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INTRODUCTION
 

The debate over the integration of maternal and child health with family 

planning has lost much of its intensity over the past fifteen years. 

Consensus has been reached in many 
nations and international organizations
 

that family planning services are an essential public sector activity and
 

that these services must be tied to other areas of health and development. 

The idea of integration has broad ideological and political appeal, 

symbolizing for many thp positive values -ssociated with desired outcomes of 

programmatic action: health and welfare for all. Nonethel.ss, the practical 

and operational issues :f how services are to be effectively delivered in
 

rural areas of the Third World remain ofcen unresolved. Especially lacking is
 

an understanding of the pervasive 
constraints In the implementation of 

integrated service packages through large-scale nat:ional programs. 

Arguments in support of integrated services are often conductea in terms 

of what is desirable, rather than what service modalities are feasible within
 

ministry-of-health bureaucracies. Moreover, it is seldom appreciated that 

operational constraints affect the delivery of maternal and child health and 

family planning services in very much the same way. The administrative and 

operational barriers that Drevent delivery of quality care 
in family planning
 

often stand in the way of effective delivery of MCII services as well.
 

Closer attention to the realities of program implementation in resource­

poor bureaucracies is required 
in order to establish wfhat combination of
 

services might most effectively be offered, and how existiag constraints to 

integrated service delivery could be overcome. This 
paper provides such 

bckground through a micro-arnalysis of interactions between female 

fieldworkers and women in rural Bangladesh, and a discussion of the broader
 

organizational constraints which hamper servi,;e delivery. Focus will be on 

the female fieldworker in the government health and family planning program 

http:Nonethel.ss


since in this setting she constitutes the 'ey link to rural women.
 

We argue that the fieidworker, herself a rural woman, is faced with
 

considerable demand for both MCH and reprocuctive health care services, but
 

that operational constraints prevent her froma realizing her potential in both
 

of these areas. Qualitative data show that, in the eyes of rural women, 

contraceptive use and health care are intricately intertwined, and that this 

often confronts the worker with a ;:ange of questions which she cannot 

competently address. Given current fieldwork routines, MCH functions at times
 

Lompete with the performance of family planning tasks, but in large measure,
 

the delivery of MCH services is relegated to a secondary role because the 

service system provides little opportunity or encouragement for effective
 

intervention.
 

BACKGROUND AND METHODOLOGY 

The female worker (Family Welfare Assistant, FWA), of the government 

health and family planning program functions under the control ot the family 

planning wing of the Ministry. Citrrently she covers an average population of 

7500. Her job description includes duties in both family planning and MCH. 

In the area of family planning, she is responsible for information, education
 

and motivation, distribution of contraceptives and referral for clinical
 

methods. In the area of MCH she is required to provide pre- and post natal
 

advice, distribute oral rehydration packages (ORS) and refer for tetanus and
 

DPT immunization.
 

The female worker is supervised by staff connected with the rural health
 

center at the subdistrict level, which provides both preventive and clinical 

services under the care of several physicians for an average population of
 

200,000. The rural health center acts as administrative headquarter for 

family planning and preventive health measures undertaken by the government.
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Technical support to the female outreach worker is the responsibility of a
 

a population of
female paramedic who works at a rural subcenter covering 


of is on fieldworkers'
approximately 20,000. The main focus this paper 


have some contact with the
interaction with rural women, because only they 


large majority of rural households at regular intervals. The rural health 

subcentres see only a small proportion of the population.
clinic and its 


The data presented here were collected in connection with the MCII-FP 

Extension Project of the International Centre for Diarrhoeal Disease 

Research, Bangladesh (1). The Project works in collaboration with government 

officials in two sublistricts of rural Bangladesh to achieve improvements in
 

the management and quality of health and family planning service delivery and
 

to test promising service innovations. Research on program operations and 

service impacts makes it possible to assess program functioning prior to,
 

during, and after itte 'ventions.
 

Part of this paper uses qualitative data based on observations of the 

female workers and rural women during the workers' regular
exchanges between 


household visits. A total of 65 encounters between 22 workers and rural women
 

of reproductive age wcre observed. Some, but not all of these workers, had
 

received special training from the Extension Project (2). The paper is based
 

on a content analysis of translated conversations and fieldnotes (3). We 

quote extensively from conversations to provide a contextual understanding of
 

the worker's initiatives and the perspectives of rural women. Each case 

presented is drawn from observations of a different worler.
 

with observations
Data on worker-client interactions are supplemented 


about the nature of program operations at the level of the field, union and
 

rural health complex. These observation are based on findings from 

on the experience
operations research studies conducted by the project, and 
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project staff have acquired in the course of their close association with the
 

government service program.
 

