
time were used to provide services to
clients, assuming that contact time per
client remained constant. Thus, the num-
ber of additional visits produced per
month depends solely on the amount of
unused time at each type of clinic.

Assuming an unchanged contraceptive
prevalence rate, the total demand pro-
jected for the year 2004 would be 2.3 mil-
lion visits, or about 80% of the projected
number of visits if productivity increased.
However, if we assume an increase in the
contraceptive prevalence rate, the pro-
jected demand rises slightly above the pro-
jected number of visits to 3.1 million. Ne-
vertheless, given that fairly conservative
assumptions were made regarding the in-
crease in productivity (no decrease in
unauthorized leave, no decrease in time
spent on administrative tasks and only
50% of unoccupied time used for visits),
even with an increase in contraceptive
prevalence, the existing number of clinics
should be able to accommodate the in-
crease in demand.

Discussion
Before discussing the implications of our
results, we should point out some of the
study’s limitations. Our productivity es-
timates depended upon secret observa-
tions of both clinic providers and field-
workers. Although the sample for these
observations was selected randomly, the
sample size is relatively small. Some of the
workers who were secretly observed re-
alized that they were being observed and
may have altered their behavior; for ex-
ample, some fieldworkers may have left
the house and gone to work even though
they otherwise might not have done so. 

Similarly, when workers were accom-
panied to the field or observed in clinics,
their performance levels may have been
higher if they wanted to impress the ob-

services without building new facilities.*
The monthly number of visits per clinic
was calculated for current levels of pro-
ductivity and then projected under the as-
sumption of increased working hours. We
assumed that some of the observed work
time now spent either unoccupied or
away from the clinic would be used to
provide services to clients. 

We estimate that the current number of
visits per month is 29.8 at family welfare
centers, 18.8 at thana health complexes
and 43.3 at satellite clinics. Using infor-
mation from the clinic observations of
how workers’ time is distributed among
different activities, we project that with the
assumed increase in efficiency, these num-
bers would rise to 57.1, 23.7 and 65.8, re-
spectively.

Table 7 shows the estimated and pro-
jected number of aggregate visits per
month for all rural clinics.† More than 1.6
million visits are currently conducted by
family welfare visitors who work at rural
clinics; the potential number of visits
would increase to 2.9 million if unused

server. Consequently, our results probably
present a more optimistic picture of pro-
ductivity and costs than is the norm. How-
ever, as we have pointed out, the findings
for observations in which family welfare
assistants were accompanied to the field
are similar to those of other studies.

Another potential limitation is that the
projected costs of the home service deliv-
ery program depend on the assumption
that the method mix remains constant.
However, even if the method mix shifts,
contraceptive costs would change, but
labor costs would remain the same as long
as additional workers were not hired.

The increase in the contraceptive preva-
lence rate over the last few years is due in
large part to the growth of the home ser-
vice delivery program. At the same time,
that growth has undoubtedly also con-
tributed to the proportionate decline in the
use of long-acting and permanent meth-
ods and to the lack of use of clinics. Now
that the program is maturing, ways that it
might be improved need to be considered,
including changes in both the clinic and
the home service delivery programs. 

Although the increase in contraceptive
use has led to a fall in the total fertility rate
from 6.3 births per woman in the
mid-1970s to 4.2 in 1990,13 the population
will continue to grow substantially over
the next decade. If the current program
structure is maintained, 32,861 family wel-
fare assistants and 6,295 supervisors will
be needed by the year 2004. Given that
donor resources are unlikely to keep pace
with costs, decisions will need to be made
as to how to cut costs while maintaining
the quality of care. Thus, the government
of Bangladesh needs to consider how to
strengthen management in order to in-
crease performance levels of fieldworkers
and supervisors.

Our calculations show that if fieldwork-
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Table 5. Cost per couple-year of protection for
IUDs and projected cost if clinic workers’ time
spent providing services increased by 50%,
by type of cost

Type of cost Current Projected

Total $4.54 $3.92

Clinic 1.94 1.32
Labor 1.02 0.68

Acceptance 0.59 0.39
Follow-up 0.16 0.11
Removal 0.27* 0.18

Supplies 0.08 0.08
Capital 0.84 0.56

Home visit 2.02 2.02
Motivation 0.24 0.24
Follow-up 1.78 1.78

Contraceptives 0.58 0.58

*Calculated from mean time for removal observed at thana health
center.

Table 6. Characteristics of the home service delivery program, 1994, and projections of char-
acteristics in 2004, assuming various changes to increase productivity

Characteristic 1994 2004

No No un- Extra Extra hour
change author- hour and no

ized of work unauthor-
leave per day ized leave

No. of home visit days per month per fieldworker 11.4 11.4 15.4 11.4 15.4
No. of home visits per day per fieldworker 19 19 19 27 27
No. of home visits per year per fieldworker 2,599 2,599 3,511 3,694 4,990
No. of home visits for all fieldworkers (in millions) 61.1 85.4 85.4 85.4 85.4
No. of couples (in millions)* 16.9 23.7 23.7 23.7 23.7
No. of visits per couple per year 3.61 3.61 3.61 3.61 3.61
No. of couples per fieldworker 719 720 973 1,023 1,382
No. of fieldworkers 23,500 32,861 24,326 23,124 17,118
No. of supervisors 4,500 6,295 4,660 4,430 3,279
Total salaries and benefits (in millions of $) 23.5 32.9 24.3 23.1 17.1

*Scenarios assume that the number of couples will grow from 22 million in 1994 to 31 million in the year 2004 and that the government
program will continue to reach 77% of couples.

*Our analysis is meant to be illustrative. The example ig-
nores differences in the distribution of unproductive time
by clinic and by time of day, and does not address
whether clinics are easily accessible. Our data show that
the average user of a rural clinic spends about an hour
in transit to and from the clinic. However, we have no
information on whether travel time constituted a barri-
er for women who did not use clinics. (See: S. Kabir,
“Client Costs for Family Planning Services Delivered at
Fixed Clinic Facilities in Bangladesh,” in Population
Council, Key Issues in Family Planning Service Delivery in
Bangladesh, Dhaka, 1997.)

†While the estimated number of visits per day is high-
est at satellite clinics, the monthly total is highest at fam-
ily welfare centers, as family welfare visitors spend more
time at these facilities than they do at satellite clinics. The
projected increase in the monthly total of visits is great-
est for family welfare centers because time available to
increase visits is highest at this clinic type.




