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Result Area 1 Young people are better informed and are thus able to make healthier choices regarding their sexuality

Result Question 1a: To what extent are young people better informed?  

What evidence is there that they are making healthier choices regarding  

their sexuality?

Baseline Target 2015  Result 2012  Result 2013 Result 2014 Source

Result Question 1b (1): With which results has your programme  

contributed to comprehensive sexuality education for young people in and 

outside of school? 

Result Question 1.b (2): With which results has your programme contributed 

to opportunities for young people to have their voice heard and stand up for 

their rights?

Baseline Target 2015  Result 2012  Result 2013 Result 2014 Source



Assessment of results achieved by NL across the entire Result area 1 Young people are better informed and are thus able to make healthier choices regarding their sexuality

Reasons for results achieved:

Implications for planning:



Result Area 2 A growing number of people have access to anti-retroviral drugs, contraceptives and other commodities required for good sexual and reproductive health

Result Question 2a: To what extent do more people have access to 

anti-retroviral drugs, contraceptives and other commodities required for 

good sexual and reproductive health?

Baseline Target 2015  Result 2012  Result 2013 Result 2014 Source

Result Question 2b (1): With which results has your programme contributed 

to a greater choice in and sufficient availability of contraceptives/medicines?

Result Question 2b (2): With which results has your programme  

contributed to addressing sociocultural barriers preventing women from 

using contraceptives?

Baseline Target 2015  Result 2012  Result 2013 Result 2014 Source



Assessment of results achieved by NL across the entire Result area 2 A growing number of people have access to anti-retroviral drugs, contraceptives and other commodities required for good sexual and reproductive health

Reasons for results achieved:

Implications for planning:



Result Area 3 Public and private clinics provide better sexual and reproductive healthcare services, which more and more people are using

Result Question 3a: To what extent has the use of sexual and reproductive 

healthcare services in the public and private sector improved? 

Baseline Target 2015  Result 2012  Result 2013 Result 2014 Source

Result Question 3b (1): With which results has your programme contributed 

to improved cooperation between public and private healthcare services? 

Result Question 3.b (2): With which results has sexual and reproductive 

health care including emergency obstetric care become more affordable and 

accessible?

Baseline Target 2015  Result 2012  Result 2013 Result 2014 Source



Assessment of results achieved by NL across the entire Result area 3                    Public and private clinics provide better sexual and reproductive healthcare services, which more and more people are using

Reasons for results achieved:

Implications for planning:



Result Area 4 Greater respect for the sexual and reproductive rights of people to whom these rights are denied

Result Question 4a: To what extent have the conditions for women, young 

people, sexual minorities, sex workers and intravenous drug users improved 

with regards to  their sexual  and reproductive rights?

Baseline Target 2015  Result 2012  Result 2013 Result 2014 Source

Result Question 4b (1): With which results has your programme contributed 

to the identification of or changes in legal and policy barriers for the sexual 

and reproductive health of women, young (unmarried) people, sexual 

minorities, intravenous drug users and sex workers?

Result Question 4b (2): With which results has your programme contributed 

to improving the access of these specific groups to sexual and reproductive 

health services and commodities?

Baseline Target 2015  Result 2012  Result 2013 Result 2014 Source



Assessment of results achieved by NL across the entire Result area 4 Greater respect for the sexual and reproductive rights of people to whom these rights are denied

Reasons for results achieved:

Implications for planning:





Result Area 1 (remaining indicators) Young people are better informed and are thus able to make healthier choices regarding their sexuality

Result Question 1a: To what extent are young people better informed? What evidence is there that they are making healthier choices regarding their sexuality?

Baseline Target 2015  Result 2012  Result 2013 Result 2014 Source

Result Question 1b (1): With which results has your programme contributed to comprehensive sexuality education for young people in and outside of school 

Result Question 1b (2): With which results  has your programme contributed to opportunities for young people to have their voice heard and stand up for their rights?

Baseline Target 2015  Result 2012  Result 2013 Result 2014 Source



Result Area 2 (remaining indicators) A growing number of people have access to anti-retroviral drugs, contraceptives and other commodities required for good sexual and reproductive health

Result Question 2a: To what extent do more people have access to anti-retroviral drugs, contraceptives and other commodities required for good sexual and reproductive health?

Baseline Target 2015  Result 2012  Result 2013 Result 2014 Source

Result Question 2b (1): With which results has your programme contributed to a greater choice in and sufficient availability of contraceptives/medicines?

Result Question 2b (2): With which results has your programme contributed to addressing sociocultural barriers preventing women from using contraceptives?

Baseline Target 2015  Result 2012  Result 2013 Result 2014 Source



Result Area 3 (remaining indicators) Public and private clinics provide better sexual and reproductive healthcare services, which more and more people are using

Result Question 3a: To what extent has the use of sexual and reproductive healthcare services in the public and private sector improved? 

Baseline Target 2015  Result 2012  Result 2013 Result 2014 Source

Result Question 3b (1):  With which results has your programme contributed to improved cooperation between public and private healthcare services? 

Result Question 3b (2): With which results has sexual and reproductive health care including emergency obstetric care become more affordable and accessible?

Baseline Target 2015  Result 2012  Result 2013 Result 2014 Source



Result Area 4 (remaining indicators) Greater respect for the sexual and reproductive rights of people to whom these rights are denied

Result Question 4a: To what extent have the conditions for women, young people, sexual minorities, sex workers and intravenous drug users improved with regards to  their sexual  and reproductive rights?

Baseline Target 2015  Result 2012  Result 2013 Result 2014 Source

Result Question 4b (1): With which results has your programme contributed to the identification of or changes in legal and policy barriers for the sexual and reproductive health of women, young (unmarried) people,  

sexual minorities, intravenous drug users and sex workers?

Result Question 4b (2): With which results has your programme contributed to improving the access of these specific groups to sexual and reproductive health services and commodities?

