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FOREWARD
 

I have great pleasure in officially adopting the 

"National Strategy for a Comprehensive Maternal and Child 

Health (MCiI) Programme" as the guiding principles for 

dcvelopment, strcngthening and coordination of MCII prograwmes 

in Bangladesh. 

I acknowledge the excellent work done by the Task 

Force for MCII Programmes .inpulling together relevant 

information, designing a structural frame and an adminis­

trative process for coord iahtion of different MCII projects. 

Such a mechanism was needed particularly because of the 

multi-disciplinary nature cf MCI] programmes and separate 

administrative location oF different MCI1 projects. 

Successful imp[ementation of this strategy, I 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. GI.,AM MOSTAFA 
SE(RE'TARY
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P"efate 

Absence of a comprehensive strategy for maternal and
 

for special effoyt for
 
child health coupled with the need 


nt MCIH tasks and
 
coordination of mutullay inter-depend 

functioneries located under sepa rate 
functions of the field 


Ilcalth and Famil y P.anning organ.izatiuns, prompted 
the
 

Task 
Ministry of lealth and Populat.ion Control to Corm 	this 

Force.
 

the current
 
The Report provides a brief documentation 

oF 


a logical
child health in order to draw 
status of maternal and 

link with the proposed programmes under the component MCII 

cli ni cs and, accor-MCII 

projects, VI'l , ORS, TBA tra ining and 


The most impor­goals and objectives.
dingly, define the MCHI 

iable mechanism
 strategy .isto propose a v 
tant element of this 


coordination between the complementary 
tasks
 

of funct.ional 

MCI I programmes under the bifurcated admin 
ist.rative 

relating to 


location of the component MCII projects.
 

recommendations should
 To make the strategy ef'ctive, 


be pursued to develop clearer Job descriptions, 
a mutually
 

supportive supervision mechani.s.n, an integrated reporting
 

on complemen­tra inin g programme based system, a coordinated 


tary curricula and an integrated MCI work manual, 	leading 

of with
effective Functional iiiegrat ion MCII 

ultimately to an 

fami ly pi ann ivng activi ties.
 

primary health care and 

Report, important contributions
 In lreparat ion of this 

the Force, speciallymembers of Task were made by the 
and Ms. Nancy Terreri,

Ms. Victoria H-lammer, Br. K.A. Pisharot i 


sincerely acknowledged.
which are 


Ati qur Rahman Khan 
Convertor, MCII Task Force 
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Convertor 
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SUMV. LRY 

ltealth (MCH) is a multifaceted service,
Maternal and Child 

which addresses closely interrelated 
problems surrounding human
 

The extremely high levels
 growth and development.reproduction, 
infant and childhood mortality and morbidity in 

of maternal, 
by a few conditions which could 

are primarily causedBangladesh 
unsani­

by relatively simple .interventions; namely
be prevented 


tetanus, diarrhoeal 
 diseases 
tary birth practices, neonatal 

and 

These are combined with more coim­
common childhood infections. 


safe water and sanitation,

plex problems of malnutrition, lack of 


with high levels of
 as well as

and other infectious d.iseases, 

fertility.
 

including family planning, is an essential element of
 MCli, 

health

and thus of strategies for achieving
Primary Health Care, 


all by the Year 2000.
for 

MCII Programmefor a ComprehensiveThe National Strategy 

includes:
 

family planning at Upa­
1. 	 Functional integration of heal t and 


in the job des-
MCII is incorporated
zila and below levels. 

and supervision of health 
criptions, work routinies, training 

And, joint use
 
family planna ng workers at these levels.

and 
and outreach services. Details 

is made of static facilitics 

in Section V1 and Appendices C V,D. 
are provided 

care which aims at
 
dovelopment of comprehensi-ve MC1 


2. Gradual 
problems


ad treatment of the range of major
the prevention 


affecting mothers and chi.idren ii the country; 	that i.s, 
andprevention

immunization against six childhood 
diseases; 

including 
control of di-iimrhoeal dliseases; maternal health care 

birth spacing; nut ri.t ion surveillance and prevent ion; and 

health problems. Components are to 
ci-e for child
CUrat.LVe 

to the feasibility of
.in phases, accordingbe incorl)oriated 

and 
service provision, availabilit.y of technology, attitudes 

/"..
 N-1 
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on- Detu']s
of tho people, aud :o
conditioPssocio-econoi.c: 

are provided in Sect.ion V. 

are (a) ,;a Ec deliver iey itrain:ing of TBA 
3. Priority 	 areas 

(NP '; and (c) oral
 
(h) 	 expanjed p,'cr.rdmin on immania tion 

l ih pi orityr'h<.v ar, 1 inked vi 
rehydrat ion 	 the'apy (OI'). 


i i an important roVOlIyeimeaslue of MCI]
 
on fami ly p nn no 


t
are
CaI'e '.'hese inte v,nli, .nfs"ici h can be appli iclund 
o ­

wh h.1iow cost ,:ndf ( C. i\"v c h 
present conditions, lor 

aI'. i ­wide coverac, thc:sv could h.vologieq oxisi . Witi 

mort:it!t.v
 on rlttcinc .'mateviot) and Nnt

ficant impact 
i arefI.o" cofliOOilo l p-or am'tl given in Sucrt; i 

ea chDes ri p1 i O 
prog imntes

Iie MCII S ratti.Hv :,umuain rizes these 
1V, V and VJ. 

moetO
.!trn y Lo a broader O, comp rCehuiS V'e M,,I 
as well a.j looks 


Pr g r miec 
i th rough J nc ln stci e:mpha: is on 

4. x tension2 ,l I_e.v cc cove.rage 

,

i sln e I I citcI ni nc,

a; hio1im, v' s t;
Oitrc a ner(" tvcci , sitch 


public Awalt' i c
e;.,­
1ira son with N=;o-; and comtmun.ity .,i'uoips-, 

These : re rniefy rcviewod .a Sec­
tion and cotminniictins. 

tion VI and 	Appendix B. 

S. istabli shmmcn . of nieshai *t.ils of coord ina tien ld inter­

work rout. ics, 
program e li kagcs, conc,vniting wre ttr:;' duti es, 

7 i ,';oj II,i rig and mo io'in01 ,
SLpCr'vision, tra.i it ipg, lo ',L icn:, 

o.: made fol iMiNP:Or a 
icltiA it S I MCI. l,,,' oaand Co mnt ich 

"V i \ 
r e o f'' with a tr'.ip!oaii L t ia ..mooN W s f0coo 
are dc cr'hv.a whoo . Thc'sK Il 1special r luiremonIi ,t .. as 


in SeCt ion: 	 V7I and VII. 

The St rategy is develooed on lho assumption that the Hlealt h 

an, tho -t cu.,'
in .t-sa i tc o 	 roma.i'n dtivi cd , te 

a'111d Polinl tioi 
.
 h 1:a '
 sn.of w1t.h.i tr to ,a


aWd. inChnqi'adninoisi. rative 

o ! L.'hnl arI m ant I o
mio'l li ":sPiS
)OlSs COOa i lid i.ta ined. The pe 


ry of MIVI, 'li in 1h, wost
 
F,ci lit itc intoriaLed sorvico dIliv 

.tn ,

C renii. lli ccssible ndseIe IfLicient mairiot poseffective and 

http:ratti.Hv
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Implementation of the MCII 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 Coordinat ion Committees at national, district and upazila
 

levels, to ensure balanced development of MCI components and
 

coordinated geographical and temporal implementation.
 

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

for programme func ti ons, to include mechanisms such as: 

(a) job descriptions, reflecting all MCII duties and. respon­

sib.ilit i es; 

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

among health and family planning workers;
 

(c) supervisory checklists, giving all MC1I tasks for assess­

ment of job performance and in-service training, and 

clarification of supervisory functions and relationships; 

(d) coordinated logistics system for storage and distribution
 

of supplies and equipment for MCII/FP;
 

(e) training plan for comb:ined and coordinated MCII/FP train­

ing in basic and in-service programmes, including curri­

culum revi.sion; 

(f) integrated reporting systom for MCH programme management
 

and evaluation; and
 

(g) communications p.lan for information, education and moti­

vation (IHM) on interr'lated and consistent MCII messages. 

3. Preparati.on and institutionalization of other mechanisms,
 

including:
 

(a) integrated MCII Work Manual1, with specifi c instruct ions 

for health and family planning workers, particularly at 

union and ward levels, in all aspects of MCII; 

I.•
 

http:Preparati.on
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(b) regular monthly meetings at upazila and union levels to 

discuss 	 programme progress and provide .i-service training, 

both health and framily planning Supervisory andinvolving 

field staM; 

(c) MCII service targlets set ;it district level For reaching 

MCII objectives and encouraging staff motivation and team 

work; and 

(d) MII0norms and standa'ds for all aspects of MCI. 

- administrative requirements, 

The sequencing of act ions needed to initiate implementation 

of the MCII Strategy in 198S is given in Section VIll, and includes 

among other actions: 

- constitution otF the National MCII Coordination Committee 

iA. relocation of TBA project 

- preparalion of an MCII Plan of Olerat0ions, 1985-1990, in­

cluding work plan and budget 

combiittees and establishment of mecha­- constitution of sub 

nisms, as above 

- identi ficati on of research and evaluation needs 



1. BACKGROUND 

1. Concept of Maternal and Child Health (MCtI) 

biological andMothers and children make up a special, 

soc.ial group. The specif.i.c hiealth needs o 1 reproduct.ion, and 

car]), growth and development, a; khe this a prticuiar]y vulne­

rable stage oF 	 1.iG . PregnanlcCy and childbirth subject women 

hWa::rd. .,hich are diI'erent Crow theand infants to hea lth 

ori th gen I popl :at i on. h ildrenprevalent hen I th problCls 
mort:alityin our society 	 arc subject to vrv high risks of 

and are .spccia II' vulnerable in malnutritionand morbidity, 

F maternall1
and infections. The :naus;es of th. iigh levels of 

small number of
and infant mortalit y arise From a re Iat:-i elv 

condi t ions which can he p revent od by s imp le and well-tested 

i ntervent ions. 

healt of 

related and intocrdopenAent. The combi.nation of 
Factors infl uenc.ing the . mothers and children 

are closely 

infection and cureyiIated Fert tility be ing themalnutr.i.tion, 
maternal andunderlying cause oF the greatest bulk of both 

infant mortality. 

These stages of 1ifLe are critical determ.inants of adult 

in ch ildhoodhealth. Preventive health act. ons early can 

impact on adult health.have a pos.iti.ve 

the ic Fore required, to pro ideComprehens ive MCII care i:n 

preventive and curav ve services.speci.alized health promot ive, 

And, requ ire the identi fcat i on ot1 interrela ted problems and 

toward alpp ro priate planning and designintegrated alpp roaches 

o f the progr amne act i v. ities. 

is one or the essentialMCII ncluding 	 Family planning 

elements of Pr.i mary IlealtI Care, ard thus Forms a key part 

2n(1(.of strategies to achieve henalthI for all by the year 

http:pos.iti.ve


2. Target Populat:ion
 

-is estimated at
The present population of Bangladesh 

of 39 and a death98 million with a crude birth rate 	 rate 

of 15 per 1000 population. Recause of the high fertility 

experienced in the past, the population is very young, with 

46.7% below 15 years of age as found in 1981 census. This 

proportion was even higher in 1974 census at 48%0. 

overAs per the 1981. census, as 	 seen in Table I below, 


of childbearing age, and
 
40% of the population are women 

0-5 ye'rs of. age, the target group for MCH care.children 

TIAB LI~t 

and Sex
Percentage Distributionlof 	 Population by Age 

Age 	 Male Flemale Both Sex 

17.0
17.4
10.0
0 - 4 

29.7
29.5
29.9
S - 14 

8.7 	 40.4 39.5 
15 - 14 

13.8
12.7
14.8
45 + 


100.0I00.0 	 100 .0 

married females of reproduct ile
Modified as per currently 

in ''able 1.1 below, this percentage may be calcu­
age, as shown 

number of child births is estimated
lated at 33.6%. The annual 

at 3,822,000.
 

TAP.i-,I ] 1 

Populat ion by SCIected Age G;roups, Sex and Current 
Marital Status 

Percentage 

Age Mle Female Both SeY married female current­
female married 

-(urrently 


*,

0 - 4 8,371 8,278 16 9 

7.0
5 14 15,) -7 11 ,0 4 29,112 982 

15 ,- 19 s' ! 19,21.9 38,734 10,278 84.7 

45 + 7, 4)3 ( ,,12 13,505 1,758 29.1 

40,127 ,17 , 573 91, 00 	 19,018 41.8 



106, and indicates anwomenratio men 
reproductive 

The sex of to is 

excess female mortality in childhood and the 

This reflects 
ages, and preferential treatment of males. 

the country, with serious health 
status womenthe low of in 

impl icati.ons. 

of Mothers and ChildrenHealth Conditions3. Current 

Mortality Lev'Is 
very poor,Health conditions in Bingladesh are in general 

levels mortality and morbidity, specially for 
with high of 

mothers and children. 

Maternil mortality is estimated at 6 per 1000 live births, 

in the availabl , evidence presented in Table III 
as shown 


,1.8 to 7.7 per 1000 live births,

below. Despite the range of 


internat ional standards. Taking the
 
these are very high by 

Matlab figures from the late 1960's, it appears that there has 

in maternal mortality in the past
been no appreciable change 

10 to 15 years. 

II[ 2,3,4,5TABE 

.1000 live births) Found in Different 
Maternal Mortality Rates (per 

Studies in Banglade:sh 
a]. iorApprox. size stady meSludy Area ptudy I 

of O). (1000) tality Rates 
conducted by 

ICDDR, B Mat lab 81967-68 7.7
 

180 1968-70 5.7
1L)DR, 13 Mat lab 


and
BAMIANI 1slampur 6.2267 1982-83Jamlpur 

andAlauddin Gopalpur 
300 1982-83Bhuapur 

BAMANI-I Chandina, Gab­
1982-83 4.8

Project tali " Tonu 137 

derived from several 
The neonatal mortality rote, also 

shown Table IV, and is considered, for planning 
sources, is in 

85 per 1000 live births. This very high rate 
purposes, to be 

5.7 
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indicates the significance of maternal health and birth prac­

tices as causes of infant deaths. 

T'ABLE lV 

Neonatal Mortality Rate (per I=10 live births) Found in Different
 
Studies in Bangladesh
 

I" aceof 
Author Agency Year of Study Study Rate 

Islam et al 19811 IC:DI)R, 1 1976-77 Teknaf 89.0
 

Rahman, M. et al 1981 1CDDR,l 1976-77 Matlab 73.4
 

Raflnwn), S. et al 1981 NI I RRT 1979 Ghatail 70.1.
 

Rahman, S. et aI N. It R' 1979 Ghatai 1 85.2
 

Jahan, F.A.et a. 1984 .IM;fNOi 1982-83 JamAlpur 80.5
 

Mauddin, i.1981 "1982-83 Tanga:i.1 117.0
1SWR 

Infant mortality rates, shown in Tablie V, varies in diffe­

rent studies; the figure 125 per 1000 live births is used for 

planning purposes. 1CID1R,B rates based on the Matlab demogra­

phic surveillance system are bel ieved to be more reliable than 

others, but are likely to be lower thani the national average 

because of the dia rrhoeal disease control programmes under way 

there. The year 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.
 

TABLEL V
 

infant Mortality Rates Derived from l)ifferent Sources
 
for Different Time Periods
 

(;CDDl , B Li) S

Yea r C R , BR S]FM BFS/WFS

r(Mat 1ab ) Companiganj 

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 11 .0
 
1982 114.5 

.­



Child mortality in the age group 1-4 is shown in Table 

VI, wit-h 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 fluctuatiou is even
 

more pronounced in this case.
 

