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The Maternal and Child Health Integrated Program (MCHIP) is the United States Agency for International 
Development (USAID) Bureau for Global Health’s flagship maternal, neonatal and child health (MNCH) 
program. MCHIP supports programming in maternal, newborn, and child health; immunization; family 
planning; malaria; nutrition; and HIV/AIDS, and strongly encourages opportunities for integration. Cross-
cutting technical areas include water, sanitation, hygiene, urban health, and health systems 
strengthening. 
 
 
This report was made possible by the generous support of the American people through USAID, under the 
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Country Summary: Bangladesh 

  
 

Major Activities 
 Over 14,000 unpaid community volunteers were selected from and by the communities and trained to mobilize 

communities around health issues and jump-start community action group (CAG) meetings.  

 In Habiganj and Sylhet districts, 5,056 CAGs in 3,613 villages met routinely to discuss health issues and identify 
beneficiaries for maternal and newborn health, family planning, and nutrition (MNH/FP/N) services. In Habiganj, 
more than 2,100 CAGs have been formed in 2,101 villages. More than 100,000 community members participate in 
these groups, around half of them female.  

 Close to 100% of CAGs arranged transportation for community members during an emergency; more than 85% of 
CAGs collected funds used for transportation of women and newborns to health services, purchase of medicine, and 
even for repair of roads to health facilities. Innovative community microplanning allowed community members to 
raise health issues directly with public sector health workers and jointly improve health management information 
system data. 

 Collaboration with local and national government and professional agencies and national and international partners, 
stakeholders, and donors allowed for advocacy of key MNH/FP issues and leveraging of funds for community health 
issues. Learning from the MaMoni experience resulted in national health policy reforms as well as initiatives to 
streamline the national health management information system. 

 The Standards-Based Management and Recognition (SBM-R®) approach was introduced in five facilities. 

 Community health workers and paramedics were deployed to fill critical staff vacancies or to complement providers 
in high population areas. 

 Under MaMoni, 25,122 eligible couples received long-acting and permanent methods of contraception, 114,886 
pregnant women received antenatal care from skilled providers, 42,524 pregnant women were provided with 
misoprostol tablets for prevention of postpartum hemorrhage, and 51,576 deliveries were conducted by skilled birth 
attendants.  

 MaMoni partnered effectively with other large-scale health initiatives in Bangladesh to provide services to its 
beneficiaries. 

 Over 19,000 community- and facility-based health service providers were trained in various MNH/FP interventions 
and strategies including community-based management of pre-eclampsia/eclampsia, Emergency Triage Assessment 
and Treatment for newborns, postpartum intrauterine contraceptive device insertion, and community mobilization 
across the program districts of Sylhet and Habiganj. As part of the MaMoni package of care, 610 outreach workers 
have been trained in infant and young child feeding. 

 Integrated training curricula and materials were developed for community health workers in MNH/FP interventions 
that are used by the government, NGOs, and private providers in Bangladesh. 

 All 77 Union Parishads (local government bodies at the union level) in the program implementation area have active 
Education, Health and Family Planning Standing Committees that meet every two months to discuss local health 
issues, a practice initiated as a result of MaMoni advocacy. Additionally, MaMoni has successfully sensitized Union 
Parishads to allocate budgets for local MNH/FP/N priorities. 

 With project resources and additional matching funds, MaMoni renovated two district-level facilities, two upazila-
level facilities, and seven union-level facilities, and increased the number of planned satellite clinics from 484 in 
2010 to 597 as of September 2013. CAGs and Union Parishads also contributed by providing support to 13 
subdistrict-level health facilities providing 24/7 delivery care and satellite clinics.  

 

Selected Health and Demographic Data for Bangladesh

Maternal mortality ratea 194

Neonatal mortality rateb 32

Total fertility rateb 2.4

4 or more antenatal care visitsb 25.5%

Contraceptive prevalence rateb 52.1%

Skilled attendance at birthb 31.7%

Postnatal care (two days)b 29.6%
Sources:
a. National Institute of Population Research and Training (NIPORT), 
MEASURE Evaluation, and icddr,b. Bangladesh Maternal Mortality and 
Health Care Survey 2010. Dhaka, Bangladesh: NIPORT, MEASURE 
Evaluation, and icddr,b; 2012.  

b. NIPORT, Mitra and Associates, and ICF International. 2013. Bangladesh 
Demographic and Health Survey 2011. Dhaka, Bangladesh: NIPORT, Mitra 
and Associates, and ICF International; 2013. 
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Executive Summary 
Awarded in 2009, the Integrated Safe Motherhood, Newborn Care, and Family Planning Project 
(MaMoni) was an associate award under USAID’s global flagship maternal, newborn, and child 
health program, MCHIP. MaMoni works in the Habiganj and Sylhet districts of Bangladesh, 
reaching a population of more than 3.5 million. Focused on supporting the Government of 
Bangladesh’s (GOB’s) Ministry of Health and Family Welfare (MOH&FW) Health Population and 
Nutrition Sector Development Program strategy to reduce maternal and neonatal mortality, the 
project sought the attainment of Millennium Development Goals 4 and 5 in Bangladesh.  
 
MaMoni used a comprehensive service delivery model, designed to demonstrate a sustainable 
approach to strengthening public sector health care delivery systems, to reduce maternal and 
neonatal mortality and morbidity. Using a districtwide approach, the delivery strategy linked 
households with health systems and involved local health care providers and strong community 
groups to promote and sustain household and community practices.  
 
Project data indicate that MaMoni achieved significant increases in deliveries with skilled birth 
attendants, referrals for maternal complications, and postnatal care, as well as modest 
improvements in utilization of family planning (FP) services. These gains were realized through 
the active participation of community volunteers, community action groups (CAGs) and Union 
Parishads (UPs); testing of new implementation models in hard-to-reach areas (e.g., upgrading 
union health and family welfare centers); and an integrated approach to health systems 
strengthening that included providing temporary frontline health workers (community health 
workers [CHWs], paramedics), renovating facilities, ensuring adequate medicines and supplies for 
normal delivery, postpartum hemorrhage prevention, and postpartum FP, and strengthening 
supervision. Microplanning meetings introduced under MaMoni have significantly improved data 
quality and local-level planning among the Directorate General of Health Services (DGHS) and 
Directorate General of Family Planning (DGFP) workers and the community. Table 1 shows key 
indicators for MaMoni, disaggregated by district, at the baseline and endline surveys. 
 
Table 1: MaMoni Indicators in Sylhet and Habiganj between 2010 and 2012 

INDICATOR 
SYLHET

DEC 2010 
SYLHET

JUN 2012 
HABIGANJ 
DEC 2010 

HABIGANJ
JUN 2012 

Percentage of recently delivered mothers who:

Received four ANC visits during pregnancy 13.7% 8.2% 10.2% 8.7%

Received two doses of TT during pregnancy 88.3% 89.5% 92% 93.5%

Received IFA during pregnancy 48.2% 48.2% 36.1%  41.8% 

Sought care for obstetric complications during delivery 55.4% 58.0% 37.7% 47.5%

Sought care for newborn complications 51.5% 54.2% 42.0% 46.1%

Used an SBA (including CSBA) 21.0% 25.8% 15%  19.4% 

Used a trained TBA 39.5% 43.7% 13.3%  30% 

Received early PNC visits within 24 hours of childbirth 19.5% 23.0% 13.7% 17.7%

Percentage of married women who: 

Currently use a modern contraceptive method 34% 40.3% 39.1% 40.6%

Currently use an LAPM of FP  6.2% 8.1% 7.9% 5.5%

Notes: 2010 and 2012 data were collected using population-based surveys and may not be comparable with 2013 management 
information system data. 
As the Government of Bangladesh does not consider t h e  lactational amenorrhea method an appropriate one, this was dropped from 
the list of indicators. 
Abbreviations: ANC, antenatal care; CSBA, community skilled birth attendant; FP, family planning; IFA, iron-folic acid; LAPM, long-acting and 
permanent method; PNC, postnatal care; SBA, skilled birth attendant; TBA, traditional birth attendant; TT, tetanus toxoid. 
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Achievements 
MaMoni’s achievements go beyond the improved utilization rates indicated in Table 1. MaMoni 
is the only project in Bangladesh to have delivered an integrated package of lifesaving 
interventions for mothers and newborns through the existing health system. Using a 
districtwide model, MaMoni grafted itself to the health system and supported delivery of 
services from community level to district hospital.  
 
Perhaps most notable among MaMoni’s achievements are the scale to which CAGs functioned in 
Habiganj and how these groups were formally linked to the health system through the innovation 
of community microplanning. Over 2,100 CAGs met routinely throughout Habiganj, covering 93% 
of all villages in the district, to discuss health issues and identify possible beneficiaries for 
maternal and newborn health, FP, and nutrition (MNH/FP/N) services. Representatives from 
those groups, in turn, participated in routine union-level microplanning meetings to raise health 
issues with public sector frontline health workers. This allowed for a previously unseen level of 
communication between communities and health providers, with the added benefit of 
streamlining surveillance of communities’ health needs (e.g. new pregnancies, eligible couples) for 
targeted services by community-level health providers who are otherwise unable to visit all 
households in person. This microplanning process has already been demonstrated to reduce 
discrepancies in data collected by the DGHS and DGFP, and has been used to pinpoint specific 
weaknesses within the data pathway with respect to data quality.  
 
Another of MaMoni’s important achievements has been its 
ability to leverage additional funding for complementary 
initiatives. Particularly notable are funds leveraged to upgrade 
union-level facilities in remote and underserved areas to provide 
24/7 safe delivery care services. The result has been dramatic 
increases in the rate of facility delivery among these catchment 
populations, in most cases exceeding the GOB’s targets for 
skilled birth attendance. These initiatives have caught the 
attention of the GOB, which is integrating union-level safe 
delivery into national programs. Additionally, leveraged funds 
have been used to procure misoprostol for community-based use. 
Misoprostol, approved for use by the GOB but not yet 
distributed at the community level, is a lifesaving drug taken 
after pregnancy to reduce postpartum hemorrhage—the largest 
cause of maternal mortality in Bangladesh.  
 
In Habiganj, MaMoni introduced the Standards-Based Management and Recognition (SBM-R®) 
approach for quality assurance of facility-based services at district-level facilities. Use of SBM-R 
will expand under the follow-on MaMoni Health Systems Strengthening (HSS) Project within 
Habiganj and in six other targeted districts. Additionally, facility renovation is now an 
important component within MaMoni HSS. 
 
MaMoni has been a credible and effective actor in policy and program discussions at both 
national and local levels. Learning from the MaMoni program experience has resulted in 
valuable input and insight into national health policy reforms, especially around newborn 
health interventions (e.g., chlorhexidine), as well as initiatives to streamline the national health 
management information system. The MaMoni team is recognized not only for its program 
delivery, but also for its technical competencies. In 2012, the MaMoni team was asked by the 
MOH&FW to facilitate the process of developing national standard operating procedures for 
maternal health and a revision to the national maternal health strategy.  
 