Baseline Target 2015  Result 2012  Result 2013 Result 2014 Source
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	Organisation: Embassy of the Kingdom of the Netherlands, Dhaka, Bangladesh
	Date: August 2014
	Reporting period: January - December 2013
	a Activity number 1: 21338
	a Activity name 1: SAFE: Growing Up Safe and Healthy Programme
	a Actual expenditure 1: 478,384 Euro
	a Name organisation 1: IICDDR,B (International Centre for Diarrhoeal Disease 
	a Channel 1: [Research institute and  companies]
	a Mitigation 1: [Not applicable]
	a Significant 1: [Not applicable]
	a Significant 1b: [Significant]
	a Activity number 2: 21881
	a Activity name 2: UBR: Unite for Body Rights  Progarmme
	a Actual expenditure 2: 973,835 Euro
	a Name organisation 2: FPAB (Family Planning Association Bangladesh) Coal
	a Channel 2: [NGO]
	a Mitigation 2: [Not applicable]
	a Significant 2: [Not applicable]
	a Significant 2b: [Significant]
	a Activity number 3: 24595
	a Activity name 3: Nirapod: Reducing Unwanted Pregnancy and Unsafe Menstrual Regulation
	a Actual expenditure 3: 843,993 Euro
	a Name organisation 3: Marie Stopes Bangladesh Consortium
	a Channel 3: [NGO]
	a Mitigation 3: [Not applicable]
	a Significant 3: [Not applicable]
	a Significant 3b: [Significant]
	a Activity number 4: 24861
	a Activity name 4: GB: Generation Breakthrough Programme
	a Actual expenditure 4: 1,003,200 Euro
	a Name organisation 4: UNFPA (UN Population Fund)
	a Channel 4: [Multilateral organization]
	a Mitigation 4: [Not applicable]
	a Significant 4: [Not applicable]
	a Significant 4b: [Significant]
	a Activity number 5: 24515
	a Activity name 5: BALIKA: Creating Evidence to Delay marriage in Bangladesh
	a Actual expenditure 5: 528,147 Euro
	a Name organisation 5: Population Council Consortium
	a Channel 5: [Research institute and  companies]
	a Mitigation 5: [Not applicable]
	a Significant 5: [Not applicable]
	a Significant 5b: [Principal]
	b Activity number 1: 18400
	b Activity name 1: Jonoshilon : Popular Education
	b Actual expenditure 1: 1,857,390 Euro
	b Name organisation 1: FIVDB (Friends in Village Development, Bangladesh)
	b Channel 1: [NGO]
	b Mitigation 1: 
	0: [Not applicable]
	1: [Not applicable]
	2: [Not applicable]
	3: [Not applicable]
	4: [Not applicable]
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	b Significant 1: 
	0: [Not applicable]
	1: [Not applicable]
	2: [Not applicable]
	3: [Not applicable]
	4: [Not applicable]
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	b Significant 1b: 
	0: [Significant]
	1: [Significant]
	2: [Significant]
	3: [Significant]
	4: [Significant]
	5: [...]
	6: [...]
	7: [...]
	8: [...]
	9: [...]
	10: [...]
	11: [...]
	12: [...]
	13: [...]
	14: [...]
	15: [...]
	16: [...]
	17: [...]
	18: [...]
	19: [...]
	20: [...]

	b Activity number 2: 18411
	b Activity name 2: ERTA : Education Research, Training and Advocacy 
	b Actual expenditure 2: 1,053.578 Euro
	b Name organisation 2: IED BRAC U : Institute of Education Development 
	b Channel 2: [Research institute and  companies]
	b Activity number 3: 21765
	b Activity name 3: UCEP : Underprivileged Children Education Programme 
	b Actual expenditure 3: 5,722,915 Euro
	b Name organisation 3: UCEP
	b Channel 3: [NGO]
	b Activity number 4: 24318
	b Activity name 4: SRHR & Gender Support Fund
	b Actual expenditure 4: 92,984 Euro
	b Name organisation 4: various organizations
	b Channel 4: [NGO]
	b Activity number 5: 25709 (started in Dec 2013)
	b Activity name 5: SHOKHI: Women Empowerment in working situation
	b Actual expenditure 5: 464,600 Euro
	b Name organisation 5: BLAST Consortium
	b Channel 5: [NGO]
	b Activity number 6: 
	b Activity name 6: 
	b Actual expenditure 6: 
	b Name organisation 6: 
	b Channel 6: [...]
	b Activity number 7: 
	b Activity name 7: 
	b Actual expenditure 7: 
	b Name organisation 7: 
	b Channel 7: [...]
	b Activity number 8: 
	b Activity name 8: 
	b Actual expenditure 8: 
	b Name organisation 8: 
	b Channel 8: [...]
	b Activity number 9: 
	b Activity name 9: 
	b Actual expenditure 9: 
	b Name organisation 9: 
	b Channel 9: [...]
	b Activity number 10: 
	b Activity name 10: 
	b Actual expenditure 10: 
	b Name organisation 10: 
	b Channel 10: [...]
	b Activity number 11: 
	b Activity name 11: 
	b Actual expenditure 11: 
	b Name organisation 11: 
	b Channel 11: [...]
	b Activity number 12: 
	b Activity name 12: 
	b Actual expenditure 12: 
	b Name organisation 12: 
	b Channel 12: [...]
	b Activity number 13: 
	b Activity name 13: 
	b Actual expenditure 13: 
	b Name organisation 13: 
	b Channel 13: [...]
	b Activity number 14: 
	b Activity name 14: 
	b Actual expenditure 14: 
	b Name organisation 14: 
	b Channel 14: [...]
	b Activity number 15: 
	b Activity name 15: 
	b Actual expenditure 15: 
	b Name organisation 15: 
	b Channel 15: [...]
	b Activity number 16: 
	b Activity name 16: 
	b Actual expenditure 16: 
	b Name organisation 16: 
	b Channel 16: [...]
	b Activity number 17: 
	b Activity name 17: 
	b Actual expenditure 17: 
	b Name organisation 17: 
	b Channel 17: [...]
	b Activity number 18: 
	b Activity name 18: 
	b Actual expenditure 18: 
	b Name organisation 18: 
	b Channel 18: [...]
	b Activity number 19: 
	b Activity name 19: 
	b Actual expenditure 19: 
	b Name organisation 19: 
	b Channel 19: [...]
	b Activity number 20: 
	b Activity name 20: 
	b Actual expenditure 20: 
	b Name organisation 20: 
	b Channel 20: [...]
	b Activity number 21: 
	b Activity name 21: 
	b Actual expenditure 21: 
	b Name organisation 21: 
	b Channel 21: [...]
	Indicators 1: 
	1: 
	0: Percentage using condoms at last high-risk sex, by gender and for age 15-19 specifically if possible (MDG indicator 6.2) 
	1: Percentage of young people  (15-24 ) with comprehensive correct knowledge of HIV/aids (MDG indicator 6.3)
	2: 
	3: 
	4: Number (or %) of youth-friendly (health) centres 
	5: Number of youth (10-24)  using sexual and reproductive health services by organisation supported
	6: Number of schools that adopt  comprehensive sexuality education 
	7: Number of youth (10-24) in school & out of school reached with information on sexuality, HIV, STIs, pregnancy, contraceptives 


