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5.1 Introduction

The “end of poverty” is now regarded by the international development 
community almost as a certainty, a destination to be reached preferably 
by 2025, if only rich countries will keep their pledge of “helping the 
poor countries to achieve them through increased development assis-
tance and improved global rules of the game” (Sachs 2006, p. 25) and if 
only the poor countries will keep their part of the pledge to stay on track 
to reach the Millennium Development Goals (MDG) that they all unan-
imously agreed to in 2002 by signing the United Nations Millennium 
Declaration.

The pathway out of poverty is like a journey and one that has been 
traversed by many nations of the so called North (although whether 
they have reached the “end of poverty” is debatable), who are now 
pledge bound to end extreme poverty in the rest of the world.1 It is a 
journey that will not be easy, a pathway that each nation must strive 
to find for itself, mobilizing all the “intellectual, emotional and polit-
ical energy that can be mustered,”2 and one that has to be patiently 
and painstakingly followed. The goals of poverty alleviation, and more 
recently of “ending poverty,” that are internationally ascribed to are 
not entirely new but have gained new attention and commitment, and 
perhaps greater urgency.3

This renewed and high profile international attention on the elimi-
nation of poverty has enhanced the national policy focus on poverty 
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reduction and visibilized budgetary allocations to poverty reduction, 
and also brought unprecedented levels of civil society (though mostly 
elite) involvement in public policy processes. The MDGs provide a 
national platform for bringing the livelihood concerns of poor people 
and poor women to the forefront of public policy and action, opens 
space for debate and engagement, and also allows a strategic entry point 
for raising issues that are important to women with people who other-
wise would have paid no attention. Thus, the MDGs are strategic tools 
that must be used to leverage as much international funds and as much 
commitment from government and the powerful elite within countries 
as possible; they must be used to bring visions within the realm of pos-
sibility and give direction to action.

While the strategy for eliminating poverty is presented as simple and 
even doable, it has real and immense consequences both for the gov-
ernments of poor countries that have to implement it and for the poor 
and marginalized people in those countries whose lives are affected by 
it, consequences that are not always predictable or even visible, to those 
advocating these prescriptions. Undoubtedly the major fallout of well 
intentioned and “feelgood”4 development policy to end poverty and 
achieve “peace, prosperity and democracy” will land relatively more 
squarely upon the shoulders of poor citizens of that country and partic-
ularly upon poor women.

Unfortunately, however, the social and gender relationships and 
structures that govern access to resources needed to come out of poverty 
and achieve equality and social justice are rarely addressed by main-
stream economic and social policy. In addition to hunger, ill health 
and illiteracy, exposure to violence, political powerlessness, lack of free-
doms of expression and association, social marginality, and lack of free-
dom from torture and exploitation, in other words denial of the classic 
human rights, are also central to the experience of extreme poverty. 
Many of the progressive programs and interventions designed to reach 
resources and services to poor and marginalized people and to women 
are not only silent in the arenas of political empowerment and social 
transformation, but can become instruments of abuse and patronage by 
the powerful elite and may even increase inequality (CPRC 2007).

The current universal approach of the MDGs and the Poverty 
Reduction Strategies (PRS) that must achieve them fails to acknowl-
edge that poor countries and “citizens” of poor countries, including 
poor women, have a stake in their own poverty reduction, and as citi-
zens must be given a say in the crucial decisions that affect their liveli-
hoods and in turn must be empowered to hold policy makers and other 
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actors to account for failure to implement them. However, since the 
vast majority of poor people in the 40 or so countries currently pursu-
ing the PRS have not heard of the MDGs the chances of ensuring peo-
ple’s voice in program design and participation in monitoring program 
implementation are extremely slim. For example, nearly 90 percent of 
the population of Bangladesh is unaware of the MDGs, and of those few 
who have heard of the MDGs most did not know what the eight goals 
are (Paul 2007).

In this paper we attempt to review the efforts of one developing coun-
try, Bangladesh, which has served as the laboratory for many develop-
ment experiments, to utilize international aid to reduce poverty. Using 
the lens of three generations of international aid for population and 
health activities5 the paper seeks to answer the question: why has pov-
erty reduction been so sluggish despite the fact that Bangladesh remains 
one of the largest recipients of IDA loans6? The question achieves even 
greater significance given that Bangladesh has also had nearly two 
decades of formal practice of democracy with regular elections. The 
paper argues that part of the answer may lie in the fragmented practice 
of citizenship and the huge gap between formal rights as guaranteed by 
the constitution and real rights as experienced by poor people, that pre-
vent people and poor people specifically to hold policy makers (public 
agencies, private sector, NGOs and donors) to account for their actions 
and inaction.

Since South Asia is home to the largest number of poor people on this 
planet, both extreme and moderate, even more than in Sub Saharan 
Africa, this experience may throw up some insights as well as lessons 
for new proposals for further poverty reduction, the central theme of 
this symposium.

5.2 The image: the international obligation 
to end poverty

Why does the international development community (bilateral donor 
countries and multilateral financial institutions) want to end poverty 
in so many different parts of the world? From the beginning interna-
tional development thinking and practice has been dominated by the 
perception that poverty reduction in poor countries was largely the 
responsibility of the rich developed countries, who had both the “know 
how” and the means to end poverty. Rich countries feel obligated to 
reduce poverty in poor countries for a variety of reasons, but primarily 
because poverty breeds large populations that puts pressure on scarce 
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natural resources and increases the fragility of life on our small planet, 
and because of increased vulnerability from new health hazards due to 
extreme interdependence of populations across borders.7 More recently 
the rationale for pledging more international aid to end extreme pov-
erty has been magnified and intensified by the belief that there are 
“deeper causes of global instability ... (that) societies are destabilized by 
extreme poverty and thereby become havens of unrest, violence and 
even global terrorism” (Sachs 2006, p. 1).

And the international development community has gone about it in 
the only way they know how: by giving poor countries financial aid 
(loans that have to be repaid) to enhance economic growth and techni-
cal assistance (expatriate consultants) to transfer technology, processed 
through massive bureaucracies like the World Bank (over 8,500 staff in 
Washington alone) and country overseas aid offices.8 Although there 
has been buoyant economic growth across the developing world in the 
last decade progress in poverty reduction across the globe has been 
uneven: some poor countries have become more and more indebted 
without being able to make any dent on the poverty situation (sub 
Saharan Africa); some other countries (in South Asia) have made small 
progress in poverty reduction, while countries in South East Asia are 
emerging out of poverty. Thus, financial resources and technical assis-
tance to enhance economic growth may provide a means for the reduc-
tion of poverty but is certainly not sufficient.

Besides, the problem of poverty reduction in diverse contexts (phys-
ical, political, economic and social) has been approached in a very 
linear/unitary manner with remedies/solutions being designed and 
transported from the developed to the developing world in a largely 
context neutral manner and sometimes in defiance of local knowledge 
and evidence to the contrary.9 Luckily, the realization that such an 
approach is limited has prevailed upon the international community 
and the need to make aid more effective in reducing poverty has been 
recognized. In this respect the MDGs have made the valuable contribu-
tion of integrating economic and social policy and helped to keep both 
reduction of income poverty and human poverty high on the interna-
tional agenda.

Ill health, high fertility and poverty are interlinked in causal ways. 
Poor people not only have poorer health and hence lower productivity 
and greater risk of death, but catastrophic health expenditure is the 
most important reason for being locked into extreme poverty and for 
sliding back into poverty for those just above the poverty line. It is also 
true that poor people tend to have larger families as a rationale response 
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to their socio economic environment. Thus, health and particularly 
family planning have long been obvious and very crucial candidates for 
international aid in the global fight against poverty. Within the field of 
international aid for health and family planning activities, which is the 
entry point for this paper, several grand views have shaped thought and 
action of the international development community over the years.