FAMILY PLANNING AND IIEALTII - PERSPECTIVES OF RURAL WOMEN 

Family planning in Bangladesh, while more acceptable now than in the 

past, still raises a multitude of concerns in the minds of rural women.
 

Foremost among these are anxieties about the health consequences of 

contraceptive use. Arguments over Lhe need for services in MCII, as opposed to 

family planning, at times imply that the latter are separate and distinct 

from health issues. Field observation, however, reveals that there is hardly 

a moment in the daily work routine of the female worker when she is not 

corfronted with issues about women's health while dealing with family 

planning services.
 

From the perspective of rural women, family planning is a major health 

issue. For many users or potential users, the perceived health costs are
 

considerable; in fact most rural women perceive the health risks of
 

contraceptive use to be far more extensive than those medically indicated. In
 

their vi.ew, there is no distinction between the actual side-effects of, or 

complications from, contraceptive use, and general health problems. Most 

health complaints which occur subsequent to adoption of contraceptive methods 

are attributed to family planning. 

The field worker encounters a population of women with extensive health
 

care needs, most of which go unattended due to the scarcity of available and 

accessible medical and health facilities. Women turn to the worker in the 

hope that she will provide solutions to their multiple health concerns, but 

she is ill-equipped to address these effectively and recognizes that service
 

capacities at the level of the subcentre and the rural hospital are also 

limited. 
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show that 	 clients often link
We present two examples front the data to 

major suffering to the use of contraception, and request support and 

assistance from the worker.
 

case I :Fear of the IUD
 

consented 	 to
The worker is leaving the house of a woman who has just 

two other womeki
adopt the 	 IUD. The client tollows her out of the house with 

of the family, and asks:
 

not do any harm to me?
Woman: 	 Are you sure that the Copper T will 


No, no, you will be alright.
Worker: 


close to the worker and asks:)
(One o' the other women comes 

2nd woman: Will she have any problem with that? 

what she might have if she takes that thing.
3rd woman: I am not sure 


No matter 	 what reassurance the worker provides, anxiety about "that 

the new acceptor, 	but among other
 
thing" lingers on, 	not only in the mind of 


might in 	 fact "ruin one's life" by 
women in the family. Evidence that one 

hand:using contraception, appears readily at 


case 2 Fear of the pill 

Woman: We heard that if the pill is suitable for someone, then it is 

alright. But if not, she will be ruined. 

Worker: 	 Who told you that?
 

for a long time 
Woman: 	 One of the neighboring women is suffering 

because of the pill. 

other disease.
Worker: Go and ask clearly, she must have some 


suffering from
correct that the woman is
In all likelihood 	the worker is 


the use of the pill, but in the minds of the women she
 
a disease unrelated to 


pill use leads tu extensive suffering is both
 
visits, the zhoughL that 


provide additional evidence on
 
plausible and frightening. Later examples will 


this point.
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The worker attempts to address women'c fears with reassurance and with
 

the argument that not all subsequent i1.iaess is associated with contraceptive
 

use. This same approach is repeated in the following case, which begins to 

show the ]limits to che worker's ability to provide relief. To obtain 

vitamins, she must refer women to the hospital, which is uually miles away 

from their residence. Supplies for general distribution in the field are 

usually not provided.
 

Case 3: Reassurance and Referral
 

The worker is in a household where she talks to several women of 

reproductive age. One of the women, an IUD user, compliins to the worker: 

IUD Client I feel weak and get headaches often; sometimes also white 

discharge, which is a nuisance. 

(The worker checks her eyes:)
 

Worker: These symptoms are very common for the first few months.
 

IUD Client: It is not new, about four to five months. I never had this
 
problem last time (with her first IUD). 

Worker: It has onl] y been two months, not four or five. You will be 

a] right. 

IUD Client: I had no problem initially and I was healthy like she. But 

now I feel so weak that it is difficult to do all the 
household work. 

Worker: Don't you feel that you are doing more hard work now than before? 

Otherwise what is the problem? Truly speaking, you do not have 
enough blood. (i.e. she is anemic) 

(checks her eyes) 

IUD Client: My husband was asking me to tell you about this - what 

medicines should I take to get well? 

Worker: Get some vitamin tablets from the hospital. 