	Result 1: 
	1a: 1a: According to Bangladesh Demographic Health Survey (BDHS) 2011, use of contraception has increased with 5% in 4 years, from 56% to 61% between 2007 and 2011. Overall, 61% of the currently married Bangladeshi women age 15-49 (as mentioned in the BDHS, but actually it is about married couples) are using a contraceptive method. More than half (52%) of the married couples use a modern method, and 9% use a traditional method. The pill is by far the most widely used method (27%), followed by injectable (11%), male condoms (only 6%), and female sterilization (5%). Use of contraception varies by age also; among women, the use of any method increases with age, rising from usage among 47% of currently married women age 15-19 to a peak usage of 72% at age 35-39. Lower levels of use among younger women are usually attributed to their desire to have more children. Contraceptive use among women age 15-19 has increased from 42% in 2007 to 47% in 2011. The use of condoms by male 15-49 age group has increased with 1% only in 4 years- from 4.5% in 2007 to 5.5% in 2011, while among males of 15-19 years age group condom use increased by 3% in 4 years-from 4.1% in 2007 to 6.8% in 2011. Contraceptive use varies by place of residence as well; use of contraception continues to be higher in urban (64%) than in rural areas (60%), the gap is narrowing; in the 2007 BDHS it was 62% in urban areas and 54% in rural areas (NIPORT et al, 2009). The urban-rural differential in contraceptive use is primarily the result of greater use of condoms in urban areas than in rural areas (10% compared with 4%). However, there is a small variation in contraceptive use by women’s education. For note, BDHSs have data for different age groups related to contraceptive use, while the health sector programme (HPNSDP 2012-2016 ) only has a target for the age group pf 15-49, which is - increased to 50%. There is no significant variation in overall contraceptive use by economic status of women; 61% of women in the highest wealth quintile use contraceptives compared with 62% of women in the lowest wealth quintile. Use of condoms increases with wealth quintile, while use of injectables declines as wealth increases (BDHS 2011).                                                                                                                                                                                                                                                                               - Bangladeshi women and men age 15-24 are nowadays much more knowledgeable about the various modes of HIV/AIDS prevention than 4 years ago, and then the older population. Knowledge of HIV/AIDS prevention methods among both women and men is higher in urban than in rural areas, among those with the highest education, and among those from the wealthiest households. The increased percentage of young people who is better informed is achieved through extensive awareness raising programmes by the government, INGOs and NGOs. Bangladesh has been implementing HIV prevention programs through awareness-raising activities since 1987. BDHS 2011 shows that 77% of ever married women and 88% of ever-married men have heard of HIV/AIDS. Knowledge of HIV/AIDS is higher among urban (86%) than rural (63%) women. Nearly all women (99.1%) who have completed higher secondary schooling have heard of HIV/AIDS vs 40% of women with no education. Boys (14.4%) of 15-24 are more knowledgeable than the girls (11.9%) of the same age regarding HIV/AIDs. In 2011, more young people of age 15-19 (11.4%) have correct and comprehensive knowledge about HIV/AIDs than in the year 2007 (6.8%).
	1: Age 15-19: 6.8% (2011)
	2: Age 15-19: 6.8% (2011)
	3: 
	1b: 6,480
	2b: 332  
	3b: 

	Baseline 1: Age 15-19: 4.1% (2007)M: F:
	Taget 1: Age 15-49: 6.75% (2016); Age 15-19: no target  
	Source 1: BDHS 2007 and 2011 and for target : Health, Population and Nutrition Sector Development Programme (HPNSDP) 2012-2016
	Baseline 2: Age 15-24: 12.95%  (2007)M: 17.9% (2007)   F:  8.0% (2007 )
	Taget 2: 50% (15-49)(2016);  Age15-24: no target 
	Baseline 1b: 9,347 (2011) 
	Taget 1b: 7,034 
	Source 2: BDHS 2007 and 2011 and for target : Health, Population and Nutrition Sector Development Programme (HPNSDP) 2012-2016
	Baseline 3: 
	Taget 3: 
	Source 3: 
	Baseline 4: 
	Taget 4: 
	Resultb: 1b.1: All SRHR programmes nurture youth/adolescents centres/clubs in locations such as schools, community centres, health centres etc. Programmes like, Nirapod (earlier Safe MR), Generation Breakthrough, ERTA (by IED BRACU) provide only information linking up the services with existing public or private/NGO services, where Growing up Safe and Healthy (SAFE), Unite for Body Rights (UBR) programmes provide both information and services. UBR facilitates youth centres to ensure better SRH services for young people. These centres are SAFE SPACES for both in and out of school youth where they could meet and get sexuality education and SRH services. However, the coverage in 2013 is lower than it was in 2012 as we finalized BRAC Education Programme (BEP) in Dec 2012, and the partnership with Steps towards Development (STEPs) was stopped in early 2013 due to misappropriation of funding. These two were the bigger programmes in terms of coverage.Programmes like UBR (95), ERTA (33), SAFE (3) and BALIKA (72) organized in total 140 centres in rural and urban working areas while Jonoshilon (Popular Education), the programme with FIVDB managed 691 adolescent clubs in rural areas of Sylhet (north-east districts of BD). ERTA established 33 non-formal schools for underprivileged children known as SSCOPE programme (Schooling, SRHR & Counseling for the Adolescents of Post primary Education) in urban areas. Around 1200 students (aged 11-14) study in these schools (in Grade 6) with 60% girls and 40% boys. The Underprivileged Children Education Programme (UCEP) is continuing with the SRHR sessions in their 53 pee-technical schools. Total 76,591 (10-24) adolescents and youth attained knowledge on sexuality, pregnancy, HIV/AIDS/STI etc in 2013 (UBR counted only those youths (22,608) who have completed all six sessions of comprehensive sexuality education). During the reporting period (2013), the UBR programme managed to train 2,955 service providers to deliver SRH services and 573,166 youth received SRH services (e.g. counsellings, testing, treatment for HIV/STI/ contraception) in the UBR youth friendly service (YFS) clinics/centres. A total of 192 schools and madrasas were participating in the UBR program in 2013.                                                       1b.2: The UBR is rendering various sessions on SRH issues which make the young people aware of GBV, sexual harassment and early marriage and promotes egalitarian gender relations among young people through its 192 schools and 95 clinics and youth & resource centres. Peer education (community and school based) also helps young people taking stands for their rights. Engaging young people in various national & international Day observances and community based creative fare and competition helps raising their voice and standing up for their rights. The Nirapod project managed to educate a total of 19,375 adolescents by 260 trained Community Adolescent Group (CAG) members/peer educators. On top of this, in the UBR programme 192 school and madrasha teachers have been trained on SRHR issues and a total of 7,320 students received project related information from these teachers. The UCEP project established child councils in its 53 general schools where young people learned to raise their voice and get their voice heard. However, again we see a decrease in number of such young people in comparison to the previous year. This is because in this reporting year the BEP and STEP school coverage are not included due to the reasons mentioned in 1b(1). 
	Result 2: 
	1: Age 15-24: 13.15% (2011); M: 14.4% F: 11.9% 
	2: Age 15-24: 13.15% (2011) 
	3: 
	1b: 244,298
	2b:  574,366 
	3b: 
	1a: 2a: According to available data, during 4 years between 2007 and 2011, the modern contraceptive prevalence rate of Bangladesh has increased by 4.6% only (BDHS 2011). More than half of all women are now using modern contraceptives. The pill is the most popular method (27.2%) of all users. Sterilization of female vs male is 5.0% and 1.2%. The public sector remains the predominant source for providing contraceptive methods and this is mainly due to the increased work by the fieldworkers (Family Welfare Assistant/FWA) and community clinics for family planning supplies. Overall, 12% of currently married women have an unmet need for family planning services (4% for spacing and 7% for limiting births). The total demand for family planning is 75% (BDHS 2011). However, Unmet need for family planning decreases with increasing age, ranging from 17% among women age 15-19 to 8% among women age 45-49. Women in rural areas have a higher unmet need (14%) than women in urban areas (11%). By division, unmet need is highest in Chittagong (21%) and lowest in Khulna and Rangpur (both 10%). The Health Population and Nutrition Sector Development Programme (HPNSDP) 2011-2016 results-framework has set a target to reduce unmet need for family planning services to 9% by 2016.   - The use of contraceptive among female users is the lowest among adolescent girls (15-19 years) and they have limited access to and use of contraception. According to the Directorate of Family Planning (DGFP) of the Ministry of Health and Family Welfare (MoHFW), only 47% of adolescent married girls between 15-19 years have access to contraceptive methods in Bangladesh, which is also verified by the WHO . This is due to ignorance, illiteracy, shyness, fear, religious sentiment, low inter-spousal communication on family planning etc. Inadequate male participation is one of the factors why the CPR is not higher than it is. Active participation in decision making by men and adolescent boys would shift part of the burden of contraceptive use from women to men. There is no disaggregated data on adolescent boy’s contraceptive usage (DGFP) and it seems that adolescent boys remain largely unreached. The problem exacerbates as access to appropriate sexual and reproductive health information and services to the adolescents is inadequate in Bangladesh. In Bangladesh reproductive health is accepted by the government and reached through the lenses of HIV/AIDs, STI, self-esteem, puberty etc. but sexuality is not accepted. The reproductive health education has only recently been made a compulsory part of the education curriculum and still the service delivery system is not adequately catering to the adolescents (married/unmarried). There is no information available regarding the access differences by poverty quintile.  Source: Contraceptive use among married adolescent girls, Staff Correspondence, The Daily Star, published date: Sunday, July 28, 2013.                                                                                                                                                                                                                                                                     - The government is catering to more than half of all users (52%) of contraceptive methods, while GoB fieldworkers (FWAs) supply 23%. The private sector provides contraceptives to 43% of all users, with pharmacies supplying 33%. About 38% of pill users and 60% of condom users use a socially marketed brand. Among all modern contraceptive users, 38% get their supplies from a private medical source, with pharmacies being the most important source, serving 33% of users. An additional 5% use non-medical private sources, mainly groceries. Non-governmental organizations (NGOs) supply contraceptives to 4% of users. Between 2007 and 2011, the contribution of the private sector (medical and non-medical) as a source of contraceptive supply declined slightly, from 44 to 43%. According to the government  data, less than 1% of the population is infected with HIV/AIDs, which was less in 2009, not exceeding 0.1%. Almost all who are diagnosed are treated and provided with the anti-retroviral drugs. For HIV/AIDS, the major health provider is the public sector.  Source: BDHS 2011.                                                                                                                                                             
	bbb: 2b.1: The UBR partners have a door step service delivery system to provide SRH & FP services for marginalized, poor young people and couples of reproductive age. Door-step information is also provided by SAFE and Nirapod. Due to continuous motivation by the programmes, clients became active seekers from passive users. The strategy of door-step service-delivery is widely recognized as the key factor in the attainment of the remarkable success of family planning. A total of 46,946 (CYP) couples were protected by UBR and Nirapod during the reporting period. Services include oral pill, condom, ante and post natal care, pregnancy test, emergency contraceptive pills, male sterilization, tubectomy, implants and intra uterine device. The number of male condoms distributes by the projects has almost reached to its target level, one of the impact can be shared as the young people in the UBR programme are now knowledgeable of the use and utility of condoms, they can demonstrate the right use of condom in different sessions and are able to distribute it to peers without any reservation and with proper information. The government of Bangladesh has approved in 2013 the use of Menstrual Regulation with medicine (MRM). The Nirapod programme along with IPAS and the GoB have developed the MRM Service National Guideline for Doctors and promoting these as well. These days, a number of pharmaceuticals are producing MRM locally. However, service providers need training in providing the full and correct information to the users and Marie Stopes and its partners have taken it up to train the relevant personnel to minimize the hazards. Besides, strengthening the supply side capacity of the govt. facilities, the Nirapod programme is also working with male, female, adolescents and garments workers to improve their knowledge on MR.2b.2: Sociocultural norms and religious beliefs influence people's reproductive health (RH) choices. Women's lack of autonomy is also a barrier - women do not have the decision-making power, physical mobility, or access to material resources to seek family planning services. Women's use of contraceptives is often strongly influenced by spousal or familial support of, or opposition to, family planning. Fears, rumors, misconceptions and myths about family planning methods also prevent women from seeking services. Sociocultural barriers also hinder access of unmarried women to contraceptives more than ever. It also hinders the implementation of the law which forbids marriages of girls younger than 18 years. Distribution of contraceptives like condoms and pills from youth friendly health centers & door to door services (UBR) and one stop centres (SAFE) with proper family planning counseling can be considered as the most contributing factor of overcoming socio-cultural barriers that prevents women from using contraceptives. Because women dislike going to hospitals, this strategy is useful also in increasing the use of modern contraceptives. The introduction of group sessions in communities for health promotion, SRHR education, parents meeting, information and behavioral change communication materials (IEC/BCC) & case to case counseling with couples have also an important impact on overcoming such socio-cultural barriers. Programmes like UBR, SAFE, Nirapod (earlier Safe MR), Generation Breakthrough are conducting community based awareness activities to enhance knowledge and thereby overcoming the barriers.                                                                                                                                     

