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Preface

NIPORT is delighted to introduce the “Management and Leadership Training for Upazila 
Health and Family Planning Managers to Strengthen Community Health Systems”. I 
think it is a significant addition to the training programs of NIPORT and has the potential 
to raise/ensure the quality of the basic health services for a large number of population 
living in rural Bangladesh.

Upazila Program Managers namely Upazila Health and Family Planning Officer 
(UHFPO), Upazila Family Planning Officer (UFPO), Medical Officer-MCH-FP and 
Resident Medical Officer (RMO) have vital role in strengthening the community based 
health interventions particularly the delivery of Essential Service Package (ESP) at 
community and primary health care facilities. This training program aims at strengthening 
their capacity to provide leadership and more efficient management support to their 
teams, developing a positive approach and more proactively engage the community.

The training manuals are comprehensive and were developed taking into account the 
ground realities and challenges faced by the upazila program managers. It also offers a 
number of tools which they can use to plan their interventions. I wish the best use of this 
training curriculum and successful implementation of the training program.

 

 

                            
                                 (Rownaq Jahan)

                             Director General (Additional Secretary)
                                  National Institute of Population Research and Training (NIPORT)
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Message

I would like to begin by thanking NIPORT for undertaking the ‘Management and 
Leadership Training for Upazila Health and Family Planning to Strengthen Community 
Health Systems’. I believe it is a timely initiative and would contribute to improving the 
community based health interventions in the long-term. USAID’s MaMoni HSS Project 
is proud to be part of this initiative.  

A training program named Strategic Leadership and Management Training Program 
(SLMTP) was jointly developed and implemented by Johns Hopkins University, Save 
the Children and BSMMU under the Health Research Challenge Initiative (HRCI) 
between 2014 and 2015. The managers who were trained, indicated they are better 
equipped to lead and manage their teams and motivate staff to achieve their goals. Built 
on the experience of SLMTP, this training program is tailored to develop the skills of 
Upazila health and family planning managers in addressing the community health needs. 
I expect this training will help the managers leading their teams more efficiently and to 
proactively engage the Community Health Workers, local government institutions and 
various community-based structures.

Finally, on behalf of USAID’s MaMoni HSS Project I wish good luck to the training 
program and hope that this initiative would help to bring about meaningful change in the 
ways health service is provided to the communities across Bangladesh.

Joby George
Chief of Party

MaMoni Health Systems Strengthening Project 



viii

D
AY

-1

Members of the Technical Committee and the Core Committee

Technical Committee
Sl. No Name, Designation & Organization

1 Rownaq Jahan, Director General (Additional Secretary), NIPORT Chairperson

2 Md. Matiar Rahman, Director (Additional Secretary) Training, NIPORT Member

3 Dr. Mohammad Shahadt Hossain Mahmud, Member Directing Staff & Additional 
Secretary, Bangladesh Public Administration Training Centre (BPTAC)

Member

4 Mr. Pranab Kumar Neogi, Line Director (FSD-FP), Directorate General of Family Planning 
(DGFP) 

Member

5 Dr. Md. Jahangir Alam Sarker, Line Director (MNCAH), Director General of Health 
Services (DGHS)

Member

6 Dr. Mohammad Sharif, Line Director (MCRAH), Directorate General of Family Planning (DGFP) Member

7 Mr. Subrata Kumar Bhadra, Senior Research Associate, NIPORT Member

8 Dr. M. Hafizur Rahman, Johns Hopkins University Bloomberg School of Public Health Member

9 Mr. Joby George, Chief of Party, MaMoni HSS Project, Save the Children Member

10 Mr. Abdul Hamid Moral, Deputy Director (Training), NIPORT Member 
Secretary

Core Committee
Sl. No Name, Designation & Organization

1 Md. Matiar Rahman, Director (Additional Secretary) Training, NIPORT Chairperson
2 Dr. Khaleda Islam, Director (Primary Health Care),  Director General of Health Services 

(DGHS) 
Member

3 Dr. Md. Jaynal Hoq, Program Manager (MCH Services), DGFP Member
4 Md. Mahfuzur Rahman, Assistant Director (Training), NIPORT Member
5 Dr. Fariha Haseen, Assistant Professor, Department of Public Health & Informatics, 

Bangabandhu Sheikh Mujib Medical University (BSMMU)
Member

6 Dr. KM Bayzid Amin, Medical Officer, Department of Public Health & Health 
Management, NIPSOM

Member

7 Dr. M. Hafizur Rahman, Johns Hopkins University Bloomberg School of Public Health Member
8 Dr. Farzana Islam, Deputy Director, MaMoni HSS Project, Save the Children Member
9 Dr. Israt Nayer, Deputy Director, MaMoni HSS Project, Save the Children Member
10 Dr. Tasrina Rahman, Consultant,  MaMoni HSS Project, Save the Children Member
11 Mr. Abdul Hamid Moral, Deputy Director (Training), NIPORT Member 