Since the early 1960s population control was seen as the route to pov-
erty reduction, especially emphasized in South Asia, which was home to 
the greatest numbers of poor people in the world (and still is). The inter-
national development community was largely influenced by economists 
who feared that the poor countries in South and Southeast Asia, who had 
benefited from the transfer of modern medical science and technology 
after World War II in terms of rapid decline in death rates would experi-
ence populations explosions (population growth rates nearing 3 percent 
per annum) since the birth rates had not shown commensurate reduc-
tions at the same time. It was also believed that waiting for these pov-
erty ridden societies to become modernized and adopt voluntary fertility 
regulation behavior as predicted by the classic demographic transition 
theory10 would be disastrous, and the obvious way to stop the popula-
tion explosion in these countries from happening was by transferring 
modern birth control technology and promoting the small family norm. 
Demographers argue even today with even greater vigor that the

promotion of family planning in countries with high birth rates has 
the potential to reduce poverty and hunger, avert 32 per cent of all 
maternal deaths and nearly 10 per cent of childhood deaths. It would 
also contribute substantially to women’s empowerment, achieve-
ment of universal primary schooling, and long term environmental 
sustainability. (Cleland et al. 2006, p. 1810)

Thus, since the early 1960s international funding was available for 
programs to promote birth control in developing countries, and aid 
for population control activities has flowed freely, leading to the estab-
lishment of nation wide separate family planning programs, particu-
larly in South Asia. The number of developing countries with official 
family planning programs rose from only two in 1960 to 74 by 1975 
and 115 by 1996, and international funding increased in parallel from 
US$168  million in 1971 to $512 million in 1985 (Cleland et al. 2006, 
p. 1811). This massive scaling up across the developing world was 
undertaken on the understanding that poor people could be motivated 
to reduce family size by using modern contraceptives even if the level 
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of economic development was still low. At the time belief was strong, 
especially among donors, that program effectiveness, measured by the 
contraceptive prevalence rate (CPR) among eligible couples, would be 
maximized if family planning activities were totally segregated from 
health activities, a structure that was also useful for allocating donor 
funds earmarked for “population control.”

Boosting contraceptive use and lowering the birth rate was not easy 
and was a slow process, raising doubts about the assumption that poor 
people could be motivated to have small families simply in response 
to the supply of family planning services. It was only since the early 
1990s that most of Latin America and Asia, including Bangladesh, have 
begun to experience declines in the birth rate, that gained momentum 
often at a pace unprecedented even compared to the West and are now 
progressing towards replacement level fertility (stable population). The 
enormous “success” of these international efforts to bring down the 
fertility level of poor people was measured by the fact that “between 
1960 and 2000 the proportion of married women in developing regions 
using contraception rose from less than 10 percent to about 60 percent, 
and the average number of births per woman fell from six to about 
three” (Cleland et al. 2006, p. 1811).

Since the mid 1990s there was a shift in donor attention away from 
population control to health more generally, seen today by some demog-
raphers as the price paid for the “success” of family planning programs 
(Cleland et al. 2006, p. 1811). At about the same time the international 
development community led by the World Bank started to rally under 
the banner of another grand view, which was the “sector wide approach” 
to aid provision for health. Donors were particularly concerned about 
the poor utilization and management of donor aid causing the wastage 
and duplication of resources associated with the implementation (or its 
lack) of a huge number of development projects.11 Long-term financial 
sustainability and the related issue of resource management, together 
with streamlining the fragmented implementation structure of many 
individual sectoral development projects formed the main concern of 
donors in their push for reforms in the health sector. Additionally, the 
shift from project aid to program aid was seen to lead to better coor-
dination among donors and better management of aid at the national 
level. The answer seemed to be sector wide programming and pooling 
of donor funds to increase efficiency of aid utilization and reduce wast-
age in the health sector.

The sector wide approach to channel development aid in the health 
sector promoted by the World Bank coincided conveniently with 
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and appeared ideal for implementing the new reproductive health 
(RH) approach universally adopted at the International Conference 
on Population and Development (ICPD) in 1994. The RH approach, 
achieved through the sustained struggles of women’s movements across 
the globe, was a response to the overly demographic agenda of existing 
family planning programs, which were criticized as coercive with unsat-
isfactory quality of services. The new RH approach required an explicit 
policy shift from the “exclusive focus on demographic concerns to one 
that holds the well-being of individual women and men at the center 
of sustainable development” (UN 1995). The ICPD Plan of Action (PoA), 
to which nearly all countries including Bangladesh were a signatory, 
also emphasized national ownership of the new policy approach and 
required developing countries to contribute at least two thirds of the 
new investments needed to implement the comprehensive RH agenda. 
For Bangladesh it was the sheer coincidence of timing and convergence 
of interests of two such diverse and positionally extreme groups that 
was able to leverage such a drastic change in program implementation 
structure at the national level: the shift from separate and parallel ser-
vice provision and management structures for health and family plan-
ning to an integrated structure.

Since the beginning of this millennium the overarching grand view in 
the international development community has been reaching the end 
of extreme poverty by 2025, together with seven other universal goals 
that include eliminating human poverty, achieving gender equality, 
ensuring environmental sustainability and establishing global partner-
ships. The crucial role accorded to health in the journey to end poverty 
is evident from the fact that three of the MDGs (4, 5, 6) are directly 
concerned with reducing mortality and morbidity, while the first MDG 
on reducing poverty and hunger targets reduction of the proportion of 
undernourished and underweight population.12 The significance of the 
MDGs lies in their interdependence, providing a reinforcing framework 
to improve overall human development. It is also reassuring that the 
MDGs are evolving to include other crucial aspects of poverty that were 
overlooked, such as new targets on decent work and reproductive health 
(CPRC 2007).

Some of the goals sound very familiar, and echo past slogans like 
the 1978 pledge of “Health for All by the Year 2000” and 1990 pledge 
of “Universal Primary Education by 2000” that have ultimately been 
abandoned. But this time there was a strong sense that “the strength 
of the ongoing economic boom, the vast new power of modern tech-
nologies, and the uniqueness of our global connectedness” would 
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make a difference and the pledges would be followed through (Sachs 
2006, p. 213).

Donors assume that the key to ending extreme poverty is the poor 
themselves: they are ready to act individually and collectively, they 
have a realistic idea about their conditions and how to improve them, 
they are ready to govern themselves responsibly, but they lack essen-
tial human capital to solve their problems on their own, as are their 
governments (Sachs 2006, p. 242). Among the human capital that poor 
people lack health and nutrition feature prominently. So what each low 
income country needs is to design a poverty reduction strategy that will 
at the most basic enable the poor to obtain the minimum amount of 
six major kinds of capital to overcome the “poverty trap” (Sachs 2006, 
p. 244). Such a strategy for eliminating poverty is premised upon the 
framework that official development assistance can break the poverty 
trap through targeted investments that raise the level of capital per per-
son, including human capital like health and nutrition.13 The assump-
tion is that “without donor funding the necessary investments simply 
cannot be financed ... through taxes, user fees or privatization” (Sachs 
2006, p. 250).

The PRS process would thus provide the basis for support from inter-
national aid agencies and bilateral donors. In addition to promoting 
country ownership, the new approach was also expected to lower trans-
action costs of delivering aid through a realignment and harmoniza-
tion of donor policies and practices at the country level (Mahmud 2006, 
p. 7). Donors view the PRSPs as instruments to endorse government 
poverty alleviation policies and enable budget and sector wide support. 
By emphasizing notions of participation (including all parties in the 
process), legitimacy (giving real authority to national governments) 
and ownership (locals having complete responsibility), the PRS process 
has positively strengthened the image of donors (See Stewart and Wang 
2003).

5.3 The reality: donor “fashioned” aid and 
development policy

It is frequently alleged, and not without reason, that donors offer what 
they want to give, not what poor people need and can use. They com-
pel countries to accept their “right ideas” without considering country 
specific institutional context, and generally rely on expatriate consul-
tants to transplant solutions from abroad (Mahmud 2006, p. 36). In 
this section we take a look at what happened when these grand views 



120 Simeen Mahmud

were translated into actual policy and program design at the national 
level: to what extent was policy driven by donor thinking and senti-
ment and to what extent was program design fashioned according to 
donor preferences, and with what consequences. To do this we review 
the national family planning program started in the early 1960s, inter-
nationally acclaimed as a “success story,” the experiment with sector 
wide health and population program in the mid 1990s that was even-
tually abandoned, and lastly the PRS process and the MDGs since 2005, 
specifically MDG 5 on maternal health.