I felt that the MaMoni program 
was a very beneficial program 
for the community. MaMoni 

carried out interventions side 
by side with the government, 

which played an important role 
in reducing maternal and child 

deaths. This type of program 
needs to be expanded to other 

districts as well. 
—Dr. Shafiqur Rahman, former 

civil surgeon, Habiganj 
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MaMoni has worked effectively with other large-scale health initiatives in Bangladesh to 
provide services to its beneficiaries. For example, linking with national initiatives (e.g., USAID’s 
Mayer Hashi program) to provide long-acting and permanent methods of contraception, 
MaMoni CAGs referred nearly one-third of long-acting and permanent method services provided 
in the district. MaMoni’s next phase expands this trend and includes additional collaborations 
with Systems for Improved Access to Pharmaceuticals and Services and other complementary 
health initiatives operating in Bangladesh. 
 
MaMoni has also served as an important platform for innovation and learning. Through close 
collaboration with the Translating Research into Action Project, several studies have been 
initiated, including use of magnesium sulfate at community level to reduce maternal deaths 
caused by pre-eclampsia/eclampsia. Additionally, in collaboration with a UNICEF-funded 
initiative to establish Special Care Newborn Units (SCANUs) in district-level hospitals, 
MaMoni established a SCANU at the upazila level and tested a community outreach referral 
mechanism targeting accessibility of services for sick newborns in the community.  
 
Sustainability 
MaMoni began operations in Sylhet, but over the project period expanded into neighboring 
Habiganj with a district-wide approach. As MaMoni scaled up in Habiganj, it phased out of Sylhet, 
providing an opportunity to study the possibilities of program sustainability after cessation of 
significant inputs. MaMoni collaborated with the MOH&FW to support implementation in Sylhet 
and officially transferred responsibility for field operations in the Sylhet district to the MOH&FW 
in September 2011. MaMoni provided very limited inputs after the transfer; however, activities 
that began with MaMoni continued in the following capacity in Sylhet: 

• CHWs: 259 CHWs worked under MaMoni in Sylhet. Following the phase-out of MaMoni 
support, 14 were hired by the MOH&FW, 88 were employed by other GOB departments and 
NGOs, and six were elected to local UP positions (as vice chairmen and members). 

• CAGs: Monitoring data as of April 2013 showed that around half of the CAGs continued to 
meet on a regular basis (defined as having held a meeting in the prior three months), 
indicating that many of the communities found the groups to be a useful venue for 
addressing health issues. 

• Community microplanning: In December 2013, 250 out of the 257 community 
microplanning meetings and 52 out of 56 union follow-up meetings were held. Since the 
MOH&FW family welfare assistants and health assistants organize these meetings, this 
speaks to the high acceptability of the microplanning process among local health care 
providers. 

• UPs: 52 out of 56 UPs allocated budgets for MNH/FP/N activities for the July 2013– June 
2014 fiscal year. This indicates that MNH/FP/N issues are still prioritized by UPs in Sylhet 
district. 

 
It is clear that key components of the MaMoni intervention have continued in the absence of 
significant inputs from the MCHIP team. While much remains to be understood about the 
sustainability of the approach, these results are very encouraging. MaMoni HSS, the follow-on 
project to MaMoni, will continue field activities in Habiganj until September 2016. As in Sylhet, 
MaMoni HSS will plan a structured phase-out from Habiganj district in early 2014 that will 
generate new learning about sustainability. 
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Introduction 
Bangladesh has made great progress in reducing maternal and child mortality in the last 
decade, and is on track to achieve targets for both Millennium Development Goals 4 and 5. 
However, improvement has not been uniform throughout the country. The Sylhet division 
(where both Sylhet and Habiganj districts are located) has historically been an underserved 
area of Bangladesh. The Sylhet division consistently has lagged behind in most health 
indicators and over the last several years this trend has not changed significantly. 
 
In the case of maternal mortality, for example, the national maternal mortality rate (MMR) 
declined from 322 per 100,000 live births in 2001 to 194 in 2010. During the same 10 years, 
MMR declined from 352 to 60 (an 83% decrease) in Khulna division, while in Sylhet division, 
MMR only declined from 471 to 425 (less than a 10% change). The neonatal mortality rate in 
Sylhet division was 43% higher in 2007 than the national average (53 deaths per 1,000 live 
births as compared with 37 per 1,000 live births across Bangladesh). Table 2 shows key health 
indicators nationally as compared with similar figures in Sylhet division (including both Sylhet 
and Habiganj districts). 
 
Table 2: Key Health Indicators over Time 

INDICATOR YEAR NATIONAL 

SYLHET DIVISION 
(INCLUDES BOTH 

SYLHET AND 
HABIGANJ 
DISTRICTS) 

MMR (per 100,000 live births) 
2001a 322 471

2010b 194 425

At least one ANC visit by medically trained provider 
(percentage) 

1996–7c 26.4% 17.8%

1999–2000d 33.3% 27%

2004e 48.8% 43.8%

2007f 27.3% 21.1%

Facility delivery (percentage) 

1996–7c 4.1% 2.0%

1999–2000d 7.9% 6.3%

2004e 9.3% 6.2%

2007f 14.7% 8.2% 

Skilled attendance at birth (percentage) 

1996–7c 8.0% 5.2%

1999–2000d 12.1% 9.3%

2004e 13.2% 11.1%

2007f 18.0% 10.9%

TFR 

1996–7c 3.27 4.20

1999–2000d 3.31 4.08

2004e 3.0 4.2

2007f 2.7 3.7

Unmet need for FP (percentage) 

1996–7c 15.8% 21.4%

1999–2000d 15.3% 22.4%

2004e 11.3% 20.6%

2007f 17.1% 26.0%

PNC within two days by medically trained provider 
(percentage)* 

2007f 18.5% 13.1% 
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INDICATOR YEAR NATIONAL 

SYLHET DIVISION 
(INCLUDES BOTH 

SYLHET AND 
HABIGANJ 
DISTRICTS) 

NMR (per 1,000 live births) 

1996–7c 54.6 85.2

1999–2000d 50.4 81.7

2004e 42 63

2007f 37 53

Sources: 
a. National Institute of Population Research and Training (NIPORT), ORC Macro (ORCM), Johns Hopkins University, icddr,b. Bangladesh 
Maternal Health Services and Maternal Mortality Survey 2001. Dhaka, Bangladesh: NIPORT, ORCM, Johns Hopkins University, and icddr,b: 
2003. 
b. NIPORT, MEASURE Evaluation, icddr,b. Bangladesh Maternal Mortality and Health Care Survey 2010. Dhaka, Bangladesh: NIPORT, 
MEASURE Evaluation, and icddr,b; 2012. 
c. Mitra SN, Al-Sabir A, Cross AR, Jamil K. Bangladesh Demographic and Health Survey [BDHS] 1996-1997. Dhaka, Bangladesh: NIPORT, 
Mitra and Associates (MA), and Macro International Inc.; 1997. 
d. NIPORT, MA, ORCM. BDHS 1999–2000. Dhaka, Bangladesh: NIPORT, MA, and ORCM; 2001. 
e. NIPORT, MA, ORCM. BDHS 2004. Dhaka, Bangladesh: NIPORT, MA, and ORCM; 2005.  
f. NIPORT, MA, Macro International. BDHS 2007. Dhaka, Bangladesh: NIPORT, MA,, and Macro International; 2009. 
*PNC data was not tracked at the division level prior to 2007.  
Abbreviations: ANC, antenatal care; FP, family planning; MMR, maternal mortality rate; NMR, neonatal mortality rate; PNC, postnatal care; 
TFR, total fertility rate. 
 

Transition from ACCESS to MaMoni 
From 2006 to 2009, USAID supported the ACCESS Safe Motherhood Newborn Care Project 
in Sylhet district to strategically use community health workers (CHWs) trained and 
supported by NGOs along with community mobilization activities to promote safe 
motherhood and newborn care. Under MaMoni, Habiganj district was added as an 
implementation area, based on evidenced health needs and to avoid redundant coverage 
within other districts in Sylhet division. 
 
Even though the ACCESS Project significantly increased knowledge on key maternal and 
newborn health (MNH) practices, because of widespread staff vacancies and service 
constraints, utilization of health services was minimal (see Figure 1). In addition, mothers 
expressed the need for increased family planning (FP) services, as identified by the project 
midterm review conducted in 2008. While ACCESS did not have the mandate to support 
facility-level services, it did show the need to always work on an integrated continuum of care. 
 
Figure 1: Health Indicators in Five Sylhet Upazilas Covered by ACCESS Project 

 
Abbreviations: ANC 1+, at least one antenatal care visit; PNC, postnatal care; TT5, 5th dose of tetanus toxoid. 
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A consultation with USAID and the Ministry of Health and Family Welfare (MOH&FW) 
identified a need to collaborate with public service providers, facilities, and other partners to 
ensure that service delivery points will continue beyond the project. MaMoni increased focus on 
service availability and access and added FP and handwashing as key components of the 
project. Instead of creating parallel services, MaMoni aimed to strengthen the public service-
delivery mechanism and link community mobilization activities with the formal health system.  
 
Under ACCESS, project staff led the intensive community mobilization process using an 11-
month approach called the community action cycle. MaMoni simplified the community 
mobilization process and relied on volunteers to conduct monthly community action group (CAG) 
meetings with limited facilitation from project staff. MaMoni also engaged volunteers (one per 
every three hundred community members) to promote health messages and support 
strengthening of the MOH&FW’s management information system (MIS) through a process called 
microplanning. Streamlining the community action cycle approach and linking community groups 
with health providers through microplanning were significant developments under MaMoni. 
 
Prior to the start of MaMoni, key human resource gaps were identified as a significant 
challenge in Sylhet division. Table 3 shows the staff gaps in service provision, supervision, and 
outreach activities for Sylhet and Habiganj districts as of June 2010. 
 
Table 3: Key Human Resource Vacancies as of June 2010 

CADRE DISTRICT 
PLANNED

POSITIONS 
VACANT % VACANT RESPONSIBILITY 

Doctors (RMOs/MOs) Sylhet 34 12 35% Clinical MNH/FP 
services Habiganj 104 41 39% 

Doctors (MO MCH/FP) Sylhet 7 3 43% 

Habiganj 8 6 75% 

Nurses Sylhet 75 62 83% 

Habiganj 124 71 57% 

SACMOs FP Sylhet 54 21 39% 

Habiganj 49 22 45% 

FWVs Sylhet 56 10 18% 

Habiganj 101 32 32% 

FWAs Sylhet 257 65 25% Outreach activities

Habiganj 399 56 14% 

HAs Sylhet 260 23 9% 

Habiganj 330 97 29% 

FPIs Sylhet 53 14 26% Field activity 
supervision Habiganj 77 18 23% 

AHIs/HIs Sylhet 68 8 11% 

Habiganj 69 36 52% 

Abbreviations: AHIs, assistant health inspectors; FP, family planning; FPIs, family planning inspectors; FWAs, family welfare assistants; 
FWVs, family welfare visitors; HAs, health assistants; HIs, health inspectors; MCH/FP, maternal and child health and family planning; 
MNH/FP, maternal and newborn health and family planning; MO, medical officer; RMO, residential medical officer; SACMO, subassistant 
community medical officer. 
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MaMoni Goal and Objectives 
The overall objective of the project was to improve maternal and neonatal outcomes in Sylhet 
and Habiganj. To achieve the program goal, MCHIP activities contributed to six sub 
objectives: 

1. Increase knowledge, skills, and practices of healthy maternal and neonatal behaviors in the 
home. 

2. Increase appropriate and timely utilization of home- and facility-based essential MNH and 
FP services. 

3. Increase acceptance of FP methods and advance understanding of FP as a preventive health 
intervention for mothers and newborns. 

