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Subject: Approval of protocol # 98-029 entitled “Contraceptive use dynamics in
Bangladesh”

Thank you for your letter of 18 November 1998 about the above-mentioned subject. We
have revised the protocol incorporating the comments and suggestions made by the RRC
and by Dr. Carol Jenkins. Here I am describing the changes, point by point, with
reference to your letter.

1. That a part of the study will be done in Kalkini Thana of Madaripur district has been
mentioned in the relevant places in the protocol (see pages 3, 13, 16 etc.).

2. The hypotheses regarding the factors influencing the declining trend of use of
permanent method have been specified (see page 4) and the methods of testing them have
been given (pages 17-18).

3. We have reviewed the literature further and revised the protocol accordingly. Unlike
Sub-Saharan Africa and Latin America, abortions associated with extramarital sex is not a
big problem in this country. Moreover, Matlab DSS does not record illegimate
conception. It is a very sensitive issue and beyond the scope of this study. However, the
study will make an attempt to investigate the factors of abortions associated with
ilegimate conceptions (page 10, 19).

4. We have discussed the methodology of cost calculation with Dr. Mahmud Khan, Health
Economist, It is given on page 22.

5. Relevant studies from this country and the region have been reviewed and the
references are given (pages 27-29).

6. All modifications have been made within the sanctioned budget.
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We had a long and usefu! discussion with Dr. Jenkins on 25 January 1999, Her
sugggstions havd been incorporated in the text and in the questionnaires of the protocol.

Respgnse to Dr, Jenkins points mentioned in her letter to RRC about this protocol:

1. Literature was reviewed further as per given guidelines. Relevant references have been
cited in pages 5-12.

$
2. Hypotheses have been revised in view of the Bangladesh context (See page 4).
3-4. A brief discucsion on the appropriateness of the selected social science methods for
this study is giveh on pages 13-14.  Dr. Jenkins agreed with us about the appropriateness
of the use of FGD and in-depth interviews for this study.
5. The Research Team and the Advisory Committee of the project have experts from
different fields including sociology and anthropology. Advice will be taken from other

experts in course of time, if needed.

The design of the study provides opportunities to undertake sub-studies on each of the
topics mentioned (Dr. Jenkins agreed with us about it).

A copy of the revised protocol is enclosed for your consideration for approval.

Thank you.
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Principal Tnvestigator: Bauragi Radheshivam

CONTRACEPTIVE USE DYNAMICS IN BANGLADESH

I. PROJECT SUNMARY

The project will start witly an investigation of the levels, trends, determinants and  reasons for
contraceptive use-failure, abortions, the declining in permanent method use, and the
effectiveness of the rhythm method n Bangladesh. Tt will also undertake several sub-studies
to meet these specific objectives.  The study 1s scheduled to be conducted in the MCH-FP area
and in the Comparison are of Matlab Thana where TCDDR.B has carried out numerous
projects in the last two decades.  Another part will be conducted in Kalkini Thana of
Madaripur District. Existing Matlab MCH-FP data will be cleaned, transferred to the computer
and analyzed. Additional quantitative and qualitative data will be collected and analvzed from
each of the areas. The study will take the opportunity to evaluate the impact of the new FP
delivery system through the Community Clinic (CC) under the Government’s Health and
Population Sector Program (HPSI) over door-step delivery. The impact of this new delivery
system on the FP Program will be measured from surveillance system data and by a few
follow-up sample surveys. The findings of this study will lead to recommendations on changes
to be made in the FP program. The results are expected to be useful to the planners and policy
makers of Bangladesh and other developing countries to make FP programs cost-effective and

sustainable.

KEY PERSONNEIL,

Name ) Professionat Discipling/ Specialty _Role in the Project
[. Dr. Radheslvam Bairagi Demageapher/Tublic Health Pl

2. Dro Abdur Razzaque Demographer Co-investigator

3. Mr Ivotsnamoy Chakrabarty MCH-FP Co-investigalor

4. Dr. M. Mazharal Istam Statistictan/Demographer Co-inveslogator
5. Dr. Almed Al-Sabir Demographer/Training Co-investigator
O.Dr KMA Aviz Socivlogist/ Antlirapology Co-investigator

7. Dr. Nashid Kanad Demographer Co-investigator
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Principal Investigator: Bairagi Radheshvinn

2. DESCRIPTION O THE RESEARCH PROJECT

2.1 Hypothesis to be tested |

The following hypotheses have been formulated for testing:

There are some program factors as well as individual and familial factors that are
mainly responsible for declining trend in permanent method use.

. . b . . .
An extensive fannly planning program can help dechine the overall abortion rate as well
as clandestine and unsafe abortion.

Wonien seek abortion not only because they do not want to be pregnant but there are
other socio-cconomic, demographic and behavioural factors assocrated with an
abortion.

There is no difference in the compliance of pills and condom between Matlab MCH-FP
area and any other rural arca of Bangladesh (i.e. pills and condom failures in Matlab
and at national level are same).

The detivery ot the FP* services through Comntmity Chinic (CC) approach will be more
cost-eilective than that the door-to-door delivery system.

2.2 Specific Aims

(i)

(i)

(i)

(v)
v)

(vi)

{vii)

To identify the factors responsible for declining trends in the popularity of permanent
methods.

To investigate the determinants of the use ol permanent methods as well as other
methods.

To study the levels, trends and determimants of switching, discontinuation, unmet
needs, failures, and abortions.

To wentify the reasans for switehing, discontinuation, failures, and abortions,

To evaluate the impact of new service delivery through CC approach an contraceptive
use dynamics and its cost-ellectiveness,

To implement and evaluate the recommendations of this study in Matlab and a thana.

