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INTRODUCTION

In 1982 che International Centre for Diarrhoeal Disease Research,
Bangladesh launched a study in two thanas of Pabna and Jessore Districts to
test the hypothesis that service innovations in Matlab are transferable to
other areas of Bangladesh served by the Ministry of Health and Population
Control. This project is known as the MCH-FP Extension Project. Crucial to
this effort are several baseline operations research studies which employ
a variety of instruments to study the Matlab and Extension sociodemographic
and service deliveries situation. The ICDDR,B has therefore fielded a series
of baseline socio-demographic surveys of the study populations which included
modules on health and fanily planning service utilization and contraceptive
behavior. This report documents progress on these itudies, delays and problems
encountered, and plans for work in 1983. We shall first consider progress in
each project area and subsequently ICDDR,B institution development activities

that contribute to overall operations research capabilities.

HATLAB

A continuing study of MCH-FP programme impact is undervay in Matlab,
Juring 1982 family planning service delivery vas intensified to include
household insertion of Copper T's. This change in programme strategy has been
accompanied by a 6 percentage point increase in overall use prevalence-' from
32 percent (see Appendix A: Project Progress Reports, Matlab MCH-FP Project).
There has been a concomitant development of YCH services in half of the
service area. Immunization coverage has been excellent, and evidence sugpests
that substantia! mortalicy effects of the MCH package vere treulized within

171" most dramatically among neonates.
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Planned for 1982, but not implemented, was a survey of operations,
service utilization, and family planning KAP to match instruments in the field
in the Extension Areas. This survey has been delayed until work is complcted .
in Extension Thanas so thar field work could utilize the personnel for the

baseline extension work.

A revised timeliane for Matlab activities in 1983 appears in Figure 1. As
the Figure shows.vork in early 1982 is addressed to simplifying the family
planning record keeping system into a more replicable "data base" approach
that could be transferred to the Extension Project. In this system registers
of contraceptive histories that have been maintained by comrunity health
workers are now simultaneously maintsined on theCentre's S-34 computer. Two
reports on contraceptive use-effectiveness on this new data base are cited in

the Appendix A Bibliography.

The Project Counterpart, Mr. Jalaluddin Akbar and Computer Scientist
were responsible for developing this "data base" approach to family planning

management information.

As an adjunct to this family planning information system 1CDDR,B
scientists are developing morbidity surveillance systems in Matlab for
eventual linkage with the family planning system. A Center for Disease
Control epidemiologist has set up a pilot, and discussions are underway with
the Covernment's Health Information Unit for a joint pilot test in Extension
Areas. As a research system this linked file will permit assessment of the

health impact of family planning.



MUNSHIGONJ

The International Centre for Diarrhoeal Disease Research, Bangladesh
entered into a collaborative agreement vith the Cerman Technical Assistance
Agency (GTZ) in 1981 to undertake a two round study of the socio-demographic
situation in a six thana subdivision contiguous to Matlab. This project known
as the Munshigonj project, has components addressed to the study of the
quantity and quality of services provided in family planning and health
service programme, as vell as the study of the client population. Data
permit assessment of the extent to vhich services are provided in the six
areas of Munshigonj. The second round instrument in the Munshigonj project

is the baseline survey for the MCH-FP Extension Project to be described belov,

In 1982 three scientific reports were written on the Munshigonj project
and a second round of survey wvag f{ielded and data management vas started. The
second round will permit estimate of the demographic dynanics in the Munshigon)
area, and afford comparison of the socio demographic situation in Matlab and
Munshigonj. A separate progress report for the Munshigonj study appears in

Appendix B.

Two .oerations research studies aru planned for 198): a study of the
efficacy of the GTZ Mother's Club prograrme and a functional analysis of the
family welfare center (F4C) prograrme of the tunsh’ponj project. These studics

will be directed by Mr. Jalaluddin Akbar,

Our plan is to replicate the FUC evaluation in extension areas. Results
will contribute to a forthconing paper on the barriers to the {mplementation

of FWCs for primary health care {n rural Bangladesh.



THE MCH-FP EXTENSION PROJECT

0f the operations research projects in progress at the ICDDR,B, the largest
and most complex is the Maternal and Child Health and Farily Planning Extension
Project in Abhoynagar thana of Jessore district and Sirajgonj thana of Pabna
district. This study vas fielded in 1982 to test the hypothesis that service
innovations developed in Matlab are transferable to the government service

system elsevhere in Bangladesh,

Research Activities in 1982 were primarily addressed to establishing a
multipurpose evaluation system which {s known as the Sample Registration
System (SRS). Two baseline survey were also conducted, one addressed to the
assessment socio-economic status in the project area, and the second addressed
to assessing fertility and contraceptive use dynamics., These surveys also
contain information about health and fanily planning service vtilization in
the study areas, and thus provide the baseline information on the quantity
of services delivered in the extension project areas, Comparative analysis
vith Matlab and the Munshigonj project is planned for 1983 and 1984. An

annual progress report for the Extension Project appears in Appendix C.

As the progress report slovs, the principal technical achievement in the
extension project in 1982 vas the creation of the SRS, The SRS represents an
attempt to conbine the advantages of longitudinal demographic surveillance
vwith the advantages of a one time only sample survey. Inivially all houscholds
are enumerated and sample household individuals are subsequently visited in a
90 day work cycle to record demographic events as well as information relevant
to service opsrations. Thus the sarple rapistration expands on the concept of

the demographic survaillance to {nclude operational {ndicators, soclo-econonic



status information, and background characteristics of the study population.
This data base information system will thus permit the assessment of .prograrme

service information as well as analysis of the correlates of programme impact

In addition to the development of the sanmple registration system there
has been a team of operation research investigators who have been trained and
fielded in the study areas to conduct functional analysis of health care
delivery. A system of interaction with government officials has been
developed so that the findings and insights of this opeyations research team
are communicated to a thana cormittee. These local officials, in turn, are
discharged with the task of developing regular reports on operational nroblems
in the study thanas and communicating these problers to higher authorities.
At the national level a National Cormittee has been assembled to review the
progress of the thana committees and interpret the operations research dats
from the field. To our knowledge this is the first such project to have been
fielded in Bangladesh wvherein research results are immediately interpreted by
a tesm of government officials and utilized for action both at the thana
and perhaps eventually at the national level. Report, to the National
Coordinating Committee from the ICDDR,B and the project inplementation
coomittee in Abhoynagar appear in Appendix D. One meeting of the NCC has
taken place and various barriers to project implementation have teen
communicated to relevant authorities, We are hopeful that this will result
{n orders correcting critical dysfunctional rules hampering pros.arne
implementation. This process of addressing government orders in Dhaks in
response to operations research findings in the field is & principle
objective of the MCH-FP Extension Project. 1t is the paradigm of diagnostic
research cosbined with administrative actions that will facilitate utilization

of the Extansion Project research for policy.



THE DEVELOPMENT OF AN OPERATIONS RESEARCH PROGRAMME AT THE ICDDR,B

In the course of fielding the survey and special studies in the three
sareas of Munshigonj, Matlab and the Extension Project has becen assembled
trained and oriented to operations research in health family planning.

Prior to the fielding of these projects there was limited experience in the
ICDDR,B in sarple survey research outside of the special environment of
Matlab. Moreover data management procedures weres geared to the special
conditions in Matlsb in vhich blocks of data were managed in large batches
vith minimal computer editing. We have developed a system of continuous flow
of data management which small blocks of data are codud edited and processed
through & series of editing and linking programmes. This approach is

illustrated in the Munshigonj project progress report in Appendix 3.

In addition to the sampling and data management systems development we
have developed ctkills in questionnaire development and study design. All the
study instruments for the SES indepth interviews were developed by junior
ICDDR,B scientists in collaboration with the Operations Research Project

Director.,

A serious difficulty in conducting socio-demographic research and
operations research at the ICDDR,B are the technical limitations of the
computer softvare available at the centre., Scientists of the operations
research project are therefore developing a general purpose nackape of
softvare for longitudinal data editing and for statistical analysis. The
analysis package now includes softvare for tables, means and descriptive
measures, and 1ife table prograsmes developed for use on other computers have

been revritten and tailored to the features of che §34. 1In addition,



fertility history programmes have been written for the analysis of the baseline
survey. A package of multi-variate analysis programmes has been written to
include ordinary least squares, discriminant analysis, maximum likelihood

logit regression, factor analysis, and special purpose rates programnes.

An important objective of the project for 1983 is to foster the transfer
of this software technology to other facilities in Bangladesh such as the Bureau
of Census and Statistics, BIDS, the MIS unit of the PCFP Division of the
Ministry of Health and Population Control. Informal exchanges have begun with
the health informstion unit of the Health Division of the MOHPC to explore
wvays in which ICDDR,B computer capabilities can be transferred to the government
health services system. A difficulty in the transfer to technology to the MOHPC
is the inadequate compilers installed in MOHPC equipment. Hore serious, however,
is the shortage of technical staff and the absence of any capability to absord

ICDDR,B software innovations.

The data management staff who have been traired at the ICDDR,B under the
Operations Research Project include two programmers, two senior data managers,
one data processing assistant, a large cadre of coding, editing, and dats entry
staff. Much of the staff development in the area of data managenent has been
supervised by the operations research counterpart to this project Hr. Jalaluddin
Akbar. Mr. Akbar has also supervised the field work for the second round of

the Munshigonj project.



F.

DESCRIPTION OF DELAYS AND PROBLEMS

Several factors had contributed to delays in the implementation of the
operations research project. Each is described in the specific project progress
reports in Appendix A to C. Most notable among the difficulties has been the
staff shortages that arose when the Project Director of the MCH-FP Extension
Project left the ICDDR,B in June 1982. A suitable replacement has not yet been
found. Thus the overall field direction of the Extension Project has fallen
onto the Operations Research Project D1 ector who had preyiously been involved
in research rather than field implementation activities. This critical vacancy
in the international staff coupled with staff turnover in the Bangladeshi staff
has led to significant delays in project implementation and field research.

Dr. Md. Yunus has recently joined the Extension Project after returning from the
London School of lygiene. As Station Head of Matlab and a skilled field
administrator, his role of implementation coordinator will greatly alleviate

the delays in project development. Other local staff vacancies have been filled,
or will be filled by June, 1983, and international vacancies are under

advertisement.

Most critical to the Operations Research Project is the delay in the
implementation of the Matlab operations research survey that was scheduled for
1982. Instead of proceeding the extension project that survev is now scheduled
to follow the baseline survey fielded in Abhoynagar and Sirajgonj. This will
permit utilization of staff trained for the ¢xtension project and will obviate

the need for further training staff development in field rescarch methods.,

Oving to these delays the new schedule of reporting has been drafted and
appears in Figure 2, Figure 2 {ncludes the proposed completion date for each

sctivity and the revised completion date based on activity since May 1982,



As Pigure 2 shows the Munshigonj project recording has been delayed
considerably, Brass cstimates and other preliminary analyses of round one
data indicate that retrospective recall techniques did not successfully
ascertain fertility levels in Munshigonj subdivision. We therefore withheld
reports until completion of round 2 since the round two data will not be
subject to reference period or memory biases. The GTZ has ~greed to this
arrangement and thus the coopletion of the final report will be in month 14
of the operations research grant. Munshigonj round two planning, training,
field vork, data entry, and processing is roughly on schedule. It is our
expectation, hovever, that final reporting will be some ] months behind the

proposed completion schedule,

Since the Matlab contraceptive prevalence survey has been delayed pending
completion of the Extension Project field work and work nmust follow the
Extension Prcject, delays in the field vork in Extension Areas require us to
postpone work in Matlab. We are 3 months behind schedule in Sirajgonj oving
to staffing problens and evidence of sample noncompliance. Each of the
studies conducted in the operations research project has a posted enuneration
survey associated vith the modules that are placed in the field. Analysis
in the Sirajgonj data indicated that some 4 percent of the sample wvas not
matching the post enumeration results and reenumeration vas required.