TABLE VI
 

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

Year Compan i ganj Mat Iab 

-57.1
1975 


29.6
1976 38.0 


1.978 14.7 

22.0
1981 

Causes of Mortality
 

Major causes of maternal mortaiity found in two recent 

are shown in Table VI!. The most frequent causes,studies 

as seen in these and in other studi es, are eclampsia, infec­

tions (sepsis due to abortions and/or postpartum sepsis), 

complications of labour and hemorrhage 6 . The causes of mater­

nal mortality indicate the significance of unhygieniic birth 

practices and unsanitary abortions, causes which are preven-

Over half of the deaths could be prevented throughtable. 


adequate care. Also reflected are high levels of malnutrition
 

women.and generally poor health status of 

TABLE VI I 

Studies, BangladeshCauses of Maternal Death Found in Two 

BAMANEII Studj Alauddin Study 
_death DINoCauses of No. . 

Ec1 amps ia 12 20.7 7 14.6
 

Haemorrhage (,anto & postpartum) 6 10.3 10 20.8
 

Septic abortion 12 20.7 8 16.7
 

10.4Postpartum sepsis 6 10.3 5 
4 6.9 --

Tetantis 
6 10.3 6 12.5Difficult labour 
4 6.9 8 16.7Retained placenta 

8.3
Indirect obstetric 8 13.8 4 


99.9 100.0Total: 58 48 
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deaths per age group followsThe distribution of maternal 

curve: the highest rates being in the 
a typical. "1]" shaped 

lowest ages (/.20) and oldest (40-44), and the lowest rates in 

the 20-24 age group (Appendix Al). Mortality by parity shows
 

one to four births (Appendixthe lowest rates for women with 

figures indicate the importance of contraceptionA2). These 

restricting childbearing to ages 20 through 35 years, and 

within fourth birth order. 

The finding of septic z])ortionL 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 

of maternal mortality.family planning for reducing levels 

infant and child mortalityThe main causes of neonatal, 

birth trauma tetanus, u: arrhocal d-isease, alnutri­include 

(AppClldi x B). The high proportion
tion, pieumon ia , alld ouaslcs 

of deaths occuring in early infancy (neonatal) again indicates 

health ,and birth practices as
the importance of maternal 


of neonatal mor­
of death. Moreove', the large percentcauses 


tality caused by neonatal tetanus 7 emphasizes the need for
 

which TT immu­
tetanus prevention, and the s .igni.ficant impact 


infant mortality. it should also be

nization could h-'ve on 


noted that a large proportion of neonatal deaths- are related
 

most of whom are small-for-gestational
to low birth weight, 
of survival or subsequent

age. These infants have less chances 

growth and d evelopment. 

It i.s estimated that diarrhoeal. diseases contribute to 

at least 50% of the causes are due
20% of i.nfant deaths 8 , and 


diseases.
 
to tetanus, respiratory infections and diarrhoeal 

with diarrhoeal diseases cause over 50%
Malnutrition combined 

:its complications.of child morta:iity, Followed by measles and 

A countrywide survey on morb.idity and mortal ity in 1983 showed 

for 30% of all death
diarrhoeal diseascs were responsiblethat 


age of five
of childen under the 
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Morbidities
 

While figures oni morbidities of mothers and children
 

are extremely scarce, there are indications of very high
 

levels, as indicated by special surveys. For example,
 

(a) 	 more than 12 million children under 5 years are 

suffering from malnutrition, of whom about 20% 

suffer from 3rd degree ma1nutr0ton and 61% of 

0-5 year old ch.ildren suffer from 2nd and 3rd 
11


degree malnutrition 

(b) 	 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 desired 1 2 

(c) it is estimated that there are an average of 3.53 
13

episodes of diarrhoea per year per child 

(d) 	 xerophthalmia (Vitamin A deficiency) which may 

lead to irreversible blindness is estimated at 

approximately 5, of the rural children under 6 
14 

years of age 

(e) , sample survey showed residual paralysis due to 

poliomyelitis as 1.24 per 1000 population in the 

J,year group, 2.63, in the 1-4 age group; and 1.39, 

in the 5-915 age group. 
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NOTES:
 
census age structure
1. 	Estimated by applying 1981 


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
 

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

by neonatal tetanus
 

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

9. 	ibid
 

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 Food3 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, 1985-1,990 is to improve the health condi­

tions of mothers 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
 
diseases and diarrhoea-related 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 health 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 are
 

assessed for risk; provided knowledge on safe
 
deliveries;
 

educated on nutrition; informed of availability
 
of trained 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 'rT
 

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' familics in rural areas with informa­
tion on prevention and treatment of diarrhoeal
 
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
lities
 

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

III. MCII STRATEGY: SUMMARY OP 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 HeaJth and Population Wing. Rather the 

purpose is to improve the efficiency and effectiveness
 

through coordination of interdependent programme activities.
 

The main elements of the MCII strategy include:
 

1. 	 Functional integration of MCII service delivery at 

fpazila level and below: 

Integration is achieved through rational allocation
 

of 	priority MCI-F'-PIC functions among the health and family 

I..•
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planning staff and joint use of facilities at the Upazila
 

Family CentresHealth Complexes. the Union -ealth F Welfare 

(UlHFWC 's) and sub-centres where available. MCI] is made an 

integral part of the roles an:d responsibilities of all the 

field staff and their supervisors, whether working in 

static centres or Ji outreach activ:ities. A teamwork 

coordinatedapproach i.s aimed at iin order to attain a well 

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.
 

Functi-onal integration at this level maximizes the 

resourcu; and the effectiveness ofutilization of scarce 

each component. People's acceI)tai)lity is greater for 

each component, as it is for ,NCICas a whole, when services 

are delivered in an integrated way. 

2 Gradual developmient of- comprehensive MCII: 

Gi.ven the present level of resources, services and 

management capabil.ity, it is clear that a total package 

-is not Feasible now. Services will be developed inof 	MCII 

phases, starting with priority components, and adding new 

ones linked to establishment of infrastructure, development 

of training capability and technology. Comprehensive MCII 

could include: 

1. immun7iza ti.on against the six major diseases of 

ch ildhood 

2. preventi on and control of diarrhoeal diseases 

3. 	 effective mnana geiiment of pregnancies and deliveries 
(maternal heailt:h care) , including family planning 

surveill ance and4. 	nutritl :iii support 

S. 	recognition and treatment of simple child health 
1)r'ot) IemflS
 

3. 	 Prio0ity o1MCIH compjonents: 

Family planning is an alI ready established priority; 

improved MCII ini teases icceptance of family planning, and 
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family planning (birth spacing) is gn effective measure 

foreducing maternal and ifant mortality/moubidity. 

In addition it has boon agreed that priority is to
 

be given initially to three components:
 

- .immunization ()I I 

- oral rehydration therapy (OLT)
 

- safe deli.very pract i cs (l'.BA Training) 

These priorities were sclected on the basis of the 

high proportion of deaths occuring in the perinatal period, 

tetanus: the high levels of
especially neontal, caused by 


maternal mortality caused by poo, delivery practices; and
 

the large proportion of infant and childhood deaths caused 

by diarrhoeal diseases. lnt:ervcntior.s in these areas caa 

have a signi ficant impact on mortal it) reduction, and can 

children.contribute to lowering morbidity of mothers and 

It has been shown that by pcoviding 2 doses of T' during 

pregna."cy and having deliveries conducted by a trained 

attend,nt, neonatal mortality can he reduced by 0-40%
 

The health messages to people c.oncerning the three prio.­

rities are highly interrelated. 'The programme components 

are feasible under present conditions in a si 7eable number 

of Upazilas (40%) and inions (50%), and the technology is 

readily available and reliable at the pres.ent time.
 

4. Expansion o coverag e of M1 services: 

While services are yet to be developed in all lUpazilas 

throughout the country, thy are to be expanded from estab­

iMsheUIlpazila lea.lth Comp.lexes to 'unctioning Union lealth 

and Fami.ly Welfare Centres and further down through out­

including:reach services and othe- community henith act.ions, 


- emphasis on satellite clinics: use of 01]W team, of 
lWV, MA, YWA, A; a ibalance of female and male heIth 
and [ami Ili,,ei [are workers 

- greater use of household visits
 

.. 
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- increased ratio of FWV to ropulat ion (to reach I 
per 4000 population) 

- increased use of and linkages with NG~s and othcv 
voluntary commnity groups 

-- deve lopment in -, 	 0ucation ad conlmmuiof eion, 
cations programic:s th ro urh mass media aAd community 
channe.:, 

Emphasis on outreach As ussential if the at-risk 

population is to be covered, in genera:I, pcop] do not 

come to sta i.c health services for ]calth pro,-t e w&. 

preventive actitons; this is particularly troe for womcn, 

who traditi.onally remain w i.thin the famil) co;pound, and 

who do not consider pregnancy and child b irth tho c.w cefii 

of health-medical serviceos. 

5. Establishment of coordination mechanisms and inter-

Pyogramme 	 finnUges: 

Certatn coordina t ion are i.rc polit..cymuechanlismsrn:; ncl.l|.C in 

directives, but need c laborat I:or nd institutionalization. 

Others have to be dcveloped aloup ver'y ).ecificand rpnc­

tical lines. fhe'lC mcchaluisms would not eprc3s.t a chang::,' 

in Lhe present admini ist ral:ivc ocat.ion of c.pilp(nlt nro­

grammes e.g. LI, ORI' I)1 * won rema i. n1P i 1olealth Wi,, 

and MCiH/TBA would rcuma:[n K[ll th. lopulation Wing. Alth,uh 

the cmupha:; i. is on coordir at ion at the functi onal evo" 

of upaz:i..a a cOm i ttCee syse, iS.hPnd below, n.M11tit.er 	 t 

a Nat ion al MCIICCommittee at tho apex, is es.sent-i.al fo! 

adequate manuger.i.al and technical dKiatton nd sapervi­

sion. tyampl es of iechan isms w\,t id .ioe (see Soctio n 

- coordinationi COiluri tLes at iatioaal , district and 

upazila levels 

- special sub-commit tees ua MCll progra:n,,me fUilIC .F 

MCII target .ctttia 

- combined work lanuil 

coordinated logi :;tisc:;yste,s 

http:manuger.i.al
http:es.sent-i.al
http:n.M11tit.er
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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 functions of training, supervision, logis­

tics, and communications (I1M) Job descriptions will be
 

revised accordingly.
 

IV. MCH CARE IN BANGLADESH
 

1. Historical Developments and Structure: 

Historically, MC(I care lacked a comprehensive approach.
 

Until the late 1950's, the only MCH service in the country
 

waJ the obstetric care provided in urban-based hospitals,
 

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

1950's and 1.960'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 late 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 MCII from that time to the present. 

The government's policy since 1976, has been to com­

bine family planning and MCII, recognizing that reduced 

infant mortality creates favourable conditions for family 

planning acceptance. The responsibility for MCH was shifted
 

I..
 



- 15 ­

from the Health Services to the Directorate of Population.
 

The shi.-t however was limited to the transfer of MCWCs.
 

Other MCII-related intervention programmes remained in the
 

Health Division, because of their broader health relevance.
 

This functional split jeopardized the development of a com­

prehensive MCII 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
 

same
population staff must carry out both duties, using the 


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) MCII Clinical Services 

The MCI] clinical network consists of 3 main catego­

ries of facilities. Maternal and Child Welfare Centres
 

(MCWC), MCH Units in the Upazila Health Complex (MCH/UHC)
 

and Union Health Family Welfare Centre (UHFWC). Of the
 

different levels (district, erst­original 87 MCWC's at 


while sub-division, upazila and union) twentyfive union
 

level MCWCs were categorized as FWC's, leaving the remain-


MCWCs. Each of the MCWCs is staffed with 2
ing 62 as 


FWVs and 1 midwife. MCII Units have already been 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 MCII services in the 1Upazila Health
 

Complex. The UHFWC is the basic institutional facility
 

for primary health care, including MCH and family planning.
 

Presently there are 865 functioning UIiFWCs which, by the
 

C/ . 
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Figure 1 

Present Organogram: Ministry of liealth and Population 
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end of the Second Plan period (,June 1985), is expected
 

to reach about 1400. Each of the UHFWCs is staffed with
 

one Medical Assistant, one FWV and one Pharmacist.
 

The present quantity and quality of the MCH clini­

lacks
cal infrastructure is far from satisfactory, and 

the capacity to meet even the basic needs 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
 

a total of at least 10% requiring hospitalization for
 

childbirth. Even in facilities where beds may exist,
 

the necessary equipment and supplies, such as for
 

anaesthesia or b ood transfusions, are not available.
 

Moreover, 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 adequately met.
 

In the FYP, therefore, .it is proposed to strengthen
 

the clinical i'nfrastructure or referral network of MCH
 

riskservices to meet the needs of a minimum of high 

cases; and to serve as a basis for greater extension
 

in the future to meet the potential demand created
 

through expanded maternal health care 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/MCHI-CC's at Upazila levels and MO's in other 
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MCII clinical services, especially for lady doctors. 

Attention is also to be given to longer-term specialist 

training in Bangladesh or abrozid for lady doctors in 

OB/GYN. 

During the Third Plan period, the number of UIIFWCs 

will be increased to 2800 and another 250 [IIFWCs will 

of ruralbe established through renovati on and extension 

Units in the lZH.Cs willdispensaries. The number of MCH 

to cover a.. the rural upazilas.be increased to 396 

(b) Training of Traditional Birth Attendants (TBAs) 

The national TBA training programme began in 1.979, 

in view of the 'lack of adequate care ava.ilable through­

out the country for women during childbirth, and concern 

for the extremely high levels of maternal mortality. 

Over 951 of the deliveries are carried out in the 

absence of trained personnel, in homes. Although patterns 

vary in different parts of the country, most deliveries 

are carried out by (a) relatives; (b) women, themselves, 

alone; or (c) dais,. traditional birth attendants. The 

term TBA has been used loosely, to cover those women 

assisting at least several births per year in their 

villages, and "professional" dais who are paid for ser­

vices and who assist in deliveries in their own village 

and other surrounding ones. In addition, 'i.t was recog­

nized that the government clinical facilities would 

never be expanded quickly enough to meet the needs for 

service in the foresecable future. The scheme aimed 

at having one trained TBA i.n each village. 

Prior to its initiation, a curriculumi and training 

manual were prepared and F'amily Welfare Visitors (FWVs) 

were trained as trainers. D)uri.ng the two phases, 1979­

1980 and 1981-1982, a total of 21,000 TBAs were trained. 

-I.. 

http:D)uri.ng
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'"valuations of the programme revealed serious tech­

nical and administrative problems, which cast doubts on
 

its effectiveness or impact. These 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. In addition, problems were experienced 

in the distribution and use of the TBA kits. 

The training and utilization of the TBAhave suffered 

from lack of administrative support and cooperation of
 

the field level staff in the mainstream programme, 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 (UIIFWCs) 

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 ties) 

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' Jistribution. 

In the TFYP, the TBAs training programme is to 

fit within the broader context of MCH. in particular, 

to be part of activities for providing safe delivery 

services at home and static centres, closely coordinated 

with the activities of antenatal and postnatal care and 

:immun.ization of women with Tetanus Toxoid. 
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In 1984, the TBA training programme was redesigned
 

Lnd 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 FWV or special 

institutions. In addition, some tranning 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 an 4 area supervisors. An important feature 

is that the training is to be under the management and 

supervision of the MO(MC]I-CC) and 1r. FWV Supervisor, 

a new post to be created in each UIHCand the training 

to be carried out in functional t]IIFWCs, where 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. Emphasis will be given to practical train­

ing in safe deliveries. Training will be carried out 

in three phases, at one-month intervals, to be followed
 

by a 21 month close 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 MCII Directorate in the Population 

Control Wing. 

