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Introduction 

THE qLestion of whether child health is signifiantl:' improved by maternal 
and child health (MCH) and family planning (FP) programmes in ural 

third woild settings has been tne subiect ,'lcon-iderable discussion and debate. 
Health intervention, such as vacci.re and other preventive measures have been 
develcped, field tested znd researc ned in numerous studies but the question of 
how a package of services can best be delivered to rural imprc'e,'ished popula­
tions and how much mortality impact will accrue from such a rrogramme con­
titnues to be an issue in the ,itera:ure, principally because of measurement pro­
blems (Gwatkin ct al.. 1990). 1he paucity cf research on MCH impact has led 
some observers tD conclude that there ir conclusive evidence that certain tech­
noiogies can work, but it is unknown as to how much impact can be expected 
in latge ,-ale publi: sector health irterventions for the poorest of lesser deve­
loped co itries (Dekadt & Segal), 1981). The Matlab experiment is instructive 
because ('thc package of MCH services is potenia!ly replicable and longilud­
inal data permit assessment of MCH service effects (Chen et al., 1983). 

To address this question of ihe impact of MCH-FP the International Centre 
for Diarrhoeal Dis:!ne Re,:arca, Bangladesh (ICDDR, B) launched a study in 
1977 known as the Family Planning Health SLrvice; Project with the aim of 
reducing fertility and mortality (Gv,-atkin el al., 1980). The present paper repre­
sents an initial analysis of trends in infant and child mortality in Matlab with 
the aim of clarifyi.g past trends and future research implications. We begin by 
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briefly describing the service interventions in Mcltlab and the existing researchon the impact of #hose services. Next we discuss trends in neonatal, infant,and child mortality rates over the project period. Finally, we briefly discuss theimplications of the observed trends and previously published findings for future
research.
 

The Marlab Famil) PlanningHealth Services Project 

Thc Matlab Family Planning Bealth Services Project (FPHSF) was initiatedin October 1977 in half of the field surveillance area in Matiab thana of Chand­pur district. The service area presently covers 70 villages with a population ofapproximately 90,000. A comparisun area comprised 79 villagesclusivelv by the government health and famiiy planning 
is served ex­

programm. (Bhatiael --. , 1980; Phillips et al., 1984a). Services in Matlab were developed graduallywith initial emphasis on family planning and subsequently with a phase by phaseintroduction of MCH. 7, the initial phase, MCH was limitedchild care at to maternal andFamily Vvet;fre Centres 
et al, 1981,"). and simple health education (PhillipsIn mid 197B a tetanus vaccination programmewhich was restricted to pregnant was introduced 

women. Results showed that acceptance rateswere low and that initial moralitv impact was minimal (Rahwan er al., 1982a& b). In January 1979 an oral rehydration Programmeimpact on was introduced, but itsmortality differentials remains un,'ertaip: areal impact of tihe Matlabtreatment centre and the speceal speedboat ambulance systemspread. Low diarrhoeal disease mortality throughc a' 
has been wide. 

Matlab has thus compli­cated mortality impact assessmuent (Zimicki et al., 1984). 

Method and Procedures 

Neonatal, infant and child mortality rates were obtained by compiling routin­ely collected vital date from the ICDDR, B vital regrstr-tioll system coveringthe FPHSP treatment and comparison areas. We have processed vitai data for
the present analysis from Matlab death and birth records for the January, 1974
to December, 1982 period. In this analysis 4256 neonatal ajd 31F5 post 1uCona­tal deaths were recorded among the 62211 live births registered over the 1974.1982 period. The neonatal deaths were consideredchild mortality, the aggregate number of children aaed 
fro:m 0 to 2L' days. For
 

over 365 days but less
than 60 months is the denominator and deaths in the corresponding age
form the numerator. range 
rates 

No attempt has been ma,-le to link individual events, butwere readily tabulated for area over tmc.Thus the present paper is ananalysis of aggregate time series data from treatmentthe FPHSP. in -ll and comparison areas offhere are nine 'ears of data available for t.bat 149 vil:agesof the FPHSP treatment and comparison areas. 
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Results 

Table I presents the neonatal, post-neonatal and-infant mortality rates in the 
FPHSP treatment and comparison areas for the 1974 to 1982 period. In this 

TABLE 1-DISTRIBUTION OF NEONATAL, POST-NEONATAL AND INFANT
 
MORTALITY RATE.q iN TREATMENT AND COMPARISON ARFAS OF
 

FAMILY P .ANNING HEALTH SERVICES PROJECT, MATLAB
 
(1974-1982)
 