To disseminate the findings to GoB and other interested parties and policy makers with
a view to improving family planning services throughout Bangladesh,



Petncipal nvestivator: Bawags Radbeshyam

J. Background and Introduction of the Project

Population pressure is one of the most serious problems facing Bangladesh.  Although the
success of its Family Planning PCrogram has bheen vemarkable, it is tac from achieving
replacement level fertility, t.e., total fertility of 2.1. Moreover, the Bangladesh Family Planning
Program depends  mainly on non-clinical methods, such as pills, through house-to-house
delivery. This is very expensive from the program pomt of view. The per capita expenditure
for family planning in this country is about $2 and is perhaps the highest in the developing
world (Cleland and Streatfield, 1992). Moreaver, the existing family planning service delivery
system is facing many obstacles that limit its optimum afilization, elfectiveness and eflicacy.
Most of the expenditure of the FI> program in the country is borne by foreign aid. There is
speculation that such external support may not be readily available in the near future and may
even stop. There is. therefore, growing concern about the sustainability of the program,
which is an extra burden for a nation like Bangladesh where more than 86 percent of the
population live below the poverty line (UNDP, 1991) Because of possible financial and other
constraints in the near future, the planners need 1o examine alternative cost-effective

approaches.

In order to make the Bangladesh IF'I* more cost-effective and sustainable, the Government is
planning to implement an integrated health and FP service delivery through static centres
called Community Clinics (CCs) for each 6,000 papulation instead of the present door-to-door
delivery service. Each CC will have a [ealth Assistant (HA) and a Family Welfare Assistant
(FWA). While the HHA  will provide antinatal care (ANC) and postnatal care (PNC) and
services for ARL, diarrhoea, malaria and EPI etc, the FWA will provide non-clinical family
planning services. The FWA will also provide the second and subsequent doses of injectables,
The first dose of injectables and 1UD will be provided by a Family Welfare Visitor (F'WV),
who will visit the CC routinely. However, it is extremely important to investigate the impact
of this change from door-step delivery to CC on FP program in the country, The project will

investigate the impact of this change in the Matiab MCH-FP area,

Sterilization is of particular importance in Bangladesh because many women achieve their
desired family size, which is currently 2.5, at an carly age and are thus in need of a further 15

or more years of continnous protection against pregnancy. For couples desiring no more
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children, sterilization is the most clfective contraceptive method available for thent lts main
advantages are that it s one-time method and that, once aceepted, relieves conples from
continbous  worries about protecting against unwanted pregnancies. Each  sterilization
operation is estimated to avert 1.5 to 2.5 births or a higher number than continued use of any
other modern reversible methods (Lubell, 1978} The total demographic impact of sterilization
depends upon the age and parity of the adopters and the number of couples choosing the
method. As younger couples with tewer children opt for sterilization | the number of births
averted obviously increases. Sterilization is also cost-effective compared to other modern
reversible methods. Further, in a country like Bangladesh where literacy rate is very low and
the poverty level is high, the increased use of sterilization will help solve the difficult problem
of sustaining motivation among eligible couples to continue the regular practice of family
planning methods. But it appears from audited figures in Bangladesh that the number of
vasectomies peaked in the mid-1980s and has since dwindled to low levels. The number of
tubectomies performed annually has also declined considerably from peaks in the 1980s.
Generally, with an increase in contraceptive use, the use of permanent methods not only
increases, but the rate of increase is more than the rate of increase of temporary methods. But
in Bangladesh the situation 1s quite the opposite.  Permanent method use in 1989 was 10.5
percent and in 1993-94 came down to 9.2 percent (Islam, Mamun and Bairagi 1996). It
declined turther to 8.7 percent in 1996-97 (Mitra et. al. 1997). If one compares the method
mix with neighboring countries such as India and Sri Lanka, the use of permanent methods in
Bangladesh is unusually low. Among the users of any method, 50 percent in Sri Lanka and 75
percent in India use permanent methods, but in Bangladesh this is only 20 percent (Mitra et al
1994, Kantner and e 1996). ,

Sterilization was first introduced in mid-sixties on a large scale in Bangladesh (then East
Pakistan) as apart of the Government's national family planning program. At the beginning,
lack of knowledge, lack of hospital and clinic tacilities and shortage of funding for sterilization
services remains as obstacles for the expansion of services. Sterilization started gaining
popularity by the end of the seventies. The number of sterilization increased from 84 thousand
in 1975/76 to 363 thousand in 1982/83 - a more than 4 fold increase in 7 years - followed by a
sharp of 552 thousand in 1983/84 (Ahmed and others, 1992) The sharp increase in
sterilization between 1980/81 and 1983/84 can be attributed to many programmatic factors
which include mainly: increase in compensation payments to clients, increase in relerral fees to
FP workers and doctors, setting of sterilization targets for FP workers, special activities of
district-level mobile teams providing sterilization services and government measures for

maintaining and improving the quality of services.




The decline in sterilization acceptance began in the nid-eighties. There is much speculation
about the decline in permanent method use in this country, but the exact nature of the causes of
decline has yet to be ascertained. [t is worth to mention here that, during both its Third (1985-
1990) and Fourth (1990-1995) Five Year Plan, the Government of Bangladesh set ambitious
goals for increasing contraceptive prevalence through a ‘cafeteria” approach offering a variety
of choice of modern methods including sterilization (Planning Commission, 1990). At the same
time Government has withdrawn the referral fee and mobile sterilization camp. Some observers
think that this programihatic shift may cause decline in sterilization. While others feel that the
abandonment of the “maotivator’s fee™ in the latter 1980s, plus the erosion by inflation of the
clients’ compensation payment are responsible for the decline in permanent method use, Some
others feel that, unlike India and some other countries, the absence of any target-driven
sterilization campaigns is a reason for the low proportion of permanent method use in this
country. In a recent study Miah et al. (1995) identified several program and individual factors
tor declining trend in sterilization as mentioned by the program managers, field workers and
clients. These factors include: changes in the choice of methods by couples due to availability
of wide range of modern methods, fear of surgical operation, insuflicient amount of
compensation fee, withdrawal of referral fee, withdrawal of mobile camp system, shortage of
facilities and trained doctors and lack of proper coordination between the health and family
planning personnel.  However, no clear reason or evidence for the downward trend in
permanent method has been established. One of the main objectives of this study is to tdentify
the factors which work as obstacles to the use of permanent methods. The essence of this
objective is the choice between permanent and temporary methods. Tt is likely that both
service-related factors and family factors.are instrumental in this choice. It is important to
identity those faclors to remove the obstacles in using pcrlmnnent methods.  The objective

needs viewing from the historical perspective as well.

