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Mayer Hashi Project
Introducing Postpartum Family  
Planning in Maternal Health Services in 
Low-Performing Areas of Bangladesh

BACKGROUND
Bangladesh is a densely populated country of about 150 million people; its total fer-
tility rate (TFR) is 2.3 lifetime births per woman, and the contraceptive prevalence 
rate (CPR) is 61%. The most popular modern contraceptive methods used by married 
women are the pill and the injectable. Only 8% of currently married couples use a 
long-acting or permanent method of contraception (LA/PM). In 2011, the unmet need 
for family planning (FP) was 14% (8.1% for limiting and 5.4% for spacing births). The 
2011 Bangladesh Demographic and Health Survey (BDHS) shows that 68% of wom-
en receive at least one antenatal care check-up from any type of health care provider, 
29% of births take place at a health care facility, and 27% of women have a postnatal 
check-up with a trained provider. The government sector remains the major provider 
of contraceptive methods, providing services to more than half of all users (52%). Pub-
lic-sector facilities are the main source for sterilizations, intrauterine devices (IUDs), 
hormonal implants, and injectables. The private sector supplies contraceptives to 43% 
of all users, with pharmacies contributing 33% (NIPORT et al., 2013).

Postpartum women are less likely to use an FP method than are all women. BDHS data 
also show that exclusive breastfeeding sharply declines and sexual activity increases 
in the first 3–6 months postpartum. One analysis using 2007 BDHS data shows that 
during the first year following the birth of a child (i.e., the “extended” postpartum 
period), nearly 60% of Bangladeshi women had an unmet need for FP (Borda & Win-
frey, 2010). The World Health Organization recommends that women wait at least 24 
months before attempting another pregnancy, to reduce the risk of maternal and new-
born complications. Birth intervals in Bangladesh are increasing and relatively long, 
with a median interval of 47 months in 2011, compared with 44 months in 2007 and 39 
months in 2004. Nevertheless, 12% of births occur less than 24 months after a preced-
ing birth, and another 20% occur between 24 and 35 months (NIPORT et al., 2013). 
These data show a need for postpartum FP (PPFP), as well as a lack of PPFP services.  

THE INTERVENTION
Introducing PPFP
PPFP services were introduced in Bangladesh at some facilities in the early 1980s, 
yet until recently, PPFP did not draw significant attention of policymakers and pro-
gram managers. In recent years, several nongovernmental organizations (NGOs) led 
PPFP initiatives, including ACQUIRE/Bangladesh, ACCESS-FP, and the Mamoni 



Project, but the services were not mainstreamed. Pub-
lic-sector responsibility for providing maternal health 
and FP services falls under two directorates of the 
Ministry of Health and Family Welfare (MOHFW). 
The Directorate General of Family Planning (DGFP) 
provides the full range of contraceptive services, yet 
no PPFP. The Directorate General of Health Services 
(DGHS) provides all health care services, including 
maternal and child health care, yet its facilities do not 
offer FP, with the exception of tubal ligation after ce-
sarean section. Based on the NGO project experiences 
from ACQUIRE and others, the DGFP and the DGHS 
requested the USAID-funded Mayer Hashi project1 to 
initiate PPFP. 

For the PPFP intervention, the Mayer Hashi project 
applied EngenderHealth’s comprehensive Supply–En-
abling Environment–Demand (SEED) programming 
model (EngenderHealth, 2011). This model states that 
programs will be more successful if supply, demand, 
and the enabling environment are addressed com-
prehensively. The PPFP interventions focused on the 
district headquarters and Sadar upazilas (main subdis-
tricts) of the 21 disadvantaged Mayer Hashi project 
districts (in Barisal, Chittagong, and Sylhet divisions), 
where the facilities with the highest delivery case-
loads are located. Between June 2009 and September 
2013, a total of 111 facilities introduced PPFP services 
where these were previously not available: nine medi-
cal colleges; 22 district hospitals; 24 mother and child 
welfare centers (MCWCs); seven upazila health com-
plexes; 14 NGO clinics; 33 private hospitals/clinics; 
and two national training institutes.

Improving the enabling environment 
Interventions to improve the enabling environment 
for PPFP included:
•• Advocacy for policy change: As a result of na-

tional-level advocacy, in May 2010 the DGFP’s 
National Technical Committee approved a propos-
al to allow trained nurses of the DGHS and the pri-
vate sector to provide IUDs. This measure vastly 
expanded the available workforce for the provision 
of IUD services, which up to that point were pro-

vided by family welfare visitors (FWVs) at DGFP 
facilities and by paramedics at NGO facilities. 
While nurses are more qualified than FWVs and 
paramedics, they were not assigned to provide FP 
services and therefore were not trained. With the 
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1	 The Mayer Hashi project in Bangladesh (May 20, 2009–September 30, 2013) is an Associate Award supported by the U.S. Agency
for International Development (USAID)/Dhaka under the global RESPOND Project. Mayer Hashi is managed by EngenderHealth, 
in partnership with Johns Hopkins Bloomberg School of Public Health Center for Communication Programs and the Population 
Council. It works in 21 districts of Barisal, Chittagong, and Sylhet divisions to: 1) address the need for FP through expanding con-
traceptive choices, with an emphasis on long-acting and permanent methods; and 2) prevent postpartum hemorrhage using clinical 
and community approaches.

