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EXECUTIVE SUMMARY
Postpartum family planning (PPFP) focuses on providing family planning (FP) counseling and services to women
and couples in the first 12 months after birth. This publication reviews the policies, programs, and status of PPFP in
Bangladesh and seeks to identify the need, gaps, and future focus areas for PPFP in the country.

Need for PPFP in Bangladesh
The evidence suggests that birth spacing has been improving in Bangladesh. However, there is evidence that despite
overall improvements, there have been increases in the proportion of women ages 15 to 19 who have birth intervals less
than 24 months, while the proportion in the 20 to 24 age group and those above 40 continue to have relatively high
proportions of women who have birth intervals less than 24 months.
The contraceptive prevalence rate (CPR) in Bangladesh has stalled at around 62 percent since 2010, and there is a large
gap between the total fertility rate (TFR) of 2.3 and the wanted fertility rate of 1.6. The data also shows that there
remains a high unmet need for FP in currently married women in Bangladesh. Other studies in Bangladesh have shown
that postpartum women in Bangladesh are not using modern FP methods, despite a desire to space and limit children.
Furthermore, unintended pregnancies continue to remain high (26%) in Bangladesh, and was especially a problem in
older age groups.
Data from the Bangladesh Demographic and Health Survey (BDHS) indicates that the duration of postpartum
insusceptibility (which is a combination of women who are postpartum amenorrhoeic or abstaining from sexual
intercourse) following a birth has been falling since 1994, despite increases in the proportion of women who were
exclusively breastfeeding (which tends to increase insusceptibility). However, median duration of insusceptibility in the
lowest wealth quintile was the lowest amongst all the wealth quintiles, indicating that the poorest women were at the
greatest risk of short-birth intervals.
Bangladesh was estimated to have a high annual menstrual regulation (MR) rate of 10 per 1,000 women of reproductive
age in 2014, even though only 42 percent of health facilities in Bangladesh were found to provide MR services. Further,
an estimated 27 percent of women seeking MR services were turned away because they were outside the window of time
within which an MR could be legally provided. The estimated number of induced abortions performed in Bangladesh
in 2014 was 1,194,000, while the number of women treated for abortion related complications was 257,000.

Methods
Documents and literature published between the periods of 2004–2017 on PPFP, long-acting reversible contraceptives
(LARC), and permanent methods (PM) related to Bangladesh were considered for inclusion in the review process. In
addition, government and nongovernmental organizations (NGOs) working on PPFP and related issues were contacted,
in order to understand the status of their work on PPFP and collect additional relevant information and documents.

Review of PPFP Programming in Bangladesh
PPFP Interventions in Bangladesh
The Government of Bangladesh has been implementing limited PPFP interventions in Bangladesh since 2002. Since
2015, they also developed a draft National Action Plan for Postpartum Family Planning (PPFP), incorporated PPFP
programming into various operational plans (OPs) in Bangladesh’s 4th Health, Population, and Nutrition Sector
Programme Implementation Plan (PIP), issued a number of circulars related to PPFP programming, and made
international commitments to implement PPFP programming. However, while there have been some advances
(particularly in the allocation of funds for limited PPFP interventions and calls for integration of PPFP into various
related activities and delivery options), a full assessment of the National Action Plan for PPFP implementation,
the government circulars, and PPFP activities mentioned in the PIP and its OPs has not been done and the PPFP
intervention appears to have been limited in scale and scope so far. In addition, though there have been significant
moves to the private sector provision of health services, the National Action Plan does not specify a strategy to address
private sector provision of PPFP.
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There have also been a number of NGO interventions, and two private sector interventions, related to PPFP
programming in Bangladesh. However, these interventions have been either limited in scope and scale, and/or
demonstrated little impact, where evaluations have been done.

Factors Affecting PPFP Interventions in Bangladesh
There have been significant increases in the coverage of FP services, antenatal care (ANC), facility deliveries, postnatal
care (PNC), and immunization in Bangladesh over the last decade. However, clients are increasingly turning to the
private sector to source FP, ANC, delivery care, and PNC, and adequate coverage of PPFP will need to address the
private sector provision of these services. In addition, many public and private providers are not trained in PPFP.
The data also suggests that FP demand generation activities have been poorly implemented and deteriorated over time.
Recent evaluations have shown that PPFP counseling and methods are not generally offered during delivery care, and
that when they are offered, acceptance of long-acting reversible contraceptives (LARC) or permanent methods (PM) are
relatively low. In addition, provider and client biases also affect the use of PPFP services.
Finally, coordination between the Directorate General of Health Services (DGHS) and the Directorate General of
Family Planning (DGFP) continues to be challenge. Analysis of Bangladesh Health Facility Survey 2014 data indicates
that many DGFP and DGHS facilities are not ready to provide the full set of PPFP services, often lacking basic
equipment and supplies or trained staff to provide PPFP service. Though recent developments have addressed some of
the funding issues related to implementing PPFP services, DGHS and DGFP control different types of facilities that
provide ANC, delivery care, PNC, and immunization, and any integration of PPFP with these services will require these
two directorates to coordinate and ensure all their facilities are ready and providers are trained to offer PPFP services as
part of an integrated package of services.

Discussion
In summary, the review identified a number of gaps and challenges that will need to be addressed for an effective PPFP
implementation.
•
•

•
•
•
•
•
•

•

•

There does not exist effective PPFP information dissemination strategies, as mentioned in the National Action Plan
for PPFP.
Immediate PPFP is still mostly considered to be female sterilization and IUD; more work needs to be done
to inform providers that implants and progestogen only pills (POPs) are also approved by the National
Technical Committee (NTC) and provide training.
The private sector increasingly provides ANC, delivery care, and PNC services. However, the National Action Plan
does not address how the PPFP program will ensure the private sector provision of PPFP.
Other stakeholders such as the Directorate General of Nursing and Midwifery (DGNM) also provide ANC and
delivery services, and will need to be engaged in order to increase the effectiveness of the PPFP.
Overall, there is limited PPFP counseling and poor offer and acceptance of LARC/PM immediately after delivery.
Provider vacancies at public facilities are high, and in MCWCs in particular, posing a significant challenge to the
promotion of PPFP.
The complete availability of equipment and supplies necessary to provide LARC/PM in facilities remains a challenge.
Imprest funds for LARC/PM procedures is governed by DGFP, and both DGHS and private providers encounter
difficulties in reimbursement of costs. While the recently approved imprest funds made available to DGHS is an
important first step in enabling an effective PPFP intervention, the amount allocated will likely need to be revised
as a full costing of the intervention becomes more clear.
The Bangladesh FP program is evidently weak in behavioral change communication (BCC) efforts—strategies,
material, and products are poorly developed, thinly spread, and infrequently disseminated—and those on PPFP
are no exception.
Women in the younger age-groups, the poor, and the oldest age groups, continue to experience relatively high rates
of shorter birth intervals.
7