	Baseline 3b: 451 (2011) 
	Taget 3b: 963 
	Result 3: 
	1: 
	2: 
	3: 
	1b: 700
	2b:  278 
	3b: 
	1a: 3a: In Bangladesh the public sector remains the predominant source for providing sexual and reproductive health care. 29% of births in Bangladesh are delivered at a health facility; 12% in a public facility, 15% in a private facility, and 2% in an NGO facility. 71% of births are delivered at home (BDHS 2011). Over the past seven years, the proportion of deliveries by medically-trained providers (qualified doctors, nurses, midwives, paramedics, or other Skilled Birth Attendants) has doubled, from 16% in 2004 to 21% in 2007, and to 32% in 2011. Bangladesh has been making progress in reducing the gap between the poorest and the richest women in the use of facilities for delivery. According BDHS 2011, 10% of births in the past three years to women in the lowest wealth quintile were delivered in a health facility compared with 60% of births in the highest wealth quintile. This translates to a ratio of 1 to 6, while in 2007 BDHS among births in the three years before the survey is 1 to 8. The percentage of live births delivered by Caesarean section has also risen, which is 17% in 2011 compared to 8% in 2007. Delivery by C-section is highest among births to mothers who completed secondary education (49%), in the highest wealth quintile (41%), births to women who live in urban areas (29%), and first births (24%).  - 68% of women with a birth in the three years preceding the survey (2011) received antenatal care at least once from a provider which is 8% higher than 2007 (60% from any provider). Care seeking trends regarding antenatal care show that while care seeking from any provider has increased by 5% over the 4 years (from 63% in 2007 to 68 % in 2011 according the two BDHSs), antenatal care from a medically trained/skilled provider during the same period has increased by 2% only (from 53% to 55%, respectively). The urban-rural differential in antenatal care coverage is large: 74% of urban women receive antenatal care from a trained provider, compared with only 49% of rural women. The current health sector programme - Health, Population, and Nutrition Sector Development Programme (HPNSDP) 2011-2016 has targeted for 50% of deliveries done by the skilled provides by 2016. The proportion of deliveries by the skilled providers between 2007 and 2011 were 21% and 32% respectively; an increase of 10% within 4 years. This can be attributed to an increase in institutional delivery. - A major increase can be seen in the reproductive health services, the use of private/NGO sector. For contraceptive supplies, the private sector continues to be an important source for around half of the Bangladeshi women in the reproductive age. According BDHS 2011, 38% of modern contraceptive users get their supplies from a private medical source, with pharmacies being the most important source, serving 33% of users. An additional 5% use non-medical private sources, mainly groceries. Non-governmental organizations (NGOs) supply contraceptives to 4% of users. Between 2007 and 2011, the contribution of the private sector (medical and non-medical) as a source of contraceptive supply declined slightly, from 44% to 43%. Among reproductive health providers, nearly 48% of the expenditure is incurred through Family Planning Centres, which are key providers for reproductive health services. General hospitals and outpatient care centres are providers for 23% and 21% expenditure respectively.- The budget allocation for reproductive health (RH) and family planning is around 11% of the total health budget. A large proportion of the total expenditure on service provision for RH is spent through the government system, particularly the Health Ministry (MoHFW), which includes donor support channeled through the government system. The role of other ministries and local governments is marginal in the financing for RH services. Around 3.3% of the expenditure is funded through NGOs, while 27% is directly through the external donor support. Out of pocket spending constitutes a significant proportion (around 65%) of the total spending on RH. NGOs and private sector has been playing a critical role in the delivery of RH services. From the funding perspective, Health Economic Experts opined that performance based payment mechanism for private sector services, would be essential for the development of a public-private partnership for maternal health services provision. [Source: Reproductive Health and Family Planning Financing in Bangladesh by Netherlands Interdisciplinary Demographic Institute, The Hague, December 2009]- In 2013 the health budget was only 4.3% of the total annual budget of the country, which is 4.6% only in 2014 budget. The declining trend that started from 6.18% in 2009-10 continues amid rising healthcare costs in Bangladesh. The per capita health spending, which is only $27 in Bangladesh, is the lowest in the region despite high malnutrition and mortality rates. The high private health expenditure pushes 4 to 5 million people into poverty every year, while many fail to seek healthcare, according to the National Health Account 2011. This goes against the government's health financing strategy to up the allocation for health to 15% by 2032 to ensure quality and affordable healthcare for all. The WHO has suggested that the health budget should be at least 15% of the annual total budget. [Source: The Daily Star, daily newspaper, issue: Friday, June 06, 2014: Health not well at all: Allocation falls well below WHO standards].
	1b12: 3b.1 All programmes utilize referrals to link with services which are not provided by the programme itself. The Nirapod (Safe MR) project carried out a participatory facility survey in the working areas and based on that provides supplies, technical supports, required equipment and training etc. to the union (lowest tier of rural administration) Family Welfare Centers (FWC). The programme has provided training to the providers on issues including Infection Prevention, Right based Approach, Quality of Care, etc. UBR has upgraded all its centers in the 12 upazillas into youth friendly centres providing SRHR services to the youth free of cost. Also a well-established referral linkage is effectively functioning among the healthcare facilities in the project area & with the district level facilities as well.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                      3b.2 State and analyse the results of activities of the embassy or grant recipients affecting the affordability of sexual and reproductive health services. These may include policy dialogue and financing of exemption policies, social protection, insurance systems (what’s in the insurance package) etc.                                                                                                                                                                                                                                                                                                                                    Besides providing SRH care at reduced cost and free medicines to young people and establishing youth friendly services in UBR clinics, the UBR project organizes satellite clinic, camps in schools and communities making services available to hard to reach young people. Partners signed an MoU with pharmaceutical companies for sufficient and cheaper commodities. Nonetheless, the largest care provider in the SRH sector is the government. In the rural areas at union (lowest administrative) level, the government is the only provider (other than some non-qualified/quacks) and, the FWCs the only service outlets providing SRH services at free/minimum cost. The Nirapod project is re-furbishing the service delivery in the FWCs and monitor regularly to ensure quality of care. The ERTA Shomaj Shongees (para councellors) have been trained with the knowledge and skills to refer the adolescents to relevant services if necessary.                                                                                                                                                                                                                                                    - The Menstrual Regulation Service National Guidelines Bangladesh’ English version was developed and published in 2011. However, it was not popular among the targeted users because of the language. The Nirapod programme took the initiative to translate it into Bangla and the Bangla version was launched officially together with the Directorate General of Family Planning (DGFP) in 2013. In 2014, Nirapod plans to promote the Bangla version among the FWVs and private practitioners in the working areas to ensure compliance. MR with medication is also receiving its due attention. In this project, IPAS and Marie Stopes developed a MRM comprehensive curriculum for technical persons which got endorsed by DGFP.                                                                                                                                                                                                                                                                                    

