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An ongoing study at the InternationalCoirtre ]or DiarrhoealDisease Research, Bangladesh(ICDDR,B) is based ofl 'hepremise that publi- sector health and family planningprogramscanbe- improved through an assessnient of the il'/sfunction.1l aspects of their operations, thedevelopment of problem-solving capabilities, and the transferof strategiessuccessfully terted in asmall-scale pilot project. This paper retportsfindings from a field trial imlemented in a ,ubunitof the project r,;caat an early s!age .fthe project. Uperationalbarriersto public sector programimphmentation i.ie dicussed with regard to the quantity of vork, the quality of work, suppliesandfacilitics, intsratho, of hc:;Jth and fainilil planning, and leadership, supervision, anddecisioinmaking. Initial results of the [CDDR,13 intervention on thesc managerialprocesses are 
also indicated. 

What can be done to improvc the performance of public
sector health and family planning programi; in Third World
coutries remains a coniniting puzzle. Better manage-
ment or better implementetiou has become a frequently
emphasized theme in thp literature and in policy dis-
cussions. Focus on organizational determinants of per-
formance constitutes progress in a policy debate that li signored these issues in the past. Ilowever, there ae still 
no clear answers to the. question of how such improve-
ments in arngrav.mnagementard implementation areto be accomp!ished. 


An ongoing study ai 
the Intern tional Centre for
Diarrhoeal Disease Research inl Bangladesh (ICDDR,31
has adopted an organization development approach tothis issue.' The study is based on the premise that public
sector programs can be impioved but that they need help
in assessig the dysfunctional aspects of their operations
and in developing new approaches for dealing with or-ganizational problems and resource constraints. Such as-
3istance in planning and guiding organizational diag-
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nosis and renewal is provided by the ICDDR,B team,which brings to this endeavo' the experience and
expertise of managing a stcces3ful maternal and child
healh-family planning (MCL?-FP) pilot project. This col­
laboration with the national MCH and fam.ily planning
program is occurring in two thanas, 2 with the intention
of testing the capacity of the govemment health services
system Io absorb the managerial and ser4,ie delivery
strategies that have been successful in a srmll-scale pilot
prcject. 

This paper reports findings .from a field: trial imple­
mented in a subunit of one of the thanas at an early stage
of the project. Designed to test the interventions to be
undertaken in the project area as a wbqle, tids field trial
produced insights into fte functioning of the public sec. 
tor health and family planning program in this area and
clarified the constraints and possibilities in .erent in the
ICDDR,B collaboration with thana-level officials and staff.
Results from this field trial are supplemented with find­
ings from a survey of rural women in the experimental 
area about the extent and nature of their contacts with 
goverment health and family planning staff. Findingsreported here relate to managerial aspects, not outcome 
measures in terms of contraceptive acceptance or MCH
indicators. The underlying hypothedis is, however, that

improved program implementation will have an Impact
 
on outcomes.
 

Background and Framework 
Since 1963 the ICDDR, B has been engaged in £eld-based 
research in Matlab Thana, in Comilla District. Although 

the main emphasis of the Centre is on diarrheal research, 
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it has for the past eight years also been engaged in the 
testing of delivery strategies for liealth and family plan-
ning programs. These activities organized in Matlab have 
demonstrated significant accoruplishen-.tis: a rise in con-
traceptive prevalence from 10 to 40 percent and a decline 
in mortality.3 This success has been attributed to the 
ICDDR,1B's ability to "train, ficid, supervise and support 
a comprehensive contraceptive service program." 4 

This achievement in Matlab contrasts with the per-
formance of the national family planning program, which 
has achieved much lower prevalence rates5 despite tw(,
decades of official commitment to increasing family plan-
ning practice through the provision of village-based ser-
vices. Originally organized under a National Family 
Planning Council and Provincial Family Planning Board, 
the program has since 1975 been located in the F'opu-
lation Control and Famiiv Planning Division of the Mi-
istry of Health and Population Control (MOI IfC). A sec-
ond division of this nnis'ry,-. the Health Division, is 
responsible for all other preventiv\e and curative activities 
of the government. Each divisimn h~as it. own budget, 
field staff, supervisory personnel, .and high level offi-
cials. 

The family planning field staff consists of three fe-

male family welfare assistants and one male family pian-
ning assistant per union. Ihey are supervisecd by a 
nonmedical official at the thana health complex. Para-
medical family planning and MCI-I services at the union 
level are provided by a female family welfare visitor sta-
tioned at a family welfare center. Iler supervisor is the 
physician at the thana health compiex wh)o has been des-
ignated as the medical officer for MCI- and family plan-
ning. The line of authority continues through the sub-
divisional family planning officer and the deputy director 
for family planning at the district level, to the director
of implementation in the IPopulation Control and FamilyPlanningmeivision at the nation leve l. asurveys 

Planning Divisinn at tle national level 


The field staff of the Health.Divisiorn cor.sists excla-
sively of male workers-governmenw healh assistants 
and family weifr workers--of which there -ire ap-
proimately eighs per unon. lphey are responsibe for 
communicable disease control prograrns, sanitation, and 
hygiene. They function under the control of a he ifih in-
spector and the thana health administrator, tl:e senior 
medical officer of the thana health complex. Lines of an-
thority extend from these thana administrators at the thana 
level through the civil surgeon at the district level to the 
director of implementation of th., lealth Division at thenational jevel. 

Health and family planning fiel staff have a hi:tory
Heathad fmil stff avea hz-tryandplnnig, iel 

of working independently of eacl other in their respec-
tive field areas. A 1982 goverilment order, however, 
mndated an integrated work pattern for field workers 
and their immedate supervisors.' This required the es-
tablishment of work teams con'isting of one female fain-
ily planning worker and either one or two male health 
workers. The extensive network of field workers and su-
pervisors has been relatively ineffective in delivering health 
and family planning services.' 