The target is to train about 30,000 TIBAs during 

the TFYP. 

The programme will a.lso include: 

(i) provision of 
and two safe 

one TBA kit box 
deli very kits; 

per trainee 

(ii) operational 
of women on 
media; the d
and the deve
birth kits; 

research on educ
safe del iver is 
ovelopment of a 
lopment and dist
and 

ation-motivation 
through the mass 
discussion guide; 
ribution of safe 

• • 
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(iii) 	orientation of one additional TBA per
 
village for 3 days.
 

(c) 	 Family planning/Birth spacing 

While family planning is treated as a separate item 

within 	 the Population Control Programme, namely, MCHi and 

to here as a priorityfamily planning, it is referred 

component of MCII in view of its important 	 health effects 

to its ferti­on maternal and infant health in addition 

onelity control objectives. The spacing of births is 

of the most effective technologies for the prevention 

of maternal and infant mortalities, and is thus included 

here as a measure for achieving MCII aims. 

The family planning programme was initiated by the 

Government (as a national programme) in 1976. An exten­

sive infrastgucture for extended coverage has been estab­

lished through the construction, staffing, equipping and
 

the recruitment and
supplying of static health centres; 


training of special 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 research
 

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 contraceptive prevalence rate (CPR) is esti­

mated at 22%. Sterilization Surveillance Teams have 

been established, and cover al.] districts, to monitor 

the safety of the procedures and offer staff training. 

Technical supervision :is provided fron the MIIC by the MO 

(MCII-FP) ; and from the IlIFWC by the MA and the FWV Family 

planning staff work according to targets, and receive financial 
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incentives for exceeding the expected numbers of 

acceptors.
 

The programme has also in:sti tuted zi grants-.vn-aid 

mechanism for F.inanci.al support to family 1lainn ing 

carried out through a Jargc nun ber of notn--goveriimnctal 

level.
organizations (NC;Os), Working a the coilllmluli t.Y 

A social marketing prog raimile has been developed whicoh 

channels contraceptives through the pr.ivate :cctor 

Support has also been giveln lol. woell l's prog,r.,anes, 111 

l pr11various sectors such as lena1 e edllcat i ol h Irary 

ncrewca cd efll lovielltschool 'level, vocational trainiil , ig 

wumenopportunities in cottage illus. i.C; , a1d Cco-­

Info.r1a­operatives for credit, t.raining and marketig. 

act i, i est ion, education and 	 c ommuii ic at ion \t in popul at i on 

have be en de vel oped , hoth h roughand family p1 anning 


mass media and iut ei-personat contacts.
 

In the ''FYIP , the st rategy is to Furtlic r strengthen 

and expand the present popuIMaton p rugranrie, so as to 

increase the ava i lab1 i ty lnd imp rove thte 1ur i1i ty of 

family plan i-ng and 	 MCI1 services . This i cludes in fra­

structures for integrated FP/MCIt inic idluing expand ing 

coverage of prior i ty MC1I servi ces ; ianpowiLr leveL lopJient 

and training; po1ulation crelated comniunication activi­

ties; management inforia tion svsten ; research aild 

evaluation; and iulti -sectora l approach in vo lving the 

ministries of educat i on, ru ra 1 dcvelopmenr , social welfar-e 

and women 's affairs, labour and uiirnpower, iind agriculture. 

r,ines. involve-Particular emphasis will be on women' ';s 


ment of NGO' s, and increased coiiiiU ita Ir- ici pati on.
 

[he programme will contin, e t:o rely I e v.i ly on the 

work of the FWV's and IWVAI's in increuaing Laii i ly planning 

services to women. Field workers will be givon priori y 

for traini-ing, espec.ially FWA/I/A, IPTA/AIII, MAi:WV. 

http:F.inanci.al
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(d) Expanded Programme on immun.ization (QPI) 

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 disabi.lity from neonatal tetanus, non-neonatal tetanus;
 

tuberculosis; measiles; diptheria; pertuss is; and poli o­

myel iti s. 

Presently, immun:izations are being carried out 

at 927 centres throughout the country. The centres 

include 388 "Primary Centres" where safe cold storage 

for vacc.ines is available; 214 of these primary centres 

are at tipazila lealth Complexes. Special i zed liPI tech­

nicians, in place in most areWZlIC;, currently the only 

full time EP1 staff at this level, and the malin persons 

doing vaccinations at this time. In addition, one 

medical officer has been designated in each UZItC', to 

have supervisory respOns b.iblity for Ii . It was planned 

that regular immun.ization would be carried out by the 

FWVs and MA's but this has not as yet been implemented.
 

Immunizations are ofered once a week at the UZIICs,
 

and at fixed days in certain Union III
2WCs, or other sites 

when the lIP technicians visits, with the vaccines, from 

the UZIlC. 

Special attention has also been given to the "Cold 

Chain". D)ifCferent categories of staff have been trained 

in proper vaccine handl ing, and in cold store and refri­

gerator maintenance. There are currently 20 d.istrict 

level lPI cold chain technician:; who havte been trained 

and placed. 

Strategies for expanded outreach services have been 

planned for testing. A tri;tl TT outreach campaign was 

launched in December 198.1 aWd ,Ianuary 198S using both 

hea 1th and fami I y pl ann ing statfif, and a i min g at a ifli ni miium 

of 20 vaccinations a day. Preliminary results indicate 

I.
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high acceptance by women exceeding targets, and good
 

co-operation among the staff1I.
 

Priority is now being g:iven to 'T, Di"F, BC and 

Measles because of the rllative stability of the vaccines. 

Although overall coverage remains low (2-51) , the 

programme has recently p rog.ruin.e d wc l i !a terms of its 

organization, vaccine availabaility, and logistics sys­

tems. A Plan of operation:s is bcing frinaliz:.ed, Directives
 

have been issued for the int roduoction of immunizat ion at 

all functioning Ul1FWt>;, as well as MCNCS's and MCIt units 

at 	UZI C's. Plans Cocus mainly on services for the rural 

areas.
 

In the 'IFYP, the long-term obljectives are to reduce
 

mortality, morbiditv and disability From all six diseases;
 

and to develop and promote self reliance in the delivery
 

of 	immunization services within the framework of compre­

hensive, integrated s ervices. 

The strategy includes:
 

1. 	 expansion of services: the aim is to achieve 
everyd a v ai lab iIiitv of im,uni zat ion through 
the static rural centres, eg. tZHCs, tIHFWC, MCWC's, 
once adequate storagc facilities exis The 
tpa z.i.1a [IFFPO ha:; full r1esponsibility for imple­

as: anccmentat ion, wi th s:;t in all operational 
and Iogi stics acLtivities from the E1i Technician. 
At n ioll Ilev I, the MA an I 1WV wi 11 prov ide the 
i]mmuni ation services. ly 1990, it is eNpected 
that at least 50(10 tL Cs and 1500 U()fII:C's will be 
of1.erin g i mmuniza tion. lin municipal areas, vacci­
nat ioin mot ivat ndl fol low-up will b done by 
the Mun i c i ! Halea 1th S t ff, under the supervi sion 
of the Municipal Medi l Officer. In lrbanl areas, 
immfntlhin ti ou w I1 he done ini the government hos ­
pitals and cl ini cs. 

2. 	deveonlCnt or clcct i\;e onircach strategies: 
various alternat ives. iI hei ested [or provid.ing 
innunt iatiOll outiside tile at ic centrtos, through 
heal h and poP LI Oil . a1II . Out. reach will be 
the key to ;ichl cvi nig h igh vacc:i nation coverage. 
Strategies would inclunde rucignlar services at the 

V°..
 

http:frinaliz:.ed
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satellite clinics, linked with the TEM activi­
ties of the field workers (HA, FWA) during home
 
visits. The strategies would differ depending
 
on whether or not there is a functioning UHiFWC.
 

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

(i) 	 provision and training of staff in the use
 
and care of equipment for vaccine transport
 
and storage (68 IhPl cold chain technicians
 
will be positicnedl; 

(ii) 	 testing of vaccine storage equipment opera­
ting on altLernat ive power sources; 

(iii) 	devlopmelit of rout ine vaccine delivery 
schedules and diIfcrent modes of delivery 
(eg. with other MC I supIlies) according 
to local needs; aiid 

(iv) 	 prepa ration of p rocelure for routine 
monitorling o[ cold chain efectiveness. 

4. strengthening of training activities: all per­

sonnel jnvolved from I)istrict to Ward level will 
receive oriuntation on tra ining; training modules 

(special LPI it:aining material) will be made 
available to the eregular training establishments 
for training ane retraining of union and field 

staff; and regular information will be provided 
through an liP quarter v newsletter. Special 
attention will1 be given to the orientation of 
District level to ensure proper management and 
slpervision ( see targets.. , Appendix ). 

5. 	 improvene ut olf suor veil lance of EPI target diseases: 
this wi. ll include in:;tituting an information sys­

tem for col lection of data on diseases and immu­
liZat ion per formance. 

6. promotion of comuiinity participation: IEM acti­
vities will be developed in cooperation with the 

[lealth Education Blurcau, I EM inits, utiliz ing 
mass e .ia, school educ a t ion , etc. ; and 

coopration and support to NCO's will be streng­
thened by guarantccing vaccine supplies and 
provid ing promot i onal materials. 

In order to ensure full coverage, it is estimated
 

that each vi llage should have one immunization session 

each month. Immuni zation schedules proposed are: 

BC, : 0-15 years (one dose) 

DPT : 3 mo 2 years (: doses , one month 
i nto rvails) 
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Measles : 9 mo - 2 years (one dose) 

DT : 2 yrs - 10 yrs (2 doses, one month 
int e rva l) 

TrT : pregnant women, women of childbearing 

age (2 doseF; 2nd dose, at. least 2 weeks 
prior to deleivery) 

(e) National Oral Rehyd iHon I'rogramme (NORP)
 

The NORlI was .i iated in May 1979, to combat mor­

ta]:ity from di arrhoca ucoral rehydration therapy,h no i 

using health workers and voluntccrs. Four cottage type 

ORS Producit I s : and produced andUnit wai.r etablished, 

of more than li milion OHS packets.distributed a tot al 


A multi-t iercd tra ining pigru vammiIe was launched, resulting 

in the training of wor'kc!.s in all districts, and 50% of 

all thana tiers. A\pproximal y 98000 village volunteer 

heal th wo rkers wore al so t rai ned to work as depot ho Iders 

of OHS. later, the progranmmc was limited to the produc­

tion and distributionoro O!S, as the ORT training acti­

were to be linked vitih ongoing lPllC training.vities 


were establi shed wiih the BangladeshClose links 

Rural Advance ent olmi tee (IIRAW which developed an 

intensive programme oF amily educat:ion on oral rehydra­

tion therapy (ORT1'1). hlie programme has covered more than 

3 million households. 

In v.iew of the signir icancc of the problem of 

diarrhoeal diseases in the country, it was decided to 

develop a colmprehens;;ive prograiomie for the control of 

diarrhoeal diseases (CDDI)), which would greatly expand 

the scope o" NOKI'. 

In the T''I P, the pr'ogrIamie is to be imp lemented
 

as an integ ral tpart of primarv health care/MCIl, though
 

separate org:ni:nt iona l and control Functions will be
 

.i I be formed.
maintained. A nat i onal comi:cou nci)I fo 

Tlh e main c melit.s ofI the s raregy tor1 achieving 

soe l licieucy in CI) )the objectives oF dev lop Ing r--:o 
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activities and reducing morbidity and mortality due 

to diarrhocal diseases and d.iarrhoea related malnutri­

tion 	include the following: 

1. emphasis on case management to reduce mortality 

through 	 adequate the rpy: 

level(i) case management at home and community 
with home made sol ut i ons (Q;. I nbon/gur 

sarlat) : extensivo: education-training will 
be proyided for L wide range of people, ic. 

mothers and fam.ily members, communiity volun­

teer health workers, imams and primary 
school teachers, outreach government health 

workers, v i 1.1 a.o pracl it ione rs and members 
of local ciubs or organizat ions. tPducation 

will be ca 'ried out 1 y. government health 
workers in homc visit.s . lducat ion will 

include knowl edge or when ORS is needed, 
and where to go for truatm unt and supplies. 

(ii) 	 case management through static health 
at the union levelcentres: all MCIl workers 

(MAs, lAs, FNVs, FWAs) wi 1 be involved in 
proper managemcnt of diarrhoeal cases; and 

Union static centres will maintain stocks 
of ORS packets, IV bags and medicines. At 
the Upazi.la level, IIZllN s will play a criti­
cal role in all types of therapy as well. 
as training, laboratory services, procure­
ment and supplies, supervision, et c. lpaz:ila 
Health and FP Officers wil.l be involved, 
in addition to one MO and Sanitary 1nspec­
tor. At 1istrict .level. the Civil Surgeon 

will have overall responsibility for the 
programme. 

2. 	 development of an epidemiological surveillance 
and epidemic control system: 

in addition to routine intormat.:ion provided 
through all 0 spec:ial survei.llancelevels, .
teams will be established at lislrict level. 

3. 	 improvement of maktLal and child care practices: 

in order to promote ch ngs in practices for 
the prevention o( d iar rhocal diseases at the 
home level, health workers will be trained 
to provide educat i on during homw v is i. s and 
other contacts, for "itriti on support, inclu­
ding proper breast feeding and weaning prac­
tices; and for advice on iygienic handling 

http:Upazi.la
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of childron, handwashing with soap, hygienic 
food handling, use of safe water, etc. 

,1. improvement of environmen tal sanitation: 

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

In support otf the aio)ve strategy, op(: ationn1 

activities will give attention to: 

- development of manpowev, and training at all 
levels o the health system and the community, 
in mllangeri;l] and Techni cal issues, including 
the development of special training materials 
(fr" targets see Appendix Ej. 

- universal coverage of the popullation with IEM 
011 d.iarrhocal and 850 111818 el lIltprevent lon Case 

through ext ensixve health educ',1 ion by health 
workers; community pa;rticipation b)' local groups;
.involveme<.nt of variou~s commlunity member})C s (reli.­

g:ious leaders, vil lage practitioners, volunteers, 
etc.) ; m1ass. media ,nd comnmercial channels. 

- prodlction and distrilh tion or 1)Rs : 8 product ion 
units w.ill he iproducinug 12 million packets annual.ly, 
to be provided free of charge; private industry 
wil also he ,-ncon raged to produce and distribute 
ORS packets. 

- strengthoned coord i nat ion nechanisms for evalua­
t ion and mon.itoring of .he 1progranme, and for 
ensuring inter-sectoral coordination (eg. CDI) 
Council). 

(f) Other Areas 

The re is no nat ional programme on nutri.t.ion, though 

small scale isolated activit ies exist within government 

and non-governmental agency prog.rammes; for example in 

tood-die1ar) sup)lementation, nttrit ion gardens, nutr i­

tion education, and the conirol and treatment of certain 

nutritional jo ficiency diseases. 