	Taget 2b: 750,000
	Baseline 4b: 250 (2011)
	Source 4: 
	Taget 4b: 191,450 
	Result 4: 
	1: 
	2: 
	3: 
	1b: 347,824 
	2b: 76,591 
	3b: 
	1a: 4a: Bangladesh has one of the highest rates of child marriage in the world. The recent national survey of Plan Bangladesh and ICDDR,B (2013) shows that in Bangladesh, 64% of women currently aged 20–24 were married before the age of 18. This is despite the fact that the minimum legal age of marriage for females in Bangladesh is 18 years and 21 for males. Child marriage is strongly associated with poor socio-economic status. 81% of currently married women aged 20–24 are in the lowest wealth quintile while 56% are in the highest quintile. Consequently, 33% of girls begin childbearing before the age of 20. Adolescent fertility in Bangladesh is still one of the highest in the world, with 126 births per 1,000 women between the ages of 15-19, which is 7.6% higher comparing to the 50.26 births per 1000 women ages 15-19 on a global average. Bangladesh hosts the second largest Muslim population in the world. As the concept of Homosexuality is incompatible with Islamic religious values and perceived as an obvious taboo by the semi-literate population, society is largely homophobic. However, Bangladesh is perceived to be one of the few Islamic states which exercise considerable tolerance towards the issue of homosexuality. The instances of utilizing governmental instruments such as the Sodomy Act for persecuting homosexuals are rare. Thus practicing homosexuality is strictly prohibited by the law under Section 377 A of the CrPC (Criminal Penal Code). Homosexuality is considered as “carnal intercourse against the order of nature” and hence the practices are liable to prosecution. The Hizras (Hermaphrodites) are provided with the right to vote in 2013, which is a great achievement. FGM is not an issue for Bangladesh.Abortion is illegal here except to save the woman's life, but menstrual regulation (MR) can legally be performed up to a maximum of 10 weeks from the last menstrual period. The annual rates of abortion (unsafe abortion, for example by quacks, and abortion after 10 weeks) and MR were similar: 18.2 and 18.3 per 1,000 women aged 15-44, respectively. The government and NGOs are working side by side nowadays on this issue, with the result that there is increased attention on it in the country. In school text-books some chapters mention RH topics very recently. However, there is still a long way to go. - Within the national legal framework of Bangladesh, the Child Marriage Restraint Act, 1929 (CMRA) is the main law concerning child marriage and the obligations of persons involved to prevent child marriages. However, despite the stipulated punishments under the CMRA, a recent report reveals that penal sanctions for parents or guardians and those who solemnize an early marriage are so minor that they become irrelevant and that provisions addressing child marriage under national laws are routinely ignored and enforcement is virtually nonexistent.In the context of Bangladesh, it is widely perceived that younger brides costs smaller dowries for their families. Some of the key reasons for child marriage are related to gender inequality, tradition and poverty. In a Plan study of 2013, it was found that 75% of the parents forcing their children into early marriage were illiterate and not aware of its repercussions. Thus, poor households want their daughters married off as early as possible and in many cases they are seen as a burden to the family. Often the girl’s opinions are not taken into consideration, which violates the child’s right to participation in the decision making process. A new law on child marriage has been drafted in 2013 by the Ministry of Women and Children Affairs with assistance from UNICEF and currently is lying with the Law Commission for approval. The Government is also very adamant that the law should be enforced to reduce child marriage.                                                                                                                                                                                                                                                                                          In Bangladesh, homosexuals not only suffer the social stigma of being different but are also discriminated against as a matter of law. There is currently a drafting on-going of an anti-discrimination law, which would prohibit discrimination based on a person’s sexual orientation and gender identity. 
	1b12: 4b 1: Many legal systems are in its place but not implemented: marriage law, law on violence against women, access to info etc. More and more information is made available by projects regarding violence and early marriages. Balika is looking for evidence regarding which strategy achieves good results. The rights on access to contraceptives for young/ unmarried men and women is under discussion in the UBR project. Religious leaders have got a GoB direction concerning child marriage as not to perform any registration without verifying the Birth Certificate. To prevent early marriages, attention has been asked by Steps for Development and Balika from local and religious (Muslim, Hindu) registrators. The penal code for Abortion says that abortion is legal for incest and rape. Based on the GoB adolescent strategy of 2007, an action plan has been developed in 2013 by the Ministry of Health and Family Planning which is yet to be implemented. Young unmarried people are not supposed to be sexually active before marriage. The UBR baseline shows the reality however. A proper problem analysis on sexual health and sexual rights of young people is needed.                                                                                                                                                                                                                                                                                                                             4b.2: The government health centers do not provide services and commodities to young unmarried people. NGO's in general don't ask about the marital status and provide services confidentially. BRAC U IED has provided training to peer educators named  Shomaj Shongees (para counsellors) which focus on creating a bias free inclusive environment where every individual is being treated equally and diversity in society is respected. Additionally, Shomaj Shongees have been trained to get knowledge and skills to refer adolescents to relevant services if necessary. Under the Nirapod programme the local NGO alliances (128 NGOs) and the community support group members (all male, female and adolescents) together have been able to prevent 58 child marriages. In doing so, sufficient amounts of ground works have been done by the project starting from national level to district level to upazilla (sub-district) level to union level. Besides, capacity development of the community, local level advocacy activities were conducted with government Executive level officials at the district/ upazilla and union levels, and with elected local government and other representatives.  