Secretary



ix

D
AY-1

Acronyms 7
A. Module Overview 12
B. Training Objective 12
C. Learning Objectives 12
D. Participants 13
E. Schedule 13
F. Session Facilitation Guide 18
Session -1: Introduction Session 25
Session -2: National Health, Population and Nutrition Policies 28
Session -3: Demographic Structure of Bangladesh 58
Session -4: National Strategies (Maternal, Adolescent and Nutrition) 72
Session -5: 4th Health, Population and Nutrition Sector Program 87
Session -6: Essential Service Package 116
Session -7: Management Concepts 122
Session -8: Introduction to Leadership 134
Session -9: Supportive Supervision 152
Session -10: Problem Solving 162
Session -11: Concept of Community and its Role in Health System 168
Session -12: Community Based Structure and their Roles 179
Session -13: Role of Manager in Engaging Community 181
Session -14: Communication, Coordination and Negotiation 185
Session -15: Team Building and Shared Vision 198
Session -16: Data for Decision Making (DHIS2 & MIS) 210
Session -17: Data for Decision Making (LMIS & HRIS) 214
Session -18: Budget Management 227
Session -19: Program Implementation Plan 237
Session -20: Good Governance and National Integrity Strategy 244
Annex-I
Annex-II
Annex-III
Annex-IV

table of 
              contents



x

D
AY

-1

acronyms 
ADP Annual Development Program
AIDS Acquired Immune Deficiency Syndrome
AMC Alternative Medical Care
ANC Antenatal Care
APIR Annual Program Implementation Report
ASFR Age-Specific Fertility Rate
ASMR Age-Specific Marriage Rate 
BBS Bangladesh Bureau of Statistics
BCC Behavior Change Communication
BDHS Bangladesh Demographic and Health Survey
BEmONC Basic Emergency Obstetric and Newborn Care
BHFS Bangladesh Health Facility Survey
BMI Body Mass Index
BNHA Bangladesh National Health Accounts
BNSMH Bangladesh National Strategy for Maternal Health
CBHC Community Based Health Care
CBR Crude Birth Rate
CC Community Clinic
CCI Cross Cutting Issue
CCSDP Clinical Contraceptive Services Delivery Program
CDC Communicable Disease Control
CDiR Crude Divorce Rate 
CDR Crude Death Rate
CEDAW Convention on the Elimination of All Forms of Discrimination Against Women
CEmONC Comprehensive Emergency Obstetric and Newborn Care
CG Community Group
CH Child Health
CHW Community Health Workers
CMR Crude Marriage Rate 
CMSD Central Medical Stores Depot
COPD Chronic Obstructive Pulmonary Disease
CPR Contraceptive Prevalence Rate
CRHCC Comprehensive Reproductive Health Care Centre
CSBA Community Skilled Birth Attendant
CSG Community Support Group
CSR Crude Separation Rate 
DDO Drawing and Disbursing Officer
DGDA Directorate General of Drug Administration
DGFP Directorate General of Family Planning



xi

D
AY-1

DGHS Directorate General of Health Services 
DGNM Directorate General of Nursing and Midwifery Services
DH District Hospital
DHIS2 District Health Information System - Version 2
e-LMIS Electronic Logistics Management Information System
ENC Essential Newborn Care
EPI Expanded Program of Immunization
EPMM Ending Preventable Maternal Mortality
ESP Essential Services Package 
FP Family Planning
FPFSD Family Planning Field Services Delivery
FWA Family Welfare Assistant
FWV Family Welfare Visitor
GFR General Fertility Rate
GMR General Marriage Rate 
GoB Government of Bangladesh
GRR Gross Reproduction Rate 
GSID Governance, Stewardship and Institutional Development
HA Health Assistant
HCFS Health Care Financing Strategy
HEF Health Economics and Financing
HEU Health Economics Unit
HI Health Inspector 
HIV Human Immunodeficiency Virus
HMIS Health Management Information Systems
HNPSIP Health, Nutrition and Population Strategic Investment Plan
HPNSP Health, Population and Nutrition Sector Program
HPNSDP Health, Population and Nutrition Sector Development Program
HPSP Health and Population Sector Programs
HRD Human Resource Development
HRIS Human Resources Information System
HSM Hospital Services Management
IBAS Integrated Budget and Accounting System
ICPD International Conference on Population and Development
ICT Information and Communication Technology
IEC Information, Education and Communication
IFM Improving Financial Management
IMCI Integrated Management of Child Illnesses
IMR Infant Mortality Rate
IYCF Infant and Young Child Feeding
JHU Johns Hopkins University
KMC Kangaroo Mother Care
LARC Long Acting Reversible Contraceptive
LG Local Government
LHEP Lifestyle, and Health Education & Promotion