Recommendations
We propose the following set of recommendations for PPFP programming in Bangladesh, on the basis of the findings
from this review:
1. National action plan strengthening:
i. Revise the National Action Plan for PPFP to include strategies for private sector provision of PPFP, given the
increasing use of the private sector for MCH.
ii. Update and operationalize the existing government National Action Plan for PPFP, in coordination with
development partners. This will include strengthening the coordination mechanism between DGFP and
DGHS to ensure that human resources in DGHS are trained and the DGHS health facilities and logistics
are ready to provide PPFP information, counseling, and services at the proposed different points of
contact; i.e., during ANC, delivery care, PNC, and EPI.
iii. Cost the entire PPFP intervention and allocate appropriate budgets.
iv. Develop a monitored mechanism to ensure an effective and timely transfer of imprest funds and
postpartum contraceptives from DGFP to DGHS.
v. Mandate PPFP information dissemination during ANC, and counseling for adoption of suitable methods
during ANC.
vi. Strengthen the provision of PPFP counseling and services during EPI campaigns in the community. This
particular element of the PPFP intervention is likely to have the greatest coverage and most effectively
reach lower wealth quintiles, given the high rates of vaccination coverage.
vii. Engage the DGNM in the provision of PPFP.
2. Private sector engagement:
i. Engage and advocate with the private sector on provision of PPFP, particularly during ANC and delivery.
ii. Mandate PPFP information dissemination and counseling during ANC and delivery care in private clinics.
iii. Provide training to all private sector providers (hospitals, clinics, OB/GYNs, physicians, nurses, and
paramedics) on PPFP benefits, counseling, and methods.
3. Training:
i. Identify and train specially designated “FP counselors” at all facilities in the public, private, and NGO
sectors to supplement the advice provided by OB/GYNs and physicians, who often do not have the time
and/or are reluctant to provide FP advice to pregnant and/or recently delivered women.
ii. Provide training on PPFP counseling, methods, and benefits to all providers (physicians, nurses,
paramedics, and all relevant field health personnel) from DGHS, DGFP, DGNM, private sector, and
NGOs, and any other person coming into contact during ANC, PNC, delivery, and EPI service provision,
in order to limit the impact of provider shortages.
4. Coordination between DGHS and DGFP:
i. Advocate to DGHS on the maternal, neonatal, and child health benefits of PPFP to facilitate closer
coordination between DGFP and DGHS.
ii. Strengthen the integration of PPFP counseling and services into DGFP field personnel and DGHS field
personnel home visits, whenever they may come into contact with pregnant or recently delivered women.
iii. Offer PPFP information, counseling, and services during all deliveries at facilities.
iv. Improve the availability of LARC/PM services in facilities and strengthen the readiness of facilities to
provide LARC/PM. In particular, this will require coordination between DGHS and DGFP to ensure that
the appropriate material, equipment, supplies, and trained personnel are available in facilities.
5. Raising awareness and generating demand:
i. Produce and distribute BCC materials with appropriate PPFP information to every pregnant woman and
women who have recently delivered.
ii. Address limited awareness amongst younger women about PPFP options and benefits, and integrate PPFP
messaging into the Adolescent Health Program and various adolescent activities.
6. Implementation research on:
i. Identifying the best methods of reaching the 15–24 age group to increase birth spacing and lengthen
birth intervals.
ii. Identifying the best methods of reducing provider bias against specific methods, and specifically as a
postpartum method.
iii. Examining the qualitative reasons behind poor PPFP offer and utilization.
iv. Improving private sector PPFP service delivery.
v. Improving the delivery of PPFP counseling and services during ANC, PNC, and EPI services.
8
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1. INTRODUCTION
Postpartum family planning (PPFP) focuses on providing family planning (FP) counseling and services to women and
couples in the first 12 months after birth. PPFP addresses the needs of individuals who wish to space their children
(called spacers) as well as those who have reached their desired family size (called limiters). WHO has recognized PPFP
as a life-saving intervention for mothers and children and there is a significant body of global evidence that suggests that
maternal, perinatal, infant, and child mortality and morbidity can be affected by limiting short birth intervals (World
Health Organization, 2013).
This publication reviews the policies, programs, and status of PPFP in Bangladesh and seeks to identify the need, gaps,
and future focus areas for PPFP in the country. Research for Decision Makers (International Centre for Diarrhoeal
Disease Research, Bangladesh [icddr,b]) and MEASURE Evaluation—both projects funded by the United States
Agency for International Development (USAID)—reviewed the policies, programs, and status of PPFP, in Bangladesh,
to identify the need, gaps, and future focus areas for PPFP in the country. This work aligns with USAID’s goal of
preventing child and maternal deaths. Documents and literature published between the periods of 2004–2017 on PPFP,
long-acting reversible contraceptives (LARC), and permanent methods (PM) related to Bangladesh were considered for
inclusion in the review process.
In addition, government and NGOs working on PPFP and related issues were contacted, in order to understand the
status of their work on PPFP and identify additional relevant information. Published and unpublished documents on
PPFP including reports, presentations, posters, leaflets, flipcharts, books, calendars, BCC materials and booklets were
collected from the organizations identified as working on PPFP-related issues. Furthermore, interviews were conducted
with two individuals from the Field Services Delivery Program (FSDP) in the Directorate General of Family Planning
(DGFP), another two individuals from the Clinical Contraceptive Service Delivery Program (CCSDP) in the DGFP,
and two individuals from EngenderHealth, to understand the status of the PPFP program and related documents.
USAID also supplied documents and inputs related to NTC meetings and government circulars and decisions related
to PPFP.
This report is organized into sections. First, we present the evidence on the need for PPFP in Bangladesh. Second,
we present the recommendations on PPFP programming from WHO and the implications for programming in
Bangladesh. Third, we review policies, programs, and literature related to PPFP in Bangladesh. Fourth, we discuss and
summarize the findings, gaps, and challenges. Finally, we propose a set of recommendations for PPFP in Bangladesh on
the basis of the evidence collected during this review.
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2. THE NEED FOR PPFP IN BANGLADESH
The need for an effective PPFP intervention in Bangladesh can be understood by examining a number of key indicators
related to PPFP programming. First, an effective PPFP intervention would counsel the benefits of longer birth intervals
and help to meet the FP needs of women who seek to limit or space their births, resulting in improvements in birth
spacing over time. Thus, understanding how birth spacing has changed in Bangladesh and the evidence on birth
spacing and its impact on maternal and child health outcomes both in Bangladesh and globally, is a critical part of
assessing the need for PPFP in Bangladesh. Second, an effective PPFP intervention is likely to lower unmet need for
FP and unintended pregnancies. Thus, examining the status of unmet need and unintended pregnancies will provide
further evidence on the need for PPFP in Bangladesh. Third, the importance of PPFP can be reflected in changes in
insusceptibility (which measure the length of time that a woman is insusceptible to pregnancy in the postpartum period).
As insusceptibility drops, the need for a PPFP intervention becomes more urgent. Finally, an effective PPFP program
is likely to lower the number of unwanted pregnancies that are terminated through MR procedures and abortion.
Consequently, if MR and abortion procedures are high in Bangladesh, the importance of an effective PPFP intervention
that may lower unwanted pregnancies, becomes more critical. In the following subsections, we examine each of these
dimensions of need for PPFP, in order to identify the status of PPFP in Bangladesh, and the important elements of a
program that a PPFP intervention may need to strengthen.