	Source 1b: project reports of UBR, ERTA, Jonoshilon, BALIKA, SAFE  
	Baseline 2b: 0 (2011)
	Source 2b:  project reports of UBR, ERTA
	Source 3b:  project reports of UBR, UCEP, ERTA
	Source 4b: project reports and plans of UBR, Nirapod,  Jonoshilon, UCEP, SAFE, BALIKA, ERTA 
	Select results Area 1: [B.    Results achieved as planned]
	Results 1:  1. Mainly because of the holistic approach in the projects. 2. Peer educators are working together with adolescents; 3. Teachers are integral part for the information dissemination and that brings more tangible results; 4. Parents, religious and community leaders are involved in the programmes and became aware of adolescent issues and received info about SRHR and violence in different ways such as theatre, sport, fairs, talent competitions etc.; 5. Technical assistance and training at all levels of managers, health providers and teachers in schools by the projects. 6. Most important issue for the children, adolescent and youths is to know about their rights. 7. These results have been achieved due to flexible strategy and actions by the programmes despite the reservation regarding CSE (comprehensive sexuality education) by the Bangladeshi government at the national level.                                                                                                                                                                                                                                                                                                                                        
	Implications 1: The government included sexual and reproductive health education in the education curriculum for children age 12-16 years of age. The programmes involve local GoB in their activities to take over successful programmes. Scaling up of providing CSE, training of teachers and counselors and establishing more safe spaces for adolescents will be undertaken. UBR has started its teachers training on the comprehensive sexuality education in 2014 based on the positive results from the 2 pilot upazilla schools. SRHR Programmes will provide more emphasis on working together, sharing learning and joining hands in advocating toward policy changes. The GB (UNFPA) programme will work with two ministries of Bangladesh government namely ministry of women and children affairs and ministry of education and plan Bangladesh towards creating a conducive environment for adolescents to take charge of their own lives deciding on their bodies and minds. GB will carry out some national campaigns. An advocacy group consisting of representatives of the programmes will connect their networks for lobby for the CSE at the GoB level (among others the Ministry of Foreign Affairs).
	Indicators 2: 
	1: 
	0: Contraceptive Prevalence Rate - modern methods- all women 15-49
	1: Contraceptive Prevalence Rate - modern methods- all girls 15-19 
	2: Unmet need for family planning of women 15-49 years old
	3: Unmet need for family planning of girls 15-19 years old
	4: Optional: Number and type of new, user-friendly products / medicines on the market for improved sexual and reproductive health  
	5: Optional: Number of couples protected by various contraceptives (Couple Year Protection = CYP) 
	6: Optional: Number of condoms distributed - male condoms- female condoms
	7: 


	2: 
	1a Baseline: 
	0: 47.5% (2007) 
	1: 37.6% (2007) 
	2: 17.1% (2007) 
	3: 19.4% (2007)

	1a Target: 
	0: 72% (HPNSDP target for 2016)
	1: No target for this age specific
	2: 9% (2016) 
	3: No target for this age specific

	1a Result: 
	0:  52.1% (2011) 
	1: 42.4% (2011)
	2: 13.5% (2011) 
	3: 17% (2011)

	1a Result 2: 
	0: 52.1% (2011) 
	1: 42.4% (2011)
	2: 13.5% (2011)
	3: 17% (2011)

	1a Result 3: 
	0: 
	1: 
	2: 
	3: 

	1a Source: 
	0: BDHS 2007 and 2011 and for target : HPNSDP 2012-2016
	1: BDHS 2007 and 2011 
	2: BDHS 2007 and 2011 and for target : HPNSDP 2012-2016
	3: BDHS 2007 and 2011

	1b Baseline: 
	0: NA
	1: 0 (2011)
	2: male: 0 (2011)female: n/a
	3: 

	1b Target: 
	0:  NA
	1: 60,000
	2: male: 1,200,000female: 
	3: 

	1b Result: 
	0:  -
	1: 59,034
	2: male: 4198female: 
	3: 

	1b Result 2: 
	0: 1
	1:   46,946
	2: male: 1,121,251female: 
	3: 

	1b Result 3: 
	0: 
	1: 
	2: male: female: 
	3: 

	1b Source: 
	0: annual report of Nirapod: Menstrual Regulation with medicine (MRM) is widely introduced in the country and getting popularity among the users. 
	1: annual report of UBR and Nirapod 
	2: annual report of UBR 
	3: 

	1a 2 Indicators: 
	0: Unmet need for family planning of 20% poorest
	1: Unmet need for family planning of 20% richest
	2: Number of couples protected by various contraceptives (= Couple Year Protection (CYP)
	3: Proportion and number of population with advanced HIV infection (according to CD4) with access to antiretroviral drugs (MDG indicator 6.5)

	1a 2 Baseline: 
	0: 
	0: 17.4% (2007)
	1: 15.6% (2007)
	2: NA
	3: 90% (2009) 


	1a 2 Target: 
	0: 
	0: No target for this specific quintile
	1: No target for this specific quintile
	2: 22.3 million
	3: 100% 


	1a 2 Result: 
	0: 
	0: 13.8% (2011)
	1: 12.6% (2011)
	2: 21.2 million
	3: 100% (2011) 