xii

D
AY

-1

LMIS Logistic Management Information System
MAM Mean Age at Marriage 
M&E Monitoring and evaluation
MCRAH Maternal, Child, Reproductive and Adolescent Health
MCWC Maternal and Child Welfare Centers
MDG Millennium Development Goals
ME& HMD Medical Education and Health Manpower Development
MIS Management Information System
MMEIG Maternal Mortality Estimation Inter-agency Group
MMR Maternal Mortality Rate
MNCAH Maternal, Neonatal, Child and Adolescent Health
MNH Maternal and Neonatal Health
MO Medical Officer
MOF Ministry of Finance
MOHFW Ministry of Health and Family Welfare
MO-MCH-FP Medical Officer -Maternal & Child Health-Family Planning
MPIR Mid-term Program Implementation Report
MW Midwife
NCD Non-Communicable Disease
NCDC Non-communicable Diseases Control
NEC National Eye Care
NGO Non-Governmental Organization
NHP National Health Policy
NIPORT National Institute of Population, Research and Training
NIS National Integrity Strategy
NMES Nursing and Midwifery Education and Services
NMR Neonatal Mortality Rate
NNS National Nutrition Services
NRR Net Reproduction Rate 
OP Operational Plan
PFD Physical Facilities Development
PHC Primary Health Care
PHCC Primary Health Care Centers
PIP Program Implementation Plan
PME Planning, Monitoring and Evaluation
PMR Planning, Monitoring and Research
PNC Postnatal Care
PPt. PowerPoint Presentations
PPP. Public-Private Partnership
PRSP Poverty Reduction Strategy Paper
PSSM Procurement, Storage and Supply Management
QI Quality Improvement
RD Rural Dispensaries
RMNCAH Reproductive, Maternal, Newborn, Child & Adolescent Health
RMNCH Reproductive, Maternal, Newborn and Child Health



xiii

D
AY-1

RMO Resident Medical Officer
SACMO Sub-Assistant Community Medical Officer
SAM Severe Acute Malnutrition
SBCC Social and Behavior Change Communication
SCMP Supply Chain Management Portal
SDAM Strengthening of Drug Administration
SDG Sustainable Development Goal
SGBV Sexual and Gender-Based Violence
SLMTP Strategic Leadership and Management Training Program
SO Strategic Objective
SOP Standard Operating Procedures
SVRS Sample Vital Registration System
SWAp Sector Wide Approach
SWPMM Sector-Wide Program Management and Monitoring
TFR Total Fertility Rate
THE Total Health Expenditure
TOR Terms of Reference 
TRD Training, Research and Development
U5MR Under 5 Mortality Rate
UDCC Union Development Coordination Committee
UFPO Upazila Family Planning Officer
UH&FPO Upazila Health and Family Planning Officer
UH&FWC Union Health and Family Welfare Centre 
UH&FWCMC Union Health and Family Welfare Centre Management Committee 
UHC Universal Health Coverage
UHMC Upazila Hospital Management Committee
UNCAC United Nations Convention Against Corruption 
UNFPA United Nations Population Fund
UNICEF United Nations Children’s Fund
USAID United States Agency for International Development
USC Union Sub-Centers
VAC Vitamin A Capsule 
VIPP Visualization in Participatory Planning
WHA World Health Assembly
WHO World Health Organization



xiv

D
AY

-1

Participants’ Manual



1

D
AY-1

A. Module Overview
The new Health, Population and Nutrition Sector Program (HPNSP) 2017-2022 of the Ministry of Health and Family 
Welfare (MOHFW) envisages the roll-out of an upgraded Essential Services Package (ESP), which represents the 
Government of Bangladesh’s commitment to ensure that the whole population has access to the most essential 
services. Different cadre of health care providers are involved in the provision of the ESP, from community-based 
workers to the Medical Officers and other facility-based providers. Upazila-level managers of Directorate General of 
Health Services (DGHS) and Directorate General of Family Planning (DGFP)- namely Upazila Health and Family 
Planning Officer (UHFPO), Upazila Family Planning Officer (UFPO),  Medical Officer-MCH-FP (MO-MCHFP) 
and Resident Medical Officers (RMO)- have a vital role to play in providing leadership and management support for 
strengthening the community-based health services initiatives, particularly the delivery of ESP at community and 
primary care health facilities.

The management and leadership training program is a five-day training course designed to enhance management and 
leadership skills of the upazila level health and family planning managers.  The training will help them to provide 
visionary leadership and more efficient management support to their teams, develop a positive approach to overcoming 
challenges and more proactively engage with the Community Health Workers (CHWs), local government institutions 
and various community-based structures in strengthening community health systems.

B. Training Objective
To enhance the management and leadership capacity of upazila level health and family planning managers to 
strengthen community health systems for effective and efficient ESP delivery.