4. Improve key systems for effective service delivery, community mobilization, and advocacy. 

5. Mobilize community action, support, and demand for the practice of healthy MNH 
behaviors. 

6. Increase key stakeholder leadership, commitment, and action for MNH approaches. 
 
MaMoni also contributed to Development Objective 3 of USAID’s Country Development 
Cooperation Strategy for Bangladesh for 2011–2016: “health status improved” (see Figure 2). 
 
Figure 2: USAID Bangladesh Development Objective 3 

 
 

Technical Focus and Main Interventions  
MaMoni delivered an integrated MNH, FP, and nutrition (MNH/FP/N) package, through 
service delivery points at home and in the community, beginning during pregnancy and 
continuing through infancy. To maximize the benefit to beneficiaries and relevance to public 
health providers supported through the project, a comprehensive and integrated package was 
adopted. The interventions are summarized in Table 4. 
 
  

Development Objective 3:
Health Status Improved

RESULT #1: 
Increased Use of 
Effective Family 

Planning and 
Reproductive 

Health Services 

RESULT #2:
Increased Use of 

Integrated 
Essential Family 
Planning, Health, 

and Nutrition 
Services

RESULT #3: 
Strengthened 

Health Systems 
and Governance 

CROSS-CUTTING THEMES: GENDER, EQUITY, YOUTH, GOVERNANCE, AND 
INNOVATION
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Table 4: MaMoni Technical Interventions 
TECHNICAL AREA MAMONI INTERVENTIONS

Maternal health ANC, TT immunization, IFA, skilled attendance at birth, referral for EmOC, use of misoprostol for 
prevention of PPH, prevention and management of PE/E (including calcium supplementation) 

Newborn health ENC, breastfeeding, managing newborn complications, ETAT

FP Promotion of modern methods, LAM and PPFP (inclusion of LAM/PPFP counseling), referral for 
LAPM, compliance with USAID regulations 

Handwashing Handwashing (focus on perinatal period)

IYCF(added in 2012) Immediate and exclusive breastfeeding, complementary feeding up to 2 years 

Note: Interventions in bold were not a component of the primary health care system prior to MaMoni. 

Abbreviations: ANC, antenatal care; EmOC, emergency obstetric care; ENC, essential newborn care; ETAT, Emergency Triage Assessment and 
Treatment; FP, family planning; IFA, iron-folic acid; IYCF, infant and young child feeding; LAM, lactational amenorrhea method; LAPM, long-acting 
and permanent method; PE/E, pre-eclampsia/eclampsia; PPFP, postpartum family planning; PPH, postpartum hemorrhage; TT, tetanus toxoid 

 
MaMoni carried out an integrated program approach with interventions impacting the 
household, community, facility, and referral facility levels, as well as conducted national-
level initiatives. Table 5 shows some of the key activities that MaMoni carried out during 
the life of the project. 
 
Table 5: Key MaMoni Activities 

LEVEL ACTIVITY SYLHET HABIGANJ

Overall Counseling at household, community, and facility levels to promote key MNH/FP/N 
behaviors 

✓ ✓ 

Household Training for outreach workers on MNH/FP/N messages ✓ ✓

Deployment of CHWs to address gaps in contraceptive coverage ✓ ✓

Community Training of CVs ✓ ✓

Formation of CAGs ✓ ✓

Introduction of community microplanning to link community and formal health system ✓ ✓

Setup of referral system and emergency funds ✓ ✓

Introduction of supportive supervision and joint supervision visits to address quality gaps ✓ ✓

Engagement of union and UPs (MOLGRD&C) to leverage support for MaMoni activities ✓ ✓

Orientation of TBAs and depot holders to promote key behaviors and ensure 
essential commodities at village level 

✓ ✓ 

Training of private CSBAs to expand service coverage in hard-to-reach unions  ✓

Facility Training for service providers including refresher on MNH/FP/N components ✓ ✓

Deployment of paramedics and nurses in vacant/underserved areas  ✓

Renovation and/or construction of static and outreach health facilities to increase 
access to services 

 ✓ 

Introduction of newborn services in key health facilities  ✓

Development of quality assurance system in outreach and static facilities focused 
on specific MNH/FP/N components 

 ✓ 

Referral 
facility 

Strengthened referral management system at referral facilities  ✓ 

Abbreviations: CAG, community action group; CHW, community health worker; CSBA, community skilled birth attendant; CV, community 
volunteer; MNH/FP/N, maternal and newborn health, family planning, and nutrition; MOLGRD&C, Ministry of Local Government, Rural 
Development and Cooperatives; TBA, traditional birth attendant; UP, Union Parishad. 

 
MaMoni introduced innovative approaches to contribute to project results, including task 
shifting, increasing quality and coverage of existing service providers, and engagement of 
local communities and government agencies that were not traditionally linked to the health 
care system to improve health service utilization. 
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Major Accomplishments 

OBJECTIVE 1: INCREASE KNOWLEDGE, SKILLS, AND PRACTICES OF 
HEALTHY MATERNAL AND NEONATAL BEHAVIORS IN THE HOME 
Context 
Promoting healthy maternal and newborn behaviors at home through public outreach 
workers (family welfare assistants [FWAs], health assistants [Has]) has been a challenge in 
general in Bangladesh, in large part due to a lack of understanding of health needs within 
the community and limited care seeking. The Bangladesh Maternal Mortality and Health 
Care Survey 2010 showed that, nationally, about 29% of mothers did not receive any 
antenatal care (ANC) during their last pregnancy; of those, 62% mentioned it was because 
“it was not needed.” This signifies a gap in understanding and a clear need to reach 
mothers and families with critical information and behavior change strategies, not only to 
educate them but also to generate demand for care seeking. Concurrently there remains a 
need to continue home-based care for certain services and commodities (including tetanus 
toxoid, iron-folic acid [IFA], calcium, and misoprostol) as the transition toward improved 
care seeking takes place over time. 
 
Between 1990 and 2010, Bangladesh’s population almost doubled, which affected the ability 
of community-based health workers to ensure coverage and quality of their services, 
particularly domiciliary distribution of FP commodities. Since the reintroduction of 
Community Clinics in 2009, FWAs and HAs are required to spend three days (out of six 
workdays in a week) at the clinics, further limiting their field presence and effectively cutting 
the amount of time for community outreach in half. The “one stop” Community Clinic 
platform is the MOH&FW’s main strategic initiative for frontline health care, and this 
approach is likely to continue for the next few years with 12,000 new community health care 
providers deployed to provide services at Community Clinics. While this initiative increases 
the number of providers at the community level, it reduces the availability of home-based 
care. At higher levels within the health care system, there is an acute shortage of key service 
providers (family welfare visitors [FWVs] and nurses), and quality of implementation is 
affected by lack of supervisory staff (in Habiganj 75% of supervisor positions are vacant), 
which further limits beneficiaries’ access to health services and information. 
 
MaMoni Approach and Accomplishments 
MaMoni used a combination of temporary workers, non-formal providers, and volunteers to 
promote healthy behaviors at home. CHWs were deployed (256 in Sylhet, 41 in Habiganj) to 
fill FWA vacancies or to complement providers in very high population areas.  
 
MaMoni trained both FWAs and HAs (100% in both districts) on a package of MNH/FP 
messages. MaMoni also oriented community volunteers (CVs; 3,000 in Sylhet and 7,119 in 
Habiganj) and depot holders (1,000 in Sylhet and 2,200 in Habiganj) to reach mothers with 
critical information and FP commodities. Based in part on existing national curricula, 
MaMoni developed three training packages for different types of providers—a five-day 
package for FWA/HAs, an eight-day curriculum for CVs, and a one-day orientation package 
for depot holders. See Table 6 for a complete listing of MaMoni training.  
 
In three hard-to-reach upazilas of Habiganj, MaMoni also trained 43 private community 
skilled birth attendants (CSBAs) and helped them to establish private-practice delivery 
services in their communities (covering 20% of the population), which includes reaching 
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mothers at home and promoting healthy behaviors. The national system for CSBAs, which 
achieved minimal coverage of deliveries nationally, was adapted for use in MaMoni, 
strategically targeting hard-to-reach areas where access to other services was severely 
limited. The result was much greater utilization of CSBAs than the national average. 
Additionally, MaMoni also trained all service providers in the 29 tea gardens and the 88 
primary groups of the Habiganj Sadar urban slums (under the Urban Partnership for 
Poverty Reduction [UPPR] Project) on key MNH messages. Since service delivery platforms 
differ in tea gardens and urban areas, engaging these providers enabled MaMoni to extend 
the integrated package of services to these especially vulnerable populations. 
 
Table 6: Training Package Provided under MaMoni 

TYPE OF TRAINING # OF DAYS TIMELINE CADRES TRAINED

Training of trainers 

Basic facilitation skills (training methods, use 
of training aids) 

5 days December 2009–January 
2010 

UH&FPO, UFPO, RMO, MO MCH/FP

TOT on MaMoni package (MNH/FP, MIS) 5 days July 2010 UH&FPO, UFPO, RMO, MO MCH/FP

TOT on Module 2 (refresher on MaMoni 
package: MNH/FP, IYCF, MIS) 

5 days June 2012 UH&FPO, UFPO, RMO, MO MCH/FP

Clinical training 

MNH/FP, MIS for outreach workers 5 days August 2010–February 
2011 

FWA, HA, CHW 

MNH/FP, MIS technical update for service 
providers 

5 days January–May 2011 FWV, SACMO, MA 

Module 2 MNH/FP/N for outreach workers 
(refresher on MaMoni package: MNH/FP, 
IYCF, MIS) 

5 days July–December 2012 FWA, HA, CHW 

Module 2 (MNH/FP/N) for service providers 
(refresher on MaMoni package: MNH/FP, 
IYCF, MIS) 

5 days January–February 2013 FWV, SACMO, MA 

Injectable contraceptives 1 day February 2012 FWA, CHWs 

ANC 2 days February–May 2012 CSBA, FWV, SACMO, female HA

ETAT for sick newborn management 5 days October–December 2012 Doctors, nurses, paramedics, FWVs

TBA orientation (clean delivery, misoprostol, 
danger signs, etc.) 