The Bangladesh family planning program

Donor thinking regarding the population explosion was so persuasive 
that the First Five Year Plan (1973–1978) of Bangladesh prepared imme-
diately after independence declared that “no civilized measure would 
be too drastic to keep the population of Bangladesh on the smaller side 
of 15 crores for the sheer ecological viability of the nation” (GoB 1973, 
p. 538). Population growth was articulated (and has continued to be 
articulated) as one of the major problems constraining the efforts of the 
government at economic development. Thus, lowering the birth rate 
was seen as a fundamental development goal and increasing the use of 
modern birth control methods by married women in their childbearing 
ages through a national family planning program was seen as the pri-
mary means of achieving that goal.

The adopted structure of the program believed by donors to have the 
greatest impact in this respect was “a centralised, top-down bureaucracy 
for essentially transferring contraceptive technology,” achieved typi-
cally “with the active encouragement and assistance of international 
agencies” (Demeny 1975). The exclusive thrust was on contraceptive 
delivery through a doorstep service to reach women whose mobility 
was socially restricted, accompanied by an aggressive motivational 
campaign through the media to promote the two-child norm and to 
legitimize the use of modern methods of birth control. The overwhelm-
ing demographic imperative led to the creation of a bifurcated program 
structure with an artificial divide between family planning and health 
services. Because the family planning wing was highly donor funded it 
had huge resources at its disposal, creating hostility between the two 
separate delivery mechanisms (BRAC 1991).

The need to increase contraceptive prevalence rate (CPR) among eli-
gible couples was so acute that program success was measured in terms 
of CPR alone, with unrealistic targets being set in each successive five-
year plan for attaining replacement level fertility.14 The single minded 
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contraceptive delivery system did not allow any room for addressing 
the health problems women faced from using modern contraceptives. 
Family planning personnel were hardly trained for such care provision 
and health personnel were reluctant to provide such care as these were 
not seen as their responsibility. Although over the years there was a 
shift towards including maternal and child health under the purview 
of family planning services this was largely to broaden the clientele for 
the delivery of contraceptives.15

In the late 1960s only 15 percent of ever-married women under 40 
in rural areas and 21 percent in urban areas expressed any intention of 
using birth control, and a mere 4 percent of married women actually 
used modern contraceptives, limited to educated women from higher 
socio-economic classes living in urban areas, putting an upper limit to 
the size of effective demand for birth control (Sirageldin et al. 1975). By 
1975 when the family planning program was strengthened the propor-
tion of married women who used birth control rose to around 8  percent 
of eligible couples. Thus, the Bangladesh family planning program was 
intensified in a socio economic environment that did not support ade-
quate demand for family planning services.

Undoubtedly, the program contributed to the demographic transi-
tion in Bangladesh by making services available when demand actually 
began to increase in the early 1990s, slowly at first but at a faster pace 
since the mid 1990s. Falling birth rates reduced the population pressure 
on scarce natural resources, especially land, and on overburdened phys-
ical and social infrastructure, with enormous practical implications for 
the socio-economic development of the country. The reduction of fertil-
ity levels across the board has given Bangladesh a “demographic bonus” 
allowing it to claim one of the highest growth rates in per capita income 
levels among the low-income countries of the world.16

Unrealistic targets in an environment of weak demand: abuse of 
rights of women and poor people and unfair cost benefit impacts

Although the family planning program was designed to generate 
demand for modern contraceptives, there is little evidence to support 
that this actually happened in a widespread manner, although demog-
raphers employed by the World Bank have made such a claim using 
ex post rationalization17 (Cleland et al. 1996). Insufficient evidence of 
significant effective demand for modern contraceptive services did not 
however deter donors from funding “a large-scale subsidized service-
 delivery system anticipating a yet to be proven demand” (Demeny 1975, 
p. 310). The fact that the deployment of an army of family  planning 
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field workers and huge physical infrastructure in the absence of effec-
tive demand might represent sheer wastage of aid money that the gov-
ernment of Bangladesh would have to repay with interest hardly seemed 
a matter of concern to donors.

More importantly, from the perspective of potential users of this ser-
vice, that is the vast majority of rural poor women, the single minded 
emphasis on contraceptive delivery in the absence of effective demand 
for birth control, and even less for modern contraceptives, created the 
ideal situation for abuse of personal freedoms and women’s reproduc-
tive rights. In order to increase social acceptance of permanent contra-
ceptive methods, specifically female sterilization, a system of monetary 
incentives was introduced, apparently to compensate for loss of wages 
and related expenses incurred by the couples, disregarding issues of 
safety and ethics in the provisioning of fertility regulating methods 
(Ghafur 2000). In the early years, although there was no open coer-
cion there was strong moral pressure to adopt the “two child family” by 
using modern birth control methods. The successive targets of attain-
ing replacement level fertility18 was almost a violation of human rights 
of poor couples, for whom at the time (and even now) there were no 
adequate institutional or market substitutes for the old age security and 
risk insurance value of children.19

The CPR target also allowed program personnel to abuse women’s 
liberties through the absence of choice in birth control methods, very 
low quality of care and neglect of women’s health needs, and non-
 accountability of service providers with no mechanisms for redress 
(such as the refusal to remove an IUD or norplant when demanded, 
neglect of contraceptive related morbidity, lack of information lead-
ing poor women to opt for three month injectibles because it was rela-
tively hassle free and allowed some privacy, and so on). The disregard 
for women’s reproductive rights was also evident from the fact that 
while women were seen as the sole users of contraceptives they could 
not avail clinical methods like IUD and sterilization and MR without 
their husbands’ consent. Thus, the service structure reproduced societal 
injustices by placing the responsibility of using modern contraceptives 
disproportionately upon women, but at the same time denying women 
decision making power with respect to contraceptive use.

Not surprisingly, the adverse consequences of disregard for women’s 
needs and rights weighed more heavily upon poor women, and still do 
today. Although socio economic differentials in use of contraceptives 
have diminished visibly over time, even today poor women and women 
with no education have less choice with respect to fertility regulation 
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than non poor and educated women.20 Poor women use modern con-
traceptives to a lesser extent, partly because they desire more children 
than non poor women, but also because of lower access to birth control 
methods of their choice leading to greater unmet need.21 The poorest 
women and women with no education have 1.5 times higher level of 
unmet need for FP compared to the richest women and women with 
secondary or higher education. Besides, the responsibility for fertility 
regulation is shared relatively more equally by husband and wife when 
the woman is more educated or belongs to a wealthy household than 
when she is poor and uneducated. This is indicated by the fact that 
methods requiring male participation were used more often by well off 
and educated women compared to women who were poor and had not 
been to school. The relative absence of male responsibility also adds to 
the burden upon poor women, who have to fend for themselves in case 
of side effects and complications, but who have much lower access to 
health care than non poor women.

Unfortunately however while the poor have contributed equally if 
not more than the non-poor in achieving the demographic transition 
they actually lose out from enjoying the “demographic dividend” from 
reduced fertility levels because they are unable to strike a favorable 
trade-off between reducing family size and investing in children. From 
the perspective of parents the expected return from fertility limitation 
is an improvement in child “quality,” in terms of increased investment 
in children’s human capital (survival, health, education, skills). While 
there have been significant improvements at the aggregate level in 
school enrollment, and survival and nutrition status of the children, 
there are unacceptable and perhaps avoidable differences between the 
poor and the non-poor in these same achievements, indicating that not 
everyone is able to reap the benefits of a small family to the same extent 
and that it is the poor who tend to lose out22 (S Mahmud 2006).

Because of rigid social and economic institutions women are another 
group who bear an unfair responsibility for family size limitation but 
are unable to fully enjoy the advantages of lower birth rates to the same 
extent as other household members or the broader society. While the 
reduction in child-bearing burden by half is undoubtedly favorable 
for women (because of the high mortality and morbidity risks associ-
ated with pregnancy and childbirth), these benefits are partly offset by 
excess contraception related morbidity that is aggravated by the total 
female bias in available methods of contraception and absence of official 
emphasis on male methods, particularly sterilization (which is a much 
simpler and reversible method) and condoms, and exposure to unsafe 
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abortion. Moreover, although small family norms are well- established, 
other unfavorable norms like early marriage and early childbearing 
continue to be widely practiced, leaving women vulnerable in terms of 
health and nutrition because women’s health continues to remain a low 
investment priority at both household and state level.23

Health and population sector program

Within the Bangladesh public health system the need to shift to a pro-
poor service delivery content and structure that placed greater empha-
sis on preventive rather than curative care was recognized as early as the 
late 1970s after the Almati declaration of “health for all” in 1978. The 
evident neglect for health care needs of people living in rural areas, 
the poor and of women was also officially acknowledged at the time 
and attempts to address these biases were made systematically and con-
sciously.24 The progressive resource shift in favor of basic and preventive 
services also reduced the need for highly trained but scarce health per-
sonnel. However, since the early 1970s public health and family plan-
ning services have been provided by parallel and independent delivery 
structures at the community level.

