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FOREWARD

I have great pleasure in officially adopting the
"National Strategy for a Comprechensive Maternal and Child
llealth (MCI) Programme'™ as the guilding principles for
dcvelopment, strengthening and coordination of MCH programmes

in Bangladesh.

I acknowledge the excellent work done by the Task
Force for MCH Programmes in pulling together relevant
information, designing o structural frame and an adminis-
trative process for coordination ol differvent MCH projects.
Such a mechanism was neceded particularly because of the
multi-disciplinary nature cof MCH programmes and separate

administrative location of different MCH projects.

Successful implementation of this strategy, 1 hope,
will achieve greater organisational efficiency and effective
functional integration and, in turn, will have far reaching

impact on maternal and child health.

A.B.M. GHULAM MOSTAFA
SECRETARY
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Preface
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Absence of a comprohensive strategy for moeternal and
child health coupled with the need for special effort for
coordination ol mutualiy inter-dependent MCH tasks and
functions of the ficld functioncrics located under separate
Health and Family Planning organizations, prompted the
Ministry of lealth and DPopulation Countvrol to form this Task

Force.

The Report provides a hrief documentation of the current
status of maternal and chiid health in order to draw a logical
link with the proposca programmes under the component MCH
projects, II'l, CRS, TBA training and MCH clinics and, accor-
dingly, define thu MCH goals and objectives. The most impor -
tant clement of this strategy is to proposc a viable mechanism
of functional couvrdination between the complementary tasks
relating to MCH programmes under the bifurcated administrative

location of the component MCI projects.

To make the strategy effective, recommendations should
be pursued to develop clearer job descriptions, mutually
supportive supervision mechanism, an integrated reporting
system, a coordinated training programme based on complemen-
tary curricula and an integrated MGl work manual, lecading
ultimately to un cifective fumctional intepration of MCH with

primary health care and family planning activities.

In preparation of this Report, important contributions
were made by the members of the Task Force, specially
Ms. Victoria Hammer, bBr. K.A. Pisharoti and Ms. Nancy Terreri,

which are sincerely acknowledged.

Atiqur Rahman Khan
Convenor, MCH Task TForce
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SUMM. (RY

Maternal and Child llealth (MCH) 1is a multifaceted service,
which addresscs closely interrelated problems surrounding human
reproduction, growth and development. The extrcmely high levels
of maternal, infant and childhood mortality and morbidity in
Bangladesh are primarily causcd by a few conditions which could
be prevented by relatively simple interventions; namely unsani-
tary birth practices, neonatal tetanus, diarrboeal diseases and
common childhood infections. These are combined with more com-
plex problems of malnutrition, lack of safe water and sanitation,
and other infectious discases, ds well as with high levels of

fertility.

MCH, including [amily planning,is an essential clement of
Primary Health Care, and thus of strategies for achicving health
for all by the Ycar 2000.

The National Strategy for a Comprehensive MCH Programme

includes:

1. Functional integration of heaith and family planning at Upa-

zila and below levels. MCH s incorporated in the job des-

criptions, work routines, training and supervision of health
and family planning workers at these levels. And, joint use
is made of static facilitics and outreach scrvices. Details

are provided in section VI and Appendices € & D .

2. Gradual development of comprechensive MCH care which aims at

the prevention and treatment of the range of major problems
affecting mothers and children in the country; that 1is,
immunization against six childhood discasces; prevention and
control of diarvrhocal discases; maternal hcalth care including
birth spacing; nutrition surveillance and prevention; and
curative care for child health problems. Components are to

be incorpovated in phases, according to the feasibility of

service provision, availability of technology, attitudes and

/...
\\/
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socio-cconomic conditions of the people, aud o on. Devails

arc provided in Section V.

3. Priorvity arcas are (a) safe deliveries (training of TBAs);

(h) cxpanded proglamme on imman ation (3P0 and () oral
rehydraticn therapy (ORTY. Thev arve |l inked with vhe vriority
on family planning, an lmportant proventive measure ot MCH
carc. These are interventions which can be applicd under
present conditions, for which few cost znd cifective i CCuio-
logies cxist. With wide coverave, these could hove & slygnt-
ficant impact on reducing matornal and intant mortality.
Descriptions of cach componenl progrime are given in seotiony
1y, Vv oand Vi.o o The MCH strategy summarizes thesce prograunes
as well as looks forward ta @ hramder, more compicheasive MUTH

Progrimue.

rvice coverage through Jnereasced emphasis on

4, Lxtension of sc

outreiach ~orvices, snch s home visits and sarellite clbinlics,

ligison with NGOs and compmunity Jroups, public ncalrh edsia-
fion and communicaticns.  These ave bricfly revicewed ia Secs

tion VI and Appendix B

5. Estabiishment of mechanises of coordinabion nd inter-
programee linkages, concern inpg workers' duties, wWo rk routiiacs,
supcryision, (ralning, fogistion, ooperting and monitoring,
and communications o MCH. Prnpasals are made for mapaperial
mechanisms of coordinatian, tony’ ner with a briet review of
special reguiremenisou MCH as o whoice.  Theose are deser rhed

in Secctionn VI oand VL.

The Strategy is developed on the assumption that the flealth
and Population Wings are 1o romiain Jivided, and thot scpevate
administrative and techaivel Tones ol aathoirtty are Lo be wains
tained. The proposcd coordinativn mechanisms arc meant to
facilitate integrated scrvice delbivery af MCH/ e in the most

cffective and efficiont manner poss ihle under these circumstances.,

/...
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Implementation of the MCIl Strategy will depend upon how well
these mechanisms can function, and on the availability of resour-

ces for expanded MCH services.

The proposed mechanisms include:

1. MCH Coordination Committces at national, district and upazila
levels, to cnsure balanced development of MCH components and

coordinated geographical and temporal implementation.

2. Special sub-committees, to develop joint or coordinated plans

for programme functions, to include mechanisms such as:

(a) job descriptions, reflecting all MCH duties and respon-

sibilities;

(b) work routines, showing balanced allocation of MCH tasks

among health and family planning workers;

(¢) supervisory checklists, giving all MCH tasks for assess-
ment of job performance and in-scrvice training, and
clarification of supervisory functions and relationships;

(d) coordinated logistics system for storage and distribution
of suppliecs and cquipment for MCII/FP;

(e) training plan for combinced and coordinated MCH/TP train-
ing in basic and in-service programmes, including curri-
culum revision;

(f) integrated reporting system lfor MCH programme management
and evaluation; and

(g) communications plan lor information, ecducation and moti-

vation (1EM) on interralated and consistent MCH messages.
3. Preparation and institutionalization of other mechanisms,
including:

(a) integrated MCH Work Manual, with specific instructions
for health and family planning workers, particularly at

union and ward levels, in all aspects ol MCH;

/..
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(b)

(c)

(d)

vii
regular monthly meetings at upazila and union levels to
discuss programme progress and provide li-service training,
involving both health and [amily planning supervisory and
field staffl;
MCIl service targets sct at district Tevel for reaching
MCH objectives and cncouraging staff motivation and tecam
work; and

MCH norms and standards for all aspects of MUl

The scquencing ol actions needed to initiate implementation

of the

MCH Strategy in 1985 is given in Section ViIl, and includes

[

among other actions:

constitution of the National MCH Coordination Committee
administrative requivements, ic. relocation of TBA project
preparvation of an MCH Plan of Operations, 1985-1990, in-
cluding work plan and budget

constitution of subrcommittecs and establishment of mecha-

nisms, as above

identification of research and cvaluation neceds



BACKGROUND
1. Concept of Maternal and Child Health (MCH)

Mothers and children make up a special, biological and
social group. The specilic health neads ol reproduction, and
carly growth and development, make this a particutarly vulne-
rable stage of lite. Pregnancy and childbirth subject women
and infants to health hazards which are diiterent from the
prevalent health problems ol the general population. Children
in our socicty are subject to very high risks of mortality
and morbidity, and are especiatly vulnerahle 1o malnutrition
and infections. The causes of the nigh tevels of maternal
and infant mortality avisc from a relatively small number of
conditions which can be preventad by simple and well-tested

interventions.

Factors influencing the health of mothers and children
are closely related and interdependent. The combination of
malnutrition, infection and unregnlated fertility being ithe
underlying cause of the greatest bulk of both maternal and

infant mortality.

These stapges of lile ave critical determinants of adult
health. DPreventive health actions in carly childhood can

have a positive impact on adult heatth.

Comprechensive MCH care is thervelore required, to provide
spectalized health promotive, preventive and curat .ve scrvices.
And, require the identification of interrelated problems and
integrated approaches toward apprepriate planning and design

of the programme activities,

MCHE, including Family planning is onc of the eossential
clements of Primary lealth Care, and thus forms a key part

of strategics to achicve health for ull by the year 2000,

/...
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2. Target Population

The present population of Bangladesh 1s estimated at
98 million with a crude birth rate of 39 and a death rate
of 15 per 1000
experienced in
46.7%

proportion was

population. Recause of the high fertility
the past, the population is veTy young, with
This

below 15 years of age as found in 1981 census.

even higher in 1974 census at 48% .

As per the 1981 census, as seen in Table [ below, over
40%
children 0-5 ye-rs of age, the target group for MCH care.

of the population arc women of childbearing age, and

TABLE 1)

[P SRERRRSN———

Percentage Distribution of Population by Age and Sex

Age Male Female Both Scx

0 - 4 10.0 17.4 17.0
5 - 14 20.9 29.5 29.7
15 - 44 38.7 40 .4 39.5
45 + 14.8 12.7 13.8
100.0 100.0 100.0

ModifTicd as per currently married females of reproductive

age, as shown in Table 1l below, this percentage may be calcu-

lated at 353.6%. The annual number of child hirths 1is estimated

at 3,822,000,

1

Populution by Selected Ape Groups, Sex and Current
Marital Status

o Currently| Percentage
Age Miale Female Both Sex married |female current-
. female married
0 -4 8,371 8,278 16,049 - -
5 - 14 15,078 14,034 29,112 982 7.0
15 - 44 19,515 19,219 58,734 16,278 84.7
45 + 7,403 0,042 13,505 1,758 29.1
50,427 17,573 98,000 | 19,018 a1.s
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The sex ratio of men to women 1S 106, and indicates an
excess female mortality in childhood and the reproductive
ages, and preferential tycatment of males. This reflects
the low status of women in the country, with serious health

implications.

3. Current Health Conditions of Mothers and Children

Mortality Lev~ls

Health conditions in Bangladesh are in pencral very poor,
with high levels of mortality and morbidity, specially for

mothers and children.

Maternal mortality is estimated at 6 per 1000 live births,
as shown in the available evidence presented in Table 111
below. Despite the range of 4.8 te 7.7 per 1000 live births,
these are very high by international standards. Taking the
Matlab figures from the luate 1960's, it appears that there has
been no appreciable change in maternal mortality in the past

10 to 15 ycars.

-

PABLE 111 2230403

Muternal Mortality Rates (per 1000 live births) Found in Different
studics in Bangladesh

Studics carrdu Ao AppPToxX.  S1Z€| o iy Pine Maternal Mor-
conducted by Study Area{ GF hop. (1000) Study TIHC | 150y Rates
ICDIR, B Matlab 180 1967-68 7.7
1CDDR, B Matlab 180 1968-70 5.7
BAMANELH [slampur and

Jamalpur 267 1982-83 6.2
Alauddin Gopalpur and
Bhuapur 300 1982-83 5.7
BAMANELH Chandina, Gab-
Project tali & Tong. 137 1982-83 4.8
1

The neonatal mortality vate, also derived frowm several

sources, is shown in Table TV, and 1s considercd, for planning

purposcs, to be 85 per 1000 live births. This very high ratce



indicates the significance of maternal health and birth prac-

-4

tices as causes of infant deaths.

TABLE

1

V

Neonatal Mortality Rate (per 1090 live births) Tound in Different
Studics in Bangladesh

Author Agency | Year of Study PéiSSyOF Rate
Islam et al 1981 LCDDR,B 1976-77 Teknaf 83.0
Rahman, M. et al 1981 TCDDR, B 1976-77 Matlab 73.4
Ralman, S. et al 1981 NIPORY 1979 Ghatail 70.1
Rahman, S. et al NIPORT 1979 Ghatail 85.2
Jahan,F.A.ct al 1984 BAMANEH 1982-83 Jamalpur 80.5
Alauddin, M. 1984 15WR 1982-85 Tangail 117.0

infant mortality rvates, shown in Table V, varies in diffe-
rent studices; the [igurc 125 per 1000 live births is used for
planning purposes. I1CDDR,B rates based on the Matlab demogra-
phic surveillance system are believed to be more reliable than
others, but are likely to be lower than the national average
because of the diarrhoeal discase control programmes under way
there. The yecar to year fluctuation, a distinct feature of
infant mortality in the country, is presumably due to environ-
mental factors such as supply of food and nutrition, subject

to change through time.

Infant Mortality Rates Derived from Different Sources

for Diffcrent Time Periods
1CNHDOR.,B - e e Cchs
Year :;111111 .-'nl)) BRSFM BES/WES Compa}l?ganj

1969-70 127 .5 - - -
1971-72 146.6 - - -
1974 137.9 153.0 - -
1975 191.8 - 150.0 139.7
1976 102.9 - - 121.0
1978 125.8 - ~ 115.2
1980 114.0 - - -
1982 114.5 - - - l
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Child mortality in the age group 1-4 is shown in Table
VI, with rates varying widely from 14.7 to 57.1 per 1000
population; an average of 25-30 per 1000 population of the
age group is used. The year to year [luctuation 1s even

more pronounced in this case.

TABLE VI

Child (1 to 4 years) Mortality Rate in Companiganj
and Matlab in Different Years

Year Companiganj Matlab
1975 57.1 -
1976 38.0 29.0
1978 14.7 -
1981 - 22.0

Causes of Mortality

Major causes of maternal mortality found in two rccent
studies are shown in Table V1t. The most frequent causes,
as secn in these and in other studies, are cclampsia, infec-
tions (scpsis duec to abortions and/or postpartum sepsis),
complications of labour and hemorrhach. The causcs of mater-
nal mortality indicate the significance of unhygicnic birth
practices and unsanitary abortions, causes which are preven-
table. Over half of the Jdeaths could be prevented through
adequate carc. Also veflected are high levels of malnutrition
and generally poor health status of women.

TABLE VIT

Causes of Maternal Death Found in Two Studies, Bangladesh

Causes of death BQMANEH Stydy Alauddin Stgdy
0. G No. 6
Eclampsia 12 20.7 7 14.6
Haemorrhage (antc § postpartum) ) 10.3 10 20.8
Septic abortion 12 20.7 8 16.7
Postpartum sepsis 0 10.3 5 10.4
Tetanus 4 6.9 - -
Difficult labour 6 10.3 0 12.5
Retained placenta 4 6.9 g 16.7
Indirect obstetric 8 13.8 4 8.3
Total: 58 99.9 48 100.0
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The distribution of maternal deaths per age group follows
a typical "U" shaped curve: the highest rates being in the
lowest ages (/20) and oldest (40-44), and the lowest rates in
the 20-24 age group (Appendix Al). Mortality by parity shows
the lowest rates for women with one to four hirths (Appendix
A2). These figures indicate the importance of contraception
restricting childbearing to ages 20 through 35 years, and

within fourth birth order.