Another matter of concern for the Bangladesh family plannimg program is contraceptive use-
failure. Contraceptive failure is, perhaps, the most important component of use-effectiveness
of a family planning program. High acceptance and continuation rate of a method do not mean
much it the use-failure is very high. Data from Matlab suggest that the contraceptive failures
of pills and condoms in Bangladesh are alarmingly high (Bairagi and Rahman 1996: Bairagi,
Islam and Barua 1997). A major limitations of these studies was that failure resulting in non-
live birth {abortion, still birth or miscarriage) was not considered. A thorough understanding
of the failure of temporary methods and its reasons is important for planners and policy makers

in this country.  Unfortunately, research on contraceptive failure in the developing countries
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including Bangladesh is extremely limited, mainly because of the non-availability of reliable
data. In this regard, a unique data set which is prospective in nature and is thought to be very
high in quality and free from memory fapse or recollection of the past contraceptive behavior
as in the case of retrospective data set presently being collected by the ICDDR B, This data

set and some more data to be collected from the field will be used to investigate failure issue.

Unsafe and clandestine abortion appears as a  serious reproductive health problem in
Bangladesh (Khan et al. 1984, Begum et al. 1991). Abortion-related maternal morbidity and
mortality is very high in Bangladesh. Hospital-base statistics demonstrate that nearly half of the
admissions to gynecology units of major hospitals in Bangladesh are due to abortion-related
complications (Measham et al. 1981, Singh et al. 1997) and field-base studies suggest that
almost one-fifih of the total maternal mortality are associated with induced abortion (Alauddin
1986, Fauveau and Blanchet 1989, Koenig et al, 1988) This is particularly tragic since deaths
from abortion are almost completely preventable. The 1994 International Conference on
Population and Development (ICPD) in Catro directly addressed issues pertaining to abortion,

s

The paragraph of the “program ol action”™ that every parlicipaling government signed states:
All  Governments  and  relevant  intergovernmental  and  non-governmental
organizations are urged to strengthen their commitment to women’s health, to
deal with the health impact of unsafe abortions a major public health concern and
to reduce the recourse to abortion through expanded and improved family
planning services. ... In all cases, women should have access to quality services for
the management of complications arising trom abortion (1CPD, 8.25).

The implementation of this paragraph in the 1CPD Program of Action is a major challenge for

reproductive health professionals worldwide. A first step in this process is simply to define the

magnitude of the health care problems assoctated with abortion.

The hazards of abortion to women health depends upon two important variables; whether the
operation is legal or not and at what stage it is carried out. The accessibility and utilization of
abortion services is confounded by a host of issues including societal mores, religious beliefs,
the availability of family planning services and accurate knowledge about abortion. In countries
where abortion is legal and abortion facilities are widely available, abortions pose a minimum
threat to women’s health. On the other hand where abortion is restricted. abortions are usually
performed in a substandard and unsanitary conditions, leading to a high incidence of

complications and resulting chronic morbidity and often deaths. However, greater access to




legalized facititics for poor rural women will depend on the nation’s socioeconomic progress
{Agadjanian 1998). Unsafe abortion is delined as a procedure for terminating an unwanted
pregnancy either by persons lacking the necessary skills or in-an environment lacking the

minimal medical standards or both (WHOQO, 1993),

In Bangladesh, abortion is illegal except in a few special circumstances such as to save the lite
of a pregnant woman. Nonetheless, evidence from hospitals, clinic records and other sources
suggests that  abortion is far from rare in Bangladesh. Many unqualified persons and
institutions are involved” with abortion (Khan et al., 1986). The government of Bangladesh,
however, declared in 1979 that menstrual regufation (MR) 1s an "interim method  of
establishing non-pregnancy” for a woman at sk of being pregnant. whether or not she is
pregnant. Many abortions are performed under the mantle of MR to avoid legal controversy.
With the promotion of menstrual regulation (MR) services as a method of birth control i
Bangladesh, late pregnancies are also frequently aborted.  Although MR is offered in
government hospitals and other family planning service centers, the service 1s not widely
available 10 rural arcas. Available records (rom hospitals and clinics suggest a rising trend in
MR/abortion which is supposed to be declined as contraceptive use becomes more widespread
and as users attain proficiency in the use of a method. 1t is hypothesized that the increase rate
in abortion is partly because desired family size is declining and partly due to poor use-
effectiveness resulting high failure rate. In this respect, it is important to investigate the reasons
tor abortion (for example, why ane woman will go for abortion, while the other will go tor
having a live birth) and its dynamics in Bangladesh. The most commonly reported reason that
women cite for having an abortion, in both developed and developing countries, is to postpone
or stop childbeajng. A recent study based on data from 27 developed and developing
countries concluded that the reasons for abortion are olten far more complex than simply not
tending  to become pregnant and it vary from culture to culture and country to country and
the deciston to have an abortion is usually motivated by more than one factors which include
sociveconomic concerns and sexual behavior and partners marital relationships (Bankole et al.
1998). For example, in Sub-Saharan Africa where most of the women who obtain abortions
are young and unmarrted, the most important reasons for abortion relate to socioeconomic
factors - specally, that women perceive pregnancy as disrupting education and employment.
Partners refationship problems are another important reasons why women have abortions in
this region (Renne, 1996) In Latin American countrics, three categories ol reasons compete
for the position of primary importance: sociovconomic reasons (combining not being able to
aftord a baby and disruption 1o education and work), relationship problems and reasons related

ta being young, The first two categories of reasons are probably linked to the high prevalence




of consensual unions as such unions have higher dissolution rates than legal marriages and

usually imply less commitment by the cohabiting partners. On the other hands these are less
mmportant reasons with most of the Asia countries including Bangladesh where desire to

postpone or stop childbearing appeared as the most prominent reason tor abortion,

The studies on abortion in Bangladesh are extremely himited in number and the scope and the
results of the available studies are not consistent. Fhis is mainly the results of underreporting
caused by legal constraints as well as soctal sensitivity and cthical unacceptability, which make
collection of accurate data on abortions through survey difTicult and also aflect the quality of
the information obtained  However, the Matlah DSS caollects complete pregnancy history data
through the ClHWs every fortnight since 1966 (monthly since September 1997). 1 the
pregnancy of a woman is observed or reported during, the fortnightly visit of a CHIWY, it s
recorded. From 1966 to 1976, the outcome of a pregnancy was registered as one of three
events: live birth, still birth, or tetal wastage. FFrom 1977 to 1986, however, fetal wastage was
classilicd as a spontaneous abortton or an induced abortion; and since 1987, an induced
abortion has been recorded as either: (1) MR (i) D&C, (i} drug applied, (iv) injection used,
(v} drug mgested, (vi) mternal manipulation via vagina (non D&C). (vii) manipulation on
abdomen, (viii} other means or (ix) unknown. This abortion data can be utilized to analyse

levels, trends and determinants.