The MCH-FP Extension Project of the ICDDR,B fo­
cuses on the question of whether close collaboration with 
the government progr? in two thanas can lead to im­
provements in program functioning and effectiveness. 
The project uses the techniques of organization devel­
opment from the field of social psychology and orga­
nization behavior. Organization development has been 
defined as "a long-range effort to improve an orga­
nization's problem-solving and renewal processes ... 
with assistance of a change agent, or catalyst, and the 
use of the theory and technology of applied behavioral 
science. "'i Typically, it involves the following steps: (1) 
awarc ness of the need for change and request for outside 
assistance on the part of key organization representa­
tives; (2) organization diagnosis-the systematic and 
ongoing process of data collection on ali aspects of or­
ganization functioning; (3) intervention design, imple­
mentation, and assessment of impact as well as ongoing 
process maintenance. The MCH-FP Extension Project 
contains all three of flese components: 

The project came into being at the request of senior 
officials in the Population Section of the Planning 
Commission who were conscious of shortfalls in
 

program implementation and performance and in­terested in distributing special resources to thanas 
other than Matlab. The ICDDR,B project was to be 
institutionalized through joint implementation com­
mittees at the national, thana, and union levels. At 
the time of the implementation of the field trial dis­
cissed here, such project implementation commit­
tees had been established in two tharias and the na­
tional-level coordination committee was being 
constituted. 

2 Assessment of program functioning undertaken by
the MCH-FP Extension Project is based on formal 

of program itaff, officials, and clients; in­
formal interviews of program staff and officials; and 
participant ,ubserv.tion of program activities, in­cluding the medical serv!ces provided at faraily wel­
fare centers. The project has established a rigorous 
data collection system designed to monitor demo­
graphic trends and changes in client attitudes to­
ward program activities. These daia will be used for 
systematic feedback to program officals at all levcls. 

3 The intervention sategy involves the ansf of both 
MCH and family planning service components and 
organz a i l el an ts fr vmce m p ea 

organizational elements from the Matlab exper-ofment. Matlab demonstrated the effectlver, ess 
combining contraceptive services, oral rehydration,tetanus immunization- three relatively inex­

and te cinization-thre reIti ex­
pensive and technically feasible services. It is ex­
pected that these services can be effectively tmple­
tented within the government program through 
the intervention of the ICDDR,B. 
The service delivery strategy used in Matlab shares 

several characteristics with formal policies of the gov­
ernment health and family planning program: (1)an ex­
tension .pproach designed to provide village-based ed-
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ucation and services; (2) utilization of multipurpose
workers; (3) establishment of union-level family welfare 
centers for the delivery of basic health, MCH, and familyplanning services, with provision for referral of compli-
cated cases. In contrast to the government program,
however, the Matlab service strategy is implemented
through a small, autonomous, decentralized, and vig-
orous field organization that controls considerable phys-
ical and financial resources as well as a technically corn-
petent and motivated staff. 

In the extension project, senior staff and a small team
of parn.edical and fie!d staff frcn the ICDDR,B are
working . a continuing basi,; with government program
offici-ls a l staff in tle intrvention t lanas in an effort 
to overcon.- currently existing iniplc:nentation bottle-
necks. The ICDDR,B team (1) offrrs assistance with
the mobilization of local rc;otrces and resources offi-
cially available through formal program channels; (2)
provide- tormal training for field and paramdical staff;
(3)demon;trates the effectiveness of sustained extension
work and provides on-the-job training through its coun-
terpart field workers; (4)provides general managerial as­sistance in [he organization of regular meetings and in
strengthening middle management's field orientation;
(5) facililates highest level r, blem solving through the
national ceordinia ling comnnii:e of the project. 

Methods anO Procedures 

After the ICDDR,B had initialte,1 baseline demographic
work in project lha:,as and conducted several months of
project implemen:ation committee meetings with gov-

ernment staff, the importanr,. of implementing a field

trial of tlh interven'ion 
 ,trat, -,y prior to the completion

of data c" ctioui bc~cm apparent. It was essential to 

try out 
the operational details of the intervention, es-
pedally the joint working patterns of ICDDR,B and gov-
ermnent staff. Moreover, the careful phasing of research
and intervention that was preferred from a scientific point
of view was not practical in the context of an ongoing

program with presures to show results and 
 to dem-
onstrate the benefits of intervention,

As a con' equence, the original project design was ad-
justed to allow for an early field trial of the intervention 
approach in one union out;ide of the formal experi­
mental area. Establishing this demonstration site led tofield observation, joint diagnosis, problem solving, and 

with Matlab counterpart support staff.
Findings are based on (1) interviews with five gov­

ernment health and family planning workers in the tw'wards in which the field trial was conducted and with
the Program officials at the thana health complex; '2)
interviews with the four ICDDR,B counterpart support
field staff posted to the field triai wards, where they
worked side-by-side with the government staff; (3) ob­servation of and participation in project implementation
committee and subcommittee meetings, jointly orga­
nized by key thana health complex and senior ICDDR,B
project staff over a period of seven months; (4) regular
observation of joint ICDDR,1B-government field-worker 
teams during 'he two months of the field trials; (5) ex­
amination of minutes of project implementation con­
mi ttee meetings, and project staff field notes; (6) a survey
of 2,396 women in the experimental area of the thana 
where the field trial was implemented. 