The finding of septic abortion as a frequent cause of
death is consistent with other studies; one, carried out in
1978 attributed one-quarter of maternal deaths due to this
cause. This confirms the importance of the practice of

family planning for reducing levels of maternal mortality.

The main causes of neonatal, infant and child mortality
include birth trauma, tetanus, diarrhoecal discase, malnutri-
tion, pneumonia, and weasles (Appendix B).  The high proportion
of deaths occuring in ecarly infancy (neonatal) again indicates
the importance of maternal health and birth pruactices as
causcs of death. Morecover, the large percent of neonatal mor-
tality caused by neonatal tetanus’ emphasizes the need for
tetanus prevention, and the significant impact which TT immu -
nization could hrve on infant mortality. 1t should also be
noted that a large proportion of neonatal deaths are related
to low birth weight, most of whom are small-for-gestational
age. Thesc infants have less chances of survival or subsequent

growth and development.

It is estimated that diarrhocal diseascs contribute to
20% of infant deathss, and at least 50% of the causes are due
to tetanus, respiratory infections and diarrhoeal diseases.
Malnutrition combined with diarrhoeal discases cause over 50%
of child mortality, followed by measles and its complications.
A countrywide survey on morbidity and mortality in 1983 showed
that diarrhocal diseuascs were responsible for 30% of all death

. 9
of children nnder the age of five™.

[oon



Morbidities

While figures on morbidities of mothers and children

are extremely scarce, therc are indications of very high

levels, as indicated by special surveys. TFor example,

(a)

(b)

(c)

(d)

(e)

more than 12 million children under 5 years are
suffering from malnutrition, of whom about 20%
10 and 61% of

0-5 year old children suffer from 2nd and 3rd
1l

suffer from 3rd degree malnutrition

degrece malnutrition

studies have shown that approximately 70% of all
pregnant and lactating women are severely anaemic,
and that women's weight gain during pregnancy is
50% of the minimum desiredlz.

it is estimated that there are an average of 3.53

episodes of diarrhoea per year per childlb.

xerophthalmia (Vitamin A deficiency) which may
lead to irreversible blindness is estimated at
approximately 5% of the rural children under 6

years of ageld.

o sample survey showed residual paralysis due to
poliomyeclitis as 1.24 per 1000 population in the
] year group, 2.63, in the 1-4 age group; and 1.33,

in the 5-915 age group.



NOTES:

1. Estimated by applying 1981 census age structure

2. L.C. Chen et al (1974)

3. F.A. Jahan et al (1984)

4. M. Alauddin (1984)

5. S.F. Begum (1984)

6. 'Maternal and Child Health in Bangladesh', UNICEF,
Bangladesh, May 1984

7. Studies have shown 30-60% of neonatal mortality caused
by neonatal tetanus

8. Plan of Operations for National Diarrhoeal Control
Programme; 1974-75 Study in Matlab

9. 1ibid

10. "A Report on The Situation Analysis of Nutrition Compo-
nent in PHC System in Bangladesh", Institute of Public
Health Nutrition Dietetics § Food Science, 1983

11. Summary, Conclusions and Recommendations of 1981-82
Nutrition Survey, Prof. K. Ahmad, Institute of Nutrition
and Food science, University of Dhaka

12. "Maternal and Child Health in Bangladesh", op. cit,

13. Plan of Operations for National Diarrhoeal Control
Programme

14. Xeropthalmia Prevalence Survey 1982-83, Institute of
Public Health Nutrition, Ministry of Health, and Helen
Keller International, December 1983

15. Expanded Programme on Immunization Draft Plan of

Operations, 24 October 1984
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II. MCH GOALS AND OBJECTIVES

The overall goal of the MCH programme for the Third
Five Year Plan, 1985-1990 is to improve the health condi-
tions of mocthers and children, through the reduction of
mortality and morbidity, specifically to
- reduce maternal mortality from 6 to 4 per 1000
live births

- reduce infant mortality from 125 to 100 per 1000
live births; and neonatal mortality from 85 to
65 per 1000 live births

The overall objectives are:

- to ensure access of women to care during pregnancy
and delivery by trained persons

- to reduce mortality, morbidity and disability from
tuberculosis, tetanus, diptheria, pertussis, measles,
and poliomyelitis, through immunization

- to reduce morbidity and mortality due to diarrhoeal
discases and diarrhoea-rclated malnutrition:

- to reduce mortality due to diarrhoeal disease
by 30%

- to reduce hospital utilization of intravenous
fluids by 50%

- to reduce hospital/other visits by diarrhoeal
cases by 30%

- to reduce crude birth rate of women in extreme age
and high parity groups through family planning

- to develop self-sufficient MCH care as part of
primary hcalth care and increase coverage of
comprehensive services to mothers and children.

The process or specific objectives are:

1, to ensure that at least 30% pregnant women have
been contacted, and arc

assessed for risk; provided knowledge on safe
deliveries;

educated on nutrition; informed of availability
of traincd birth attendants in health facilities
or of trained TBAs;

in addition, the trained FWV will provide ante-
natal and postnatal care to about 2000 population
around each static facility.
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2. to have 30% of deliveries in rural areas attended
by trained birth attendants; and about 10% of all
births, urban and rural, in institutions, equipped
for handling high risk cases

3. to cover 30% of women of childbearing age with two
doses of TT

4. to cover 55% children 0-2 years in areas with
primary EPI centres with BCG, DPT, Measles and OPV
(0.63 million)

5. to cover 30% children 0-2 years in areas with UHFWC's
with BCG, DPT and Measles (0.60 millions)

6. to cover 75% families in rural areas with informa-
tion on prevention and treatment of diarrhocal
diseases; and to have 35% of households using ORT

7. to achieve a 40% contraceptive prevalence rate

8. to cover 30% of mothers and children with curative
care in areas surrounding the static health faci-
litics

9. to educate 50% of households in MCH practices
including hygiene, maternal nutrition, and infant
feeding.

MCH STRATEGY: SUMMARY OF APPROACHES

The implementation strategy of the comprehensive MCH
Programme is based on existing policies and strategies
adopted by the Government of Bangladesh. The strategy re-
presents a pulling together of the aims and approaches of
the priority component programmes, i.e. EPI, ORT, TBA and
family planning as well as looks forward to an integrated,
more comprehensive MCH programme. The MCH Strategy is not
intended to change the present location of these component
programmes in the Health and Population Wing. Rather the
purpose is to improve the efficiency and effectiveness
through coordination of interdcpendent programme activities.

The main elements of the MCH strategy include:

1. Functional intcgration of MCH scrvice delivery at
Upazila lcvel and below:

Integration is achieved through rational allocation
of priority MCH-FP-PHC functions among the health and family

/v,
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planning staff and joint use of facilities at the Upazila
Health Complexes. the lUnion iealth § Family Welfare Centres
(UHFWC's) and sub-centrcs where available. MCH is made an
integral part of the roles and responsibilities of all the
ficld staff and their supervisors, whether working in
static centres or in outrcach activities. A teamwork
approach is aimed at in order to attain a well coordinated
and mutually supportive work routine, and optimal use of
male and female workers. Apart from sharing facilities,
logistics and supplies are to be coordinated, and shared

where possible.

Functional integration at this level maximizes the
utilization of scarce resources and the effectiveness of
ecach component. People's acceptability is greater for
each component, as it is for MClU as a whole, when services

are delivered in an integrated way.

2. Gradual development of comprchensive MCH:

Given the present level of resources, services and
managenent capability, it is clear that a total package
of MCH is not Feasible now. Services will be developed in
phascs, starting with priority components, and adding new
ones linked to establishment of infrastructure, devclopment
of training capability and tcchnology. Comprchensive MCII
could include:

1. immunization against the six major discases of

childhood
2. prevention and control of diarrhoeal diseases

3. effective management of pregnancies and deliveries
(maternal health care), including family planning

4. nutritional surveillance and support

5. recognition and treatment of simple child hecalth
problems

3. Priority ol MCH Components:

Family planning is an alrveady established priority;
M\

improved MCIH increases acceptance of family planning, and

/...
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family planning (birth spacing) is an effective measure

VR T e e . R
£6r reducing maternal and infant mertality/movbidity.

e o

J———)

In addition it has been agreed that priority is to

be given initially to threc components:

- immunization (LPI)
- oral vehydration therapy (ORV)

- safe delivery practices (TRA Training)

These priorities were sclected on the basis of the
high proportion of dcaths occuring in the perinatal period,
especially neonatal, caused by tetanus: the high tevels of
maternal mortality caused by poov Jdelivery practices; and
the large proportion of infant and childhood deuths cansed
by diarrhocal discases. Interventiorns in these areas can
have a significant impact on mortality reduction, and can
contribute to lowering morbidity of mothers and children.
1t has becn shown that by providing 2 doses of TT during
pregnancy and having deliveries ceondncted by a tralned
attendant, neonatal mortality can he reduced by 30~40%16.
The health messuges to people voncerning the threec prio-
rities are highly interrclated. ‘The programme compenents
are feasible under present conditions in a sirzcable number
of Upazilas (40%) and Uniens (50%), aintd the technology is

readily available and reliable at the present time.

4. Lxpansion of coverage of MCI services:

While services are yet to be developea in all Upazilas
throughout the country, they ure to be expanded from estab-
lished Upazila lealth Complexes to functioning Union Health
and TFamily Welfare Centres and further down through out-
reach services and other community health actions, including:

- cmphasis on satellite clinics: use of UNFWC team of

FWV, MA, WA, lIA:; a balance of female and male health
and family weifarve workers

- greater usc of houschold visits
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- increased. ratio of FWV to population (to reach 1
per 4000 population)

. mern - b o e mr—

voluntary community groups
- development of in{evmition, education and communi-
cations programmes through mass media aad community
channels
Emphasis on outreach is ussential 1f the at-risk
population is to be covered. in geneval, people do not
come to staiic health services for lhealth prowmerive and
preventive actions; this is purticularly trace for women,
who tiaditionaily remain within the Family compound, and
who do not consider pregnancy and chitd birth the concern

of health-medical services.

5. Establishment of coordination mechgniSms and inter-
programme 1inkuges:

Certain conrdination mechanisms are included in policy
directlives, but need claboratior sind institutionalization.
Others have o heo deveilaped olenp very specitic amd pinc-
tical lines. These mechanisms wounld not represont a change
in the present administrative ltocation of component nro-
grammes c.g. BPL, ORT/0bT, would remain tn the llealth Wing,
and MCH/TBA weuld rewain in the Pepulation Wing. Although
the cwphasis is on coordanation wt the Functional level
of upazila and helow, o nulti-tier committece systew, Wity
a Narional MCH Committec at the apex, ig ess<ential foo
adequate managerial and technical dirvection and supervi-
sivn. Lrampties of mechanisms wenid inciluae {»ce HSection
VIil):

- coordination commitices ar national, district and

upazila levels

- special sub-committees on MG programame funcricns

- MCII targeu sctiting

- combincd work manual

coordinated logistics systems
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- integrated reporting system

- regular staff meetings at upazila and union levels
- integrated retraining

- coordinated supervisory system.

Coordination is required to ensure that contradictory
planning and programming are avoided by '"vertical" pro-
grammes, and that optimal use is made of scarce human and
material resources. Special emphasis will be given to
coordinating the funcvions of training, supervision, logis-
tics, and communications (IEM) Job descriptions will be

revised accordingly.

MCH CARE IN BANGLADESH

1. Historical Developments and Structure:

Historically, MCH care lacked a comprehensive approach.
Until the late 1950's, the only MCH service in the country
was the obstectric care provided in urban-based hospitals,

and in a few privately-run maternity centres. In the late

1 1950's and 1960's, the government initiated an MCH programme

through the establishment of Maternal and Child Welfare
Centres (MCWCs), run by paramedics. The total number ul-
timately reach 87, by the latc 1960s.

During the 1950's and 1960's priority attention
focused on the prevention and control of communicable
diseases, such as smallpox, malaria and cholera, and thus
MCH never received importance. In the late 1960's after
a full-fledged family planning programme was launched, MCH
gained some visibility, though family planning continued

to receive priority over MCH from that time to the present.

The government's policy since 1976, has been to com-
bine family planning and MCH, recognizing that reduced
infant mortality creates favourable conditions for family

planning acceptance. The responsibility for MCH was shifted
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from the Health Services to the Directorate of Population.
The shi."t however was limited to the transfer of MCWCs.
Other MCH-related intervention programmes remained in the
Health Division, because of their broader health relevance.
This functional split jeopardized the development of a com-

prehensive MCIl strategy.

Rather than merge health and family planning organi-
zationally, the Government decided on a policy of func-
tionally integrating health and family planning services
at the Upazila level and below. Government directives on
duties and responsibilities of staff at these levels include
MCH and family planning, and specify that both health and
population staff must carry out both duties, using the same
facilities. To facilitate integration, the two Divisions
were placed under one Secretary to the Minister. The present
organizational structure is shown in the organogram in

Figure 1.

2. Present Programmes and Future Strategies:

(a) MCH Clinical Services

The MCH clinical network consists of 3 main catego-
ries of facilities. Maternal and Child Welfare Centres
(MCWC), MCH Units in the Upazila Health Complex (MCH/UNC)
and Union Health Tamily Welfare Centre (UHFWC). Of the
original 87 MCWC's at different levels (district, erst-
while sub-division, upazila and union) twentyfive union
level MCWCs were categorized as FWC's, leaving the remain-
ing 62 as MCWCs. Each of the MCWCs 1is staftfed with 2
FWVs and 1 midwife. MCH Units have already becn estab-
lished in 337 Upazila Health Complexes. Each of the
units is staffed with 1 Medical Officer and 2 FWVs who
are responsible for the MCH services in the Mipazila Health
Complex. The UHFWC is the basic institutional facility
for primary health care, including MCH and family planning.
Presently there are 865 functioning UHFWCs which, by the
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Figure 1

Present Organogram: Ministry of Health and Population Control MCH Programme
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end of the Second Plan period (June 1985), is expected
to reach about 1400. Lach of the UHFWCs is staffed with

one Medical Assistant, one FWV and one Pharmacist.

The present quantity and quality of the MCH clini-
cal infrastructure is far from satisfactory, and lacks
the capacity to meet even the basic nceds for care,
particularly for maternity care. It is estimated that
a minimum 5% of women will require ceasarian section,
and 5% antenatal or postnatal hospitalization, giving
4 total of at least 10% requiring hospitalization for
childbirth. Even in facilities wnhere beds may exist,
the necessary equipment and supplies, such as for
anaesthesia or b ood transfusions, are not available.
Morcover, specialized training in obstetrics/gynecology
is lacking, and the numbers of lady doctors available
for providing care is grossly insufficient. The needs

of high risk cases thus cannot be adegquately met.

In the TFYP, thercfore, it is proposed to strengthen

the clinical infrastructurc or referral network of MCH
services to meet the needs of a minimum of high risk
cases; and to serve as a basis for greater extension
ip the future to mect the potential demand created
through expanded maternal health carc services, as well
as to provide tne back-up services required for family
planning and management of child health problems. This
will require an assessment of needs in existing faci-
lities; provision of supplies and equipment; and training
of staff.

It is recommended that the existing DGO (Diploma
in Gynecology and Obstetrics) course, a One year spe-
cialist training be strengthened, and that a shorter
3-6 month course be developed for training (or retraining)
of the MO/MCH-CC's at Upazila levels and MO's in other
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MCH clinical services, especially for lady doctors.
Attention is also to be given to longer-term specialist
training in Bangladesh or abrouad for lady doctors in
OB/GYN.