C. Learning Objectives
By the completion of this training program, participants will be able to  

• Describe and apply the core principles of management and leadership in the context of leading the teams 
to deliver the community-based health interventions  

• Understand the health, population and nutrition policies of Bangladesh

• Explain national strategies (maternal health, adolescent health, nutrition) in the context of implementing 
community-based health intervention programs

• Explain the demographic structure of Bangladesh

• Describe 4th Health, Population and Nutrition Sector Program (4th HPNSP)

• Explain and apply the concept of community involvement, participation, and mobilization in delivering 
health interventions 

• Understand and describe different community-based structures and their roles

• Demonstrate the knowledge and skills for team building, sharing vision, communication, coordination 
and negotiation 

• Utilize available data from information systems (DHIS2, MIS, LMIS, HRIS) for decision making and 
planning to deliver community-level health intervention programs 

• Understand importance of budget, budget monitoring and the role of Drawing and Disbursing Officers 
(DDOs)

• Understand Decentralized Planning and Management Cycle and describe the steps of program imple-
mentation plan development 

• Describe the principles of good governance in health systems

D. Participants
Participants for this training course are upazila (sub-district) level managers of Directorate General of Health Services 
(DGHS) and Directorate General of Family Planning (DGFP). The majority of participants are Upazila Health and 
Family Planning Officer (UHFPO), Upazila Family Planning Officer (UFPO), and Medical Officer-MCH-FP (MO-
MCHFP). In some cases, Resident Medical Officers (RMO) will participate.



2

E. Schedule
The following schedule outlines the estimated time for each session and provides a suggested schedule for the 
Training. However, it is important to note that the schedule can be adapted through discussion with participants to 
meet its particular time constraints and topic interests. 

Day-1

Time Session Topic

9.00-10.30
(1 hour 30 min.)

Session-1 Introduction Session
- Inauguration and Ice breaking
- Training objectives and expectations
- Training norms
- Pretest

10.30-11.00
(30 min.)

Tea Break

11.00-12.30
(1 hour 30 min.)

Session-2 National Health, Population and Nutrition policies
- National Health Policy 2011
- Bangladesh Population Policy 2012
- National Nutrition Policy 2015

12.30-1.30
(1 hour)

Session-3 Demographic Structure of Bangladesh 
- Population Pyramid
- Demographic indicators
- Demographic dividend

1.30-2.30
(1 hour)

Lunch and prayer break

2.30-3.30
(1 hour)

Session-4 National Strategies 
- Maternal Health Strategy
- Adolescent Health Strategy 
- National Nutrition Policy (strategies)

3.30-3.45
(15 min.)

Tea Break

3.45-4.15
(30 min.)

Session-4 Continued…
National Strategies 

4.15-4.30
(15 min.)

Evaluation of the day
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Day-2

Time Session Topic

9.00-9.15
(15 min.)

                                 Review of the previous day

9.15-10.45
(1 hour 30 min.)

Session-5 4thHealth, Population and Nutrition Sector Program 
- Sustainable Development Goals (SDG)
- Health, Population and Nutrition Sector Program (HPNSP)
- Operational Plans (OP)
- Universal Health Coverage (UHC)

10.45-11.00 Tea Break

11.00-11.45
(45 min.)

Session-6 Essential Services Package (ESP)
- Composition of ESP
- Minimum standard and extra services by facility levels
- Facility and service delivery sites
- Role of Upazila Managers

11.45-1.15
(1 hour 30 min)

Session-7 Management concepts
- Management Functions
- Management Models 
- Role of a manager

1.15-2.15
(1 hour)

Lunch and prayer break

2.15-3.45
(1 hour 30 min.)

Session-8 Introduction to Leadership
- Overview of leadership
- Leadership Self-Assessment
- Leader VS Manager

3.45-4.00
(15 minutes)

Tea Break

4.00-5.00
(1 hour)

Session-9 Supportive supervision
- Supervision, Supportive supervision
- Guiding principles for supervisors 
- Core competencies of a supervisor

5.00-5.15
(15 min.)

Evaluation of the day
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Day-3

Time Session Topic

9.00-9.15
(15 min.)

Review of the previous day

9.15-10.15
(1 hour)

Session-10 Problem solving
- Problem and problem solving technique
- 7 Steps of problem solving
- Three key skills to use for resolving any problem

10.15-10.30
(15 min.)

Tea Break

10.30-12.00
(1 hour 30 min.)

Session-11 Concept of Community and its role in health system 
- Community development and participation 
- Household production of health

12.00-1.30
(1 hour 30 min.)

Session-12 Community based structures and their roles
- Community Group and Community Support Group
- UHFWC management committee
- Upazila and Union level local govt. Committees 
- Community Health Workers

1.30-2.30
(1 hour)

Lunch and prayer break

2.30-3.30
(1 hour)

Session-13 Role of Manager in engaging community
- Share success stories and best practices 

3.30-3.45
(15 min.)

Evaluation of the day

3.45-4.00
(15 min.)

Tea Break and end of the day
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Day-4
Time Session Topic

9.00-9.15
(15 min.)

Review of the previous day

9.15-10.45
(1 hour 30 min.)

Session-14 Communication, Coordination and Negotiation
- Effective communication 
- Coordination skill and effective coordination with different 

stakeholders
- Negotiation skill

10.45-11.00
(15 min.)