Introducing PPFP at lower level facilities
Mayer Hashi also implemented a PPFP pilot project in 
Debidwar Upazila of Comilla District. While PPFP ac-
tivities were introduced in other areas, in this subdis-
trict PPFP services were introduced at facilities below 
the subdistrict level, and the approach was moni-
tored more closely for process documentation. Data 
collection efforts included PPFP uptake in the first 
year postpartum, while in other districts only imme-
diate postpartum FP uptake could be measured from 
the regular MIS records. Interventions in Debidwar 
were comparable to the other areas, yet intensified. 
Emphasis was placed on providing PPFP information 
to potential clients during antenatal, postnatal, and 
infant immunization sessions, to reach women at any 
time when they are in contact with the health sys-
tem. Data were collected from the FWA service de-
livery records at the start and end of the intervention, 
looking specifically at women with a child aged 0–12 
months. Data were collected from 2,915 women at 
baseline and from 3,736 at endline. 
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As shown in the chart, at the end of the interven-
tion, uptake of long-acting and permanent meth-
ods of contraception (LA/PMs) among women in 
the extended postpartum period increased slightly, 
from 5.1% at baseline to 5.7%, while overall uptake 
of modern contraceptives increased from 47.8% to 
60.4%.



integration of FP into maternal health services at 
their facilities, training nurses became a necessity.  
 
A second policy approved by DGFP and DGHS in 
2011 states that DGHS-registered facilities, both 
private and NGO, do not require separate registra-
tion and acknowledgment from the DGFP to receive 
FP commodities and funds. Given the cumbersome 
DGFP registration procedure, this policy change 
was crucial for greater private-sector involvement.

•• Enhancing local coordination: District-level co-
ordination meetings were organized to improve lo-
cal cooperation between the DGFP, the DGHS, and 
the private sector and to ensure a flow of FP com-
modities and funds. Based on field experience at 
DGHS and private-sector sites, the Directors Gen-
eral of DGHS and DGFP signed a joint circular in 
April 2011 with detailed instructions on implemen-
tation of PPFP at non-DGFP sites. 

•• Improving monitoring: To ensure consistent 
monitoring of PPFP service uptake in the national 
management information system (MIS), PPFP was 
included as a separated indicator in revised DGFP 
MIS forms circulated in January 2013. The DGHS 
MIS Unit has committed that they will do the same 
in the next revision of their MIS.

Building capacity and ensuring quality of services 
Interventions to strengthen provider capacity and en-
sure quality PPFP services included:

•• Curriculum development: A PPFP training cur-
riculum was developed for various levels of facil-
ity-based service providers and was approved by 
DGFP and DGHS. 

•• Capacity building: Central-level training of train-
ers was conducted with 81 trainers of the DGFP, 
the DGHS, and the private sector. These indi-
viduals trained 249 physicians, 144 FWVs, and 
80 nurses. After the training, the providers were 
given coaching, while facilitative supervision was 
strengthened. Facility-wide orientations were con-
ducted to ensure that all staff at the new PPFP fa-
cilities were aware of PPFP and could refer clients. 
District-level obstetrician-gynecologists and dis-
trict managers were oriented to ensure their sup-
port and involvement. 

•• Provision of instruments: All facilities where 
PPFP was introduced received instruments neces-

sary for the postpartum provision of the IUD, as 
well as a signboard to place in front of the facility, 
indicating the availability of PPFP services.

Creating demand 
To ensure that potential clients and their families are in-
formed about PPFP, local-level behavior change com-
munication (BCC) campaigns were implemented in the 
21 Sadar upazilas (subdistricts) where the facility-based 
interventions also took place. Activities included:
•• Curriculum development: A PPFP training cur-

riculum was developed for community-based field-
workers, with a focus on communicating about 
PPFP.

•• Capacity building: Twenty-three district pools 
of local trainers subsequently trained 2,390 health 
and FP fieldworkers on PPFP communication.

•• Provision of BCC materials: The trained health 
and FP fieldworkers and health facilities were pro-
vided with PPFP BCC materials (leaflets, roman 
banners, an FP flipchart, and an antenatal care cal-
endar). In addition, 33 street dramas on postpartum 
FP were performed; these were attended by 17,000 
men and women. 