During the Third Plan period, the number of UHEWCs
will be increased to 2800 and unother 250 UNFWCs will
be established through renovation and extension of rural
dispensaries. The number of MCH Units in the UZHCs will

be increcascd to 396 to cover all the rural upazilas.

(b) Training of Traditional Birth Attendants ('TBAs)

The national TBA training programme began in 1979,
in view of the lack of adequate care available through-
out the country for women during childbirth, and concern

for the extremely high levels of maternal mortality.

Over 95% of the deliveries are carriced out in the
abscnce of trained personnel, in homes. Although patterns
vary in dJdifferent parts ol the country, most deliveries
are carried out by (a) rclatives; (b) women, themselves,
alonc; or (c¢) dais,. traditiomal birth attendants. The
term TBA has been used looscly, to cover those women
assisting at lecast scveral births per year in their
villages, and "professional' dais who are paid for ser-
vices and who assist in deliverices in their own village
and other surrounding ones. In addition, it was rccog-
nized that the government clinical facilities would
never be expanded quickly cnough to mect the nceds for
service in the foresccable Future. The scheme aimed

at having one trained TBA in cuch village.

Prior to its initiation, a curriculum and training
manual werc prepared and Family Welfare Visitors (FWVs)
were trained as trainers. During the two phases, 1979-
1980 and 1981-1982, a total of 24,000 TBAs were trained.
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tvaiuations of the programme revealed serious tech-
nical and administrative problems, which cast doubts on
its effectivencss or impact. Thesc include the lack of
selection criteria; poor training of trainers (FWVs);
too broad and imprecise curriculum; insufficient prac-
tical training; unsatisfactory teaching methodology.
Following training, supervision and follow-up were
lacking, and contact between the TBA, the FWA and the
FWV was limited. 1In addition, problems were experienced

in the distribution and use of the TBA kits.

The training and utilization of the TBA have suffered
from lack of administrative support and cooperation of
the field level staff in the mainstream programmec, as
the TBA training programme was administered by NIPORT,
which has no control or supervision over the FWVs working
in the Union Health and Family Welfare Centres (UNFWCs).
Similarly, links with the clinical infrastructure do
not exist. The training programme was suspended in
1983.

Related projects, carried out on a small scale by
NGOs, included the development and distribution of safe
delivery kits. The kits include very basic supplies
and equipment (soap, disinfectant, gauze, cord tics)
for safer deliveries, made and sold at low cost (from
3 to 20 Takas). They are intended for use by the TBAs
or by women themselves. The projects!' experiences show
that this is a feasible approach, if adequate education-

information complement the kits' 1istribution.

In the TIYP, the TBAs training programme is to

fit within the broader context of MCH. In particular,
to be part of activitices for providing safe delivery
services at home and static centres, closely coordinated
with the activities of antcnatal and postnatal care and

immunization of women with Tetanus Toxoid.
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In 1984, the TBA training programme was redesigned
«nd preparations are being made for implementation. It
aims to provide knowledge and skills for delivery and
care of the newborn; and to enable the TBA to recognize
high risk pregnant women for referral to TWV or special
institutions. In addition, some training would be pro-
vided in the practical aspects of ORT, immunization and
family planning. In addition to a Project Director, the
scheme provides for two deputies for management and
training and 4 area supervisors. An important feature
is that the training is to be undcr the management and
supervision of the MO(MCH-CC) and Sr. FFWV Supervisor,
a new post to be crecated in each UHC,and the training
to be carried out in functional UNFWCs, wherc MAs § FWV's
have been posted. The role of the Sr. FWV will be cru-
cial in upgrading the knowledge and training capabilities
of the FWVs, as TBA trainers, and in subsequent follow-
up and supervision. She will be specially trained for
this purpose. Cmphasis will be given to practical train-
ing in safe deliverics. Training will be carried out
in three phases, at onc-month intervals, to be followed
by a 21 month closc supervision period; this will include
meetings between the TBA and WV at FWC's and in Satel-

lite Clinics.

It is proposed to move the TBA Training project
from NIPORT to the MCH Directorate in the Population
Control Wing.

The target is to train about 30,000 TBAs during
the TFYP.

The programme will also include:

(i) provision of one TBA kit box per trainee
and two safe delivery kits;

(i1) operational rescarch on education-motivation
of women on safe deliveries through the mass
media; the development of a discussion guide;
and the development and distribution of safe
birth kits; and
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(iii) orientation of one additional TBA per
village for 3 days.

(¢) Family planning/Lirth spacing

While family planning is trcated as a separate item
within the Population Control Programme, namely, MCH and
family planning, it is referred to here as a priority
component of MCH in view of its important health effects
on maternal and infant health in addition to its ferti-
lity control objectives. The spacing of births 1is one
of the most effective technologies for the prevention
of maternal and infant mortalities, and is thus included

here as a measurc for achicving MCH aims.

The family planning programme was initiated by the
Government (as a national programme) in 1970. An exten-
sive infrastructure for cxtended coverage has been estab-
lished through the construction, staffing, equipping and
supplying of static health centres; the recruitment and
training of speccial family planning workers at all levels,
especially FWVs and FWAs for institutional as well as
field-domiciliary activities; development of organizational
and institutional structures to support the programme,
including management information systems, and a vesearch

and training institute (NIPORT).

The family planning programme offers a broad range
of contraceptives; it mainly provides clinical contra-
ception through the network of facilities, and conven-
tional contraceptives, delivered at home by field workers.
The current contriaceptive prevalence rate (CPR) 1is esti-
mated at 229%. Sterilization Surveillance Teams have
been established, and cover all districts, to monitor
the safety of the procedures and offer staff{ training.
Technical supervision is provided from the UHC by the MO
(MCH-IP); and from the UNFWC by the MA and the FWV Family

planning stafl work according to targets, and receive financial

/-
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1
(48]

incentives for cxceeding the expected numbers of

acceptors.

The programme has also instituted o orants-in-aid
mechanism for Ffinancial support to family planning
carried out through a large number of non-governmental
organizations (NGOs), working at the community tevel,

A social marketing programme has been developed which
channels contraceptives through the private scctor,
Support has also been given [or women's proprimues, 1in
various scctors such as female cducation at the pramary
school level, vocational training, increascd employment
opportunitics in cottage industrics, and women's co-
operatives for credit, training and marketing. Informa-
tion, cducation and communication activitics in population
and family planning have been developed, both through

mass media and inter-personal contacts.

In the TEYP, the strategy is to further strengthen

and expand the prescnt population programme, s0 as to
increcase the availability and improve the guality of
family planning and MCH scrvices. This includes infra-
structures f{or integrated FP/MCH including cxpanding
coverage ol priority MCH scrvices; manpower development
and training; population related cemmunication activi-
ties; management information system; reseuarch and
evaluation; and multi-scctoral approach involving the
ministries of education, rural development, social welfare
and women's affairs, labour and manpower, and agriculture.
Particular emphasis will be on women's progruammes, involve-
ment of NGO's, and incrcascd community participation.

The programme will continuve to rely heavily on the
work of the FWV's and FWA's in incrcasing Lamily planning
services to women. Pield workers will be given priorivy
for training, vcspecially FWA/UA, FPAJANT, MA/EFWV.

/...
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(d) Expanded Programme on Immunization (HI'l)

The Expanded Programme on Immunization (EPI) began
in 1979, under the Directorate of Health Services. The
long-term objective is to reduce morbidity, mortality
and disability {rom nconatal tetanus, non-nconiatal tetanus;
tuberculosis; measles; diptheria; pertussis; and polio-
myelitis.

Presently, immunizations are beinyg carried out
at 927 centres throughout the country. The centres
include 388 "Primary Centres' where safe cold storage
for vaccines is available; 244 of these primary centres
are at Upazila llealth Complexes. Specialized EPI tech-
nicians, in place in most UZHUs, are currently the only
full time EPL staff at this level, and the main persons
doing vaccinations at this time. In addition, onc
medical officer has been designated in each UZHC, to
have supervisory responsibility {for LPL. It was planned
that regular immunization would be carried out by the
FWVs and MA's but this has not as yet becn implemented.
Immunizations arce otrfered once a week at the UZHCs,
and at fixed days in certain Union HFWCs, or other sites
when the EPI technicians visits, with the vaccines, from
the UZNC.

Special attention has also been given to the "Cold
Chain". Ditferent categories of staff have been trained
in proper vaccine handling, and in cold storce and refri-
gerator maintenance.  There are currently 20 district
level EPI cold chain technicians who have been trained

and placed.

Strategies for expanded outreach services have been
planned for testing. A tyial TT outreach campaign was
launched in December 1981 and January 1985 using both
health and Tamily planning stafl(, and aiming at a minimun

of 20 vaccinations a Jday. Preliminary results indicate

/...
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high acceptance by women exceeding targets, and good

co-operation among the stall,

Priority is now being grven to TT, DPT, BCG and
Measles because of the relative stability of the vaccines.

Although overall coverage remains low (2-5%), the

programme has rvecently progresscd weld ae terms of 1Ts
organization, vaccine availabhility, and logistics sys-
tems. A Plan of Operations is being finalized. Directives

have been itssucd or the incroduction of immunization at

0]

all functioning UUFWCs, as well as MCWC's and MCH units
at UZHC's., DPlans focus mainly on services for the rural

areas.

In the TEYP, the tong-term objectives are to reduce

mortality, movhidity and disability [rom all six disceuses;
and to develop and promote sclf reliance in the delivery
of immunization scrvices within the {ramework of compre-

hensive, integrated scrvices.
The strategpy incliudes:

1. expansion of scrvices:  the aim is to achieve
everyday availability of immunization through
the static rural centres, cg. UzZHCs, UHFWC, MCWC
once adequate storage tacilities exist.  The
Upazila HEFPO has full responsibility {or ample-
mentation, with assistance in all operational
and Jogistics activitices from the LP1 Technician.
At Union level, the MA and FWV will provide the
imaunizcation services. By 1990, 1t 1s expected
that at least 300 UZHCs and 1500 DHEWC's will be
olffering immunization. In municipal arecas, vacci-
nation motivation and follow-up will be done by
the Municipal Health Statfl, under the supervision
of the Municipal Mcedical Officer. In Urban arcas,
imnunization will be done in the government hos-
pitals and clintes.

w
.

2. devetopment of coffective ouircach strategies:
various alternatives will be tested tor providing
immunization outside the siatic centres, through
health and poputacion svalt. Ouvtrcach will be
the key to achieving high vaccination coverage.,
Strategics would inciude regular services at the

/...


http:frinaliz:.ed

- 25 -

satellite clinics, linked with the TEM activi-
ties of the ficld workers (HA, FWA) during home
visits. The strategies would differ depending
on whether or not there is a {functioning UHFWC.

. strengthening of the cold chain system: the
strategy for the system will include:

wl

(1) provision and training of staff in the use
and carc of ecquipment for vaccine transport
and storapge (68 LP1 cold chain technicians
will be positioned);

(ii) testing of vaccine storage equilpment opera-
ting on alternative power sources;

(iii) development of routine vaccine delivery
schedules and Jdifferent modes of delivery
(eg. with other MCH supplies) according
to local nceds; and

(iv) preparation of procedure for routine
monitoring ol cold chain cffectiveness.

4. strengthening of training activities: all per-
sonnel involved from District to Ward level will
receive orientation on training; training modules
(special EPI trvaining material) will be made
available to the reeular training establishments
for training and vetraining of union and ficld
staf{; ond regulav information will be provided
through an EP1 quarterly newsletter. Special
attention will be given to the orientation of
District level to censure proper management and
supervision (sce targets, Appendix FE).

5. dimprovement of survelillance of EPT target diseases:
this will include instituting an information sys-
tem for collection of data on discases and immu-
nization performance.

6. promotion of community participation: 1IM acti-
vities will be developed in cooperation with the
Health lducation Burcau, TEM Units, utilizing
mass media, school cducation, ctc.; and
cooperotion and support to NGO's will be streng-
thened by guarvantecing vaccine supplies and
providing promotional materials.

1n order to cnsure full coverage, it is cstimated
that cach village should have one immunization session

each month. Immunization schedules proposed are:

BCG : 0-15 vears (one dosce)

DpT : 3 mo - 2 years (3 doses, onc month
intervals)

/..
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Measles : 9 mo - 2 years (one dose)

DT ¢ 2 yrs - 10 yrs (2 doses, one month
interval)

Tt : pregnant women, women of childbearing

age (2 Jdoses; 2nd dose, at least 2 weeks
prior to delivery)

(e¢) National Oral Rehydration P'royramme (NORP)

The NORP was initiated in May 1979, to combat mor-
tality from diorrhoca through oval rchydration therapy,
using hcalth workers and voluntecvs. Tour cottage type
ORS Production Units were established, and produced and
distributed a total of morce than 16 million ORS packets.
A multi-ticred training programme was ltaunched, resulting
in the training of workers in all districts, and 50% of
all thana ticers. Approximatcely 98000 village volunteer
health workers were also trained to work as depot holders
of ORS. later, the programme was limited to the produc-
tion and distrvibution of ORS, as the ORT training acti-

vities were to be linked with ongoing PHC tralning.

Closc links were estabtished with the Bangladesh
Rural Advancement Commititee (BRAC) which developed an
intensive pregramme of lamily cducation on oral rehydra-
tion therapy (ORT). The programme has covered more than

3 million houscholds.

In view of the signiticance of the problem of
diarrhoeal discascs in the country, it was decided to
develop a comprehensive programmee For the control of
diarrhoecal discases (CDD), which would greatly expand

the scope of NORP.

In the TINVP, the programme is to be implemented
as an intepral parc of primery health care/MCH, though
separate ovganizational and controtd functions will be

maintained. A national council ifor €D will be formed.

The main clements of the strategy for achicving

the objectives of developing scll-sulficiency in GDD

/...
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activities and reducing morbidity and mortality due

to diarrhoeal discuses and diarrhoea reclated malnutri-

tion include the following:

1. emphasis on case management to reduce mortality
through adequate therapy:

(1)

(ii)

casc management at home and community level
with home made solutions (cg. labon/gur
sarbat): cxtensive cducation-training will
be provided for o wide range of people, ic.
mothers and family members, community volun-
teer health workers, imams and primary
school teachers, outreach government health
workers, villapge practitioners and members
of local c¢lubs or organizations. EBducation
will be carried out by government health
workers in home visits.,  Bducation will
include knowledge ol when ORS is needed,
and where to pgo for trcatment and supplies.

case management through static heulth
centres: all MCHH workers at the union level
(MAs, lIAs, I'WVs, FWAs) will be involved in
proper management ol diarrhocal cases; and
Union static centres will maintain stocks
of ORS packets, 1V baps and medicines. At
the Upazita level, UZHCs will play o criti-
cal role in all types of thevapy as well

as training, laboratory services, procure-
ment and supplics, supervision, ctc. Upazila
Health and FP Officers will he involved,

in addition to one MO and Sanitary lInspcc-
tor. At District level, the Civil Surgeon
will have overall responsibility for the
programme .

2. development of an cpidemioloegical surveillance
and cpidemic control system:

in addition to routince information provided
through all levels, 04 special surveillance

teams will be cstablished at DWistrict level.

improvement of maternal and child carc practices:

in order to promote changes in practices for
the prevention ot diarrhocal discases at the
home level, health workers will be trained

to provide cducation during home visits and
other contacts, lor nutrition support, inclu-
ding proper breastleeding and weaning prac-
tices; and for advice on hypienic handling

/e
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of children, handwashing with soap, hygienic
food handling, usce of safe water, ctc.