2.1. Birth Spacing
In a systematic review of the evidence in 2006, it was estimated that 30 percent of maternal mortality and 10 percent
of child mortality would be averted in the developing world, if couples spaced their pregnancies more than two years
apart (Cleland, et al., 2006). In another study examining data from 52 Demographic and Health Surveys (DHS),
risk of child mortality was found to be the highest in very short birth-to-pregnancy intervals of less than 12 months
(Rutstein, 2008). This study also estimated that under-five mortality would decrease by 13 percent if couples waited 24
months to conceive again, and by 25 percent if couples waited 36 months (Rutstein, 2008). In the Bangladesh context,
the Bangladesh Maternal Mortality and Health Care Survey of 2016 (BMMS 2016) suggested that the maternal
mortality ratio (MMR) has stalled in the country since 2010, that MMR is the highest in the postpartum period, and
that higher parity increases the risk of maternal death (NIPORT, icddr,b, and MEASURE Evaluation, 2017). In a
study in the Matlab area of Bangladesh, an analysis of birth spacing data over 20 years found results similar to those
seen globally: closely spaced pregnancies less than 24 months apart were found to be the riskiest for mother and baby
and increased the risks for adverse outcomes, including early neonatal mortality, mortality for the index child, non-live
birth (including abortions), preterm birth, low birth weight, and small for gestational age. Further, short interpregnancy
intervals increased the risk of women for pre-eclampsia, high blood pressure, and premature rupture of membranes. The
study also estimated that infant mortality would be 5.4 percent lower and child mortality would be 9.4 percent lower, if
all interpregnancy intervals were in the three-to-five-year range (DaVanzo, et al., 2004; DaVanzo, et al., 2007).
There is also evidence that birth spacing has been improving in Bangladesh, which should have led to improvements in
maternal, newborn, and child health. Analysis from previous Bangladesh Demographic and Health Surveys (BDHS)
reveals that in the BDHS in 1994, 20 percent of births had birth intervals less than 24 months in the preceding five
years. By BDHS 2004, this proportion had fallen to 16 percent, and by BDHS 2014 it was down to 11 percent (Mitra,
et al., 1994; NIPORT, 2005; NIPORT, 2016). If we break down this analysis by age group, however, there is evidence
that despite overall improvements, certain age-groups have not enjoyed improvements in birth intervals. In particular,
there have been increases in the proportion of women ages 15 to 19 who have birth intervals less than 24 months, while
the proportion in the 20 to 24 age group and those above 40 continue to have relatively high proportions of women
who have birth intervals less than 24 months. The change in birth intervals since 1994 is presented in Figure 1.
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Further, if we examine at the relationship between birth intervals and under 5 mortality and perinatal mortality rates, BDHS
data indicates that both mortality rates were higher in children who were born within two years of the previous child.
Overall, the evidence suggests that any intervention that increases median birth intervals is likely to positively impact
maternal, neonatal, and child health outcomes. Further, though there have been improvements in birth intervals in
Bangladesh over the last 20 years, a significant proportion of women continue to have births within the risky 24 months
of the last birth, and many of these women are most often in the younger and older age-groups. Thus, programs that
target increases in birth intervals in certain age groups may improve overall birth intervals in Bangladesh further,
mitigating the pernicious impacts of short birth intervals on maternal, neonatal, and child health.

2.2. Unmet Need and Unintended Pregnancies
While there have been significant declines in fertility since the 1970’s, the contraceptive prevalence rate (CPR) in
Bangladesh has stalled at around 62 percent since 2010, and there remains a large gap between total fertility rate
(TFR) of 2.3 and the wanted fertility rate of 1.6 (NIPORT, 2016). This stalled CPR and the gap between TFR and
the wanted fertility suggests that many women who need FP are not able to use it. Further, analysis of data from
DHS surveys in 27 countries showed that 95 percent of women who are 0–12 months postpartum wanted to avoid
pregnancy, but only 70 percent were using contraceptive methods (WHO, 2013). In the Bangladesh context, BDHS
2014 indicated that there was a 12 percent unmet need for FP in currently married women, that seven percent of
currently married women had an unmet need for limiting births, and that five percent had an unmet need for spacing
births. Further, though 57 percent of eligible women wanted no more children, only eight percent were using longacting or permanent methods (LAPM) of contraception (NIPORT, 2016). Findings from another study using BDHS
data showed that in the group of women 0–23 months postpartum in Bangladesh in 2011 who were using PPFP, only
eight percent were using LAPMs (Moore, et al., 2015). In a study using BDHS 2014 data, currently married women
who had given birth in the last 12 months were found to have a modern CPR of 49 percent, with only 27 percent of the
women reporting that they had interacted with family planning workers (FPW) in the preceding 12 months (Mostafa
Kamal, et al., 2017). A study in Bangladesh’s Sylhet District found that though 78 percent of recently delivered women
wanted birth spacing of three years or longer, 75 percent of them were not using any contraceptive methods (Ahmed, et
al., 2013).
Analysis of BDHS data also shows that unintended pregnancies continue to remain high (26%) in Bangladesh. If we
disaggregate the unwanted and mistimed pregnancy data by age, we find that unintended pregnancies are especially a
problem in older age groups, with 40 percent of women ages 30 to 34, and 44 percent of women ages 35 to 39 stating
that their last birth was either mistimed or unwanted in 2014. Figure 2 presents the age-disaggregated analysis of BDHS
data of unintended pregnancies between 1994 and 2014 (Mitra, et al., 1994; NIPORT, 2005; NIPORT, 2016).
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Overall, a stalled CPR, high levels of unmet need for spacing and limiting births, the low utilization of PPFP, and the
high levels of unwanted pregnancies (particularly in the older age groups), suggest that strengthening PPFP will play an
important role in meeting the needs of the people of Bangladesh.

2.3. Changes in Insusceptibility
The need for PPFP can also be seen in the changes in the mean duration in months that a woman is insusceptible to
pregnancy following a birth. Data from BDHS indicates that the duration of postpartum insusceptibility (which is a
combination of women who are postpartum amenorrhoeic or abstaining from sexual intercourse) following a birth has
been falling since 1994, despite increases in the proportion of women who were exclusively breastfeeding (which tends
to increase insusceptibility). In 1994, the mean duration of insusceptibility was 12.4 months (median duration was 10.8
months). By 2014, the mean insusceptibility had fallen to 8.9 months (median duration was four months), indicating
that women who had recently delivered were increasingly at risk of having shorter birth intervals, in the absence of any
contraceptive use. Further, median duration of insusceptibility in the lowest wealth quintile was 3.2 months, which was
the lowest amongst all the wealth quintiles, indicating that the poorest women were at the greatest risk of short-birth
intervals in the absence of PPFP (NIPORT, 2005; NIPORT, 2016). Overall, this drop in insusceptibility indicates an
environment where an increasing number of postpartum women are at risk of shorter birth intervals, and consequently
in greater need of an effective PPFP intervention.

2.4. Menstrual Regulation and Abortions in Bangladesh
Evidence of the need for PPFP can also be seen if one examines the estimates of the number of MR and induced
abortion procedures in Bangladesh. Using a nationally representative sample of health facilities and professionals,
Hossain, et al. estimated that 430,000 MR procedures were performed in health facilities in Bangladesh in 2014
(Hossain, et al., 2017). This translates to an annual MR rate of 10 per 1,000 women of reproductive age, even though
only 42 percent of health facilities in Bangladesh were found to provide MR services. Further, an estimated 27 percent
of women seeking MR services were turned away because they were outside the window of time within which an MR
could be legally provided (Hossain, et al., 2017). Using the same nationally representative survey, Singh, et al. estimated
that the number of induced abortions performed in Bangladesh was 1,194,000 and that the number of women treated
for abortion-related complications was 257,000 (Singh, 2017). These estimates of abortion and MR further support the
contention that there is a gap in the FP services for women seeking to space or limit their children. This gap is further
evident in the stalled CPR of 62 percent since 2010 (NIPORT, Mitra and Associates, and ICF International, 2016).
Overall, the high numbers of MR procedures and induced abortions in Bangladesh suggest that strengthening the PPFP
program (together with increasing the CPR) may help to limit the number of MR procedures and induced abortions,
and consequently improve maternal health outcomes in Bangladesh.
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3. WHO PPFP PROGRAMMING RECOMMENDATIONS
WHO has identified different points of contact with maternal, newborn, and child health (MNCH) interventions
during the 12-month period after childbirth, which provide opportunities to integrate PPFP activities (WHO, 2013).
During the prenatal period, WHO recommends the provision of PPFP counseling during facility-based antenatal care
(ANC) and community-based pregnancy screening (in cases when women do not go to facilities for ANCs). During the
delivery and 48-hour postpartum periods, WHO also recommends the provision of PPFP counseling and appropriate
services during any contact with women delivering in facilities or at home by skilled birth attendants (SBA). During the
48 hours to six weeks postpartum period, WHO recommends the provision of PPFP counseling and services to women
whenever they receive postnatal care (PNC)—i.e., either at facilities or at home. During the period from six weeks to
12 months postpartum, WHO recommends the provision of PPFP counseling and services whenever the following
occur as part of the maternal and child health program, either at facilities or at home: immunizations, well child visits,
nutrition and growth monitoring, event days (such as during Vitamin A supplementation days), illness visits, and
preventing mother-to-child transmission of HIV and other antiretroviral care (WHO, 2013).
Further, different contraceptive options have been identified for PPFP depending on the needs of women and their
breastfeeding status (WHO, 2013; WHO, 2015; DGFP, 2016) These options are presented in Figure 3 below.
Figure 3. Recommended contraceptive options for PPFP
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3.1. Proposed Model for PPFP Intervention in Bangladesh
Following-up on the recommendations of the WHO programming model, the activities listed below will be important
elements of an effective PPFP implementation in Bangladesh.
•