A nt ionl 1pr'ogr,am1me or en1Vi0onmlen011 tal san.itati on 

has been developed through 1)li; it. produces approxi­

mately 60,ll0) ]atr ine sets each year and develops 

http:annual.ly
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educational activ itics. The programme, however, falls 

asshort of total coverage to a large degree, it is
 

estimated that 15 mil.lion StS are requireOd. Prograimmes, 

furthermore exist for the promotion of safe drinking 

water supply and ut i I zat ion. 

lduCat i011 on ch ild ca r, and family planning is 

included in many of -the women's development programmes 

such as in vocaltional training, credit and cooperative 

schemes, etc. 

lt is also notew)rthy thati a .large number o: non­

governmental org;nnaa.t ions (N tl)' s) throughout the country, 

provide integrated MCII se r ces. either coordinated with 

government facil iti;es or in indIpeident areas. These 

NGO's provide survices as wel l As provide training of 

health and Fanniv' pl anning, workers and carry out opera­

tional health service research. Many have served as 

model ar-eas for the Further development of the govern­

ment services.
 

deve-Eiach compolent programme described in this section is 

to itsloping its own operationa1 strategies, according 


particula r technical and managerial criteria. However,
 

there are common features which contribute to the dei­

ni.tion and decie lopment oF the MCII St r!te gy, and which 

emphasize the importance of co-ordination mechanisms 

for MCII, to ensure that programmes can be carried out 

manner.
effectivel)' And eliciently, in an integrated 

The pro ra 1m1epl;ns ai-e based on strategies which: 

- specifKy 1he utili:zation of FWVs, FWAs, HAs, and 

MAs at union and ward levels, placing demands 
on the i r t ime 

to villages
- emphasi.e expannded outreach services 
and hol'.-,ehold s 

- rel V ) et.N n i\'e I.1i lormat iou, Education ind 

Mot ivvt ion 1M'a i ct i vit i es, especial ly through 
11-shome vOW 


A.­
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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. COMPREIIIENSIVi 	MCIi CAI,! 

mothers and ch.ildren with compre-
Full coverage of 	all 


for the future. The nature of health
hensive MCHI is a goal 


and chi tdren explains the need
problems affecting mothers 


as these problems are so interrelated:
for comprehensive MCII, 

the bulk of mortality during pcegnancy, birth in fancy and 

by the combination of[ infec­
early childhood being caused 

tions, malnutrition and short birth i nitervals. Effect iye, 

and infant mortality andlong-term prevention of maternal 


a total package of services.
morbidity requires 


1. The Content.
 

Although the ecments may vary acording t.o specific
 

problems prevalent in the area, comprehensive MCII would
 

include:
 

a. Immunization against the six major diseases of
 

childhood:
 

- Tetanus (incl. neonatal tetanus) 

- Tuberculosis 
- Diptheria 
- Pertussis 
- Measles 
- Poliomyeli tis 

control of diarrhoeal diseases:
b. Prevent:ion and 

other
 

- case management (oral rehyd rat ion therapy; 

treatment) 

- epidemiological surveillance and epidemic 

cont rolI. 

water and personal hygiene:
- sanitation, safe 

- chiid care 
- hygienic Cood and drink storage and handling 
- handwu shinp with soap 
- environmental san itation and use of ]latr:ines 

including breastfeeding
- nutrition support, 

(see d)
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c. 	 Maternal health care: effective management of 
pregnancies and deliveries 

-	 education and motivation of women and families 
on safe deliveries (use of trained birth atten.­
dant; hygiene) 

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

- antenatal identi fi cat ion/predict ion of high 
risk and referral to institutional backup 
system 

-	postnatal care
 

-	 menstrual regulation 

-	 family planning advice and service 

d. 	 Nutritional surveillance and support 

- breastfeedin'g education (BF at birth) 

- growth and development monitoring (use of 
grcwth chnrt, mid -arm circum:ference) 

-	 education on proper weaning practices (supple­

ment to BF) and young child food and nutrition 

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

- anaemia detection and prevent:ion (promotion 
iron-rich foods -in diet) 

- 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 

- deparasitati.on (eg. worms); antihelminthics 

- malaria treatment; chloroquine syrup 

- respiratory .infections; antibiotics 

2. 	 Phasing of Components 

In view of the present level of resources and services 

throughout the country, deli very of a total package of MCII
 

I.•
 

http:deparasitati.on
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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 MCI 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 implemen­

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 II 	 - specific interventions are not complicated 

- training required is not too extensive 

- institutional backup required exists (eg. 
functioning U1IFWC) 
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- technology is low cost, easily available, 
and acceptable 

- dependency on other programmes or resources 
not great 

- attitudes are not too difficult to change 

- testing of feasibility for implementation 
is not too difficult 

Phase III: - intervention require complicated information, 
knowledge and practice changes 

- training requires several phases and/or 
fol low-up 

- additional infrastructural buildup and 
resources are needed 

- technology .is relatively costly, not easily 
availablIe or acceptable 

- dependency on other programmes is great 

- high degree of attitudinal change i.s required 

Applying these criteri.a, the phased components of MCII 

are presented in Table Vil . 

The general rationale for phasing of specific inter­

ventions within each component area include: 

Immunization: In addition to the prev:iously cited 

priorities of providing TT, GC; and DPT, Measles vaccina­

tion has been added, since a more robust vaccine is now 

available.
 

Oral Rehydrat ion/i).iarrhocal Disease Control: Breast­

feeding is a widespread practice throughout the country; 

earl.ier commencement of breastfeeding is a single message 

requiring less behaviour change than other aspects. IE 

on water, sani.tation and personal hyg iene is compli.cated 

as it involves extensive att itttdinal and behavioural. 

changes, and will require more extensi ve trai ning of mot i­

vators at the Lield level; it is, moreover, a time-intens ive 

act.ivity at the home level. I- rectiveness depends on the 

availability of safie dr inkhing water supply systems, latrines, 

soap, etc. (eg. waiter" and sanitation programmes). 

I.• 
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Safe Birth Practices (management of pregnancies and 

deliveries): Ident:iFying h:igh 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 capabilities of the referral system even in the 

later phases. (;reatly LiICreaISed access to and availability 

of institutional back-up system is required to handle high 

risk cases, inc]uding supplies aLd equipment, expertise, 

anaesthesia, blood, etc. Additional training will be needed 

for FWVs and FWAs on antenatal examinations and in applying 

risk criteria.
 

Support: Nutrition monitoringNutrition SIrve illIance ai 

and education cannot be eoffective in the absence of adequate 

nutrition promotion in conditionsfood or income, and thus 

of extreme poverty is complex. Changes in existing food-­

use patterns requires difficult attitudinal changes and 

imparting of relatively complicated information. Additional 

field workers is needed and time-intensivetraining of 

home visiting is necessary Train ing on the use of growth 

charts, although they already cxist in Bangla, will be 

noting their intended use by semi-literate ordifficult, 

illiterate people. Also, weighing scales currently avail­

able are problemat.ic for continuous utilization. Detection 

furthermore, hasof malnutrition in women- and children, 

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 

can be mademinimal tra:ining of fiel!d workers. Supplies 

readily available in mini-kits following relatively easy 

of treat­trials. Acceptab~il ity by people of such type.; 

ment is known to be good. Treatment for respiratory 

infections involves move difficult diagnosis and treatment, 

where the use of anti itics needs careful instructions, 

supply etc. 

I." 

http:problemat.ic
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3. Phased implementation of delivery strategies 

The phasing of components has implications for the 

programming of resources, institution strengthening and 

training. These depend, as do the phas ing of components, 

on the existing circumstances, and thus specific pro­

gramming wold vary accordia g to the level of MCH service 

delivery in pVrticylar districts or areas. For example, 

if a UIIVWC is functioning, whether all staff are in place 

and have received ad quate tra in ing, .if similar programme 

activities have been caNr.ed out previously if the prevail­

ing soc ial attitudes are pos itive or negative and so on. 

lixamples of phas ing requi red in programming are shown 

in Table IX. 



Immunizaion 

Oral Rehydration/ 
Diarrhoea] Disearte Control 

Sfe Delivery! 
Maternal lealth Care 

Nutrit ion Surveillance 

and Support 


Treatencti ('hili If,,,ti 

Problems 
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TAPfE I 

PIHASEI IMPICHEMNTATION OF MCII 
( xa;if,1 e: ) 

Phase 1 Phiice 11: Added/Revised 

- ull immiun -at iol in :tal it tliiirl l de]dworkelrs 
tent ccir with1.no]i I;i uar,; I x--d doy/micnth outreach 

- fixed day cove'.|: f, il :-lolic i, uni ow without rwc 
Ciiic, wiWonn 'id :;o- I' WA IIA 

i :lt, ;11 ot m r lit inf.' iiikl 'at iuln ill 

.ijiti:: ::tl.lit! clinic:, With 
:;.pe,2 tii 1 cTI u, ott' - 1"41C 

reachi1 Wa- II:t. to public 

- tert alterr'll ive ol en afich 
StI'd I eJ e . in .V,- tt,: 
,1TeiiS 

- as'[ses,. })I'] llaVV
' 

Cin I i2: ;~ alit: 

or,.- ,.
-lii trmenla . illt I.I " t",r' t in 

- oral Tefyrt :1,1 Ii.lwpv tr.ain pharmacists in OR!, use 

(OPT) ILM iin Fl,":, eurcdu)i- tialit OF T community members 
- mie:. cii;: I !,utlliin - (motors/jimi lies; coin. 

equipmcr, t, li , velnntvlrs , iama;, prji. 
ett. ;,.i], teaclirse, village 

- trin MCHill A f iiJ1 n'i;V Tillit- p-acIitt i Ynner-!, alocI 

f'el!e, i MHA,, }1*WV.,1I'A.. grui'5) 
ilA., II'::) pIrovidu Oi; in a]l MCI 

- prcvid,, OWI. pank(etla lLoght IC:l :;Ysl ms 
- ir-tdiic, n i-al n] I EM,mote- t'I-in MCI; .taff in water, 

ri .h nis itat ioll , prcsond 

- Irceal 1ni ia iitll'IW :,: I V.. h,':(-?i (I' M) 
dl'-upn I: 

- Irain !',V. P'WY n I PNV:. W: tian ;:-. V't, t,I}VI',; ill 
'iBA triinor:. illi/YN 

- an ce iIb', ;mn, x-. ;ni a' et lmf,]iAi r, eirrol .ystem: 
.etivititi emIui/;ui;,ly f2 MWt's 

- trials on TIN (d wo-l and and ho,; )ila's 
fami lie. or, :-.f: birth di;tributv 1::! df . ! ive. v 
..ra~ticc; aut of ;iu.1,10 i. it. withC education 

kit uudt'ptate i-i!,k i idicator 

a.7e!-', PIeelsF finl-r Sl i he|l(_- Studit's 
nint' clinical ,a-hlu; 

iniliate i:lll ort 
- tr.llh Ilonls, mo; i! j n:;tt 

t e i(:: *; t ipt iou'fl i ii 

- devel, bt:,a-'I.edi. i,:- - develoi llCM me-satres and 


napet' nit tl'J a i mil' Ul cit ion 


- tr,'in F-2 wt. I ol. 11 ii', 1111, edial ikml ani te:,t 

i-:, i~ ni1 i Vi: . 'i in L ,- I :i ll.st i i p1 I wi ifioit; 


- ti'0-erlalt li d,,velin Idoxi;ihi,' siitl'ia In 

I14'A/A ':, ,I,,, Ipi il ii gun , 

i [i l fl i ,.111ini,,l di i,-l- o li t t ellit rpe:apiri-

Si',vt ,ilii-Mit iit! to twIy 
1VWA,/I*A'!, dtveulop tail hialth 

- titi il ldi- worer i ,, t.i5 

fiv edu-
cat iou, IIM iyol naloril:. 

Phase Ill: Added/Revised 

daily immunization il all 
static centres 

vout ine jinmunl.alion in MC)I 

outreatc) (I*WC or no FNc) 
use of co:eimiunii'/ groupn: 

full coverage outreach On 
case management 

extension IM on diarrhoea] 

disease prevention IG 
community 

train ['WV's & WA's in risk 
identificat ion and r'elerral 

extend strengthening of cli­
nical services: equipment 

supplies, training 

train workers iii nutrition 
education; include in 
wock routine:, 

tralin wockey!s ir use of j;nwt 
chimi 

tr-ain+ work (!,i iln nllia~l'crilt I 
tV i i ijtll jIrl ho)1 lPI (V 'S lim 


of neil witi it !I al Itlti
 

include irdt,,lY dt'din..me 
cOiitlii ill wor t -olltii­

piit-,t";,tnv.fde leleral child cae,+ 
in work rout inc 
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VI. COORDINATED FUNCTIONS OF iE MCl PRO(RAMMi 

In view of the fact that the location of the various 

component of MCH are to remain organizationally and struc­

turally separated at the National and District levels, 

special attention is to be i,iven to coordination of func­

tions at the [pazila levels and bclow. Mechanisms for co­

ordination are looked at in Section VII below, though in 

general special sub-committees are planned to work out the 

details of implementing an integrated strategy for each 

of the key functional areas. The details would then have 

to be tested for its applicab ili ty before final .instruc­

tions are issued. It is not intended here to repeat the 

strategies of each component programme (eg . EpIt, CDD, Safe 

Deliveries, and aFamily lann ing), but rather to present 

common principles and methods and to indicate requirements 

for comprehensive MCII, functionally integrated with PIIC-

FP, not currently reflected. 

1. lealth and Family Planning Workers' Tasks. 

The current job descriptions for all health and family 

planning workers at Upazila and below levels include MCII. 

However, they are not specific for all aspects of MCH, nor 

is the balance of MCII, fanily planning and other health 

tasks adequately reflected. Thus, the MCI] tasks have to 

be elaborated upon and made clearer in terms of what is 

actually to be done. Job descriptions have to be developed 

in a complementary way, so that contradictory instructions 

are not given to staff on the same and li fFerent levels. 

The job description is an essential startin,,g point for 

other functions such as supervis.ion, training, evaluat ion 

and so on. 

Emphasis here is given to the work of the health and 

family planning workers at the w'rd and union levels, as 

this is where the grente:ntL proport ion of MCII care .isdone, 

and where the ma in inte rat i on of MC!I lakes place. Many 

A.­



- 39 ­

of the duties and responsibilities at other levels are 

supervisory or supportive of these basic tasks. MCII tasks 

are listed in Appendix C for the FWA, HA, FWV, MA, FPA/AHi1 

and Sr. FWV. 

In the Bangladesh soClo-cultural context there is a 

need to ensure complementary roles of male and female 

health and family plann.ing workers. The tasks pertaining 

exclusively to women as "clients'" are to be included in 

the job descriptions of the FWA, VWV, and Sr. FWV. Direct 

maternal care, where physical contact is required, will 
for the ,1o10t part he done by the female workers, and should 

be considered their major responsibility. This is not to 

exclude the roles of malc workers who, as Seel from expe­

riences in the ste1. izat ion programme, can have a certain 

degree of contact with women patients. In addition, male 

workers have important motivational and educational tasks 

concerning maternal health care; men in fa, ilies have to 

be informed and mlot ivatel if women arc able to make the 

basic changes required in birth practi.ces and other aspects 

of maternal care. It is the family rather than the health 

work.i-s or TBAs or even the women herself who will make 

decisions about such changes in behaviour. 

This implies tie need for increasi ng the numbers of 

women hea.lth and lamily planning workers at all levels, 

including Upazila and above so that adequate back up and 

supervision can be p rov.ided. For example, recruiting more 

women MO (MCII-E(Cs') and specia] ialsts in Obstetrics/Gynecology 

for positions in tJZIICs, MCWCs, and hospitals is important. 

In addition, efforts will have to he made to accommodate 

the special needs of women workers, su ch as hostel accom­

modat, ion, posl int, with husbands, etc. 

The alloca tion of who actually does what in each 

ci rcumsli anc is deal w itL ini work rout ines, and would 

have to h spec i ic ll Iv deiined in each locality, depending 
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upon individual capabilities and local conditions. Team
 

work is to be encouraged.
 