Resuls 

Much has been learned during tl? first few months 
of collaboration between thana-level health and family
planning staff and the ICDDR,B team, and in the process
of instituting this field trial. We report key findings about 
the functioning of the government health and family
planning program, about operational barriers that pre­ve,t implementation, and theabout impact of the 
ICDDR, B's presence on the functioning of the prograinin the thana. Five critical organizational variables are dis­
cussed: (1) the quantity of field work: (2) the quality of
the field work; (3) supplies and facilities: (4) integration
of health and family planning; (5) leadership, supervi­
sion, and decision making. We also analyze how the in­
tervention of the ICDDR,B has begun to address these
problems. These variables have been selected because 
they were identified aPkey barriers to program imple-
Mentation &nd had also been found to be of critical im­portance in vrevious research.9 The present analysis con­
stitutes a review of certain aspects of the organizational
functioning of the government health and family plan­
ning program in study areas; a more complete analysis
must await the full implementation of the research and
intervention strategy of the MCH-FP Extension Project. 

uantity of Workaction th-it informed the more general intervention strat- Previous research and evaluation reports have con­egy of the extension project and ir.: .. fed collaboration cluded that the limited quantity of work performed bybetween the ICDDR,B teams and their government col- health and family planning outreach staff can be a majorleagues. Initially, the field trial had two co:nponents: (1) program weakness.10 Although field workers are hired,establishment of a family welfare centcr with local me- trained, given a job description, and posted, this doessources; and (2) support to field i,..tivities provided by not assure that they will actuallywork the expected num­four ICDDR,B field workers "rom the Matlab project as- ber of hours contacting rural families in their assignedsigned to government health artd family planning field areas. This problem has been iecognized in theliteraturestaff of two wards in the demonstration union. The no- and is acknowledged in frank exchanges with programtion here was that the government field staff would ac-quire more officials, but there is little information on its dimensions.effective work styles from theii association To obtain more precise information is difficult because 
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direct questions about the number o work hours pro-
duce inflated results. Even field observations, unless 
conducted over long periods of time, are likely to lead 
to short-term iHcreases in the number of hours worked. 
Evidence from this field trial therefore falls short of mea-
suring the (Jiantity of work precisely, but it nevertheless 
approximates the range of what constitutes the average
work pit tern of health and family planning field staff in 
a union. 

Offical governmr'nt hours for work in tile field are 
from 9 A.! 1.to 4 P.i. ICDDR,B counterpart staff reported 
that govcrnrlent workers on the team appeared at 9:30 
at 	the carlicst and, more frequently, closer to 10:30 and 
began to leave around 2:00. On several occasions, in-
dividuoi! woi'ors left even earlier. Unless observed by 
outside visitors, they were inclined to rush quickly from 
one ho,e to the next to complete their assigned daily 
quota ( f 10 hti-;es within 'he shortest time possible. They 
comp .ined to their ICDDR,13 counterpart team mem-
Lers, and more subtly during in-depth interviews, about 
having toI,",ir harder and longer hours as a result of 
the project. In their view, they deserve more pay because 
of the additional burden that has been placed on them. 
They also admitted frankly during informal conversa-
tions with ICDDR,B field staff that they work less when 
on their own. As one health worker put it: "Previously, 
we used to come to the field when we wished and go 
away when ve liked. And thcre was no problem." Ac-
cording to so:ne of the thana-level officials, this means 
no mo c than three work hour': on a day when a worker 
actu-illy com,s to the field. It was also acknowledged that 
there re .',', when workers do not visit their areas at 
all. This would imply that government field-workers in 
this area devote no more than 10-15 hours per week to 
their assigned responsibilities, 

Data from a survey conducted in the experimental 
area of a representative sample of 2,396 women provide 
further evidence on the extent of work performed by 
MOHPC workers. A large majority of respondents in­
dicated that they had been visited by a health and a fam­
ily planning worker; however, only 59 percent had been 
v;sited by a health workE;-and only42 percent bya family
planning worker during the last three months (see Table 
1, rows I and 2)"1 despite government orders stipulating 
that each household be visited every other month by
both types of workers. Table 1 data suggest, moreover, 
that visits are often perfunctory at best. Fewer than half 
of the women visited reported having a conversation with 
the worker during the last visit (see Table 1, row 3). 

These findings nevertheless demonstraie that, al­
though workers do not contact rural families as often as 
prescribed, the government health and family planning 
program has a presence in the rural areas. This is im­
portant because it has at times been argued that the field 
staff does not visit the villages at all. However, retlearch 
from programs in India and from other parts of Ban­
gladesh suggests that the frequency of contacts between 
the rural population and government staff in some areas 
is lower than findings from this area indicate. 2The slightly 
higher percentage of reported contacts of rural women 
with health workers than with family planning workers 
in Table I may arise from the considerably longer tenure 
with the MOHPC among health workers relative to the 
family planning field staff, and their greater geographic 
density. Thus, although the total percentage of reported 
contacts is lower for 'he family planning field staff, it 
i'epresents a greater work effort for the average worker 
than among health staff. 

The quantity of work performed by the government 
health and family planning workers increased consid-

Table 1 Percentage of village women reporting contacts with health and family 
planning workers 

With health With family planningNature of conftcts 	 workers (male) workers (female) 
Res;poncdenls:' 
I Ever vi;ied 
2 Visitcd during past three nionths 
3 Ever visit,,d vporting ccnver:sation durin; last visit 
4 With convcrs!tion dutin; la z virsit reportlng topic was related 

to heall (when taiking with health worker) or family planning
(wltwp,
ta'!.!ng with family planning worker) 

5 With conv,'r'otinn during last visit reporting topic was related 
to bo!h halth and family planning 

6 Knowing worker's residence 
7 Knowiig worler's residence reporting they would go there if

nc'ary 
8 	 With liwalPh or family planning conversation during last visit 

repor!ing they learned something during last visit 
9 	 With health or family planning conversation during last visit 

reponing they received somethingthat helpedtheir family 

Triil wmber of respondents-2,396. 