Since the data collected on reproductive status is prospective in nature, it is largely free from
the recall errors and biases that characterize most retrospectively collected data, Each of the
Matlab CHWs is from the locality and has been known to the Matlab community very
intimately. As a result, unlike other arcas or other populations, there is little scope of
suppressing any reproductive health events including abortion by a woman in Matlah DSS
area. Data from Matlab thus provides a unique opportunity to examine issues related to
abortion. However, due sensitivity and cultural veasons, it is likely that a certain proportion of
abortion casex, particularly those abortions which are related to illegal conception, are not
reported. The study will make an attempt o lind the factors associated with those abortions
and to have an estimate of the rate of such abortion. The experimental setting of the MCH-FP
prograny in Matlab also provides opportunily fo test the hypothesis that an intensive MCH-FP
program reduces the quantity of abortion by reducing the unsafe abortion and thus improve the

quality of abortion.

One of the puzzles of recent trends in contraceptive use is the growing number of women who

report periodic abstinence (rthythm) as their current method ol contraception. According to the




1991 Contraceptive Prevalence Survey, and 1993-91 Demographic and Health Survey such

users comprise 5 percent of all currently married women in the reproductive age range and
account for 12 percent of all users (Mitra et al. 1994). Periodic abstinence (thythm method) is

presently the third most poputar method

A number of important and fascinating questions naturally arise. Do these couples have
sufficient understanding of reproductive physivlogy to use this method with any hope of
success? If so. how eftectively is it used? How is knowledge disseminated? To what extent
does its use reflect lack of access to other methads? Should family planning workers attenpt to
persuade periodic abstinence users to shift to more effective methods? Should the family
planning programme mclude reproductive physiology in its educational efforts?  Our current
understanding of the determinants and its effectiveness is extremely fimited. The policy makers
and planners need to gather considerably more knowledge about the strength and weakness of

this method in Bangladesh to develop appropriate policy.

Method continuation and switching alsa deserve attention. As the propartion of couples whao
are willing to try contraception increases, the issue of method continuation and use
effectiveness becomes a greater concern. Studies in Bangladesh suggest that continuation rates
for most methods are rather low: typically 50 percent or so of adopters stop using a method
within the first 12 months

The surveillance sites of ITCODR B are uniquely equipped to study continuation and switching,
which call for the kind of prospective information readily available for these sites. Questions
that can be addressed while existing data include:  How do particular methods compare in
terms of continuation and use-effectivencss? How do the characteristics of couples influence
sustained use? For instance. are illiterate women able to use oral contraception as effectively as
literate women? Do continuation rates improve or deteriorate over time? Ta what extent does
discontinuation refiect weak motivation?  What are the predominant pattems of melhod
switching? How quickly does this take place”? Are some couples inherently poor users of
contraception or is it more appropriate to characterize high discontinuation and switching rates
as a couple's search for the method that is best for them and which they will then use

eflectively for a long period?

Answers to these and related questions have huge implicattons for the national program,
because they are directly relevant to contraceptive choice and ficld worker counsehng

strategies. Tt is therefore important to study the contraceptive use dynamics in Bangladesh.



Contraceptive use  dynamics (CUD) studies wsually - encompass the Toltowing (opics,
contraceptive use and its method-mix, unmet necds, contraceptive switching behaviour,
contraceptive discontinuation, failure and subscquent abortions. Some of these essential
components of contraceptive use dynamics have been addressed separately by previous studics,
However, this study will cover all the cxsential components of contraceptive use dynamcs

simultaneously.

Studies of contraceptive use dynamics constitute an essential component of family planning
(FP) research and evaldation for a variety of reasans. Although contraceptive prevalence rates
are typically stressed in evaluating a tamily planning program (FPP), they do not provide a
comprehensive evaluation of program suceess. The impact of contraceptive use on fertility
depends both upon eflective use and continuity of use. Thus the FPI’ policy makers need to
know the contraceptive failure and discontinuation rates for a complete assessment of program
achievements. They also need this information to understand the eflicacy of contraceptive use
and 1o guide the program toward achieving its demographic goals. [Information from
contraceptive use dynamics stedies is also essential in counseling couples who wish to space
and/or Timit births in order to assist them i making an informed choice of contraceptive
methads, to provide them with a range of contraceptive options to suit their needs, and to
encourage them to maintain use. Furthermore, contraceptive failure becomes a progressively
more prominent ferthity determinant as fertdity preferences decline and as use of contraceplion
increases. This implies that the study of contraceptive use dynamics becomes increasingly

inportant for a fopulation as it reaches relatively high levels of contraceptive use.
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4. Research Design and Methods

A substantial part of the project’s aim will be met through analysis of the existing data-set
from Matlab MCH-IP program area and comparison arei. The main data set that will be
used in this study will come from the Matlab Record Keeping System (RKS) and
Demographic Surveillance System (DSS). Data from different censuses (1974, 1982, 1996)

will also be used for the project.

In addition to the existing RKS and DSS data, gquantitative and gqualitative surveys (focus
group discussions and in-depth interviews) will be conducted in Matlab (MCH-FP and
comparison arei) and i another rural Thana (Katkini Thana of Madaripur District) to
dentify the reasons for @ (i) declining trend o permanent methods use; (i) having an
abortion; (1) accidental pregnancy or failure of a method; and (iv) opting for the traditional
method (rhythm).  Attention will also be given 1o determining how elfectively the rhythm

methaod 1s used.