Many of the tasks for each of the MCH components 

overlap, or are closely related, particularly those con­

cerning informat ion, education and motivation (TEM) in 

MCII. As the different MCII components are gradually intro­

duced, these tasks will be increasingly merged. For example 

nutrition education, breast feeding promotion and hygienic 

practices are repeated in safe birth education, prevention 

of infant infections (including diarrhoeal diseases), and 

family planning. A Table .Js included in Appendix C, to 

illustrate these types of duties and responsibilit:Les. 

A sub-committee on job descriptions will make re­

commendations to a national. committee, to finalize revised 

job description for all levels, so that MCII :is adequately 

incorporated. 

2. MCII Work Routines 

MCII 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 even 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 responsibilities among staff of each level
 

to worked locality.and between levels will have be out in each 

shouldAlternative work routines, espec.ially for the FWV, 

be developed and then tested in operational studies. These 

will depend upon 

- existence of funct.ioning UI-IFWC (v :i th FWV) or not 

- availability of staff at each level. 

abilities, training of staff involved 

- MCH service demIands of the population in the area 

- previous experiences in service delivery in the area 

I.. 
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The specific MCII work routines are to be worked out for 

each month during the UtHFWC monthly meetings, or Upazila 

Health Complex meetings, and are the responsibility of 

at
the MA, together with the FWVs the UHFWC and MO/MCH
 

FP, Sr. FWV and F1O at the UHIC. 

are required throughout
Flexibility in work routines 


a year's period in view of the need to accommodate special
 

training sessions, special. mi.ni-campaigns, epidemics, and
 

natural seasonal occurrence.;.
 

are to be tested in
The feasibility of work routines 


view of the present, unsatisfactory implementation of MCII
 

services, ie.
 

-'present imbalance of duties actually performed
 

between family planning/population control and
 

other MCI- components 

- low coverage of MCII service delivery in the past 

(ie. MCII duties not performed by staff despite 

listing in job descriptions) and, in order to 

introduce new MCII tasks. 

The testing of work routines is to include the use of time 

each level; and the allocation of tasks among
by workers at 


workers according to expected abilities (eg. literacy levels,
 

an assessment of
both sexes). Testing would also involve 


needs in terms of supervision, training and logistics. Work­

shops could be organized to review results of operational
 

studies.
 

The work routines will include activities to be carried
 

out in the static centres, in satellite clinics and at home
 

visits. Examples of MCII work routines for the Union and
 

Ward levels, including Satellite Clinics and lome Visits
 

are shown in Appendix 1), as these are particularly critical
 

comprehensive MCH
for implementation oi7 an integrated and 


the need for integrated IEM
strategy. These highl ight 

and planned team work. They are designedactivities in MCII 


in order to maximize coverage oF households at the village
 

•I..•
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level; ensure optimal effectiveness oi immunization schedules 

(ie. doses of vaccines spaced by one month); provide adequate 

follow-up and relferral for Fam3ily planning acceptors (espe­

cially clinical contraception); set apart adequate time for 

training and supcrv i si on & ' 'hAs ; p'or i de n in imum coverage 

with comprehenis ive MCI Ic tcar; and promote team work. 

.
A sub-comm ittee on wor'k Iout. ne will make rccommenda ­

tions Oil goi c 1.. ' f15or' 11.11iloll a11id Ward levels. 

3. Supervisi on 

Superv ision has been cited as one of the most critical 

functions in all health and fam:ily planning programme; in­

adequate superv.ision being considered one of the main 

reasons for not reaching: programme objectives. 

The present st:ructure ol helboth and family pl1anping 

manpower is shown in F i gure 2. As i.s seen from this f'i.gure, 

the Lines or suapervision a re divided technicall y and ad­

ministratively, with the Population Wing and the iealthi 
,Wing, having dirfoerent supervisory st r ams for stafF who 

are to perform b,thI health and Flmily planning tasks. The 

lines cut across fur the MCI prorramime. It is clear that 

the supervision received hy Lhe [WV requires special atten­

tion and clarification. Aulloi snper vision of the FWA 

is admin istrat;ivulv direcl, there in N need for defining 

her technica liik witlh the IW.\?. Such division of super­

visory functions makes the app] ication of rewards and 

punishment for job performance in atl MCII areas diFf.icult 

to achieve. 

Field workers are dependent on their administrative 

supervisor f(orpamhcyi',n,1 op salJaries, payment ofAr famnily 

planniing incnt- i e\?s, 'o)Ort ol j 0) o 'performanceand, suppli es 

and cquipment. lAehMc sulipervis ors providte the required 

informnat ion, trainingo iid hack tip se rvice needed by re 

field worukers to ca rry (nl ihei, jobs. Both supervisors 

shoul d col laho 'ate 11 1ih , ,designof work routines. '[here 



- 43- -

MC-I 

Figure 2 

SAITING SRUCI'URI: PRIMARY LINES OF SUPERVISION 

UPAZILA, UNION, AND WARD LEFVELS 
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is a chain oE suporvis:ijin from fiold to national level, 

with reporting requircmen..c;.. rune-vvisors tend to check 

on those i.ten:, whiclh will be, in turn, aski of them from 

the next leveJ up. 

In ordt for hea.Itl and Camily planninig workers to 

satisfactorily cary oit MCIl activt ics, (:o-ordination 

of supervi s ion i s c:.nt..ial. T1he tools 01 mothlraliJsins for 

achieving coo rdintion wtill incl.u(I,: 

- targct. s tti.rig fot NICII: Larvlets set in ecch Upaz.ils 
will serve a ' a ,gi.de for ,upervisinfg job pcrfor­
mance 

- integ.r:ited rcpoi tirig system (see 6 below): this 
system indicotes ovalnat loll or perlo )-ilialCe criteria 

which the superv i.so r must take into account while 
checking on perCormance and while trai ning 

- job descriptions: th. Job d.sciiptions oF the super­
vr.so rs wi I I inc ludo spec ;fi.c MCII tasks, and will be 
developed to ensut coump eimenta ry :;upervLs ion between 
superv is i 

- supervisory chvcl lists, ic. the specific itemns to 
be supcrviw sed, for o"ach level (National, District, 
Upaz ia, and lp on) w.Il be prepa red to ensure con.­
sistency ] ii the entire chain of superv ision 

- monthly meeting., 1110eeings at Upazi !a and Union levels 
will involve supervisors and ... pcrv]Fccs; they will 
be the ma in mecIni.m for coordinati on of work routines, 
and for so,lyini a, , p roble. s which may ar .ise from con­
tradictory inst.rc,tions to workers, or supply of 
drugs or c (LtI i;er1 t; they witII a ]so serye as a means 
for in- ;ci-v ice t Va Iniing and group d iscus3 ions 

- traini in a .it-,cvvision: t raipiniig in met hodologies 
of spCrvi,s i)n i. to hoI 1r InCldd in the basic and 
in-service t raiiig of supervisor:,; of MCII/'PP workers; 
special oricntation ses ios r to be pi.von :t each 
Iev ,'I 

- trainintg wi.l 1 bc proy.iedud For the MCII components to 
OC intrioduceId to strcgt 'Jhen techn i.ral supervis Ion 

- a new post, Senl ior IV supervi.sor w i I b introduced 
to Ft uc'vn ,ttlh techinic; .supur-visi on fo imatermnali care 

and faini Iy p) nni a., particuilai'lly f'er women workers 

A sib-coiirl itt e(.,.a .:j)O 'ji,i on i.I develop l ans for 

inst itut ional i z inI thc iove meclhan Isis ba:.cd on an aaalys 

of conta di c M'ior ci .a...:; . th existin systems; 

identi i.cot.ion ol comp cHImen t y action:i;S betvee suIerV.isor 
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under 	the Health and Population Wings; and reporting
 

requirements at each level (National, District, Upazila 

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

4. Training of Staff in MC&I 

Existing Plans:
 

Training of health and family planning workers is
 

of all programmes. Plans for
essential to the success 

workers inthe training of health and family planning 

MCII/FP has been extensively described in the TFYP for 

in the section "Manpower Development
Population Control, 


the training of health
and Training". It focuses on 


and family planning workers at Upazila and below levels.
 

The plans include the following: 

definition of manpower requirements
(i) 


analysis of existing training activities
(ii) 

assess­(iii) 	enumeration of training tasks, eg. needs 


ment; curricula development; training course
 
field
management; evaluation; faculty training; 


practice demonstration; materials development
 

assignment of training responsibilities, eg.
(iv) 

to NIPORT; NIPSOM; RTC (HQFP); MATS: FWVTIs 

(v) description of training programme 1985-90 for 

all categories of training, ie. field workers,
 
first line supervisors; MAs, FWVs; clinical
 

training MOs; management training; FWAs skill
 

training; multipurpose workers and community
 

influentials; FP] certificate course
 

The plan also gives attention to methods for impro­

ving the quality of all aspects of training, such as 

of trainers, strengthening fieldcurriculum, training 
the problems oftraining, and group work. It addresses 

provisionmanpower development and training including the 

of training stipends living accommodations, especially 

female staff, as well as conditions of employment such 

as salaries and career development, all of which are 

important aspects of increasing and maintaining staff 

motivation.
 

Priorities in training have been given as:
 

A.­
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- staff of Union Health and Family Welfare Centres
 

- field xuorkers, especially the FWA/IIA team
 

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

As this programme is aimed at the staif who will carry
 

out the MCII programme, coord ination is to be given special
 

attention. In addition to the interna coordination 

within the 'opulation Wing, a special .sub-commi.ttee on 

training in MCI! .isto be established to make recommenda­

tions on incorporating MCHI1 eI ated knowledge and skill 

into the training curricula o al.[ workers and super­

visors. 

Training plans have been developed in each component 

programme wh i ch are both spec. F i c for thei r own programme, 

and which are meant as inlputs to Ithe broader MCI1 and FP 

training programmes. At the national to district levels, 

special tra ining courses arc planned for managers and
 

mid-level managers ii the FIr and ORT/CDI)I programmes.
 

These .includeespcci al. tP i enitat i Oll se s sions ; management 

training ; spec a ized techn ical tra ining, and training 

of core traincrs. Ihey are to be carried out under the
 

auspices of each prrogramme direction; and will be sepa­

rately planned, org;ii:'ed, funded and implemented. Both
 

EPI and ORT(/CI)have prepared the training material
 

required for these types of couyses.
 

With rcarLd to the Sa fe )e.l iveries component, the
 

first phase is primarily a ThIA training programme, as
 

described in Section IV above. lmphas.is has been given
 

to the development of more :;pecif'ic Ct rriculum; practice 

training; and training of trainers in teaching methods. 

A new post for Sr. FW\ Sup1ervisor is be .ing created, and
 

one of her ma jor [a s is i he raining of 'IBAs. Az impur 

hospital should be strengthened as a model training
 

centre. n addii ion in the I'A troaining, other training
 

programmes will have to be developed, as part of tMe
 

... 

http:lmphas.is
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institutional strengthening for the MCII referral system; 

for example, the training of specialists in obstetrics 

and midwifery.
 

In general, the three priority component programmes 

are providing inputs for" the oveiall training in MCII/F1l 

of union and ward Levell workers, to be carried out 

through Ni PORT. Tra:i ning modules or the three priority 

component programmes will also be ptcepared for the ;roup 

discussions, for retraining, and for in-service training, 

to take place it the IJpa?.i.a or Union levels. 

Features of Training in MCH: 

Training in MCHI requires more than the sum of the 

specific components mentioned. fn view of the compre­

hensive, and di.vcrs.ified nature of the MCI] Programme 

other subjects and considerations must be taken into 

account in order to ensure that the content and metho­

dologies of training are relevant to implementation needs 

of the MCII strategy. 

Training in MCII requires the imparting of a wide 

range of skills and knowledgu to multipurpose workers. 

Therefore, training wi.l need to be sequenced or phased 

for the different areas, according to the priorities 

set in the phasing of MCII components. Thus, for example, 

I.•
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the first priorities in training would include: 

- immunizing techniques for each vaccine; cold chain 
maintenance; equipment steril.ization; scheduling 
immuni zat ion 

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

- hygienic practices during childbirth 

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

- how to convey early breastfecding message 

use of fami. ly planning methods, or provision or 
clinical contraceptive serv.ices 

Whereas, subsequent training, or concurrent, depending 

on specific circumstances, would include instruction on 

water and sanitation, autrition, 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. 

because of the large number of learningFurthermore, 

objectives, training would have to be adequately spaced 

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

training, in order to introduce now elements as well as 

to reinforce existing ones. In-service training will be 

implemented as part of sp)ecial short (one-two day) courses, 

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

Emphasis is to be given to practical training for 

MCH skills developnv'rt. It is planned to increase prac­

training over follow-uptical, field to 501; and to 

group training sess ions with on-the-job supervisory 

training. The wide range of subjects and skills as well 

as the need for more practical training will necessitate 

training sessions oF longer duration, especially in the 

basic training courses than previously carried out. 

Likewise, attention will he given to developing 

curricula which meet these requirements of MCII, 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 MCIH 

in a timely manner. 

Training, furthermore, will stress the upgrading 

of IHiM-communication skills for health and family plan­

ning workers, so that they are ab]e in turn to train
 

family and community members, and work more effectively 

with community groups. 

As MCII is to be integrated at the Upazila and below 

levels, training at these levls will be designed to 

ensure: 

- 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 realistic 

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 assessed in each MCH 
component programme 

- review present capab.i ities of existing institu­
tions for training In comprehensive MCtt 

- review present curricula to identify gaps in MCH 
subJects covered 

- identify MCII subject areas requiring teaching 
modules, not now avaiable 
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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 here 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 needed 

at the right time, place, number, and in the proper condi­

tion for effective and efficient MCII service delivery. 

The management of logistics within each component pro­

gramme i.n the past has experienced a number of problems, 

such as 

- delivery of drugs after expiry date 

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

- inadequate 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 selected 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 Section IV. An 

arrangement exists between TEMO and EPI for use of the 

central cold storage facility in the TiMO warehouse (Popu­

lation D)irectorate). A working group should be formed 

with functi onal responsibilities to ensure effective manage­

ment and ut i.lization of the cold storage system. Likewise, 

mechanisms For coordinat ion of cold storage should be estab­

lished at district levels; with similar working groups. 

ORS packets will coltinue to be produced and distri­

buted free of charge to government health and family
 

planning faci.lit ies and workcrs as part of the national
 

programme. Alt hou ,h the )Iistrict Reserve Stores are
 

supposed to supply ORS packets to the Upazila Health
 

Complexes, this has not worked properly, mainly due to
 

transportation problcms ; the UZIlCs tend to go directly
 

to production eentrCCs for supplies. Difficulties also
 

arise whcn there are no stores, particularly in new
 

Districts. Ways of smoothing out this process are to
 

be developed.
 

Kits: The Population Control and Htealth Directorates 

distribute a range of health and family planning supplies 

to health facilitics. These are supplied either indivi­

dually (as per medical and surgical requisitions) or as
 

pro-packed kits. There are presently, five kinds of MCIl/FP
 

kits distributed. Drugs are supplied (and resupplied) in 

the 1)DS K.i ts ; and equipment, in it i ally supplied in MCII Kits, 

FWC Kits, Midwifery Kit , and IUD Kits. 

It is palnned to cont inue the distribution of these 

kits, with the same contenrs, except for including benzyl 

benzoate and alternative arrangements for ORS. Efforts 

will he made to .improve the labelling and sealing of kits 

so that the quanti Lies, characteristics and condition of 
the contents are easily displayed, for the information 

of all persons along the various d.istribution channels.
 