IUD Client: You get some for us.
 

Worker: 	 I will try. But the officials usually do not want to give medi­

cines to us without the patient. The other day I saw one worker
 
who came to the rural health clinic and asked for some medicine
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for the tubectomy client after taking the stitches out. But she 
did not get any. If things are like this, how can we work? And 
if we cannot give some medicine to the patients, how can we get 
more clients? 

While the worker is capable of identifying a most basic medical need ­

iron for anemia - she must rely on hospital referral, not because of her 

lacking competence, but because there is currently no provision for field 

distribution of iron tablaets or any other medical supplies in the government
 

program.
 

Not only does the worker lack medical supplies needed for basic
 

treatment, she also lacks technical training and the orientation to deal with
 

more complex issues. For example, a standard response, when faced with
 

complaints in the first few months after IUD insertion, is to encourage
 

patience, and reassure the woman that her health will improve in the near 

future. The worker does not pursue contraceptive follow-up with systematic 

questions about the woman's menstrual cycle, but discards complaints about 

white discharge without further exploration to assess whether referral to the 

subcentre or rural hospital is indicated. Screening for risk factors has niot 

been part of her training and is not encouraged through the supervisory
 

process. The female worker's inability to address technical issues is also
 

reflected in the next case of a vaginal infection subsequent to a tubectomy.
 

case 4 : Tubectony Follow-Up
 

Worker: How are you ?
 

Woman: Just pulling on.
 

Worker: You have any problems, difficulty?
 

Woman: Yes, I have some difficulty.
 

Worker: What are these?
 

Woman: I can't say these in front of everyone.
 

(she takes the worker aside)
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I 

Ever since I have had my operation done, I have been reeling a 
sense of itching in my vagina. I have never experienced this 
before. I have had three children, one boy and two girls, but 
have not had this kind of difficulty. 

Worker: (turning to the observer) 

What do you think this is, what should she do?
 

(turning finally to the woman:) 

Why don't you go to the hospital? 

Woman: I have been there. They do not give the right medicine. 

Worker: Come on a day when I am there, come on Wednesday. I will see that 
they pay some attention to you. 

The worker knows nothing about gynecological infection, which is not 

covered in her training. Not knowing how deal with theto situation, the 

worker 'irst turns to the observer (who had been instructed not to 

participate In service delivery), and then referralsuggests to the rural 

health cetre, only to learn that the woman had already been there but had 

not received satisfactory treatment. Promising to intervene on the client's 

behalf if she made another attempt, the worker reveals that effective service 

delivery at the rural health centre cannot be taken for granted. Or, as is 

illustrated in -he following case, where the worker visits a woman who had a 

tubectomy three years pteviously, referral to either the local subcentre or 

the health centre produces a request to accompany the client.
 

case 5
 

Worker: Tell me what is the problem?
 

Woman: For the last few months I feel like something is poking in my 
abdomen. 

Worker: Do you feel that always? 

Woman: No, not a]l the time but some time. And then I also had head 
spinning. I cannot look upward. I feel 
like lying in bed - not
 
doing any household work.
 

Worker: 
 I think you should first go to our visitor apa (female paramedic) 
at the clinic and take what medicine she gives you. If that does 
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not work, then go to our new hospital at N.H.
 

Woman: I will not be able to go. You should take me there. I don't know 

people there and I have never gone on ny own. 

In a society which values female secu.iion, it Is unusual for a woman to 

leave the vicinity of her household. When she must do so, however, social 

travel. Because she is known and trusted, thenorms prohibit unaccompanied 

worker can serve as a link to the unfamiliar and distant service system. She 

of clinical methods to the subcentre or ruralgenerally accompanies acceptors 

health complex. For other cases, she sometimes makes arrangements to
 

go to the health complex for meetings oraccompany women when she has to 

other administrative matters. Given her current work load of quarterly visits
 

to a population of 1,250 women, she cannot respond regularly to such requests
 

for accompaniment.
 