Both qualitative and quantitalive methods of data collection have their own advantages and
disadvantages, but they can complement cach other A skillful use of a combination of both
technques can ipaximize the quality of the data collected and reduce the chance of hias. ‘The

combination of different techniques is called rreicmgidetion.

Quantitative rescarch methods, such as closed interview or written surveys, give numerical
estimates {c.g., 20 percent of mothers surveyed breastied their Tast ¢hild) This type of rescarch
gencrates conclusive data Tt estimates how many, verilies the number of times, or documents
differences between things that can be measured in numbers. On the other hand. qualitative
research does not lead to numerical estimates. [t gives the rescarcher a deeper understanding of
what people think, feel and do (e.e. some mothers feel breastleeding is not modern).
Qualitative research helps get insight into why people think or act as they do about a particular
research topic. It enables program management to gain insight into allitudes, beliefs, motives

and behaviour of the target population. When applicd properly, gualitative techniques are used



along with guantitative techmques moan interrelated  complementary manner.  Qualitative
research is interpretive rather than descriptive. It involves small numbers of respondents who
are generally sampled on a probability basis. No attempt is made to draw firm conclusions or to

gencralize results to the population at large.

Focus groups discussion (FGD) are one of the several qualitative research methods. Other
methods are abservation, individual in-depth interviews and community meetings. FGID and

in-depth interviews are thought to be two most important qualitative methods of data

. . - . . . . . . . . .
collection for this study. ” Appropriate guidelines for conducting FGDs and in-depth interviews

will be developed in consultation with the anthropologist
While conducting the FGDs and in-depth interviews, privacy will be guaranteed. FGDs and in-
depth interviews on female participants will be conducted by the the female moderators and

reporteaur,

Matlab Setting

Since the major part of the work will be done in the Matlab MCH-FI* project area, a brief

description ol the project is in order. The starting point for demographic research at 1ICDDR,B
came with the establishment tn 1966 of the Demographic Surveillance System (DSS), begun in
Matlab thana.  Matlab is about 50 kilometers southeast of Dhaka, though transport and
communications are so poor that the area s guite isolated {from the capital. It is a low-lying
deltaic floodplain intersected by canals and branches of the Meghna and Gumti rivers. Travel
between villages and the market town is by Toot or country boat.  Farming is the main
occupation, more than 40% are landless. About 85% of the population is Muslim, the rest

being almost all Thindu,

The area was originally chosen as a suitable site for trials of cholera vaceines, and the DSS was
set up to provide a continuouos register of births, deaths, marriages, divorces and migration as a
way of keeping track of houscholds and individuals. Mare than 200,000 persons live in the
area covered by DSS. Fach household in the area is visited once every two weeks by a field

waorker who records births, deaths, marriages and other demographic information.

[ July 1975 a Contraceptive  Distribution Project (CDPP). with village midwives distributing

pills and condoms 1o clients in their homes, was started in part of the DSS area. Tt was to test




the hasic idea of community-based distribution, an the premise that getting supplies and

messages 1o the people would bead to greater contraceptive use (Huber and Khan 1979),

In 1977 a more comprehensive MCHREP project was begun in hall” of the arca covered by
DSS. New workers (Community |ealth Workers, or CHW) were hired and trained to deliver
services through home visits twice every month (Bhatia et at, 1980). The new workers had to
be local married women with cight years' ol schooling, and themselves users of contraceptives.
In the following years, different components of MCH were added to the tasks of the CHWs,
In the MCH-FP area, lin addition to the DSS, there is a record-keeping system for more
complete recording of contraceptive use, children's immunization and nutrition status, and
morbidity.  This also serves as the Management Tnformation System (MIS) for managing

service delivery.

The Matlab project has several datasets The main dataset that will be used in this study will
come from the Mattab Record Keeping System (RKS). [t covers about 16,000 eligible
women, living in any of the MCH-FP villages and currently married and of reproductive age
(up to menopause), and about 18,000 children under 5 years of age. In addition to RKS data,
all DSS (Demographic Surveillance System) data, and data of different censuses (1974, 1982,

[990) will be used for the project

One function of the RKS is to record all services provided to eligible mothers and children.
This inchides contraceptive methads, ORS packets, essential drugs, immunizations, nutrition
supplements, and also anthropometric measurements and referrals to the MCH-FP ¢linics in the

sub-centre orin Matlab.

Eighty female community Health Workers (CTIWs) visit cach household of their village(s)
tortmghtly. Fach CHW is responsible tor an average of 200 households, and they visit 20
households per working day. During the first visit of the month, they mquire about the
mothers, thetr menstrual status, contraceptive use, contraceptive side-effecls., pregnancy,
breastfeeding and morbidity since the last visit. They provide contraceptives and basic
medicines as necded, and refer patients with complications 1o one of the 4 sub-centre clinics
staffed by paramedics. They carry a computer-printed Service Record Book (SREB), in which

they note, in a coded format, alt clunges regarding the information described above,

CHWs meet their supervisors and managers twice o month at the sub-centies to receive

directives, ensure cotinual training, and pecform administeative tasks A group of coders also



join these meetings and transfer the mformation from the SRBs, which CHWs carry all the

time, to coding sheets.

Each and every person in Matlab has a unique identilication number. With the help of this
identification number, the RKS file can be linked with the files of the Demographic
Surveillance System (DSS), occasional socioeconomic surveys (SES), etc. 1t may be
mentioned that much of this data, such as reasons for discontinuation, sources of family
planning matetials, which have been collected since 1987 have not been cleaned and

transferred to the computer as yet.