This was the context when in the mid 1990s Bangladesh committed 
to a pro-poor reproductive health approach, which required an inte-
grated service for health and family planning, and where people would 
be placed at the center of programs and not just used as a means to 
achieving program objectives. As signatory to the ICPD PoA, a national 
RH agenda to guide the proposed new integrated program was devel-
oped in 1997 as the culmination of a two-year consultative process25 
that was heavily dominated by international experts (Jahan 2003). 
The RH approach coincided very conveniently with the “sector wide 
programme approach” promoted by the World Bank led donor consor-
tium, co-financiers of the previous health and population project end-
ing in June 1997. The demographic mandate continued, however, being 
pushed by some donors, notably USAID who was not a member of the 
donor consortium, on the grounds that Bangladesh was still a long way 
from replacement fertility and that each unit of additional increase in 
the CPR would be increasingly difficult and costly to achieve (Mahmud 
and Mahmud 2000).

The primary government actor responsible for attaining both these 
mandates (replacement level fertility by 2005 and the provision of com-
prehensive RH services to the population) was the Ministry of Health 
and Family Welfare (MoHFW) and its two separate Directorates of Health 
Services and Family Planning. In consultation with donors, UN  agencies 
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(UNDP, WHO, Unicef, and UNFPA) and important national stakeholders 
the Ministry adopted the Health and Population Sector Strategy (HPSS) 
in 1997 to accommodate the concept of reproductive health in the  service 
delivery structure as a strategy for re- organization of the health and 
population sector. The strong donor role in the formulation of the HPSS 
was evident from the fact that the Project Preparation Cell within the 
MoHFW, constituted to prepare the Project Implementation Plan for 
the sector program, was funded by the World Bank.

In 1998 following the HPSS government introduced the five year 
sector wide Health and Population Sector Programme (HPSP) with the 
objective of focusing and coordinating government effort in expand-
ing essential health services to reach the most vulnerable population 
groups, namely the poor, women and children, who would benefit the 
most from public service provision. The core strategy of this approach 
was an essential services package (ESP) delivered through an integrated 
service at the community level (upazila or subdistrict level and below). 
In line with ICPD recommendations reproductive health was the 
 center-piece of the ESP, which also included child health, communica-
ble disease control, simple curative care, and behavior change commu-
nication, and which were all considered crucial to meet the basic health 
needs of the most vulnerable in society i.e., women, children and the 
poor. The objective behind the ESP was to prioritize interventions that 
had a public good character (important externalities) and deemed to be 
most relevant for the vulnerable groups and delivering them through 
facilities most used by them.26 The approach combined targeting of 
resources through a supply led strategy to improve the cost effective-
ness of public spending27 (Ensor et al. 2001, p. 247).

The primary delivery mechanism would be a community owned and 
managed local level health facility in the form of community clinics in 
every village/ward covering the 6,000 population to provide one-stop 
ESP services free-of-cost that would gradually replace domiciliary door-
step services. In order to ensure coverage of clients who might not have 
access to fixed service delivery points, the existing mobile services were 
planned to continue for some time. A community group composed of 
local government representatives, local service providers and local resi-
dents committed to social work and representing various professions and 
social classes including the landless and women, would be responsible 
for the operation and maintenance of the clinic with health personnel 
and supplies provided by the government Upazila Health Complex.

Program implementation was premised upon a number of assump-
tions, although without any evidence to support them. It was believed 



126 Simeen Mahmud

that community ownership would be ensured by building the clinic on 
land donated by the village and by having the community share costs of 
construction and operation of the clinic with government. This would 
both expand access to essential health care for marginalized population 
groups and ensure provider responsiveness and accountability since 
local residents and users were seen as best placed to monitor service pro-
vision. It was also believed that the incentive for ensuring community 
participation in the operation of the clinic, something quite unique 
given the existing top down policy making environment in the health 
sector, was the community’s need for accessible, reliable and responsive 
health care and a service that was answerable to them. Donors further 
assumed that inadequate comprehension about the concept of RH at 
the field level would not hamper the implementation of the RH agenda, 
since the ESP would be operationalized in such a way that 40 percent of 
its components included RH care elements.

Over designed program and disregard for institutional 
context and local knowledge

Not surprisingly, the practical experience of implementation of com-
munity clinics was significantly different from expectation (Mahmud 
2007). The decision to unify health and family planning services under 
the direct supervision of the Medical Officer at the Upazila Health 
Complex was resisted by both health and family planning personnel for 
different reasons. With the introduction of integrated service delivery 
at the community clinic, the field staff became almost dysfunctional 
and even disregarded their new job descriptions and continued with 
their home visits instead of treating patients at the clinic.28 Although 
the language of ICPD gained official currency, field workers who had 
primary responsibility for the integrated service delivery had very poor 
understanding of the concept of RH and saw the provision of repro-
ductive health services simply as consolidating existing MCH-FP ser-
vices rather than a reorganization of service delivery (MoHFW 1997). 
In addition, the shift from doorstep service to community clinic service 
was premature in a society where people were not accustomed to vis-
iting clinics or hospitals merely to receive contraceptive pills, diarrhea 
treatment and paracetamol, which was about all the service that these 
clinics provided though a female health worker (who was previously the 
Union level female family planning worker).

Although the community clinic opened up a space for community 
participation this was an innovative but untried delivery mechanism. 
In most villages implementation differed from the program document, 
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and clinics were established and located without ensuring community 
involvement and usually ended up as the personal clinic of some pow-
erful village elite. Case studies indicated that community ownership 
was hardly ever established because most members of the community 
groups were themselves not users of the services provided, and in the 
handful of clinics that were briefly operational decision making was 
dominated by existing social and class hierarchies with poor members 
and women remaining mostly silent (Mahmud 2003b).

In addition, the sector-wide approach to program design called for 
a complete re-organization and integration of health and population 
infrastructure previously segregated at donor insistence,29 decentral-
ization of planning and decision making and a common pooling of 
funds for line activities within the sector instead of independent project 
based activities. For Bangladesh, one of the first countries that agreed 
to accommodate this experiment, this entailed not only an entirely 
new approach to service delivery but also depended crucially upon 
fundamental institutional reforms that have historically been resisted, 
considerable additional investment in a sector with traditionally low 
budgetary allocations (around 3 percent of GDP during the 1990s) and 
above all significant human and institutional capacity development to 
accommodate the new reforms and budgetary requirements. In fact the 
magnitude of budgetary allocations needed was grossly underestimated, 
forcing government to increasingly divert ESP budget from supplies and 
services to revenue expenditures comprising salaries.30 Regardless of 
their own evidence that showed that public health services were more 
pro poor and pro women and reduced income and sex based inequality 
in consumption of qualified health care, donors also questioned the jus-
tification of providing “free services” that were thought to undermine 
efforts at financial viability31 (World Bank 2003a). In stark contrast, 
however, the World Bank decided to scale up the National Nutrition 
Project up to 2004 and maybe longer, with a budget of $124 million, to 
cover the entire country despite the lack of evidence as to the long-term 
effectiveness of the approaches used (Save the Children UK 2003).32

However, for a developing country like Bangladesh with “well-
 entrenched, vertically segregated and parallel” systems for delivering 
health and family planning services to a large and growing population 
living in endemic poverty, this policy shift represented more than just 
a conceptual hurdle. As predicted by local experts even as early as 2000 
(Mahmud and Mahmud 2000), the HPSP, initiated in 1998, soon ran 
into serious implementation problems with only 41 percent of allocated 
funds spent by February 2003, the last year of the program (MoF 2003). 
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It lacked ownership and was clearly over designed in terms of resource 
needs and institutional arrangements like integration of health and 
family planning services and community mobilization.