87.8 82.3 
58.6 42.3 
46.1 48.4 

90.8 68.0 

.1.4 0.2 
8.0 35.3 

49.7 53.7 

15.6 J2.3 

74.6 12.1 

-lume 15 Number 5 Septenmber/October 1984 215 



erably with the posting of ICDDR,B field staff in the dem- 
onstration union. Control systems are essent.al for ef-
fective management, and the presence of this counterpart 
staff helped introduce an effective, previously non-
existent control system. ICDDR,13 field staff were i-er-
ceived by junior government staff as informants who 
would provide reliable information on the work hours 
of the government field staff to senior project members 
and thana and district officials. Although they had no 
official role in the program, the ICDDR,B counterparts 
exerted considerable influeni.,. For example, one ICDDR,13 
counterpart to the government family welfare visitor re-
marked perceptively: "Inthe back of their minds, the 
government staff know that vo [senior project staff] cal 
always go to the deputy director." The thana medical 
officer for MCI I and family plaining in turn observed: 
"Your peop.e are everywhere. Now we have to work." 
'lls, although; tIhey did not exert foreal control, ICDDR,13 
change -" a rnewsm e,.ents derived of infornmal authority 
from thei, special relationship with senior officials. This, 
in turn, ei, erto. a work system that previolsiy fune-
tioned at a low level, 

Posting ICI)R,13 staff in the thana was a necessary 
but not a sufficient condition for the introduction of a 
functioning control system. Support from thana and dis-
trict officials w'a:; a!!;o an essential ingredient. ligher level 
officials gao cqplicit instructions to workers to cooperate 
with the extensim project and (old them that, in the 
absence of such cooperation, offic'lsl would not hesitate 
to impose sanctions in the form of salary -eductions. To 
maintain thi ;yqtem and establish positive reinforce-
rnents for perk rmance has been a major concern as the 
project progresses from a field trial to full implementa-
tion of the exp imcntal design. 

While highel level officials support the project and 
insist that the field staff incrase their work effort, tie), 
also communicated several problems that the)' believe 
will critically hamper work: Salaries for fieldwork are so 
low that it is impossible to suppo!t a family on this in-
come. Therefore, workers are dependent for their live-
lihood on such other sources t income as, small busi-
nesses, agriculture, or even the piactice of medicine. Male 
workers live as much as ten miles fOm their work area, 
so that coming to ihe field involves expenditure of con-
siderable energy, money for cycle repair, and time. Out 
of appreciation of these fundamental constraints, thana 
officials were sympathetic to the plight of workers and 
felt there should be a limit to how hard staff should be 
pushed to work. The extent to which low salaries account 
for poor performance of the field staff will be further 
investigated in the course of the project. 

Quality of Field work 

The mandated tasks of the government field staff during 
household visits include (1) recording basic demo-
graphic, health, and family planning information; (2) 
checking for tile presence of diarrhea, malaria, and other 
communicable diseases; (3) providing education in the 
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area of family planning, sanitation, hygiene, nutrition, 
and oral rehydration; (4) recruiting firmily planning ac­
ceptors; (5) distributing contraceptives and vitamin A 
capsules; and (6) referring tubectomy and IUD as well 
as serious medical cases to tile family welfare center or 
the thana health complex. 

Trhe field observation of MOHPC staff in the dem­
onstration area was instructive because it provided direct 
insights into the quality of services that are provided if 
an inactive service system is put to work. In the course 
of their observation, a consensus evolved among ICDDR,B 
observers and thana-level officials that the quality of work 
performed by the field staff in the demonstration area is 
poor and that technical training is needed to make work­
ers more effective. For example, male workers, according 
to their own comments to counterpart field staff, put on 
"a real show" for visitors who had come to observe them. 
They lectured villagers with much pathos about an as­
sorted set of topics. Some po nts made were appropriate; 
others were quite unsuited for the setting. One health 
worker informed an astonished villager that he ought to 
remove his pumpkin and bean plants in front of his louse 
because they were a source of mosquitos; on another 
occasion, an impoverished villager was told to install a 
latrine that would cost more than a month's income. 

Exchanges with villagers assumed the character of 
a lecture comprising unconnected themes presented 
rapidly and mechanically. Villagers were often asked to 
avail themselves of services and resources that did not 
exist, or as illustrated by the following exchange, they 
were given -nappropiate advice. 

Worker: I low much land do you have?" 
Villager: "Two biga."'3 

Vilaer: "T no ga.t e o m 
Woker: "Can you get enough rice to feed your famly 
from this land?" 
Villager: 'No.' 
Worker: "'Well then, why aren't you practicing famly 
planning?" 
Villager: "But I am." 

'ream members did not interact much with each other 
during their joint visit to a household and sequentially 
confronted family members with unrelated topics. There 
was much emphasis on data collection but little aware­
hiess of how data might be used to support future service 
contacts. The routinized and impersonal style of inter­
action conveyed the impression that the field staff cared 
little about their work or their clientele. 

Villagers' responses to these visits were mixed. Some 
were impressed with the attention they received-in one 
instance commenting that this was evidence of a new 
and mor- effective government in Bangladesh; others 
were visibly amused. Everyone observed in this case study 
gladly accepted the distribution of vitamin A capsules to 
their small children. Some people willingly agreed that 
hygiene, proper sanitation, and immunization are im­
portant, but there was little indication that what thei, 
had heard would affect their behavior in any way. in 
several instances, villagers reacted angrily with com­
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ments that showed their impatience with the worker's 
instructions in light of the villagers' inability to respond. 
One woman, for example, said, "Why don't you build 
latrines and tubewells for us. We will gladly use them." 