This survey is now necrly completed and the post enumeration survey result
in case that the problem example compliance in data reliability have baen

solved.
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Pigure 2:

Oparations Research Grant, 198)

Schedule of Activities as Proposed and Revised

Activity

1) Munshigony Survey (Round 1)

a)
b)
c)

d)

e)

Data editting
Marginals

Pirst report,
Demographic Rates®
Second report, Health,
morbidity, services

Determinants of use

2}  Munshigonj (Round 2)

a)
b)
c)
a)
e)

Planning

Training

Field work

Entry Editing
Demographic Rates Report

J) Matlab Contraceptive Prevalence Burvey*

a)
b)
ci
4)

4) Baseline Surveys:

a)
b)
c)
4)
e)
f)

rield work

Entry an. editing
First report
Second report

Extansion Axeas

Listing

Pesearch planning, pretesting
Orfentation, field work begins
PFleld wWork, baseline

Entry, editing

Praliminary reporte

S) Pinal Comparative Report

Estimatad
Proposed Completion
Complation Date,
Date from May, 1982
Month 1 Month 1
Month 2 Month 4
Month ) Month 9-12
Fig.2, Items 1-)
Honth 4 Month 16
Fig. 2, Item B8
Month 5 Month 14
rig. 2, Item 4
Month 2-4 Honth 4
Month 5 Month S
Month 6-8 Honth 5-7
Month 7-9 Month 7-12
Month 11 Honth 14
Pig.2 Item 6
Month 0-12 )
Month 11-13 ) .
Month 14-15 )  Uncertain
Month 17 ) (Itea G,
Sociodemographic
survey, Pigure )
Month 1=-2 Month 1-7
Month 1-) Month 1-6
mﬂth J Month 306
Month 4-6 Month 5-9
Month 7-10 Month 7-11
Month 10-12 Month 12-10

(Items 6-9, rtgure 1)

Honth 26

—

Month 10

*pPreparation of Brass rates for Matlab suggest that the 19274-75 famine dietorted

P)/73 and P;/Fy ratios,

Report witheld pending round 2 dats,

*gtudy not yet spproved by ICDOR,D working group,



GC. SUMMARY

In 1982 considerable progress has been achieved in developing research
capabilities and project development. Work completed in this period has
generated considerable potential for scientific reportine on baseline
operations research data and on communicating findings to key decision-makers

in the MOHPC programme.
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APPENDIX A

ACTIVITIES OF THE MATLAB MATERNAL & CHILD HEALTH FAMILY PLANNING
PROJECT OVER TIIE OCTOBER 1, 1982 TO MARCH 31, 1983 PERIOD

James F. Phillips

International Centre for Diarrhoeal Disease Research, Bangladesh
GPO Box 128
Dhaka
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I. DESCRIPTION OF WORK DONE IN THE REPORTING PERIOD BY PRINCIPAL
SUBJECT IN THE PROPOSED SCOPE OF WORK.

l. Government Liaison Activities

In our previous PPR of October, 1282 we noted the
establishment of an extension project for the testing
of the transferability of the Matlab system and the
creation of project implementation committees. In
the reporting period we have negotiated with the
Government to constitute a National Coordinating
Committee (NCC) to interpret and utilize Matlab research
for policy and to foster implementation of the
extension project. A Government order has been issued
and official notice has been circulated for a meeting
on May 4, 1983. This meeting will review policy
implications of the UNFPA funded work in Matlab and
foster implementation of the Extension Projects else-
where in Bangladesh.

2. Training Activitiecs

Throughout the reporting period, Community Health
Workers meet regularly with project medical staff to
develop MCH and FP skills. Work Prior to the reporting
period fccused on immunization, high risk pregnancy
screening, and family planning. In the reporting
period, all CHW staff were trained to train TBAs in
safe delivery practices.

3. Family Planning Services in Matlab
In our previous PPR we noted that special
retraining of staff and household insertion of
copper Ts had brought about an increase in prevalence
of 3 percent (32 to 35 percent)., Over the reporting




-2 -

period an additional three percent was achieved, mainly
through continuing expansion of the copper T
programme. Thus prevalence now stands at 38 percent.

Two use-effectiveness reports were written, one
on the copper T, and other on DMPA (see attached
reports). Both reports demonstrate the importance of
follow-up and referral for maintaining continuing users
over time.

Mr.Makhlisur Rahman completed field work and data
pProcessing on his Study on sources of community level
variation in contraceptive use in Matlab. He 18 now in
Canberra writing his dissertation on the subject. Thisg
important study will provide insights into the reasons
for success in some villages and failure in others.

Oral Rehydration, Immunization, and Other MCH
ORT continues as a regular service activity as well
48 our comprehensive immunization pProgramme,

Our principal new activity was developing and
pilot testing a general purpose morbidity surveillance
system that could be used to study the impact of MCH
interventions and disease interactions. Many
surveillance instruments have been developed for Matlab
over the years, but there was a need for a comprehensive
review of instruments, expansion of the scope of data
collection, and systematic integration of instruments
into a simple to uge lay reporting system. Dr. Diane
Rowley of the Centers for Digeasge Control in Atlanta
Georgia, USA was consulted for this purpose. Work
is now Proceeding in a pilot in 5 villages and will
soon be expanded to all areas of Matlab,

b
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Work has begun on a special study of maternal mor-
tality to update the work of Lincoln Chen in 1967 and
to augment the system of cause of death reporting so
that maternal deaths are recorded.

Work was completed on a survey o’ TBAsS to assess
their knowledge and birth practices as a guide to our
TBA interventions.

5. Monitoring Impact

Monitoring continued, but much effort was
addressed to improving MCH monitoring systems as noted
above. 1In addition we redesigned the family planning
monitoring system so that field registers are fully
computerized. This new system was tested and
installed by Mr.Jalaluddin Akbar.

DESCRIPTION OF DELAYS AND OTHER PROBLEMS

We have not succeeded in obtaining the release of funds
for a project vehicle i, Matlab and our old 1974 model jeep
has been seriously disabled by engine problems. This creates
logistics problems that hamper plans to field a survey in
Matlab.

The socio-demographic survey for Matlab, described tn
several previous reports, is mucli needed. UNFPA funding
constraints hamper us in this area. We now plan to utilize
teams working in the Extension Project areas for Matlab
work on a time available basis. Costs for this, however,
cannot be covered by the limited funds avai{lable from
UNFPPA.



III. CHANGES IN THE WORK PLAN

IvV.

vI.

Despite UNFPA cutbacks, the ICDDR,B is maintaining all
aspects of the work plan.

GOVERNMENT CONTRIBUTIONS

The ICDDR,B continues to have full Government support
for this work. Formal commitments of funds or resources
are not requested or desired at this time.

MULTILATERAL COOPERATION

The ICDDR,B has usought and received support for project
activities not covered by UNFPA funding, but embodied in
the scope of work. The United States Agency for
International Development now funds some of the Community
Health Workers and special research costs in the Matlab
project that are not covered by UNFPA.

TECHNICAL ACHIEVEMENTS

The principal technical achievements in the reporting
period have been in the area of information system develop-
ment. While some aspects of this work may be relevant to
national health and family planning systems, our primary
objective is to test the hypothesis that morbidity has
been reduced, not only by direct MCH interventions, but
also indirectly by fertility decline in service arecas,

)¥
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THIRD PROGRESS REPORT
MUNSHIGANI PROJECT EVALUATION SURVEY
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A Report to the German Technical Assistance Agency by the
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h.

INTRODUCTION

The International Centre for Diarrhoeal Disease Research last reported
progress on the Munshigonj Project Evaluation Survey (MPES) in February, 1902,
This report {s an annual update of project activities between March 1, 1982
and April 30, 1983. 1In this 14 month pericd the first round data were
«valuated and analyzed and a second round was fielded and partially processed,

Our previous reports focused on project design. 1In this report we oul line

the research progress and future reporting plans.

ROUND 1 DOCUMENTATION

We have prepared a basic reference manual for marginal frequency
distributions by thana which s attached (Documentation Note 13). Each
questionnaire L{tem appears with the Computer code information, file location
information and frequency distributions., All forthcoming research is baged
on the analysis of these data, Marginals are presented in this form to
provide GTZ personnel quick insights into survey results and gquide che

development of research and tabulation plans,

Also attached are ) reports: 1) Background characterlstics of the
Munshigonj population, 2) Fertility {n Munshiqonj, and 1) Family pluanning
in Munshigonj. Each represents a section of the final ruport for srudy to
be submitted within 1983, Our intension is to present Liadingy svu 0 seriey
of such reports rather than to delay reporting untit ) anpectys of the

study are completed,

The background report indicates that the Subdivision is somyvhat typical
of Bangladesh as a whole, The population is younqg, rural, and largely

muslis. Although the economy is dominated by farming and flshiny, the

20
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proximity of the area tq Dhaka produces o somevhat laryar Broportion of the
population {n hon-agricultural Pursuits., Educational artajonment fn o, n

‘Ieneral there is marked hoqoqenelty M:ross thanas,

Pertilicy {n Munshigony 14 higher chan the NACLUNAl Lvierage gii) .
"mifkely to have declined {n recent Y*“ars. Further atinlysiy .of Peerta oy .
needed since vvidence Suggests that famine fnduc-o ECruitaty § livctan,

SN ey

have compromised assumptions underlying this EITImation, W g,y thevorir,.

incorporated two addicional estimation Procedures in regmy o which o nor

vaploy the assumption of constancy in fereility over .. Corlenl padt

The level of fam{ly Plenning use {n Munshigony iw below the nartong)
4varage. In depth Assessment of the methods of the round | SUrvVey sugyesrs
that use may be underestimated by the Cailure of WOMEN €O FUPIET male et hond
URe, The second round therefore intervieus Couples., mMoac srrikiog va (h.
€inding that knowledge of family planning 1s high and tntentions O Vst are
prevalent, but actual use {s rare, This suggests that CT2 vmphasis shuuld be
on Laproving household service delivery with mass information ceanpaivng

being of secondary importance,

Porthcoming reports will show the unacceptably high infant and child
sOrtality in the area anj the need to upgrade outreach worker skills {n
primary health care., Door to door service delivary uith raferra) lioks co
'he #xcellent GTZ FraCs In the area should be a high privricty for furure
work, The relationship of the rwc Proyramme to the MONPC 1. work 1vijinenn

will be the subject of a forthcoming reporr,

Best Available Document

A1
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C.

ROUND 2 PROGRESS

A detailed data flow report is attached vhich documents the disposition
of MPES data. Enumeration data have been computerized in a sample household
register for future reference. This system greatly improves the quality of
data collection since the computer register can be printed snd used in the
fucture for subsequent rounds. By intervieving respondents about the scatus

of previously enumerated individuals, memory biases are greatly reduced.

Table 1 shovs that this household register is compiled for all but one

chans, Gazaria, vhere about 40 percent of the coding remains.

Table 2 shows progress on computer editing. Programs A, B, and C check
the incernal logic of the data, "Updates" refer to the date when a batch vas
finally cleaned of all inconsistencies. As the table shows, data editing

is nearly complete,

Table J reporta progress in coding che subset of daca about fercilicy

hiscories and family planning. In April this work vas completed.

Table & sho'is that none of che vomen's questionnaires are cowpletely
edicced, Lut that work {s proceeding vell with no delay between scages of

processing.

No coding has started on male schedules.

