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	Bangladesh at a Glance

	Population; sex ratio
	124 million;  954/1000 males

	Annual population growth rate
	1.8 percent

	Life expectancy at birth
	Male: 59     Female: 58

	Proportion of population aged 15 - 49 
	58 percent

	Proportion of population under 15
	39.2 %  (1999-2000) BDHS 2000

	TFR (15-49)
	3.3 (BHDS 2000)

	CPR (all methods)
	53.8 % (BHDS 2000)

	Any modern method
	43.5 % (BDHS 2000)

	CPR (sterilizations only)
	7.2 % of CPR  

	Traditional/natural methods
	10.3 %

	Unmet need for family planning
	15 percent

	MMR
	440 (GOB: 1997)

	Median age at first marriage
	Male: 27.6; Female 19.2

	Adolescent fertility rate
	0.144

	Proportion of births assisted by health professional
	13 percent  (BHDS 2000)

	IMR  -  under five
	110

	HIV prevalence (15 – 24 or 29)
	

	Real GDP per capita per annum
	US$1050 (1997 HDR)

	HDI/GDI/GEM
	0.440; 0.428, 0.304 (1999 HDR)

	Adult female literacy rate
	Adult female 48.1 (GOB PMED)

	Gender gap in enrolment rates
	

	Proportion of women beaten since age 15
	

	Proportion of husbands who believe wife beating is acceptable
	

	Country program no.
	V

	Duration of program
	1998 – 2002

	Amount authorized
	US$35 million

	For Reproductive Health
	US$24.3 million

	For Population and Development
	US$3 million

	For Advocacy
	US$7 million


U

NFPA’s Fifth Country Programme was approved in 1998 for a total of US$35 million of which $31 million are from regular resources. Of the $31 million, approximately $20.5 million are earmarked for reproductive health, US$3 million for PDS and US$7 million for advocacy.  The allocation for advocacy includes a substantial amount for POPED.  An APR was conducted in 2000.  In 2001, a mid-term review (MTR) is scheduled to take place.

Despite low achievements in education, the country has greatly reduced its fertility rate through the promotion of contraceptives. However, while contraceptive prevalence has increased to 53 percent of eligible couples, the total fertility rate has stagnated for some time now.  This presents a challenge to the program, and there is a need to rethink national policy and the larger program with a view to further reduce fertility.  Consideration of reasons for this stagnation in fertility decline is discussed in a separate paper that forms a part of this report. 

Another challenge is to increase donor synergy and interaction. Under the Health and Population Sector Programme (HPSP) there are sometimes conflicts between donor guidelines, particularly on spending money and accountability, which have to be resolved so these do not obscure the main task of implementation. The main point about Bangladesh’s program is that the Government of Bangladesh has taken ownership of the many population related programmes which operate within the country. While this is to be applauded, it is also imperative that UNFPA continue to play a leading role in the field of population and development. In order to do this, the inclusion of MYFF indicators within the RBM approach must be institutionalised and sub-programme log-frames cast in the RBM mould. While it may not be possible to link all the UNFPA sub-programmes together, in terms of the Country Progamme, there are many activities that do overlap, a situation which would hopefully be sorted out during the Mid-Term Review. For UNFPA there are two challenges: (1) how to proceed with the revision of key strategies of the current Country Programme; (2) how to take the lead in RH and population in the SWAp context and in light of the plethora of donors and other stakeholders, such as the World Bank, who command more presence in the HPSP. 

The incidence of sexual violence is high in Bangladesh, an issue that the Country Programme does not adequately address. Even though the Programme works with twelve ministries in the area of gender, the root cause of sexual violence is insufficiently addressed. Although there are many women’s NGOs in Bangladesh, some of which are quite vocal, there is general silence surrounding this topic. There is no mobilization of resources with which to address this issue, and there seems to be an unwillingness to challenge the cultural behaviours which underpin violence against women. There is also no system in which men (and women) are held responsible for sexual violence. A related current issue with respect to the national family planning program is that it tends to ignore young people. Although contraceptive prevalence has reached 53 percent, drop-out rates are around 48%, and the CPR (for adolescents) is only 26%. The health reform program tends to emphasize clinical methods of contraception which may be inappropriate for young people.  The mean age of marriage is still quite low and the age at first birth is barely one year after marriage. Many married women, often with one or more children, are technically speaking, adolescents. 