The inability to implement program activities as planned and spend 
allocated funds in a timely fashion jeopardized health and population 
sector activities by creating negative donor perceptions about govern-
ment commitment and its willingness to undertake necessary reform. 
There was a tug of war between donors and government, with donors 
insisting upon the unification of health and family planning infra-
structures and government alleging that attempts at unification had 
undermined family planning service delivery leading to plateauing of 
fertility levels. In addition, the threat of withdrawal of donor funding 
created uncertainty about future public spending in the health and 
population sector at the time and revealed the extreme vulnerability of 
the sector.33 The program looked perfect on paper but was practically 
unworkable. In 2001 when a new government came to power the HPSP 
was abandoned and the decision for integrating health and family plan-
ning services at the field level was reversed and the nearly 40,000 com-
munity clinics built with donor funding were closed down.

Poverty reduction strategy and the MDGs

The PRS process, initiated around 2000 in many developing countries 
including Bangladesh, involved the preparation of a PRSP, the adopted 
strategy to eliminate extreme poverty globally by 2025, with the MDGs 
serving as milestones to monitor whether developing countries pursu-
ing PRSs are on track or not.34 Donors lay strong emphasis on the need to 
enhance country ownership of a poverty alleviation policy to improve 
aid effectiveness and consequently viewed the PRSPs as instruments 
to endorse government poverty alleviation policies and enable budget 
and sector wide support. In addition the international financial insti-
tutions (IFIs) claim that since developing countries and their national 
governments are primarily responsible for the design and implementa-
tion of the PRSPs they can strengthen governance in weak states and 
contribute to the process of democratization in countries emerging out 
of dictatorship. In the ultimate analysis, however, the PRSP is the eligi-
bility criterion that enables developing countries to access Bank-Fund 
assistance in the form of concessional loans.

The process of preparing the PRSP was seriously undertaken in 
Bangladesh after a new government was elected in 2001.35 An interim 
PRSP was finalized in March 2003, after discussions with various stake-
holders including Bangladesh’s development partners. More extensive 
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consultations were undertaken to move to the full PRSP produced in 
October 2005.36 Subsequently, the full PRSP was given the “nod of 
approval” by the Bank-Fund joint assessment and all other develop-
ment partners, including the UN agencies and the Asian Development 
Bank, and bilateral donors agreed in principle to align their aid opera-
tions along the PRS approach and took initiatives for harmonizing and 
coordinating their aid operations in the country. Thus, donors have 
committed to the PRS process in Bangladesh at least in their outward 
stance (Mahmud 2006, p. 8).

Given the long tradition of state planning in Bangladesh there was 
somewhat of an existing demand for a national poverty alleviation 
plan in the wake of the fifth Five Year Plan (1997–2002), and a degree 
of “ownership” at least within the Planning Commission which was 
“home” to the PRSP preparation process. But ownership by officials in 
government line ministries, by stakeholders like civil society organi-
zations and business bodies, by the elected Parliament, by local level 
implementers, and finally the general population is more complex and 
admittedly has been difficult to ensure.

Ironically, however, the issue of “national ownership” of the pov-
erty alleviation policy to qualify or become eligible for soft loans from 
the World Bank and the IMF under a medium term policy framework 
has itself arisen as a matter of aid conditionality, and is seen to have 
worked against ownership of the PRS process (Mahmud 2006, p. 9). The 
international financial institutions claim that ownership is ensured by 
giving primary responsibility to national governments for the design 
and implementation of the PRSPs, but evidence suggests that this is 
largely superficial and that governments continue to face external con-
straints on their economic independence when negotiating with the 
World Bank and the IMF.37 In fact, given that recipient countries like 
Bangladesh are aware of the pressures and commitments that force 
rich countries to give aid and know that eventually the PRSP will most 
likely be endorsed, government ownership can be quite superficial. In 
Bangladesh, the PRSP despite being officially approved by the cabinet 
was not debated in the Parliament like the annual budgets usually are, 
and although some donors did push for parliamentary discussions the 
government did not want it to be exposed to the country’s confronta-
tional politics (Mahmud 2006, p. 10).

To enhance wide ranging ownership a participatory approach was 
adopted in the preparation using local expertise and extensive stake-
holder consultations at national, regional and local levels.38 The donor 
insistence on participatory consultation to ensure ownership, although 
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not a substitute for solid hard analytical work needed for economic pol-
icy making, was nevertheless beneficial in creating awareness about 
economic choices and getting people’s perceptions and insights about 
ground level realities.39 The greatest potential role of such participatory 
approaches lay in its relevance as a mechanism for public accountability 
in the actual implementation of the poverty reduction programs, pro-
vided of course that participation leads to joint decision making and is 
not limited to consultation only.

There is also the crucial and quite distinct issue of ownership of 
implementation of the PRS, which requires policy makers, both gov-
ernment and donors, to be willing to commit to a transparent and 
accountable process of monitoring. While the MDGs and related 
targets are tools to monitor whether governments are on track in 
implementation of the PRSP and can even be used by citizens to hold 
government to account, this will be possible only if there is genuine 
participation, adequate information and dissemination, and engage-
ment with existing institutions like community based organizations, 
trade unions, local governments, and so on. But the question of 
who will monitor the donors, and how, remains. In Bangladesh the 
Economic Relations Division of the government is the gatekeeper for 
aid inflows, but has very little capacity for such a monitoring role 
(Mahmud 2006, p. 28).

Within the policy matrices provided by the PRSP the MDGs empha-
size the need for integrated economic and social policy if both income 
and human poverty is to be halved by 2015 and eradicated by 2025. The 
MDGs recognize that poor people face deprivation on several dimen-
sions, and that progress in reducing poverty and hunger depend upon 
progress in the other goals. Bangladesh has made remarkable, often 
unexplained, progress on several MDGs: primary schooling, gender 
parity in schooling, child and infant mortality, maternal mortality, and 
access to safe water.40 However, major challenges remain with respect 
to reduction of income/consumption poverty, further improvement in 
maternal health (MH), environmental sustainability, primary school 
completion rate and female literacy.

With regard to achievements in maternal health, Bangladesh still 
has a long way to go, but has outperformed her South Asian neighbors 
India and Pakistan, despite the fact that poverty incidence is higher, 
health expenditure is much smaller and consumption of qualified/
trained health care is more limited compared to her SA neighbors. In 
this respect Bangladesh is quite unique to have achieved considerable 
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improvement in MH outcomes without concomitant resource alloca-
tion or poverty reduction.

The fact that Bangladesh has attained some progress towards MDG5 
(and appears to be on track on child health targets) can be attributed 
to expansion of and increased utilization of community based MH 
care (antenatal care or ANC, tetanus toxoid, iron supplementation).41 
However, despite improvement at the aggregate level there are large and 
persistent differentials in MH outcomes (MMR, percentage of adoles-
cents who have begun childbearing, total fertility rate, and percent-
age of women with low BMI) according to place of residence, region, 
education and wealth. Disparities are quite systematic and consistent 
across all outcomes indicators. The sources of greatest inequality are 
household wealth and woman’s education, while place of residence and 
region also generate inequalities of lesser magnitudes.42 In addition, 
even while there is aggregate improvement in an outcome the poor-rich 
gap can become magnified.43

Differences in outcomes can result from a variety of causes, but when 
these are directly related to unequal access to and consumption of 
health care they are deemed inequitable.44 Large disparities in use of 
pregnancy related health care are evident in contemporary Bangladesh. 
Disparities in the use of ANC are much starker with respect to woman’s 
education and household wealth, and were even more pronounced for 
use of ANC from a qualified doctor, but urban rural differences were 
also visible.45 Differential use of ANC was also related to differences in 
the provision of information on pregnancy complications. Disparities 
in the use of medically trained birth attendants during delivery, use of 
post natal care (PNC) and use of medical care for pregnancy compli-
cations were more pronounced compared to disparities in ANC use.46 
These differentials indicate that income constraints on consumption 
of maternal health care from medically trained personnel or for facility 
based treatment are far greater than income constraints on consump-
tion of low cost community based services that are either subsidized 
or free.