Tea break

11.00-12.00
(1 hour)

 Session-15 Team building and Shared vision
- Characteristics of effective team building
- Stages of team building
- How to build a shared vision

12.00-1.00
(1 hour)

Session-16 Data for decision making (DHIS2 & MIS)
- DHIS2: Overview, data analysis and utilization in decision 

making 

1.00-2.00
(1 hour)

Lunch and prayer break

2.00-3.00
(1 hour) 

Session-16 Data for decision making (DHIS2 & MIS)
- MIS: Overview, data analysis and utilization in decision 

making 

3.00-4.00
(1 hour)

Session-17 Data for decision making (LMIS & HRIS)
- LMIS: Overview, data analysis and utilization in decision 

making 
- HRIS: Overview, data analysis and utilization in decision 

making 
4.00-4.15
(15 min.)

Evaluation of the day

4.15-4.30
(15 min.)

Tea break and end of the day
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Day-1 Schedule
Time Sessions Topics

9.00-10.30
(1 hour 30 minutes)

Session-1 Introduction Session
- Inauguration and Ice breaking
- Training objectives and expectation
- Training norms
- Pretest

10.30-11.00
(30 minutes)

Tea Break

11.00-12.30
(1 hour 30 min.)

Session-2 National Health, Population and Nutrition policies
- National Health Policy 2011
- Bangladesh Population Policy 2012
- National Nutrition Policy 2015

12.30-1.30
(1 hour)

Session-3 Demographic Structure of Bangladesh 
- Population Pyramid
- Demographic indicators
- Demographic dividend

1.30-2.30
(1 hour)

Lunch and prayer break

2.30-3.30
(1 hour)

Session-4 National Strategies 
- Maternal Health Strategy
- Adolescent Health Strategy 
- National Nutrition Policy 2015

3.30-3.45
(15 min.)

Tea Break

3.45-4.15
(30 minutes)

Session-4 Continue…
National Strategies 

4.15-4.30
(15 min.)

Evaluation of the day



8

Session -1: Introduction Session
At the end of the session the participants will be able to: 

B Know each other through ice breaking
B Describe the training objectives
B Clarify the expectation
B Explain the training norms
B Complete a Pre-test

Time: 1 hour 30 minutes

Participant’s note
• Ice-breaker Activity: Participants will participate in a game for Ice breaking

• Expectation: Participants will write minimum one and maximum 3 expectations in each VIPP card 
distributed by Facilitator 

• Pretest: Participants will attend 15 minutes pre-test 

• Day Evaluation: Use of Mood Meter. A flip paper will be hanged on the wall with three moods. 1: Happy, 
2: Fair, 3: Sad. Facilitator would ask any of the participants to say about the whole day and the most 
important learning for the day. At the end of the day each participant provide their feelings about the day 
on the mood meter sheet.

• Review of the previous day: At the beginning of each day, some participants will be selected to be 
“Reflectors.”  The selected Reflectors should take special notice of the day’s activities and the group’s 
reactions.  The following morning, the Reflectors will take a few minutes to report their observations to 
the group.

• The reflections should help us all begin our day with a laugh and a smile. Have fun with it.

• The reflection is not a summary of the previous day’s activities or lectures.  Rather, the purpose is to share 
your observations about the training’s content and methodology, the trainers and the participants, the food, 
etc., and to point out activities that you really liked, or didn’t like. 

• Reflections should last no longer than 15 minutes

• Innovative approaches are encouraged! Reflectors are encouraged to use humor, song, dance, poetry, 
games, energizers, role-plays, puppet show, etc. to present their observations. 
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Training Objective
To enhance the management and leadership capacity of upazila level health and family planning managers to 
strengthen community health systems for effective and efficient ESP delivery.

Learning Objectives:
By the completion of this training program, participants will be able to:  

• Describe and apply the core principles of management and leadership in the context of leading the teams 
to deliver the community-based health interventions  

• Understand the health, population and nutrition policies of Bangladesh

• Explain national strategies (maternal health, adolescent health, Nutrition) in the context of implementing 
community-based health intervention programs

• Explain demographic structure of Bangladesh

• Describe the 4th Health, Population and Nutrition Sector Program (4th HPNSP)

• Explain and apply the concept of community involvement, participation, and mobilization in delivering 
health interventions 

• Understand and describe different community-based structures and their roles

• Demonstrate the knowledge and skills for team building, sharing vision, communication, coordination 
and negotiation 

• Utilize available data from DHIS2, MIS, LMIS, HRIS for decision making and planning to deliver com-
munity-level health intervention programs 

• Understand importance of budget, budget monitoring and the role of DDOs

• Understand Decentralized Planning and Management Cycle and describe the steps of program imple-
mentation plan development 

• Describe the principles of good governance in health systems

Training Norms
B Be Punctual

B Ensure active participation

B Talk one by one

B Raise hand to ask question

B No side-by-side talking

B Ask questions when needed

B Respect each other

B Silence or turn off mobile phone



10

D
AY

-1

Session -2: National Health, Population and Nutrition Policies
Session objectives
At the end of the session the participants will be able to: 

B State objectives, principals and major strategies of National Health Policy 2011

B Describe objectives and strategies of Bangladesh Population Policy 2012

B Explain objectives and strategies of National Nutrition Policy 2015

Time: 1 hour 30 minutes

Participant’s note
• In this session participants will participate in a discussion. 