L2
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REPORTING PLANS, 1983

Pigure 1 diagrams 10 reports for completion in 1983:

1) Background characteristics of the population of Munshigonj
subdivision: population composition and household economic
status

2) Ferctility levels and differentials in Munshigonj subdivision:
Estimation by the Brass procedure (completed)

3) A comparison of contraceptive knowledge and practice in
Munshigonj subdivision with Bangladesh as’a whole

4) Mortality levels and differencials (in progress, due in May)
$) Changes in family planning use, 1981-82 (due in June)

6) Socio-economic status

.7) Pertilicy history analysis

8) The MOHPC workers of Munshigonj

9) Operations research report: FWC analysis

10) Final report

DESCRIPTION OF DELAYS AND PROBLEMS

Round 1 vas an attempt to obtain fertility and morcalicy daca by
retrospective recall. On the vhole the data suggest that this is not a
successful strategy oving to reference period errors and other memory biases.
The MPES provides multiple oechanisms for indirect and direct assessment
of fertility and mortality so that the round one set of estimates can be
checked against round 2 results. Ve have delayed round 1 estimates until
verificacion afforded by round 2 can establish reliable demographic daca,

Reporcs nov in circulation for round 1 are therefore subject to revisions

based on round 2 results, and they should not be circulated uncil the final
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round report is circulated, Neverthcless, they represunt our hest asxessment

of demographic dynamice as of mid-1983, and we have nu reason to helicve thac

reported levels will change sppreciably.

LIST OF DOCUMENTATION NOTES

The following project documents have been completed:

®Proposal for Collavoration between the International Center for
Diarrhoeal Disease Research, Bangladesh and the Cerman Technical
Assiscance Project in MCH and Family Planning. Munshigonj.
English Language Pretest Version of Questionnaire,

Prelinminary Notes on Field Procedures and Intervieving with
Comments on the Draft English Version,

Sampling Notes.

Mouzs Worker Interviews: Commentary and Prcliminary English
Language Questionnaire.

Preliminary Cuide to Data Management in the Munshigonj, MCH-FP
Evaluation Project: The flov of data and overall file structure,

Coding and Edicing Instructions for Bari Level Data,
Edicing and Coding Instructions for Supervisors and Coders.

Household Interview Schedule: Divect English Translacion of the
Pinal Bengali Version and Corresponding Benpali Questionnaire.

Preliminary Variable List and Code Format Indepth Interviev File,
Computer Fditing for Enumeration Dsta.
Computer Editing for Indepth Data,

Thana Frequency Distributions, Indepth Interviews (Revised).
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Table 1: Enumeracion Data Status Report for
the data as of 24-4-1983
SENT TO COHPUTER . |
Seq. No.|Total Mouza |Repnrting| Totsl Mouza |Total Mouza )
Thana ‘Mouzs 1ist received| date lisc coded | Date  'list (records)|
LOHAJONG | 1-36 36 10-1-83 28 9-1-83 | 14 (I2) |
(17-11-82) 19-1-83 11 18-1-83% 22 (5152)
- ' i \
Tucal 36 36 | 36 (8624) |
JUNGIBARIL | 37-74 38 19-1-83 3y L - - o
(25-12-82) 24-1-83 8 - - . ;
31-1-8) 9 30-1-83| 11 (3546) '
7-2-83 10 6-2-8) 19 (4648)
14-2-8) 8 13-2-83 8 (1547)
Tucal 38 38 38 (9741)
HUNSHICONJ | 75-124 50 14-2-83 ? - - -
(8-2-83) 22-2-83 9 22-2-83) 14 (4691)
9-3-83 10 4-3-83 7 (3166)
15-3-83 4 13-3-8) 7 (2600)
22-3-83 9 20-3-8) 9 (2517)
29-3-83 4 27-3-8) S (1422)
5-4-83 5 3-4-8) 3 (1623)
12-4-83 2 10-4-83 S (2250)
tocal 50 50 $0(18269)
CAZARIA 125-13% 3l 12-4-83 8 - -
(8-2-83) 19-4-83 8 12-4-83 6 (1970) |
14-4-83 6 (1765)
26-4-83 10 21-4-8) 1 (2266)
Tutal 3l 26 19 (6001)
ACHIEVEMENT] |
FOR
LUHAJONG 36 1001 1002 '
‘TONCIBARI 38 1002 1002 '
“I'NSHICONJ 50 1002 1002 !
CAZARIA 3l 8).872 61.292 .




Table 2:

Enumeration Data Status edit report as of 24-4-1933

1145-153

Seq. No. Dats Entry Temporary file Edit Programme Permanent file
na Mouza NoJ Entered] Re-entered Back-up |Record
NG | 1-14 20-1-83] 25-1-83 22-2-8313-3-83 : 3472
(3432) : i :
15-2% 2-2-83 | 2-2-%) 8-2-83 i10-2-8) 13-2-8J15-2-8120-2-8} za-z-si 27-2-83 3172
(3172) :
27-3% 6-2-83 | 6-2-83 20-2-8 22-2-8124-2—83527-2-83 28-2-83 28-2-8) . 1580
(15%0) 5 ' 4 : :
Eul 8524 i 8624
IMRI | 3747 $-2-83 [10-2-83 3546
(3545)
48-50 20-2-83{22-2-8) 1 3143
(3143) I
61-74 24-2-83}26-2-83 3052
(3052)
: T >y ram—-
beal $741 - 9741
MSEIQONT| 75-100 . |13-3-83]14-3-83 9995
(5593)
101-117 | 22-3-83|24~3-83 4401
(440))
118-124 |12-4-23)13-4-133 17-4-8X16-4-87 17-4-8% 17-4-33 3873
(1423)
tal 18259 18269
2ARTA 125-134  {14-4-83|15-4-83 174-8317-4-8218-4-83 3164
{31864} )
135-148
( )



Table 31 Tertility Survey of Ever Harried Women

Data Spatus Report ss of 24-4-198)

Total  [Reporting Checked Coded Fost Coded[Sent to Conputer
Thana Seq. Nos| tecelvedidate total | total] total Date Total
Lohajong 1-708 660 3tl1-83 | 660 -
(17-11-82]7-3-8) - -
4-2-8) - 100 -
48 22-2-8) - 100 -
(2)-2-83) [9-1-8) ] 5008 100
19-3-8) - - 100
2. 3-8} - - 200 20-13-8) )%
29-3-8) - - * 308 1-3-8) 32
Tocal 108 j08 108 108 ro8
Tungibari 703-1515 | 807 14-2-8]) 500 -
(25-12-82]22-2-8) 100 -
' 9-)-8) 207 120
15-1-8) - 400
22-)-8) - 287 }0-3-8) 209
29-3-8) - ploe] 3-3-8) 230
$-4-8) - 5017 }-4-8) b1}
Total 807 ao 8o? | 807 807
Munshigon! | 1516-27¢0 1242 15-3-8) | OO
(4-2-83) [22-3-8) 300 300
19-)-8) 1Y) 14 $-4~-8) 1464
$-4-8) - 0 - Y00 1-4-8) 188
12-4-8) - - 100 16-4-8) 213
1)-4-8) - - 67 14-4-8) &90
Tutal 1247 1241 1267 1280 - 1242
Cataris 163 633 29-)-8) 1} 3 - -
(4=-2-8)) |5-4-8) 200 200
12-4-8) )Y Y0 - 1B8-4-8) 193
14~4-8) - 1Y% V() 19-4-8) 148
16-4-8) . 1Y -k-8) 184
:Llul B B [ et t3Y
e W U S, 2 - 1 B
A hiievement
1o
’ VOOR
Luhajong 100 1601% et finot _
tou;)ﬂnr( 80} 1001 160t [1o0t 1001
punshigon) 214 1603 10t 11Nt 1001
Cararie ()} 1602 oot oot 160t

e




Sent to Computer Temporary file Edit Programme Permanent file

.7} Seq. Nos.|Entered|reentered NSV | Update [Back-up A iUpdate B pdate C |Update [Date Back-up
’ Back-uf Recod

jong |1-708  123-3-83{27-3-83 | 7-4-83 ;| 10-4-83]10-4-83 [11-4-8312-4-8712-4-8317-4-83 |

A%

tal 708

ibari | 709-1515 | 6-4-83 |7-4-83 10-4-83 | 11-4-83]|12-4-83 12-4-8312-4-8313-6-83g7-6-83

tal 807

nghigonjl 1516-2762] 17-4-82|20-4-83 21-4-83 | 21-4-83|21-4-83 |24-4-8F24-4~-8X24-4-83

ctal 1247

ria 2763-3397

ral 635

A = Sequential varified
3 = Range Checks

C = Inconsistency checks
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Figute 1: Reports for the Munshigoaj Pro:ect

Jomsary ¥ . Februwary ~, Magch . April . May . June . July 3_August , September , October . MNovesber , December,
a2 sansgemsnt _ Tabulation i
!c.-_.. bosks ;r ated, w - 7 tof Mrduh,'\r_/ V——/ -
Report writing: Report 1: Report 4: Report $: Repore 7: Repore 9. i
Backgreund charscteris- rortalicy (1) Changes Tertility Lavel: Operations :
tics of the population levels in in FP and differentia’s Research -
of Munshigonj sub- Munshigonj: RAP, in Munshigon} Report: FWC §
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household econcmic Brass (Akbar) e
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. (2) Rusdsnd/ -
(Akdar ot ll..) (Majuader Wife KAR 3
et. al.) -
-
2eport 2: Report 6: &— Report 8: ——> BReport 10: S
Fertility laevels Socio-Kconomic Health and Faaily Final Report ©
asd 2ifferentisls status in Musshi- Planaing Services; Rouads 1 & 2
ia Muashigoaj gonj sudbdivision: Characteristics of .
subdivisioa: A Priasciple Worksre and the Akbar and Phillips
Rstimation by the Couposents Quantity of Sarvices
Brass Procedure Analysis Provided
(Rob et al.) (Akbar et al.)
Repert 3:
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coatraceptive
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practice ina
Munshigonj sudb-
division with
Bangladesh as

a whole
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A.

INTRODUCTION

The International Centre for Diarrhoeal Disease Research, Bangladesh (ICDDR,B)
{n collaboration with Ministry of Health and Population Control (MOHPC) launched
a field study in two rural thanas of Bangladesh to test the transferability of .
service innovations developed in special projects to the service systems of

the MOHPC. This project has three basic features: 1) It is an experiment in
institutional change and development, 2) it is an experiment in the transfer of
innovation from special situations such as Mallab to the more r-~alistic
conditions that prevail in the MOHPC system, and 3) it is a reseasch project

in which both the process of change and the effects of change are the focus

of inquiry. Since this transfer experiment is linked to the Matlab system and
since work on the Matlab project is continuing, Extengicn Project support from
USAID has a major component for service delivery and research for Matlab work.
This project progress report will therefore raview tle 1982 goals and progress
in Matlab and the Extension Areas. Since Project deavelopment activities were
concentrated in the Extension Areas, technical achievement sections of this
report focus on 1982 activities in the Extension Project.

Our focus on the Extension Project is further justified by the fact that
successful implementation of its three basic features require modifications that
are not documented in the original project document. In order -to develop the
project as an experiment in institutional change the investigators have embraced
the paradigm of operations research known as "organizaticn development (OD)
While wholly consistent with the original goals and purposes of the project
design, this paradigm differs somevhat from the "functional analysis" approach
criginally posited in project documents. This project progress report will
discuss this revised approach, the rationale for change, and achievements to
date.

As an experiment in the transfer of innovation we have deliberately introduced
certain constraints: a) we provide no special resources, no matter how small,
for MOBPC operations, in order to insure that the host system is viewed at the
end of the project as a truly replicable field site, b) no special hiring,
staffing, or rules are iiposed so that thz host system is truly an MOHPC
operation, and c) no new facilitfuss or institutional structures are imposed.
These constraints have hampcr.J project implementation but have enabled us to
learn about barriers to implementation and have fostered MOHPC ownership of
the project, which is vital to our OD strategy.

As a research project we have addressed much of our efforts in the first year to
developing a cosprehensive evaluation system with treatments to permit measurement
of i{mpact and a variety of operations research instruments to research
organizational processes. This evaluation system differs somewhat from the
original project design, although overall goals and purposes arc maintained.

This project progress report will discuss tnis revised system, the rationale

for specific changes, and achievements to date,
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Pirst, we present an overview of project proposal plans for 1982 and
achievements according to objectives.

The report next presents a review of specific technical achievements:
operations research strategy development and requisite government liaison,
evaluation systems development, a synopsis of key findings, and problems and
difficulties encountered.