4. improvement of cenvironmental sanitation:

in addition to national cfforts of extending
water supply and sanitation facilities, health
workers will motivate community members in
better acceptance, maintenance and use of
environmental sanitation (ey. latrines).

In support of the above strategy, ope ational
activitics will give attention to:
- development ol manpower, and training at all
levels of the health system and the community,
in managerial and technical issuces, including

the development of special training materials
(for targets sco Appendix B).

- universal coverage of the population with TEM
on diarrhocal prevention and case management,
through extensive health education by health
workers; community participation by local groups;
involvement of various community members (reli-
gious leaders, village practitioners, volunteers,
ctce.); mass medra and commercial channels.,

- production and distribution of ORS: 8§ production
units will be producing 12 million packets annually,
to be provided free of charges private industry
will also be encouraged to produce and distribute
ORS packets.

- strengthened coordination mechanisms for evalua-
tion and wonitoving of the programme, and lor
cnsuring inter-sectoral coordination (cg. CHBH
Council}.

(£) Other Arcas

Therce is no national programme on nutrition, though
small scale isolated activities exist within government
and non-governmental agency programmes; for example in
food-dictary supplementation, nutrition pardens, nutri-
tion cducation, and the control and treatment of certain

nutritional Jdeficicncy discases.

A national programme of cavivonmental sanitation
has been developed through DPHE: 1t produces approxi-

mately 60,000 latrine sets cach year and develops

/...
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educational activities. The pregramme, however, falls
short of total coverage to a large degree, as it is
estimited that 15 million scets are required. Programmes,
furthermore cxist for the promotion of safe drinking
water supply and utilization.

Education on child care and Camily planning 1s
included in many of the women's development programmes
such as in vocational training, credit and cooperative

schemes, ctc.

ft is also noteworthy that a large number of non-

~

governmental organizations (NCO's) throughout the country,
provide integrated MCH scrvices cither coordinated with
government facilities or in independent areas.  These
NGO's provide scrvices as well as provide training of
health and Camily pleuning workers amd carry out opera-
tional health service rescarch.  Many have served as

mode !l arcas for the further development of the govern-

MENT SCTVICeS.

fach component programme describedin this section is deve-
loping its own operational strategics, according to 1its
particular technical and managerial criteria. lowever,
there are common features which contribute to the deli-
nition and devetopment of the MCH Strategy, and which
emphasize the importance ol co-ovdination mechanisms
for MCH, to cnsurce that programmes can be carricd out

effectively and efficiently, in an integrated manner,
The programme plans are basced on stratepics which:

- specify the utilization of FWVs, FWAs, HAs, and
MAs at union and ward levels, placing demands
on their time

- emphasize expanded outreach services to villages
and honscholds

- rely on extensive Information, lducation and
Motivation (1EMI activities, especially through
home visyiis

/...
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- require timely availability of supplies (eg.
vaccines and ORS)

- team training of large numbers of health and
family planning workers

V. COMPREHENSIVE MCH CARE

Full coverage of all mothers and children with compre-
hensive MCH is a goal Fer the futuve. The nature of health
problems affecting mothers and children explains the need
for comprechensive MCH, as thesc problems arec so interrelated:
the bulk of mertality during pregnancy, birth infancy and
early childhood beinyg caused by the combination of infec-
tions, malnutrition and short hirth intevvals. liffective,
long-term prevention of maternal and intant mortulity and

morbidity requires a total package of services.

1. The Content .
Although the elements may vary according to specific

roblems prevalent in the arca comprehensive MCH would
P >

include:

a. Immunization against the six major diseases of
childhood:

- Tetanus (incl. nconatal tetanus)
- Tubcrculosis

- Diptheria

- Pertussis

- Measles

Poliomyclitis

b. Prevention and control of diarrhoeal diseases:
- casc management (oral rehydration therapy; other
trcatment)
- epidemiological surveillance and epidemic
control
- sanitation, safe water and personal hygiene:

- child care

- hygienic rood and drink storage and handling
- handwushing with soap

_ cuvironmental sanitation and use of latrines

- putrition support, including breastfeeding
(sec )

/...
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c. Maternal health care: c¢ffective management of
pregnancies and deliverics

- education and wotivation of women and families
on safe deliveries (use of trained birth atten-
dant; hygienc)

- anteunatal nutrition education and treatment
(incl. anacmia detection, promotion of iron-rich
foods in diet)

- antenatal identification/prediction of high
risk and referral to institutional backup
system

- postnatal cure
- menstrual regulation

- family planning advice and service

d. Nutritional surveillance and support
- breastfeeding cducation (BF at birth)

- growth and development monitoring (use of
grcwth chart, mid-arm circumference]

- education on proper weaning practices (supple-
ment to B¥) and young child food and nutrition

- blindness prevention (distribution of Vitamin
A capsules and promotion of Vitamin A-rich
foods in dict)

- anaemia detection and prevention (promotion
iron-rich foods in dict)

- management of mild and moderate malnutrition
at home with locally available foods
e. Recognition and simple treatment of child health
problems
- health education to families
- eye infections (eg. conjunctivitis); ointment

- skin infections (eg. scabies); neem soap and
benzyl benzoate

- deparasitation (eg. worms); antihelminthics
- malaria treatment; chloroquine syrup

- respiratory infections; antibiotics

2. Phasing of Componcnts

In view of the present level of resources and scrvices

throughout the country, delivery of a total package of MCH

/...
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services is not feasible at this time. Components would

be added in different "mixes" as infrastructure and train-
ing are extended, and sufficient human resources added.
These would be phased in sequences, making sure not to
jeopardize the progress of the three MCH priority compo-
nents, and family planning. Trial "packages'" would be
tested to ensure that the workload and content are suitable
for the level of workers, and that costs are feasible, The
ultimate aim is "everyday' availability of MCH to the entire
population.

Three Phases (I, II, and III) are proposed. The speed
of implementation as well as exact content would depend on
(a) local circumstances including socio-economic characte-
ristics of the population, geographical conditions and
political commitment; and (b) previous stage of service
development;. and (c¢) resource availability. Thus, the
phases presented would represent guidelines for implenen-
tation and training. The criteria used for the phasing of

MCH components are:

Phase I : - presently established priorities
- specific, "simple'" interventions

- require minimal training and institutional
support

- technology is simple, low cost, available
and acceptable

- dependency on other components or programmes

is low
- attitudes of people are positive or amenable
to change
- the feasibility of immediate implementation
is known
Phase 11 : - specific interventions are not complicated

- training required is not too cxtensive

- institutional backup required exists (eg.
functioning UHEFWC)

S
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technology is low cost, easily available,
and acceptable

dependency on other programmes OT TCSOUrces
not great

1

attitudes are not too difficult to change

testing of feasibility for implementation

is not too difficult

Phase IT1: intervention require complicated information,

knowlecdge and practice changes

training requires sceveral phasces and/or
follow-up

additional infrastructural buildup and
resources are necded

&

technolopy is relatively costly, not casily
available or acceptable

dependency on other programmes 1is great

high degree of attitudinal change is required

Applying these criteria, the phased components of MCH

are presented in Table VIil.

The general rationale for phusing of speciflic inter-

ventions within each component area include:

Immunization: In addition to the previously cited

priorities of providing TT, BCGC and DPT, Measles vaccina-
tion has been added, since a more robust vaccine 1s now

available.

Oral Rehydration/Diarrhocal Discasc Control: Breast-

feeding is a widespread practice throughout the country;
carlier commencement ol hreastfeeding is a single ucssage
requiring less behaviour change than other aspects. 1EM

on water, sanitation and personal hygienc is cowplicated

as it involves extensive attitudinal and behavioural

changes, and will require more extensive training of moti-
vators at the [ield levels: it is, morecover, a time-intensive
activity at the home level. Effectiveness depends on the
availability of safc drinking water supply systems, latrines,

soap, ctc. (cg. water and sanitation programmes).

/...
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Safe Birth Practices (management of pregnancies and

deliveries): Tdentafying high risk cases requires agree-
ment on indicators that will be adequately selective in

view of the large number of potential risk cases and the
limited capabilitics of the referral system even in the
later phases. (Greatly increased uccess to and availability
of institutional back-up system is required to handle high
risk cases, including supplies and cquipment, expertise,
anaesthesia, blood, etc. Additional training will be needed
for FWVs and FWAs on antenatal cxuminations and in applying

risk criteria.

Nutrition Surveillance and Support: Nutrition monitoring

and education cannot be effective in the abseace of adequate
food or income, and thus nutrition promotion in conditions
of extreme poverty is complex. Changes in existing food-
use patterns requires difficult attitudinal changes and
imparting of velatively complicated information. Additional
training of ficld workers is needed and time-intensive

home visiting is necessary Training on the use of growth
charts, although thcy alrcady exist in Bangla, will be
difficult, noting cheir intended usc by semi-literate or
illiterate people. Also, weighing scales currently avail-
able arc problematic for continucus utilization. Detection
of malnutrition in women and children, furthermore, has
serious implications in view of the high proportions of

the population likely to be categorized as such.

Recognition and simple treatment of child health

problems: The specific interventions can be introduced with
minimal training of ficld workers. Supplies can be made
readily available in mini-kits following relatively easy
trials. Acceptability by people of such type: of treat-
ment is known to be good. Troatment for respiratory
infections involves worve difficult diagnosis and treatment,
where the usc of antibiotics needs careful instructions,

supply ectc.

/oo
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3. Phased implementation of delivery strategices

The phasing of components has implications for the
programming of resources, institution strengthening and
training. ‘Thesce depend, as do the phasing of components,
on the existing cirvcumstances, and thus specific pro-
gramming would vary accovding to the level of MCH service
delivery in particular districts or areas. For example,
if a UHIWC is functioning, whether all staff are 1n place
and have rcecceived adequate training, if similar programme
activitics have been carvried out previously if the prevail-

ing social attitudes arc positive or negative and so on.

Examples of phasing required in programming are shown

in Table [X.
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TABLE IX

PHASLD
(Dxamples)

IMPLEMERTATION OF MCH

Phase 11: Added/Revised

Phase 111: Added/Revised

Immunization

full immunizatiou in wtatic
centren with cold storape ¢

fixed day coverape in sctatic
ceptres without eold sio-
rage; and in ocated
clinico

special T campaipnn ot -
reach 1o wird

test alrernative outreach
stratepies in selecteo
areas

ABEeLL

ite

primary centied, Gt
MMe wraindng and logisvics
needs

train supervivors; field

train field workers

fixed day/menth outreach
in utions without WC
by WA L HA

routine ipmmivaetion in
catellite clinics with
FaC

IEH to pullic

-

daily immunization in all
static centres

routine immunization in MCH
outreach (IWC or no FWC)

use of coumunity graup:s

wolkers in Lote grvan
Tiatsen KCO'y
Oral Rehydration/ oral rehydration therapy  train phurmacists in ORS usel full coverape outreach on

Diarrhoeal Discase Control

(ORT) LM in Fwe's outreach-

assens needo: nupplics
vquipment , rab facilicion,
eto.

train HOH staf! in case mdiana-
petent (MA'n, PRV, TIAL
WAL, BA':) -

provide
praducs
riato

Ot packoets
training/1EM mate-  F

train ORT community members
{mothers/iamilies; com.
voluntecrs, ilmams, pri.
schoal teachers, villape
practitioners, local
proups)

provide ORS in all MCH
logistics systems

traln MCH staff in water,
sanitation, personal

case management

extension IEM on diarrheeal
disease prevention 1c
community

treatment io HC 'L TV, hypiene (17M)
drugs, Okl
Safe Delivery/ Train Se. PWY's L VL ax F train Se.WVs ¢ PWV'e iy L train [WV's &€ FWA's in risk

Matuernal Health Care

TBA trainers
select ThA'y ana veaining -
activitier

trials on TEM of wouen and
tamilies on safc birth H
practices; use of sicple
kit S

assess needs {or stranpthe-
ning clinical back-up;
initiate vuyport

train foemile MO's in
trics; strenpthen LG
course:

obate-

OB/GYN

entablish referral system:
equip/supply 672 MORC's
and hespital's

distribute eafe detlivery
jits witl education

undertahe risk indicator
studies

identification and relerral
extend strengthening of cli-

nical services: equipment

supplies, training

Nutrition Surveillance
and Support

develop breavtfeading men- -
Lapet

Grain MO worker: on B, TEM,
recoynition Vit A gelielvn-p

¢y - treatment

develop 11M
miteriale
educat icn and tent

test yrowt) chart
develop training materials

messapes and
for nuteition

use of

}-

b

train workers in nutrition
education; include in
work routines

train workers in use of gowt
chart

train worker:s in manapement
of malmityrition at hom:

——gen

Treatment Child Health

Problems

Ltrein PWAZHA'L in recopui- F
tion and treatment discases

provide mini-MeH kit to
I'WA/EAY

train workers in diagnotis
A treatment recspii-
tory dinease:

develop tamiiv health edu-
cation, 1M and naterial.s

include pecpiratory discose
control in work rvoutine

provide general child care
in work routine
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COORDINATED FUNCTIONS OF THE MCII PROGRAMMLE

In view of the fact that the location of the various
component of MCH urc to remain organizationally and struc-
turally separated at the National and District levels,
special attention is to be civen to coordination of func-
tions at the Upazila lcvels and beclow. Mechanisms for co-
ordination arc looked at in Section VI1 below, though in
general special sub-committees are planned to work out the
details of implementing an integrated strategy fovr cach
of the key functional arcas. The details would then have
to be tested for its applicability before {inal instruc-
tions are issucd. It is not intended here to repeat the
stratcegies of cach component programme (cg. LEPL, CDD, Safe
Deliveries, and Family Planning), but rather to present
common principles and methods and to indicate requirements
for comprechensive MCH, functionally integrated with PHC-

FP, not currently reflected.

1. Health and Family Planning Workers' Tasks.

The current job descriptions for all hecalth and family
planning workers at Upazila and below levels include MCH.
However, they are not specific for all aspects of MCH, nor
is the balance of MCH, family planning and other hecalth
tasks adequately retlected.  Thus, the MCH tasks have to
be claborated upon and made clearer in terms of what is
actually to be donc. Job descriptions have to be developed
in a complementary way, so that contradictory instructions
are not given to stafl on the same and different levels.
The job description is an essential starting point for
other functions such as supervision, training, evaluation

and so on.

Emphasis here is given to the work of the health and
family planning workers at the woard and union levels, as
this is where the greatest proportion of MCH care is done,

and where the main integration of MCH takes place.  Many
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of the duties and responsibilities at other levels are
supervisory or supportive of thesc basic tasks. MCH tasks
arc listed in Appendix ¢ lor the FWA, HA, FWV, MA, TFPA/AHI
and Sr. FWV.

Tn the Bangladesh socio-cultural context there is a
need to ensurc complementary roles of male and female
health and {amily planning workecvs. The tasks pertaining
exclusively to women as "clients' are to be included in
the job descriptions of the FWA, FWV, and Sv. FWV. Dircct
maternal carce, where physical contact is required, will
for the most part be done by the female workers, and should
be considered their major responsibility. This i1s not to
exclude the roles ol male workers who, as scen from expe-
riences in the sterrlization programme, can have a certain
degree of contact with women paticnts. In addition, malce
workers have important motivational and cducational tasks
concerning maternal health care; men in families have to
be informed and motivated il women arce able to make the
basic changes vequired in birth practices and other aspects
of maternal care. It is the family rather than the health
workers or TBAs or cven the women herself who will make

decisions about such changes in behaviour.