• Participants will be divided in three groups and would do group work. Select a      group leader for moderating 
group discussion and presentation. Read and discuss the policy (selected for the group) in group for 30 min. 
Present the objectives, principle and key strategies of the policies in summery within 10 minutes. Use flip 
paper for group work presentation or any innovative way.
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Handout
National Health Policy

Bangladesh Population Policy
National Nutrition Policy
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National Health Policy 2011 (NHP)
The National Health Policy 2011 has 19 goals and objectives, 16 policy principles and 39 strategies.

RvZxq ¯^v¯’¨bxwZi g~j jÿ¨

cÖ_g : mgv‡Ri me©¯Í‡ii gvby‡li Kv‡Q msweavb Abyhvqx I AvšÍR©vwZK mb`mg~n  Abymv‡i wPwKrmv‡K AwaKvi wn‡m‡e 
cÖwZôvi j‡ÿ¨ wPwKrmvi †gŠwjK DcKiY †cŠ‡Q †`qv Ges cywói Dbœqb I Rb¯^v‡¯’¨i DbœwZ mvab Kiv| 

wØZxq :	 RbmvaviY,	we‡kl	K‡i	MÖvg	I	kn‡ii	`wi`ª	Ges	cðvrc`	Rb‡Mvôxi	Rb¨	gvbm¤úbœ	I	mnRjf¨	¯^v¯’¨	†mev		
wbwðZ Kiv|

Z…Zxq : cÖv_wgK ¯^v¯’¨ †mev‡K cÖ‡Z¨K bvMwi‡Ki Rb¨ wbwðZ Kivi j‡ÿ¨ cÖwZ Qq nvRvi Rb‡Mvôxi Rb¨ GKwU K‡i  
KwgDwbwU wK¬wbK ¯’vcb wbwðZ Kiv| 

PZz_ : Riæwi wPwKrmv †mev‡K AMÖvwaKvi †`qv|

cÂg : wkï I gvZ…g„Zy¨i nvi n«vm Kiv, we‡kl K‡i ¯^vaxbZvi cÂvk eQi c~wZ©‡Z AvMvgx 2021 mv‡ji g‡a¨ G nvi‡K 
hyw³msMZ nv‡i n«vm Kiv|

lô : AvMvgx 2021 mv‡ji g‡a¨ cÖwZ¯’vcb‡hvM¨ Rb-De©iZv (Replacement level of Fertility) AR©b Kivi j‡ÿ¨ 
cwievi cwiKíbv, cÖRbb I ¯^v¯’¨ †mev‡K Av‡iv †Rvi`vi I MwZkxj Kiv| 

mßg :	 gv	I	wkï	̄ ^v‡¯’¨i	DbœwZi	Rb¨	m‡šÍvlRbK	e¨e¯’v	MÖnY	Kiv	I	h_vm¤¢e	cÖwZwU	MÖv‡g	wbivc‡`	cÖm~wZ	†mev	wbwðZ	
Kiv|

Aóg : AwZ `wi`ª I Aí Av‡qi Rb‡Mvôxi g‡a¨ cwievi cwiKíbv Kg©m~wP‡K MÖnY‡hvM¨  Kiv I cwievi cwiKíbv 
mvgMÖxi	mnRjf¨Zv	wbwðZ	Kiv|

beg : ¯^v¯’¨‡mevq wj½ mgZv wbwðZ Kiv|

`kg : wPwKrmv †mevmn ¯^v¯’¨ Lv‡Zi mvgwMÖK e¨e¯’vcbvq Z_¨ cÖhyw³i m‡ev©”P I m‡ev©Ëg e¨envi wbwðZ Kiv|

GKv`k: miKvwi ̄ ^v¯’¨ †mev‡K›`ª I nvmcvZvjmg~‡n wPwKrmvi cÖ‡qvRbxq DcKiY I †jvKej wbwðZ Kiv Ges e¨e¯’vcbvq 
Dbœqb mvab c~e©K †mevi ¸YMZ gvb e„w× Kiv|

Øv`k : †emiKvwi †gwW‡Kj K‡jR, wPwKrmv wkÿv I cÖwkÿY cÖwZôvb, nvmcvZvj, wK¬wbK, WvqvMbw÷K †m›Uvimg~‡ni 
†mevi gvb wbwðZ Kiv Ges †mev I wkÿvi e¨q Rbmvavi‡Yi bvMv‡ji g‡a¨ ivLv|

Î‡qv`k: mKj wPwKrmv wkÿv, bvwm©s wkÿv I †gwW‡Kj †UK‡bvjwR I ¯^v¯’¨‡mev mnvqK‡`i wkÿv e¨e¯’v‡K AvaywbKvqb 
I †`‡ki cÖ‡qvRb Abyhvqx hy‡Mvc‡hvMx Kiv|