Survey Design for Kalkini Thana

Kalkini is a typical rural thana of Bangladesh. 1t is a very remote (216 km from Capital city
Dhaka) and riverine area (nested by many river and canals). Most of the areas of the thana is
maccessible by road. Country boat or motor boat is widely used tor communication within the
areas. ltis a very big thana consisting 15 untons and 2,51,000 population. Compared to most
of the other rural thanas in Bangladesh, Kalkini has higher proportion of Hindus ( ....%).
There are tew areas in Kalkint where the proportion of Hindu population is as high as 98%
(Nabagram Union). This religious difference can make a difference in contraceptive use
dynamics. Besides, all unions do not have equally good communication with thana head
quarter. This could also be a determining factor in contraceptive use dynamics, Considering
these factors we have decided to employ stratified cluster sampling design in selecting the users

from Kalkini thana excluding the Hindu majority unions.

We first divide the unions of the thana in to two strata on the basis of accessibility ( good
communication and with in 5 km {rom thana head quarter). Qut of 15 unions, 6 are accessible
and 9 are inaccessible. After exclusion of Hindu majority thana, we have 6 and 7 unions in first
and second strata respectively. To select the unions trom each strata we applied probability
propartional to size (PPS) sampling. We propose to select 4 unions: 2 from accessible category

and 2 from in accessible category. The selected unions are as follows:




1. Alinagar (accessible)

2. Balirgram (accessible)
3. Bansgan (inaccessible)
4. Ramzanpur (inaceessible)

From each sclected union, equal number of users will be selected for a particular survey. For
different surveys, diflerent number of users will be selected from  the selected umons. Within
the selected unions the selection of users will be made through systematic sampling considering
its tlexibility of execution by a non-statistician also. The sampling frame in each selected union

will be made available from the FAVA register.

In the following sections a briet description of the methodology on ditlerent issues are given,

Permanent method issues

Levels, trends and determinants of permanent methods will be studied by analysing the existing
RKS and DSS data from Matalb. However, to identily the factors responsible for declining
trends in the popularity of permanent methods a sub-study will be undertaken in Matlab and
Kalkini Thana. For the sub-study both quantitative and qualitative (FGD and indepth
mterview) method of research will be employed.

As we have mentioned earlier, permanent method use may be aftected by service-related
factars and also by individual and family factors. Service refated factors such as presence or
absence of  stertfization facilities, diflerences m the availability of temporary and clinical
methods among the areas may make a change in the use of permanent methods etc. For this,
areal variation in method mix need to be examined and explanation sought in terms of service
providers™ and program managers” atfitudes, procedures. This will be done by comparing the
method mix between two arcas (MCH-FP and comparison arca) in Matlab and also by

comparing the method mix and facilities in different districts in the conntry. The distiict level




data will be oblammed from Management Information System (MIS) ollice of the Government.

Other service related factors such ax lack of motvation, lack of trained doctor/nurse and

withdrawal of sterihization camyp system and monetary mcentive ete. which may act as a barrier
to the acceptance of sterilization will also be examimed. Besides, to identify the reasons for
declining trends in use of permanent methods, the matter will be exanuned from a historical

perspective ag well.

To identity the individual and family factors such as fear of operation, religiosity, family
members attitude, quality of services, preference for modern reversible methods, lack of
knowledge about stertlization ete. | a case-control study will be undertaken in the Matlab
MCH-FP area and in Kalkini Thana of Madaripur district. A sample of 300 permanent method
users (250 tubectomy and SO vesectomy as 85%% of the total permanent method users are
using tubectomy) and a sample of 300 temporary method users who do not want more children
in each area will be sullicient to identify a relative risk of 2 with 5% level of significance and
90% power af the test (Kahu 1983, p 53-55). Control will be matched for age, family size, sex
compasition of children, desire {for no more children ete. Drafll questionnaire on permanent

method 1ssues may be seen in Appendix |

To gain more insight about permanent method use and its declining trend, qualitative method
of data coltection through FGD and individual in-depth interview will be followed. Five FGDs
will be administered in each area of research (Matlab MCH-FP and Kalkini Thana). Each FGD
will consist of § individuals trom each of the following category of client.

1. Sterilized nmale

2. Sterilized temale

3. Temporary method vser (male who do not want more children)

4. Temporary method user (female who do not want more children)

5. Program managers and service providers.
The individuals from each category will be selected at random from the study area. Another §
individuals will be selected from cach of the ahove category of the respondents for in-depth

mterview. Thus, there will be 25 in-depth interviews in Matlab and 25 in Kalkini,



Abortion issues

It is to he mentioned here that the study on abortion issues will be contined in Matlab MCH-ET?

and comparison area only due to lack of data on abortion in Kalkini. Levels, trends and

determmants of abortion and the impact offan MCH-FP program on the quantity and quality of

abortion will be examined from existing DSS and RKS data and from  an ongoing abortion
study in Matlab area. Howgver, o investigate the reasons for abortion, a case-contral study
will be undertaken with women who had an abortion as the cases and the women who had a
Iive birth as the control. In cach group, there will be 300 women.  This sample size will be
suflicient 1o identily a relative risk of 2. The eases and controls will be matched for area
(MCH-IP vs Comparison),  age, parily, sex composition of  children before abortion,
education, ete. The variables (risk) ol interest will be oceupation, religiosity, modernization,
prior acquaintance with an abortee, ete. The Matlab DSS area has more than 150 abortions
each year. So the project will need to study all the abortion cases  of 1997-08 only. Drait

questionnaire on abortion issues may be seen in Appendix 2,

For qualitative study on abortion issues, 6 FGDs will be conducted in Matlab MCH-FP and
comparison area. In each area there will he 3 FGDs each consisting S participants from each of
the following categories.

I Women who had abortion

2. Women who had live birth

3. Abortion providers

4. Males having 2-3 children (from the Touseholds neighbouring 1o women who had

an abortion).

Similarly there will be 30 in-depth interviews in two areas. There will be 5 in-depth interviews

on each of the above category of respondents.
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Failure issues

While the levels, trends and determinants of failure rates of each temporary method will be
investigated from RKS data, the reasons for fatlure will be investigated by a case-control study
in the Matlab MCH-FI area for pill and condoms, two of the most widely used methods in
the country. Failure rates of these two methods were found 1o be very high in Matlab, which is
probably true for the rest of the country, 1t will be difficult to undertake this investigation in
the Comparison area or in Kalkini Thana, because, unlike the MCH-FP area. due to the
absence ol any systematic record keeping to track Gailures in these arcas A case far a method
will be who Luded and control wall be an user of the method who did not fal. 1dentification of
the case and control will be through RKS data. The sample size will be 200 for each group
for cach method.  Controb will be matehed Tor age, parity, sex compaosition of children, SES,

desire for children, ete,

There may be a question as 1o whether the NMatlah MCH-EP failure vate can be compared to
the failure rate of the nation. To answer this question, compliance of pills and condoms will
be mvestigated from the MCH-FP area and Kalkini Thana of Madaripur district from 200 users

of cach method in each area. Drafl questionnaire on failure issues may be seen in Appendix 3.