This implices the nced for increcasing the numbers of
women health and fawily planning workers at all levels,
including Upazila and above so that adequate back up and
supervision can be provided. For example, recruiting more
women MO (MCH-CCs) and specialists in Obstetrics/Gynecology
for positions in UZICs, MCWCs, and hospitals is important.
In addition, efforts will have to be made to accommodate
the special needs of women workers, such as hostel accom-

modation, posting with hushands, ctc.

The allocation of who actually does what in cach
circumstance is dealt with in work routines, and would

have to be specifically deiined in cach locality, depending

/o



- 40 -

upon individual capabilities and local conditions. Team
work is to be cncouraged.

Many of the tasks for cach of the MCH components
overlap, or are closely related, particularly those con-
cerning information, education and motivation (TEM) in
MCII. As the differcnt MCH components are gradually intro-
duced, these tasks will be increcasingly merged. For cxanmple
nutrition education, breastfeceding promotion and hygienic
practices are repeated in safe birth cducation, prevention
of infant infections (including diarrhoeal diseases), and
family planning. A Table is included in Appendix C, to

illustrate these types of duties and responsibilities.

A sub-committec on job descriptions will make re-

commendations to a national committec, to finalize revised

job description for all levels, so that MCIl is adequately

incorporated.

2. MCH Work Routines

MCHl work routines for staff at Upazila and below levels
are to be coordinated and functionally integrated with others,
so that the demands of each component receive adequate atten-
tion within the existing or ecven planned staffing patterns.
Any work routine developed at national or district levels
however will be a guideline only, as the actual work routines
and division of responsibilitics among staff of each level
and between levels will have to be worked out in each locality.
Alternative work routines, especially for the FWV, should
be developed and then tested in operational studies. These

will depend upon

- existence of functioning UHFWC (with FWV) or not
- availability of stalf at cach lcvel

- abilities, training of staf{ involved

- MCH service demands of the population in the arca

- previous cxperiences in service delivery in the area

/...
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The specific MCH work routines are to be worked out for
each month during the UHFWC monthly mcetings, or Upazila
Health Complex meetings, and are the responsibility of
the MA, together with the IWVs at the UHFWC and MO/MCH

§ FP, Sr. I'WV and TFPO at the UHC.

Flexibility in work routines are required throughout
a year's period in view of the need to accommodate special
training sessions, special mini-campaigns, epidemics, and

natural secasonal occurrcnces.

The fecasibility of work routines are to be tested in
view of the present, unsatisfactory implementation of MCH
services, ie.

- present imbalance of duties actually performed
between family planning/population control and
other MCH components

- low coverage of MCH service delivery in the past
(ie. MCH duties not performed by staff despite
listing in job descriptions) and, in order to
introduce ncw MCIl tasks.

The testing of work routines 1s to include the use of time
by workers at each level; and the allocation of tasks among
workers according to expected abilities (eg. literacy levels,
both scxes). Testiﬁg would also involve an assessment of
needs in terms of supervision, training and logistics. Work-
shops could be organized to review results of operational
studies.

The work routines will include activitics to be carried
out in the static centres, in satellite clinics and at home
visits. Examples ol MCIl work routines for the Union and
ward levels, including Satellite Clinics and llome Visits
are shown in Appendix D, as these are particularly critical
for implementation of an integrated and comprehensive MCH
strategy. These highlight the nced for integrated 1LM
activities in MCH and planuned team work. They are designed

in order to maximize coverage of houscholds at the village
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level; ensure optimal eflfectiveness ol immunization schedules
(ie. doses of vaccines spaced by one month); provide adequate
follow-up and refervral for family planning acceptovs (espe-
cially clinicual contraception); sct apart adequate time for
training and supcrvision of TEAs; provide minimum coverdge

with comprchensive MCH cave; and promote team work,

A sub-committee on work routines will make rccommenda-

tions on guidelines for Mion and Ward levels,

3. Supervision

Supcrvision has bheen cited as one of the mest critical
functions in all health and family planning programme; in-
adequatce supervision being considered one of the main

reasons for not reaching programme objectives.

The present structure ot health and family planning
manpower is shown in Figure 2. As 15 scen from this rigure,
the Lines of supervision arce divided technically and ad-
ministratively, with the Population Wing and the Health
Wing, having different supcrvisory streams for stalf who
are to perform both heatth and tamily planning tasks. The
lines cut across lor the MCH programme. It is clear that
the supervision received by the WV requires speclal atten-
tion and clarilfication, Althongh supervision of the FWA
is administratively direct, there 1s o need for defining
her technical link with the FWV,  sSuch division of super-
visory functions makes the application of rewards and
punishment for job performance in all MCH arcas difficult

to achicve.

Field workers arc dependent on their administrative
supervisor for payment of their salarices, payment of family
planning incentives, report on job performance, and supplices
and cquipment.  Technical supervisors provide the required
information, training and back up scrvice needed by the
field workers to carry our theiv jobs.  Both supcervisors

should collahorate in the design of work voutines. There

/..
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Vigure 2
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is a chain of supervisaon from {ield to natiovnal level,
with reporting vequirements. Supervisors tend to check
on thosc items which will be, in turn, asked of them from

the next level up.

In order for health and family planning workers to
satisfactorily carry out MCIl activities, co-ordination
of supervision is cssential. The tools or mechanisms for

achieving coordinotion will include:

- target sctting for MCH: targcts sct in cach Upazila
will serve as a guide Ter supervising job perfor-
mance

- integrated veporting system (sce 6 below): this
system indicates evaluation or performance criteria
which the supervisor must take into account while
checking on performance and while training

- job descriptions: the job descriptions of the super-
visors will include specific MCH tasks, and will be
developed to cusute comprementary supervision hetween
supervisors

- supervisory check lists, ie. the specilic items to
be supervised, for cach level (National, District,
Upazila, and Urion) will be prepared to cnsure con-
sistency in the entire chain of supcrvision

- monthly meeting,. meetings at Upazila and Union levels
will involve supervisors and supervisces; they will
be the main mechanism for coordination of work routines,
and for solving any problems which way arise from con-
tradictory instructions to workers, ov supply of
drugs or cguipment; they will also serve as a means
for in-service training and proup discussions

- trainine in supevvision: training in methodologies
of sapervision is to be included in the basic and
in-service traaining of supervisors of MCI/FP workers;
special oricntaticen sessions arc to be given st cach
level

- training will be provided for the MG components to
ve introduced to strenpthen technival supervision

- a new post, Senivr WV supervisor will be introduced
to strvengther technical supcervision for maternal care
and Camily planning, particularly fer women workers

A sub-committce vn supervision will develop plans for

institutionalizing the above mechanisms based on un aanlysis

of contradictions or'gonsLyuiyiﬁ in the existing systems;

identification ol complementary actions between Supervisors

/.
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under the Health and Population Wings; and reporting

requirements at each level (National, District, Upazila

and Union), and hetween supervisory staff at each level.

4. Training of Staff in MCH
Existing Plans:

Training of health and family planning workers is
essential to the success of all programmes. Plans for
the training of health and family planning workers in
MCH/FP has becn extensively described in the TFYP for
Population Control, in the section "Manpower Development
and Training". It focuses on the training of health
and family planning workers at Upazila and below levels.

The plans include the following:

(1) definition of manpower requirements
(ii) analysis of existing training activities

(iii) enumeration of training tasks, eg. needs assess-
ment; curricula development; training course
management ; cvaluation; faculty training; field
practice demonstration; materials development

(iv) assignment of training responsibilities, eg.
to NIPORT: NIPSOM; RTC (H&FP); MATS: FWVTIs

(v) description of training programme 1985-90 for
all categoriecs of training, ie. field workers,
first line supervisors; MAs, FWVs; clinical
training MOs; management training; FWAs skill
training; multipurposc workers and community
influentials; I'P certificate course

The plan also gives attention to methods for impro-

ving the quality of all aspects of training, such as
curriculum, training of trainers, strengthening field
training, and group work. It addresses the problems of
manpower development and training including the provision
of training stipends living accommodations, especially
femalc stafl, as well as conditions of employment such

as salaries and carecr development, all of which are
important aspects of increasing and maintaining staff

motivation.

priorities in training have been given as:

/oo
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- staff of Union Health and TFamily Welfarc Centres
- field workers, especially the FWA/HA team

- staff with good performance records (ie. training
as a reward)

As this programme is aimed at the staif who will carry

out the MCH programme, coordination is to be given special
attention. 1In addition to the internal coordination
within the Population Wing, a special sub-committee on
training in MCH is to be estublished to make recommenda-
tions on incorporvating MCH rcelated knowledge and skill
into the training curriculla of all workers and super-

visors.

Training plans have been developed in cach component
programme which are bhoth specific for thelr own programme,
and which arc meant as inputs to the broader MCH and FP
training programmes. At the national to district levels,
special training courses arce planned for managers and
mid-level manacers in the EPT and ORT/CHD programmes.
These include special vrientation scesions; management
training; specialized technical training, and training
of corc traincrs. They ave to be carried out under the
auspices ol each programme divection; and will be sepa-
rately planncd, organized, funded and implemented. Both
EPI and ORT/CDD have preparcd the training material

required for these types of courses.

With regard to the Safe Deliveries component, the
first phasc is primarily a TEA training programme, as
described in Scction 1V above. Lmphasis has been given
to the development of more specific curriculum; practice
training; and training of trainers in teaching methods.
A new post for Sr. FWV Supervisor is being created, and
one of her major tasks is ke tvaining of TBAs. Azimpur
hospital should be strengthencd as a model training
centre. In addition to the TBA troining, other training

programmes will have to be developed, as part of the

/..
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institutional strengthening for the MCH referral system;
for example, the training of specialists in obstetrics

and midwifery.

In gencral, the threce priority component programmes
are providing inputs for the overall training in MCH/FP
of union and ward level workers, to be carried out
through NIPORT. Training modules (or the threec priority
component programmes will also be prepared for the roup
discussions, for retraining, and for in-service training,

to take place at the Upazila or Union levels.

Features of Training in MCH:

Training in MCH requircs more than the sum of the
specific components mentioned. [n view of the compre-
hensive, and diversified nature of the MCH Programme
other subjects and considerations must be taken into
account in order to ensurc that the content and metho-
dologies of training are relevant to implementation needs
of the MCH strategy.

Training in MCH requires the imparting of a wide
range of skills and knowledge to multipurpose workers.

Therefore, training will need to be sequenced or phased

for the different arcas, according to the priorities

set in the phasing of MCH components. Thus, for cxample,

/..
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the first priorities in training would include:

- immunizing techniques for each vaccine; cold chain
maintcnance; ecquipment sterilization; scheduling
immunization

- how to tcach use of solutions for ORT to families;
problem recognition

- hygienic practices during childbirth

- diagnosis and use of simple medicines for common
child hecalth problems

- how to convey carly brecastfeeding message

- use of family planning methods, or provision or
clinical contraceptive services

Whereas, subsequent training, or concurrent, depending
on specific circumstances, would include instruction on
water and sanitation, nutrition, respiratory infections
control and treatment, aspects of maternal care etc.

The balancing of components will be worked out at diffe-
rent levels of planning, curriculum development, and

financing.

Furthermore, because of the large number of learning
objectives, training would have to be adequately spaced

through time. This will mean more emphasis on in-service

truining, in order to introducc ncw clements as well as
to reinforce cxisting ones. In-service training will be
implemented as part of special short (one-two day) courses,

of regular monthly wmectings, or of on-going supervison.

Emphasis is to be given to practical training for

MCH skills development. It is planned to incrcase prac-
tical, field training to over 50%; and to follow-up
group training scssions with on-the-job supervisory
training. The wide range of subjects and skills as well
as the need for more practical training will nccessitate
training sessions of longer dJuration, especially in the

basic training courscs, than previously carrvied out.

Likewisc, attention will be given to developing

curricula which meet these requirements of MCH, especially

/...
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for the training of health and family planning workers
at Upazila and below levels for basic (pre-) and in-
service training in all of the training institutions
involved. The training modules approach will be used,
to facilitate the introduction of each component of MCH

in a timely manner.

Training, furthermore, will stress the upgrading
of IEM-communication skills for health and family plan-
ning workers, so that they are able in turn to train
family and community members, and work more effectively

with community groups.

As MCH is to be integrated at the Upazila and below
levels, training at thesc levels will be designed to

ensurc:

- increasing joint or combined training of MCH
components

- developing skills and motivation for team work
approaches

- encouraging the understanding of how MCH compo-
nents interrelate and are mutually supportive
The plans for training of workers in MCH for each
priority programme component are ambitious, yet rcalistic
if objectives are to be met. Number of staff to be
trained are approximated in Appendix E, Training Targets,
1985-1990.

In order to develop a plan of operations for train-

ing in MCH, the sub-committee on training coordination

noted above, would have to:

- analyse training needs asscssed in cach MCH
component programme

- review present capabilities of existing institu-
Tions for training in comprehensive MCH

- review present curricula to identify gaps in MCH
subjects covered

- identify MCH subject areas requiring teaching
modulcs, notl now available

/..
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Institution strengthening for training in MCH will
feature in the programme, with the development of modules
for MCH training in, for example, existing Regional
Training Centres (H&FP) and FWVTIs.

5. Logistics

Logistics herc refers to the provision of supplies
and equipment, including the required procurement, storage,
form/packaging, distribution, and control system which
ensure that drugs and materials are available when nceded
at the right time, place, number, and in the proper condi-

tion for effective and efficient MCIl service delivery.

The management of logistics within each component pro-
gramme in the past has expericnced a number of problems,

such as

- delivery of drugs after expiry date

- poorly labelled packages (information on contents'
quantity and quality)

- inadequatc storage (eg. spoilage of vaccine; shelf-
life problems)

- unsatisfactory dispatch from Central Medical Stores
to final destination (lack of funding for transport,
slippage or wastage, delays, non-arrival)

These and other problems have hampered service delivery,
and are to be addressed in the development of a management
system for logistics for MCH/FP as a whole. This will
entail very specific coordination which must be worked out
in a specially sclected committee, as well as smaller
working groups. Joint distribution and storage of supplies
where possible may help to overcome some of the problems
which arise from insufficient financial resources (eg. for
transport) or from time constraints involved in institu-
ting effective control mechanisms (eg. recording and

reporting).

EPI has special problems concerning the 'cold chain”

or vaccine handling, and thus has a special programme area

/..
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to deal with this, as described above in Scction IV. An
arrangement exists between TEMO and EPI for use of the
central cold storage facility in the TEMO warehouse (Popu-
lation Dircctorate). A working proup should be formed

with functional responsihilitices to cnsure effective manage-
ment and utilization of the cold storage system. Likewise,
mechanisms [or coordination of cold storage should he estab-

lished at district levels; with similar working groups.

ORS packets will continue to be produced and distri-

buted f{rec of charge to government health and family
pianning Cacititices and workers as part of the national
programme. Althoueh the district Reserve Stores are
supposcd to supply ORS packets to the Upazila Health
Complexes, this has not worked properly, mainly due to
transportation proebicms; the UZHCs tend to go directly
to production centres for supplics. Difficulties also
arisc when there are no stores, particularly in new
Districts., Ways of smoothing out this process arc to

be developed.