Next we discuss implementation plans for 1983 with 1) the revised staffing

pattern and the rationale for changes 2) research implementation plans and
J) implementation goals with training programme time lines.
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THE 1982 PROJECT PLANS AND ACHIEVEMENTS

Work in 1982 proceeded in three thanas of Bangladesh: Matlab, Sirajgonj and

Abhoinagar.
1) Matlab

2)

In Matlab, the family planning system was fully developed but elements of
the Community Health Services Project were not yet developed. In 1982 a
comprehensive high risk pregnancy screening system was developed and tested,
treatment area TBAs were canvassed and interviewed, and a "safe delivery"
training program was launched. Measles immunization was completed for all
under five children with an B5 percent coverage rate. In the family planning
area the household record system was greatly simplified with a view to
developing a replicable model for the Extension Project. Reorientation

and retraining of workers was completed along with an intensification of
household IUD insertions. Within 1982 these efforts were associated with
an increase in prevalence from 3] percent, to 37.5 percent. Thus, the

1961 "32 percent platiau in use” that is often cited ‘in the Matlab research
liteglture appears to have been artificially low. Operational improvements
in that programme over the past two years have increased prevalence by five
percentage points. This 1982 achievement serves to underscore our
conclusion that improvements in the quantity and quality of services have
direct impact on reproductive behaviour. Even a fully developed service
system can have significantly greater impact if operations.are further
developed and refined,

The Extension Project

a) Progress

In Sirajgonj and Abhoinagar work was addressed to researching baseline
operational features of the MOHPC and to developing a comprehensive
research and evaluation system. The following activities were
undertaken:

1. Staff development and project planning. In 1982 we developed 10
project documentation notes to serve as detailed instruction manuals
fo: staff at all levels. First we reviewed some 200 articles on
knovlcdqc transfer, research utilization, special project in
Bangladesh and extracted themes from the literature with relevance
to the project.

i1, The shift from funct’‘onal analysis to OD. Next we designed and
documented project management, recruited ICDDR,B staff, and oriented
thea to project goals and plans. Simultaneously we attempted to
clarify these themes and ideas in informal discussions with MOHPC
officials. A consultant was retained for this purpose and a total
of eleven meetings were held in the field areas for this purpose.
Much confusion about thu nature of the project persisted deapite
such orientation sessions. 1In September we therefore shiftad our
orientation strategy to one of joint implementation of pilot projects
in “desonstration unions.” By addressing discussions to specific
demonstration area joint implementation problems rather than
abstract project plans the quality of liason greatly {mproved,
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project implementation progressed, and our work strategy changed
from "functional analysis” which was viewed as a “fault finding
process” to joint exercises in implementation. We have not
abandoned "functional analysis® as a research tool, but we have
become cautious about undertaking it in the absence of a joint
framework for fielding studies and utilizing results.

Thus on the "trsining and counterpart support” component of the
programme we p sceeded according to project agreement plans in

the following respects: By March {nternal planning and staff
development was completed, by May orientation of senior officials
{n Matlab was completed, and in June and July training courses
wore designed for technical components of an MCH-FP orientation

co rse. In August and September joint Project Implementation
Comnittees (PIC) were constituted and demonstration areas were
started. At this point, hovever, the functional analysis system
could not be implemented without careful incorporation of the
views of MOHPC officials in the research process. The instruments
were pretested but administered on FWV's only. Our substitute
system, "0D%, will be described in the technical achievements
sections below. Manpower budgetted for functional analysis was
diverted to demographic research for reasons to be described below

Demographic surveillance. The exceptional quality of impact
assessment in Matlab accounts for much of the credibility of
findisgs that emerge from the service work in that research
project. We therefore assigned high priority to developing
impact assessment systems that would be cosmensurate with

project needs yet less expensive to maintain than the Matlab
Dergraphic Surveillance System (DSS). In 1982 ve devoted

much effort to developing a sample registration system (SRS) that
would provide DSS data quality and insights without prohibitive
maintenance costs over the 1983-1984 period.

Over the January-August period work proceeded as planned. Field
manuals and instrusents vere designed, pretested, modified and
documented. An ICDDR,B staff was recruited and trained, cluster
sasple points vere listed, and sample households were drawn from
this frame and their individual members were enumerated. By
Octobcr1 a soclo-economic survey Was completed in all project
areas, sample households data were editted and computerized and
routine continuous vital event monitoring was proceeding in
all areas.

In September tvo fundamental changes in this system were instituted
to facilitate future analysis: 1) Comparison areas vere added and
2) computer methods were modified to use 1 “data base management”
design. We will diacuss these modific:-ions, in turn.

Original project planning called for a two treatment two thana
design in which no treatmant would be completely free of ICDDR,U
vcontamination” since all study areas vere within fntervention
thanas. In the course of its protocol review process the ICDOR,
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submitted project plans to four external reviewerll all of whom
objected to this weakness in the study design. Complying with
these stipulations required the revising treatment design,
increasing the sample size by one third, and delaying survey
research by two months while new areas in Xhulna and Tangail
could be listed, enumerated, and interviewed for SES. The
revised treatment plan appears in Table 1. Manpower for this
was acquired in part by postponing baseline survey work in
Sirajgonj and by delaying functional analysis work for November
and December until 1983. Added costs were absorbed by
eliminat .ng speed boats and delaying some hiring, and by hiring
additional temporary staff.

Note thet in Table 1 there are 8 intervention unions in the
Project (denoted S and T) half of which are areas with ICDDR,B
counterpiirts (denoted S). Each thans has al}l cells (A=Abhoinagar,
S=Sirajgonj) plus one demonstration union (Dl and D2)that is
outside of routine research areas. Control unions (Denoted C)

are outside of the study thanas in contiguous areas of Khulna

(X {n Table 1) and Tangail (T). In some areas ve do no research,
but study thana workers are nevertheless expecting to be

trained in 1983 (unions denoted N1-N7).

The secoid change in SRS plans did not delay plans appreciably,
but intensified project software development requirements in
1982. The change was addressed to the observation that
operatious research requires a capacity to study vital events
or prevalence of contraceptive use and MCH innovation as a
function of service quality and quantity. This, in turn,
requires a data management system in which households are the
unit of analysis and all information is managed like a
"checking account” in which events are posted to households
along with any other household information collected by SRS
workers over time. This will be discussed further below.

¥ith these added research responsibilities routine SRS work
was on schedule within 1982, even {n the newly added comparison
areas. Survey research, hovever, was delayed.

Survey research. In 1982 all study unions in Table 1 have
been covered with a socioeconomic status survey. Data have
been entered, editted, processed (linked to the SRS) and
tabulated. Study unions in Jessore, Xhulna and Tangail vere
covered by a sociodemographic survey of mothers. Work in
Sirajgonj will b« finished in April, 1984,

Survey instrusents {nclude baseline OR modules on contraception,
service quantity and service quality which have been
incorporated for repetition {n the 90 work cycle of the SRS.

Baseline survey work will be approximately 12 weeks behind
schedule upon ite completion ovwing to SRS problems noted
above and unanticipated difficulties in locating and
{ntervieving household heads. Computer softwvare developmant
for all modules vas completed by November, 1902.
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Table 1: Treatments by Union and Thana in the MCH-FP Extension
Project
ICDDR, B Demographic and OR Research Area?
Yes No
Treatment Is Training Provided? Is Training Provided?
Conditions Yes No Yes No
S1 (A) (No Unions) [ DI (A) (No
Is ICDDR,B $2 (A) D2 (S) Unions)
Counterpart Yes $3 (S)
Support 4 (S)
Provided? ,
T1 (A) Cl (K) NI (A) (No
No T2 (A) C2 (K) N2 (A) Unions)
T3 (S) C3 (1) N3 (A)
T4 (S) C4 (T) N4 (S)
N5 (S)
N6 (S)
N7 (S)
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b) Probleas

The principal problems which delayed program implementation in
1982 were the following:

1.

11.

Changes in the experimental design and field problems. As we
have noted above the addition of comparison areas and the
difficulty in locating male respondents have delayed program
survey research. Post-enumeration survey have been conducted
to check on sample compliance and data reliahility rate. A 4%
sample noncompliance rate in 4 unions of Sirajgonj necessitated
a recheck of the sample and 3 weeks de'ay in survey work. In
all baseline data collection is 12 weeks behind schedule.

Senior staff vacancies. The ICDDR,B has revised its staffing
pattern in response to recommendations from the Simmons'
consultancy report. While baseline data collection has not

been disrupted, full implementation of the operations research
program in 1983 will depend upon recruitment of an OR specialist.

As an interim measure the ICDDR,B arranged for a six week
consultancy for Dr. Ruth Simmons of the University of Michigan
in January, 1983. Her work was addressed to training operations
research personnel and is assisting in cthe analysis of existing

"OR data.

Tae ICDDR,B has been attempting to identify a skilled trainer

to conduct training research and evaluation. A senior staff
member has recently returned from the University of London

School of Hygiene and will sssume overall direction of the
training program as an Implementation Coordinator. The

Senior Consultant for Government Liaison resigned for an
international position. His functions have been absorbed by

the Implementation Coordinator. An opening for a health educator
continues despite efforts to recruit. Formal interviews of six
candidates is scheduled for February. The Senior Medical Officer
for counterpart support has resigned for a position with another
international agency. Recruitment is proceeding. The assistant
scientist for survey research will be leaving for higher studies
and recruitment efforts are proceeding. This staff turnover at

s crucial stage in project implementation has not introduced
implementation delays but the ICDDR,B is assigning high prioricy
to filling existing staff vacancies in order to prevent delays in
its 198) implementation program described below.

The cash flow savings from staff vacancies have been allocated to

the SRS snd survey research deficit that arose from adding
comparison areas.
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PROJECT TECHNICAL ACHIEVEMENTS

Project 1982 technical achievements fall into three general categories:
Operations research development, impact assessment systems development,
and software development., We shall consider each, in turn.

1) oOperations Reseaxch: The Development of an Organization Development
Plradigg

Plans for organization research in the early phases of project planning
focussed mainly on assessing the technical inadequancies of the

service system. We assumed the principal barrier to the implementation
of services incdequate technical skills. Since technical training

and orientation of supervisors was needed project implementation
required careful studies of each component of the family planning

and health care service system 30 that training could address relevant
issues.

The limitation of this approach was that field operations were nearly
totally absent and that functional analysis was relevant only for the
limited operations that existed, First we had to “energize" a
non-functioning system and subsequently study the Operation that
ensued. Only then could we design a training programme éommenlerate
with needs and realities. Our first priority thus became one of
implementing MoOHPC pPlans in one or two "demonstration unions,*
studying the problems that hampered implementation, and working
jointly with local MospPC staff to conduct a collaborative assessment
of the major dysfunctions that arose in the process. '

This project strategy {s known in the OR literature as “organization
development® (0D), a paradigm of operational research in which
external research work in collaboration with managers to improve

organizational functioning. oD typically has the following
attributes:

a) Senior administrators request external "OD Consultants” to assist
in improving organfzational functioning. 1In this instance, the
Planning Commission requested the ICDDR,B to conduct a replication
study.

b) Social gctence and quantitative research techniques are applied
by the "OD Consultants® which are then fedback to mid-level
managers.