For qualitative study of pills and condom failures and their compliance, six FGDs will be
conducted in 3 areas”(Matlab MCH-FP and comparison area and Kalkini Thana). In each area
there will be two FGDs, one for pills users and one for condom users. Each FGD will
comprised S participants, Similarly theee will be 10 in-depth interviews in each area - S for

condom users and § Tor pills users resulting 30 in-depth interviews,
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Rhythm issues

The determinants and use-etfectiveness of the rthythm method use will be estimated from RKS
data. A list of” 100 users of the rhythm method will be identified from the RKS file and data
will be collected from them on their understanding of reproductive physiology and why they
use this method and how effectively they use this method. Draft questionnaire on rhythm issues

may be seen in Appendix 4.

To gain more insight about rhytn methads, 4 FGDs and 20 in-depth interviews on rhythm
method users will be conducted in Matlab and Kalkini Thana  In Matlah MCH-FP area there
will be 2 'GDs - one for mate and one for female. Simitarly in Katkini thana there will be 2

FGDs,

Evaluation of Service Delivery through CC Approach

The study will take the opportunity for evaluation of the mpact of integrated health and family
planning service delivery system [rom a static centre called contmunity clinic (CC) for each
6000 population replacing the house-to-house delivery service. This new delivery system is
expected 1o be more cost-effective and sustainable for Banuladesh and other developing

countries,

For this evaluation study, the Matlab MCH-FP arca will be divided into two equal parts. In
one part, the existing door-to-door health and FI* service delivery will continue. In the other
half, services will be delivered through CC. The stall composition in the Matlab CC will be
somewhat diflerent from the Government's proposed CCs. In Matlab, a CHW will provide
both health and family planning services. In cach CC, there will be one CHW. The CC will be
of varying size (for example, 1,500 to 3,000 population) to investigate the impact of the size.
The problems that may arise in getting the services fiom the CCs will be ntonitored and

measures will be taken to improve the delivery system during the first six months,



This type of study design is called non-cquivatent control group desien. The non-equivalent

control group desten is a particularly good one to use in evahnation if the event has already
taken place or yet to be taken place 1t s also o good design 1o use when a program
wtervention is introduced into one area (say CC arca) and we want to compare the program
effects in that area against a similar, but not necessarily equivalent, neighboring area. One
critical issue with this design is the fact that both groups are selfselected. Therefore, the
researchers  have to make spectal efforts to approximate comparability between the
experimental and control groups. o using this design, one should give careful attention to the
analysis and comparison of the pre-test baselines of two groups. In particular, one should look
for selection ellects or major differences between the experimental and the non-equivalent
control group that might help explain differences (or lack of dillerences ) in the post-tests
mformation comparison, However, using multivariate statistical techniques, the researchers can
equate the experimental and control groups on the basis of some common characteristics (e.g.,
age, education, ethnicity, class) and the pre-test, thus ruling out the alternative explanation that
pre-existing  dillerences in those factors accounted for differences between the two groups on

the post-test.

It is expected that aller shifting to CCLapproach the expenditure for family planning will be
reduced as it will require less operational cost and supply cost. We will caleulate per capita
expenditure of family planning for house (o house delivery system as well as for CC approach
excluding the cost for health component. We will also caleulate the Couple Years of Protection
(CYP) under both the system The CYP will be adjusted for age. A comparison of cost and
CYP under both the systeny will fefl us which system is cost-ellective and to what extent from
the program point of view. We will also caleulate the cost of the person-hour lost by the
clients for traveling and for waiting to get the services from CCs The cost for traveling and

wastage in two systems will also be estimated and compared.




Monitoring and evaluation of improved FP delivery

The work of the first three years of the project is expected to produce a complete set of
reconnmendations for the improvement of the FI* program in Bangladesh and other developing
countries.  The remaming peried  will be for implementation and evaluation of these
recommendations. The recommendation will be implemented in Matlab and in Kalkini Thana
following a quasi-experimental design, so that the impact of the intervention (improved FP
delivery system) can easily be evaluated. We propose to implement improved FP delivery in
50% of the Matlab MCH-FP area and Kalkini Thana, and the remaining 50% of the Matlab

MCH-FP arca and Kalkini Thana he used as control

In Matlab the evaluation study will be done e the basis of the on-going RKS data, but for
Kalkint Thana it will be done thorough two quantitative surveys: one at the beginning of
mtervention and the other after one year. For the survey, a modilied cluster sampling destgn
that is being used by the UNICEF in Bangladesh and other countries will be followed (Turner
1990). This is modilied version of the sampling design suggested by WHO for estimating the
coverage rate of the EPL A “mouza™ will be considered as a cluster.  Seventy-two mouzas
with 50 couples from mouza will be selected for interviewing (interviews with 3,600 married
women 10-50 years ofd). The respondent who will be interviewed in the bascline survey will

be reinterviewed in the follow-up survey.
5. Facilities Available

The work will'be done at TCDDR B, which has all the necessary facilities such as library,
computers, statistical packages, transport, {ield settings, and collaborative arrangements for

doing work in a government area with the sample size required lor this study.
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6. Data Analysis

Three parts can be identified in the proposed study. The project will begin with the cleaning
and computerization of data collected in the Matlab MCH-FP arca by the Record Keeping
System (RKS) but not yet transferred to the computer, Using this improved data base, the
existing data wilt be analyzed relating 1o the topics of discontinuation, use of methods,
switching  behavior, ~sunmet needs and reasons of use versus non-use, abortions and
contraceptive lailure.