Among the workers observed, male workers, even 
when they were clearly trying to do their best, performed 
poorly in comparison to female government workers. Fe-
male family welfare assistarts were relatively person-
able, direct, and empathetic during exchanges with 
women about the health of their children and family 
planning. But even among female field workers, sub-
stantial improvements are needed. Although one of the 
two family welfare assistant:; successfully recruited sev-
eral family pianning acceptors since project activitie, n 
the demonstration union began, the female ICDDR,B 
counterpart worker was a primary influence in this stuc-
cess. The welfare assistant, :iltnougi Teserved aiicl quici, 
was cooperative and obviotL:uV pleased to be working 
with such a skillful cou terpit wo:ker. "lhesecond fe-
male government worker w;as more outspoken and ac-
tive but not subtle ec:ugh in ' er approach and failed to 
make women feel at eise. 

The family welfaie visitor, a paramedic with 18 
months of trahing in MCH, midwifery, and family plan--
ning, was the most imnpres;ive rovernment worker in 
the demonstration area. She typically spent three days 
a week seeing patients at the family welfare center at the 
union level and two days %isiting pregnant women and 
lactating mothers in the field. Both the Matlab physician 
who observed her work and the ICDDR,B3 counterpart 
paramedic who worked with her agreed that she is com­
petent and effective. To dhe extent that problems exist 
with the quality of her work, this is, as will be discussed 
below, a function of the serious shortage of medicines. 

It is plausible to argue that the ICDDR,B female field 
workers act as role models for the government famiiy 
welfare assistants, who will gradually learn to imitate 
their appreach to village women. In the case of the female 
paramedic, consultations with ICDDR,B male and fe-
male physicians are likely to have an impact on both her 
work motivation and competence. However, it is ques-
tionable whether the presence of ICDDR,B counierparl 
staff will lead to improvements in the quality of work of 
the male staff. The Matlab experimtnt, as other special 
projects, relies primarily on female workers to conduct 
outreach work. The government program, by contrast, 
has a large cadre of male workers, who are expected to 
perform both health and fami;ly planning duties. ICDDR,B 
male counterpart staff have experience with data collec-
tion and supervisory tasks rather than with educational 
and motivational work. As a consequence, they have acted 
more as observers and resource persons than as major 
participants in the educational tasks. In this role, they 
are by definition unlikely to have a major impact on the 
quality of work of the male government staff. 

The survey of rural women in the experimental area 
provides additional information on the quality of work. 
Several findings support the notion that male and female 
workers differ in their relationships with clients. Ac-

cording to the reports of the respondents, 32 percent of 
the most recent conversations with the female workers 
and almost 9 percent of the most recent conversations 
with the male workers related neither to health nor to 
family planning matters (see Table 1, row 4). Although 
this finding lends itself to severie 'nterpretation:s, it might 
be argued that this is evidence of a more subtle approach 
among the female workers whose emphasis on rapport 
and trust goes beyond a narrow focus on health and fam­
ily planning. Village women are more fami!ia.r with the 
place of residence of the female than the maie work.'rs 
(see Fable 1, row 6). This difference may be clue to the 
fact that female workers live in their assigned work area, 
whereas male workers are often posted outside of the 
ward of their res!,dence. Nevertheless, the percentage of 
respondents who knew the worker's residence and ex­
pressed a willingness to visit the worker's home if nec­
essary was only slightly higher for female than for male 
workers (see T-.ble 1, row 7). A higher percentage of 
women reported that they learned something from fe­
male than from male workers during the last visit, but 
almost 75 percent of the respondents who had a con­
versation with male health workers during the last visit 
reported they teceived some help on that occasion (Table 
1, rows 8 and 9). Most of the women who reported re­
ceiving help from male health workers were referring to 
the distribution of vitamin A capsules. This distribution 
occurs twice a year and happened to coincide with the 
survey that collected Table 1 data. 

Plhvsical Resources and Supplies 

Lack of physical facilities and inadequate supplies of 
medicine are well known constraints on family planning 
and health programs in Bangladesh. In the project thana 
diwcussed here, thana health complex buildings are newly 
buili, but only one of the eight required family welfare 
center buildings is currently under construction; none of 
the remaining seven urnions has a government-con­
structed building, and most of these unions have no 
functioning family welfare center. The field trial union 
thus did not have a building for a family welfare center 
at the beginning of the exiension project. Therefore, the 
question of what to do in a sitilation where no center 
exists posed itself from the very beginning. 

To solve this problem, the project implementation 
committee approached local community leaders for an 
appropriate building. When initial plans to use a gov­
eminent seed store were not supported by the agricul­
tural office, the union chairman, a local political leader, 
managed to make available and renovate a small, two­
room structure. Since it is the purpose of the extension' 
project to demonstrate what can be accomplished within 
'fhe constraints of existing program structures and local 
resources, this contribution of a building, no matter how 
small and primitive, is i crucial indicati6n that com­
neunity resources can indeed be mobilized. Spare pieces 
of furniture were collected by the thana health admin-
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istrator, "ince the allotte2d money for the welfare center 
furnitur, can only be spent once the government facility 
has bcen cuns* r,,cItd. 

"Thethea- health comp!ex has no discretionary funds 
frnm wh, Ichminimal supplies or furniture can be bought, 
nor are finds available for operational costsof the family 
welfare center from which paper or cleaning materials 
can be pirchl.sed. This shortage of the most basic sup, 
plies and facilities constiuies a critical barrier to imple-
menitation. In the case of the family welfare center in the 
demonstration union, it was possible to obtain the nec-
'ssaiy furniture and other supplies from existing stocks 

of tiw thana lv<alth complex. However, the thana health 
comple,\ does not have enough furniture for the seven 
remaiing centers and noles prohibit district officials from 
assigning mrniture and equipment to facilities not e)-
plicitly c,,n:tru, ted by tho MOT IPC for use as family wel-
fare ci'-vrs. Tbce p," lipnlq ,-rsist despite the fact that 
funcioning c-nters are crucial to the MOI lPC strategy 
of deliveming health and famil planning care. Since do-
nated Fhmiilngs ire often available, the demonstration 
union's experience indicates a -.eed for an interim strat-egy for implenmenting famil,, wc ltare ,-,v'c i"unonelnr ercs inunios 
not yet equippe'd with a constructed facility, 