Year Neonatal Percent Poit-neonatal Percent Infant Percent 
Treat Comp Difference Treat Comp Difference Treat Comp Difference 

1974 68.8 77.0 -10.6 54.6 69.5 -21.4"* 123.4 146.5 -15.8"* 

1975 65.2 83.11 -21.70" 115.6 114.7 + 0.8 180.8 198.0 -8.7
 

1976 54.1 65.4 -17.3" 42-6 33.9 +25.90 96.8 99.3 -2.5
 

1977 74.3 63.7 +16.6" 41.9 48.1 -12.9 116.2 111.8 +.3.9
 

1978 68.5 77.7 - 11.8 45.5 46.9 -3.0 114.0 124.6 -8.5
 

1979 71.0 W0 -4.1 43.7 44.1 -0.9 114.7 118.1 -2.9
 

1980 59.0 71.9 -17.9" 34.1 43.9 -22.3' 93.1 115.8 -19.6"*
 

*1981 65.0 68.7 -5.4 36.9 45.8 -19.4 101.9 114.5 -11. 1
 

1982 58.2 67.0 -12.7 47.7 51.1 -6.6 106.2 11h.1 -10.1
 

•P < .05 
*P < .01 

**P < .005 

period the neonatal mortality rates were higher in comparsion areas than in 
treatment areas except in 1977. This areal differential is further illustrated by 
the quarterly distribution of neonatal mortality presented in Figure 1. As the 
Figure shows during the l/I and 1976 period mrrtality rates of neonatal 
deaths were higher in comparison arras than in FPHSP treatment areas. A 
plausible hypotheses for explaining ihe observed differences in 1974 concerns a 
mass immunization program.., in which tetanus represents the placebo in a 
double blind trial of the chole ra vaccine. In this study more of the population 
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Fir. 1. Neonatal Mortality Ratt." n Treatmeni and Comparison Areas of Family Planning 
and Health Services ProjCL Matlab, 1974-1982. 

in treatment area wvas covered than in comparison areas. Th-:s the pr pro­
gramme decline -An neonatal mortality rates may be attributable to confounding
effects of the 1974 vaccine trial which reduced neonatal mortality rates in the 
FPHSP treatment ar-a relative to comparison areas. The neonatal mortality 
rates were thus statisticallyv significantly lower in treatment areas in, 1975, 1976,
and 1980, but hg-h-er in Ic77 despite the fact thatI systematic intervention f'om 
the FPHSP did not begin until 197S. Because the cholera test vaccine and thus 
the placebo was given to more women in FPHSP treatment than to comparison 
areas, more of thie treaqtment area mothers' live birth in 1975 and 1976 were 
protected against tetanus, 57.4 percent in treatment area and 42.6 percent in 
comparison area received tetanus vaccination. Moreover 80 percent of the 
villag-ers in treatment areas wvere given vaccination compared to 60 percent
villagers in comparison area. Thus, campaign coverage was n-ore complete in 
treatment areas. 

Figure I presents the neonatal roortality rates for treatment and comparison 
areas among the infants 0-28 days oven- 1974-1982 period and suggested that 
there may have been a slight maternal child health and family planning impact
of the program late in 1978. The neonatal mortality rates are slightly lower in 
FPHSP treatment than in comparison areas. 

Figure 2 presents the post neonatal mortality rates amon~g infants in treat­
ment and comparison areas for the 19"/4-82 peiod. It reveals that there was 
s~light decline of post-neonatal mortality rates after initiation, of FPHSP p,-
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Fig. 2. Post Neonatal Mortality Rates in Treatment and Comparison Areas of Family Plan­

niag and Health Services Project, Matlab, 1974-1982. 

gramme in 1977. The trend in the difference achieved prominence in 1980 andthe succeeding period owing to the dampening of the seasonality of rates 
(Rahman et al., 1982 and Beckar, 1981).

Figure 3 depicts the overall infant mortality rates in treatment and compari­son areas over the 1974-82 period. The figure shows that after one year of the
initiation of the FPHSP programme the infant mortality rates declined, most 
prominently in 1980, 1981 and 1982. 

Figure 4 presents the mortality rates for treatment and comparison areas among the children over 365 days but less than sixty months over the 1974-1982
period. The figure shows that mortality rates diverge steadily subsequent to the1977 intervention. This diiergence in rates cannot be attributed to specific
interventions but suggests, neverthe.less, that the package of FPHSP interven­
tions may have had an impact on childhood mortality. 