Family planning and women's reproductive and general health care are 

of medical
empirically a single dimension. Rural women associate a range 


complaints with contraceptive use, whether or not. they actually constitute 

side-effects and complications. These complaints do not fall under the
 

rubric of what is conventionally thought of as maternal health, namely the 

health care needs arising from pregnancy. From the perspective of rural 

reproductive health concerns are of great consequence. Contraceptivewomen 

users expect help from the female worker, but the best she can do is to
 

provide reassurance and referral to the rural health centre. Most of the 

issues raised are currently beyond the worker's competence, and as we shall 

show later on, service capabilities at the rural health complex and the
 

subcentre to address these needs are also limited.
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MATERNAL AND CHILD HEALTI: A SECONDARY CONCERN OF TRE FAMILY
 

PLANNING WORKER
 

Concerns about women's reproductive and genera] health discussed in the
 

previous section are only one set of issues which the worker cannot 

adequately address. There is both need and demand for her to provide to
care 


children and pregnant women, that is to cover areas that
the are
 

conventionally defined as maternal-and-child health functions. The cases 

presented in the following section indicate that her assistance in these 

areas is as limited as her ability tu respond to women's reproductive health
 

concerns.
 

There are several examples in the observations where MCII issues were 

neglected even though urgent attentLon was needed, especially in cases of 

severe diarrhoea] disease or acute respiratory problems in children. Even 

though MCH is formally part of the worker's job description, she did not make
 

any effort to provide assistance. She seemed to perceive these functions as
 

entirely outside of her realm of work, showing no more concern than for the 

education of the woman's children, or the husking of paddy in the courtyard. 

Competition with the family planning task is at least a partial 

explanation for the neglect of MCII duties. This is sc-gested in the following 

case where a young mother i. coucerned about the health of her small child, 

but the female worker has great difficulty shifting attention from family 

planning to the child's problems.
 

Case 6: 

The worker is in a household which she has obviously not visited for 

quite a while. While she is busy asking women about their children and
 

recording the names in her record book, a young woman, whose little boy is 

crying in her lap, tries to catch the attention of the worker. Finally she 

says, almost shouting: 
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Young mother: Listen me... you know thatto Do this little boy has loose 
stool? What can be done about this?
 

The worker does not answer, but conti nes to write down names in her 

record book. She then turns to the daugjhter-in-law, asking whether she has 

had a period siLnce her baby was born? The conversation among the worker and 

the women contLnnoe to be focused c,- family planning concerns, until finally 

the young mother once again proclaims: 

Young mother: Listen, my son has loose motions. 

Again the worker continues to talk to another woman about family 

planning. The young mother repeats her question again; at this point the 

worker responds: 

Worket. Who has diarrhoea? What does the stool look like? 

But she immedlaLJ% crets distracted by questions from another young 

woman, who asks the worker whether she has given her husband a supply of 

pills recently. The conversation continues with this woman until the young 

mother mentions her son again, and the worker asks: 

Worker: How many times did he pass stool today? 

Mother: Two to th[ee times. Give some medicine. 

Worker: How is the stool? 

Mother: Whatever he is eating, he can't digest the food. 
Indigestion is the problem. 

Worker: You have to see a doctor. 

Mother: We saw so many doctors.
 

Worker: Which doctor have you seen for him? 

Mother: X doctor in Y 

Worker: Did he see the baby? 

Mother: No, his father brought some medicine. 

Worker: Go and see the doctor with the baby.
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Once the worker focuses on the child's problem, referral to the doctor 

is her only recourse, demonstrating her limits in addressing MCI! tasks. But 

one should riot conclude that the shift from fatly planning to MCH is always 

a difficult one. In the following example the worker moves smoothly frod 

family planning to maternal and child health, showing the natural affinity 

between these fields.
 

Case 7:
 

The family planning worker reaches the house of a young woman who had 

four children in rapid succession, but In each case the child died soon after 

birth. The worker tells cLe woman that it would not be good for her health 

to become pregnant again soon, and insists thac she will not leave the house 

unless the woman accepts a method of family planning. The woman gestures 

towards her mother-in-law to indicate that the decision lies with her. The 

worker and mother-in -law then discuss various methods, settling on 

injectabies, but when the worker asks about the date of her last period, she 

discovers, to her dismay, that the young woman is prcbably pregnant again. 

Worker: 	 I know that you want a baby, but so soon? You really got pregnant 
just after the delivery - right? 

Woman: 	 How do I know? 

(The mother-in-law makes a sound indicating she just realized her daughter­
in-law is pregnant.) 

Worker: 	 Do you feel pregnant now?
 

Woman: 	 Can anybody say that unless the baby moves? 

Worker: 	 All pregnant women can say that. Anyway, if you are pregnant, then 

I have nothing to say. But if not, then inform me through someone 
on the fifth day after you get your period. I will come and take 
you to the clinic for injection. 