T'he iproject impei,, nitatioi comrnittee has not yet 
found wa:-, 1, the sliortage of medical sup-,,,rcom;lig 

plies-a s-iii, aid per,:istihg problem at tliana, union,
and field levels. Eac, field team carries vitamin A cap-
stiles, a few oral rehyiration packages, and contracep-
tive siipptie,. u ,sic medicines are available at the family 
welfare ce;rfer, but supplies are always short and certain 
efsfi.ia' ., , sichias iron tablets, are out of supply. 
Copper Is have been scarce, and several motivated pa-
tients have bad to return home without one. The family 
welfare viitor attempts to cope with these shortages by 
.,r '' r, tie r:'quired dosage of medicines.., ,hana 


to pat iems. mmce there is no budlgre for paper, she wraps 
medicin,; ii ,';:d paper and :tiesminiscule amounts of 

cotton in a[lyiYg medicines, hoping that her supply

will last a litle longer. ICDI)R,B counterpart workers and 

visiting observers have no answer to tle question of how 

these miniilinl supplios could possibly meet the demand 

for mecicine.;. 


Physicians at the thana health complex face similar 
shortasc. [nese shortages are likely to become accen-
tuated as field teams in the demonstration area begin to 
make raore riyots efforts to refer villagers to the thana 
healt; c-'. lex for imninunizati,.a, medical relief, and 
steriizafi0]1:. 

Integration of I lealth and Family Plannirg 
In January 1980 the government announced the merger 
of health and family planning delivery systems at the 
thana and unon levels for both (,utreach and static ser-
vices. "bis itegration scheme was intended to: 

1 Provide,-.,- integrated package of health and family
planning services to the client population. 

2 rn'm,,, coordination and supervision between 

218 Studies inFamily Planning 

health and family planning personnel and establish 
a unified command at the thana level. 

3 Provide advancement p~ospects for field staff and 
field supervisors. 

4 Avoid duplication of physical facilities. 
5 involve medical doctors at the thana level more di-

Redly in fail planing. 
6 Reduce the work area of the fleld staff.1 

Prior to the initiation of the field trial in fall 1982, 
no action had been taken in the thana to implement this 
integration scheme. Thana-level officers continued to be 
known by the familiar designation of thana health ad­
ministrator instead of thana health and family planning 
administrator; thana family planning officer rather than 
thanahealth and family planning officer; family planning 
assistant instead of health and family planning assistant; 
and so on. Although formal designations are not crucial 
for actual program functioning, they do reflect the un­
derlying reality in this thana that family planning and 
health had been linked in neither a structural nor a func­
tional sense. Field workers continued to work in either 
health or family planning in their previously assigned 
work areas and to identify with either the Health Divi­
sion or the Population Control and Family Planning Di­
vision of the ministry. The thana health administrator 
reported to the district civil surgeon in the Health Di­
vision. The thana family planning officer, In turn, related 
to the family planning field staff and received his in­
structions from the deputy director for family planning 
of the Population Control and Family Planning Division. 

The observation that integration of activities had not 
occurred is borne out by findings from the client survey. 
According to the women interviewed, the large majority 
of health workers discussed health topics during their 
last conversation with them, whereas amajority of fajly 
planning workers discussed family planning (see Table 
1 row 4). Fewer than 1 percent of the respondents re­
ported that workers discussed both topics (see Table 1, 
row tc e

With the decision to run a field trial, the project im­
plementation committee decided to implement the gov­
ernment's integration order for the field staff in the dem­
onstration area. Male health workers (government health 
assistants and family welfare workers) and a female fam­
ily planning worker ifamily welfare assistant) were asked 
to work as a team ,obe assisted by ICDDR,B counterpart 
staff. The male family planing worker (family planning 
assistant) was placed in a supervisory poAtion. 

Although workers seemed comfortable working in' 
a tean, and indicated this explicitly in their interviews, 
it is worthwhile to reflect what kind of integration oc­
curred. Working as a team does not necessarily hr.ply 
that each worker automatically addresses both health and 
family planning questions with villagers or that they agree 
on a coordinated approach to their work. Health workers 
continued to emphasize health issues, whereas family
planning workers emphasized MCH Lind family plan­
ning. 

http:efsfi.ia


Moreover, even though workers were comfortable admis;sion, our observations, and reports of the field tafI, 
with the team pattern of work, health workers voiced a actual field visits are infrequent. 17 The senior thana phy­
major concern: they resented the fact that the male fain- sician responsible for all supervisory, administrative, and 
fly planning worker had been placed in a supervisory curative ;ratters has even less contact with and close un­
position. This complaint, is significant, because it dem- derstanding of field activities. He comes to this position 

onstrates that, as long as the two separate divisions con- without any background in field-oriented programs. 
tinue to exist within the MOHPC, each side will fear that The geographic area to be covered by thana-level 
any changes that ate instituted will create opportunitie,, officers is sizable, and difficulties with transportation are 
for advancement or for the control of resources for mrne- mentioned as a major reason for the lack of contact. Mo­
bers of the other division. torcycles have been provided by the Population Control 