€) . Joint action teams are formed at various levels to interpret
research, take action, and feed relevant information to the
higher authorities who initiated the exercise.

d) Joint "ownership” of research and dacision-making’ ts cultivated
in order to foster utilization of results,

000/000
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Change agents" are assigned to key functionaries to facilitate early
utilization of results, OD Change agents are typically temporary
workers affiliated with the OD Consultant organization with no formal
authority in the host agency. Their sole purpose is to facilitate
implementation through temporary counterpart support and close
liaison with implementation committees,

The OD strategy in this project is diagrammed in Figure 1, As of
February 1962 a National Implementation Committee (NIC) was constituted
but had not met ow!ng to MOHPC senior staff caanges, At the first

NIC meeting the ICDDR,B will submit a report on project goals and
achievenments as well as a synopsis of recommencations based on OR
work. This report will be drafted by the ICDDR,B from the two thana
reports prepared {n close collaboration with “Project Implementation
Committees (PIC)". One report for Abhoinagar {s already in draft form.
Each thana PIC meets regularly to facilitate implementation of project
activities and are comprised of the District Officials (Civil Surgeons
and Deputy Directors) and relevant thana authorities (Thana Health
Mainistrators, Thana Pamily Planning Officers, Thana Medical Officers,
and Health Inspectors). The ICDDR,B senior field staff are members

as well, with the ICDDR,B Project Director and project consultants

as patrons,

The initial purpose of the committees was to foster cooperation and
develop a capacity to intervene, In both Abhoinagar and Sirajgonj

this has required extensive attention to clarificatjon of project
goals and purposes, developing personal relationships, and involving
MOHPC staff in decision making in order to shift "ownership" of project
governance to each PIC, This, in turn, has produced informal meetings,
subcommittee meetings, progress reporting, planning, and activities
which represented immediate changes in the system that we had intended
to "diagnose” through systematic functional analysis research, Our
presence in Abhoinagar, in particular, seemed to “"energize” the system
in intriguing and unanticipated ways. Not surprisingly, this impact
was less a result of our technical inputs and knowledge transfer than
the emerging belief on the part of MOHPC workers that influential
ICDOR,B representatives were everywhere. Indeed, observers were at

all levels, researchers were in the villages, senior officials were
appraised of progress and were joining in the process of decision
making with unprecedented interest and intensity. In short, a powerful
management control system was installed and the MOHPC staff went to
work as they never had before.

The obvious challenge that emerges from this situation is to devise a
replicable substitute for this informal ICDDR,B "counterpart support™
managemsent control system. Our plans for doing so will be discucsed

in the section on 196) training plans, below. We nevertheless stress
our conviction that change agent impact to date, which it is somewhat
artificial, can contribute to identifying MOHPC mechanisms for achieving
a comparable "energizing” effect in our absence,.
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Figure 1: The Organizational Research and Change
Strategy: One Thana of the MCH-FP
gxtension Project

\)
et
Training + 'o”.
~ & Implementation q.\
-4 ‘e (2 unions) ' ,°
T - e
P "..% X m <
TS .06 E cS: pnly
g c ) .
) .
g § \ End
~ Participant
E s Observation
N Strategy
ICDDR,B revision
) ‘é‘ PIC — e v Demonstration
ol o planning (W8 n“a,q) area trial (if necessary)
3 e participant
A b \ PIC Observation
3 N Subcoomittee
ot o ..
...] (1) Discussion of progress;
A
+ (2) Planning (Action planning)
+ ,1 (3) NIC Reporting plans \
directives l
reporting
NIC |
1 7] [ ]
S @ 1) Discussion of ;
éa recosmendations :
g a 5 2) policy
-
~ assessment
~ & |
policy Change
<




In the course of this work PIC sessic-s were addressed to identifying
elements of the Matlab system for transfer. Two were assigned priority
in 1982: 1) establishing union level health and family planning services
At FWCs with relferral capabilities and administrative links to field
teams. 2) establishing a system of reqular household visitation for
both health and family planning work with referral links to the FwWC

and with close coordination among the workers of the health and family
planning divisions. Achfeving theae modest objectives encompassed )
months of work i{n Abhoinagar (since no FWCs existed). In Abhoinagar

an implementation subcosmittee is estahlished (see Fiqure 1) to follow
up on PIC decisions. Subsequent to a successful demonstration area
field trial, {mplementation proceeds in at least two urnions, one with
and one without ICDDR,B participation. The ICDOR,B conducts continuous
observation and research which {t shares with PIC {n a feed back cycle
as shown in Figure 1. Our plan {n 198) ts to utilize our growving
experience with OD within each PIC to report ltndtnqs to the NIC
thereby fostering policy change.

Using this atritegy we i{mplemented a new FWC prograrme in Abhoinagar and
tested the {mplementation of the “Crash Plan®--a scheme for a team
approach to household visitation.

The first PIC reports to NIC are not finalited but the following
recommendations appear {n minutes and exemplify the type of
gecommendations to NIC that are likely to appear (n the PIC report;

a) FWC implementation laqs because Implementation ts overly linked
to central declsion making and construction

Curisnt officlal MOMPC procedures entail the following: A
national MOIPC committec selects unfons for FWC construction,
informs the DO, who (n turn constitutes a site selection committee
to purchase land. This committee reporta recommendations to
the DO vho, in turn, submits recommendations to the DC who
subsequently reports this to the Secretary of the MMIC, It the
Secretary approves, the DC (s advised to release funds for the
purchase of land. Only vhen & constructed fWC eniuts can a THA
A88ign equiiment and resources to personnel--cven Lf peraonnel
have long been assigned to the unton., Even 1f an P s
constructed services may nat be lmplemented owing Lo equljssent
angd supply shortages or the absenre of 4 dealynated parvamedic,

Many of the bottlenecks Inherent In this approach sie eliminated
by the following PIC procedure:. A suliuessittee ol 11C approaches
Unlon Counclle to sollcit donated Lulldings. Neatly all unlons

in Abholnagar have camplied. Uiven a dunated Lullding & community
commitice 1 constituted to uverse: acivloe Irplementation. They
donate labor and some fesvutcer 1f Jenovations ate nesaded. The

0D then contributes MCH kite, Sihce cosmunity glaups are involved,
the factliities are soon utlilteed by patients, Thiee FW(s have

-uu,aon
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been opened at no cost to the MOHPC in Abhoinagar and more will
follow pending concurrence of the national authorities to purchase
furniture for “unofficial®™ FWCs. A PIC(A) report to NIC entitled
"Where there is no FWC" is forthcoming which recommends a change

in national FWC implementation policies. In this report PIC(A)
places little emphasis on construction and much emphasis on
decentralized decision making and community participation. Specific
recommendations for opening FWCs from their experience is:

i. FWC Site selection by DD's in collaboration with MOHPC
communities like PICA

ii. Priority for FWC implementation to unions with community
donated personnel, land, or buildings.

i11. Construction priority to areas with community organized
centres that are overcrowded or inadequate’.

iv. Community covernance of FWC's with technical support from
the MOHPC.

In all, 3 FWCs were set up in a 5 month period using this strategy.
Three more could he set up immediately if equipment were available.
The total cost has been under Tk.500. The average case load
exceeds J)O patients daily per FWC.

FWCs are crucial to this transfer experiment because they represent
the basic static facility for family planning and primary health
care.. The FWCs are also the focus of efforts to organize an
effective management system for the service team in a union. This
community sponsored FWC implementation strategy was first applied

"by Mr. Chakraborty in 1977 in the Matlab study and , in our judgement,
has now been successfully transferred to Abhoinagar.

Sirajgonj has a full complement of FWCs, although none are functioning.
Interestingly, FWC implementation is more of a challenge where
standing facilities exist than where there is no FWC. In 1983 we

plan to develop a strategy for fostering service implementation {n
standing FWCs which are not functioning, as a sequel to our work in
Abhoinagar where facilities were completely lacking throughout the
thana,.

A Case Study of the "Crash Plan": Strengths and limitations of
integrated teams

In December of 1982 the MOHPC promulgated a “Crash Plan" for
population control. PICA assigned priority to implementing the
plan with ICDDR,B counterparts conducting OR in one union and
attempting to inject Matlab strategies into the Crash Plan work
regimen,

'l./'.l
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OR results shows quite clearly that MOHPC promulgation of the
plan in the absence of a more specific implementation strategy
had no initial effect on the quantity of work. Once ambiguities
about the service system, supervisory system, and referral system
were resolved, however, the constitution of joint health and
family planning teams greatly increased the quantity of work.
Service quality, however, was very poor. The PIC have therefore
requested technical training courses for 1983 to be addressed

to specific deficiencies. This training planning will be
discussed below. Experience suggests integration improves the
quantity of work, since male and female workers are more effective
as a team, than they are working separately. Roles and functions
are inappropriately delineated, however, and general technical
knowledge must be substantially improved.

A PICA report is in draft form entitled “Energizing Health and
Family Planning Services: A Case Study in Rural Bangladesh.

The Impact Assessument System:

The impact assessment systes for the MCH-FP Extension Project was fully
implemented in 1962. The Sample Registration System (SRS) is unlike
any other data collection system in Bangladesh in that it provides for
"record linkage"--a procedure storage of all data collected according
to household rather than type of event. Over successive rounds of
visitation to sample households a history is maintained with all
demographic, family planning, and operational data stored together in

a common data base. Every 90 A=yz the histories are updated so that
demographic change can be monitored as a function of service contract,
among other things. This data base system design permits ismadiate
tabulation of rates--since events are recorded along with the requisite
information on the population at risk. Thus the vital rates and
contraceptive use rates have already been tabulated for study areas

and reported back to PIC for their information.

This "data base” system is designed to be portable, “user friendly"

and micro-computer compatible so that the approaches used in this study
may be transferable to other systems. Our goal is not to transfer the
SRS to the MOHPC, however. Instead, we are implementing, in one union
of each thana, a "replicable SRS" that permits assessment of vital rates
and standard MIS without any computer component. Standard MOHPC
procedures call for much data collection and report generation. With
ainor systems modifications the volume of data collection can be greatly
reduced, and its utility in the field can be greatly improved. Huch

of this work on replicable MIS systems is based on the Matlab MIS--a
household record book system that gives unionwise data for each service
component plus vital events without recourse to electronic data
processing. This will be discussed further below.

In 1962, documentation of the SRS vas limited to preparation of
internal project documents on definitions, field procedures, and the
computer system. In 1983 a report will be released entitled, “The
Sample Registration Systea in Abhoinagar and Sirajgonj: Concepts
and Design.
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Software Developmant

The system analysis aspects of the project have centered on developing
key event reporting and update cycles of the SRS. A working model has
been implemented although there may be modifications based on field
experience with the feedback cycle.

Software development has included both editing and data analysis
programs. All necessary edit programs were completed in 1982 although
modifications may be required. Editing software has been completed

for the MCH/FP extension area enumeration and SES survey data. A
package for a three-level series of editing and linking quarterly event
reports for the SRS has also been written and tested. Data processing
from the first quarter event reports indicate that minor modifications
to software and field procedure will be required.

Sociodemographic interview data is also being processed. The
appropriate editing programs, previously written and tested, are now
going through their initial data runs.

In 1962 basic descriptive statistical programs were developed for
project research. A program to calculate various birth rate statistics,
first applied to user-defined groupings of villages, has also been
completed. A second program calculates a 40-year cohort ‘grid covering
total female and marital risks, with related fertility rates, for

single year age groups and S-year age groups. Its original application
vas to the Munshigonj data but it is design.d for the Extension data

on maternity histories, A life table program has also been implemented.
For general statistical use, a package of programs has been written

in BASIC containing descriptive measures, OLS, and multiple classification
analysis (MCA), among other modules. Several other more sophisticated
programs have been written in FORTRAN. These include a logit regression
and discriminant analysis package; an MCA (more versatile and computa-
tionally accurate than the BASIC module) and a soon-to-be completed
fairly robust package for factor analysis. Some initial plans have

also been made for a time series analysis. Progress in this area has
been hampered by lack of applicable texts or other written material

in Dhaka, as well as the limitations of the S-34. This package,
developed in 1982 will facilitate analytical work planned for 1983.

Work has been hampered by the scarcity of computer professionals in
Bangladesh and the local scales which fail to compete with the Middle
EZast job market. In 1982 we failed to recruit the computer counterpart/
personnel, although two experienced people have joined in 1983.

tl./...
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An aim of our project is the extension of services and development

of other GOB computer facilities in Dhaka. The statistical software
developed thus far {s readily transferable to any other S-34 with the
appropriate translator (compiler or interpreter), even to those of

& smaller configuration than that of ICDDR,B. Furthermore, the FORTRAN
modules could easily be transferred to any system with a FORTRAN~IV
compiler, not just an S-34, as the modules were intentionally
designed to use a minimum amount of §-34 specific features. No actual
transfers have taken place, however, although some interest has been
shown by the MOHPC-MIS that unit lacks the relevant translators,
however. We have also been collaborating with the Heaith Infurmation
Unit as they evaluate alternative options in future data processing
activities.