	1a 2 Result 2: 
	0: 
	0: -
	1: -
	2: 21.6 million
	3: 91% (2012)


	1a 2 Result 3: 
	0: 
	0: 
	1: 
	2: 
	3: 


	1a 2 Source: 
	0: 
	0: BDHS 2007 and 2011 
	1: BDHS 2007 and 2011 
	2: 
	3:   20 years of HIV in Bangladesh: World Bank and UNAIDS, 2009 & 2011 GLOBAL REPORT: UNAIDS report on the global AIDS epidemic 2013


	1b 2 Indicators: 
	0: Extra indicators 1. Number of married/unmarried men and women attending group sessions about the use of contraceptions
	1: Extra indicators 2. Number of community/religious leaders attending group sessions about the use of contraceptions 
	2: Extra indicators 3. Number of Adolescents, garment workers, micro-credit organizers informed about MR, FP, VAW, early marriage and use of contraceptions
	3: 

	1b 2 Baseline: 
	0: 
	0: 0 (2010)
	1: 0 (2010)
	2: 0 (2012)
	3: 


	1b 2 Target: 
	0: 
	0: 934,410
	1:  5,425 
	2: 169,000 
	3: 


	1b 2 Result: 
	0: 
	0: 80,913
	1: 1,268
	2: 27,710
	3: 


	1b 2 Result 2: 
	0: 
	0:   198,174
	1:  2,420 
	2:   70,809
	3: 


	1b 2 Result 3: 
	0: 
	0: 
	1: 
	2: 
	3: 


	1b 2 Source: 
	0: 
	0:  Annual report of UBR, ERTA, SAFE and Plan of UBR, Nirapod and GB
	1:  Annual report of UBR, SAFE and Plan of Nirapod and UBR
	2: Annual report of SAFE, UBR and Nirapod and Plan of UBR, Nirapod and Generation Breakthrough (GB)
	3: 



	Select results Area 2: [B.    Results achieved as planned]
	Results 2: 1. Sociocultural barriers are still there but programmes have found ways to overcome these and work with the beneficiaries involving the communities with the result that passive users become active seekers. 2. All programme partners have intensive community based awareness raising activities covering almost entire of their working areas. 3. Door to door services that are bringing service to the door step of the beneficiaries always bring more tangible results. 4. Most programmes utilize peer education methods, which found to be much more effective. 5. Working with parents, community leaders and especially religious leaders/teachers also has accelerated the results achievement. 6. For information about MRM the pharmacies receive capacity building training from the Nirapod programme. 7. Implementing context related, area specific activities such as doing the baseline first then periodical strategy adjustment process have also been found to be effective.  
	Implications 2: The plan is to develop more knowledge on socio-cultural barriers to avoid the many assumptions in the programmes. Through community mobilization and community leaders meetings all programmes will continue addressing sociocultural barriers and promoting young men's and women's use of contraceptives and permanent family planning methods. They will continue working towards increased support from the community for project activities. Working closely with the GoB is one of the focus activities of the programmes. The GoB will be assisted to disseminate the guidelines for MR and MRM widely. Programme will increase orienting/training Pharmacies on knowledge sharing on MRM usage with the clients through providing right based approach training. This will also extended to the public health providers such as Family Welfare Visitors (FWVs) as some of these are found to refuse to provide MR services in the public facilities due to many underlying causes-among many is the religious reasoning. MRM Service National Guideline for FWVs is under development by Ipas, Marie Stopes Bangladesh and DGFP (Ministry of Health and Family Welfare) to be finalized in 2014. The plan is to translate the guidelines in Bangla for wider dissemination.
	Indicators 3: 
	1: 
	0: Antenatal care coverage of at least one visit (MDG indicator 5.5)
	1: Antenatal care coverage of at least four visits (MDG indicator 5.5)
	2: Proportion of births attended by skilled health personnel (MDG indicator 5.2)
	3: Proportion of births attended by skilled health personnel of 20% poorest
	4: Extra indicators 1. Number of improved public facilities for Menustrual regulation (MR) services
	5: Extra indicators 2. Number of contacts (public/private/NGOs) for improved referal services
	6: Extra indicators 3. Number of safe MR/abortions 
	7: 


	3: 
	1a Baseline: 
	0: 60% (2007) 
	1: 22.0% (2007) 
	2: 20.9% (2007) 
	3: 4.8% (2007) 

	1a Target: 
	0: No specific target for one visit
	1: 50% (2016) (atleast four visits) 
	2: 50% (2016) 
	3: No specific target for 20% poorest

	1a Result: 
	0: 68% (2011) 
	1: 26% (2011)
	2: 32% (2011)
	3: 10% (2010)

	1a Result 2: 
	0: 68% (2011) 
	1: 26% (2011)
	2: 32% (2011)
	3: 11.5% (2011)

	1a Result 3: 
	0: 
	1: 
	2: 
	3: 

	1a Source: 
	0: BDHS 2007 and 2011 and for target : HPNSDP 2012-2016 (no new data for 2013)
	1: BDHS 2007 and 2011 and for target : HPNSDP 2012-2016 (no new data for 2013)
	2: BDHS 2007 and 2011 and for target : HPNSDP 2012-2016 (no new data for 2013)
	3: BDHS 2007, BMMS 2010 and 2011 and for target : HPNSDP 2012-2016 (no new data for 2013)

	1b Baseline: 
	0: 0 (2012)
	1: 0 (2012)
	2: 0 (2012)
	3: 

	1b Target: 
	0: 236 
	1: 8453 
	2: NA
	3: 

	1b Result: 
	0: -
	1: -
	2: 1807
	3: 

	1b Result 2: 
	0: 220
	1: 8260  
	2: 3060
	3: 

	1b Result 3: 
	0: 
	1: 
	2: 
	3: 

	1b Source: 
	0:  Annual reports and Plan of Nirapod and UBR
	1: Annual report of  Nirapod, SAFE and UBR, target is added from SHOKHI, less SAFE
	2:  Annual reports and Plan of Nirapod and UBR
	3: 

	1a 2 Indicators: 
	0: % of government's budget allocated to health sector
	1: 
	2: 
	3: 

	1a 2 Baseline: 
	0: 6.2% of totalbudget (2009-10)
	1: 
	2: 
	3: 

	1a 2 Target: 
	0: 4.4% of totalbudget (2014-15)
	1: 
	2: 
	3: 

	1a 2 Result: 
	0: 5.1% of totalbudget (2011-12)
	1: 
	2: 
	3: 

	1a 2 Result 2: 
	0: 4.6% of totalbudget (2012-13)
	1: 
	2: 
	3: 

	1a 2 Result 3: 
	0: 
	1: 
	2: 
	3: 

	1a 2 Source: 
	0: Health not well at all: Allocation falls well below WHO standards : The Daily Star, June 6, 2014 issue
	1: 
	2: 
	3: 

	1b 2 Baseline: 
	0: 
	1: 
	2: 
	3: 

	1b 2 Target: 
	0: 
	1: 
	2: 
	3: 

	1b 2 Result: 
	0: 
	1: 
	2: 
	3: 

	1b 2 Result 2: 
	0: 
	1:  
	2: 
	3: 

	1b 2 Result 3: 
	0: 
	1: 
	2: 
	3: 