5 days July 2011 TBA

Private CSBA midwifery training 6 months 3 batches from July 2011 Women from underserved 
communities 

PE/E management training 2 days January–February 2013 FWV, MA 

HBB training for skilled birth attendants 
(neonatal resuscitation using bag and mask) 

2 days 2012 and 2013 Doctors, nurses, FWV, SACMO, 
paramedics 

Nonclinical training 

Supportive supervision for first-line 
supervisors 

5 days August–October 2012 AHI, HI, FPI 

Community microplanning 1 day July–December 2012 FWA, HA 

UP orientation (role of UP in health 
promotion) 

2 days February–May 2013 UP members 

Abbreviations: AHI, assistant health inspector; ANC, antenatal care; CHW, community health worker; CSBA, community skilled birth attendant; 
ETAT, Emergency Triage Assessment and Treatment; FPI, family planning inspector; FWA, family welfare assistant; FWV, family welfare visitor; HA, 
health assistant; HBB, Helping Babies Breathe; HI, health inspector; IYCF, Infant and Young Child Feeding; MA, medical assistant; MCH/FP, 
maternal and child health and family planning; MIS, management information system; MNH/FP, maternal and newborn health and family 
planning; MNH/FP/N, maternal and newborn health, family planning, and nutrition; MO, medical officer; PE/E, pre-eclampsia/eclampsia; RMO, 
residential medical officer; SACMO, subassistant community medical officer; TBA, traditional birth attendant; TOT, training of trainers; UFPO, 
upazila family planning officer; UH&FPO, upazila health and family planning officer; UP, Union Parishad. 
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The other approach to create community awareness was to use the extensive network of CVs, 
the facilitators of MaMoni’s CAGs, as effective promoters of health messages. FWAs and HAs 
provided a “message of the month” to the volunteers at the end of each community 
microplanning meeting that CVs then disseminated to the CAGs. This strategy enabled the 
health system to reach a substantial portion of the population with health messages within 
the shortest possible time. 
 
Table 7: Illustrative Indicators Assessing Mother’s Knowledge, Practices at Home 

 SYLHET 2010 SYLHET 2012 
HABIGANJ 

2010 
HABIGANJ 

2012 

Mothers who knew three or more newborn 
complications 

88% 90.7% 73.9% 79.6%

Mothers who consumed IFA during pregnancy 48.2% 48.2% 36.1% 41.8%

Mothers who had a clean blade used during 
cord cutting 

13.6% 70% 92.6% 87.5%

Mothers who received misoprostol tablets N/A 25.4% N/A 18.9%

Among mothers who received misoprostol, 
the number who consumed it 

N/A 84.8% N/A 89.9%

Abbreviations: IFA, iron-folic acid; N/A, not applicable. 

 
Table 7 shows moderate impact of MaMoni’s health message promotions as shown by the 
project’s baseline and midline. However, in Habiganj, health messaging activities were not 
mature at the time of the midline survey (June 2012). Preliminary MIS data from FY 2013 
shows consistent improvement in counseling coverage. MaMoni’s periodic evaluation of 
misoprostol (conducted independently by project staff) found that a majority of mothers (above 
80%) who received misoprostol knew about the side effects of misoprostol, which speaks to the 
effectiveness of messaging around misoprostol distribution. 
 
Effective counseling by FWAs continued to be a challenge during the life of the project. Only 
39.7% mothers had contact with an FWA during pregnancy, and only 6.9% received information 
on danger signs (as of the 2012 midterm survey). This indicates inadequacy of the household-
based interpersonal counseling strategy. The low knowledge levels among women indicated 
absence or suboptimal quality of counseling or health education that would result in retention of 
information. Reasons for this may include lack of skills and motivation of providers, as well as 
the dramatically increased catchment population for which each FWA is responsible while still 
required to spend three days a week in the Community Clinic. 
 
To address this gap, MaMoni piloted use of alternative channels of communication (billboards, 
signboards, film shows for tea gardens, video shows in media-dark areas, cable providers for 
urban areas) to promote healthy behaviors in communities, but a focused assessment of the 
changes in knowledge, attitudes, and practices specific to these communication interventions 
was not completed. 
 
MaMoni introduced infant and young child feeding (IYCF) messages in partnership with FHI 
360’s Alive & Thrive (A&T) Project. Within this partnership, FWAs and HAs were trained on 
IYCF messages, which promoted immediate breastfeeding, exclusive breastfeeding up to two 
years, and complementary feeding for infants above six months of age throughout Habiganj 
district. The MOH&FW included IYCF as a priority intervention in the 2011–16 Health 
Population and Nutrition Sector Development Program (HPNSDP) and is now using MaMoni 
and FHI 360’s experience to scale up IYCF training in other districts. IYCF has been difficult to 
measure. The MIS data of FWAs and HAs show high counseling coverage (above 80%), but the 
data have been difficult to verify.  
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OBJECTIVE 2: INCREASE APPROPRIATE AND TIMELY UTILIZATION OF 
HOME- AND FACILITY-BASED ESSENTIAL MNH AND FP SERVICES 
Context 
Service provider vacancies and lack of functional service facilities are two critical barriers to 
utilization of services in Sylhet division. Critical vacancies in the MaMoni intervention area 
include nurses (83% Sylhet, 57% Habiganj), FWVs (18% Sylhet, 32% Habiganj), subassistant 
community medical officers FP (39% Sylhet, 45% Habiganj). This gap is more pronounced in the 
hard-to-reach upazilas of Ajmiriganj, Baniachang, Lakhai and part of Habiganj Sadar. 
Baniachang upazila in particular has been grossly underserved: only six union-level facilities 
existed in 15 unions, three of them nonfunctional. Six unions had no female paramedics 
(consequently, the catchment area received no ANC services) at the start of the project. 
 
MaMoni Approach and Accomplishments 
The focus of MaMoni was on demand generation, and not service delivery. As set out in the 
technical proposal, no service delivery intervention was undertaken in Sylhet district. Even 
with a demand-generation-only approach, MaMoni significantly increased access to care in 
Habiganj district by a combination of strategies: 

• Training existing male and female paramedics, nurses, and doctors on different MNH/FP 
components (100% paramedics on MNH/FP, key doctors and nurses on sick newborn 
management) 

• Deploying temporary workers (39 paramedics and 14 nurses, 50% through leveraged funds 
as of December 2012) in targeted, hard-to-reach areas  

• Renovating or constructing outreach, static, and referral facilities (12 static and two 
referral facilities, using mostly leveraged funds) 

• Activating satellite clinics and ensuring the presence of a female paramedic at each one 
through joint supervision visits 

• Training and deploying 43 private CSBAs in the most underserved areas of three upazilas 

• Strengthening referral systems by supporting CAGs to map and set up pickup points and 
arrange transportation 

• Partnering with Smiling Sun Franchise Project (SSFP) to increase coverage in urban 
slums in Habiganj 

 
Table 8 depicts some of the service delivery results from the project MIS data in Habiganj. 
 
Table 8: Select Service Delivery Information in Habiganj District 

HABIGANJ CONTEXT JUNE 2010 DEC 2013

Number of satellite clinics designated 484 583

Number of satellite clinics held not tracked 577

Number of union-level facilities (excluding UHCs, DHs, and MCWCs) 54 58 

Number of union-level facilities without water supply 20 0 

Number of facilities providing consistent vaginal delivery services 13 20 

Number of CSBAs (government and private) 131 197 (31 private)

Unions without any female paramedic  23 0 

Abbreviations: CSBA, community skilled birth attendant; DH, district hospital; MCWC, maternal and child welfare center; UHC, upazila 
health complex. 
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MaMoni has made strategic investments to strengthen the union health systems in order to 
improve utilization of union health and family welfare centers (UH&FWCs) and related 
outreach services. Two project inputs were especially instrumental in increasing service 
delivery: deployment of project paramedics to fill in vacancies in FWV positions and customized 
planning to determine number and location of satellite sessions to meet the actual needs of the 
population. For example, it was determined that larger unions and those with hard-to-reach 
pockets would receive an increased number of satellite clinic sessions, in addition to the 
standard eight designated per union, and FWVs were provided with water ambulances to 
conduct satellite services for wetland communities that otherwise wouldn’t have regular access. 
 
Population-based surveys conducted in December 2010 and June 2012 show some improvement 
in key indicators, but the full impact of MaMoni’s intervention in Habiganj is not captured in 
these surveys, as the program matured in 2012 and 2013. 
 
In March 2014, the International Centre for Diarrhoeal Disease Research, Bangladesh (icddr,b), 
with funding from the Translating Research into Action (TRAction) Project, began conducting a 
survey that covers Habiganj, which will provide current coverage and utilization estimates. 
These estimates are likely to show much greater increases in service utilization as compared to 
the 2012 survey data. As an example of the expected data trend, MIS data from Habiganj in 
2013 shows 34.3% of recently delivered mothers received at least four ANC visits, compared 
with 8.7% in 2012. Similarly, initial 2013 MIS data shows that 33% of recently delivered 
mothers used a skilled birth attendant (SBA); as compared to 19.4% in 2012. 
 
With an average population of 24,000, unions are the lowest administrative units in Bangladesh 
where the MOH&FW operates a facility (the UH&FWC). MaMoni assisted the MOH&FW with 
temporary human resources, support to improve structural preparedness, and other systems-
strengthening components (such as waste management and infection prevention). In 
partnership with the MOH&FW, MaMoni aimed to increase the coverage of skilled attendance 
at delivery (with a focus on increased facility delivery) and to develop the UH&FWCs as 
primary health care centers providing a range of essential maternal, newborn, child, and FP 
services at optimum quality. 
 
Under MaMoni, 11 health centers in Habiganj were supported at different levels of intensity to 
reach these goals. The most recent service statistics from supported unions indicate SBA 
coverage grew to nearly 69% of deliveries among the catchment population within only 24 
months. It is worth noting that the MOH&FW HPNSDP aspires to achieve 50% SBA coverage 
by 2016. 
 
MaMoni has modeled a very effective strategy to achieve the national SBA goal within a short 
period of time. Key lessons learned from the MaMoni experience include the following: 

• MOH&FW and NGO paramedics can work in a complementary way to ensure full 
functioning of UH&FWCs. 

• Improvement in working conditions, including residential facilities, serves as a great 
motivation to service providers. 

• Organized community-based outreach to provide ANC services throughout pregnancy is an 
effective strategy for service providers to build rapport with and earn the confidence of 
community women, which is critical to increasing facility deliveries. 

• Service providers need to have access to essential drugs and supplies, referral 
arrangements, and continuous mentoring support from experienced care providers. 
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Nationwide, coverage of home deliveries attended by CSBAs is less than one percent, a statistic 
which has been of concern for national health authorities aiming to bring home births under 
skilled coverage. MaMoni sought to train locally selected—preferably married—young women 
as CSBAs in areas where no other services were available and to link them with experienced 
service providers at the referral level. The project found this strategy to be effective as 33% of 
home deliveries are attended by a MaMoni-trained CSBA in the CSBAs’ catchment area. CSBAs 
provide a range of services including ANC, delivery care, postnatal care (PNC), and FP. CSBAs 
are not paid by the project; rather, they are paid by their clients at rates determined by the 
community representatives (elected members of the local government). 
 
OBJECTIVE 3: INCREASE ACCEPTANCE OF FP METHODS AND ADVANCE 
UNDERSTANDING OF FP AS A PREVENTIVE HEALTH INTERVENTION FOR 
MOTHERS AND NEWBORNS 
Context 
According to the Bangladesh Demographic and 
Health Survey 2011, FP coverage in Sylhet division 
is the lowest in Bangladesh as indicated by a total 
fertility rate of 3.1 in Sylhet versus a national rate of 
2.3. The contraceptive prevalence rate is the lowest 
in the country (35% versus a national rate of 52%; 
see also Figure 3) and other indicators are also poor. 
Several factors have contributed to this: 

• High vacancies for outreach providers and FP 
service providers (FWA: 25% in Sylhet, 14% in 
Habiganj; FWV: 18% in Sylhet, 32% in Habiganj; 
medical officers, maternal and child health/FP: 
42% in Sylhet, 75% in Habiganj). 