Il.,.l.
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IMPLEMENTATION PLANS, 1983

In 1983 data collection will be greatly reduced with field priorities
shifting to training and Dhaka operations addressed to baseline data
analysis. In this section we report revised staffing plans for 1983,
research plans, and the schedule of field team training for Abhoinagar
and Sirajgonj.

1)

Staffing plans, 1983

Project administration has been revised to reflect the increased
emphasis on operations research. The administrative structure for
overall all accountability is shown in Figure 2. A Project Director
has overall responsibility with two senior colleagues, one for

medical services, the other for operations research. Demographic
rescarch work is under the direct supervision of the Project Director.

Actual task accountability is more complex owing to shared technical
responsibilities for four technical operations. Thus the individuals
shown in Pigure 2 participate in technical task teams, each with a
specified structure.

These four tachnical operations which must be undertaken in 1983 and
their corresponding team structure are shown in Figures 1-6. Diagramms
are not intended to be comprehensive, as administrative and logistics
staff are not included, nor do they define the administrative structure,
since one individual can participate in more than one team (eg Senior
Pinld Research Officers, Senior Medical Officer, etc.). Moreover
certain important functions such as overall project coordination and
government liaison are not diagrammed, the former because each
technical activity leader reports to the Project Director, and the
latter because it is a function of NIC and each PIC and the ICDDR,B

is represented on each committee by the Project Director, Dr. Phillips,
and the "Implementation Coordinator,” Dr. MA. Yunus.

The primary activity in 1981 is training. One professional trainer
and one implementer will run this activity along with counterparts
from the MOHPC, Trained Field Research Officers (FRO) have been
transferred from Matlab to the Extension Project areas to assist in
implementation work. As training sessions are conducted the FROs will
be fielding counterpart paramedics from the existing field staff.

That is, as data collection activities wind down, workers will be
shifted to service work.

rigure 4 shows the structure of a large, but temporary team assigned
to a KAP survey of husbands and wives currently in the field in
Sirajgonj. As field wori: is compleated the technical staff will
shift to research support and interviewers to counterpart support.
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Figere 3: Techaical Accountability Structure for the SRS
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Figure 6: Technical Accountadility Structure, Operations Research (OR)*
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Figure 5 shows the SRS team. Female workers have been added so that
SRS teams can provide continuous monitoring of contraceptive use,
health behavior, and indications of health service quality. Each
round of the SRS has a module of questions to be asked in addition
to standard vital event collection.

Figure 6 shows the team responsible for the non-SRS component of OR.
One special team has no fixed area of assignment and is changed with
conducting special worker studies, field experiments, and the like
under the direction of the OR scientist. Since implementers (SMO,
Trainers, SFRO) maintain participant observation notes, this OR work

is coordinated along with the more structured work of the Functional
Analysis Team.

Research Plans for 1981

The following reports represent work either in draft or ovutline form
for completion in 1983, Figure 7 summarizes reporting plans for 1963.

Project papers in draft form are as follows:

1) The Sample Registration System in Abhoinagar and Sirajgonj: Concepts
and Design (Item 1, Pigure 7).

2) The MCH-FP Extension Project in Rural Bangladesh: Concepts and
Design (Item 1, Figure 7)

3) Organizational Development: 1Is it applicable to the Developing
World?

4) vhere there is no FWC: A Case Study in Community Participation
in Health Care Delivery (Item 3, Figure 7).

S) Energizing Government Health and Family Planning Programmes:
rindings from an Action Research Project in Rural Bangladesh
(Item 4, FPigure 7).

The following papers are being planned from editted data now
available for analysis:

1) A Principal Components Aralysis of Social and Economic Status
in Two Thanas of Rural Bangladesh (Item 5, Figure °°

2) Pramily Planning Knowledge Attitudes and Practice in Abhoinagar,
Jessore: Correlates and Differentials (Item 6, Figure 7).

The following reports should be available from existing data in the
last quarter of 198):

1) Cohort and Period FPertility in Two Thanas of Rural Bangladesh:
Trends and Correlates (Item 7, Figure 7).

2) Infant and Neonatal Mortality in rural Pabna and Jessore
Divisions: A Multivariate Analysis (Item 8 in Figure 7).

VA
52
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Does the Quantity of Health Service Delivery Correlate with
Health Behavior?--An Areal Analysis in Rural Bangladesh
(Item 9, Figure 7)

Fanily Planning Knowledge Attitudes and Practice {n Sirajgonj
Pabna: Correlates and Differentials (Item 10, Figure 7)

Organizational Development--p Paradigm for Achieving
Institutional Change (Possible revision of Item 2, Figure 7)

Training Plans, 1983

The primary project implementation activity of 1983 will be training
in primary health care, family pPlanning, and management of services.

a)

Overall aims

Training in the extension pProjact in 1983 will be quided by four
principles:

1) Training is linked to Diagnostic research. Training will be
addressed to improving the quality of family pPlanning and
health services as needed. Each training cceponent s therefore
Preceeded by a research component which identifies tuchnical
deficiencies or Operational problems.

i1) raining utilizes existin research knowledge and emphasize
transfer of {nnovation. To the extent possible, the scope,
content, and style of training activitius g guided by the
Matlab experience. Maximum reliance 's placed on utilizing
existing modules. Where no ICDDR,3 i iterial is available
ve borrow from the experience of cther special projects.

111) Training utilizes evaluation research. Training should be

continuously evaluated with before and after knovledge assessment
and participant observation of the implementation process.

The research will document wvhat has been achieved and how
training can be improved.

iv) The training {s im lemantation orfented. Our work suggests
that the MOHPC (s introducing too many themes too quickly in
in the course of training. Our approach will be to focus
training on a limited range of technical {asuen (family
planning, treatment of diarrhoeal Jdiseases, and fmmuni{zation
against tetanus) and to place strong emphanis on implementation
(management {nformation, the scope and content of work
meetings, referral proceduren, supervisory roles and methods,
household visitation techniques, etc.) Under MONPC procedures
trainees are typically removed from their jobs and given
technical training on {ssues that are difficult to {mplement,
Our aim i{s to emphasize fleld demonstration and to make the
scope of training limited by what can be realistically
achieved, and to assign counterparts to training sessions
to facilitate {mplementation. ‘,‘/
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b) Training Cycles: Planned Intervention for Institutional Change

Training plans reflect the following constraints:

1) The staff in no more than two unions can be trained at a time
since about 10 FWW and FWAs plus thelr supervisors coaprise
the MOHPC staff for a pair of unions,

11) A separate course cycle i3 required for each “demonstration
union” since fileld demonstration for regular courses requirea
a prior training period in a pllot area.

111) Training cannot {nterrupt regular HOHPC orders. Thus the “Mouta
update”™ must be completed bofore formal training sessions beqin.
This weans that formal training cannnst begin untll late April,
We are attespting to assiat in expediting uplating tn the
demonstration unions of loapara to move this forward or at
least to {nsure that delays will not ensure.

fv) We have only one ICDDR,B training team. Theiefore, ve will
undertake training in only one study site at a time,

v) Wae have an experimental design in which the content and quality
of course i{s not an experimental variable. Therefore
participation in sessions should control for the quality
and content of didactic sessions.

vi) Treatments of the project are shown {n Table 1 above. The
study design has ) cells of which 2 are training only cells,
The scheduling of training 1s cosplicated by the fact that 17
unions are in the study thanas of wvhirh only 10 are in resesrch
and demonatration areas, Our understanding with the MOHPC
requires us to cusplete training courses for MOMFC staff in
all 17 untons {n the study thanass--a coemitment to train
personnel in 7 unicns wvhere ve are not doing research.

Treatment conditions in Fig.8 specify arcas wvhere ICDOR, B health
sssintants vill attend training and accompany RONPC staff in thelr
work for a period of time following training (counterpart suppart) .
In rig.8 , untons labeled Bl to 54 vill have Ixmth tralning sesslons
and counterpart support. Unlonas 51 ard 52 are Ln Abholnagar and

8) and £4 are in Sirajgony.

Training only unions vwill secelve the farmal urlentation, bt
ICOON, B atal’? vill not be aselgned these (T1-V4) Sinllar tralning
vill be provided for MNIFC stafl fem nun teseasch arean anid aloce
research le greatly simplified to “replicalle compernents” In
demonstration urtons they are not furmelly included In the reneAlch
deatlgn (D1-D2), The control untons C) and (2 vill nelther receive
1CDON,B tralning poOr countespart support and are outalde of the
study districte,

ll',lll




Figure 8: Implementation schedule (1983) traininz and counrcrpart support 1n
Abhoyaagar and Sirajgownj thaunas

‘nion Jd K. MAR AVR HAY JUN JUL AUG sEp ocT Nov *
Honth . .
1 Implewent Work Taamg |Cour-|Counter. Supp.,
Participant Observ. |se | ~
PICA PICA _ »lca  Prca %
1 1 lﬁpl. Work Teams <JICour-{ Counter. Supp. ,
CS + OR Tlse 2 | Y
! . > '
\,- MOHPC lmpl. + OR PICA PICA
12 Implement Work Teams y|Cour-{Counter. Supp-
Counter. Supp. + OR “lse 3
& > OR
HOHPC lmpl. « OR PICA PICA  PICA _ PICA  PICA
z; MOHPC Implementation  |Cour-
;3 H of Work Teams “Ise &
! (MOHPC
D2 ' Implement Work Teams . |Cour-
1 Counter. Supp. ¢+ OR " |se 5
. P1
13 : Cour-
1t (As in 11, TZ) L|se 6
PICS ~ PICS PICS
4 (As in I1, T1) .. |Cour-
T : se 7
Né ' MOHPC Implementation |Cour-
X5 | of Work Teams " lse 8
| MOHPC
N6 MOHPC Implementation
N? of Work Teams

b Thc first cycle of training will be completed in November. A newv cycle focusing on MCH-EPI wvili s
in February 1984 unless research shows that retraining is needed.



c)

Training Content

On the basis of field observation, survey interviews, and past
experience we are planning the content of a training cycle. There
are three overall categories of findings from opcerations research
with training implications: Management control, field methods, and ~
and technical knowledge, We shall consider each, in turn.

1)

Management Control. In general, there is no clear idea among
MOHPC field staff on how problem solving and work productivity
is to be developed and maintained. Although our experience
{ndicates that supervision is nearly completely lacking, we
will not hold courses on "supervisory techniques®. Rather

ve will attespt to introduce a system of management control
that involves minimal incremental resources. This involves
orienting staff to a new work system which includes the
follovwing slements:

Household record keeping in a highly simplified data format
(Rousehold ‘lecord Books, HRB)

Current MOHPC procedures are both overly complex and deficient
in content. Procedure rting work to
superiors and workers %ﬁ@ﬁ in doing
their job. The first task in establishing management control
is collecting data that is useful for work performance-~the
ainimum requisite for effective health and family planning
care delivery. In Abhoinagar an action committee is drafting
an HRB system after pretesting a simplified Eligible Couple
Register (ECR).

A system of reporting from the HRB progress, problems and
plans

Management control involves utilization of HRB data ' union
level meetings to see who is doing well, who {s not, why
problems are arising and what can be done about it. In the
end of 1983 each FWC in study thanas will have monthly work
meetings for this purpose. Training will address orienting
staff to the tasks to be done before such meetings.
Counterpart support to supervisors will address the problem
of getting meetings going and developing their content

to focus on work perforsance issues.