Besides, even when services are low cost or subsidized, as in the case 
of ANC, there can be non income constraints on consumption, such as 
lack of information and awareness. Among mothers who did not seek 
ANC the most frequently cited reason was the belief that there was no 
benefit from it (63 percent), while 13 percent said they were not aware 
of the need, 12 percent gave religious or family restrictions as a reason 
for not seeking care, while 18 percent cited monetary constraints and 
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4 percent mentioned quality of service or distance as a reason (BDHS 
2004, p. 137). The main reasons for not seeking postnatal care were 
similar: 67 percent of women who did not receive PNC said they did 
not think PNC was necessary or that it was not “customary”47 (MMS 
2001, p. 61). The propensity to receive PNC and trained delivery care 
was generally greater for women who received ANC and hence had bet-
ter information about services.48

Multivariate analysis of data on use of SBA in Matlab, a rural area of 
Bangladesh where International Center for Diarrhoeal Disease Research, 
Bangladesh (ICDDR,B) operates a community based health service, 
show that inequality in utilization was still very high for a population 
that was seemingly quite homogenous (a group of poor rural mothers) 
and in an area that had overall better coverage of maternal health ser-
vices than the national average. The study findings suggest that even 
when services were provided free of charge coverage of maternal health 
care services did not include all who needed them.

There are also strong income effects on choice of provider for mater-
nal health care. In accessing MH care poor women used public upazila 
(sub district) and community level facilities to a greater extent than 
non poor women, while non poor women used both public hospitals 
and private/NGO clinics to a greater extent than poor women. This has 
implications for women’s health outcomes since it is widely recognized 
that standard of medical care provided is relatively much lower in pub-
lic upazila and lower facilities compared to either public hospitals or 
private/NGO clinics (Mahmud 2006a).

The visible reduction in gender gaps in general health outcomes (life 
expectancy, infant and child mortality) that Bangladesh has achieved 
is a clear indication that so far services have worked relatively more 
for women than for men. The narrowing of the wealth gap in certain 
outcomes (total fertility, life expectancy, infant and child mortality) 
indicates further that certain services (modern contraceptives, ANC, 
immunization, TT) have reached poor women to a relatively greater 
extent. Thus, low cost technology and expansion of existing services 
have worked when the initial level of consumption was low, but to 
increase consumption of services further and reduce inequalities may 
not be possible by a policy of “more of the same.”

Targets are useful but carry risks of increased marginalization

This reality has serious implications for the attainment of maternal 
health and poverty reduction targets. First, the policy attention on 
improving overall outcomes not only hides disparities but may even 
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aggravate them by diverting attention away from the poorest  population 
groups. The danger of a narrow focus on “easy to reach” groups in order 
to be on track to reach targets is clearly indicated in Bangladesh,  possibly 
leading to further marginalization of the poorest. While  investing in 
improving health outcomes for the poorest might slow down initial 
progress towards the health MDGs, this might be a more inclusive and 
hence better strategy for ultimately achieving poverty reduction goals. 
Targets also carry the danger of governments taking the position that 
the poorest can be ignored in the short term.

Second, targets can become obstacles for much needed prioritization 
of limited resources, causing wastage and leading to neglect of services 
that need more investment. In the case of Bangladesh the clear invest-
ment choice to reduce maternal mortality is to increase poor women’s 
access to medically trained and facility based care for emergencies and 
complications, and to expand community based services and informa-
tion flow to increase coverage of ANC to hard to reach women (according 
to geography and socio economic status). However, the universal target 
of increasing the proportion of births attended by skilled personnel has 
led to (ill) planned investments in training more young women and 
family welfare visitors (the community level family planning worker) as 
SBAs following international policy change. This can be a sheer wastage 
of donor funds as it allegedly bypasses the task of technically upgrad-
ing more experienced and culturally acceptable traditional birth atten-
dants (TBA) located within communities who still deliver more than 
85 percent of all births.49 The experience of Gonoshashthya Kendra in 
drastically reducing maternal mortality in the villages covered by its 
community based health service using trained TBAs along with effec-
tive referral to public health facilities provides strong evidence of a suc-
cessful low cost home grown  program.

Inflexibility of targets has led to the neglect of the health of partic-
ular vulnerable groups like the elderly, and especially elderly women 
who outnumber elderly men. Thus, a serious omission in the health 
MDGs is the issue of non communicable diseases and access to cura-
tive health care. This has direct implications for poverty reduction 
via elderly health, since a growing elderly population (due to chang-
ing population age structure as a consequence of falling birth rates) 
together with changing disease pattern and increased life expectancy 
mean that demand for curative care for non communicable diseases is 
growing.50 Since the elderly are economically dependent upon other 
family members, and most do not have access to either health insur-
ance or social protection schemes (old age pensions, widow pension) 
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that are in any case quite inadequate, lack of investment to provide 
affordable curative care will seriously undermine poverty reduction 
efforts.

Third, there are many obstacles in accessing and using services that 
will have an impact on poverty, particularly the intergenerational 
transmission of poverty from mothers to children. But the MDG 5 does 
not allow specific targeting of services to the poorest and most mar-
ginalized mothers. As evident in Bangladesh the supply of “free” or 
low cost services does not necessarily mean that all who need services 
are reached. Poor people and especially poor women may wish to use 
services or would be willing to use them if they knew about them, but 
are unable to because of associated costs, arising from both income and 
non income factors. There is thus need for creating effective demand for 
public services to increase their impact on poverty.

Social protection schemes in terms of direct cash transfers can be 
one way of increasing demand for public health services, as is evi-
dent in the highly successful case of stipends to increase girls’ school 
enrollment in a socio economic context where households invest 
less resources on daughters than on sons. The current experiment of 
providing vouchers to mothers to increase use of pregnancy related 
health care also holds promise but impact remains to be seen. Social 
transfer programs carry the advantage of synergy between develop-
ment objectives (improved health outcomes) and redistribution, and is 
also relevant for rights based approaches to poverty reduction (Kabeer 
2006, p. 73).

Finally, the MDG 5 is silent on several important aspects of wom-
en’s health that have significant impact on poverty: universal access 
to safe reproductive health care, women’s other health needs, safe 
contraception, men’s role in reducing maternal mortality, and pow-
erlessness to negotiate safe sex (highest rate of increase in spread of 
HIV/AIDS virus is among girls 15–24 and among married women). It 
is also silent about the fact that poor women face a high opportunity 
cost for using public facilities because of low standard of “free” care at 
public facilities and unauthorized payments that co-exist with “free 
care” and formally approved service charges such as hospital admis-
sion.51 It is not surprising that in Bangladesh two thirds of health 
expenditure comes from out-of-pocket expenditures of households, 
most of which (82 percent) is spent on purchasing medicine, fees for 
private providers and for diagnostic tests.52 A weakened public sec-
tor (due to non accountability of providers) and emboldened  private 
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sector thus gives private health care providers special advantages 
and opportunities for increasing their control over services that are 
 essential for poverty reduction while supplying unnecessary services, 
like diagnostic tests. Obviously, the burden of paying for health care 
is greater on the poor compared to the non poor, and even greater on 
poor women who have the least access to household resources to pay 
for health care.

5.4 What has citizenship got to do 
with poverty reduction?

For nearly two decades now Bangladesh has stumbled along the road 
to deepening democracy, but has only barely managed to retain a sem-
blance of parliamentary democracy. Democratic practice has been 
limited to only some of the formal aspects of democracy, with bare 
“minimum civil and political rights enjoyed by its citizens, only weak 
procedures of accountability in day-to-day administration under some 
overarching constitutional rules of the game, and periodic exercises 
in electoral representativeness” (Bardhan 2005, p. 88). However, as in 
India, performance in ensuring civil and social rights and accountabil-
ity has been unsatisfactory at best, with tension mounting between the 
“procedural” and the “participatory” practice of citizenship in people’s 
every day lives (Bardhan 2005, p. 88). Thus, despite constitutionally 
guaranteed rights and provisions at the formal/legal level, people’s 
experience of being a citizen of a democratic state is not one that fulfils 
the formal promise of “equality, accountability and people’s participa-
tion,” nor one that delivers an accountable and transparent state.53 As 
recent analysis has shown, however, the ways in which democracy, or 
its absence (authoritarianism), affects poverty are not always explicit or 
straightforward or even “pretty” (Bardhan 2005, p. 103).