• Tea gardens and wetlands create seasonal 
access challenges. 

• Low education and religious barriers restrict 
mobility of women. 

 
MaMoni Approach and Accomplishments 
MaMoni has addressed gaps in FP through the 
following approaches: 

• Through a vulnerability analysis, MaMoni identified underserved areas and placed 
temporary workers (256 in Sylhet, 41 in Habiganj) to cover human resource gaps within 
the public health platform. The workers deliver health and FP services in line with the 
national health program. 

• MaMoni trained HAs and community health care providers on FP services, which had only 
a limited effect, likely due to the high volume of the service provider’s regular workload. 

• MaMoni trained all outreach workers on the lactational amenorrhea method, postpartum 
FP, and USAID FP compliance issues. Since the MOH&FW does not promote the 
lactational amenorrhea method, the uptake was not satisfactory. 

• Through CAGs, MaMoni engaged men, particularly in Sylhet, to promote birth spacing 
and FP. 

Figure 3: Contraceptive Prevalence 
in Bangladesh 
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• CVs actively referred patients for long-acting and permanent method (LAPM) services, 
contributing to 25%–30% of all no-scalpel vasectomy/tubectomy referrals in the final two 
years of MaMoni. Volunteers were also trained on USAID FP compliance issues in order to 
effectively and appropriately counsel women in their communities. 

• By training depot holders and linking them with BRAC and Social Marketing Company 
(SMC) supply chains, MaMoni increased contraceptive availability in the private sector in 
hard-to-reach villages. 

• MaMoni renovated the operating theater of Ajmiriganj’s upazila health complex with 
leveraged funding and ensured infection prevention measures were taken during routine 
drives for sterilization services. 

 
Even while activities were being phased out in Sylhet district, MaMoni increased uptake of 
modern contraceptive methods and reduced unmet need for FP within the district (see Figure 
4). In Habiganj, meanwhile, uptake of modern contraceptive methods increased. Unmet need 
also increased, but this may be due to women’s increased perception of need as a result of the 
program. (See Figure 5.) 
 
Figure 4: Family Planning Trends in Sylhet 

 

 
Figure 5: Family Planning Trends in Habiganj 

 

 
Because MaMoni relies on MOH&FW MIS data, accessing quality FP data has been a 
challenge. FP performance as measured by the contraceptive acceptance rate (CAR) has direct 
implications on the annual salary increase of government outreach workers and their 
supervisors. Thus, MaMoni found CAR data to be unreliable and in need of correction at the 
district level. Figure 6 illustrates the discrepancy in reported CAR between vacant units 
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in Sylhet where project-paid CHWs worked compared with total units. Over time, MaMoni 
was able to increase CAR and improve the quality of data to represent the true situation on 
the ground. The large discrepancy found between CARs reported by MOH&FW workers and 
those by project CHWs during the latter part of 2010 and early 2011 raises questions about the 
validity of MOH&FW reports. 
 

 
Note: Blue line represents contraceptive acceptance rate (CAR) in areas served by MaMoni, as reported in Ministry of 
Health and Family Welfare’s management information system. Yellow line represents CAR as reported by MaMoni. 

 
MaMoni experienced a slowdown in LAPM uptake in Habiganj in the final year. While the 
percentage of women ages 15–49 using a LAPM grew in Sylhet district from 2010 to 2012 (from 
6.2% to 8.1%), the percentage in Habiganj diminished (from 7.9% to 5.5%). Vacancies for 75% of 
medical officer, maternal and child health/FP positions limited the number of service drives that 
could be conducted each month. Additionally, due to the high number of women being operated 
on in a single day during service drives, the quality of service was low, as reported by 
sterilization clients. LAPM campaign challenges also included lack of sufficient service 
providers to meet the high level of interest from local community members and poor physical 
state of the facilities where the services took place. This led, at times, to ineffective surgical 
procedures, ultimately resulting in overall dissatisfaction with the services. Further study will 
be needed to determine the best solutions for ensuring better overall quality of LAPM services. 
 
OBJECTIVE 4: IMPROVE KEY SYSTEMS FOR EFFECTIVE SERVICE 
DELIVERY, COMMUNITY MOBILIZATION, AND ADVOCACY 
Context 
Several system challenges traditionally have affected public health service delivery in 
Bangladesh, including quality and completeness of MIS data, a weak supervision system, poor 
quality of care, incomplete referrals, and weak logistics management. 
 
Because of the bifurcated reporting system by the Directorate General of Health Services (DGHS) 
and the Directorate General of Family Planning (DGFP) departments within the national health 

Figure 6: Discrepancy in Reported Contraceptive Acceptance Rate
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system, two sets of data are routinely reported for the same district for pregnancies, live births, 
and deaths. As an example of the discrepancies that are regularly seen, in Habiganj from January 
to June 2012, DGHS reported 49,016 pregnant women and DGFP reported 38,396, due to 
differences in data collection methods and underreporting by the DGFP. Additionally, MaMoni 
identified key issues within the health system indicating a low quality of service provision. An 
icddr,b/TRAction assessment on ANC of 413 mothers in Habiganj in 2013 found that 93% of 
mothers were not counseled on danger signs, 34% of mothers’ weight was not taken, and a 
urine test was not conducted for 39% of the mothers. These findings are consistent with the 
Bangladesh Maternal Mortality and Health Care Survey 2010 report. 
 
MaMoni Approach and Accomplishments 
MaMoni adopted several approaches to address these service delivery gaps, including the following: 

• Use of community microplanning in each of the 396 FP units in Habiganj and 257 units of 
Sylhet districts to cross-check MIS data collection 

• Joint supervision visits by master trainers to address clinical gaps and by frontline 
supervisors (family planning inspectors [FPIs], assistant health inspectors [AHIs], or 
health inspectors [HI]) to address operational issues 

• Referral strengthening by establishment of community pickup points and provision of vans 
and water ambulances in hard-to-reach areas 

• Undertaking strategies for improving quality of care and introducing the Standards-
Based Management and Recognition (SBM-R®) approach 

• MIS strengthening to address data duplication and data completeness 

• Strengthening logistics management for essential commodities 
 
Community Microplanning 

MaMoni adapted the World Health Organization’s Reach Every District approach to introduce 
unit-level community microplanning (in 396 units in Habiganj and 257 units in Sylhet) and 
union follow-up meetings (in 57 unions in Sylhet and 77 unions in Habiganj). The community 
microplanning approach links CVs from the community with frontline outreach workers 
(FWAs/HAs) to identify data and service gaps and take specific actions to address them. The 
CVs collect and bring specific data on new marriages, pregnancies, births, deaths, and other 
information from their communities and update the registers of HAs and FWAs, who are often 
too overloaded to sufficiently cover their catchment area every month. 
 
After monthly Expanded Program on Immunization sessions in each unit, health and FP 
workers and CVs collaborate on the below activities, which constitute the community 
microplanning meeting: 

• Share MNH/FP information and update health worker registers 

• Update list of pregnant and high-risk mothers 

• Update unit map to facilitate service delivery 

• Prepare monthly action plan for service delivery, targeting identified individuals  

• Identify problems raised by communities and jointly develop solutions 
 
Overall, microplanning meetings provide the opportunity for planning, unified reporting, 
performance analysis and feedback, and identification of gaps, which ultimately strengthens the 
health system and service delivery. Microplanning meetings had rapid uptake and reached high 
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coverage in MaMoni project areas: 79% in 2011, 96% in 2012, and 99% in 2013. These meetings 
are facilitated by MOH&FW service providers on a regular basis. 
 
An operations research study conducted by National Institute of Population Research and Training 
between June 2011 and April 2013 in three upazilas of Habiganj and Sylhet through four rounds of 
census found that community microplanning reduced the gaps in data on new pregnancies and 
birth reporting in FWA and FWV registers and also led to increased service coverage, particularly 
ANC (66% increase in Muriauk and 34% increase in Kurshi union). Because of community 
microplanning, DGHS and DGFP MIS data reports are now comparable, and a single number for 
new pregnancies, live births, and maternal and neonatal deaths is now reported for Habiganj. 
 
Strengthening Supportive Supervision  

MaMoni trained all first-line supervisors (AHI, HI, FPI) on supportive supervision and also 
introduced joint supervision visits (JSVs) by upazila- and district-level supervisors and MaMoni 
staff to identify and address gaps in field implementation using structured observation checklists. 
This approach has seen mixed success; often, upazila-level supervisors have been too busy to 
participate or would complete the JSV checklists without providing clear recommendations or 
action plans. In FY 2012, 60% of JSVs took place, and in 2013, 70%. In 2013, MaMoni also 
expanded the JSV approach to include union-level supervisors (AHI, HI, FPI). 
 
Referral Strengthening  

MaMoni undertook a combination of approaches to strengthen referral for routine services 
(ANC, tetanus toxoid, sterilization) and management of maternal and newborn complications. 
Strategies included the establishment of a geographically and seasonally customized 
transportation network with pickup locations, on-call drivers, and agreements between local 
government, CAGs and the project to ensure cost sharing. For three hard-to-reach upazilas, the 
project provided water ambulances for transporting service providers to carry out routine 
services and refer mothers and newborns exhibiting danger signs. 
 
A communications system for referral support was established using mobile phones and clear 
protocols to quickly mobilize a team at the district hospital to schedule doctors, receive the 
patients, arrange blood transfusions, and ensure service utilization without out-of-pocket 
expenses for patients. The TRAction Project studied the referral pattern of Lakhai upazila of 
Habiganj (using a population-based survey of 4,000 mothers) comparing Lakhai to two other 
upazilas with similar populations and service structures, demographic and geographic profiles, 
and large-scale programs (the BRAC MNCH project in Kurigram and the UNICEF maternal, 
neonatal, and child survival interventions (MNCS) project in Sunamganj district). One of the 
findings was that the average referral cost in MaMoni was about half of what mothers paid in 
the other two districts. This might have been possible because of pre-agreed-upon and 
established rates with transportation providers. 
 
As a result of referral system strengthening, MaMoni has significantly increased referrals to the 
Habiganj district hospital for maternal and neonatal complications (see Figure 7). Because the 
district hospital is one of only two facilities with functional comprehensive emergency obstetric 
care, this will contribute to increased maternal/newborn survival. 
 
  



 
MaMoni Integrated Safe Motherhood, Newborn Care, and Family Planning Project 21 

Figure 7: Quarterly Trend in Referrals to Habiganj District Hospital 

 
Improving Quality of Care and Introducing the SBM-R Approach 

MaMoni introduced the SBM-R approach to quality assurance in five facilities of Habiganj. 
SBM-R has been implemented in over 20 countries and has been found to be effective in 
improving service quality in health facilities. 
 
In 2011, objective standards (with verification criteria) for eight clinical and management areas 
were developed in consultation with district-level managers and representatives from Obstetrical 
and Gynaecological Society of Bangladesh and Bangladesh Neonatal Forum. Baseline assessments 
of five selected facilities were conducted in the last two quarters of 2013 (see Figure 8) and the 
findings were used to develop specific action plans for improving quality at each facility. 
 
Figure 8: Baseline Scenario of Five Health Facilities in Habiganj Using SBMR 

 
Note: Numbers are percentages scored against standards for that technical area. Abbreviations: ANC, antenatal care; FP, family planning; MCWC, 
maternal and child welfare center; PNC, postnatal care; UH&FWC, union health and family welfare center; UHC, upazila health complex.  