V.­
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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

L).oit, and for family planning, such as: 

- pills, condoms, foam tablets
 

- ORS packets
 

- anti -helminth ics
 

- chloroquine syrup
 

- benzyl benzoate, neem soap
 

- antibiotic eye ointment
 

- vitamin A capsules
 

Field workers also act as depot 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 outreach 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 i.nd reporting, to include information on 

the quantities needed, ordered, delivered, and used; and 

on the quality of drugs/supplies, eg. expiry date, storage 

conditions; handling conditions. This information should 

be made readily available in standardized format to the 

staff involved, so that they arc aware of the system. Pro­

blems could then be discussed at the monthly staff meetings 

at Upazila and Union levels. 

/I... 
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The logistics recording and reporting system to be
 

with the health/family plan­established has to be linked 

ning information system, indicating levels of the need 

for the supplies. For example, the prevalence of child­

hood diseases, estimated diarrhoeal disease episodes, 

couples using contraceptives, other elligible couples, 

estimated childbirths expected, and so on. 

A well-functioning control system, built into the 

overall management of the programme should prevent a great 

deal of the slippages now occurring. 

Training: The delivery of drugs and materials alone 

cannot be effective unless there is also proper training 

when and how to use them. Ain the use of medicines, i.e. 

special manual for MCII supplies could be prepared for this 

workers.purpose, and included in the training of all MCI-/FP 

Furthermore, information and education is to be provided 

the public about the use of drugs and materials to re­to 


inforce the messages of the health and family planning
 

enable the proper use of drugs purchased
workers and to 


in local pharmacies or from drug peddlers.
 

In addition, commercial channels are to be used, for
 

example through the social marketing programme which dis­

tributes contraceptives through the private sector (eg.
 

ORS is also produced and sold
pharmacies, other stores). 


through commercial channels. Possibilities are to be
 

explored for the social marketing oft safe delivery kits
 

(containing minimal supplies, eg. sterile razor blade,
 

cord ties, :;oap, gauge) at low cost.
 

The sub-committee on logistics will make recommenda­

tions on the coordii:ation of logistics in each Directorate,
 

and on the sharing of t:ransport, storage and supplies and
 

the extent possible;equipment at Upazi Ia or Union levels, to 


to review periodically the contents of the kits; and to
 

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

on a regular basis.Coordination Committees 

6. Reporting and Monitoring 

Data and information 	 on the programmes are essential 

of the programme activities,to the overall management 

including for 

- managerial decisions on programme d:irections 

- proper supervision of job performance, and judgement 

for staff rewards/punishment 

- smooth functioning of logistics system 

programme efficiency and effectiveness; 
- evaluation of 

and of impact on mortality/morbidity reduction ob­

jectives 

basis at Upazila,Information is needed on a monthly 

levels, to detect the performanceDistrict and National 

to targets set.


of the field operations in relation 

has Manage-
At present, 	 the Population Control Wing a 

System (MIS), which includes a series of 
ment Information 


the performance of the Popu­
monthly and other reports on 


information activities,
lation Control Programme. Other 


such as the service statistics system established in
 

selected 1pazilas, have been developed. The Expanded 

Programme on Immunization also has developed an informa­

and
tion system which collects data on EPI target diseases 


on monthly basis. The ORT

immunization performance a 


programme is developing an epidemiological surveillance
 

disease
information 	 on 
system which will keep up to date 

prevalence by age groups. 

collection and reporting of
Much of the work of 	data 

MCII falls on the field level 
programme activities for 

of their level
workers, especially 	 the FWA and HA. In view 

of literacy and education, it has been found that these
 

diff.icult time-consuming. Long

reporting tasks are and 


delays in reporting and inaccurate reporting have been
 

V.­
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experienced; also in many insLances reports have been lack­

ing altogCtiIer. Moreover, in the area to Mll the data is 

particular Iv incven and incon.,i- tlen , c -a in aspect-s 
are covored Qg. famiil pla"n , Cceptorc;, ,vlligibl 


i",tion i chi .es, use, 

whereas ot hers jr, not (up [. ier,"1Ndeaths, ' HA coverage, 

etc.). Efl'ort are WC..ing d eu to not ov. l[oaid s tafi with 

couples, imun o i lood dis:c' O)RS etc.) 

i 

reporrtin, t include
• spo:n;i:;hili I'l to onilv thc. basic 

in[o riiat ion necded. 

An int gr:va cd r'po," i, . , st,,,, is rqnired which c an 

meet the mni i t. needs or Iac of the CoIpiell pro­

grammencs , as wellI I a s hos;e of n comprilI'Oh nsie MC [r()g!'lmoJIIJ 

itself. It miu-;t he part of the r p 1tit'[ 1and nl o'r1)lilg 

functinl8 l er, tion 11108th
of the iii i .W !/ I I'1 i he i la 

level, andt holce o' 1)h1. I !' . h it ea IIt anid Ojl' I a I Oln 

Control Wine ' at olht" l'vul,,.'eAn integrated svstem. would 

greatly con 1r ihut L" T e s ripl i,: tion o" reporl, ing and 

monitorilng du t ie s and responsi hil i e q -- t Iof-ield level. 

staff at ward :nin1 uioOn ,.V'1:.l ;lvd 1 bus is expected to 

improve lh qua1lity and ,.ntiI \ of in tr'mation. There will 

be one commn vef)tart iri,, fur Filr HA. FWA, one Cor thc IWC, 

anti one tli 111.0sI(. holip; I .emcouldIbegin as part of the 

strengthI ening vi t ,:hel,NH.'II io'f iivg yst-tc , now parr or the 

MIS Un it. 

A coorlind va ti .ni.c 1 m i.s ucdcd in order t o develop 

an integrat ed MCH roport iny tyiii * o: 

- CC iI ' t II I, i C iii I]rled 

- 115_f( ii,_.,?c,.,! !I,. a il: IIC."l)1 _!." d"2
? l~ i_[I-_' li 


- review lIhi. - ' ., will in:;t 'tcIt ols for its 
lIste ;It frl I' I vI I v, 

- Ollnri r I i oi I a ion Oyii. a!!MC[ t'h i t )Olints 

- (C;15s u I r i ,t ,:.,:itc( lu: to. I ra, i n -itto e ta b­

mon 1 ior (i ~vi.i w owY 
- II i iil I I u 'i i}, If I t i]"nl ('ii I :i I i o i11 

/.. 



- 56 ­

7. Coimmunicat.ions in MCII 

.inf1ormat.ion, liducation and Motivati.on (1 EM) or Commu­

nications, aspects are especially critical to the success 

of the MCHiprogramme, since a significant part of MCI1 care 
'invo lve:s basic chan. es in famili.es i. sty les; home 

envi.ronment; private behiavi lur (sex, sanitl at ion, birth); 

deep rooL ed i rA ii. ionnia customs surtrounding birth, d iets 

and feed in pai:i - a,il d tl ti ides towa rds woiltei' S 'Ol s 

and status. NLs , in contrast to vIiiou; technology-based, 

singl IgIli'-e ssaae interv tl on1 services, is a w.ide rang inig 

programte ui care, withIi actinlls i tke] by peo]) themselves 

(sem -care) within the fmn.i lv setting'. Health education 

is therefore needed in its broads sense. The targets or 

the IFlM are, women , mene , childrcN, wmt Iies as , whole, and 

colmmunin t I e.adors ard IIUtlI it" i's CAnd g rotps. 

The contenit of the IILM messa e would initially focus 

on the three prioritv progprammes, together with family 

planning, ie. the imilpo rtance of 

- h igieji.ic birth p ra ci. ices to reduced infant and 
matrtnaliI deatths; the need for a trained birth 
attendant, and i t i,-na cainsiut 1 

-I~ i llli..7( i it) deaths sickness fromu t prevenl and 
coimttoni iiildhood di sease.; 

- oral o'a0n save deathreh di to children from from 
di a rrhoea 

- tnui I ) p1 ann ii,, fo the heal ih of1 mothers and 
chi I dr u 

Other messa es wonld he inltrodticcd on early.breast­

n t Ofeedi.ng., iitpi ;.al anld child i ViOT , sa fe' water use, alldI 

sanitation ( icliling latriiies, hyg.icii c practices), res­

pi ratoi'v di sease contot l dri ) e 'V ition, mate rnalI Care, 

aind so on. T lite e:; a r, we.)o u Ilm .o i "re;1se awa e't . Ss 

and under st and i al]ot m t.,rnal hea lth pro lems;ab" and child 

how they arc interrlaited ; aid what le expected hIuieffits 

are to 111othe r"-;, childriIen, lani l.i es And the commii tiy as a 

whole. The edlC ational pr a 5 muOstVautt,itl1l 5 int roduc e the 

I.s 

http:feedi.ng
http:famili.es
http:Motivati.on
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concepts of changing basic health practices and of health 
prevention and p romot ion, which arc future-oriented and 

largely new messages. Health service providers, village 

workers and community lo adeis will he stimulated to support 

the MCII programmes; and increased efforts will be made to 

strengthen the liaison with non-governmental organizations 

(NGO's) and other voluntary community groups working in 

health and family planning. 

At the ptresent time, the Popul 1atlon Control Programme 

has a well-developed Information, Education, Communications 

(IEC) programme, aimed at increasing family planning prac­
tice. It involves several agencies including a I-lM Unit 

in the Populat ion Control Wing. The lProgramme encompasses 

different types of communiations 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 publ ic information 

campaigns among other techniques; and audio-visual materials, 

which are made at low cost. The programme plans to streng­

then these areas in the TFYP, and to better link communica­

tions with service delivery programmes, to integrate perso­

nal communications and group activities, and to better suit 

messages to programme needs. The Programme will continue 

to work with community groups, such as mothers' clubs, 

vocat ional 1t ra ining cent res, women 's cooperat ives, swani rvar 

villages, rel igious leaders, etc. 

The three p riorit y component programmes or hPI, ORT, 

and Safe Deliveries have initiated or have plans for EM 
activi.t.es, as descri.bed in Section VT above though they 

are much less developed. The OU'T will continue to colla­

borate with BRAC in family educational activities and 

assist .raining of cemmunity volunteers. Community and 

family education w.iill he introduced. The Safe eDeliveries 

acti vities will incorporate a women's awareness programme 

I.,
 

http:activi.t.es
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through various channels .including women's organizations. 

UPI will strengthen IET, primarily through health and 

family planni; workers, in addition to messages through 

radio networks: this will be done through cooperation 

with the pertinent departments such as lealth Educat.ion 

Bureau, the IFM Unit, etc. 

As a first stage of a communications strategy in MIH, 

the priority Nlt! messages w iil be introduced and promoted 

within the IEM network of the Population Control Wing and 

Health Education Bureau through an intensive programme of 

education. This will require close coordination through 

a centralized mechanism for: 

- preparation of 8 det i led strategy and planof 

operat ions 

- development of an integrated message which balances 

llAcomponent:" 

- review-supervision of the development of appropriate 
-rerent communityeducaytona I mteIIIIor levels of 

groups 

- establi shmuent of Iia.son mechan isms with N(;O's and 

conimun i-ty g roups 
- review-supervision of the preparation of educational 

ioduies or packet 5l-i' use in and--nIlsdiV1 training 
fie- IiM activi ties 

- monitoring and eva luat ion of IEM activities 

in other sections of the
Moreover, as is described 

re-
MCI strategy, IkM in MC! wi. ll be a major feature of the 

definition of the job descr.iptions 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 p)rogrammes for the health and
 

family planning workers. 

VII. COORDINATION MECIIANISMS 

The intention of the proposed cocrdination mechanisms 

ianpower, facilitiesis to institutionalize the means Cor 

V.­
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and other resources of each of the component programmes
 

under 	 the Health and the Population Control Wings to be 

most efficiently and effectively utilized for achieving 

the broader MCIH programme objectives. Although the most 

direct coordination takes place at the Upazila and below, 

parallel coordination is needed at al] other levels so 

that they are supportive and so that directives issued 

are in line with the needs of implementation of the inte­

grated MCII programme. Special aTtention here will be given
 

to coordination between the Civil Surgeon and Deputy Director
 

Family Planning. At Upazila level, the UIIFPO will be the 

controlling officer for both health and family planning. 

The proposed mechanisms arC seen in conjunction with 

the coordinated functions which are described in Section 

VI 	 above and shown in Appendix F. They include: 

1. 	 Coordination Committees: 

a. 	 National MCII Coordination Committee: The Committee 

would be composed of the following members: 

Chairman Secretary, Health F Population Control 

Ministry
 

Members : Additional Secretary, DG (health), DG 
(Population Control) ; I)irector, MCI; 
Director, ifltC; )i rector, EPI ; Director, 
NORP; PD, TBA; Joint Chief, Population; 
Joint Chief, Health of the Planning 
Commission 

Observers: 	Inv.ited as and when needed (eg. officers­
in-charge of wrehouses, training programmes, 
commun.1cations programme, special sub­
committee chairmen, etc.) 

The Terms of Reference may include: 

(i) 	 to final ize the draft MCII strategy and perio­
dically review and update the same 

(ii) 	 to ensure that M:1I programme goals and objec­
tives are incorporated in the component pro­
grammo pro fort'ma s and that national level, targets 
are set accord ingly 

(iii) 	 to design and monitor a functionally integrated 
plan of operations for the MCI-I programme 

I.•
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(iv) 	 to review and approve recommendations for
 
functional coordination
 

(v) 	 to establish and p)eriodically review appropriate 
norms and standards (technical and administra­
tive) as guiding principles for MCI- care 

(vi) 	 to review and approve the composition, terms 

of reference, and performance of the district 
and upazi.a level MCH coord inat ing committees 

(vii) 	to revicw and monitor MCI-i training needs, the 
present status of training, available training 
resources and assign training responsibilities 
to appropriate training agencies 

(viii) 	 to review and approve the integrated national
 
reporting system for MCI
 

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

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

(xi) 	 to monitor implementation of the MCIH strategy, 
and make recommendations for changes, as 
required
 

Member-Secretary: The Director, MCti will act as the 
MeiF)er--Secretary and also provide the required 

service for the National Committee.secretarial 

The committee will meet once a month for an initial 

6 month period, and then, decide on periodicity of 

meetings for subsequent periods. 

b. 	 District MCII Coordination Committees: These Committees 

the same pattern to be comprisedare proposed, along 

of the following members: 

Chairman Civil Surgeon 

Vice-Chairman Deputy )irector, Family Planning 
()I)FP) 

Members : Tra ining Ofalicer, rWATC, EPI Supervisor, 
Principal FWVT[ (where present) 

Member-Secretary: MO/MC/CC
 

I.. 
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The terms of reference will be prepared in line with
 

those of the national committee but reflecting more
 

direct functional details.
 

c. 	 Upazila MCH Coordination Committees: These Committees 

are proposed, 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/MCII/CC) 

The terms of reference will be prepared in line with 

National and District Committees but including func­

tional details and operational plans. 

d. Special Subject Sub-Committees: Sub-Committees
 

are proposed for each of the coordinating functions
 

described in Section VI above. 

Certain of these may be time-limited, and meet only 

a few times to finalize recommendations for the 

National MCII Coordination Committee (eg. for job
 

descriptions, work routines, and supervision),
 

whereas the others may need to continue, after such
 

recommendations are made, in order to monitor pro­

gress of the programmes and up-date recommendations 

as 	more experience is gained. 