Coal setting and priorities

rffective management control requires realistic goal setting
based upon meaningful task objectives. Yet, teams are not
clear about priorities and goal setting. Activities, moreover
have little relation to the needs of villagers. Rather,
activities are designated by a central order (e.g. January

{s vVitamin A capsule month, rebruary and March are for data
updating, etc.). Instead we propose using HRB and survey
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data to ascertain problems, sit with staff to discuss results,

and setting priorities according to local needs. Part of

trairing will involve examples in the utilization of HRB and

other data for short term task planning. Data based planning

is not a familiar practice in Bangladesh, and we expect considerable
difficulty and "trial and error” in developing this activity.

Supervisory support

Given orientation to planning, achieving task accountability,
and procedures for preparing data for a given meeting there
must be a system of field checking and supervisory support.
This system needs to be worked out and explained in training
sessions so that all workers understand all elements of the
management system. Supervisors will be oriented to doing two
things: spot checking and dealing with special field
problems. We have been demonstrating "supervisory support”
and contrasting this management style with the prevailing
practice of administrating stern warnings without meaningful
interaction and field visitations.

rield Visitation Techniques. The most obvious problem in our
field areas is the inappropriate MOHPC approach to village
work. The "Crash Plan” was implemented in limited areas

in order to observe workers in the process of delivering
services. S5ince such emphasis in past MOHPC training has
been given o technical topics workers typically to know

the basic rudiments of paramedical care. However, the male
workers, in particular, have little experience in visitation
methods and no systematic training in village service delivery
techniques. An unprioritized list of 27 tasks has been given
to workers, but no instruction in screening and referral work,
basic principles of interpersonal work, and techniques for
setting priorities. Female workers, in turn, abandon health
issues to their male counterparts, and focus exclusively on
family planning. This inappropriate bifurcation of roles

and functions within teams requires reorientation and
training.

We will suggest developing the female staff in MCH and FP
delivery with male workers serving as guides, husband motivators,
community organisers, and record keepers. That is, all workers
should have both health and family planning duties with roles
segmanted according to the culturally accepted activities of
male versus female workers.

I../.l.
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141) Technical Knowledge. Knowledge tends to reflect past
designation rather than current tasks. A brief refresher
training course in health and family planning is appropriate.
Special emphasis is required for new components to work, such
as injectables. Female workers cannot give injections as that
is the work of male "innoculators”. Our intention is to
stimulate develcpment of the tetanus and injectable

contraceptive programmes, as these are programmes best
implemented through female workers.

Technical training modules have been adapted from Matlab and
other special project modules.

CONCLUSION

The year of 1982 has been a period of project planning and development.
Work systems were developed for data collection, computer systems were
developed for data management and analysis, and work relationships vere

developed with the MOHPC which give us the capacity to intervens
collaboratively.

The 1983 period will afford an opportunity to report findings from baseline
studies to field a comprehensive training programme, and to monitor
organizational change in the course of the intervention period.
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PREFACE

In 1982 the International Centre for Diarrhoeal Disease Research,
Bangladesh (JCDDR,B) and the Ministry of Health and Population
Control (MOHPC) launched a project in Abhoynagar and Sirajganj.

This brief note explains the background to this project and its

objectives together vith a description of services and research work.



Background
In 1977 che ICDDR,B started a family plarning and MCH project

in ics Maclab field station which has had dramatic impact on
fertility in project areas, Evaluation has shown that modern
contraceptive use rose from about 10 percent to 32 percent in 1978
where it remained until 1981, Over cthe 1981 to 1983 period
prevalence rose to 38 percent, mainly due to operational improve-
ments in the programme. Fertility declined by 24 percent in the
first chree years of project impact and further declines are
expected oving to the increasing prevalence in 1982-83.
Ismunization for tetanus and measles is nearly universal in
service areas and other MCH interventions are implemented.
Overall mortality has declined by 25 percent, with mortalitcy

declines most apparent among neonates.

The MCH-FP Extension Project was fielded to determine if the
Covernment of Bangladesh can successfully use Hatlad service
{nnovations, and if the {mpact of the programme improves once these
service innovations are implemented. Unlike the Matlab project
all vork and supervisfon is conducted by the MOHPC staff who
wvork vith existing regulations, payscales, and facilities. The
role of the ICDDR,B is to serve as researchers, trainers and
change agents. Thus the HCH-FP Extension Project, unlike many
special health service projects, is a collaborative effort involving

staff from both the MOHPC and the 1CDDR,B.



The origins of the project can be traced to 1980 when the Planning
Commission and the MOHPC requested the ICDDR,B to transfer the approach
of its Matlab project into the health and family planning system in
thanas elsevhere in Bangladesh. Two thanas were sclected by the

Covernment in 1981 and donor support for the project vas sec.red in

1982,

Objectives of the Project

(a) Replicable services. Matlab, because it is a research

station, has certain special managerial and logistic capabilities which
are not replicable. Hovever, it is possible chat certain elements of
the Hatlab system can be replicated if carefully introduced to
Covernment vorkers. An aim of the Extension Project is to identify
replicable elements of the Matlab project and demonstrace them to
MOHPC staff. To insure replicability current regulations and

resources vill be maintained. The ICDDR,B will train wvorkers and

conduct operations research to assess programme progress.

(b) Transfer of innovation., Too often special projects have

little impact on policy in that fev of the "lessons learned" actually
become policies in the larger governmental operation. An aim of che
Extension Project is to jointly interpret research results so cthat
project reporting is an activity with links to implementers in the

MOHPC.

(c) Research. Lictle vould be accomplished from the Extension
Project if (te {mpact vere not known or {f barriers to success vere

not understood. Research has been designed to measure project effacts
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on the quantity and quality of services over time and Project impace
on birch and death rates. Operations research has been designed to

4ssess processes vhich either hamper project effectiveness or

explain projece success. Thus research aims ¢o examine two gers
of issues - Project impace on operations and overall impact on

fercilicy, mortalicy, and morbidicy,

Field Operations

(a) Technical components., The ICDDR, B Project in Matlad owes
£t|-|u;c¢ln to several technica) Components: ) Paramedica] services
and village baged female workers deliver comprehensive family
Planning services to the doorscep. Follow-up i, foretnightly ang
referral services &re available for both FP and MCH.

2) A system of Banagement is in Place which insures cthae every
vworker knows her ovn performance and Supervisors receive reporcs.
This permics quality services since a simple syscem keeps track
of both clients and vorkers, 4 critical element of cthe minagement
systems is decentralization and regular meetings in FWCs of all

vorkers,

The Matlad technical components -- Paramedica) gervices and a

®nagement system -~ 4re in our viev, to some degree transferable

to the MOHPC (gee Table 1), Through technical training para-
medical services can be upgraded, Through counterpare support

Banagement can be improved. we therefore turn next to this igsue

of training and transfer,



(b) Transfer of Operations from Matlab to che MOHPC. The Extension

Project is coordinated in each thana by a "Project Implementation
Committee" (PIC) comprised of MONPC senior thana healch officials and
ICDDR, B project scaff. The PIC reviev progress on a monthly basis,
formulate plans, and implement services, PIC activities are currently
addressed to interpreting research vhich diagnoses opcrational
problems and to formulating training plans based on orerational

needs. A lisc of specific operational goals and PIC actions appears
in Table 2. Note that most of 1982 wag for baseline research and

implementation vas limited to piloe areas, Training is o forthcoming

activicy.

The central field activity of 1983 is conducting a technical

training course with the following characteristics:

(a) ICDDR,B field staff from Maclab join the training program
and work with MOMPC scaff for one work cycle. We cerm this
“counterpare support.” It is designed to foster implementation
of lessons learned in training.

(b) It includes field visictation and motivational techniques,

(c) It includes refresher training on FP and MCH,

(d) It introduces a management information system and orients
vorkers to a management control syscem.

(e) It discusses other special elements of Matlab which are

relevant to the MOHPC system,

1.5



Table I:

b ———— -

Elements of the Matlab Technical System and Modc of Transfer,

Element of the Matlab Service
System:

Activity to be transferred to the
MOHPC in two thanas:

Technical Components

|. Comprehensive family planning
services at the doorstep:
pills, DepoProvera, Copper T,
condoms.

2, Subcentre Copper T services
with comprehensive MCH,
contraceptive backup, and
referral services.

3, Follow-up of all women fort-

nightly for both MCH and!'FP
services,

4. Central clinic facilities
for tubettomy. Referral
services to trained
physicians,

S. Comprehensive immunization
services, village based ORT,
antenatal care, nutrition
advice,

Operational Components

|. Primary care by village
wvomen posted at a ratio of
1/1000 population

High proportion of female
vorkers.

2. Decentralization to the
union level:
a) | male supervisor with
all adnminiscrative aithority,

b) Simple to use manigement
information system w. th no
computer necessary

c) Fortnightly meetiigs of
all union level workaers.

3.

5,

. Assist MOHPC implement integrated

teams vith FWA and FWW going door
to door first wicth pills, condoms
and injectables.

Assist in implementing FWC's,
Train FWV's,

Assist in devising schemes for
followv-up of all women bi-
monthly.

Assist in developing a referral
system. Assist in regularizing
services at the THC.

Assist in developing cold chain

procedures. Train sctaff in MCH
care.

Foster better utilization of
FWAs. Explore means of
stimulating community
involvement.

Develop FWA/FWM teams,

Foster FUC development to
include:
a) Clear lincs of supervision,

b) Train wvorkers in a simple
adaptation of the Hatlab MIS.

c) Foster monthly meetings of
union level wvorkers {n the
FvC.

¢b
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d) Task goal setting.

Special Logistics:

speed boats for supervisors,
country boats for village
wvorkers,

Continuous training:

a) Component by component
introduction of new MCH
activities, Continuous
refresher training.

Government pay scales for
village scaff, higher salaries
for supervisory staff.

Clenr_gelineation of roles:
a) Technical (medical
supervision) by physician
over FWV and FWV over female
village vorker.

b) Administrative (task
supervision) by paramedic
supervisor over male
assistant supervisor (union
level).

2.

3.

d) Demonstrate goal setting.

(No special logistics)

Short courses with
“counterpart support".
Continuous countevpart
training.

(No change in salary
structure)

Attempt to clarify roles
(No change in administrative
structure).
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Table 2: Goals, problems, and PIC actions todate,

e

Implementation Gosl Barrier PIC Resolution

Establish FWCs

No facilities !.

Establish community
committees for
soliciting donated

facilities.

2. No staff present 2. Assist in arrang-

ing posting.

3. No furniture, 3. For ) centres,
rules against borrow furniture
assigning but othervine
furniture unresolved.*
until an FWC
{s constructed.

4. Limited drugs 4, Divert limited.

stocks to nev
FUCs (unsatis-
factor Yy expedient)
2. Establish comprehensive !. Lack of 1. None
doorstep FP services. {njectables.

2, Tesm not 2. Work set up in one
assembled for union as a
field work. demnnstration.

3, Lines of 3. Delineate roles,
gupervision assign ICDDR,B
unclear. counterparts.

4. Primary Health 4. Not resolved yet.
Care field
wethods need
improvement.

.

5, Payment for 5. None: Funds are

Copper T not centrally allocated

possible.

but should be allo-
cated like tube~
ctomy funds.

* marriers to {mplementation wblch the NCC can resolve.

f



Courser are conducted for small batches of FWW, FWA, FPA, AHI (20
each or staff posted in 2 unions) and involve | ICDDR,B trainer,

ICODR,B prarmedic implement, and 4 ICDDR,B community workers.

(c; Barriers to Programme Functioning. The PIC committees

have functioned smoothly and cooperation with the project has been

excellent at all levels. Certain barriers to implementation hamper

progress and recommendatiuns appear in the PICA teport to the NCC:

L. The DD in Jessore should be authorired to purchase furniture

for comsunity donated FWC=., This {s not a problem in Pabna.

ii. Funds for Copper T insertions should be administered like
tubectomy funds are nov managed. This applies to both Pabna
and Jessore.

fil. Special consignments of copper Ts and injectables should be
made to both study thanas. TEMO should be specially

fnstructed to expedite supplies.