 
MaMoni also leveraged funding to address quality gaps in ANC at the facility, outreach, and 
home levels. MaMoni provided diagnostic kits for testing blood pressure, proteinuria, and 
hemoglobin levels for use by FWVs, CSBAs, and facility-based service providers. Screening of 
proteinuria is often not conducted because the standard method requires heating the urine in a 
glass container. As a better alternative, MaMoni provided dipsticks for quick testing at satellite 
clinics. In order to ensure compliance with urine and hemoglobin test-taking practices, MaMoni 
also engaged local government and other stakeholders to make sure handwashing amenities, 
curtains for privacy, and private toilet facilities are available at the satellite clinics, which 
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typically take place at a community member’s house or a public location. In October 2013, only 
39% of mothers receiving ANC had a hemoglobin test and 31% received a urine test. This 
indicates the need for a consolidated push to promote the importance of ANC services. 
 
MIS Strengthening 
MaMoni introduced supplementary forms to capture additional information on, among other 
things, misoprostol distribution, IYCF services, and satellite clinics. In the Poil union of 
Habiganj Sadar, MaMoni also tested a combined register for FWVs in order to reduce the 
reporting workload needed for ANC, delivery, and PNC. The Poil register and reporting forms 
were scaled up in Chunarughat upazila of Habiganj and in two other districts by icddr,b’s 
Routine Health Information System Project. The new national FWV register, expected to be 
rolled out in early 2015, was revised based on MaMoni’s work in Poil union (see box). 
 

Poil Union Management Information System (MIS) Model
The Poil union model strengthened the Directorate General of Family Planning MIS to generate union-based pregnancy 
data and population-based estimates on key indicators. The goal of the Poil pilot was to identify information gaps and 
maintain an effective MIS for improved service coverage of all pregnant mothers and their newborns within the union. 
 
Unique features of the model include the following: 

 Information Listing Process: At community microplanning meetings, community volunteers bring in gathered 
information on pregnancies, births, and maternal and/or newborn deaths from their communities, which is then 
captured in the family welfare assistant’s (FWA’s) registers. The FWA provides the data from the catchment area 
to the family welfare visitor (FWV) during the union follow-up meeting once a month. The FWV then enters the 
complete and updated information on pregnant mothers, births, and deaths in the FWV register. 

 FWV MIS Register: MaMoni facilitated the design, development, and availability of a single FWV register, which 
was approved by the government and piloted at Poil. All relevant information was recorded into one register, which 
is lighter in weight and less of a burden for the FWV to carry and fill in. 

 
Results 
Union-specific population-based estimates, including number of deliveries with a skilled birth attendant present and 
antenatal care rates, can be obtained on a monthly basis. Previously, division-level data would have only been 
available through national surveys every three to five years. The Government of Bangladesh will use MaMoni’s 
experience in Poil union to roll out a national FWV MIS register. 

 
 Strengthening Logistics Management 
DGHS and DGFP currently supply essential drugs and commodities uniformly across unions 
and upazilas, without consideration for variations in population or service utilization. MaMoni 
has successfully advocated to DGFP to address shortages on IFA, particularly postpartum IFA. 
In collaboration with FHI 360’s USAID-supported FANTA III Project, MaMoni leveraged 
additional IFA from the National Nutrition Services. MaMoni also leveraged additional drug 
and dietary supplement kits for distribution in unions with high utilization rates. 
 
OBJECTIVE 5: MOBILIZE COMMUNITY ACTION, SUPPORT, AND 
DEMAND FOR THE PRACTICE OF HEALTHY MNH BEHAVIORS 
Context 
Community participation has only recently been considered in planning by the MOH&FW. 
Through the Revitalization of Community Health Care Initiatives in Bangladesh (RCHCIB) 
Project, the new sector plan formally recommended formation of community groups and 
community support groups to support activities of the Community Clinic. During the ACCESS 
Project in Sylhet, CAGs were found to be an effective channel for collective action on MNH 
issues within communities. Using lessons learned from Sylhet and Habiganj, MaMoni has 
collaborated with the RCHCIB to strengthen the process of linking CAGs with the formal health 
system to improve MNH in communities. 
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MaMoni Approach and Accomplishments 
MaMoni mobilized communities by strengthening the capacity of existing community leaders 
(CVs) to form CAGs in every village and by then linking these groups to Union Parishads (UPs), 
elected representatives from the Ministry of Local Government, Rural Development and 
Cooperatives (MOLGRD&C), where they could contribute to local development planning and 
budget allocation processes. 
Adaptation of Community Mobilization Model from Sylhet  
During the ACCESS Project, roughly 3,000 CAGs were formed in 1,512 villages: 85% of the 
targeted villages in the project upazilas. More than 80,000 male and female community 
members participated in these groups, with equal participation of men and women. However, 
ACCESS’s midterm review found the process to be too resource intensive and so unlikely to be 
replicated by the public sector. 
 
MaMoni made several significant refinements to streamline ACCESS’s community mobilization 
model in Habiganj. Key changes included the following: 

• A shorter consultation process 

• Identification and support to existing community leaders 
who served as CVs to lead the community action cycle 
meetings with emphasized participation of MOH&FW 
and UP representatives 

• Engaged CAGs for health promotion and MIS 
strengthening 

 
MaMoni CVs are completely unpaid, with a maximum of 12 
hours’ workload per month to avoid overburdening. 
Individuals are selected by local UPs; trained by MaMoni 
using a 12-day, tiered training approach; and then linked to 
the health system through the community microplanning 
process. In Sylhet, ACCESS/MaMoni staff formed the CAGs and then selected CVs. In the new 
approach, CVs are selected by the UP, and then trained and tasked with conducting the 
community action cycle process. 

 
Accomplishments in Habiganj 

As of November 2013, a total of 2,132 CAGs had been formed in Habiganj (100% of the project 
target), with 93% of 2,245 villages in the project area having a CAG. See Figure 9 for a snapshot 
of community mobilization activities at that time. MaMoni worked with 7,119 CVs (97% of the 
project target), 73% of them female, to organize monthly CAG meetings. 
 
  

Forming groups, empowering 
the community is a 

commendable feature [of 
MaMoni]. Volunteers educate 

the communities—a great 
mechanism for sharing 

information. 
—Mr. Ganesh Chandra Sarker, 

Director General of Family 
Planning and Joint Secretary, 

MOH&FW 
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Figure 9: Snapshot of Community Mobilization Activities as of November 2013 

 

 
CAGs of Habiganj had a collective emergency fund of BDT 1,283,507 ($16,540) as of September 
2013; these funds are available to be used in maternal and newborn emergencies, such as for 
referral and medicine costs. 
 
MaMoni, through three studies in Sylhet, documented the experience of community 
mobilization and found that CAGs and CVs felt empowered and respected, which has led to 
their active engagement in the CAG process. 
 
Engagement of UPs in MNH/FP/N Activities 

MaMoni engaged local government in three main areas of support:  

• Provision of cash or in-kind contributions for MNH/FP/N services from their existing 
resources (both public funds and human resources) 

• Support for birth and death registration, particularly neonatal deaths  

• Oversight for health facility/worker performance to ensure increased access to services 
 
Each UP has a standing committee called the Union Parishad Education, Health and Family 
Planning Standing Committee, which has a mandate to meet every two months and discuss 
local health issues. In many areas, these standing committees were previously inactive and 
underutilized. MaMoni activated these meetings and ensured that MNH/FP issues are regularly 
discussed, with decisions documented at the union level and sent upward to upazila decision-
makers.  
 
The UP is responsible for issuing birth certificates, documents needed for primary school 
enrollment. They also issue death certificates for mothers whenever there are property 
implications. However, it has not been a standard practice for the UP to issue death certificates for 
newborns. MaMoni advocated with local UPs to initiate better documentation of newborn deaths. 
 
MaMoni has worked with CVs to advocate with UPs to allocate funding in response to MNH/FP/N 
issues that are raised in CAG discussions. Such funding might be used for supplying footbridges or 
stretchers for emergency transportation, constructing access roads, or providing privacy curtains 
for satellite clinics. In 2013, MaMoni conducted a formal orientation with UPs around their role 
and responsibilities. As a result of MaMoni’s actions, all 77 UPs have active standing committee 
meetings every two months, up from 56 UPs in the first quarter of 2012. 
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OBJECTIVE 6: INCREASE KEY STAKEHOLDER LEADERSHIP, 
COMMITMENT, AND ACTION FOR MNH APPROACHES 
Context 
The Government of Bangladesh (GOB) is committed to 
improving maternal, newborn, and child health and has 
adopted pivotal policies and measures to ensure resources 
and services for mothers and newborns. Unfortunately, 
many of these policies have not been implemented because 
of resource constraints and lack of specific directives. 
Existing interventions not being implemented include the 
National Neonatal Health Strategy and Guidelines (2009), 
the Bangladesh Health Policy (2011), the Bangladesh 
Health Care Financing Strategy (2013), and the Bangladesh 
Health Workforce Strategy (2008). In some cases, existing 
guidelines have not been updated (e.g. uterotonic use, dry 
cord care vs. use of chlorhexidine), do not consider 
implications for health services that need to be delivered at 
home (pre-eclampsia/eclampsia [PE/E] prevention and 
management, newborn infection management), or have not 
been scaled up sufficiently to generate impact (maternal 
health vouchers through demand-side financing). In other 
cases, national guidelines and recommendations are 
inconsistent with global ones. 
 
MaMoni Approach and Accomplishments 
MaMoni adopted several approaches: 

• Broad partnership for advocacy and implementation: 
MaMoni cast a wide net with an inclusive approach to 
partnership, reaching out to a critical mass of key partners 
to provide strategic input and support to program 
initiatives. These partners included RCHCIB, BRAC, Plan 
International, CARE Bangladesh and icddr,b to advocate 
for adoption of community engagement as a national 
strategy in October 2011. MaMoni also partnered with the 
Mayer Hashi project of EngenderHealth, icddr,b, Venture 
Strategies Innovations, and BRAC to successfully advocate 
for national scale-up of misoprostol. In May 2011, a 
MaMoni partnership with Obstetrical and Gynaecological 
Society of Bangladesh, Mayer Hashi, BRAC and icddr,b 
convinced the GOB to adopt a new intervention in PE/E 
management at the union level. In addition, MaMoni contributed to USAID’s Global 
Development Alliance with Unilever to promote perinatal handwashing. MaMoni also 
participated in the advocacy and sensitization efforts of the White Ribbon Alliance and 
engaged USAID/MCHIP MNH brand ambassadors to highlight field implementation 
challenges. 

