically adequate? For the survey, what will be the sample size? The investigators will agree with me that the sample size should be calculated in the light of the hypothesis.

Give a precise list of appropriate indicators that will be used in the study. This should again be based on the theory the investigators use to undertake the study.

It is not clear to me the basis of the selection of the WHO-recommended cluster sampling method in this research.

The investigators may give a little more details on who in the community they like to term the “poor.”

Comments from Mizanur Rahman, NSDP

Reviewer (2) – Mutaza Majid (NSDP)

Research Questions:

We need 1998 data to report change between 1998 and 2002. Is it available for the control area.(Q.1)

Is their regular user-surveys in the control area. What are the indicators to examine that.(Q.3)

The place of service provision should be mentioned.(Q.4)

Methodologies……………

The criteria for defining a household to be poor is to be determined earlier. 

Does the surveillance data provide adequate information for identification of the poor households.

Sample Size

The total sample size of MWRAs is not clear. What is the calculation of 630 interviews.

The number of key informants and men, and focus group discussions are not mentioned. 

My suggestion on study area

Mirasarai and Avoynagar are only the two Upzillas of the country  having  ICDDR’B surveillance system. Although it is not mentioned, GoB always gives special importance to these two Upzillas and  try to implement their programs with special focus. So, to provide planners of national programs with some evidence on Community Clinic use and suggest any further change in system of service delivery, it is recommended that two Upzilla from outside the surveillance area of ICDDR’B should be included for survey of service providers and MWRAs and also collect data from the GoB-UMIS.

The views of key informants and focus group discussions of user and non-user men and women should also be sought in these two Upzillas. 

Response to comments (1)

1) The hypothesis in the protocol is based on the expectation under HPSP that the change in the ESP service delivery system would improve access to the poor. Different factors, including the difficulties associated with implementing any major change in service provision, raise doubts about the extent to which this has been achieved. Other adverse factors include a) The programme of building Community Clinics was much delayed. Most of the 10,000 buildings were only completed in 2001 and 2002; b) There has always been concern that when doorstep delivery of services was phased out and satellite clinic services were transferred to the static clinic, it would take some time for people to access the new facilities which would be further away for most people; c) Although the new clinics were to intended to bring basic curative services closer to the place of residence of most of the rural population, there has been concern about the adequacy of the training of the health staff, their attendance at the clinics and the adequacy of the supply of drugs. On these grounds it is reasonable to test a hypothesis that access to services for the poor has not been adversely affected by the transition to a new system. The objective of the change in system was to improve access for the poor, but expectations during HPSP have been reduced. 

2) The presentation of research questions, objectives and methodologies involves some duplication to comply with the format for research protocols.

3) Since the draft was sent for review, the research questions have been condensed for the RRC protocol submission and questions 6 and 7 are not included as research questions. 

4) Since the draft protocol was sent for review, the exact number of wards with Community Clinics (model 1) and those with the old service delivery system (model 2) have been ascertained and included. The number of households under surveillance in these wards has also been included and should be sufficient for analysis of most of the variables on service use.

5) The sample size for the survey of married women of reproductive age was specified in the protocol as 630. The basic methodology for WHO cluster sampling involves dividing the survey area into geographically distinct sub-areas, from which clusters of households are selected at random. The number of clusters taken in each sub-area is proportional to the population of that area. The number of people interviewed/studied in each cluster is normally 30 (eg. for EPI coverage), but can be modified. In this case, with 630 women to be interviewed, there will be 30 clusters of 21.  

6) These list of relevant variables available from the surveillance database was given in the protocol. It includes key HPSP performance indicators.

7) As mentioned, classification of households into socio-economic groups will be based on the information collected in a special survey in 1998. This includes data on household assets and resources such as land. Other variables such as employment and educational status will also be used to develop an index of socio-economic status. As mentioned, the intention is that this will be designed at the start of the study in such a way as to distinguish approximately the 4th and 5th quintiles which will be categorized as the “poor”. These will mainly be families which do not own land and mostly earn a living through seasonal agricultural labour.     

Response to comments (2)

1) The reviewer refers to a “control area” and availability of data. There is no control area – the  protocol makes it clear that this is not an evaluation of the new service delivery model. It is a comparison of the changes in areas with the old and new model to assess the possible effect of the transition itself. Data are available for both types of area for 1998 and 2002 from regular user-surveys and the changes in the same indicators will be compared. The service delivery facilities are all mentioned in the Data Analysis section under surveillance data.