Kits: The Population Control and [calth Directorates
distribute a range of health and family planning supplies
to health facilitics. These are supplied cither indivi-
dually (as per medical and surgical requisitions) or as
pre-packed kits. There arce presently, {ive kinds of MCH/FP
kits distributed. Drups are supplied (and resupplied) in
the DDS Kits; and equipment, initially supplied in MCH Kits,
FWC Kits, Midwifery Kits, and [UD Kits.

It is planncd to continuce the distribution of these
kits, with the same contents, cexcept for including benzyl
benzoate and alternative arrangements for ORS. Efforts
will be made to improve the labelling and scaling of kits
so that the quantitics, characteristics and coudition of
the contents are casily displayed, for the information

of all persons along the various distribution channels.

/...
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In addition it is proposed to test the feasibility
of supplying mini-MCH kits to field workers (eg. FWA, HA),
to be used in home visits. The contents of these kits
would include simple medicines required for simple treat-
vent, and for family planning, such as:

- pills, condoms, foam tablets
- ORS packets

- anti-helminthics

- chloroquinc syrup

- benzyl benzoate, ncem soap

- antibiotic cye ointment

- vitamin A capsules

Field workers also act as dcpot holders for contra-
ceptives and ORS. The mini-kits could supplement this

service.

Distribution: The component programmes of MCH/FP will

eventually use joint transportation systems to the extent
possible. Special funds should be made available for en-
suring that the transport system functions on a continuous
and timely manner and that it reaches the furthest most
static or outrcach facilities. The transport and distri-
bution flow should be diagrammed, including all MCH/FP
required drugs and materials, and displayed at static

centres.

Controls: Management of the logistic system requires
good recording and reporting, to include information on
the quantities nceded, ordeved, delivered, and used; and
on the quality of drugs/supplics, cg. expiry date, storage
conditions; handling conditions. This information should
be made readily available in standardized format to the
staff involved, so that they are awarc of the system. Pro-
blems could then be discussed at the monthly staff mectings

at Upazila and Unlon levels.



The logistics recording and reporting system to be
established has to be linked with the health/family plan-
ning information systen, indicating levels of the need
for the supplics. For example, the prevalence of child-
hood diseascs, estimated diarrhoeal disease episodes,
couples using contraceptives, other clligible couples,

estimated childbirths expected, and so on.

A well-functioning control system, built into the
overall management of the programme should prevent a great

dcal of the slippages now occurring.

Training: The dclivery of drugs and materials alone
cannot be cffectrive unless there is also proper training
in the use of medicines, ic. when and how to use them. A
special manual for MCIl supplies could be prepared for this
purpose, and included in the training of all MCH/FP workers.
Furthermore, information and education is to be provided
to the public about the usc of drugs and materials to re-
inforce the messages of the hcalth and family planning
workers and to cnable the proper use of drugs purchased

in local pharmacies or from drug peddlers.

In addition, commercial channecls are to be used, for
example through the social marketing programme which dis-
tributes contraceptives through the private sector (eg.
pharmacies, other stores). ORS is also produced and sold
through commercial channels. Possibilities are to be
explored for the social marketing of safe delivery kits
(containing minimal suppliecs, eg. sterile razor blade,

cord ties, soap, gauge) at low cost.

The sub-committee on logistics will muke recommenda-

tions on the coordination of logistics in each Directorate,

and on the sharing of transport, storage and supplies and

equipment at Upazila or Union levels, to the extent possible;

to review periodically the contents of the kits; and to

review the management of the system. The sub-committee's
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findings should be reviewed by the Upazila and District

Coordination Committecs on a regular basis,

6. Reporting and Monitoring
Data and information on the programmes are essential
to the overall management of the programme activities,

including for

- managerial decisions on programme directions

- proper supcrvision of job performance, and judgement
for staff rewards/punishment

- smooth functioning of logistics system
- evaluption of programme efficiency and effectiveness;
and of impact on mortality/morbidity reduction ob-
jectives
Information is neceded on a monthly hasis at Upazila,
District and National levels, to detect the performance

of the field operations in reclation to targets set.

At present, the Population Control Wing has a Manage-
ment Information System (MIS), which includes a series of
monthly and othcr reports on the performance of the Popu-
lation Control Programme. Other information activities,
such as the scrvice statistics system established in
selccted Upazilas, have been developed. The Expanded
Programme on Immunization also has developed an informa-
tion system which collects data on EPI target diseases and
immunization performance on monthly basis. The ORT
programme 1s developing an epidemiological surveillance
system which will keep up to date information on disease

prevalence by uage groups.

Much of the work of data collection and reporting of
programme activities for MCH falls on the ficld level
workers, cspecially the FWA and HA. 1n view of their level
of literacy and cducation, it has been found that these
reporting tusks are difficult and time-consuming. Long

delays in reporting and inaccurate reporting have been

/...



expericenced; also in many instances reports have been luack-
ing altogether. Morcover, in the arca of MG the data 1s
particularly uacven and incensistentr, as cor*ain aspectls
arc covered {cp. family planning ceeeptors, elligible
couples, itmmuntzatien chibdbood discases, ORS usce, ote.)
whereas others are not {ee. wateirnal Jdeaths, TBA covervage,
cte.).  Lfforts are bheing made to not overload staff with
reporuving responsibibivios, but teo only include the basic

informat ton necded.

An integrated reporiing svstem s required which can
meet the management neods ol cach of the component pro-
grammes, as well as those of o comprehensive MU prosramme
itself. 1o must be part of the veporiting and menitoring
of the functional intceration of MUH/ER PHO ot the Upazila
level, and thewe off bhoeth the Health and Population
Control Wines at other levels.  An integrated svstem would
greatly contribute to the simptltification of reporting and
monitoring Jduties and responsibilicies of the Field lcevel
staff at wvard and union levels, and thus is expected to
improve the guality and quanticy of information.  There will
be onc common veportine {erm Por HA § FEA, one {av the FWC,
and once for O7HCT s, Phe system could begin as part of the
strengthening of the MCHE reporting system, now part of the
MLS Unit.

A coordinating mechanism 1s needed in order to develap

an_integrated MO reporting system, io:

- ospecily objeciives of the synlem

- odeline the seepe ot dnforaation required

- oreview the =imple tormat, with instructions for its
Egﬁiigii{rtgft“i,{(ywa""”._“,WWMH-MMuW“”_.",_”"M*~

Coensure o badance ot s DD MO dntorma b ion conpunents

soensuve the provicion ol aocquate (ruining to estab-

and se Tthe e vE T CR

- monittoring s iaplenientalion

/
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7. Communications in MCH

Information, Lducation and Motivation (1EM) or Commu-
nications, aspects arce especially critical to the success
of the MCH programme, since a significant part of MCH care
involves basic chanpes in {families' Hifo styles; home
environment; private behavieur (sex, sanitation, birth);
deep rooted traditional customs surrounding birth, diets
and feeding patierns: and attitudes towanrds women's roles
and status. MO, In contrast to varitous technology-based,
single message intervention services, is a wide ranging
programme of carce, with actions taken by people themselves
(sell-care) withmm the family setting. llcalth cducation
1s thereiore neoded 1nits broadest sense.  The targets of
the TEM ave women, men, children, families as g whole, and

community leaders and commumity groups.

The content ol the TEM messapes would initially focus
on the three priority programmes, togethery with family
planning, tc. the rmpertance of

- hygienic bivth practices to reduced infant and

maternal Jdeaths; the neced for a trained birth
attendant, and institutional carc

- dmminicacion to prevent deaths and sickness {rom
common childhood discasces

- oral rvehvdration te save children tfrom death from
diarrhocas

- famity planniug for the health of mothers and
children

Other messages would be introduced on ecarly breast-
feeding, maternal and child natration, safe water use, and
sanitation Cincluding fatrines, hygicenic practices), res-
piratory discase control and prevention, maternal care,
and so on.  The messages would dim Lo 1o orease awareness
and undevrstanding about maternal and child health problems;
how they are taterrvelated; and what the expected beneflits
arce to mothers, children, familics and the comunity as a

whole. The odacational programmes must introduce the

/...
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concepts of changing basic health practices and of health
prevention and promotion, which arc futurc-oricnted and
largely new messages. llealth service providers, village
workers and community leaders will be stimulated to support
the MCH programmes; and increased cefforts will be made to
strengthen the liatson with non-governmental organizations
(NGO's) and other voluntary community groups working in

health and family planning.

At the present time, the Populatiovun Control Programme
has a well-developed Information, Education, Communications
(IEC) programme, aimed at incrveasing family planning prac-
tice. [t involves scveral agencies including a 1EM Unit
in the Population Control Wing. The Programme encompasses
different types of communi-ations strategies, such as inter-
personal communications, which focuses on the work of the
field workers in individual and communities; social support,
which includes orientation for community leaders and groups;
mass media, which uses the radio and public information
campaigns among other techniques; and audio-visual materials,
which arc made at low cost. The programme plans to streng-
then these arcas in the TEFYP, and to better link communica-
tions with scrvice delivery programmes, to integratc perso-
nal communications and group activities, and to better suit
messages to programme needs.  The Programme will continue
to work with commuunity groups, such as mothers' clubs,
vocational training centres, women's cooperatives, swanirvar

villages, religious leaders, ctc.

The three priority component programmes of EPT, ORT,
and Safe Deliveries have initiated or have plans for TEM
activities, as described in Sccetion VI above though they
are much less developed.  The ORT will continue to colla-
borate with BRAC in family cducational activitics and
assist training of community voluntcers. Community and
family ecducation will be introduced. The Safe Deliveries

activitics will incorporate a women's awiareness programmne

/...
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through various channels including women's organizations.
EPT will strengthen [EM, primarily through health and
family planni. g workers, in addition to messages through
radio networks - this will be done through cooperation
with the pertincnt departments such as llealth Education

Burcau, the ITEM Unit, ctc.

As a first stage of a communitcations strategy in MCH,
the priority MCH messages will be introduced and promoted
within the 11EM network of the Population Control Wing and
Health Lducation Burcau through an intensive programme of

education. This will require close coordination through

a centralized mechanism for:

- preparation of a detailed strategy and plan of
operations

- development of an integrated messuage which balances
all componentr

- revicw-supervision of the development of appropriate
cducational materials for different levels of community

E;rouns

- establilshment of»linjson mo;hdn. U5 with NGCO's and
community groups

- revicw-supervision ol the pledldtlon of cducational
modules or model plulvts for _use in training and 1n
Ticld TIEM activitics

- monitoring and cvaluation of TEM activities

Morecover, as is described an other sections of the
MCII strategy, 1EM in MCH will be a major feature of the re-
definition of the job descriptions of the health and family
planning workers, particularly at union and ward levels; of
the work routines at field level; of the supervisory func-
tions; and of the training programmes for the health and

family planning workers,

COORDINATION MECHANISMS

The intention of the proposed cocrdination mechanisms

is to institutionalize the means [or nanpower, facilities

FAR



- 59 -

and other resources of cach of the component programmes
under the Health and the Population Control Wings to be
most efficiently and effectively utilized for achieving

the broader MCIl programmc objectives. Although the most
direct coordination takes place at the Upazila and below,
parallel coordination is neecded at all other levels so

that they are supportive and se¢ that directives issued

are in line with the needs of implementation of the inte-
grated MCH programme. Special attention here will be given
to coordination between the Civil Surgeon and Deputy Director
Family Planning. At Upazila level, the UHIFPO will be the
controlling officer for both health and family planning.

The proposced mechanisms arc scen in conjunction with
the coordinated functions which are described in Section

VI above and shown in Appendix F. They include:

1. Coordination Committecs:
a. National MCH Coordinatiaon Committee: The Committee

would be composed of the following members:

Chairman : Sccretary, llcalth & Population Control
Ministry

Members : Additional Secretary, DG (health), DG
(Population Control); Director, MCH;
Director, 1TNC; birector, EPI; Director,
NORP; PD, TBA; Joint Chief, Population;
Joint Chicf, Health of the Planning
Commission

Observers: Invited as and when needed (eg. officers-
in-charge of warchouses, training programmes,
communications programme, special sub-
committee chairmen, etc.)

The Terms of Reference may include:

(1) to finalize the draft MCH strategy and perio-
dically review and update the same

(ii) to ensurc that MCH programme goals and objec-
tives arc incorporated in the component pro-
gramme proformas and that national level targets
arce set accordingly

(iii) to design and monitor a functionally intecgrated
plan of opcrations for the MCH programme

/...
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(iv) to recview and approve recommendations for
functional coordination

(v) to establish and periodically recview appropriate
norms and standards (technical and administra-
tive) as guiding principles for MCH care

(vi) to review and approve the composition, terms
of reference, and performance of the district
and upazila level MCH coordinating committeces

(vii) to revicw and monitor MCH training necds, the
prescent status of training, available training
resources and assign training responsibilities
to appropriate training apencies

(viii) to revicw and approve the integrated national
reporting system for MCH

(ix) to ensure proper coordination in the geogra-
phical and temporal phasing of component
programmes

(x) to identify the need for any operational studies
on integrated MCH service delivery and arrange
for conducting the sane

(xi) to monitor implementation of the MCH strategy,
and makec rccommendations for changes, as
required

Member-Secretary: The Director, MCH will act as the

Member-secretary and also provide the required
seccretarial scervice for the National Committee.
The committee will meet once a month for an initial
6 month period, and then decide on periodicity of

meetings for subsequent periods.

District MG Coordination Committecs: These Committees
are proposcd, along the same pattern to be comprised

of the following membervrs:

Chairman © Civil Surgeon
Vice-Chairman : Deputy Director, Family Planning
(HDED)
Members © Training Officer, FWATC, EPI Supervisor,

Principal FWVTI (where present)
Member-Secretary: MO/MCH/CC
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The terms of reference will be prepared in line with
those of the national committce but rcflecting more

direct functional details.

Upazila MCH Coordination Committees: These Committees

are proposcd, along similar lines as above:

Chairman : Health § Family Planning
Officer (HFPO)
Members : Family Planning Officer (FPO),

Medical Officer (EPI), Senior FWV,
EPI Technician

Member-Secretary : Medical Officer (MO/MCI/CC)

The terms of reference will be prepared in line with
National and District Committees but including func-

tional details and operational plans.

Special Subject Sub-Committees: Sub-Committees
are proposcd for each of the coordinating functions

described in Secction VI above.

Certain of these may be time-limited, and meet only
a few times to finalize recommendations for the
National MCH Coordination Committec (eg. for job
descriptions, work routines, and supervision),
whercas the others may need to continuc, after such
recommendations are made, in order to monitor pro-
gress of the programmes and up-date recommendations

as morc expericnce is gained.