• Participation in national and international forums to highlight MaMoni lessons: 
MaMoni presented program highlights, innovations, and successes in national and 
international conferences, including the MCHIP conference in Dhaka (May 2012), the 
International Family Planning Conference in Senegal (September 2012), and the Global 

Maternal and Newborn 
Health Ambassador and 
National Cricket Icon  
Mushfiqur Rahim 
Mushfiqur Rahim, brand 
ambassador for maternal and 
newborn health and the 
captain of Bangladesh’s 
national cricket team, 
volunteers his time with 
MaMoni to promote health 
awareness messages focusing 
on mothers and newborns. In 
2013, Mr. Rahim visited a 
union health and family welfare 
center and spoke to pregnant 
women and mothers with small 
children, emphasizing the 
importance of community 
health initiatives, prenatal care 
for pregnant women, and the 
use of health facilities for giving 
birth. He also played with 
community cricketers to raise 
funds for rural mothers. The 
event was widely covered in 25 
local and national print media 
outlets, as well as national 
television channels estimated 
to have reached over 3.5 
million readers and viewers. 
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Newborn Health Conference in South Africa (April 2013), among others. The result was a 
cohesive understanding of MaMoni on the part of MOH&FW partners, who were 
consistently positioned as leaders and drivers of the program, as well as exposure of 
national and international stakeholders to the program’s approach and innovations. 

• Support to national initiatives and dialogues: The MaMoni team was strategically 
positioned within the national health, population, and nutrition sectors. Partnerships with 
the GOB, professional bodies, UN agencies, and other key agencies were instrumental in 
influencing several national policies and programs, which had impact beyond the district 
operations in Sylhet and Habiganj. The scale-up and institutionalization of the Helping 
Babies Breathe initiative is a classic example of how MaMoni facilitated the progression 
from evidence to scale-up: strong and targeted advocacy supported by sound program design 
resulted in a quick national rollout with adoption in national policy. 

 
Along with the Saving Newborn Lives Program of Save the Children, the MaMoni-MCHIP 
team was active in the National Newborn Technical Working Group, resulting in policy 
modifications to newly incorporate several newborn interventions, such as antenatal 
corticosteroid and kangaroo mother care for preterm babies, chlorhexidine to prevent newborn 
infection, and introduction of antibiotics at the primary health care level to manage newborn 
infection. As a result of sustained and strategic advocacy by the working group, these 
interventions were incorporated in the Bangladesh Call for Action to End Preventable Child 
Deaths by 2035. 
 
The MaMoni team’s contribution toward developing the policy brief on MNH based on the 
Bangladesh Demographic and Health Survey 2011 provided a realistic policy direction which 
emphasized quality of care, equity, targeted programming, and strengthening strategically 
located facilities and providers. Additionally, MaMoni provided technical and management 
support to the MOH&FW to develop the National Maternal and Newborn Standard Operating 
Procedures along with the revision of the National Maternal Health Strategy. Achievement of 
national consensus through a participatory process involving over 100 professionals from 
public and nonpublic sectors to develop these crucial national documents is a landmark 
success for MaMoni. 
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Cross-Cutting Themes 
EQUITY APPROACHES (SOCIOECONOMIC, GEOGRAPHIC, AND GENDER)  
To ensure equity across the program, MaMoni focused on measures to address socioeconomic 
and geographic challenges and consider issues of gender equity. 
 
Socioeconomic Equity 
MaMoni identified access barriers as one of the challenges of ensuring health service utilization, 
and took specific steps to address them. Examples include bringing services closer to home, 
facilitating referrals, and allocating project and leveraged resources to hard-to-reach and poor 
communities. In Habiganj district, three particularly vulnerable communities were reached 
with customized interventions: tea gardens, urban slums of Habiganj Sadar municipality, and 
the haor (wetland) villages of Ajmiriganj, Baniachang, and Nabiganj. In the tea gardens, 
Sunday is the only day pregnant women are able to receive services due to economic constraints 
and work schedules. MaMoni collaborated with the government to reschedule satellite clinics 
and other counseling activities to Sundays. MaMoni also organized health promotion events, 
including film shows, in the evening to make sure that the men and women of the tea gardens 
could participate. 
 
MaMoni teamed up with SSFP, UPPR Project, and the Mayor of Habiganj to ensure free and 
discounted satellite clinics in 10 additional urban locations, bringing poorer women into service 
coverage. SSFP regularly charges BDT 0.40 (approximately 50 US cents) for ANC services, but 
for women identified under MaMoni, they charged only BDT 0.10 (approximately 13 US cents). 
MaMoni also oriented district hospital and referral management staff to sensitively receive and 
provide services to mothers from slum areas who were referred with pregnancy complications; 
previously, these mothers had been subject to unprofessional care because of their attire.  
 
Geographic Equity 
MaMoni prioritized three upazilas of Habiganj (Ajmiriganj, Baniachang, and Lakhai) with 
challenging topography and unique vulnerabilities due to poor accessibility and bad roads as 
well as extensive poverty. Bringing in additional resources through leveraged funding for these 
three upazilas, MaMoni deployed water ambulances to bring services closer to the remote 
villages. Between April 2012 and February 2013, 82 mothers and newborns with complications 
were transported to Habiganj district-level facilities by water ambulances. Similarly, MaMoni 
purchased three motor vehicles (also with leveraged funding) and placed them in hard-to-reach 
unions of Ajmiriganj and Baniachang. MaMoni also mapped referral timing and cost separately 
for dry and wet seasons to identify difficulties in reaching health facilities and took steps with 
the communities to address them. Figure 10 demonstrates the significant improvement in the 
number of women who received at least one antenatal care visit (ANC 1+) in the targeted 
upazilas. Other upazilas are included for comparison. 
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Figure 3: Increase in ANC1+ among Recently Delivered Women by Upazila 

  
 
Gender Equity  
MaMoni actively piloted interventions addressing gender-based constraints within the 
Bangladesh context. In addition to ensuring service utilization by both women and men, 
MaMoni pursued the following four broad gender-based approaches: 
 
Contribution to Practices, Roles, and Participation 

Through CAGs, MaMoni identified roles and specific actions men could take in promoting safe 
motherhood and FP within their communities. In Sylhet, around 50% of the CAGs are male-only 
groups and around 50% of CVs are men. In Habiganj, 27% of CVs are men, although the CAGs 
are mixed-gender groups. Because of widespread participation by men within the project area, 
MaMoni has been able to promote healthy behaviors, including handwashing, recognition of 
maternal and newborn danger signs, and better awareness of available MNH/FP/N services. 
MaMoni also strengthened referral services, engaging transportation owner associations to 
ensure that services are available at night at a predetermined, agreed-upon rate. 
 
MaMoni activated 77 Union Parishad Education, Health and Family Planning Standing 
Committees in Habiganj and 56 in Sylhet, each chaired by the female elected member of the UP. 
All the UPs have been trained on their role in MNH/FP/N issues, and as a consequence, local 
resource mobilization has been successful. 
 
Contribution to Knowledge, Beliefs, and Perceptions 

The ACCESS Project recruited 286 women from the community in Sylhet as CHWs, and over 
the life of the project trained them to counsel mothers on MNH issues. Similarly, MaMoni 
selected 257 women as CHWs; trained them on FP, misoprostol, IYCF, and other MNH/FP/N 
components; and then deployed them under the government CHW system. The willingness of 
the MOH&FW to provide these women with FWA registers and basic supplies, including 
contraceptives for distribution during FP counseling, attests to the trust and respect these 
women have gained because of their contributions to their communities. 
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In Habiganj, MaMoni supported the training of 43 CSBAs, helped them set up a business in 
their communities as a private service provider, and linked them to the MOH&FW reporting 
system so that their performance is recognized and reported within the MOH&FW MIS. 
 
MaMoni has also developed over 2,000 depot holders, all women, and linked them to the supply 
chain of BRAC and SMC. Through social marketing, many of these women earn enough income 
to support their families in meaningful ways. 
 
Contribution for Increased Access to Resources 

Using CAGs, trained traditional birth attendants, depot holders, and CSBAs, MaMoni secured 
community access to the funds and transportation needed to facilitate referrals during maternal 
and newborn complications. Through community microplanning, pregnant women not accessing 
ANC or PNC services are identified, and MaMoni CVs and CAG members address the women’s 
individual challenges and support them so that they can receive services. 
 
With MaMoni’s facilitation, UPs contributed resources that directly benefited both clients and 
service providers. In many instances, UPs built access roads, water supplies, and private toilets 
in clinics and provided curtains to ensure the privacy and dignity of mothers. 
 
Contribution to Women’s Legal Rights and Status 
MaMoni worked with UPs to strengthen birth and death registrations for mothers and 
newborns. Prior to MaMoni, many maternal deaths would remain unrecorded, and no follow-up 
action would be generated. Due to MaMoni’s advocacy for the use of death audits and sharing of 
these death audits with local UPs, women’s status has been improved. 
 
INNOVATIONS/STATE OF THE ART 
Through strategic collaboration with the A&T Project, MaMoni introduced IYCF in the public 
health sector, one of the first projects in the country to do so. Already a MaMoni/ACCESS 
Project focus, this collaboration used frontline health workers, particularly HAs, to strengthen 
early initiation of breastfeeding and exclusive breastfeeding and introduce counseling on 
complementary feeding for infants between seven and 12 months of age.  
 
MaMoni received special permission in 2011 to introduce misoprostol at the household level for 
prevention of postpartum hemorrhage in Habiganj district in partnership with the USAID-
funded Mayer Hashi project. Based on the results of the pilot, the MOH&FW is scaling up the 
intervention using their own procurement and funds. MaMoni and the follow-on project, 
MaMoni Health Systems Strengthening (HSS), will provide technical support to the MOH&FW 
to ensure rapid scale-up. 
  
MaMoni is the first project in Bangladesh to receive permission to pilot community-based PE/E 
management in Habiganj. In three upazilas—Habiganj Sadar, Lakhai, and Chunarughat—
CSBAs and FWVs screen mothers during ANC and refer them to the district level after 
providing a loading dose of magnesium sulfate. Through leveraged funding, pregnant mothers 
also receive routine calcium supplementation in these upazilas through government providers, 
another first in Bangladesh. 
 
INTEGRATION 
Integrated approaches have been a key factor in MaMoni’s success including the following: 

• Integration between health and FP units of the MOH&FW: Through quarterly 
performance review meetings, MaMoni brought together upazila- and district-level 
managers to address local program issues. MaMoni also jointly reviewed performance data 
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with upazila managers on a monthly basis to identify duplication and omissions in MIS 
data. 

• Integration between MOH&FW and MOLGRD&C at union and upazila levels: 
MaMoni activated the Union Parishad Education, Health and Family Planning Standing 
Committees to ensure participation of UPs in health decisions and ensure resource 
allocation by UPs for health needs in their communities. 

• Integration of IYCF in the MNH/FP service delivery mechanism: The new HPNSDP 
2011–2016 has outlined guidelines for mainstreaming nutrition through existing health 
and FP service delivery mechanisms. MaMoni is the first project to implement this in 
collaboration with FHI 360’s A&T Project and the Institute of Public Health and Nutrition 
under DGHS. Both Habiganj and Sylhet district DGHS and DGFP master trainers were 
trained on IYCF, as were all outreach workers (FWAs, HAs) and service providers (FWVs, 
subassistant community medical officers) of Habiganj. Following the training, FWAs and 
HAs reported IYCF counseling through a supplementary monthly reporting form. 

• Integration of community and health systems through community 
microplanning: Community microplanning is one of the few mechanisms in Bangladesh 
where data provided by community members are included in the health system’s MIS and 
reported at a national level. Community members identify maternal and newborn deaths, 
which were not previously reported by formal health providers; this has led to death 
audits being conducted by government supervisors. 