Generating demand among pregnant women for PPFP through:
o
o

•

Readying public, private, and NGO facilities to provide PPFP by:
o
o

•

Ensuring the availability of the required trained providers
Ensuring the availability of the required equipment and supplies

Offering PPFP counseling and all appropriate PPFP methods immediately after facility delivery by:
o
o

14

Counseling pregnant women during ANC visits on the benefits of birth spacing, on appropriate and
effective methods based on their spacing and limiting needs, and on deciding, before delivery, which
method to accept at delivery
Counseling women during PNC and EPI visits on the benefits of birth spacing and choosing an
appropriate and effective method based on their spacing and limiting needs

Engaging Directorate General of Health Services (DGHS) facilities and providers in offering PPFP
Engaging private-sector and NGO facilities and providers, particularly obstetricians and gynecologists,
in providing PPFP

Postpartum Family Planning in Bangladesh: A Situation Analysis and Way Forward

4. REVIEW OF PPFP PROGRAMMING IN BANGLADESH
4.1. Existing PPFP Services in Bangladesh
A review of PPFP services in Bangladesh identified a number of PPFP strategies and interventions that were planned for
the country. These interventions were to be implemented by the Government, NGOs, and private for-profit facilities.
The details and status of these interventions are presented in the following subsections.

4.1.1. Government PPFP Interventions
In 2002, the Government of the People’s Republic of Bangladesh began a PPFP intervention with the promotion of
tubectomy to women who were to undergo caesarean section and normal vaginal delivery in 16 government facilities
(both health and FP facilities) from eight districts in the country. The goal was to provide permanent FP solutions to
women who wanted to limit their childbearing. However, due to several challenges, including coordination between the
DGFP and the DGHS (which governs the government facilities that primarily provide ANC and delivery care), logistics,
a lack of timely flow of imprest funds,1 and limited stakeholders’ interest or engagement, the intervention was not scaledup as planned (Government of People’s Republic of Bangladesh, 2016). A policy brief from an analysis of BDHS 2014
data recommended that PPFP counseling be implemented through training of health and FP workers (NIPORT and
ICF International, 2016). In 2015, a draft National Action Plan for Postpartum Family Planning (PPFP) for Bangladesh
was developed, approved, and circulated by the NTC of the DGFP. This action plan was the result of coordination
between the government and development partners, including DGFP, DGHS, USAID, United Nations Population
Fund (UNFPA), Mayer Hashi II (MH-II) project, and the MaMoni Health Systems Strengthening (HSS) project. The
action plan proposed the implementation of the following activities to effectively implement a PPFP intervention and
laid out an initial general implementation plan (Government of People’s Republic of Bangladesh, 2016):
•
•
•
•
•

Generating user demand
BCC activities
Availability of a PPFP methods package
Capacity building
Logistic supply chain management and quality improvement activities

The action plan identified a number of challenges and constraints to PPFP programming in Bangladesh and suggested
solutions to mitigate those constraints and challenges. However, the action plan does not specify how to integrate
PPFP into PNC and EPI sessions, how to engage the private sector in the provision of PPFP, or how to engage other
stakeholders like the DGNM, in the provision of PPFP. The constraints and challenges, and their solutions, identified
in the NTC’s National Action Plan for PPFP are presented in Table 1.

Funds allocated to DGFP for FP initiatives, but which are used by DGHS to implement FP initiatives.

1
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Table 1. Constraints/challenges to increasing access to PPFP services
Challenges/constraints

Solutions

Lack of client awareness of
availability of PPFP services

Demand-generation activities related to PPFP services need to be
undertaken at different levels with communities, providers and field workers.

No or limited information
about the PPFP during ANC,
PNC, and Immunization visits

In March 2016, the National Technical Committee (NTC) gave approval for
integrating information about PPFP during all ANC, PNC, and Immunization
visits, and availability and provision of short-acting methods like pills,
condoms, and Injectable from the Immunization sites.

Limited availability of trained
service providers

• Have a dedicated regional trainers pool and plan for training of all
service providers engaged with maternity services
• Along with the MH-II Project/EngenderHealth, DGFP has also started
provider trainings to quickly increase the number of PPFP service
providers.

Availability of Kelly’s Forceps
for postpartum IUD
placement

This equipment needs to be added to the IUD essential equipment list.

Provider bias toward
postpartum IUDs

Advocacy and training to address provider misconceptions and biases.