While the terms of reference of each sub-committee 

will vary according to the specific subject covered, 

in general they would include: 

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

- to review the present situation and identify major 
problems and constraints to coordination 

/I 
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- to identify and make recommendations on ways of
 
either coordinating functions or integrating
 
functions for overall managerial efficiency
 

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

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

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

2. MCI] Work Manual 

In order to implement an integrated MCH/FP 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 c-itegories of personnel will be
 

involved in view of the two-dimensional administrative and
 

technical lines of authority (e. between Health and Popu­

lation), and the multi-directional activities (eg. among
 

various component programmes)
 

It is therefore planned to prepare a comprehensive
 

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 dut.ies 

- instructions on individual and group 1IM messages 

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

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

- instructions on procedures, including immunization, 
equipment sterilization 

- information on service targets 

The manual would replace separate manuals previously planned 

by each component programme. 

A separate, integrated MCII Programme manual may also 

be prepared giving brief descriptions of the various MCI1 

components, their objectives, targets and work plans. 

.•I 
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3. MCH Norms and Standards
 

MCH norms and standards are to be prepared on techni­

cal aspects of all aspects of the MCAI Programme, as noted 

in the terms of reference of the National MCHI Coordination 

Committee. This will provide a national point of reference
 

for the Programme. 

4. MCII Service Targets 

MCH Service Targets will be set at Upazila level for 

the MCII programme as a whole and componentwise, in accor­

dance with the national targets. These will be revised 

as new elements are introduced. This will enhance moti­

vation and job performance of health and family planning 

staff to deliver integrated MCiH/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, there will be meetings
 

held, at least once a month, to be attended by both health 

and family planning staff. These meetings will ba 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 equipment 

- providing in-service training 

Guidelines for group discussions and in-service train­

ing are being developed by NIPORT to facilitate the work
 

of these meetings.
 

As has been described above in Section VI other mecha­

nisms for coordination of the various functions of the 

programme are to be established, for: 

V.. 
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6. Job descriptions, reflecting all MCH duties and respon,
 
sibilities
 

7. Work routines, showing the allocation of MCH tasks
 

8. Supervisory checklists, giving all MCH tasks and ensu­
ring complementary roles
 

9. Training plans, for planning of integrated MCH/FP train­
ing and retraining 

10. 	Coordinated logistics system, for shared or coordinated 
storage and distribution of--supplies and equipment 

11. 	Integrated reporting system, for MCH programme monitoring
 
and 	 improved supervision 

12. 	 Communication plans, for 1EM on inter-related, consistent 
MCH messages 

13. 	 Coordinated NGO liaison, for consistent policy and tech­
nical guidance and support 

VIII. SEQUENCING OF IMPLEMENTATION OF THE MCH STRATEGY 

1985
 

1. 	Constitution of National MCH Coordination
 
Committet Ist quarter
 

2. 	Adoption of the National MCH Strategy -do­

3. 	 Review the component schemes in the 
light of National MCII Strategy -do­

4. 	 Preparation of MCII Plan uf Operations 
1985-1990, including work plans and 
budget requirements -do-

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

6. 	 Constitution of the D)istrict and Upazila 
level MCH Coordinat ion Committees as 
per recommendation of the National 
Commi ttee -do­

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

8. 	 Prepare MCII norms and standards 2nd quarter 

9. 	 Finalize job descriptions and include 
MCII tasks -do­

I...• 
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1985
 

Prepare integrated 	supervision check list
10. 	
for national, district and upazila level
 

2nd 	quarter
supervisory officials 

2nd & 3rd quarter
11. 	Prepare integrated MCI Work Manual 


12. 	Prepare functional work routine for 
the union and ward level workers -do­

13. 	Prepare and institute integrated MCIH 
-do­reporting system 

14. 	Review training curricula and revise 
according 	 to required MCIt contents -do­

health education15. 	Review the '11M and 
in order to incorporatestrategies 

4th 	quarter
the 	MCII communication st rategy 

16. 	Identify required MCII evaluat ion and 
applied research needs and assign 
responsibil ities -do­

17. 	Identify means of coordination with 
-do-
NGO's 


18. 	Prepare guidelitnes for coordinat;d
 
-do­logistics system 
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Appendix A 

Table Al - Maternal Mortality Rate. in t-c* Study Area, 

September 1982 to A-gusc 19835 by Age of the mother 

Age of the 
mother 

Number or 
live birth:s 

Number of 
materna l deaths 

MaternaForta­
lity rate per 
10(I0) live births 

/20 1,744 10 5.37 

20 - 21 3,006 Z.66 

25 - 29 2,3S7 Ii 4.71 

30 - 34 1,221 9 7.37 

3S - 39 729 13 17.83 

40 + 280 7 25.00 

Total: 9,317 58 6.23 

Table A2 Maternal. Mortal ity," Rates in the Study Area
 

Septcmber 1982 to August: 1985 by parity of the mother
 

Previous Parity 
of the mother 

Number of 
live birth:s 

Number of 
maternal deaths 

Rate per 1000 
live births 

0 2,353 9 3.82 

1 - 2 3,797 16 4.21 

3 - 4 1,S33 14 7.64 

5 - o 827 10 12.09 

7 + 507 9 17.75 

6.23
Total: 9,317 58 

Source: F.A. ,Jahnn eL al "Use of Traditional Birth Attendant for 
and Neonatal Mortality", PIACTMonitoring Maternal 


Bangladesh, 1984
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Table I - Causes of Oeath Among Children under 5 Years 

of age in OatLah (i980 and Cobpe:i:nj (1975 .72) 

n f4 ,ears ... l-e'ar 1-4 r~.
Ofiri7 

Caus eNsoo f -- _ 
Causes 

deaN o .... ... o ..... 7.. No_ 	 N!o.. _ .... i 

Birth injury 67 44 2 

Tetanus 31 25.0 3 3.2- 340 38, 20 3.8 

Measles 1 0.. 4 .i.3 2 7.1 14 1.0 6S 1Z.3 

Pneunionia I5 12.0' 31 52.9 .23K.. 

Respiratory 
-	 - - - 103 11.6 54 10.2--diseases 


-
2 2.4 26 27.7 39 22.9
Malnutrition 	
- -

Diarrhoeal
 
31.8 31 5.5 122 i 23.11 0.8 12 12.8 &1diseases 


2 2 . ! 3.2 3 0.3 53 -0.0 -Drowning ­

4.8j 16 17.0 28ji.6.5 397 44.7 215 40.6Otcs6 


29 >00, 0 
Total: 124 100.0 94 100 70 100.0 888 100.0 

Note: 	Respiratory d.iseabes includo cold, lever. cough, T.:.asthma, 

etc. 

1. 	S.A. Chowdhury, "Census of Death Cempnaniganj,
Sources: 

Baigladesh, 75-78". CDB, 1980 

2. 	 M.K. Chiowdhury et al '')eoforyaiphic Sur'vey Svstems -

Matl Vol. Eleven", tC&ThR,B, 1983 
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Appendix C
 

UNION AND WARD LEVEL HEALTHMCH TASKS FOR 

AND FAMI LY PI.ANNING WORKERS 

1. MCi Tasks : Family Welfare Visitor (FWV) 

2. MCI! Tasks : Medical Assistant (MA): (MCH Duties 
and Responsibilities abstracted from
 
existing Job Description)
 

3. MCII Tasks : Family Planning Assistant/Assistant 
Health Inspector (Existing Job Des­
cription)
 

MCII Tasks : Family Welfare Assistant (FWA)4. 

5. MCII Tasks : Health Assistant (HA) 

6. MCII Tasks : Senior Family Welfare Visitor 
Supervisor, New Post 

7. MCH at Ward Level: FWA and IIA 
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Appendix Cl
 

MCHI TASKS: FAMILY WELFARE VISITOR 

A. Technical Functions, at the FWC:
 

1. Maternal care
 

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

- menstrual regulation 

- postnatal care including checking on uterine invo­
lution, lactation, advising on contraception, inser­
tion of i=Ds, treating complications; checking on
 
now born 

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

assist Medical Officers in sterilization
3. Sterilization: 

operation and arrange appropriate medical care for post­
operation complications;
 

4. Child Care: weighing and maintaining growth chart, and
 
-advice on nutrition; treat sick children; hold once 


weekly immunization sessions;
 

5. 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 Satellite Clinics:
 

selected
Hold satellite clinics in each ward each month at 

villages (minimum 8 days per month).
 

Duties at satellite clinics include:
 

- conduct antenatal, postnatal examinations of women
 
- insert IUDs, 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 

I . . 
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- meet with TBAs for continuous training-supervision
 
- visit households at request of FWA/HA
 

- provide group health education sessions, if scheduled 

C. Home and Community Visits:
 

- visit select cases, as requested by field staff, as
 
orconcerns complications of pregnancy, childbirth 

postpartum, sterilization or IU) follow-up; support 

field workers and encourage mothers to attend clinics 

- visit community women's groups, such as Mothers' Clubs, 
Women's Cooperatives 

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 selection 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 patients 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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Appendix C2
 

MCH TASKS: MEDICAL ASSISTANT (MA) 

(abstracted from existing Job Description)
 

A. Technical Functions, in the FWC
 

- (general treatment of patients, includes children) 

- assist FWV as necessary with MC]I services, especially 
treatment of sick children 

- assist visiting NO is sterilization camps 

- supervision of standard of sterilization of instruments 
and equipment 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 p.1anni ,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 FWVs
 



- 72 -
Appendix CS
 

MCH TASKS FAMILY PLANNING ASSISTANT FPA)/ASSISTANT
 
HEALTHI INSPFCTOR (AFII)*
 

1. 	 The FPA/AII will be responsible for implementation of the 
programmes on Primary lealth Care, Nutrition, immunization, 
Family Planning and MCII in a Union. The FPA and the Ali 
will work directly under the supervision of Assistant ThanaFamily Planning Officer (AT'P0) of Population Control Divi­

sion (Population Control Division) and Health Inspector of 
Health Division, z'espectively. 

2. The FPA/AlIT will supervise the work of the Field Workers 
at domicillary level as per their monthly advance schedule 
of work. Besides, they wil]l regularlv ensure collection 
of bloodslides, execut ion of immunization programme, recruit­
ment of clients by the Field Workers of Health and Population 
Control Division.
 

3. 	 They will ensure proper follow-up of the identi.fied cases 
of Malaria for treatment, and directly assist the Field 
Workers i.n spraying D)T. 

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

5. 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.
 

6. 	Monitor motivation and education programmes in the community

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

7. 	 Maintain regular liaison with Union Parishad, Voluntary 
Agencies, N(;Os, eminent community influentials in order to 
mobilize social support for Health and Family Planning Pro­
gramme. 

8. 	 They will discharge any other responsibility assigned to 
them by their authorities from time to time. 

* Existing job description 
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Appendix C4
 

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

***- Poliomyelitis
 

a. 	Educate on importance of immunization, and motivate
 

b. 	Inform days and location of innunization sessions
 

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

- Registration 
- Sterilizaton of equipment

***- (Vaccinate if required)
 

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

4. 	 Oral Rehydration (Diarrhocal Disease Control) 

a. 	 Educate/motivate women on need for, preparation of, and 
use of oral rehydration solution (ORS) and care of diarr­
hoea in every household 

b. 	 Educate on treatment of diarrhoea cases with home solution 
or ORS in home and in ORS depot 

I..• 
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c. 	 Act as depot holder of ORS packets 

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

***e. Educate on water and snnitatien: 

- hygienic handl ing of children 
- handwash.ing with soap 
- hygienic food and drink handling 
- use of safe water 
- use of latrines 

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

5. 	 Safe Bi "h Practices 

a. 	 Motivate/cducate mothc , and family members on the essen­
tials of safe delivery, ,nd nutrition during pregnancy 

b. 	 Aq-sist in selection of TBA's for training 

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

d. 	 Supply safe birth supplies to women and trained TBA's 

e. 	 Follow-up visits to trained TBA's to discuss problems 
***f. 	 IdentiFy women at high risk and refer to FWV, MO/MCH, Sr. 

FWV to Upa z.. ta Ileal th Complex, or District Hospital 

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

6. 	 Preventive and Curative Child Care 

a. 	 Educate/motivate on recognition, treatment and prevention 
of: 

- scabies (Nem soap, benzyI benzoate)
 
- worms (antihelmentic)
 
- eye .nfections: conjunctivitis (ointment), neonatal
 

eye infection (ointment), xeropthalmia (Vitamin A 
capsules supply to children and lactating mothers, 
6 monthly and use of Vitomin A-rich foods) 

- diarrhoea (ORS) 
- manria (chl oroqu ine syrup) 

b. 	 Educate/motivate on nutrition: breastFeeding; weaning.*** 
***c. 	 Use growth charts or arm circumference tapes to monitor 

children's growth and health care 

.­
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7. 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 (see above)
 

8. Community Involvement 

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

9. 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 in reports
 
- meet supervisors (FPA: Sr FWV)
 

c. 	 Attend monthly meeting at UHFWC
 

- discuss problems and progress with FWV, MA, OR
 
MO/MCII/CC
 

- hand in reports
 
- attend retraining sessions
 
- collect supplies
 

d. Participate in retraining courses (every 2 years)
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Appendix CS
 

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: male and female steri­
lization, IUD insertions,
 
inj ectables
 

2. 	Registration
 

a. 	 GR ppdating 

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 2nd and 3rd
 
doses; motivate to return
 

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

diptheria, measles, polio 

4. 	 Oral Rehydration ()iarrhoeal Disease Control) 

a. Educate/motivate families on need for, preparation of, and 
use of Oral Rehydration Solution (ORS), and care of diarr­
hoea in every household 

b. 	 Educate on treatment of. diarrhoea cases 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 householdlatrines and supply 

of safe drinking water 

e. 	 Organize epidemic control compaigns in ward: set up emer­
gency treatment centres; provide ORS packets; report 



S. 	Safe Birth Practices
 
***Motivate men on the importance of safe birth practices, the 

need for trained attendant during delivery, and referral of 
high risk women and emergencies to RWV, MO/MC}I/CC, Sr FWV, 
or District Hospital 

6. 	 Preventive ard Curative Child Care
 

Educate/motivate on recognition, treatment and prevention
 
of:
 

- Scabies (Neem so-,p, benzyl benzoate) 
- Worms (antihelment .c) 

- Eye infections: 	 conjunctiLvitiCs (ointment), neonatal 
eve infection (ointment), xerophthalmia 
(Vitamin A capsules supply to children 
and lactating 'othersa 6 monthly; and use 
of Vitamin A-rilch foods) 

- Diarrhoea (ORS,. proper feeding) 
- Malaria (chlioroquine syrup) 

7. 	 Malaria 

a. 	 Identify cases (children and adults) 

b. 	Collect blood slides
 

c. 	 Treat 

d. 	 Spray with DIT 

6. 	Satellite Clinics
 

a. Identify and arrange site for Satellite Clinic: Coordinate
 
date with FWA in ward; and FWV and MA at monthly meetings 

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

c. 	Hold immunization sessions (see abovel
 

9. 	Community Inliolvement
 

a. 	 Motivate/inform vilage/ward leaders 

b. 	 Meet wit!) men's comiunity groups (union parishad, cooperative 
farmers groups) to discuss health and family planning. Bring 
MA or UJHPPO whCn necessary. 