After a moment she adds:
 

And if you don't get your period, then you are sure that you are 
pregnant. 	 You should eat Jots of vegetables, if possible one half 
boiled egg daily, and drink lots of water.
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Sister-in-law: Yes, you need good food. 

Worker: 	 The baby gets food from the mother, so you need to eat double the 

amount you usual ly eat. The baby takes blood from the mother. That 

is why pregnant women beccme anaemic. For that at least once a day 

cook a Khichuri (rice and pulse) with rice, some red lentil and all 

other vegetables - cook it and eat It. DoLI't give it to anybody 

else In the house -- this Is only for you. 

Both the young woman and the worker laugh together. 

Worker: 	 Some people take vitamin pills but food is better than pills, good 

for blood. Actually, I did not think that she is again pregnant so 

quickl y. 

Sister-in-law: Nlhich vegetables have most vitamins? 

Worker: 	 All vegetables, but Kochu Shak (spinach) is best. 

Mother-in-law: I did not know that she was pregnant. 

Worker: 	 And this time you shou'd not stay at home. You must go to the 

clinic every month and check every monith -- what is the condiLtion of 

the baby, ok? You should 'et a card from there and get the 

necessary medicine. Whet, it will be five months, vet a TT injection 

from the clinic, and then at seven months, the second dose of FT. 

(The worker continues to advise the young woman, and leaves the house saying 

she will be back again soon.) 

In this particular case the worker treated the pregnancy as well as she 

could have been expected to, providing nutritional advice and insisting upon 

regular clinic. visits for monthly check-ups and later on for tetanus 

immunization. It cannot be assumed, howe\,er, that all pregnant women receive 

even this level of advice. Moreover, almost anyone could have identified 

this case as a high risk pregnancy, and the worker certainly treated it as 

such. Whether she has the competence to diagnose less obvious cases is 

doubtful.
 

Other instances of MCI care noted during observations are advice on 

deworming, scabies, and immunization. Perhaps the most standard MCH measure 

taken is to suggest to mothers that they take their children to the rural 

hospital for immun37ation. As we saw above, this suggestion almost inevitably
 

leads to 	 the request to be accompanied. On the whole, though, these 
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observations revealed that MCII is a secondary concern, and that the worker's 

ability to provide assistance is severely constrained. 

CONSTRAINTS ON TIHE FIELDWORKER'S DELIVERY OF' MCII AND 
FAMILY PLANNING SERVICES
 

The female worker is an Lmportant link between the health and family 

planning program and rural women. This linkage function is especially 

import-ant in light of cultuural constraints tl'at often prevent women from 

seeking care at subenters or at the rural hospital. Use of co:traception 

raises frequent questions about women's health, and the need for MCII services 

is extensive. However as we saw above, while there is an important role for 

the female iorker, her contribution in both of these areas has been limited. 

When MCI appears at times seco-idary, this does not result from any intrinsic 

disinterest in this line of work but is produced by a set of operational 

constraints which in large measure affect the worker's perFormance in both 

MCH and family planning. Key dimensions of these constraints on effective 

performance are outlined below. 

Density and Work Motivation: Female workers always tend to be in a hurry.
 

They have to cover a large work area, and are unwilling to spend long hours 

in the field. They are not particularly interested in MCH because il adds to 

an already heavy burden of work. Unfavorable worker-to-population ratios and 

low overall work effort are key factors explaining these tendencies.
 

The current female worker-to-population density does not favor close 

relationships with rural women. The female worker covers an average 

population of 7,500, and requires app'oximately three months to complete one
 

round of household visits to an average of 1,250 eligible women. This assumes
 

the worker visits about twenty households a day, six days a week, with some 

allowance made for meeting days. Such a schedule implies that she has five 
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al., 1987). If theminutes available for each household visit (Kobl inksy et 

near the worker's residence, her task wouldtwenty households were located 

be relatively mauqgeable. But since a worker is responsible for several 

villages, she must frequently walk for more than an hour before reaching some 

of the householus in her area. 

time in the field as is expected.Moreover, %,orkersdo not spend as much 

[n the government bureaucracy generally, but even more so in field positions, 

where presence on the job is less easily monitored, actual working hours 

often amount to no more thau half, possibly less, of the expected number 

(Simmons, et a .,1984). This is also '1orne out by longitudinal survey 

which ;how worker-cl lent contacts at levels considerably belowfindings 

mandated patterns (Clark et all., 1986). 