(d) Research Activities. 1In 1982 the ICDDR,B set up & vital event

sssessment system knovn as the "Sample Registration System,' or
SRS. It {s designed to provide many of the {nsight: about health,
family plenning, and demography that arcavailable (rom Matlab, but
on a much simpler scale. The SRS does the (olloving:

1) It provides information on vho is in sample households,

2) 1t records econouic status of households,

)) It records demographic events continuously,



L

4. It records operational indicators of performance.
5. Contraceptive use is monitored.

Ic vill be soon modified to record the following:

6) Cause of death.

7) Horbidity (particularly diarrhoeal disease)

8) Immunization coverage.

The SRS runs on a 90 day cycle of data collection.

In addicion to the SRS the ICDDR,B has done a survey on
fertilicty, Vamily planning, and health behavior. Also examined are
characteristics of vorkers, their technical knovledge, and job

performance.

At present -his research is baseline assessment but future
research can examine trends over time. Comparison areas in
Khulna and Tangail will permit controls for contaminating factors

vhen analysis {s conducted in the future.

Conclusion

The MCH-FP Extension Project represents a unique opportunity
to test vhether the Covernment can absorb innovations from & special
project and fmprove service quality and impact by doing so. It
also represents a uonique opportunity to observe field operations
and to research vays in vhich programme functioning can be
{mproved. Work in the first year was thus sddrested to establishing
an operaticny resesrch system, Activities {n the second year vill be
doninated by training and countarpart support designed to {mprove

health and family planning sarvices {n the twvo study thanas.
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The MCH-FP Extension Project Coordinating Committee in Abhoynagar
(PICA) has met for the past eight months to formulate plans and implement
services related to the project. This report summarizes activities and
achievements in this period of project development. Throughout 1982
the ICODR,B assigned priority to baseline research and to establishing a
vital registration system for evaluating the project. The comwittee has
neverctheless been meeting monthly since teptember of 1982 with the aim of
clarifying collaborative arrangement, making plans, and testing
operations in pilot aress. In compliance with GCovernment regulations, ai.
PICA activities comply with MOHPC standing orders. The.Extension
Project is therefore not a special non-governmental project, but »

MOHPC project that i{s conducced by Covernmenc staff in collaboration
with ICDDR,B colleagues.

Project Design

The MCH-FP Extension Project is an experiment in the transfer of
innovation from the ICDDR,B project in Matlab to the more reslistic
conditions of the Ministry of Health and Population Control. The
Matlab project has the folloving features:

l. Special resources for logistics and supervisory support.

2. Contractual staff vith specisl administracive rules supervision,
and staff composition comprised mainly with female village workers.

3. An organizationsl structure with separate lines of authority for
technical and administrative supervision. That is, a female
physician, and FWVs direct medical activities vhile management
control is vested in male non-medical supervisors.

&, Regular meetings in FUC's of all union staff with strong management
control systess.

S. Comprehensive door step family planning services by Community
Health vorkers with fornightly follow-up and referral links to
rvCs.

6. Comprehensive MCH care by the same {(ndividuals who provide fanily

planning care.

Tx



The Extension Project will review the following successfully implemented

elements of the Matlab system with the aim of improving the MOHPC system
in Abhoynagar,

}. Supervisory support will be improved by introducing the Matlab
management information system and supervisory training. There will be
no special resources.

2. The staff composition will follow Covernment rules but we aim to
clarify roles and stimulate productivity through improved training
and supervision,

3. The organizational structure will not change from the Government
pattern, but efforts will be made to improve technical supervision
and referral services.

4. The ICDDR,B is assisting in the introduction of a union based
management information system based on the Matladb model of
regular meetings for progress reporting, orientation, and supervisory

support.

In addition to the service objectives, the project has research aims.
Research will assess the impact of the intervention as wvell as operational

changes. Two unions have been selected in Khulna' for comparison.

Table I: Treatment Design in One Thana

Training
Yas No

I
ICDDR,B Yes 2 unions (none)
Counterparts

. It ) § 8
Training No 2 unions 2 unions
(Khulna)

Por Sirajgsnj these are in Tangail.



ICDDR,B counterparts will work in two unions. Comparison of household
health and contraceptive practices across trcatments will test whether
practical interaction and field demonstration is a necessary prerequi-
site to improving aervices, or vhether training along with suffice.

The hypothesis is that demographic impact of the project will be

greatest in Cell I and that these effects will be greater than in Cell II.
Cell II, in turn, will show effects that significantly differ from Cell
III. Similarly, program operations can be compared across cells to

determine the operational effects of intcrvention.

PICA has begun the work by focusing on two issues; |) the need for
FWC's, and 2) the need for regular household visiting by FWW and FWA
teans. In the iomediate future we will launch a training programme.

In 1982 the ICDDR,B concentrated its efforts on base line research.
We shall discuss each activity in turn,

Project Implementation

FUC Implementation: For primary health care to be effective {n rural

Bangladesh there must be a static health care facility below the thana
level where basic MCH and family planning services can be delivered,
and referral services can support an outreach programme. Since no
FUC's are established in Abhoynagar, PICA has assigned high priority to
developing a strategy for opening FUCs.

Our approach is in response to several programs vith the current
system of FUWC development. Under present policies FWCs are established
by central order and this requires much time for funds to be released.
Until construction is finished, hovever, furniture and stocks cannot be

consigned even if communities donate facilities.

Communities often volunteer to assist in some way with FUCs,
but no resources can ba released to support this until a scanding MOHPC

facility has been conetructad.



To avoid delays PICA has formed a sub-committee for approaching
comsunities for FWC facilities. In all 4 unions with donated
facilities have beca identified and opened. One of these has been
selected as a demonscration site for MCH-FP SERVICES. In this area,
the comunity donated labor and supplies and is currently expanding
facilities. The lesson learned is that FWC implementation is best
persued in the following steps:

l.  Approach cormunities first with che promise of MCH services {f
facilities are donated.

2. Once facilities are donated, move immediately to establish MCH
Care vith a formal opening ceremony involving elites.

3. Constitute a governing committee to hold the FWV accountable for
delivery good services.

&. TFacilitate an information campaign to inform the community.
Establish Outreach services. ‘

5. Expand the facility only if {t is overcrowded. Involve Discrict
officials whenever possible so that funds can be used for furniture
stocks, supplies, etc. At the moment furniture is the critical

barrier to FWC implementation.

We have four FWC opened, tvo wore ready, and the remainder identified.

An order releasing funds for furniture is urgently needed.

Implementation of Household Services

PICA {mplemented the July 1982 order to integrate by forming teams
of FWW/FUA vwith pairs of supervisors (FPA's, nonselection grade for
TP and AHI, selection grade for Health). It wvas not possible to have
a single supervisor for a union because of confusion over the
designation and roles of selection versus nonselection grade
supervisors. Once the joint supervision idea vas resolved {t vas

possible to post workers to teams and to assign routine wvork.
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Once field teams were posted, the quantity of care increased markedly:
FWA's vere able to move about in their wards for the first time wich
FWW support and vere more effective than they had been vorking individually.
FW, in turn, vere clear about their ctask assignment for the first time
since PICA assigned them a fixed two month cycle of household

visitation.

There are several problems with current policies, hovever. Copper T
funds for incentive payments flow slovly, It seems that some system
of payment and allocation is needed so that persons entitled to payments

receive it as is now the case vith tubectomy,

Incentive payments for methods such as the Copper T are associated
vith other practical prohlems. The method requires regular follow up
and counselling or women wvill confuse health problems with the method,
and continuation will be poor. But the incentive makes no provision
for follow up. If an FWA successfully recruits many copper T users,
she will receive payments until the prevalence rate levels off.

Once the population has received copper T's there is no "incentive" for
supporting clients overtime. Incentive may not have the desired effect

of keeping the prevalence rate high.

PICA has decided that MCH services could be developed by further
training of FWAs and FWW, PICA has found that "Crash Plan" training
did not adequately address the issue of household visiting techniques,
8o that the quality of actual field vork was poor even though the
quantity of work vas greatly improved. FWAs can easily do much more than
they are doing and can be trafned to do EPI. FWs, {n turn, have no
prioricies assigned to 27 health topics. Since they are required to
report on their vork, much time is taken to enumerate households and
fill forms. PICA is developing a simple to use record book system for

FW's and » family planning record book for FWAs.



Training Programme: In May, 1983 the training programme will be
launched. A series of short courses vill be offered by an ICDDR, B

trainer. Trainees will be compensated according to Covernment rules,
The courses will covar ‘the folloving issues:

l.  Technical refresher training in family Planning, control of
diarrhoeal disease, and tetanus (EPI).

2.  Household visitation methods with practical field demonstration of
community interaction,

3. Supervisory system: Management information, problem solving, and
goal seccting,

In counterpart support areas training will be followed by field
introduction of the programmse. Trained Matlab Community Health Workers
vill be assigned to field teams to introduce them to the work regimen

and technology. Por each batch of trainees there vill be two months of
counterpart support,

Baseline Research Activicies

Research in this project {s of two types: 1) demographic research
and prevalence surveys for assessing impace, 2) operation research for
examining organizat{onal issues: the efficacy of training, the quantity
and quality of work, and the {dentification of operational barriers to
implementation.

The ICDDR,R has daveloped a "Sample Registration System"wvhich
supports both operetional and demographic research activities. In the
fielc the system permits simple tabulatfon of bireh and death rates for
ssmple households, Ic¢ {g lit.ed to the ICDDR,B's computer so that data
can be analyszed rapidly. Linked to the sample household {s daca from
& survay on socio-economic status and survey on family planning and

health behaviour,



The work was completed by the ICDDR,B staff in the following sequence:

1) Sample unions were selected, 2) the households in sample unions were
listed, 3) households wvere sampled and enumerated, 4) the enumeration
vas computerized and printed, 5) printed household record books vere

then used in rounds of 90 days visit cycles in vhich vital events were
recorded, and 6) the couputer vas used to update the household data
continuously., Aspects of the system vhich do not involve the computer

can be utilized by PICA for MOHPC workers. Plans are being formulated

to add operations research and health services research components.

Recomnendations

}. PICA recosmends that FWC implementation procedures be modified to
foster community participation and utilization of existing
facilities. Construction should be targeted for unions were a
community operated FWC is inadequate for the caseload. That is,
construction should follov {mplementation. Rules should be
designed to foster implementation and procedures for consignment
of furniture and equipment should be revised to permit use of
existing donated facilities. As an interim measure, NIC should
request the DG to permit the DD to release funds for furniture.

We could immediately have 8 functioning FWCs.

2. Compensation schemes can be dysfunctional if the system of vork
does not conform to the pay scheme introduced. Joint health and
family planning tesms are nov assembled, but TA and DA are only for
the family planning teams. At present the copper T payment fees
cannot be paid at the time of services. Funds should lie vith the

TPPO in a PL account just as {t {s done with tubectomy.
As an [nterim maasure the NIC should request the DG (Implementatfon)

to make a special allotment of funds to the TFFO for the copper T to be

veed in the manner prescribed for tubeccomies,

¢



3.

There is an order integrating teams by placing FWMs together with
FWAs. There are more FWW/GHA tham FWA. But FWAs are most
{mportant for MCH and FP services. PICA recommends consideration
of increasing the number of FWA's to at least as many as required
to field teams as specified under the rule. PICA has solved the
problem of staff mix by assigning extra FWW/GHA to other duties.
We will do a study to determine the mazimum number of households
that can be visited on a regular basis.

It is not clear how selection grade and non-selection grade
designations relate to roles of FPA. This creates much confusion
about how supervision is to be implemented. We recommend
classification of the job descriptions of selection versus
nonlclecﬁion grade vorkers. Patterns of supervision must be
clarified and the issues of selection versus nonselection

grade supervigors must be resolved.

WVhen major Government orders are issued that affect operations they
should first be pilot tested and evaluated on a small scale.

PICA can be utilized for pilot testing nev policies.



