Shift from Domiciliary Distribution to Site-Based Family Planning Services in Bangladesh
Table 5. Percentage distribution of all rural
women and of rural women who obtained
family planning services from cluster spots,
by socioeconomic characteristics, according
to area of residence, Oct.–Dec. 1998
Characteristic

Paira

Durgapur

Total Obtained
(N= from
515) cluster
spots
(N=131)

Total Obtained
(N= from
718) cluster
spots
(N=110)

Education (in years)
0
46
1–5
36
≥6
18

49
34
17

49
31
20

42
42*
16

Amount of landholding
≤50 decimals†
48
51–300 decimals 37
>300 decimals
15

40
51**
9

45
26
29

46
45**
9

Total

100

100

100

100

*Difference is statistically significant at p<.05. **Difference is
statistically significant at p<.01. †One hundred decimals are equivalent to one acre. (One decimal is 432 square feet.)

more likely to be from moderately rich
households (those holding 51–300 decimals of land) than were sample women in
general (51% vs. 37%).
In Durgapur, 49% of the sample women
did not have any formal education
and 45% represented poor households.
Among the women receiving family planning services from the cluster spots, 42%
were illiterate and 46% were poor. Women
who used cluster spots for contraceptive
supplies were more likely to have some
education (grades 1–5) and to be from
moderately rich households than were all
women in the sample. Altogether, some
differential impact of the shift on poor
rural households was evident, with
women coming from moderately rich
households and having some education
being more likely to have obtained family planning methods from the cluster
spots than might have been expected,
based on their representation in the general population.

Conclusions
Our working hypothesis was not supported by the results of this analysis: Concerns regarding the potential detrimental
effects of a change in service delivery approach on family planning program performance appear to be unfounded. In the
wake of the shift from domiciliary delivery to site-based service provision, the
contraceptive prevalence rate and the proportion of new acceptors did not decline,
the dropout rate did not increase and the
contraceptive method mix showed no
major shift to more traditional methods
of family planning.
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The response of the majority of women
to the withdrawal of supplies delivered
to their homes was to obtain their supplies
from services outside of their homes. The
utilization of alternative sources of family planning supplies suggests that an important constraint to maintaining and increasing women’s level of participation in
the family planning program has been reduced. In general, women in both urban
and rural areas with different levels of socioeconomic status do not appear to have
become dependent upon domiciliary services. Moreover, contrary to the norms of
purdah, they ventured outside their
homes to obtain contraceptives.
According to the government’s new
strategies for the rural areas of
Bangladesh, a package of essential health
and family planning services (the essential services package) is to be delivered on
a daily basis by frontline health and family planning workers from community
clinics, each to be built to serve an average of 6,000 people. Similarly, rural nongovernmental organizations are shifting
away from the conventional domiciliary
distribution to static and satellite clinic–based delivery of the essential services
package. Urban areas, which are served
predominantly by nongovernmental organizations, also have initiated clinicbased provision of the essential services
package.
Our findings indicate that governmental and nongovernmental policies to provide family planning services at static sites
or at clinics represent a viable strategy in
Bangladesh, and are likely to continue to
maintain and increase the level of performance of the family planning program. It
is of critical importance, however, to pursue an effective promotional system to enhance the use of these static sites and clinics, especially by socioeconomically
disadvantaged subpopulations, and increase the use of clinical methods of family planning provided from these sources.
Also, utilization levels of other health services delivered from static sites and clinics will need to be examined carefully.
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Resumen
Contexto: Las preocupaciones sobre la sostenibilidad financiera y la necesidad de ofrecer
a sus clientes una gama más amplia de servicios de salud reproductiva ha llevado al programa de planificación familiar de Bangladesh
a cambiar el método convencional de distribución puerta a puerta (domiciliaria), a un método de distribución con base en un puesto fijo
de distribución. Sin embargo, reviste fundamental importancia examinar cuidadosamente
las consecuencias que puede tener este cambio
con respecto al rendimiento de los servicios de
planificación familiar.
Métodos: Mediante el uso de datos de los
sistemas de observación longitudinal del
Operations Research Project del International Centre for Diarrhoeal Research, Bangladesh (ICDDR,B) se realizaron análisis—antes
y después—de la prevalencia del uso de anticonceptivos, de los tipos de métodos usados,
de las fuentes de obtención de métodos, y de
las tasas de aceptación y de abandono del uso
con el objeto de evaluar las consecuencias del
cambio de enfoque del servicio de distribución
de anticonceptivos.
Resultados: El cambio de un sistema de distribución domiciliaria a un sistema con base en
una clínica parece haber resultado en un pequeño incremento de la prevalencia de uso en
el área urbana analizada—desde una prevalencia de uso del 54–56% al 55–57%. Este cambio de sistema no produjo una variación discernible con respecto a los métodos específicos
seleccionados, el porcentaje de nuevos aceptantes
de los servicios de planificación familiar o la tasa
de abandono de uso de anticonceptivos. Esta situación que aparentemente no ha cambiado, se
puede explicar mediante el aumento que hubo
en la utilización de fuentes alternativas de anticonceptivos, tales como farmacias y tiendas
(30–35% antes y 42–50% después). En dos
zonas rurales examinadas, el cambio de distribución domiciliaria a un servicio con base en
lugares fijos, resultó en un aumento de la tasa
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