2) The criteria for categorization of socio-economic status will be defined in the very early stages of the project, based on data on household assets, educational and employment status.

3) The point was to emphasise that in Mirsarai and Abhoynagar there has been nbo outside technical assistance (as in Matlab). The fact that Government has made a special effort to implement the new service delivery system in Abhoynagar is a good reason for using this as a study site, since there will be sufficient information from areas which have functioning community clinics. 

4) The reviewer suggests including two additional areas which do not have surveillance. However, the data available there from the UMIS are not likely to be of sufficient quality for analysis of changes in service use. This is particularly the case, since a new information system has been introduced in the study period.

APPENDIX 3
Response to comments from RRC (dated 11 February 2003) 

a) We now refer to stages in the transition from domiciliary/satellite clinic to static clinic (Community Clinic) provision of services. The Government may abandon the Community Clinic (CC) model of service delivery under the next sectoral programme. However, it will have to decide the future of the 9,413 CCs recorded as constructed at the end of 2002. Some may be handed over to NGOs to run (Government has agreed to a pilot of 12 NGO-run CCs). The system of delivery under the next programme is likely to be based on some combination (or mixed system) of domiciliary (routine or selective), satellite and/or static site clinics. We feel our analysis of changes in service use in relation to different combinations of the delivery mechanisms will provide evidence which is very relevant to decisions about the development of service delivery mechanisms. 

b) The hypothesis is: The pattern of utilization of health care services and facilities changed in rural Bangladesh with the transition from a domiciliary and satellite clinic system of service delivery to a static clinic system in the period 1998-2002.

c) We intend to analyse quarterly trends in selected indicators of service utilization over the period 1998-2002 in relation to three main stages in the transition in the system of delivery: domiciliary/satellite clinic provision with no CC;  CC handed over to UHFPO; CC providing some services continuously for 12 months in 2001/02 (see Table 1 for definition).

d) Indicators of a functioning clinic include regular presence of the FWA and HA; data from the UMIS showing that the clinic was providing services each month; availability of drugs and supplies.

e) See (a)

f) Three specific research objectives have been defined (see Project Summary) to address the question of what changes in service utilization occurred in the period 1998-2002, whether the trends differed in relation to the stage reached in the transition, and whether changes in utilization are attributed to the change in delivery system by users and providers. The summary of design and research methods now indicates what methods are used to achieve these objectives.

g) The proper consent form is now attached.

h) The indicators for disaggregation of data by socio-economic status are now specified as: years of schooling received by the MWRA(none/primary(0-5 years)/post-primary (6+ years));  occupation of husband (or HoH) (labourer or unskilled manual worker/other); ownership of land in 1998 (none/<50 decimals/50+ decimals). Two socio-economic status categories will be used for analysis in addition to these separate variables: the lowest socio-economic status group will be MWRAs with no schooling, a husband who is a labourer or unskilled manual worker, and no land in 1998 (referred to as the “poor”)); others will be classifies as “others” for the purposes of data analysis. 

Time reference periods have now been specified for utilization of services (eg. visit from an FWA in the last three months).

i) See (h).

j) We plan to use cluster sampling methods to randomly select MWRAs for interview in the cross-sectional survey. Where a CC has been built, separate samples of poor users, poor non-users, other users and other non-users will be selected. The purpose of the survey is to find out if these groups of women changed their service seeking behaviour, and if so, whether this was due to changes in the service delivery system. Similarly, women in areas with no CC will be asked about their expectations and intentions in this regard. The exact specification of the questionnaire will be decided on the basis of the results of surveillance data analysis on use of facilities. 

k) Data from the surveillance include utilization of private sector facilities/providers and these data will be analysed with the data for Government service utilization. 

l) Draft structured questionnaires are now attached and these will be refined further and tested. It is now proposed to conduct in-depth interviews with key informants to collect information on the local context in which the service delivery system has (or has not changed), and whether other important factors should be taken into consideration in interpreting changes in service utilization.

m) CVs are now included.

n) Now only the information in the summary is a repeat of information elsewhere.  

o) Ms Mary Hadley is a Co-investigator

p) The study will start in mid-March and a draft report will be completed by mid-September (6 months).     







� BRAC implements community-based TB services (DOTS) in some parts of Mirsarai, but does not provide other ESP services or facilities.
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