PZz©`k :	Rb¯^v¯’¨	I	wPwKrmv	m¤ú„³	wewfbœ	gš¿Yvjq	I	wefvM	Ges	†emiKvwi	Lv‡Zi	mw¤§wjZ	I	mgwš^Z	cÖ‡Póv	wbwðZ	
Kiv|

cÂ`k : ‡ivM cÖwZ‡iva e¨e¯’v Av‡iv kw³kvjx Kiv Ges G j‡ÿ¨ wUKv`vb (Immunization) Kvh©µg‡K Ae¨vnZ ivLv I 
kw³kvjx Kiv|

lô`k : ¯^v¯’¨ Z_¨ cÖvwß‡Z RbM‡Yi AwaKvi wbwðZ Kiv|

mß`k :	AZ¨vek¨Kxq	Jl‡ai	mnRjf¨Zv	I	g~j¨	wbqš¿Y	wbwðZ	Kiv|

Aó`k : Rjevqy cwieZ©bRwbZ ¯^v¯’¨ wech©q I ‡ivM e¨wai MwZ cÖK„wZ jÿ¨ ivLv Ges Zv †_‡K cwiÎvY cvIqvi Dcvq 
D™¢veb	Kiv|

Dbwesk: weKí wPwKrmv (BDbvwb, Avqy‡e©`xq I †nvwgIc¨vw_) c×wZ I wkÿvi gv‡bvbœq‡bi e¨e¯’v wbwðZ Kiv| RvZxq 
¯^v¯’¨bxwZi	D‡jøwLZ	jÿ¨	I	D‡Ïk¨	AR©‡bi	Rb¨	wb¤œewY©Z	g~jbxwZ	I	Kg©‡KŠkj¸‡jv	wPwýZ	Kiv	n‡q‡Q|
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g~jbxwZ:

1.		 RvwZ,	ag©,	‡MvÎ,	Avq,	wj½,	cÖwZeÜx	I	†fŠMwjK	Ae¯’vb	wbwe©‡k‡l	evsjv‡`‡ki	cÖ‡Z¨K		bvMwi‡Ki	Ges	we‡kl	
K‡i	wkï	I	bvixi	mvsweavwbK	AwaKvi	wbwðZ	K‡i	mvgvwRK	b¨vq	wePvi	I	mgZvi	wfwË‡Z	Zv‡`i	¯^v¯’¨,	cywó	I	
cÖRbb	¯^v¯’¨	†mev	†fvM	Ki‡Z	cÖPvi	gva¨‡gi	mnvqZvq	m‡PZb	I	mÿg	K‡i	†Zvjv	I	my¯^v‡¯’¨I	m‡½	m½wZc~Y©	
Rxeb-hvÎv MÖn‡Yi Rb¨ AvPi‡Yi cwieZ©b Avbvi D‡`¨vM †bqv|

2	 cÖv_wgK	¯^v¯’¨	†mevmg~n	evsjv‡`‡ki	ivóªxq	f~L‡Ûi	†h	†Kvb	†fŠMwjK	Ae¯’v‡bi	cÖ‡Z¨K	bvMwi‡Ki	Kv‡Q	†cŠ‡Q	
†`qv|

3 ¯^v¯’¨ mgm¨v mgvav‡bi †ÿ‡Î myweav ewÂZ, Mwie, cªvwšÍK, eq¯‹ I kvixwiK I gvbwmK cÖwZeÜx RbM‡Yi 
AwaKvi	¸iæZ¡c~Y©	¯^v¯’¨	mgm¨v¸wji	cÖwZ	we‡kl	`„wó	†`qv	Ges	G	j‡ÿ¨	weivRgvb	m¤ú‡`I	cÖvwaKvi,	c~Y©	e›Ub	
I mØ¨envi wbwðZ Kiv|

4 ¯^v¯’¨ e¨e¯’vcbv we‡K›`ªxKi‡Yi j‡ÿ¨ Ges ¯^v¯’¨ Dbœq‡b RbM‡Yi AwaKvi cÖwZôv I `vwqZ¡ cvj‡bi my‡hvM 
m„wó Kivi Rb¨ cwiKíbv cÖYqb, e¨e¯’vcbv, ¯’vbxq Znwej MVb, e¨qb, cwiexÿY Ges ¯^v¯’¨ †mev cÖ`vb c×wZ 
ch©v‡jvPbvmn	mswkøó	mKj	cÖwµqvq	RbMY‡K		m¤ú„³	Kiv|

5 mevi Rb¨ Kvh©Ki ¯^v¯’¨‡mev cÖ`vb wbwðZ Kivi j‡ÿ¨ miKvwi cÖwZôvb I †emiKvwi ms¯’vmg~‡ni mgwš^Z 
cÖqv‡mi my‡hvM m„wó I mn‡hvwMZv cÖ`vb Kiv Ges Askx`vwi‡Z¡I my‡hvM m„wó Kiv| we‡kl K‡i miKvwi ¯^v¯’¨ 
¯’vcbvmg~‡n	D”Pg~‡j¨I	wPwKrmv	hš¿cvwZ	†emiKvwi	Askx`vwi‡Z¡	¯’vc‡bi	welqwU	cixÿv	Kiv|