In one of the areas :;tudied, almost one third of the women had not been 

contacted by a female fieldworker in a two year period. And among those who 

had been contacted a considerable number reported that the worker had neither 

talked to them nor distributed contraceptives in the course of their visit. 

interest is to sign the householdThese are instances where the worker's sole 

house, to convey to her supervisor thevisitation card kept in the client's 

impression of regular visits. 

Low worker-to-population ratios coiThin-d with low work effort detracts 

from MC11, just as it affects the quality of care in family planning. While 

MCIH tasks may add to the credibility of the worker, they also add to the 

amount of time she must spend iii a household. And, as we saw in the case 

studies, an MCH emphasis inevitably produces requests to accompany women to 

tbc rural subcentre or hospital. the worker generally takes IUD acceptors to 

to the rural health centre. The smallthe subcentre, and tubectomy clients 


part intended to compensate
referral fee she rece.ves for such clients is in 
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for the extra effort involved. She sometimes has to spend thc- night at the 

health centre to artend to her client. Given such demands, the size of her 

work area and transportation difficulties, and the fact that referral fees do 

not exist for MCII care, she does not respond to many MCH requests. 

Worker's Technical Competence and MCII Supplies: Most female workers have 

acquired considerable skill in educating women about contraception and 

persuading thei, of the importance of limited childbearing and spacing 

(Simmons, et al., 1988). They also have some general knowledge about the 

type of advice to give for pregnancy and for the care of small children. 

Nonetheless, the worker's technical rompetence to provide quality care in 

both MCII and family planning is limited. She cannot screen amily planning 

acceptors for contraindications and is capable of identifying only the most 

obvious high risk pregnancies. Fhe often lacks the detailed knowledge 

necessary to provide useful advice to mothers, for example, nutritional 

advice on the type and amount of food to be given at the time of weaning. 

Such advice could make a significant contribution to child development. 

An additional factor which militates against the effective delivery of 

integrated services is the worker's inability to provide preventive or 

curative medicines. She carries only contraceptives, and no medical/MCH 

supplies of <iy kind. MCHI supplies currently approved for field distribution 

in the government program are Vitamin A for the prevention of nightblindness, 

and oral rehydration salts (ORS) for the treatment of diarrhoea. Vitamin A 

capsulcq are distributed twice a yaar by male health workers, who work under 

the administrative control of the health wing of the ministry, and are 

expected to cover the same rural households as the female worker. ORS, on 

the other hand, is supposed to be available for distribution by both male and 

female workers. However in practice, only male workers tend to receive such
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supplies. As ORS distribution occurs through the health wing of the ministry
 

and pervasive service rivalries between health and family planning hamper 

coordination, field level supply of ORS to female workers usually does not
 

occur.
 

No medical supplies are provided to the female worker to support her MCH
 

and family planning functions In the field. Because she has no medical
 

supplies, minor childhood diseases, such as scabies, worms, eye infections, 

and for adult women's minor health complaints go untreated or depend on an 

uncertain system of referral to the nearest subcentre.
 

Supervision: Supervision of the female worker is one of the weakest links in 

the government health and family planning program. Only a small portion of 

the supervisors' time is directed at organizing work aimed at increasing the 

fLeldworker's productivity and achievement. The remainder is spent on 

routine paper work, report writing, other administrative tasks, or on 

unrelated personal business. Exceptional supervisors, who show dedication 

and creativity in guiding and supporting the fieldstaff, tend to be no mote 

appreciated by higher authorities than mediocre ones and their supervisory 

tasks are hampered by the absence of a client-oriented record keeping system. 

The immediate supervisor of the female worker is the male family 

planning assistant (FPA), who in turn is under the administrative control of
 

the family planning officer (FPO) at the rural health complex. Both levels of
 

supervisors belong to a cadre of workers originally recruited and trained at
 

a time when family planning was a vertical program in which MCH was not
 

included. When supervisors visit the female worker in the field, or review
 

her performance at subcentre or health complex meetings, the focus is on
 

family planning not MCII. 

Moreover, supervisory emphasis is placed on quantitative performance 
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rather than on the quality of care. For several years the government has 

been providing small referral fees to workers for the recruitment of 11) and 

These fees, as well as targets for the recruitmentster-jlzation acceptors. 


provided clear indications of what are to be
of contraceptive acceptors, have 


considcred core tasks, and that the quantitative dimensioa of performance is 

context greater emphasismore important than the quality of care. Given this 

greateroi MCII is only appropriate when accompanied by a shift towards 

in both health and family planning.supervisory emphasis on quality of care 

Whle quantitative performance indicators for family planning have been 

estabi ished, MC;I work targets have not been well-defined, and even ifwell 

they were, no easy mechanism for their measurement is available. It is quite 

clear that program planners have not considered these issues. MCII was added 

to the job description of family planning personnel and to some extent 

integrated into the training curriculum, bu the implications of this 

addition for the work routines of the female worker and her field supervisors 

have not Lreceived systematic attention. 