10. Supervision and Traininiig 

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

b. 	 Visit Upazila Health Complex each month to: 

- pick u ) pay checks
 
- hand in report!;
 
- meet supervisors 
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c. Attend monthly meeting at LJHFWC
 

with MA or MO, Sr.IWV, F1WV 
- discuss problems and progress 


next month
- prepare work plan for 


- hand in reports
 
- attend training sessions
 
- collect supplies
 

2 years)
d. Participate in retraining courses (every 
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Appendix C6
 

PROPOSED MCII 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 (MCII-CC) in the management of training 

programmes for the TBAs: 
- organization and implementation of the programme 

- distribution of supplies 

reports on programme 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, IJZIIC, U'W ) and satellite clinics 
- ensure implementation of correct maintenance of clinics 

- ensure timely and adequate supply of drugs and equipment 
to FWVs and field staff in MCII/FP 

- random check of TU) and .terilization cases, and other 
family planning acceptors 

- ensure provision of maternal care (including safe 
deliveries, risk case referrals, menstrual regulation, 
education/motivation of women) 

- upgrade knowledge of staff in record keeping and 
report:ing 

4. Attending Union level and Upaz:i t Health Complex meetings 
each month, and provide group training sessions for FWVs, and 

for FWA, HAs on MCHi/FP priorities 

S. Upgrading IEN skills of workers in MCH/FP in imparting 

informa'rion, educating, and motivating clients 
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Appendix C7
 

M C H AT WARD LEVEL: FWA and HA
 

T a Famil Planning Safe Birth Immunization Oral Rehydration(DDC)rhild Care(Prev.&Curat) Primary Location 

Provide -!mportance Fnorrzation,F?; -Need for & essentials -Need for; impor- -Need for, impor- -Prevention: EPI, Domicilliary

Education, mot[- __fT[ivate of safe delivery tahoe of tahoe of water sanitation visit
 

vatior (1E"') Tnformation cn 77 !-ranger of respective -Days, location o -Preparation/use ct -Nutrition education (Satellite Clinic
 
e , s customs imm. sessions OF & home solu. and use of growth
 

3rd doses ssanitation
breastfeeding 


______________ ______________-Breastfeeding ____________ 

Recognize probLems -Sericuq :ide -High risk pregnancies -Degree seriousness Common diseases: eg. Domicilliary
 

effe:z, pFWA) f episodes I eve and skin in- Visit 
101, factions, alaria (Sat. C]inic) 

problem.s 

Refer cases -For to -W-,' jH-?igh risk t, FW/MO -Serious cases to [-C,-Serio 1s cases to MA Domicilliary 

'-Emergencies to Sr. JZWr, or itsic si 
-:or 3.-, n ;V,UZHC. District (Sa . Clinic 

M. ,'MCHiC7 Hospital UHFW 
-'Dr :-en;tru:- " ­

gulatio~nI -Vitamin A capsules Domiciliary-:rD pl n- delivery kit -Depot.Frovide su~piei Td: Z. _-Safe _ ORS packets 

treat cases jo 's foar -Assist difficult -Antibiotic ointment Visit
 

deliveries -Neem soap, benzy!J (Sat. Clinic)
 

1- iron supplementa- Denzcate Home Depot
 

1 tion, where -Antihelmintics (Mini-drug Kit) o
 

possible) -Paracetemc,
 
_ _ _-Chloroquine sru 

Assist in clin=z -Arrangements -HA: bring -Assisr, facciresn 
S a t e l l i t e  

campaign.-s hold 7linic emergency e;. ide-

Clinics j ~-FWA:sterilizevaccinate (: mi. icoitre);nfcr-centre Satellite Clinics:icate 

equipment | in ion 
I-AsistIrravses 

inent ___________ 

Train, supervise-Assist selection -Com.unitvv'!un-
TBA's 

t ears Domic.. Visits
 

-Follow-up TBAs
 

Register FWA: eliigible ieport;-Pregnant women -List women/ -List children/,5 ys.
 

couples -TBA's, others children -HA. ,R updating
 

-F? acceptors and practising -Record immuniza­

referrals tions 
 .,_
 

Meet at JHF'V and 1. Monthly meetings of staff with FWV/MA: discuss problems and progress; lar work routines - schedules; collect
 

UZhC supplies; in-service training; reports
 
2. MonthLy visit 'pazila Health Complex: reports, paychecks, meet supervisors
 

FMeet with fonmmunity -Mothers Clu1.:s(FWJ -Mothers Clubs -HGO's doing EPI I-Mothers Iubs HA: UnicTI Parisad Community; Ward 

Groups -Women's Co-opera-| -Women's Cooperatives -Women's -ooperatnv S 

tives (FWA) 1 
-Men's CooperaTcve4 -w_i • ('FA)
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Appendix D
 

EXAMPLES OF MCH WORK ROUTINES: UNION AND WARD LEVELS
 

1. Draft MCH Work Routine: Ward Level Each Month
 

2. Draft MCH Work Routine: Home Visit
 

5. Draft MC! Work Routine: Ward Satellite Clinics
 

4. Draft MCH Work Routine: Ward Level, Each Month, by Week
 

5. Draft MCI] Work Routine: Union Level (UHFWC) by Month
 



DRAFI MCII WORK ROIjI'TNE: WARD I.EVI-! I.A(1I MONTH 

Appendix i 

TASKS 

Hlome. Vli ts 

Days 5 

I-I, Referra15: 
Faimily Planning, Safe Birth! 2 

10 

care, EPI, ORT, Pild 

13 20 25 30 

SatelliteC'linics 

(2 C1:nnics 

FIP Referral 
Foi !o'i tp

F1:aef 21z 

I -" 

L}tJD. <,t,_r,_. 

UIIFWC 

Meet in, 

Up a 

Meet Ing 

Commun-t 

Groups 

F. 
MC 

U"ION 

FWV rolc 

t inic . ,': (-arc 

3S'Wo rds 

FPAi AH 1 
role Supervision: MC!HiFPP 

-, 
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Appendix D2
 

DRAFT MCH WORK ROUTINE: HOME VISIT
 

Responsibility: FWA and 11A
 

Coverage : 1 FWA & 1 11A per Ward - 6,600 population per Ward 
1 FWA F 1 HA per 5-6 Villages ­

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

Frequency : at 20 minutes per household or bari
 

and 10 minutes travel 
and travel time at beginning and end of each da) 

12 visits possible per day, IS 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 these visits 
and 

households for 90 of these visits 
then 360 "households" would be visited each month 

by FWA and by HA 

Although this could total 720 "households" visited
 
by two workers, it would be more realistic to assume
 
that at least 70% of households would be visited
 
by both FWA and HA as one reaches mainly women,
 
and the other, mainly men. Also, tasks may vary
 
to a small degree. The distribution of tasks and 
households visited between the FWA and HA would 
be decided at the Union level meetings, together 
with their supervisors (FPA/AHI). 

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

Tasks : 1. Provide information, education, motivation on: 

fam:ily planning: .dvantages, methods, 
ollow-up, location CC 

- safe birth practices: importance of clean­
liness 

use of trained birth 
attendant 

- immunization: need 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: 	breastfeeding 
Vit A and iron-rich foods 
di.et during pregnancy/lactation 

- general services: advise day, location 
satellite clinic 

2. Recognize problems aad refer cases 

-	 family planning: follow-up CC, side effects 
accompany client for 

steril ization 
- safe birth: high risk to care 

- immunization: problems 
to care- oral rehydration: serious cases 

- common diseases: serious cases to MA 

Provide supplies and/or treatment3. 

- family planning: pills, condoms, foam 

- safe birth : delivery kits 
if case presented- oral rehydration:ORS, 


- infections, problems: Vit A capsules
 
eye ointment
 
soap, benzyl benzoate 
anti helmintics 
chloroquine
 

out at each visit
Task Frequency: 	All tasks would not be carried 

depending on
 

number of previous 	visits and subjects covered
-
- situation of household: numbers of eligible 

couples, 't risk couple! 
under 2's, under 5's 
sick children 
problem cases 

- time of year and time available to women 
(for FWA), to men (for IIA) for visit 

not known)- relationship with families (known, 

The distribution of tasks would on average result 

in 70O of the time on IEM, 30,, on recognizing, 
referring, and treating problems. 

andThe effectiveness of the home visits, time 
will change through timeneeded for each 	 task 

with 	 increase, and aas contacts the families 
good relationship has been developed; and as 

different subjects are introduced. 

: IIPA/AIII: direct, 	 administrative supervisionSupervision 
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. increase number 	 women delivered by trained 

birth 	attendant 
deaths, neo-natal deathsc. reduction maternal 

d. number oil children/women vaccinated 1,11, III 

doses 
numbers diarrhoeal 	 diseasee. reduction deaths, 

episodes.
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Apjpend ix 1)3 

DRAFT MCII WORK ROUTINE: WARD SATELIITE CINICS (WITHi FUNCTIONING IJ.iMC) 

Responsibilities
 

1. 	 The MA has the overall responsibility for the organiza­
tion of all Satellite C inics i.n the Wards. lie will 
attend part time, as aplpropriate, to attend serious cases. 

2. 	 The FPA/AItI , as supcrv isors of the FWAs/IlAs, will be res­

ponsible for the ir part i.c ipat ion iIn the satellite clinics. 
'rhey will col iaborate in ori'ani zat ion and support as 

decided in union coordination meetings (eg. delivery 
vaccines, supplies, equipment). 

3. 	 The IWV will hold the s;itel lilt clinics (immediate res­
pons lb i ity p ann i ng imp] e men tat i on)For 1 and 	 and 

- conduct anteiat aIl,postiiautal examinations of women 
- insert lUll's, if possible 
- treat comptications of Ct, if possible 
- treat serious chilid ifections/diarrhoea if MA absent 
- supervise vaccination sessions (or vaccinate if FWA/IIA 
- meet/train '[BA':; not trained) 
- visit hoi'-eholds at request of FWA/IIA 
- provide gfcup heath education session, if scheduled 

4. 	The 'WA will
 
- assist in the arrangements (eg. s-ite selection, clinic 

set up) 
- ore ani ze women for immunization sessions 

accomoan y I:"'V on 1home v.i sit 
- steriI ize equ ipment for i mmuni zation and/or IUD 

insert ion 
- assist FIV as require 
- fill in health charts/iliimitli zation records 
- distribl.utC suppliCs as requi red
 
- refer women for C(:
 

5. 	 The 11A will assist in the main tasks of the satellite 
clinics, and 

- del iver vaccines, supplies, equipment from UIIFwC, 
if no otheri a r ranig'enients mnade 

- Supervoise steri.liza tion Of eqOuipment 
- vaccinate chi I d rOll and woie 
- treat simple child problems; refer serious cases to MA, 

if attending 
- consult men Ol famiiy planning; provide condoms, 

refer toir sterili zation ( esp. vasectomy) 
- assist MA or FWV as reqOlu.red 

All staff wil I work in a team, with speci fic responsibi 1i­
ties distributed previously in a work plan, decided at Union 

monthly meeting. 
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Coverage : 1 clinic per village, approximately 1,200 pop. 
and 

Frequency : - 8 clinics per union per month 
- clinics would be rotated throughcut tlje union 

or conveniently 
- then, each ward 

distributed 
has access to clinic each month 

Duration : 	- each cliniC wculd last 1 lay 

Tasks : 	Provide services for 

1. 	 Family planning: distribution of supplies 
TEM and case referrals 
100 insertion, if possible 
treat sLde effects/complications: 

;i possible or refer cases 
-o1lol-up clients 

2. 	 Safe deliveries: 11-M during antenatal sessions 
distribution safe delivery kits 

to TBAs 
fol.low-up with TBAs 

3. Immunization : vaccinations* 
available throughout clinic
 

tielic 

4. Oral
 
rehydration : IEM when seeing such children
 

in special. sessions when
 
scheduled
 

supply, instruction ORS for 
cases as pres ented 

5. Child Care : treatment, prevention 
common infections 

The task, performed 	 at each satellite clinic would 
depend on availability of 1WV or MA at each session 
and abilities 	of FWA or 1IA. 

Evaluation : 	 The effectiveness of the satellie clinics would 
be evaluated aczording to: 

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

*For greatest effectiveness, doses should be given one month 

apart. Each villagle or unit will ' ike 3 months for coverage 
with all doses: 1,6-10 vaccinations per ward per year - 136 
contacts per month peri ward. 
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DRAFT MCH WORK ROUTINE: WAR) LEVEL, EACH MONTH, BY WEEK 

Week Task 	 Days Personnel
 

I lor visits 3 FWA/HA 

Satellite clinic 1 "WA/HA FWV/MA-FP 

FP referrals (!lJD/Ster.) ! FWA 

Upazila meeting 1 

1o I iday 1 

2 lore visits 	 4 FWA/HIA 

F:P referralls, follow-up I 	 FWA/ItA 

UHFWC meeting I FWA/IIA - FWV/MA 

Ho] iday 1 

3 Home visits 4 FWA/HA 

FP referrals, follow-up 
maternal care 1 FWA/IIA 

Satel] ite clinic 1 IWA/HlA - FWV/M. 

1Hol idlay 	 I 

4 Home visits 	 4 FWA/HA 

.1 FWV/"A - FWV/MASatellite clinic 

FP referrals, maternal 
care 1 FWA/ItA 

Hol idav 1 

= 28 days
 

Extra days 	 Meetings, community 
groups 2-3 days 
report in __, 

Monthly Summary 

Home visits - is 
Satellite clinics ­

referrals,FP follow-up- 4 
tIIIFWt: meet i]nlgs - 1 

UZIlC v i sit - I 
Commun i ty groups - 2 
H.ol iday - 4 

30 days 
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Appendix DS 

DRAFT MCII WORK ROUTINE: UNION LEVEL (UIIFWC) BY MONTH 

Task 	 Days: FWV MA* FPA/AHI* 

2Administrative Duties 

FWC-meetings 	 (1) X X 
UZHC meetings 	 (1) X X 
Other: reporting, supervising, etc. X X
 

xSupplies 	 x 

Technical Functions
 

(1) FWC 	 10 X 
(2) Satellite Clinics 	 8 X 

Home and Community Visits 	 1 X X 

Training, Supervision
 

TPA training 	 S
 
XField Workers 

4 X X
Holidays 


Total days - 30
 

is
*Many of task of each are part-time or overlap and thus it 


difficult to calculate in days
 

SUMMARY, BY MCH COMPONENT
 

F W V M A FPA/A1I 
supervises FWA/HA 

FP technical tasks assists MO 	 IEM supplies 
corImatfll. ty pro !.,railnc s 

care technical tasks 	 supplies 
11M nroorammes 

EPI clinics 
NWC - 4 

in 
days/too 

supervises
cl.inic 

satellite 

satellite cli- assists 1EM programmes 
nics g days/mo 

OR S education supervises 
Sui) I i Cs 

IWA/HIA 

1EM programmes 

Child Care treatment superv si oil 
malaria tasks 

programmes_EM 
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Appendix E
 

TRAINING TARGETS: 1985-1990
 

Upazila and below Health and Family Planning Workers
 

TBA' s Others
FWVs MAs FPAs/AHIs UHFPOs MOt s

FWAs/HAs FvVs 3r. 

100(5)460(5)Clinical MCH 

32,550
2,170 460Safe Delivery 

(TBA) 

Family 27,000 (3) 
9,000 1,500 5,200

ai ,6,000 

Planning 3,600(~ 

EPI Tech 
6 0(2) 3350 68 Cold Chain() 9,000 350 350

EP I 35,000 6,000 3, Tech. j 

j 100,000 11 
ORS/CDD 464 464 Uz corx]Tnity LomibersOSCD3,00 

I __ _ _I______ 

(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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[ ,National 

SECETARY, 1-'.lTI I---- ----------------- MCI- Coordinating 
AND POPULATION CONTROL Committee 

DGC 
POP CONTROL.HEALTH 

PD/TBACINIPD/EPI PD/rNP 

- -istrict--- on!l s n-----------------------------------------SURGEON-

MOUH------ OR'1-------------------M---CI!il 

Note;~ ~ ~ ~ rjc ~~ mlmnain ~~'isrc Ih~ersnslnso ~ tutr 

~SR. FWV 

TEUMNCIAN- vv 
­

fTBAs 

lincs of Project Implementation,
structure reprceents
Note: The 

not ncessarily lines of authority. 