Similar dynamics could be obrerved at the thana level. and Family Planning Division, but they are either in a 
Under the compensation scheme for ste.ilizat ions, con- state of disrepair or not used because of shortages of fuel. 
siderable financial advantages accrue to the physician at use:2 of motorcycles and fuel far peisonal purposes 
the thana level who is on deputation to the family plan- is also an important problem, as is the increased burden 
ning department. This physician performs steriiizations of administrative work at the thana. Moreover, respon­
and receives 22 taka (approximately US $0.88 in 1984) siveness to client needs as well as supportive problem­
for each operatio,. In the study thana, ivhere approxi- solving supervision are not the usual pattern in the bu­
mately if sterilizations'" are performed per day, this reaucratic culture of public sector programs in Bangla­
amounts t; a cnnside:,,ble surn of money and is likely desh. Ina hierarchy-conscious organizatienwhere junior 
to evoke the iealousy of Joctor,; in the health division officials and subordinates a:-e nlot expected to speak frrJy 
wh, ire not al 'tIed to perforrm steriliza!ions. Many of in the presence of their seniors, a basic ingredient for 
the smali controvL rsie ; that arose in the monthly project problem-solving exchanges is missing. 
implementation concitittee meetings between thana and Given the national emphasis on population control 
ICDDR,13 taff were ex, rcises in careful guarding of ter- and family planning, supervisors exert pressure on 
ritory. For ('xample, the suggestioi thiat sevei al of the workers to recruit family planning acceptors. The threat 
remaining famil, welfare c ;Jters could be ol.oned if the of sanction fe- noncompliance may be abused for per­
family welfare visitors were sti !ioned in go,-vernment dis;- sonal advantage. There are reports that field staff have 
pesaries provoked heated di!,cnsion. Becano;e gover n- had to "buy off" an official who threatened to exercise 
ment dispensaries are under 'he control of the ihealth sanctions because of inadequate performance. Control 
Division, the medical officer fw- MCI I and f;inily plan- over scarce medical and contraceptive supplies can also 
ning feared that his authority might be reduced. What be exercised for personal advantage raler than for im­
are percei,,-1 as conflicting and 111nbiguoLIS g,0Vernment proved service delivery. 
orders exacerbate existing rival-ides. Distr,ct-lvcl official' A niajor objective in the intervention strategy of the 
are often helpless in clarifyin, government orders and MCHI-FP Extension Project has been to develop thana­
rfuse to approach officials at the nal ionli level; bu- level organizational capabilitie3 to provide vigorous sup­
reaucratic n', an,1procdur.',; m-ake it difficult for th in port and encouragement to field programs. Given the 
officials :o ipproch the nationa!a f,cndumnfeois dirclv. conditions described above, such intervwntions require 

careful and sustained nurturing. The project scored some 
Leadersip, Supervision, and Denisiou Maing successes in this regard prior to and during the activities 

in the derrionstration union that are worth recording. 

Patterns of leadership, supervision, and decision making Tlhe design of tlie extension project envisaged reg­
in public healtti and family piamnirg prrngrarns in South niar meetings for thana-level arid project staff, but initial 
Asia tend to emphasize adherence to bureaucratic pro- resistance was encountered when project otaff attempted 
cedure, narrowly defined reporting systems, and ine- to schedule such meetings. Providing tea and lunch is 
chanical inspection. Guidance, support, and problem- what made meetings possible. "If you don't serve lunch," 

;' solving capabilities are general!) absenlt. TIe study said the thana health administrator, "I don't think any­
thana is no e-ception in this regard. one will come." During the first meetings of the project 

Several middle- and senior-level thana officials are implementation committee, thana officials adopted a 
formally responsibl2 fo.r providing leadership and sri- largely passive stance. They listened patlenfly to expla-
Fervision to health and family planning field staff. flow- nations of project objectives, research, and Intervention 
ever, contacts between thana ,;fficials and field ftaff focus components, and answered with polite speeches assur­
on routine personnel and reporiing pui-poses and nct on ing everyone of their fullest cooperation: "Whatever you 
pr"oblem-solving activities aimed at improving delivery want to do, we wil support you." A second phase con­
of services to the rural population. Thana-level officers tinued to be characterized by formal speeches inter­
are not in close contact with village-based activities. The spersed with a few lively exchanges. When project staff 
medical officers for MCH and family pl-ning, the thana atiempted to communicate t-r notion of a collborative 
family planning officer, and the health inspector are sup- project, thana offidals asked:"If this is our project, then 
posed to spend a large proportion of their time siipe,- what are you doinghere? Will you provide vehiclesJobs?" 
vising field workers in the village. According to their own The breakthrough in project implementation corn-
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mittee meetings occurred wheii the committee began to 
address the question of what to do in the absence of a 
government-constructed family welfare (:enter inthe 
dem3nstration area. The initial response was: "We can-
not do anything about the welfare center. We have to 
wait until the government constructs a building." One 
of the experienced organizers of the Matlab program took 
the committee on a round of visits to community leaders. 
His speeches set in motion the process ihat led to the 
opening of the community-donated family welfare cen-
ter. Since that time, the medical officer for MCH and 
family planning describes the we.lfare center projects as 
"his" scheme and has taken independent initiatives to 
assure its functioning. This incident demonstrates the 
principle that good management means mobilizing re-
sources within existing ost,Iraints and that sonic re-
sources can be mobilized ev 'nuder tli" )fconditions 
extreme poverty that :haracterize rural lIangladesE;. 

A later exchange over the money r.quired to ren-
ovate the community-dona,ed bhitilding further clarified 
this principle. Thana officials approached ICDDR, B pro;-
ect staff for the required 500 taka (approximately US$19 
in 1984) but were told that solving problems in this man-
ner would defeat the purpose of showing what ran e)c velopment of working relationships between public sec­
accomplished with local resources. These conversations 
helped to clarify the purpose of the project and to dem-
onstrate to thana officials their own power and con-
petence to solve problems. 

From this point n.,th..na officials becan active par-
ticipants in committee meetings, which have been lively, 
unpredictable, and oriented towar-l problem solving,. 
Senior ICDDR,13 project staff keep in close touch with 
the field, inform thana officials of their observations, and 
raise questions that need c.be addressed. 'Ihe medical 
officer for MClI and family pla!ning has begun to visit 
the field teams in the demonstration area of his o ,Aac-
cord and to bring his own perspective to meetings. 