Least well understood is the technical dimension of supervision, which 

in theory is exercised by the female paramedic (Family Welfare Visitor, FWV) 

at the union level centre and by the medical officer for MCH and family 

planning at rhe rural health complex of the subdistrict. The paramedic has 

completed 18 menths training in MCII and family planning, which qualifies her 

to perform gynecological examinations, IUD insertions, menstrual regulation, 

maternity care and deliveries, as well as treatment of common childhood
 

But the link between
diseases and the provision of basic adult primary care. 


the female paramedic and the field has not been operationalized. 

but this patternSatellite clinics are s'pposed to be held twice a week, 

of village-based service delivery remains largely unimplemented. Similarly, 

home visits for pre- and postnatal care, and for sterilization and and IUD 
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follow-up, as well as for general support to field workers are mandated, but 

not pract~ced. The female paramedic rarely visits the field, because she 

lacks transportation and the necessary supervisory encouragement to emphasize 

the field component of her work. As a woman, she continues to experience 

difficulty in moving around in a large field area, especially when 

unaccompaikied and without transportation facilities. Since the paramedic's 

field responsibilltles are in practice not monitored by officials from the 

health complex, she restricts her work to services at the union family 

welfare center, thereby depriving the female worker of technical guidance in 

both amily planning and MCII (Kobllnsky, et al ., 1984). 

Availability and quality of care at subeentre: Referral and advice are, as 

we showed above, the two tHClH functions a female worker an perform In the 

village. Referral meatis sending a woman and her child to the union-level 

subcentre, where a male and female paramedic provide curative and preventive 

services, or to the rural health complex, where a number of physicians and a 

female paramedic provide services under the administrative control of a 

medical administrator. From the perspective of rural women, the female 

paramedic is the most relevant health care provider. As a woman it is 

culturally acceptable for her to address reproductive and MCII care issues and 

to conduct physical exa;iinations. Male physicians can provide care in 

emergencies, but for routine family planning procedures and maternity care, 

only female providers are perceived as appropriate 'Peters, 1987).
 

Utilization of services at subcentre facilities is generally low. 

Moreover, in study areas, the patient load consisted predominantly of adult 

females and males seen for curative cire of illness, rather than for MCH and
 

family planning (Baqee and Koblinsky, 1986). Since the female fieldworker
 

does not emphasize MCII, referrals to the subcentre are minimal . But low 
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rates of utilization are also a function of the nature and quality of care. 

As a recent observer put is, "the services given are so poor and sparse, that 

most people do not turn up for them" (Peters, 1987). 

MCII and family planning care at the subcentre and health complex are 

often substandard, both in terms of their Interpersonal as well as their 

technical dimension. Interpersonal relationships are critical in influencing 

the degree to which health care messages are accepted, and technical 

comporients of care are successful (Donabedian, 1980). These are especially 

important in a setting where women approach the healtb center and its 

provider with reluctance and trepidation. Observation of the interactions 

between female paramedics and rural women revealed a lack of sympahy and 

respect for the patient; weak listening skill:;, and inadequate concern for 

the patient's need for privacy. Long waiting times added to the discomfort 

involved in making the trip to the centre (Nessa and Hurrel , 1985) 

From a technical perspective services are a!so often inadequate. Low 

standards of hygie,.e and asepsis, improper storage of equipment and 

medicines, incomplete screening of both MCHI and family planning patients, and 

complete absence of attention to post-natal care ace typical characteristics 

of service delivery (Ness , and llurrel, 1985). The female paramedic is 

generally capable of providing only partial diagnosis and partial treatment, 

or has Insufficient medical supplies to address patient needs. 

Limits to the availability and quality of care at the subcentre and 

rural health complex make referral an empty gesture. These limitations, not 

just the cultural difficulties women experience in leaving their home,
 

account for low levels of utilization. Limits implied in referral well
as as
 

the structural overload of the worker's job routines and the absence of
 

support, guidance and supplies explain her disinclination to engage more
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fully with the multiple reproductive and MCH needs she encounters in the 

field.
 