Further, DGFP published a circular in March 2016 with instructions for PPFP counseling to women during their ANC
visits, during PNC, and during their visits to EPI centers for vaccination of their children (Government of People’s
Republic of Bangladesh, 2016). The circular did not specify the mechanism through which this counseling and training
would occur and does not address what will happen to women who receive ANC or PNC from private sector providers.
Following the 66th NTC meeting, the government also issued two additional circulars—the first on POPs, and the
second on implants—in April 2016, stating that both methods could be offered immediately after birth, instead of the
previous advice recommending six weeks after birth (DGFP, 2016).
At the London Family Planning Conference in July 2017, Bangladesh pledged to fully implement its National Action
Plan for PPFP by training doctors, midwives, nurses, and Family Welfare Visitors (FWVs) in 64 district hospitals (DHs).
Further, the government committed to spend US $615 million to the FP program between 2017 and 2021, a 67
percent increase over the 3rd Health, Population, and Nutrition Sector Programme (2012–2016). The Government of
Bangladesh also planned to operationalize its new National Adolescent Health Strategy with a special focus on FP needs
(Government of People’s Republic of Bangladesh, 2017).
We further reviewed the BCC materials and job aids related to promotion of PPFP available with the DGFP. A total
of 58 BCC materials were found from government websites.2 These materials were developed through a collaboration
between the Information, Education and Communication (IEC) Unit of the DGFP, Bureau of Health Education, and
USAID-supported projects like the Bangladesh Knowledge Management Initiatives (BKMI) project, and the MH-II
project. The types of BCC materials that were developed included leaflets, fliers, pictorial cards, banners, television
commercials, flash card, a web-based e-toolkit, and mobile app-based e-toolkit. The main messages identified were on
types of PPFP methods, and the importance and options in choosing those methods. However, how effectively these
BCC materials have been disseminated and used is not clear.
We also examined the Ministry of Health and Family Welfare’s (MOH&FW) 4th Health, Population, and Nutrition
Sector Programme Implementation Plan (PIP) for any reference to PPFP planning (Ministry of Health and Family
Welfare, Government of the People’s Republic of Bangladesh, 2017). There was mention of PPFP in several places in the
PIP. The PIP notes that harmonizing DGHS and DGFP on various activities, including on PPFP, will be an important
http://etoolkits.dghs.gov.bd/toolkits/bangladesh-fp/postpartum-fp; http://etoolkits.dghs.gov.bd/toolkits/bangladesh-fp/diirgh-meyaadipribaar-priklpnaa-pddhti; http://etoolkits.dghs.gov.bd/toolkits/bangladesh-fp/mhilaader-jny-sthaayyii-pribaar-priklpnaa-pddhti;
http://etoolkits.dghs.gov.bd/toolkits/bangladesh-fp/sthaayyii-pribaar-priklpnaa-pddhti
2
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part of this sector program. In various places in the document, the PIP calls for training DGHS personnel, doctors,
and paramedics on PPFP, the importance of providing PPFP at both the community and facility levels, the importance
of implementing the National Action Plan on PPFP, prioritizing PPFP as part of Component 3 of the PIP (Provision
of Quality Healthcare), and for organizing mothers’ events at MCWC’s to promote PPFP to all. When we examined
the individual operational plans (OPs) in the PIP, we found references to PPFP in four different unit OPs. The
CCSDP of DGFP mentions the quality provision of PPFP services in Objective #3 of its OP and calls for an effective
implementation of PPFP, particularly for LARC/PM, post-MR, and post-abortion care (PAC) FP services. The CCSDP
OP also mentions the importance of a special focus on hard-to-reach and low performing areas including urban slums
and the importance of placing imprest funds at DHs, medical college hospitals, and other specialized hospitals. It also
has activities related to training of doctors from DGHS, DGFP, private sector, and NGOs on PPFP, introducing an
e-toolkit and e-learning on PPFP, and organizing workshops at the division, district, and subdistrict levels on PPFP for
medical personnel from all sectors, including the private sector and NGOs. Finally, it has an indicator of performance
related to facility readiness to provide PPFP in Sylhet and Chittagong Divisions. In the Maternal, Neonatal, Child, and
Adolescent Health (MNCHAH) OP, PPFP is mentioned as one of the areas that USAID has committed to supporting
within the MNCHAH OP. Furthermore, MNCAH commits to conduct a crosscutting activity under the maternal
health activity that will strengthen “PPFP and capacity development of service providers on surgical contraception,
IUDs and MR.” PPFP is also mentioned in the Information, Education, and Communication (IEC) OP, where it
notes that there is a lack of PPFP counseling in the country and that many deliveries occur at home. The IEC unit of
DGFP also calls for promoting PPFP in low-performing areas, as part of its crosscutting activities. Finally, the Family
Planning Field Service Delivery (FP-FSD) of DGFP OP calls for supporting the provision of PPFP as part of its
crosscutting activities. The statuses of implementation of PPFP objectives and activities mentioned in the PIP and the
OPs are not known.
The World Bank has also noted that PPFP in Bangladesh has achieved limited coverage. To that end, as part of its
credit and grant to Bangladesh, it has proposed a disbursement linked indicator (DLI) that measures improvements
in facility readiness to provide PPFP services in 617 targeted facilities in the Chittagong and Sylhet Divisions. The
targeted facilities include DHs, Upazila Health Complexes (UHCs), and Union Health and Family Welfare Centers
(UH&FWCs) (The World Bank, 2017). This DLI is likely to strengthen the government’s focus on PPFP.
In April 2018, the Ministry of Finance, Peoples Republic of Bangladesh, acting upon a request from MOH&FW,
approved the request for the disbursement of imprest funds from CCSDP, DGFP to DHs, medical college hospitals,
and specialized hospitals, for a PPFP program. Subsequently, in June 2018, MOH&FW issued a letter to 93 DHs,
medical college hospitals, and specialized hospitals, opening an imprest fund account for each hospital for 100,000
Taka for the PPFP program. The funds were to go from the CCSDP, DGFP to the administrators of each of the
listed 93 hospitals. The total amount allocated for the PPFP program across the 93 hospitals was 9,300,000 Taka, or
approximately US $110,000 for the whole country (Government of the People’s Republic of Bangladesh, Ministry of
Finance, 2018; Government of the People’s Republic of Bangladesh, Health Education and Family Welfare Division,
2018). Thus, while the allocation of the budgets by the government for PPFP are an important first step and the true
marginal costs of this program are yet to be determined, the explicit budget allocation for PPFP currently remains
relatively modest.
Overall, a full assessment of the National Action Plan for PPFP implementation, government circulars, and PPFP
activities mentioned in the PIP and its OPs has not been done and the PPFP intervention appears to have been limited
in scale and scope so far. However, there is data in the DGFP suggesting that the number of PPFP IUDs and PPFP
tubectomies has been steadily increasing since 2013, though the numbers in this MIS data do not match the numbers
reported by the Programme Management and Monitoring Unit (PMMU) of the MOH&FW (Government of People’s
Republic of Bangladesh, Progamme Management and Monitoring Unit, Planning Wing, Ministry of Health and Family
Welfare, 2016). Part of the reason for this discrepancy may have been a gap in reporting the performance of private
clinics.3 Given the discrepancy between the MIS and the numbers of postpartum IUDs and tubectomy in the PMMU
report, we do not report the numbers here.
3

Personal communication with USAID, 2018.
17

4.1.2. NGO Interventions That Include PPFP Components
Several different NGOs have implemented interventions with PPFP components. In 2009, Mayer Hashi I (MH-I), a
government program supported by USAID and implemented by EngenderHealth, was launched to expand the use of
LAPM in 21 low- performing areas of the country. In 2013, MH-II was launched and expanded the LAPM program to
64 districts with a special emphasis on PPFP. The project was also supported by UNFPA in its 13 Maternal and Neonatal
Health Initiative project districts. However, a midterm performance evaluation of MH-II indicated that the overall effect
of the program on LAPM use was limited, and there was, in general, a transition away from permanent methods to shortterm methods (Senlet, et al., 2016).
The Healthy Fertility Study (HFS) between 2007 and 2013 examined the feasibility of a community-based intervention
for PPFP in Bangladesh. It was jointly designed and implemented by the MOH&FW, USAID’s Maternal and Child
Health Integrated Program, Johns Hopkins Bloomberg School of Public Health, and a local NGO, Shimantik
(Jhpiego, et al., 2011). It used community health workers (CHWs) to integrate PPFP counseling during household
visits and community organizers to lead community-wide meetings on PPFP. Later in the intervention, CHWs were
also provisioned to provide short-term methods to women they were counseling, and later trained to administer
injectables as well. The intervention was successful in increasing PPFP by 15 percentage points over comparison areas
with no interventions, while the proportion of low birth intervals was significantly lower in the intervention as well. In
addition, the proportion of preterm births, women and children with anemia, and the proportion of underweight and
stunted children were all significantly better in the intervention arm. This provided evidence that an integrated PPFP
community-based intervention in Bangladesh, with provision of short-term methods and injectables by CHWs during
home visits, was a feasible and effective way to improve PPFP in Bangladesh. Further, a qualitative analysis of barriers
to lactational amenorrhea method (LAM) use indicated that LAM use could promote exclusive breastfeeding, and that
LAM use did not predict future contraceptive use (Ahmed, et al., 2013; Ahmed, et al., 2015).
Similar to the HFS study, MH-II had also piloted the community-level provision of the first dose of injectables by
trained Family Welfare Assistants (FWAs) in three districts in the hope of reducing the barrier of attending a clinic to
receive a dose. This community-based intervention was approved by the NTC and is now planned for rollout all over
Bangladesh by the government, supported in some areas by the MaMoni Health Systems Strengthening (HSS) project.
The extent to which the government and MaMoni has effectively implemented this program is not known. Additionally,
the “Surjer Hashi” program will provide PPFP counseling as part of all ANC in its network.4
Finally, in 2017, UNFPA, in collaboration with the DGFP, launched a program in some areas of the country to recruit
midwives as FP counselors who would provide PPFP counseling to women visiting health facilities for ANC, PNC, and
EPI activities. In January 2018, the first set of midwives had been selected and trained, and no impact assessment had
been done or was available at the time of conducting this review.5