Results
Mayer Hashi introduced PPFP services from the third 
year of the project; by the end of the fifth year, 111 
facilities were covered. Couple-years of protection 
(CYPs) as a result of the uptake in postpartum bilater-
al tubal ligation and postpartum IUD use are reflected 
in Figure 1. Uptake of PPFP services increased over 
time, due both to increased demand and to greater ser-
vice availability at more facilities. 
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Figure 1. CYPS AMONG PPFP ACCEPTORS AT 
MAYER HASHI–SUPPORTED SITES, 2008–2013
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CHALLENGES AND OPPORTUNITIES
A number of challenges remain to be addressed to help 
increase the success of PPFP in Bangladesh. A key policy 
issue is the bifurcation of the health system between the 
DGFP and DGHS and the resulting coordination issues, 
yet this is an overall systems challenge. On the demand 
side, the relatively low rate of institutional deliveries and 
the limited use of postpartum care inhibit the uptake of 
PPFP services. It will be important to continue empha-
sizing the creation of a women-friendly environment, as 
well as to continue using all contact opportunities with 
the health care system to inform women about PPFP. On 
the supply side, not all providers address PPFP yet, and it 
should be included in all relevant training. Once trained, 
all providers should integrate PPFP counseling and ser-
vices into antenatal and postnatal care.

While there are many challenges, there are also oppor-
tunities. Though institutional delivery is still low, its use 
has already increased from 12% to 29% of births between 
2004 and 2011 and is expected to increase further as more 
facilities offer delivery care and service quality improves. 
Antenatal and postnatal care rates are also increasing. 
DGFP and DGHS have included PPFP in their next five- 
year operational plans, with necessary budget allocations. 
The DGFP is expected to scale up PPFP soon. Members 

of the Obstetric and Gynecological Society of Bangla-
desh have also started providing PPFP services. PPFP is 
incorporated in the national LA/PM curriculum, while the 
full PPFP curriculum has already been approved by both 
DGFP and DGHS.

CONCLUSIONS
As shown, PPFP services can be made available through 
government, NGO, and private-sector facilities. These 
services can contribute significantly to increasing post-
partum contraceptive use, thus helping to meet the high 
unmet need expressed by women in their first year post-
partum. This integration of services will also contribute to 
further improving maternal health, family well-being, and 
national development. 

REFERENCES
Borda, M., and Winfrey, W. 2010. Postpartum fertility and 
contraception: An analysis of findings from 17 countries. 
Baltimore, MD: Jhpiego (ACCESS-FP).
EngenderHealth. 2011. SEED™ assessment guide for family 
planning programming. New York.
National Institute of Population Research and Training 
(NIPORT), Mitra and Associates, and ICF International. 
2013. Bangladesh Demographic and Health Survey 2011. 
Dhaka, Bangladesh, and Calverton, MD.

The RESPOND Project at EngenderHealth • 440 Ninth Avenue • New York, NY 10001 • 212-561-8000
info@respond-project.org • www.respond-project.org

Suggested citation:
The RESPOND Project. 2013. Introducing postpartum family planning in maternal health services in low-performing areas of Bangladesh. 
RESPOND Project Brief No. 17. September. New York: EngenderHealth (The RESPOND Project).

This publication was made possible by the generous support of the American People through the U.S. Agency for 
International Development (USAID), under the terms of the cooperative agreement GPO-A-000-08-00007-00. 
The contents are the responsibility of the RESPOND Project/EngenderHealth and do not necessarily reflect the 
views of USAID or the United States Government.

Managing Partner: EngenderHealth; Associated Partners: FHI 360; Futures Institute;  
Johns Hopkins Bloomberg School of Public Health Center for Communication �Programs;  
Meridian Group International, Inc.; Population Council

© 2013 EngenderHealth (RESPOND Project). This work is licensed under the Creative Commons Attribution-Noncommercial-Share Alike 
3.0 Unported License. To view a copy of this license, visit http://creativecommons.org/licenses/by-nc-sa/3.0/. 
 
This brief was developed by Dr. Sanjida Hasan, Project Coordinator, MIH/SMC project; Dr. Fatema Shabnam, Team Leader, Service Delivery 
and Training Team, Mayer Hashi project; Liaquat Ali, Team Leader, ME&R Team, Mayer Hashi project; Ellen Themmen, Consultant; and Dr. 
A. J. Faisel, PD, Mayer Hashi project. 
Editor: Michael Klitsch  
Design/Layout: Elkin Konuk  
Photo credits: Page 1 (top to bottom), W. Islam/EngenderHealth; W. Rahman/EngenderHealth; S. Hasan/EngenderHealth