 
PARTNERSHIP AND LEVERAGE  
As shown through project results during the life of the project, MaMoni has modeled achieving 
maximum impact through partnership. As examples, in Habiganj Sadar municipality, 
MaMoni partnered with the United Nations Development Programme’s UPPR Project to 
piggyback on the existing Community Development Committees to promote utilization of 
government services for mothers and newborns. For two of the slum areas in Habiganj Sadar, 
MaMoni partnered with USAID’s SSFP—along with SSFP’s network of 26 local NGO 
health service providers—to increase the number of outreach clinics (from an existing four 
clinics to 14) for reaching mothers with ANC services at a discounted price. 
 
For the entire district of Habiganj, MaMoni recruited 1,823 depot holders and linked them 
with BRAC/SMC’s supply chain to ensure sufficient stock of contraceptives and IFA. 
 
MaMoni leveraged funding from Venture Strategies Innovations (estimated in kind $40,000), 
the Gates-funded A&T Project ($126,000), Korea International Cooperation Agency/Save the 
Children Korea ($1.2 million), Save the Children UK ($1.1 million), and Seoul Broadcasting 
Services ($80,000) to renovate and construct facilities, undertake long-term training, hire 
additional providers, and procure essential drugs and supplies. Additionally, MaMoni has 
leveraged approximately $35,000–$40,000 from CAGs and UPs (local government) in the life of 
the project. The support has included high-cost activities such as creating access roads and 
culverts and renovating clinics, as well as the contribution of support staff in clinics and the 
procurement of equipment, drugs, and supplies. 
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Recommendations and Way Forward 
Over the last five years, MaMoni has successfully addressed MNH/FP/N issues in partnership 
with the MOH&FW and key stakeholders in Bangladesh. Building on these achievements, the 
MCHIP consortium has received funding to scale up MaMoni in seven new districts through the 
follow-on MaMoni HSS Project, which will continue through September 2017. MaMoni HSS will 
build upon the lessons learned under MaMoni to address the MNCH/FP/N recommendations 
summarized below: 

• An integrated and comprehensive approach is key to cost effective intervention: 
To ensure that lifesaving interventions are available and accessible along the household-to-
hospital continuum of care, it is essential that a comprehensive approach is used in the 
provision of health services. MaMoni strengthened MNH/FP/N services within this 
framework. Instead of introducing vertical programs, MaMoni sought to create change 
within the districts through an integrated approach with multifaceted structural, technical, 
and operational systems. This method of working allowed the interventions to be more cost 
effective and obtained widespread leverage and support from diverse stakeholders at the 
community and national levels, ultimately ensuring acceptance and success. 

• Participation of local governments and community groups provided important 
leverage opportunities: Local institutions, including elected public representatives, 
played an important role in bolstering the success of health care services in Sylhet and 
Habiganj. MaMoni secured widespread local government support and engagement on health 
and nutrition issues, including funds provided by local government, a key achievement of 
the project. CAGs were present in 93% of the 2,245 villages in the Habiganj implementation 
area and have collectively set aside around BDT 1 million for emergency funds. Some of the 
emergency funds have been used to support health facilities and workers with activities 
such as repair of tube wells and facility access roads and provision of blood pressure 
monitors, weight scales, furniture, and privacy curtains. 

• Partnership is critical to success: Partnership with local NGOs and professional bodies, 
not only directly through grants, but also through collaboration on advocacy and 
programming, paid back well. In many situations, the long-term experience and expertise of 
local NGOs lent MaMoni broad acceptance in communities. In national advocacy forums, 
Bangladeshi professional bodies stepped up to prompt changes that would have been 
impossible for MaMoni to achieve alone. For the first time, injectable magnesium sulfate is 
being administered at a union level, chlorhexidine is being applied by government providers 
both at home and health facilities, neonatal resuscitation using the Helping Babies Breathe 
protocol is being applied in the home setting by CSBAs in Habiganj, and a Special Care 
Newborn Unit (SCANU) is operating at the upazila level in Sylhet. These successes were 
possible because of champions within the MOH&FW and professional bodies.  

Partnership with the GOB has been rewarding. Initially, earning mutual trust was 
challenging, but trust was reached through dialogue. MaMoni has shown that it is possible 
to work closely with the GOB as the government and program change and develop through 
mutual support.  

• Continuous innovation is critical to maintaining visibility and acceptance: MaMoni 
has served as a testing ground for state-of-the-art interventions such as misoprostol, SCANU, 
chlorhexidine, calcium supplementation, injectable magnesium sulfate, IYCF counseling by 
government providers, and postpartum IFA distribution by FWAs in home visits, among 
numerous examples. In many ways, piloting initiatives and then demonstrating results to 
advocate for scale-up to the national level provided MaMoni with credibility, visibility, and a 
leadership role in Bangladesh. Through innovations in interventions and service delivery 
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mechanisms, MaMoni has not only improved the health system, but also changed the 
MOH&FW’s vision and targets for developing the health system.  
Another key example of MaMoni’s piloting of an intervention was the way the program 
temporarily filled staff gaps as a method of convincing the MOH&FW to address critical 
human resource issues, since the ministry does not typically have sufficient resources to 
fill all positions. MaMoni was able to use gap management as an opportunity to educate 
the MOH&FW and have them focus on active recruitment for vacancies.  

• Training and capacity-building needs to be linked to supervision and quality 
assurance for performance improvement: While a not-insignificant gap in service 
provider capacity needs to be addressed via trainings, MaMoni found that a comprehensive 
systems approach includes focusing on supervision and quality assurance to improve 
provider motivation and retention of skills and increase service utilization. In many areas, 
additional investment beyond initial planning, including provision of job aids, was required 
to achieve a high level of performance. Trainings need to be linked with performance and 
providers require support to achieve a results- and performance-oriented manner of 
working. MaMoni collaborated with the MOH&FW, MOLGRD&C, and communities to keep 
health providers, local NGOs, and the government accountable. 

• Data reporting and use: Using government MIS data within the project, MaMoni realized 
quickly that these data are not complete for decision-making purposes and data quality is a 
critical issue at many levels. The Bangladesh Demographic and Health Survey’s division-level 
estimates do not allow for district-level decision-making. MaMoni piloted the Poil union model, 
which uses FWV registers and community microplanning to determine union-level data 
estimates on population-based health indicators. This pilot demonstrated that, without 
investing heavily and by simply making slight adjustments to MIS data, health providers can 
have an improved ability to make decisions. MaMoni not only provided support to improve the 
GOB’s health management information and data collection systems, but also invested in giving 
providers the skills to use the data for decision-making at all levels. 

• Demonstration followed by advocacy is critical for health systems reforms: 
Decision makers need solid evidence to embrace reform. MaMoni, through continuous 
engagement, caught the attention of policymakers who then supported MaMoni’s issues. 
Advocacy successes were shaped by MaMoni undertaking demonstration activities at the 
district, upazila, and union levels, and using lessons learned and small-scale 
accomplishments to advocate for change nationally. 
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Appendix B: Success Stories 
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Appendix C: List of Presentations at 
International Conferences 
Jahan R. Engaging communities to help mothers and newborns: MaMoni experience from 
Bangladesh. Presented at: Global Maternal Health Conference; August 30–September 1, 2010; 
New Delhi, India.  
 
Kabir, N. Delivering postpartum family planning in an integrated MNCH -FP- nutrition 
package: MCHIP-MaMoni case study from Bangladesh. Presented at: International Conference 
on Family Planning; November 29–December 2, 2011; Dakar, Senegal. 
 
Mannan Imteaz. Home based newborn care in Bangladesh: successes and challenges. Presented 
at: Global Newborn Health Conference; April 15–18, 2013; Johannesburg, South Africa.  
 
Mannan, Imteaz. PNC in Habiganj. Presented at: Asia Regional Meeting on Interventions for 
Impact in Essential Obstetric and Newborn Care; May 4–6, 2012; Dhaka, Bangladesh.  
 
Mannan, Ishtiaq. Engaging communities to help mothers and newborns: MaMoni experience 
from Bangladesh. Presented at: Women Deliver Conference; June 7–9, 2010; Washington, DC. 
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Appendix D: List of Materials and Tools 
Developed or Adapted by the Program 

PROGRAM AREA DOCUMENT TITLE PRODUCED BY LANGUAGE

Training MaMoni MNH-FP Training Manual for CHW, 
FWA, HA 

Save the Children Bangla 

Training MaMoni Training Manual for Service 
Providers/Paramedics (FWV, SACMO, HA) 

Save the Children Bangla 

Training Basic Communication (Facilitation) Skills 
Training Manual 

PHD Bangla 

Training MaMoni Injectable Training Manual Save the Children Bangla 

Training MaMoni Community Mobilization Training of 
Trainers Manual 

Save the Children Bangla 

Training MaMoni Community Mobilization Training 
Manual 

Save the Children Bangla 

Training MaMoni Community Mobilization Operations 
Manual 

Save the Children Bangla 

Training MaMoni Supportive Supervision Trainer’s 
Manual 

PHD/Save the Children Bangla 

Program evaluation/ 
research 

Mid Term Evaluation of Maternal and 
Newborn Health 2010, Sylhet 

 icddr,b English 

Program evaluation/ 
research 

Baseline Evaluation of Family Planning 2010, 
Sylhet  

icddr,b English 

Program evaluation/ 
research 

Baseline Evaluation of Maternal and Newborn 
Health, Habiganj 

icddr,b English 

Program evaluation/ 
research 

Baseline Evaluation of Family Planning, 2010, 
Habiganj 

icddr,b English 

Program evaluation/ 
research 

Final Report of Verbal Autopsy 2010, 
Habiganj 

icddr,b English 

Training MaMoni Module 2 Trainer’s Manual Save the Children Bangla 

Training MaMoni Module 2 Participant’s Manual Save the Children Bangla 

Training Prevention and Primary Management of PE/E 
Trainer’s Manual 

OGSB/ EngenderHealth Bangla 

Training Prevention and Primary Management of PE/E 
Participants Handout 

OGSB/ EngenderHealth Bangla 

Job aid PE/E Algorithm Job Aid Poster OGSB/ EngenderHealth Bangla/English 

Program evaluation/ 
research 

Endline Evaluation of Family Planning, 2012, 
Sylhet 

icddr,b English 

Program evaluation/ 
research 

Endline Evaluation of Maternal Newborn 
Health, 2012, Sylhet 

icddr,b English 

Program evaluation/ 
research 

Midline Evaluation of Family Planning, 2012, 
Habiganj 

icddr,b English 

Program evaluation/ 
research 

Midline Evaluation of Maternal Newborn 
Health, 2012, Habiganj 

icddr,b English 

Training Training Manual for Union Parishads PHD/Save the Children Bangla 

Training Community Microplanning TOT Manual PHD/Save the Children Bangla 

Training Community Microplanning Training Manual PHD/Save the Children Bangla 

Training Community Microplanning Training Video Save the Children Bangla 

Abbreviations: CHW, community health worker; FWA, family welfare assistant; FWV, family welfare visitor; HA, health assistant; icddr,b, 
International Centre for Diarrhoeal Disease Research, Bangladesh; MNH-FP, maternal and newborn health and family planning; OGSB, 
Obstetrical and Gynaecological Society of Bangladesh; PE/E, pre-eclampsia/eclampsia; PHD, Partners in Health and Development; SACMO, 
subassistant community medical officer; TOT, training of trainers. 
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