4.1.3. Private Sector Interventions for PPFP
Two private sector interventions for PPFP activities were identified. In 2008, with technical assistance from
EngenderHealth, service providers from three private sector hospitals of Ad-Din in Dhaka, Jessore, and Kushtia, were
trained on postpartum insertion of IUDs and immediate postpartum tubectomy. As of March 2016, these hospitals were
still providing the services, though assessment of this intervention beyond the continuation of these services, was not
available (Government of People’s Republic of Bangladesh, 2016). In 2011, the Strengthening Health Outcomes through
Private Sector (SHOPS) project was launched as a collaboration between the Social Marketing Company (SMC),
EngenderHealth, AITAM, Obstetrics – Gynecology Society of Bangladesh (OGSB), USAID, and the Government of the
People’s Republic of Bangladesh. The project was implemented between 2012–2014 and intended to engage the private
sector in the provision of PPFP by addressing the barriers to its provision. It focused on ensuring appropriate logistics
and supplies necessary for PPFP provision in private facilities, the training of service providers at private sector hospitals
and private medical schools on counseling and providing PPFP methods, the implementation of quality assurance, and
relationship building and troubleshooting to ensure PPFP provision. The project’s self-reported lessons learned included
the need for ongoing dialogue to ensure effective private sector implementation, the need for close monitoring of private
sector providers, that many senior doctors simply did not have the time to ensure PPFP counseling and provision, and
that consumer awareness and demand for PPFP needed to be strengthened (Masud, 2013; Rahaim, et al., 2011).
4
5

Personal communication with USAID, 2018.
Personal communication with the Directorate General of Family Planning, 2018.
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4.2. Factors Affecting PPFP Programming in Bangladesh
The review of PPFP services and the related literature identified a number of contextual factors that may affect the
provision of PPFP in Bangladesh. The contextual factors likely to affect PPFP are presented in the following subsections.

4.2.1. Sources of Family Planning Methods
BDHS 2014 data indicated that 49 percent of modern FP users sourced their contraceptive methods from the public
sector, while 43 percent sourced them from the private sectors (NIPORT, Mitra and Associates, and ICF International,
2016). NGOs and the non-medical sectors accounted for four percent each of the remaining sources for modern FP
methods. Within the private sector, the biggest source of FP methods were pharmacies for short-acting methods, and
private hospitals for LARC/PM. Any PPFP strategy that ignores the private sector provision of PPFP services is thus
likely to limit the impact of the program (NIPORT, Mitra and Associates, and ICF International, 2016).

4.2.2. Coverage of ANC, Facility Delivery, PNC, and EPI in Bangladesh
The use of facility deliveries increased from 23 percent in BMMS 2010 to 47 percent in BMMS 2016 (NIPORT,
icddr,b, and MEASURE Evaluation, 2012; NIPORT, icddr,b, and MEASURE Evaluation, 2017). Private sector
facilities accounted for most of the increase in facility deliveries between 2010 and 2016, with 29 percent of all deliveries
occurring in private facilities by 2016. In the public sector, most of the deliveries occurred in upazila level and higher
facilities. If we consider only facility deliveries, we find that one-third of the facility deliveries occur in DGHS facilities,
while two-thirds of facility deliveries occur in private sector facilities. While inequity has declined in Bangladesh, a
woman in the richest quintile was 3.4 times more likely to deliver in a facility (76% of women in the highest quintile
delivered in facilities, while only 22% of women in the lowest quintiles delivered in facilities) (NIPORT, icddr,b, and
MEASURE Evaluation, 2017). Any facility-based postpartum tubectomy or IUD service provision is thus likely to
impact the richest quintiles more than the lowest quintiles, unless facility-based delivery improves amongst the poor.
Further, the large proportion of private sector deliveries means that PPFP programming will need to ensure that private
sector facilities are included in the strategy.
In the case of ANC, BMMS 2016 data showed that 74 percent of women received at least one ANC from a medicallytrained provider and 22 percent of pregnant women received ANC at home. The Rangpur division of the country
had the biggest proportion of women who received ANC at home (50%). Overall, the biggest source of ANC was the
private sector, with 58 percent of ANC seekers now going to the private sector to get them. Finally, qualified medical
doctors provide ANC to 68 percent women and Family Welfare Visitors (FWVs) and equivalent service providers
provide ANC to another five percent of women (NIPORT, icddr,b, and MEASURE Evaluation, 2017). However, a
recent survey across 46 districts indicates that many of these medical doctors which provide ANCs, are not trained in
both PPFP and LARC/PM—only 46 percent of obstetricians and gynecologists (OB/GYNs) and 51 percent of the
Medical Officers – Maternal and Child Health (MO–MCH) had received training on LARC/PM since 2014, while
only 27 percent of OB/GYNs and 25 percent of MO–MCHs had received training on PPFP since 2014 (MEASURE
Evaluation, 2018). Thus, any PPFP strategy that is integrated with ANC service provision will need to take into account
the large proportion of women who receive ANC at home, the large proportion that receive ANC through the private
sector, that qualified doctors are the largest group that provide ANCs, and that large percentages of qualified doctors are
not trained on either LARC/PM or on PPFP.
Using BMMS 2016 data, we also see that 48 percent of women now receive PNC within the recommended two days
of delivery. However, only six percent of women who delivered at home (who are most often women in the poorest
quintile) received a PNC within two days of delivery. Younger women were also more likely to receive a PNC than
older women, and first parity women were also more likely to receive PNC. There was also large regional variation in
PNC in the country, with Mymensingh Division having the lowest PNC (with 33%), while in Khulna Division 62
percent of women had a PNC. Any strategy that integrates PPFP with PNC, will have to take into account that many
poor women who deliver at home do not receive the recommended PNC and that there is regional variation in the
proportion of women who receive a PNC (thus impacting the effectiveness of any integrated PPFP program) (NIPORT,
icddr,b, and MEASURE Evaluation, 2017).
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In terms of vaccination coverage, the most recent data available from BDHS 2014 indicates that coverage of vaccination
in children ages less than 12 months was very high, with coverage exceeding 95 percent for BCG, Pentavalent 1,
Pentavalent 2, Polio 1, and Polio 2, and coverage of 90.9 percent for Pentavalent 3 and for Polio 3. Only two percent of
children ages 12–23 months had not received any vaccinations. However, there was regional variation in vaccination
coverage, with Sylhet Division performing the worst and Rangpur Division performing the best (NIPORT, Mitra
and Associates, and ICF International, 2016). Any program that integrates PPFP intervention with the EPI program is
likely to achieve high coverage.