CONCLUSION 

It has been argued that the focus on population objectives in Bangla:iesh 

has diminished available health services, because institutional processes. and 

inputs have been concentrated on the former, therefore reducing attention to 

the latter (Feldman, 1987). In this paper we have taken a different appi-oach 

and argued - implicitly - that the zero-sum-game assumption of the popul,.tion 

versus health perspective is unproductive. It obscures the basic commonality 

between family planning and ether dimensions of promotive and preventive 

primary health care. The commonalities .;e have emphasized pertain not only 

to affinities In the services per se - especially from the user's po' nt of 

view- but to the operational constraints which characterize the deliv.ry of 

both health and family planning, 

The problem is not so much that institutional processes havt been 

diverted to one dimension of primary health care but that the minist)'y-of­

health bureaucracy is inadequately geared towards the delivery of accep able 

standards and appropriate scopes of care, be they in health or faiiily 

planning. The critical constraint lies in the government's limited capacity 

to organize user oriented preventive and promotive health services of any
 

sort.. As a consequence not: iust health but family planning services have 

suffered.
 

A link has been created in the form of the female outreach worker who 

connects rural women to a service delivery system, giving them access to 

family planning and some dlmensio:,s of MCII. As we saw in the case studies, 

this link is both real and weak. The worker provides contraceptive services 

and education and she also renders some advice to pregnant mothers or refers 
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sick children to the subcentre or rural hospital . The freOadency of contact 

between worker and client leaves much room for improvement, her skills and 

proff x-c' . I competence are inadequate for the Laskq at hand, and in order to 

be more effective in both MCII and family planning, she must be given at least 

the most minimal medical and preventive supplies such as oral rehydration 

packages, ointmeut for scabies etc. 

In this paper we have focused on the interactions between female 

fieldworkers and her clients, because It is at this level of service delivery 

that most rural women encounter the government health and family planning 

program. We have furthermore shown that existing weaknesses in the field ace 

mirrored at other levels of care, i.e. at the rural subcentre or rural 

health complex. The overall quality and availability of services remains 

severely inadquate be it in the area of medical backup for contraceptive 

complications or other dimensions of reproductive health or care for pregnant
 

mothers or children. 

We have indicated a numbler of specific operational barriers that stand 

in the way of better services, pointing to worker densities, motivation of 

staff, supervision, recordkeepinc etc. Each of these barriers - and many 

others could have been cited - constitutes an important obstacle by itself. 

But what is perhaos more important is that each is symptomatic of a general 

institutional weakness in the ministry-of-health bureaucracy to organize 

itself for the delivery of user-oriented health and family planning services 

while maintaining adequate and appropriate standards of care. 

This instLtut onaI weakness is reflected in the fact that although the 

objective of integrated MCII and family planning services ha. been reiterated 

numerous times at highest levels of pol Icy making, the practical and 

operational dimensions of integrated service delivery are not systematically 

addressed. Many of the operational problems identified here are well known at
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the highest levels of policy making, where their systemic nature and their 

close linkage to bureaucratic politics is appreciated. 

The reason for the continued existence of the weaknesses we described 

here, then is neither misplaced Pmphasis on one component of primary health 

care, nor inadequate inform-ation at highest levels of decision making. A 

major reason is the fact that the systemic nature of the problems defies, by 

definition, ready-made, simple solutions. While it is eminently useful to 

address any of the specific operational barriers to service delivery 

identified, (and in fact the Extension Project, which has provided the
 

framework within which the present study was conducted, has demonstrated that 

progress can he made by working on specific improvements), we wish to 

emphasize here that it is only when some of the underlying systems dynamics 

are restructured, that major change will result. 
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Notes
 

I. The MCH1-FP (Maternal/Child Health-Family Planning) Extension Project 
is
 
funded by a grant to the International Centre for Diarrhoea] Disease
 
Research, Bangladesh (ICCDR,B) 
from the United States Agency for Inter­
national Development (USAED). Ruth Simmons' 
collaboration with the
 
ICCDR,B on these projects is uspported in part by a grant from the Ford

Foundation to the Population Council. 
 The authors gratefully

acknowledge research assistance in data collection 
by Fazilatun Nessa
 
and Laila Baqee.
 

2. For a description of the Extension Project 
see Phillips et a]., 1984,
 
Simmons et a]., 1984 and Simmons et a]., 1987.
 

3. For a more 
detailed discussion of this methodology see Simmons et al.,
 
1988.
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