UNFPA’s policy needs to be much more proactive. There were many well-prepared papers that could be looked at carefully for advocacy and policy change suggestions. Poverty alleviation and gender inequality and empowerment, for example, could be better addressed. Also, women’s political representation was not addressed. There are very few women in mid-level positions in the civil service, and still fewer in elected positions whether local or national.  Behavioural change communication which is needed to give women more recognition and presence at these levels is not being addressed. The Programme should also put more emphasis into advocacy. The thrust should be for a women-for-women care model. Equally important is to look at demand creation and Bangladesh’s high MMR with a view to broaden the scope of the health sector.  For UNFPA, it behoves the office to be more careful not to spread itself too thin. Although not activated, UNFPA had helped put a system in place to monitor violence against women. UNFPA seems to be good at putting systems in place, but not at making them operational.  Although committed to ICPD, this commitment is still very much at the theoretical level. There is a need to mainstream the agenda. 

For this to happen there has to be increased availability of sex-disaggregated data and capacity for data analysis has to be strengthened. There is a need to increase information availability on gender related issues, to work with formal and non-formal education sectors and to review the quality of the messages being delivered if UNFPA wants to have an impact on adolescent health in Bangladesh. 

UNFPA needs to work more with other partners. WHO, for example, has a strong presence and perhaps could collaborate in the area of RH service training. UNIFEM has a comparative advantage on sexual violence and related issues. Networking and advocacy for other donors to collaborate more with UNFPA fulfill its agenda. 

Discussion:

Ms. Bina Pradhan expressed concern that gender was a very weak component in the Country Programme. There had been a gender mainstreaming project but it has been phased out. She said that she herself had reviewed 17 component projects and found very superficial treatment given to the gender issues. There is a need for doing socio-cultural research, to explore qualitative and socio-cultural reasons why, for example, women and their families are not using the health care facilities available to them. 

Mr. W. Zaman pointed out that when they said they suffered from a lack of socio-cultural research, they needed some clarification as much that had been done was anthropological and socio-cultural research in nature. Perhaps the question was how had it been applied to the programmes. There needed to be research that focuses on the kind of information needed to advance ICPD goals.

It was pointed out that though UNFPA Bangladesh has limited resources under the current country programme, it addresses development issues also such as the environment, urbanization and ageing. It is supporting dialogues on these issues and formulation of policy papers. This helps other parties see that UNFPA is working on a wide range of issues. 

Caution was made by some participants that UNFPA should not spread its resources too thinly but should try and be more focused. This is essential given the fact that the family programme is heavily funded by external donors which include the World Bank, CIDA, DFID, USAID and European Union.  Despite this proliferation of donor funding, the programme still suffer from a number of serious problems such as high drop-out rates.

Ms. Castelli pointed out that as a theme in UNFPA programmes, POPED has already been replaced by Adolescent Sexual and Reproductive Health.  Moreover, she said there is a particular need to orient  Field Office staff and national counterparts on the distinction between Advocacy and IEC.

Ms. Mari Simonen recommended that, if drop out rates were so high, then there was an immediate need they had to focus on this phenomenon and on issues related to quality of care. Here UNFPA could make a difference, and the Field Office should liase with the project at headquarters which focuses on quality of care.

It was suggested that UNFPA put more resources and effort into mitigating sexual violence and linking it with service provision. UNFPA was investing globally on options for service providers and these could be more practical. Although HIV/AIDS is already integrated into the current programme, Bangladesh needs to focus much more on HIV/AIDS. 

Ms. Bina Pradhan felt that there was a lack of clarity as to what social-cultural research was. There was a need to understand what it was and how it was to be used. In Nepal, UNFPA had been able to build socio-cultural research into the programming process so that it became an activity within a project. There had been useful experiences in this regard, and though the methodology had not been done elaborately, the results would be shortly available. 

Ms. J. Jackson reminded the participants that donor co-ordination had changed greatly now and donors were much more receptive today. With respect to policy dialogue, donors had begun to make field visits which was working well with the counterpart Ministry of Health. UNFPA was also beginning to work with other organizations. Regarding the emergency 24-hour care model, there was a need take it to scale as the model was apparently very successful. They had to remember, however, that MOH did not operate on its own, and a sector wide reform could not work without the involvement of the civil service. Of the 476 Thana health complexes in the country, only 126 have emergency obstetric care facilities and this care is no available for 24 hours a day. While no one doubts there needs to be emergency care available round-the-clock in order to reduce maternal mortality, something which UNFPA advocates for, a careful look at the methodology of achieving this goal has to be given, particularly with respect to issues of sustainability and cost.
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