Thus, contrary to expectation and despite being a democracy that 
is hard to recognize, Bangladesh has made significant strides with 
respect to human development, and even achieved modest reductions 
in income poverty (at a faster pace in the last decade) and modest eco-
nomic growth. What is mystifying is that in spite all the makings of a 
“predatory” state, the Bangladesh government does respond: it actually 
makes formal commitments to improve the welfare of the poor and 
marginalized and tries to keep them, as evidenced in the government’s 
annual development budget and long term financial investments. 
In other words, there appears to operate “non institutional forms of 
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accountability” that puts the state under some kind of compulsion to 
provide for those “who have the greatest capability deficits” and invest 
scarce resources to reduce poverty, such as on rural primary health care, 
school stipends for girls only in a strongly patriarchal society, providing 
for safe water and sanitation, rural roads, safety nets for the most vul-
nerable (destitute, elderly and widows), micro credit, and conditional 
cash transfers (Mahmud 2002).

However, these “non institutional forms of accountability” operate 
only at the macro level, and do not permeate down to the community 
and grassroots level and to the daily lives of poor citizens. Rights as 
citizens are enjoyed on an ad hoc and selective basis, particularly evi-
dent with respect to economic and social rights such as the right to 
affordable health care. This picture of the “absence” of formal rights is 
reinforced by the wider citizenship problem that pervades all aspects 
of society: the marginalization and exclusion of the income poor, the 
minority, and women. The poor and marginalized especially have lit-
tle or no experience of citizenship practice except as voters every five 
years, and have few spaces for participation and voice, whether formal 
or informal, that are traditionally present in Western types of democ-
racy and that allow individual and collective agency to make claims 
and seek redress.

The absence of grassroots accountability mechanism that allow peo-
ple to monitor and hold public providers, the private sector and NGO 
providers to account is a reflection of the missing “culture of account-
ability” and the presence of a culture of patronage and bestowing 
favors, that has earned Bangladesh the reputation of being the most 
corrupt nation in the world. The weak accountability of institutions 
that deliver services and resources to the poor and to rural populations, 
absence of any state regulation of the private sector, poor implemen-
tation of laws, particularly the labor laws, have all contributed to the 
perception of Bangladesh as an extremely fragile democracy with a 
severely governance challenged policy environment, especially among 
donors.

While this is not far from the reality, such a situation puts govern-
ment always on the defensive and gives donors an upper hand, with 
frequent cancellation of aid to on-going projects and premature termi-
nation of projects, from which the poor stand to lose the most. Donors 
have taken advantage of this situation that has made government 
vulnerable to pressure and imposed programs that are insensitive to 
the needs of poor people and of women, that are over designed and 
inappropriate to the social and economic institutional context, that 
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have disregarded local knowledge and ground realities, that have pro-
moted unequal relationships with partners within government, that 
have insisted upon “ownership” of transplanted ideas, and so on. In 
other words, poor governance has allowed donors themselves to behave 
irresponsibly and in non transparent ways. Unfortunately, the lack of 
transparency in decision making and lack of dissemination of infor-
mation on design and implementation of projects and even more on 
factors that adversely affect aid effectiveness and hamper implementa-
tion makes accountability of both government and donors by ordinary 
people next to impossible.

But repeated disregard for social and economic rights of the poor in 
order to protect the interests of the powerful, and abuse of policy tar-
gets that curtail peoples’ freedoms have led to the predicted tensions 
between the “procedural” and “participatory” aspects of democracy. 
Thus, over time there have been increasing instances of mobilizations 
and struggles of the poor and marginalized groups to protest against 
unequal and unfair treatment and to claim justice and seek redress for 
violation of rights and freedoms.54 At other times such mobilizations 
have been less confrontational and have occurred because of the nature 
of certain activities that have provided the basis for building peoples’ 
and poor women’s capacity for collective action, activities like micro 
credit and garment factory work (Kabeer 2005, p. 23). Such action has 
also spilled over into the political sphere, leading to greater participa-
tion in elected bodies and local committees, willingness to challenge 
employers, and the courage to hold public providers to account. In other 
words, existing cultures of patronage and granting favors and norms 
of exclusion are beginning to be contested and re-configured, and the 
process of re-negotiation of the state citizen relationship and the new 
meanings of citizenship and rights are emerging as a result of grassroots 
mobilization and mediation.

5.5 Concluding remarks

Although the effect of formal democracy on poverty may not be as 
clear cut as one would like, building citizenship from the grassroots 
and enhancing the collective capacity of poor people to participate and 
hold government, private sector, and NGO actors to account is thus the 
most promising basis on which policy makers, whether donors or the 
government, can be made to keep the commitments they have made 
for “ending extreme poverty.” Unless, provision is made within policy 
to ensure that anti poverty programs are designed and implemented 
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in ways that allow poor people and women themselves to participate, 
monitor, and hold all relevant actors to account for their actions this 
potential is unlikely to be realized. However, strengthening the voice 
of the poor and socially marginalized and building their capability to 
participate in policy processes means “changing the way that these pro-
cesses are done” and will involve the devolution of significant resources 
and authority to local government, village assemblies and citizen com-
mittees (Kabeer 2006, p. 74).

To what extent are the international community and national gov-
ernments prepared to enter into another global social contract to “end 
exclusion and ensure justice”: a contract that acknowledges the inter-
est of all citizens in the policy process of ending poverty, particularly 
poor people and women, recognizes their individual and collective cit-
izen entitlements, and are willing to provide support at the grassroots 
to build citizenship and the collective capabilities required to partici-
pate in policy processes? Undoubtedly the rationale for international 
support for poverty reduction in poor countries has to be based on 
“respect and reverence for human life” (Sachs 2005) but this support 
must also necessarily be based upon reverence for diversity of human 
life, respect for personhood and citizen entitlement and adherence to the 
principles of fairness and justice. The lessons emerging from the use of 
rights based approaches to address the challenges of ending poverty 
must also be seriously considered (e.g., the Right to Food Campaign and 
Rural Employment Guarantee Act of 2005 in India). Perhaps the time 
has come to think of a “citizenship” based poverty line.

Notes

1. Many rich countries of the North have pockets of extreme poverty similar to 
what exists in South Asia today, if not worse.

2. CPRC (2007).
3. Even in the 1980s when aid was viewed primarily as a means for resource 

transfer to support economic development the concern for poverty allevia-
tion was there (Mahmud 2006, p. 29).

4. Andrea Cornwall 2007 http://opendemocracy.net/pathways_of_womens_
empowerment

5. Ill health and high fertility and poverty are interlinked in causal ways.
6. Although poverty incidence by head count ratio declined by about 1  percent 

per year during the 1990s, and pace of decline may have accelerated to 
2  percent between 2000 and 2005, nearly half of the people of Bangladesh 
still live on less than a dollar a day.

7. HIV AIDS, SARS, bird flu.
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 8. The concern regarding the cost of aid giving is focused much more on the in 
country cost of giving one dollar of aid in developing countries rather than 
on the cost incurred to maintain such huge bureaucracies.

 9. Examples in Bangladesh include loans to train “skilled birth attendants,” 
the scaling up of the national nutrition program, establishment of one stop 
community clinics.

10. The classic demographic transition based upon the experience of European 
populations, states that prior to economic development, fertility and mor-
tality rates were both very high resulting in very slow of growth population. 
With industrialization and modernization birth rates began to fall through 
voluntary fertility regulation, and death rates also started to decline because 
of prevention of communicable diseases. Since mortality and fertility 
declined without much lag, population growth never reached very high 
levels (much below 2 percent per annum).

11. At the time there were about 80 development projects of varying size and 
scope under the Bangladesh MoHFW, each with its own project director and 
staff, equipment, office space, vehicles, and other paraphernalia.

12. In addition, eight of the 18 targets and 18 of the 48 indicators relate directly 
to health.

13. It has recently been argued that chronic poverty can exist with or without 
a trap, and that for policy purposes it might be useful to broaden the focus 
from the level or magnitude of endowments on which the “poverty trap” 
literature mainly concentrates, to include the mismatch between structure 
or composition of endowments possessed by the poor and the structure of 
opportunities open to them (Osmani 2007).

14. Successive five year plans continued to set time-bound targets to achieve 
replacement level fertility (TFR = 2.2) through progressively higher levels 
of contraceptive prevalence. The fifth five year plan (1997–2002) set a 
demographic goal of NRR = 1 by the year 2005 and a CPR of 60 percent by 
2002.