Using the information from these 3 sources of data (RKS and quantitative and qualitative data
from the 1SS and non-DSS wreas), a fairly complete analysis on the above topics will be

possible

To evaluate the impact ol the CCs, CPR, method mix, continuation and failure of different
methods between the CC arca and door-to-door delivery arcas will be caleulated and

compared.

Prelmunary analysis of both quantitative and qualitative data will be done by tabulation and
cross-tabulation. A suitable statistical model and life table technique will be used for univariate
and multivartate analysts. The appropriate imodel will depend on the nature of the dependent

variables. A few examples are given below:

LS

Dependent Variables and Proposed Analysis Techniques

Dependent Variables Tyvpe of Tyvpes of analvsis
varmhle Bivarate Multivariate
I Desited Family Sire Discrete Man Linear Regrossion
2. Contraceptive Prevalengy Dyichotomons Proportion Logistic Repression
3. Contraceptive Method Mix Cateporeal Praportion Multinominal Logil
4. Contraceptive Adoption Dichoetomons Propartion Logistic Regression
3. Switching Caleporical Contingeney

Analysis Multinonnnal Logit



6o Conteaceptive Cantinnation Fattare Time [afe Table PProl,
survival Rate

7. Mcethod Effectiveness sind
Failure Time Life Talke Drob,
Survival Rate

A List of Independent Variables is Shown as an Example

Socio-demographic and Tnily planning:
-
Age (coinuous)
Total pregnancy (Priserele)
Living children by sex (Discrete)
Reproductive status (Nominal)
Lacttion (Nontinal)
Number of methods known (Discrele)
Dwelling space (an cconemic indicator in Matlab aren)
{continttons)

Fducation of wile (Continuons)
Education of hushand (Continnous)
Religion (Nominal)

Moaltivartonal:

Desire [or additional children (Nominal)
Feelings about luving another son/daughier (Nominal)
Desired tength of spacing next birtly (Corlingons)

Familial:

Husband's desire for additional children (Nominal)
Mother-in-lhw's desire for additional children (Nominal)
Hushand's/mother-in-law's attitude towirds Family planiing and abortion (Noeminal)

Program charcteristios:

Prior use of current method {Naminal)

Side-clTects/side-clfects managenent (Nomina

Frequency and regularity of visits by female ontreach worker (1 Yiscrele)
Quality ol outreach visis (Ordinat)

Effectiveness of fenile outreach worker (Ordinaly

Discrete-time Havard

Discrete-time Hazard
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7. Ethical Assurance for Protection of Haman Rights

The study will be based mainly on secondary data of TCDDR 13 Towever, some data on
contraceptive use, reasons for and health consequences ol contraceptive Failure and abortions
will be collected from the Matlab DSS and non-DSS areas by female workers from females
and by male workers from males. The information will be kept confidential and will be used
only for research purposes. The study will not create any health risk for the respondents.
However, the consept of the respondents will be obtained before the interview as per the

attached “Voluntary Consent Form”,
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Prineipal investicator: Baivayi Radheshyim

9. Dissemination and Use of Findings

The findings of the study will be disseminated through several national seminars where the
researchers, program managers and policy makers from government, non-government and
international agencies will be invited. We also hope to present the results in more than one
international conference/meeting such as Population Association of America.  However, the
main vehicle for dissemination will be publication of the results in peer reviewed journals. We
will also try 1o implement the recommendations of this study in one ol the 50 thanas where the

Government is planning to natiate CC ol FIPSE fionn July 1998,

It this study can identily the reasons for downward trend m the use of permanent methods and
low use-effectiveness of different temporary methods and can demonstrate that an alternative

delivery system through CCs can make a P program more cost-ellective it will have important

fessons for program managers and policy inakees

E). Collaborative Arrangements

This will be a collaborative study of the JCDDR.B University of Dhaka and the National
[nstitute of Population Rescarch and Training (NIPORT).  [CDDR B is collaborating with
many national and wternational organizations and institutions for different rescarch in health
and p()pl”ﬂ!i()ln]. The University ol Dhaka is the most prestigious academic institution in
Bangladesh. Dr. Mazharul Isfam, a co-investigator of this project, is a faculty member of this
University. He will utihize the data and resolts of this project in his rescarch work and teaching
at the graduate level at the university. On the other and, NIPORT is the most impartant
mstitution of the  government for developing and modifying course materials and training
manuals for family planning workers and managers in the country. Dr. Ahmed Al-Sabir | a co-
investizator of this project, is Director of Rescarch  at NIPORT His involvement i the
project will be very uselul for the development. evaluation and implementation of alternative

[P service delivery.



12. Voluntary Consent Form 3l

Purpose

Assalam-alaikaum! ICDDR,B has been involved in population and health research in
Matlab Thana for about three decades. It is planning to undertake a research project on
“Contraceptive Use Dynamics?” The main purpose of the study is to gam a better
understanding of the problems related to different family planning methods, and its use-
effectiveness. You have been invited to participate as someone who might be able to
provide valuable information on this subject.

Procedures

If you agree to participate, I will ask you some questions about your contraceptive use, the
reasons for deciding to use or not use, reasons for declining permanent method use,
menstrual regulation or abortion, where you go for advice and information about health
matters, what kind of treatment you do you receive, and future contraceptive use (whatever
is applicable). These questions will take about 20 minutes of your time.

Confidentially

Your name and address will be kept strictly confidential. The information that you give will
be used onty for this research.

Risks and benefits

Your participation in this research is entirely voluntary and will not in any way affect your
relationship with ICDDR,B or the services to which you are entitled. Some questions may
cause discomfort, but you may skip any question that you do not wish to answer, and you
may stop the interview at any time. The findings of this project are expected to be useful
for the improvement of the reproductive health of women of Bangladesh and other
developing countries

Certificate of consent

Participation in this research is entirely voluntary. You are free to withdraw from the study
at any time or refuse to answer any question you wish.

Do vou have any questions about the information that I have just read? If so, please feel
free to ask me about anything that is unclear.

I certify that the Voluntary Consent Form has been read to the interviewee before the
interview, and that consent has been freely given.

Signature of the interviewer

Date:
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