While the terms of reference of each sub-committec

will vary according to the specific subject covered,

in general they would include:

- to assess the nceds of each MCH component programme
in the area

- to review the present situation and identify major
problems and constraints to coordination
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- to identify and make recommendations on ways of
either coordinating functions or integrating
functions for overall managerial efficiency

- to assess iunding or resource requircments for
either modifying existing systems or creating
new ones, as the situation warrants

- to plan proper coordination in geographical and
temporal phasing of componcent programmes

- to make specific recommendations on monitoring
of the functions recquiring coordination or inte-
gration at Upazila, Distvict and National levels

2. MCH Work Manual

In order to implement an intcgrated MCH/TP programme,
detailed operational plans will have to be prepared, with
specific targets of activities to be accomplished. These
will have to be done at the local levels. Complex team
functions of different citegories of personnecl will be
involved in view of the two-dimensional administrative and
technical lines of authority (eg. bctween Health and Popu-
lation), and the multi-dircctional activities (eg. among

various component programmes)

It is thercfore planncd to preparc a comprechensive
MCH Work Manual on the basis of the plan of operations
of the total package, to include information on:
- work routines of field staff, including home visits,
satellite clinics, and other duties
- instructions on individual and group ILM messages

- format, with instructions, of the integrated re-
porting system

- instructions on use cf the contents of the mini-MCH
kit (drugs, ORS and contraceptive supplies)

- instructions on procedures, including immunization,
equipment sterilization

- information on service targets
The manual would replace scparate manuals previously planncd

by each component programme.

A separatec, integrated MCH Programme manual may also
be prepared giving bricf descriptions of the various MCH

components, their objectives, targets and work pluns.

/...
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3. MCH Norms and Standards

MCH norms and staundards arc to be prepared on techni-
cal aspects of all aspects of the MCH Programme, as noted
in the terms of recference of the National MCH Coordination
Committee. This will provide a national point of reference

for the Programme.

4, MCH Service Targets

MCH Service Targets will be set at Upazila level for
the MCH programme as a whole and componentwise, in accor-
dance with the national targets. Thesec will be revised
as new clements are introduced. This will cnhance moti-
vation and job performance of health and family planning
staff to deliver integrated MCil/FP as the actions and goals
will be made very specific. It is also meant to clarify
supervision, and to promote team work. The target setting

will be linked with the integrated reporting system.

5. Monthly Meetings
At the Upazila and Union levels, therc will be meetings
held, at least once a month, to be attended by both health
and family planning staff. These meetings will b2 insti-
tutionalized, and will have the prupose of:
- planning of work routines or schedules for the next
time period

- group discussion on overall programme performance
and problems

- ensuring timely delivery of supplies and cquipment

- providing in-service training

Guidelines for group discussions and in-service train-
ing are being devcloped by NIPORT to facilitate the work
of these mecetings.

As has been described above in Section VI other mecha-

nisms for coordination of the various functions of the

programme arc to be cstablished, for:



10.

11,

12,

13.

. Job descriptions, reflecting all MCH duties and respoiu:

sibilities

. Work routines, showing the allocation of MCH tasks

Supervisory checklists, giving all MCH tasks and ensu-

ring complementary roles

Training plans, for planning of integrated MCH/FP train-

ing and retraining

Coordinated logistics system, for shared or coordinated

storage and distribution of supplies and equipment

Integrated reporting system, for MCH programme monitoring

and 1mproved supervision

Communication plans, for IEM on inter-related, consistent

MCH messages

Coordinated NGO liaison, for consistent policy and tech-

nical guidance and support

VIII. SEQUENCING OF IMPLEMENTATION OF THE MCH STRATEGY

1.

1985
Constitution of National MCH Coordination
Committee Ist quarter
Adoption of the National MCH Strategy -do-
Review the component schemes in the
light of National MCH Strategy -do-
Preparation of MCH Plan uf Operations
1985-1990, including work plans and
budget requirements -do-

Relocation of the TBA Training Project
under the Directorate of Population
Control -do-

Constitution of the District and Upazila

level MCH Coordination Committces as

per recommendation of the Rational

Committee -do-

Constitution of Sub-Committee along with
their terms of reference, as per recommen-
dation of the National Committee -do-

Prepare MCH norms and standards 2nd quarter

Finalize job descriptions and include
MCH tasks -do-



10. Prepare integrated supervision check list

11.
12.

13.

14.

15.

16.

17.

18.

for national, district and upazila level
supervisory officials

Preparc integrated MCH Work Muanual
Preparc functional work routine for
the union and ward lcvel workers
preparc and institute intecgrated MCH
reporting systen

Review training curricula and revise
according to required MCH contents
Review the 11M and health education
strategices in order to incorporate
the MCH communication strategy
Identify required MCH evaluation and
applied research needs and assign
resnonsibilities

Identily means of coordination with
NGO's

Prepare guidelines for coordinated
logistics system

2nd

2nd §

4th

1985

e e—a———

quarter
3rd guarter

-do-
-do-

-do-

quarter

-do-
-do-

-do-~



Table Al -

Maternal Mortality Rates

- H6 -

in

Septewber 1982 to Augusc 19835 by Age

Appendix A

the
ol the mother

Study Area,

Age of the Number ol Number of ??Ecrﬁgicmogia—
mother live births maternal deaths 100% 1ive girths

LZO 1,744 10 5.37

20 - 24 3,000 8 2.066

25 - 29 2,357 11 4.71

30 - 34 1,221 9 7.57

35 - 39 72¢ 13 17.83

40 + 280 7 25.00
Total: 9,517 58 6.23

Table A2 - Maternal Mortality Rates in the Study Area

September 1982 to Aupusc 1983 by parity of the mother

Previous Parity Number of Number of Rate per 1000
of the mother live bhirths maternal deaths iive births
0 2,383 9 3.82
-2 3,797 16 4.21
3 -4 1,835 11 7.064
5 -0 Q27 10 12.09
+ 507 Yy 17.75
Total: 9,317 58 6.23
—_

Source: l'.A. Jahan
Monitoring

Bangladesh,

et al
Maternal
1984

"Use of Traditional
and Nconatal Mortality",

Rirth Attendant for

PIACT
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Appendix B

Table I - Causcs of Ocath Ameng Children under 5 Years

of age in Matlab (13%1) and Companigeni (1975 -78)

Causes of _Companigan] — Matlab !
Cdeuth 0- 2§ Tays | T-11T merths | 1-4 years| 1 year 1T-4 years
Goetih No.l 7% NG. % Noq & No.| &  No. ] & _
Birth 1injury 67 h4 .2 - - - - - -
Tetanus 31| 25.0] 3 3.2 - - 1340 | 385} 2010 3.8 |
Measlcs 1 0.8} 4 4.5 iz 7.3l 14l 1.0 65 ) 12.3
Pneumonia 15 12.0 31 32.9 234 15,5 - - - - !
Respiratory
diseascs - - - - - - 103 11.64 54 | 12,2
Malnutrition 2 2.4] 20 27.7 391 22.9 - - - -
Diarrhoeal
diseases 1 0.8 12 12.8 541 51,8 31 5.51122; 23.1
Drowning - - 2 2.1 R 8.2 3 0.3] 53] 10.0
|
Others 6 4.8] 16 17.0 281 10.5 {397 44,7 1215} 40.¢ E
Total: 124 | 100.01 94 [100.0 1701]00.0 888 100.0}529 100L0—1

Note: Respiratory discises include cold, ltever,

ctc.

T

cough, 7.5., ast

Sources: 1. S.A. Chowdhury, '"Census of Death Cempaniganj,
Baugladesh, 75-78'", CCDB, 1980

2. M.K. Cnowdhury ot al “bemographic Survey SHyvstems -

Matinh Vol.

Llaven",

J

LCDIR, R, 1983

bwma,



. MCH

. MCH

. MCH

MCH

. MCH

MCH

. MCH

Appendix C

MCH TASKS FOR UNION AND WARD LEVEL HEALTH
AND FAMILY PLANNING WORKERS

Tasks

Tasks

Tasks
Tasks

Tasks

at Ward Level:

Family Welfare Visitor (FWV)

Medical Assistant (MA): (MCH Duties
and Responsibilities abstracted from
existing Job Description)

Family Planning Assistant/Assistant
Health Inspector (Existing Job Des-
cription)

Family Welfare Assistant (FWA)
Health Assistant (HA)

Senior lamily Welfare Visitor
Supervisor, New Post

FWA and HA
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MCH TASKS: FAMILY WELFARE VISITOR

A. Technical Functions, at the FWC:

1.

Maternal care

- antenatal carc, including taking history, clinical
examination, treatment of minor ailments, tetanus
toxoid immunization, nutrition advice, and advice
on delivery including screcning high risk cases
and their referral to Upaziia Health Complex or
District Hospital, as required

- menstrual regulation

- postnatal carc including checking on uterine invo-
lution, lactation, advising on contraception, inser-
tion of IliDs, treating complications; checking on
new born

Family Planning: counselling on methods; issuins of con-
traceptives (pills, condoms, foam tablets); inserting
1UDs; providing injectables; and follow-up care to accep-
tors of all methods;

Sterilization: assist Medical Officers in sterilization
operation and arrange appropriate medical care for post-
operation complications;

Child Care: weighing and maintaining growth chart, and
advice on nutriticn; treat sick children; hold once -
weekly immunization sessions;

Refer patients as appropriate to Medical Officers at

the time of supervisory visits concerning sterilization,
and at other times to the MOs at the Upazila Health
Complexes, through the Medical Assistant.

B. Technical Functions at the Satecllite Clinics:

Hold satellite clinics in each ward cach month at sclected
villages (minimum 8 days per month).

Duties at satellite clinics include:

- conduct antenatal, postnatal examinations of women

- insert I1UDs, if possible

- treat complications of contraception, if possible

- treat serious ghild infections, diarrhoeas, if MA
absent

- supervise vaccination sessions (or vaccinate if FWA/HA
not trained), including injections, sterility and cold
chain, records, cleanliness, education
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meet with TBAs for continuous training-supervision
visit households at request of FWA/HA
provide group health cducation sessions, if scheduled

and Community Visits:

visit select cases, as requested by field staff, as
concerns complications ol pregnancy, childbirth or
postpartum, sterilization or TUD follow-up; support
ficld workers and encourage mothers to attend clinics
visit community women's groups, such as Mothers' Clubs,
Women's Coopcratives

D. Training of TBAs:

Assume the main responsibility for the training of TBAs
under the supervision of the Sr. FWV supervisor, where
appropriate, including

assisting in the sclection of TBAs for training
training-supervisory meetings with TBAs once each
month at the FWC, and at Satellite Clinics, to
discuss problem cases and encourage TBAs to attend
MCH clinics

visiting paticnts referred by TBA

holding group training sessions of TBAs

The FWV will spend 5 days, or the equivalent, each month
training and supervising the TBAs.
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MCH TASKS: MEDICAL ASSISTANT (MA)
(abstracted from existing Job Description)

A. Technical Functions, in the I'RC

- (general trcatment of patients, includes children)

- assist FWV as necessary with MCH services, especially
treatment of sick children

- assist visiting MO is sterilization camps

- supervision of standard of sterilization of instruments
and cquipment used in treatment room for sterilization
and for immunization

- participation and carry out immunization programme

B. Technical Functions, in the Community

- (health education campaigns and communicable disease
control)

- work with the union parishad/village committees and
enlist their cooperation in planning and implementing
health/family planni.g programmes particularly of
sanitation, immunization and family planning

- assist and coordinate in distribution of Vitamin A
capsules, vaccines, and others

- attend satellite clinics with [WVs
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MCH TASKS : FAMILY PLANNING ASSISTANT (FPA)/ASSISTANT
HEALTH INSPLCTOR (AHI)*

The FPA/AHI will be responsible for implementation of the
programmes on Primary llcalth Care, Nutrition, Immunizatiom,
Family Planning and MCH in a Union. The FFPA and the ANl
will work dircctly under the supervision of Assistant Thana
Family Planning Officer (ATFPO) of Population Control Divi-
sion (Ponulation Control Division) and Health Inspector of
Health Division, respectively.

The FPA/AHT will supervisce the work of the FFicld Workers

at domicillury level as per their monthly advance schedule

of work. Besides, they will regularly ensure collection

of bloodslides, exccution of immunization programme, recruit-
ment of clients by the Field Workers of Health and Population
Control Division.

They will cnsure proper follow-up of the identified cases
of Malaria for trcatment, and directly assist the Field
Workers in spraying DDT.

Collect monthly recports of performances of the Field Workers
and submit the same to their respective Supervisers in a
consolidated manner.

Regularly check the status of availability of MSR, Medicines,
Contraceptives and other logistical supplies with the field
workers and ensure regular replenishment of the same.

Monitor motivation and education programmes in the community

through mass media and other indigenous techniques. Specially
they will cnsure regularity and effectiveness of intecrpersona
contact by the field workers.

Maintain regular liaison with Union Parishad, Voluntary
Agencies, NGOUs, eminent community influentials in order to
mobilize social support for Health and Family Planning Pro-
gramme.

They will discharge any other responsibility assigned to
them by their authorities {rom time to time.

* Existing job description
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MCH TASKS: FAMILY WELFARE ASSISTANT (FWA)

*** Tasks to be added gradually with training

1. Family Planning/Birth Spacing

a. Motivation and information to women
b. Supply contraceptives: pills, condoms, foam tablets (CDP)

c. Refer for clinical contraception (sterilization, IUD
insertion, injectable) and menstrual regulation

d. Follow-up of acceptors

2. Registration

a. Elligible couples
b. Pregnant women

c. TBA's practicing
d. Children under 5

3. Immunization

on - TT for pregnant women, and women of childbearing age
- DPT, BCG for children under 2
- Measles for 9 months to 2 years

***. Poliomyclitis

a. Educate on importance of immunization, and motivate
Inform days and location of immunization sessions

C. Assist at immunization sessions within ward (Satellite
Clinics and others)

- Registration
- Sterilizatio: of equipment
***.- (Vaccinate if required)
d. Follow-up: identify children and mothers for 2nd and
3rd doses; motivate to return

4, Oral Rehydrution (Diarrhocal Disease Control)

a. Educate/motivate women on need for, preparation of, and
use of oral rchydration solution (ORS) and care of diarr-
hoca in ecvery nouschold

b. Educate on trcatment of diarrhoea cases with home solution
or ORS in home and in ORS depot
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c. Act as depot holder of ORS packets

d. Refer serious diarrhoea cases to the UHFWC or Upazila
Health Complex

** *a  Bducate on water and sanitatien:

- hygicnic handling of children

- handwashing with soap

- hygicnic food and drink handling
- usec of safe water

- usc of latrines

f. Assist in epitdemic control campaigns (provide information,
pass out lcaflets and ORS packets, report new cases, assist
in setting up emergency lreatment centres)

5. Safe Qifth Practices

a. Motivate/cducate mothe ., and family members on the essen-
tials of safce delivery, «nd nutrition during pregnancy

b. Assist in sclection of TRA's lor training

c. Follow-up visits to homes with new borns: check cord care,
give breast [fceeding advice, talk about mother's nutrition

d. Supply safe birth suppliecs to women and trained TBA's
e. Follow-up visits to trainsd TBA's to discuss problems

£, Tdentify women at high risk and refer to FWV, MO/MCH, Sr.
FWV to Upazila Health Complex, or District Hospital

g. Refer emergencies to MC/MCH, Sr. FWV or District Hospital

6. Preventive and Curative Child Care

a. Bducatec/motivate on rccognition, treatment and prevention
of:

scabies (Ncem soap, benzyl benzoate)
- worms {antihclmentic)
- eye infections: conjunctivitils (ointment), neonatal
cye infection (ointment), xeropthalmia (Vitamin A
capsules supply to children and lactating mothers,
6 monthly and use of Vitamin A-rich foods)
- diarrhoca (0ORS)
- malaria (chloroquine syrup)
b. Educate/motivate on nutrition: breastfeeding; weaning ***
**¥c. Use growth charvts or arm circumfercnce tapes to monitor
children's growth and health care