4.2.3. Awareness and Acceptance
Generally, the FP demand generation activities have been poorly implemented, and the situation appears to have
deteriorated recently in Bangladesh. Consider two indicators related to demand generation: Women-FP worker contact
within the preceding six months declined from about 40 percent in 1994 to about 20 percent in 2014; and women’s
exposure to FP messages declined from about 50 percent in 1994 to 30 percent in 2014 (Mitra, et al., 1994; NIPORT,
Mitra and Associates, and ICF International. 2016).
As noted previously, a recommended point of contact for PPFP is during ANC. However, there is evidence to suggest
that existing use of BCC materials is not strong. For example, a survey across 46 districts in 2015 suggests that only
about one percent of home visits by FP workers and two percent of visits by pregnant women to facilities resulted in
the provision of FP BCC materials to those women (MEASURE Evaluation, 2017). Nevertheless, there is evidence
that women have some knowledge about the availability of PPFP. In 2017, a follow-up survey across 46 districts of
Bangladesh indicated that:
•
•

20% of women knew that IUDs could be inserted during normal or caesarean delivery at a facility
28% of women knew that tubectomy could be obtained during normal delivery at a facility

•

65% of women knew that tubectomy could be obtained during caesarean delivery at a facility (MEASURE
Evaluation, 2018)

This evidence suggests that there is low to moderate awareness about postpartum LARC/PM options. Further, the
success of the PPFP program will also be dependent on the extent to which PPFP is offered at delivery. The 2017
survey6 (MEASURE Evaluation, 2018) also indicated that:
•
•

•

Only 14 percent of women who delivered at facilities were offered IUDs or tubectomy7 (9% with normal delivery
and 17% with caesarean delivery)
Only three percent of women who delivered at facilities accepted IUD/tubectomy at birth
o In other words, about 23 percent of those who were offered IUD or tubectomy accepted a method (6%
with normal delivery and 29% with caesarean delivery accepted a method)
More women with caesarean delivery at public facilities (23%) were offered IUD/tubectomy than private facilities
(17%), but acceptance was greater in private facilities (31%) than public facilities (23%)

This suggests that a significant challenge to the existing PPFP program is that far too few women who deliver at facilities
are being offered a LARC/PM. Thus, there is a considerable scope to improve PPFP simply by offering LARC/PM to
more recently delivered women. The result of this low rate of offering postpartum LARC/PM is that overall IUD or
tubectomy acceptance is only three percent, which may help to explain the low prevalence of LARC/PM in Bangladesh,
and the limited impact of the existing PPFP program.
This evidence also indicates that more of the offers and acceptance of postpartum IUD or tubectomy were among
women who had a caesarean section. This effectively left out of the PPFP program the large number of women who
had normal deliveries. In Bangladesh, combining data on age-cohort birth fertility rates and facility delivery rates, we
estimate that there were about 1.5 million births in facilities (one million at private-sector facilities and half a million at
The surveys identified 4,494 births born during April 2014 to June 2017; 46 percent took place in facilities (65% of facility
deliveries took place in the private-sector); and 28 percent were caesarean (or 61% of facility deliveries were caesarean).
7
Most of these women were offered tubectomies, and only a very small proportion were offered IUDs.
6
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public-sector facilities) in 2016 (NIPORT, icddr,b, and MEASURE Evaluation, 2017; Singh, et al., 2017). If all women
delivering at facilities were offered a method, and acceptance rates were the same (MEASURE Evaluation, 2018), there
would be approximately 350,000 women receiving PPFP annually, most of which would be tubectomies. This number
would be equal to about 2.4 times of the permanent methods served and 46 percent of the LARC/PM procedures
served by DGFP in 2017. Offering implants and POPs in addition to IUDs and tubectomies to postpartum women in
facilities would further increase these numbers and increase choices for women.

4.2.4. Coordination between DGFP and DGHS
DGFP and DGHS, the two wings of the MOH&FW, have strong parallel infrastructures within Bangladesh.
One-third of facility deliveries take place at facilities that are governed by the DGHS (a small proportion take place
at Mother and Child Welfare Centers [MCWC] governed by the DGFP). In addition, many ANC and PNC occur
in public-sector facilities that are managed by DGHS clinical providers and the EPI program is managed by DGHS
service providers. On the basis of discussions with DGFP and NGO partners, there was also suggestion that DGHS
providers may not see FP services as their responsibility and consequently do not provide or counsel about PPFP.
This means that any PPFP program that intends to integrate with ANC, facility-based delivery, PNC, and the EPI
(as WHO recommends), will need to ensure that the service can be provided through DGHS staff and facilities.
This will require strong coordination between DGFP and DGHS and the timely transfer of imprest funds, logistics,
training, and supply of contraceptive methods to DGHS. The imprest fund issue has begun to be addressed, with the
allocation of 9,300,000 Taka for PPFP in DHs, medical college hospitals, and specialized hospitals in April 2018, and
the approval of transfer of these funds directly from CCSDP, DGFP to the hospitals. However, the full extent of the
program remains to be costed, and remaining elements of the proposed program need to be appropriately funded
and implemented.
Moreover, there is likely to be a challenge in ensuring the availability and readiness of LARC/PM services in public
sector health facilities. For example, analysis of data from the Bangladesh Health Facility Survey 2014 indicates that
many facilities within Bangladesh do not provide LARC/PM methods—only 63 percent of all health facilities in
Bangladesh offer IUD services, 38 percent offer implants, 28 percent offer tubectomies, and 28 percent offer no-scalpel
vasectomy (NSV). Furthermore, of the limited number of facilities that do provide LARC/PM, most are not ready
to provide LARC/PM. Overall, only 14 percent of public facilities that provide IUDs, 39 percent of public facilities
that provide implants, 14 percent of public facilities that provide tubectomy, and 28 percent of the public facilities
that provide NSV, are ready to provide those services (NIPORT, ACPR, and ICF International, 2016). The biggest
impediments to readiness were the availability of trained staff—for example, Mother and Child Welfare Centers
(MCWCs) are supposed to be important sources of facility deliveries at the upazila level and below, but only half of
them have the trained providers necessary to provide implants and tubectomies—and the availability of equipment and
supplies at those facilities.

4.2.5. Biases
There is evidence that there may be biases that may affect the provision of FP services in Bangladesh, which may in turn
affect the provision of PPFP. In a recent study in private hospitals across Dhaka Division and Chittagong City, surveyed
obstetricians, gynecologists, and nurses had misconceptions about the effectiveness of LARC/PM over short-acting
methods. In particular, they saw IUDs and implants in a more negative light than the other methods. They also thought
that men preferred short-acting methods, and as such, women should not use LARC/PM methods that husbands had
not approved (Ugaz, et al., 2016). Further, discussion with DGFP stakeholders suggest that DGHS providers do not see
FP as their responsibility.8 Another study examining barriers to LARC use across five countries (Bangladesh, Tanzania,
Niger, Mozambique, and Ethiopia) found that all the countries had similar barriers. The barriers related to PPFP
provision included limited awareness about LARCs amongst the young, myths and misconceptions about LARC use
and side-effects, providers refusing to offer LARCs to clients who were considered too young or unmarried, and stigmas
around adolescent sexuality and contraception (Yinger, 2016).
8