	1b 2 Source: 
	0: 
	1: 
	2:   
	3: 

	1b 2 Indicators: 
	0: 
	0: 

	1: 
	0: 

	2: 
	0: 

	3: 
	0: 



	Select results Area 3: [B.    Results achieved as planned]
	Results 3: 1. One of the aims of the HPNSDP is a better cooperation between public and private services. HPNSDP is including relevant information about the private health facilities in its reporting to provide a holistic picture. 2. The Nirapod project achieved some public-private partnerships regarding MR services by training the public health providers, the private providers like pharmacies and also by physical improvement of the public facilities of the working areas. The project faces unintended problems such as providers who don't want to provide MR services because of moral/religious reasons. 3. Generation Breakthrough worked the entire 2013 to achieve the two TPPs (Technical Programme Plans) signed by the two ministries - the Ministry of Women and Children Affairs and the Ministry of Education. Because of this till date the programme couldn't start its implementation fully. 4. UBR has developed a very supportive system towards its activities by working closely with the local level public providers like the Department of education, the upazilla and union level health facilities, the local government offices etc. 
	Implications 3: The coming years the preparation for a new National Health Plan will start. Extra attention will be given to health budget allocation and health insurances. Also the HR matter will get emphasis with the aim to achieve 50% antenatal care, and 50% deliveries attended by skilled health personnel. SHOKHI, the new activity started in December 2013 will enhance the women’s empowerment and providing opportunities for economic development, accounting for the condition that a healthy worker is able to contribute meaningfully to the society. A new activity (IMAGE) of the Embassy will focus on MNCH of young (under 19) married girls and their empowerment. The SNV Inclusive Business model in the Ready Made Garments sector will enhance the SRHR of the women labor force show casing the positive return of investment by the factory owners. Also the private sector will be involved in increased access to menstrual hygiene and the use of sanitary napkins.  
	Indicators 4: 
	1: 
	0: Percentage of women married before age 18 in 20-24 year age group
	1: 
	2: 
	3: 

	2b: 
	3: 
	0: Optional: Number of communities / local leaders that have denounced  childmarriage
	1: 
	2: 


	4: 
	1a Baseline: 
	0: 66% (2007) 
	1: 
	2: 
	3: 

	1a Target: 
	0: No target
	1: 
	2: 
	3: 

	1a Result: 
	0:    66% (2011) 
	1: 
	2: 
	3: 

	1a Result 2: 
	0: 64% (2013)  
	1: 
	2: 
	3: 

	1a Result 3: 
	0: 
	1: 
	2: 
	3: 

	1a Source: 
	0: BDHS 2007 and UNICEF State of World Children 2011 and the National survey on child marriage 2013 by Plan and ICDDR,B                                                                                                                                                                                                                                                                                                            
	1: 
	2: 
	3: 

	1 b Baseline: 
	0: 0 (2012)
	1: 
	2: 
	3: 

	1 b Target: 
	0: NA
	1: 
	2: 
	3: 

	1 b Result: 
	0: 
	1: 
	2: 
	3: 

	1 b Result 2: 
	0: 139
	1: 
	2: 
	3: 

	1 b Result 3: 
	0: 
	1: 
	2: 
	3: 

	1 b Source: 
	0: Annual report of  UBR, Nirapod and SAFE
	1: 
	2: 
	3: 

	1a 2 Indicators: 
	0: 
	1: 
	2: 
	3: 

	1a 2 Baseline: 
	0: 
	1: 
	2: 
	3: 

	1a 2 Target: 
	0: 
	1: 
	2: 
	3: 

	1a 2 Result: 
	0: 
	1: 
	2: 
	3: 

	1a 2 Result 2: 
	0: 
	1: 
	2: 
	3: 

	1a 2 Result 3: 
	0: 
	1: 
	2: 
	3: 

	1a 2 Source: 
	0: 
	1: 
	2: 
	3: 

	1b 2 Indicators: 
	0: 
	1: 
	2: 
	3: 

	1b 2 Baseline: 
	0: 
	1: 
	2: 
	3: 

	1b 2 Target: 
	0: 
	1: 
	2: 
	3: 

	1b 2 Result: 
	0: 
	1: 
	2: 
	3: 

	1b 2 Result 2: 
	0: 
	1: 
	2: 
	3: 

	1b 2 Result 3: 
	0: 
	1: 
	2: 
	3: 

	1b 2 Source: 
	0: 
	1: 
	2: 
	3: 


	Select results Area 4: [C.    Results achieved poorer than planned]
	Results 4: 1. Child marriage is a prominent issue for the donors and NGOs during the last couple of years. Strong emphasis from the Donors also moved the government to focus more on ending the social disease. 2. A new law on Child marriage restraint has been drafted which is lying with the Law Commission to be approved. 3. Though homosexuality is forbidden, premarital sex is taboo and prostitution considered as exceptional, youth are raising these topics more and more often through social media, radio, film and photography. 4. The Hizras (Hermaphrodites), the third gender, are provided with the right to vote in 2013, which is a great achievement. But still long way to go. 5. The transformation related to more openness about SRHR topics which is taking place in the society touches also many NGO's: they are playing an important role in this process and at the same time they are having internal discussions about their policies regarding these moral topics.      
	Implications 4: The Directorate General of Family Planning (DGFP) started an internal discussion about the extension of the period for MR to 12 weeks. This will make the use of modern cannula possible. Also medical MR has been approved by the GoB and the provision of information dissemination will be included in the Nirapod project. Child marriage is an priority issue of discussion, knowledge sharing in almost all programmes and will remain so. Media will play an important role in a next activity to create an enabling environment for young married girls (IMAGE). Embassy is an active donor partner in the formulation of the new UNICEF Child Marriage programme - in country and globally as well.
	1: 
	1a 2 Indicators: 
	0: 
	1: 
	2: 
	3: 

	1a 2 Baseline: 
	0: 
	1: 
	2: 
	3: 

	1a 2 Target: 
	0: 
	1: 
	2: 
	3: 

	1a 2 Result: 
	0: 
	1: 
	2: 
	3: 

	1a 2 Result 2: 
	0: 
	2: 
	1: 
	3: 

	1a 2 Result 3: 
	0: 
	1: 
	2: 
	3: 

	1a 2 Source: 
	0: 
	1: 
	2: 
	3: 

	1b 2 Indicators: 
	0: Extra indicator 1. Number of actions/protests taken by students for reducing sexual harassment 
	1: Extra indicator 2. Number of schools where students could raise their voice and stand up for their rights
	2: 
	3: 
	0: 


	1b 2 Baseline: 
	0: 0 (2011)
	1: 0 (2011)
	2: 
	3: 
	0: 


	1b 2 Target: 
	0:  no target 
	1:  700 
	2: 
	3: 
	0: 


	1b 2 Result: 
	0: 411 
	1: 586
	2: 
	3: 
	0: 


	1b 2 Result 2: 
	0: 100
	1:  350
	2: 
	3: 
	0: 


	1b 2 Result 3: 
	0: 
	1: 
	2: 
	3: 
	0: 


	1b 2 Source: 
	0: project reports and plans of ERTA
	1: project reports and Plans of UBR, ERTA, UCEP, BALIKA and Generation Breakthrough (GB)
	2: 
	3: 
	0: 
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