Conclusion 

Analyst:, of these initial results demonstrates that prob-
lems of erganization and management are indeed a per-
vasive characteristic of program implementation in this 
part of rural Bangladesh. Problems are systematically in-
terrelated and deserve careful attention. Findings pre-
sented here vindicate tie views of those who for the past 
several years have argued that managerial problems are 
serious and must be addressed. 

To many observers of health and family planning 
programs in Bangladesh, and elsewhere, the large gap 
between program design and implementation is a fa-
miliar reality. Many of the operatioral details of this ir-
plementation gap are also well known to policymakers
and program leaders at tie highest level. However, these 

issues are often treated as "faily secrets" rather thani 
as legitimate organizational problems deserving system-
atic documentation, analysis, and policy intervention. 
Imrplicit in this hesitation to place organizatioral barriers 
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on the policy agenda is the notion that these problems 
are unmanageable. The extension project is based on the 
assumption that careful diagnosis of organizational func­
tioning will make it possible to identify areas where man­
agement interventions are appropriate and where na­
tional-level policy change can facilitate implementation 
at 	all levels. 

The experience of collaborating with thana-level staff 
in the organization of afield trial demonstrates that man­
agement improvements are indeed possible. Thana of­
ficials have begun to work together in addressing field 
problems, and field workers have, at least for the mo­
men(, increased their effrts. Extensive field-based train­
ing with close supervision by an ICDDR,B counterpart 
aid thana staff is currently under way. This continuing 
collaboration between JCDDR,B and government staff 
will provide insights about both the possibilities and the 
constraints of improving the management of program 
implementation through organization development. 

For the ICDDR,B project team, this field trial was 
an important and necessary learning experien:e in the 
complex process of implementing an'intervention strat­
egy in a public sector program. It has facilitated the de­

tor officials and the ICDDR,B team, and demonstraled 
tle ne.ced for adjustments in operational details that may 
toni out to be crucial in shaping the project's ultimate 
outcome. The field trial has facilitated the type of learn­
ing process; that some observers of the development field 
argue should be incorporated into program implemen­
lation ,verywhere. 18 

Notes 
For ,ietailed discussion of the project design, see Plillips 
et al., 1984. For other relevant publications on the Matlab 
MC-I:P Project, see Rahman etal., 1980; Bhatia etal., 1980; 
Phillips et al., 1982; and Stinson et al., 1982. 

2 'he ithana is an administrative subunit of Bangladesh com­
prisirg a health complex and a police station serving a pop­
ulalion of approximately 200,000. The 437 thanas of Ban­
gladesh are grouped into 20 districts. A thana is divided into 
8-15 unions, ear with apopulation ofapproximately 20,000­
25,(X)0. Unions are further subdivided Into three wards. In 
1983 thanas were renamed upazillas, or subdisiricts. 

3 Chen et al., 1983. 
4 hlillips et al., 1982. 
5 	 The most recent available national estimate of prevalence 

is 18 percent, of which 6percent is traditional contraception. 
(See langladesh Contraceptive Prevalence Survey-1981, uii­
published.) 

6 In September 1982, the MOHPC decreed a crash plan in 
viich all field workers were to participate ina one week 

training course covering 27 health topics given by senior 
thana program staff. After completion of the course, work 
teams comprising family wyelfare assistants and famly wel­
fare workers were to be fielded. The field observations forthe present analysis took place in the crash plao Imple­
mentation period. One year later, in September 1983, this 
team concept was reviewed by the MOHPC and a new order 



was promulgated instructing field ,I;i'ff to work separately 
but under a unified thana administration. This new scherne, 
termed "functional integration," has been equivalent to a 
return to the system of work antedating the crash plan. The 
1983 order that promulgated functinal integratior: also 
changed deaignations from thana to upazilla, or subdistrict. 
The reversal of ihe 1982 integration order is widely viewed 
as a vindication of noncomplia nce with the 19821order and 
lends support to a pervasive . iew that orders need not be 
inplemeted, particularl if the order entails major changes 
in the pattern of work. 

7 Pillsbury et al., 1981. 

8 French and Bell, 1982, p. 14. 

9 Misra et al., IP82. 
10 Misra et al., 11082; Pillsbury et al., 19,1: Minkler et al., 1983. 
11 The results of the cross-sectional survey reported in Table 

I may have been biased hy the fact that vitainin A capsule 
distribution, which occuri biannually, preceded the survey 
and may hvy spuriously increased the health worker con-
tact rate relativ to rates for family planning worker.. More-

over, it must be noted that villagr'os may have had difficulty 
remembering the exact timelf visit by a government .vorker 
or the content of the comnersation thiat occtrred. 

The significance of the perccitags reported here lies, 
therefore, not so much in the specific nmbers as in their 
general range and in the fatd that tley confirm results from 
field observations and interviews with government workers 
and ICDDR,IB fie!d staff posted to the demonstration area. 
Percentages a conistent subsequently•ihCOllected 1anel 
data. 

12 A study conducted in Chittagong District ftound that 43 per-
cent of respondents were visil,''d by a family welfare as-
sistant at least once (see Quddus, 1979). Misra c al. (1082) 
found that only 12.9 percent of husbands and 7.6 percentof wveshad verbeenvistedh~vafamly pat ningworer.
of wives had ever been visited by a famnily pla ning worker. 

13 A bigha is one-third of ,n acre. 

14 As quoted in Minkler t al., 19,3, 1) 23. 

15 Government regulations have sub,.cquently allowed those 
harna health complex physicians to perform the operation 

who have received training. 
16 Misra et al., 1982; Pillsbury et al., 1981; Minkler et al., 1983; 

Hussain, 1983; and Ahmed and Muhuri, 1982. 

17 Hussain, 1983, p. 12-14. 

18 See Rondinelli, 1983; Johnston and Clark, 1982; Korten, 1980. 
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