15. The fifth five year plan stated that “the Plan envisages to reduce the rapid 
growth of population through strong MCH-based family planning within 
the framework of reproductive health care and reorganised health and fam-
ily planning service delivery system ...”

16. This is because growth in per capita income equals GDP growth minus pop-
ulation growth.

17. This claim has been contested by many who have argued convincingly that 
rising demand for family planning resulted from changes in parents’ cost 
benefit calculations of children rather than from the supply of contracep-
tives. The changing socio-economic environment in the late 1970s and 
early 1980s indicates that the economics of family building were undergo-
ing revision after the mid-1980s, with the demand for children falling not 
only among the wealthy and better educated classes but more importantly 
among the vast majority of the population belonging to the poorer less 
educated classes living in rural areas (Kabeer 1994; Caldwell et al. 1999; 
Dasgupta and Narayana 1994; Mahmud 1997).

18. The latest target was set for 2005, which implied a CPR of 70–75 percent of 
eligible couples.
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19. Children were the only source of income supplementation for poor families 
and for old age support.

20. Even when they did use contraceptives poor women have less choice than 
non poor women as evident from the fact that they relied more often upon 
traditional methods, were more likely to opt for injectibles instead of IUDs 
and were less likely to have husbands who used condoms (S Mahmud 
2006b).

21. The proportion of women who do not use contraceptives but want to stop 
childbearing is a measure of unmet need for FP.

22. The most important reason for not enrolling in primary school, cited by 
32 percent of surveyed households, was poverty (after child too young) 
rather than the fact that child had to work, reported by only 4 percent of 
households. Children from poor households (mothers with no schooling) 
also have significantly lower rates of immunization coverage compared to 
 children from non-poor households (mothers with secondary or higher 
schooling).

23. There are glaring sex differences in consumption of health care from med-
ically qualified providers and even in the wealthiest households only a 
fraction of pregnant women receive trained care during childbirth and for 
complications (S Mahmud 2006b).

24. These measures were expansion of health facilities to the community (union) 
level, complimenting facility-based provisioning with several vertical and 
relatively independent field based delivery systems providing focused and 
low cost preventive care for communicable diseases, and domiciliary ser-
vices to reach people with low access.

25. For details see Mahmud and Mahmud (2000).
26. All public facilities at upazila level and below including the proposed one-

stop community health facilities known as community clinics.
27. The ESP approach has been adopted in a number of countries ranging 

from middle income countries such as Turkey to low income countries 
such as Indonesia (WDR 1993: Investing in Health, see p. 106). Although 
the ESP is believed to be a cost effective strategy relatively little attention 
has been given to evaluating its impact, and it is believed that ESP may 
not always be appropriate, for example, in Sri Lanka as cited in Ensor et al. 
2001, p. 248.

28. One study found that almost all the clinics visited by the survey team were 
closed (Mahmud 2003a).

29. The decision to unify health and family planning services at the sub dis-
trict level and below comprising of health and family planning workers 
under a single manager represented a major structural reform in the delivery 
 system.

30. In 2001–2002 the total cost of ESP delivery was estimated at Tk 11,351  million 
of which 37 percent was development expenditure in health, a figure that 
had declined from 53 percent in 1999–2000 (HEU 2003, p. 46).

31. Although quality of care at public facilities is relatively lower than what is 
available in the market.

32. The Bangladesh Integrated Nutrition Project (1995–2002) had a budget of 
$67 million.

33. “Donors cut off health pipeline,” The Daily Star, April 7, 2003.
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34. For example, out of 22 countries 10 countries, including Bangladesh and 
India, were designated as off track on MDG1 (reducing poverty and hunger) 
(Dev 2006).

35. For details see Mahmud (2006).
36. “Unlocking the potential: National strategy for accelerated poverty reduc-

tion” (GoB 2005).
37. The operations of the Poverty Reduction Strategy Credits allow the World 

Bank to modify components of countries’ PRSP and the IMF administered 
Poverty Reduction Growth Facility is often linked with harsh conditions 
because these are negotiated by a small number of government policy mak-
ers (Stewart and Wang 2003).

38. These consultations included grassroots poor people, non government 
and community organizations, the private sector, trade unions, academia, 
research organizations and community leaders.

39. For example, the need for better criminal justice, improved sanitation, access 
to maternal healthcare emerged from grassroots consultation (Mahmud 
2006, p. 11).

40. In 2002–2003 gross primary school enrollment was 97 percent, female 
primary enrollment was 98 percent, under five mortality declined from 
151 in 1990–1991 to 69 per 1000, infant mortality declined from 92 in 
1990–1991 to 46 per 1,000 live births, maternal mortality ration declined 
from 485 in the early 1990s to 322 per 100,000 live births in 2001 (but 
likely to be an underestimate), and access to pathogen and arsenic free 
water about 80 percent in urban and 70 percent in rural areas (World Bank 
2005, p. 4).

41. Immunization coverage increased in recent years for all types of vaccina-
tions against common childhood communicable diseases, with gaps in 
coverage between rural and urban areas and by income class having dimin-
ished. The proportion of fully vaccinated children 12–23 months increased 
from 60 percent to 73 percent between 1999–2000 to 2004. In 1999–2000 
only one third of all women having a birth in the five years preceding the 
survey received antenatal care from a medically trained provider compared 
with 56 percent in 2004 (BDHS 2004).

42. For example, women with no education and the poorest women (lowest 
wealth quintile) are likely to have 1.6 times higher fertility and risk of 
maternal death compared to women with secondary or higher education 
and the richest women. Also, women living in rural areas have worse out-
comes compared to those living in urban areas, with women living in urban 
slums possibly faring the worst.

43. The poor rich ratio in the proportion of under weight women (low BMI) 
has actually increased from 1.97 in 1996–1997 to 2.74 in 2004 (cited in 
S Mahmud 2006b).

44. Indirect mechanisms operate as well such as differential risk and vulnera-
bility (nutritional status, occupation, geographic exposure, etc).

45. Women with secondary or higher education were three times more likely 
to use ANC from a medically trained provider compared to women with no 
education (90 percent versus 30 percent), while the richest women were two 
and a half times more likely to use ANC compared to the poorest women 
(BDHS 2004).
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46. Women with secondary or higher education were 14 times more likely to 
have skilled delivery assistance compared to women with no education, 
while the women in the richest wealth quintile were 13 times more likely 
compared to women in the lowest wealth quintile; women in urban areas 
were more than three times as likely to use SBA than rural women (BDHS 
2004).

47. Quite surprisingly the perception of no benefit or no need was invoked as 
a reason by the richest women much more commonly than by the poorest 
(76 percent and 44 percent respectively).

48. Among mothers who delivered at home the proportion receiving PNC was 
only 8 percent compared to 18 percent on average (BDHS 2004).

49. Until the late nineties, the government trained more than 20,000 traditional 
birth attendants, after which time government introduced the six-month 
competency based skilled birth attendant training. This remains a conten-
tious issue between local experts and UNFPA and WHO officials (Mahmud 
2006, p. 35).

50. Elderly health care need was a particularly articulated need expressed at 
stakeholder analysis regarding the ESP provision. Participants demanded 
that special health care needs of the elderly (rheumatism, hyperten-
sion,  diabetes, asthma, eye sight problems) should be included under ESP 
(S Mahmud 2006).

51. These fall into three broad categories: fee for service, fee for commodity and 
fee for access. In most public facilities fees are widespread and almost insti-
tutionalized. In some cases, especially surgical cases, fees can be as much as 
10–12 times the expected amount of official fees (HEU 1997). Hence, they 
represent a major proportion of a user’s opportunity costs of health care.

52. In 2001–2002 household health expenditure accounted for 64 percent of 
total health expenditure in that year (HEU 2003, p. 29).

53. Parliament is non-functional and laws are often enacted by presidential pre-
rogative. Both political parties are extremely undemocratic in their internal 
organization as well and function like hereditary monarchies where the 
party leadership is inherited and completely authoritarian.

54. For example, to protest against labor and wage exploitation, to demand 
proper care and drugs from public health facilities, to claim promised 
resources and inputs like electricity, khas land, fertilizer, and so on.
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