Satellite Clinics

a. Identify and arrange site for Satellite Clinic. Coordinate
date with HA in ward, and FWV and MA at monthly meetings

b. Assist FWV and/or MA with patients
c. Refer cases to FWV or MA for checking
d. Assist in immunization (sece above)

. Community Involvcment

Meet with community women's groups (eg. mother's clubs;
Grameen Bank, [DRB or other cooperatives; women's
programmes' activities) to discuss health and family
planning. Bring in FWV, MA, HA, FPA or Sr. FWV when
necessary

Supervision and Training

a. Prepare reports on activities carried out and family
planning acceptors/referrals

b. Visit Upazila Health Complex each month to:

- pick up pay checks
- hand 1in reports
- meet supervisors (FPA: Sr FWV)
c. Attend monthly meeting at UHFWC
- discuss problems and progress with FWV, MA, OR
MO/MCH1/CC
- hand in reports
- attend retraining sessions
- collect supplies

d. Participate in retraining courses (cvery 2 years)
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MCH TASKS: HEALTH ASSISTANT (HA)

***Tasks to be added gradually with training (see phasing of MCH components
Section V)
1. Family Planning/Birth Spacing

a. Motivate and inform men, village leaders
b. Supply contraceptives: pills, condoms, foam tablets (CDP)

c. Refer for clinical contraception: malc and female steri-
lization, 1UD insertions,
injectables

2. Registration

a. GR updating
b. Births and deaths reporting

3. Immunization

on - TT for pregnant women and women of childbearing age
- DPT, BCG for children under 2
-~ Measles for 9 months to 2 years

***_ Poliomyelitis

a. Educate on importance of immunization for wives and
daughters

b. Inform days and location of immunization sessions
c. Hold immunization sessions in ward (satellite clinics)

d. Follow-up: identify children and women for 2Znd and 3rd
doses; motivate to return

e. Recognize and report common communicable diseases, e.g.

diptheria, mecasles, polio

4, Oral Rchydration (Diarrhoeal Diseasc Control)

a. Educate/motivate familics on nced for, preparation of, and
use of Oral Rehydration Solution (ORS), and care of diarr-
hoea in cvery houschold

b. Educate on treatment of diarrhoca cascs with home solution
or ORS in home and in ORS depot

c. Act as depot holder of ORS packets

***d, Educate men on sanitation in houschold, latrines and supply
of safc drinking water
e. Organize epidemic control compaigns in ward: set up emer-
gency trcatment centres; provide ORS packets; report
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Safe Birth Practices

***Motivate men on the importance of safe birth practices, the
necd for trained attendant during delivery, and referral of
high risk women and emergencies to FWV, MO/MCH/CC, Sr FWV,
or District Hospital

Preventive and Curative Child Care

Educate/motivate on reccognition, treatment and prevention

of:

Scables (Neem soap, benzyl benzoate)

Worms (antihelmentic)

Eye infections: conjunctivities (ointment), nconatal
eve infection (ointment), xerophthalmia
(Vitamin A capsules supply to children
and luctating mothers 6 monthly; and use
of Vitamin A-rich foods)

Diarrhoea (ORS, proper feeding)

Malaria (chloroquinc syrup)

7. Malaria

10.

a.
b.
c.
d.

Identify casces (children and adults)
Collect blood slides

Treat

Spray with DPT

Satellite Clinics

a.

b.

C.

Identify and arvange site for Satellite Clinic: Coordinate
date with FWA in ward; and FWV and MA at monthly mcetings

Assist FWV and/or MA with patients; or handle cases, as
possible

Hold immunization sessions (see above)

Community Involvement

a.
b.

Motivate/inform village/ward lecaders

Meet with men's community groups (union parishad, cooperative
farmers groups) to discuss hecalth snd fawmily planning., Bring
MA or UHIPO when necessary.

Supervision and Training

d.

b.

Prepare reports on activities carried out and family
planning acceptors/retoerrals
Visit Upazila Health Complex cach month to:

- pick up pay checks

- hand in reports

- meet supervisurs



c. Attend monthly meeting at UHFWC

- discuss problems and progress with MA or MO, Sr.IWY, FWV
- prepare work plan for next month

- hand in reports

- attend training sessions

- collect supplics

d. Participate in retraining courses (every 2 years)
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PROPOSED MCH TASKS OF FWV SUPERVISOR

1. Up-grading the skills of the Union Level FWV, in the

supervision and training of field level staff and TBAs,

including

organization of satellite clinics
proper use of medicines

obstetric care

continuous training and back up of TBAs

group teaching methods

2. Assisting the MO (MCH-CC) in the management of training

programmes for the TBAs:

organization and implementation of the programme
distribution of supplics

reports on pregramme progress

selection of training centres

associate with training throughout the programme
(with 50% of her time devoted to supervision of
safe birth practices)

3. Checking the quality of MCH/FP services by regular visits
to the static centres (MCWCs, UZNC, UMFWC ) and satellite clinics

cnsure implementation of correct maintenance of clinics
ensure timely and adequate supply of drugs and cquipment
to FWVs and field staff in MCH/FP

random check of TUD and cterilization cases, and other
family planning acceptors

ensure provision of maternal care (including safe
deliveries, risk casc referrals, menstrual regulation,
cducation/motivation of women)

upgrade knowledpge of staff in rccord kceping and
reporting

4. Attending Union level and Upazi.s Health Complex mectings

each month, and provide group training sessions for FWVs, and

for FWA,

HAs on MCIi/FP priorvitics

5. Upgrading 1EM skills of workers in MCH/FP in imparting

information, educating, and motivating clients
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Appendix D

EXAMPLES OF MCH WORK ROUTINES: UNION AND WARD LEVELS

. Draft

. Draft

. Draft

Draft

Draft

MCH Work Routine:

MCH Work Routine:

MCH Work Routine:

MCH Work Routine:

MCH Work Routine:

Ward Level Each Month

Home Visit

Ward Satellite Clinics

Ward level, Each Month, by Week

Union Level (UHFWC) by Month
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DRAFT MCH WORK ROUTINE: HOME VISIT

FWA and 1A

1 FWA § 1 HIA per Ward - 6,600 population per Ward
1 FWA § 1 HA per 5-6 Villages -

approx. 200 houscholds, 40 bari's/village
approx. 1,100 houscholds, 250 bari's/ward

at 20 minutes per household or bari
and 10 minutes travel
and travel time at beginning and end of each day
12 visits possible per day, 15 days per month
for FWA and for HA
180 visits per month for each
if small bari's visited (3 households seen)
for 90 of thesc visits
and
households for 90 of these visits
then 360 "houscholds'" would be visited each month
by FWA and by HA

Although this could total 720 "houscholds'" visited
by two workers, it would be morc realistic to assume
that at lcast 70% of households would be visited

by both FWA und HA as one reaches mainly women,

and the other, mainly men. Also, tasks may vary

to a small degree. The distribution of tasks and
houscholds visited between the FWA and HA would

be decided at the Union level meetings, togcther
with their supervisors (FPA/AHI).

Thus, on average, 468 "houscholds" would be
visited in cach ward, each month.

1. Provide information, e¢ducation, motivation on:

]

family planning: .dvantages, methods,
r0llow-up, location CC
safe birth practices: importance of clean-
liness
use of trained birth
attendant
immunization: nced for, benefits, days,
location immunization
sessions (for all doses)
oral rehydration: need for, benefits
preparation/use of home
solution
ORS (demonstration)
water/sanitation: one message; need for,
how to improve

)
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- nutrition: brecastfeeding
Vit A and iron-rich foods
diet during pregnancy/lactation
- general services: advise day, location
satellite clinic

2. Recognize problems and refer cases

- family planning: follow-up CC, side effects
accompany client for
sterilization
- safe birth: high risk to care
- immunization: problems
- oral rchydration: serilous cases to care
- common diseases: scrious cases to MA

3. Provide supplies and/or treatment

- Family planning: pills, condoms, foam

- safe birth : delivery Kits

- oral rchydration:ORs, if case presented

- infections, problems: Vit A capsules
cye ointment
soap, benzyl benzoate
antihelmintics
chloroquine

Task Frequency: All tasks would not be carried out at ecach visit
depending on

- number of previous visits and subjects covered

- situation of houschold: numbers of eligible
couples, at risk couple:
under 2's, under 5's
sick children
problem cases

- time of ycar and time available to women

(for FWA), to men (for HA) for visit
- relationship with families (known, not known)

The distribution of tasks would on average result
in 70% of the timc on IEM, 30% on rccognizing,
referring, and treating problenms.

The effectiveness of the home visits, and time
needed for cach task will change through time
as contacts with the families increase, and a
good rclationship has been developed; and as
different subjects are introduccd.

Supervision . FPA/AHL: direct, administrative supervision
FWV/MA: technical supervision
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Evaluation - The effectiveness of home visits would be evalua-

ted according to:

a. reach family planning acceptance targets

b. increasc number women delivered by trained
birth attendant

c. reduction maternal deaths, neo-natal deaths

d. number of children/women vaccinated 1,11, III
doscs

c. reduction deaths, numbers diarrhocal disease
cpisodes.
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DRAFT MCII WORK ROUTINE: WARD SATELLITE CLINICS (WITH TFUNCTIONING UHIWC)

Responsibilities
1. The MA has the overall responsibility for the organiza-
tion of all Satellite Clinics in the Wavds. lle will
attend part time, as appropriate, to attend serious cascs.

2. The FPA/AHT, as supervisors of the FWAs/HAs, will be res-
ponsible for their participation in the satellite clinics.

They will collaborate in organization and support as
decided in union coordination meetings (eg. delivery
vaccines, supplics, cquipment).

3. The WV will hold the satellite clinics (immediate res-
ponsibility for planning and implementation) and

- conduct antenatal, postnatal examinations of women
- insert lUb's, if possible
- treat complications ol €C, if possible
- treat scrious child infcctions/diarchoea 1f MA absent
- supcrvisc vaccination sessions (ov vaccinate if FWA/HA
- meet/train TBA's not trained)
- visit hov-~cholds at request of FWA/HA
- provide group health education session, if scheduled
4. The FWA will
- assist in the avrangements (eg. site selection, clinic
set up)
- organize women [or imnunization scssions
- accompany YV oon home visit
- sterilize cquipment for immunization and/or 1UD
insertion
- assist WV as require
- fi11 in health charts/tmmunization records
- distribute supplics as required
- refer women lfor CC

5. The HA will assist in the main tasks of the satellite
clinics, and

- deliver vaccines, supplies, cquipment trom UHFWC,
if no other arrangements made

- supervisce sterilization ol cquipment

- vaccinate chilbdren and women

- treat simple child problems; refer serious cases to MA,
if attending

- consult men on family planning; provide condoms,
refer for sterilization (esp. vascctonmy)

- assist MA or FWV as required

All staff will work in a tecam, with specific responsibili-
ties distributed previously in a work plan, decided at Union
monthly mceting.
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Coverage : 1 clinic per village, approximately 1,200 pop.
an
Frequency : - 8 c¢linics per union per month

clinics would be rotated throughcut the union
or conveniently distributed
then, cach ward has access to clinic each month

Duration : - each c¢linic would last 1 day

Tasks : Provide scrvices for

1. Family planning: distribution of supplies
TEM and case recferrals
LUD insertion, if possible
treat side coffects/complications,
i{ possible or refer cases
follow-up clients

2. Safe deliveries: IEM during antcnatal sessions
distribution safe delivery Kkits
to TDbhAs
follow-up with TBAs

3. Immunization : vaccinations?®
available throughout clinic
time
4. Oral
rehydration : IEM when secing such children
oy
in special sessions when
scheduled

supply, instruction ORS for
cases as presented

5. Child Care ¢ trcatment, prevention
common infections

The tasks performed at cach satellite clinic would
depend on availubility of FWV or MA at each session
and abilities ot WA or HNA.

Evaluation : The effectiveness of the satellite clinics would
be evaluated according to:

a. family planning targets reached
b. numbers of children/women vaccinated
¢. number of childrven treated

*For greatest cffectiveness, doses should be given one month
apart. lLach village or unit will “ ke 3 months for coverage
with all doses: 1,640 vaccinations per ward per year = 130

contacts per month per ward.
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Appendix D4

DRAFT MCH WORK ROUTINE: WARD LEVEL, EACH MONTH, BY WEEK

Week Task Days Personnel
1 Home visits 3 FWA/HA
Satellite clinic 1 ‘WA/HA FWV/MA-FPA
P referrals (1UD/Ster.) 1 WA
Upazila meeting 1
Holiday 1
2 lfome visits 4 FWA/HA
I'P referrals, follow-up 1 FWA/HA
UHFWC meeting 1 FWA/HA - FWV/MA
loliday 1
3 Home visits 4 FWA/HA
FP referrals, follow-up
maternal care 1 FWA/HA
Satellite clinic 1 FWA/HA - FWV/MA
lloliday 1
4 Hlome visgits 4 FWA/HA
Satellite clinic 1 FWV/IIA - TWV/MA
FP referrals, maternal
care 1 FWA/HA
Holiday 1
= 28 days
Extra days| Mectings, community
groups 9. U
reporting 2-3 days

Monthly Summary

lHHome visits -
Satcellite clinics -
P referrals, follow-up-
UHVWCE meetings -
UZHC visit -
Community groups -
Holiday -

D O L

|

[$2]
<

ot
o
<

0
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Appendix D5

DRAFT MCH WORK ROUTINE: UNION LEVEL (UHFWC) BY MONTH

Task

Administrative Duties

FWC-mectings
UZHC meetings
Other: reporting, supervising, ectc.

Supplies

Technical Functions

(1) FWC

(2) Satellite Clinics

Home and Community Visits

Training, Supervision

TPA training
Field Workers

Holidays

Total

Days: FWvV

2

4

3

days -

(1
(1

MA* FPA/AHI*
X X
X X
X X
X X
X
X
X X
X
X X

*Many of task of cach are part-time or overlap and thus it is
difficult to calculate in days

SUMMARY, BY

MCH COMPONENT

FwYV

M A

FPA/ANI

supervises TWA/HA

FP technical tasks|assists MO|rpM supplies
community programmes
§ care technical tasks supplics
1EM prosrammes
EP1 clinics in supervises satellite
YWC - 4 days/mo clinic
satellite cli- assists IEM programmes
nics § days/mo
ORS education |supervises FWA/HA

supplics
1EM programmes

Child Care

trecatment
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maluria tasks
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TRAINING TARGETS:

1985-19S0
Upazila and below Health and Family Planning Workers

Appendix E

06 -

FWAs/HAs FWVs Br. FWVs M As | FPAs/AHIs | UHFPOs MO's TBA's Others
Clinical MCH 460 ) 100
Safe Delivery 2,170 460 32,550
(TBA)
Family 27,0001 ¢ 540 9.000 | 1,500 |5,200
. P s H] ’
Planning 3,600(4)
< - (1) (2) < 350 EPI Tech
EP1 35,000 6,000 3,500 9,000 350 350 68 Cold Chain
Tech.
100,000
ORS/CDD 32,000 464 464 Uz commumnity
menbers
(1) based on 25,000 existing, 10,000 more FWA's expected
(2) estimated number by 1990
(3) refresher training
(4) basic training
(5) estimated only
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Note: The structure represents lines of P

[TV ]

TBAs

not necessarily lines of authority.
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