Conclusion 

The findings presented here are consistent with the view that the FPHSP has 
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Pig. 3. 1nfa ,. Mortality Rates in Treatment and Comparison Areas of Familh Planning and
Health Services Project, Matlab, 1974-3982. 

had a mortality impact. Since trends began prior to the major mortality inter­ventions, findings suggest that the observed trends may be associated with thepronounced fertility decline that began in Matlab immediate), prior to themortality decline. This tentative conclusion bears further investigation, howe­
ver, as it is appropriate to model area] specific mortality time series as a func­tion of interventions in place. Mor_!over, since trends consistent with the hypo­thesis of a mortality impact from fertility decline are demonstrated in this ana­lysis, there is a need for furthe. - "rk on the covariates of the observed morta­lit' 	 decline using individual level event history data from Matlab on contracep­tive use, fertility change and mortality impact. Finally, to fully understandmortality trends requires data on proximate determinants of mortality and im­
proved system for recording causes of deaths. 

Acknowledgements 

The Demographic Surveillance System is supported bya grant to the Intern­ational Centre for Diarrhoeal Disease Research, Bangladesh from the Canadian 
No. 1 1986 Demograph) India 31 



401 
0 TREArMENt
 

3- -. COMPAtRISJ 14 

o.J 

o 

25
 

2 

I.­

,, 

"A" 

0
 

l0 

1974 
 75 
 78 
 77 
 78 
 79 
 sa 
 81 
 82
Fig. 4. Mortality Rates for AU Causes Among Children 1-4 Years 
 in Treatment and Com­parison Areas of Family Planning and Health Service Project, Matlab, 1974-1982.
International Development Agency. The researcli work is Supported by theUnited Nations Fund for Population Activities.The Authors gratefully acknowledge the assistance of Mr. Md. Anisur Rahman
On COmputer applications.
 

Bibliography
 
I. Becker, S., 1981. Seasonality of deaths in Matlab, Bangladesh, nternahional 

2. EPtdemiologfy, 10 (3): 271-279. 
ourual ofBhatia, S., Mosley, W.H., Faruque, A.G.S. Lnd Chakraborty,.1., 1980, The Matlab Fami'.y3. 

Planning Health Services Project, Studies in Family Planning,11 (6): 202-212.

Chen. L.C., Rabman, Makhlisur, D'Souza, S., Chakraborty, I1.,Sardar, A.M. and Yunus,
Md., 1983, Mortality impact of an MCH-FP programe in Matlab, 
 Bangladesh,


4. in Family Planmnin, 14: 199-209. StudiesDe Kadt, F and Segall, M., (eds.), 1981, Health needs and health services in rural5. Ghana, SocialScience and M'fedicine, 15A : 397-51 8. Gwatkin, D.R., Wilcos, LR. and Wray, J.D., 1980, Can Ifealth and Nutrition Interren.
tlons Afake a Difference? Monograph number 13, Washington, D.C. : Overseas Develop.
ment Council.
 

Demography India 
Vol. XV. I 

toL Xy.1 

32 



6. 	 Pnil~jJ.F., 5j1m.'s, R., Si,.nmons, G and Yunus, Md.. i984a, Transfeo.og ne ..... 
family planniig service innovations to the public sector : An experiment in organi.6.Y 
development in Dangl, ir~h, Stvdirs in Family Flanning. 15 (21: 62-73. 

7. 	 Phillips, J.F., Si.r. .,R.. Cliakrabotry, J., and Chowdhury, A.! . 1984b, Inzrgraling 
health servt r into a family planning program : Lssons from Matlab, 
Bangladesh, Stmdie. PniJ'Planning, 15 (4) : 153-161. 

S. 	 Rahma, Makhii~uv. Cten. L.C.., Chakraborty, J.,Yunus, Md., Chowdhury A.L,,ardar, 
A.M., J3hatia, S , ar"i (':ui G.'r, 1982a, Reduction of non-pregnant women akd 
women during prelzn&..y wi:h aluminum absorbed ioxoid, WHO Bulletin. 60 : 261-267. 

9. 	 Rahman, M., Chen, L.C., Chakraborty, J.,Yunus, Md., F:.ruque, G.. and Chowdhury, 
A.1 , 1982b, Factors related to acceptance of tetanus toxoid immunization rmorg preg­

nant women in a Maternal-Child Health Programme in rural Bangladesh, WH6 Bulle­

tin, 60 : 269-277. 
10. 	 Zimicki, S.. Yunus, Md , Chakraborty, I.,and D'Souza, S., 1984, Field trial of a home 

based oral tehydration soluticn, Working paper, Harvard Centre for Population Studies, 
Harvard School of Public Health. 

No, 11986 	 Demolraphy India 33 

http:Transfeo.og