Personal communication with the Directorate General of Family Planning, 2018.
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5. DISCUSSION
WHO and Bangladesh have recognized the importance of PPFP to improve maternal, neonatal, and child health
outcomes. In recognition of the importance of PPFP, WHO has provided a series of programming recommendations
for PPFP, including recommending the integration of PPFP counseling during ANC, and PPFP counseling and service
delivery during delivery, PNC, and opportunities for infant care, such as EPI.
Despite improvements in CPR and maternal and child health mortality and morbidity over the years, there is significant
evidence to suggest that Bangladesh needs a PPFP program. This supporting evidence includes a stalled CPR, high levels
of unmet need for spacing and limiting, low levels of PPFP utilization among postpartum women, low prevalence of
LARC/PM in women who want to limit their further child bearing, high levels of unwanted pregnancies (particularly in
the older age groups), high proportions of women with short birth intervals in younger age groups and the highest agegroups, and the very high numbers of MR procedures and induced abortions in Bangladesh.
In recognition of the need for PPFP, Bangladesh has been implementing limited PPFP initiatives within the country
since 2002, primarily in the area of immediate postpartum LARC/PM. These interventions have met with limited
success, but have all been limited in their scope and scale. Furthermore, there have been limited NGO and private sector
interventions on PPFP within the country.
In 2015, Bangladesh developed a National Action Plan for PPFP. This action plan called for the integration of PPFP
counseling with ANC and delivery care, with a focus on LARC/PM. Furthermore, the Bangladesh government issued
circulars in 2016 encouraging PPFP counseling during all ANC, PNC, and EPI sessions, and the use of implants and
POPs for immediate postpartum use, in order to encourage greater PPFP coverage. Bangladesh has also committed
to operationalize and implement its PPFP intervention in the 4th Sector Health Programme, and planned activities
and appropriated funding for PPFP. To that end, the Bangladesh government approved the creation of imprest funds
which CCSDP, DGFP was to distribute to hospitals, specialized hospitals, and medical college hospitals to implement
PPFP. The amount allocated was however, relatively modest (9,300,000 Taka) and additional budgeting and funding
for PPFP activities will be needed. Thus, the evidence suggests that this National Action Plan for PPFP is yet to be fully
implemented, and it will require close coordination and discussion between DGFP and DGHS for an effective and
faster implementation. Additionally, since the private sector and midwives also provide ANC and delivery services,
engaging the private sector and DGNM in the provision of PPFP will be necessary to improve the PPFP intervention.
In summary, the review identified a number of gaps and challenges that will need to be addressed for an effective PPFP
implementation.
•
•
•
•
•
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Effective PPFP information dissemination strategies do not currently exist, as mentioned in the National Action Plan
for PPFP.
Immediate PPFP is still mostly considered to be female sterilization and IUDs; more work needs to be done to
inform providers that implants and POPs are also approved by the NTC and to provide training to them.
The private sector increasingly provides ANC, delivery care, and PNC services. However, the National Action Plan
for PPFP does not address how the PPFP program will ensure the private sector provision of PPFP.
Other stakeholders such as the DGNM also provide ANC and delivery services, and will need to be engaged in
order to increase the effectiveness of the PPFP.
Overall, there is limited PPFP counseling and poor offer and acceptance of LARC/PM immediately after delivery.
o One-third of the facility deliveries take place at facilities that are governed by DGHS. Discussion with
stakeholders suggests that the DGHS providers perceive FP as not their responsibility and therefore are
reluctant to promote PPFP.
o Two-thirds of the facility deliveries take place in the private sector, and most of the providers are OB/
GYNs who have not been engaged in the promotion of PPFP and sometimes are indifferent.
o Providers (particularly medical doctors) are poorly trained on LARC/PM and PPFP.
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•
•
•

•
•

Provider vacancies at public facilities are high, and in MCWCs in particular, posing a significant challenge to the
promotion of PPFP.
The complete availability of equipment and supplies necessary to provide LARC/PM in facilities remains a challenge.
Imprest funds for LARC/PM procedures is governed by DGFP, and both DGHS and private providers encounter
difficulties in reimbursement of costs. While the recently approved imprest funds made available to DGHS is an
important first step in enabling an effective PPFP intervention, the amount allocated will likely need to be revised,
as a full costing of the intervention becomes more clear.
The national FP program in Bangladesh is evidently weak in BCC efforts—strategies, material, and products are
poorly developed, thinly spread, and infrequently disseminated—and those on PPFP are no exception.
Women in the younger age-groups, the poor, and the oldest age groups, continue to experience relatively high rates
of shorter birth intervals.
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6. RECOMMENDATIONS
We propose the following set of recommendations for PPFP programming in Bangladesh, on the basis of the findings
from this review.
1. National action plan strengthening:
i. Revise the National Action Plan for PPFP to include strategies for private sector provision of PPFP, given the
increasing use of the private sector for MCH.
ii. Update and operationalize the existing government National Action Plan for PPFP, in coordination with
development partners. This will include strengthening the coordination mechanism between DGFP and
DGHS to ensure that human resources in DGHS are trained and the DGHS facilities and logistics are ready
to provide PPFP information, counseling, and services at the proposed different points of contact (i.e., during
ANC, delivery care, PNC, and EPI).
iii. Cost the entire PPFP intervention and allocate appropriate budgets.
iv. Develop a monitored mechanism to ensure an effective and timely transfer of imprest funds and postpartum
contraceptives from DGFP to DGHS.
v. Mandate PPFP information dissemination during ANC, and counseling for adoption of suitable methods
during ANC.
vi. Strengthen the provision of PPFP counseling and services during EPI campaigns in the community. This
particular element of the PPFP intervention is likely to have the greatest coverage and most effectively reach
lower wealth quintiles, given the high rates of vaccination coverage.
vii. Engage the DGNM in the provision of PPFP.
2. Private sector engagement:
i. Engage and advocate with the private sector on provision of PPFP, particularly during ANC and delivery.
ii. Mandate PPFP information dissemination and counseling during ANC and delivery care in private clinics.
iii. Provide training to all private sector providers (hospitals, clinics, OB/GYNs, physicians, nurses,
and paramedics) on PPFP benefits, counseling, and methods.
3. Training:
i. Identify and train specially designated “FP counselors” at all facilities in the public, private, and NGO sectors
to supplement the advice provided by OB/GYNs and physicians, who often do not have the time and/or are
reluctant to provide FP advice to pregnant mothers or recently delivered women.
ii. Provide training on PPFP counseling, methods, and benefits to all providers (physicians, nurses, paramedics,
and all relevant field health personnel) from DGHS, DGFP, DGNM, private sector, and NGOs, and any
other person coming into contact during ANC, PNC, delivery, and EPI service provision, in order to limit
the impact of provider shortages.
4. Coordination between DGHS and DGFP:
i. Advocate to DGHS on the maternal, neonatal, and child health benefits of PPFP to facilitate closer
coordination between DGFP and DGHS.
ii. Strengthen the integration of PPFP counseling and services into DGFP field personnel and DGHS field
personnel home visits, whenever they may come into contact with pregnant or recently delivered women.
iii. Offer PPFP information, counseling, and services during all deliveries at facilities.
iv. Improve the availability of LARC/PM services in facilities and strengthen the readiness of facilities to
provide LARC/PM. In particular, this will require coordination between DGHS and DGFP to ensure that
the appropriate material, equipment, supplies, and trained personnel are available in facilities.
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5. Raising awareness and generating demand:
i. Produce and distribute BCC materials with appropriate PPFP information to every pregnant woman and
recently delivered woman.
ii. Address limited awareness amongst younger women about PPFP options and benefits, and integrate PPFP
messaging into the Adolescent Health Program and various adolescent activities.
6. Implementation research on:
i. Identifying the best methods of reaching the 15–24 age group to increase birth spacing and lengthen
birth intervals.
ii. Identifying the best methods of reducing provider bias against specific methods, and specifically as a
postpartum method.
iii. Examining the qualitative reasons behind poor PPFP offer and utilization.
iv. Improving private sector PPFP service delivery.
v. Improving the delivery of PPFP counseling and services during ANC, PNC, and EPI services.
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