6 ¯^v¯’¨ †mevi Dbœqb I ¸YMZ gvb e„w×I j‡ÿ¨ Ges ¯^v¯’¨ †mevi myweav cÖwZwU bvMwi‡Ki Kv‡Q †cŠ‡Q †`qvi Rb¨ 
mwVK I MÖnY‡hvM¨ cÖkvmwbK cybwe©b¨vm, †mev `vb c×wZ I  mieivn e¨e¯’v we‡K›`ªxKiY Ges cÖ‡qvR‡bi m‡½ 
m½wZc~Y©	gvbe	m¤ú`	Dbœqb	†KŠkj	†KŠkj	MÖnY	Kiv|

7 ¯^v¯’¨, cywó I cÖRbb ¯^v‡¯’¨I †mev¸wj‡K Av‡iv †Rvi`vi I †m¸‡jvi mØ¨envi wbwðZ Kivi Rb¨ Kvh©Ki, 
djcÖm~ I my`ÿ cÖhyw³ MÖnY I h_vh_ e¨envi, c×wZ Dbœqb I M‡elYv Kg©‡K DrmvwnZ Kiv|

8	 Rb¥-wbqš¿‡Yi	cÖZ¨vwkZ	jÿ¨	AR©‡bi	R‡b¨	cwievi	cwiKíbv	Kvh©µg‡K	¯^v‡¯’¨i	mv‡_	Kvh©Ki	mgš^q	Kiv|	

9 cywó Kvh©µg‡K ¯^v¯’¨‡mevi m‡½ Kvh©Ki mgš^q Kiv|

10	 ¯^v¯’¨	†mevi	mv‡_	m¤úwK©Z	wel‡q	mKj	bvMwi‡Ki	AwaKvi,	my‡hvM,	`vwqZ¡,	KZ©e¨	I	wewa-wb‡l‡ai	e¨vcv‡I	
m‡PZb Kiv|

11 RbM‡Yi AvKv•ÿv I Pvwn`v c~i‡Yi j‡ÿ¨ mvwe©K my¯’Zv I my¯’ cÖRbb ¯^v¯’¨ wbwðZ Kivi Rb¨ cÖv_wgK ¯^v¯’¨ 
cwiPh©v I AZ¨vek¨Kxq ¯^v¯’¨ †mev Kg©m~wP ev¯Íevq‡bi gva¨‡g ¯^v¯’¨ †mevi AšÍwb©wnZ g~jbxwZ ¯^v¯’¨ †ÿ‡Î 
¯^wbf©iZv	cÖwZôv	Kiv|

12	 ¯^v¯’¨	mswkøó	RvZxq	jÿ¨	AR©‡bi	Rb¨	mKj	¯Í‡i	cÖ‡qvRbxq	I	gvbm¤úbœ	wPwKrmK	I	¯^v¯’¨	mnvqK	cÖwkwÿZ	
†ckvRxex Kgx©-evwnbx M‡o †Zvjv|

13	 Z_¨	I	†hvMv‡hvM	cÖhyw³i	D™¢vebx	cÖ‡qvM	Ges	B-‡nj_	I	†Uwj	†gwW‡m‡bi	gva¨‡g	mKj	bvMwi‡Ki	Rb¨	gvb	
m¤úbœ	¯^v¯’¨	wbwðZ	Kiv|

14 AZ¨vek¨Kxq Ilya (Essential Drugs) Gi ZvwjKv nvjbvMv` Kiv I me©Î †m¸‡jvi h_vh_ cÖvc¨Zv wbwðZ 
Kiv| †`kxq Jla wk‡íi Dbœqb I cÖmv‡ii Rb¨ cÖ‡qvRbxq e¨e¯’v MÖnY Kiv|

15 `y‡h©vM KewjZ Ges Rjevqy cwieZ©bRwbZ wech©‡qi wkKvi RbM‡Yi Kv‡Q Riæwi ÎvY wnmv‡e ¯^v¯’¨‡mev, Ilya, 
hš¿cvwZ	cÖf„wZ	mieivn	wbwðZ	Kivi	Rb¨	¯^v¯’¨	m¤úwK©Z	wbivcËv	†eóbx	M‡o	‡Zvjv|	

16 cÖPwjZ ¯^v¯’¨ †mevi cvkvcvwk weKí ¯^v¯’¨ †mev c×wZmg~n (‡hgb- †nvwgIc¨vw_, BDbvwb, Avqy‡e©`xq BZ¨vw`) 
AšÍfy©³	K‡i	¯^v¯’¨	†mevi	cwiwa	m¤úªmviY	Kiv|	
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Kg©‡KŠkjt 

1.	 miKvi	 cÖav‡bi	 †bZ…‡Z¡	 RvZxq	 ¯^v¯’¨	 KvDwÝj	 MVb	 Kiv	 n‡e|	 G	 KvDwÝ‡j	 miKv‡ii	 mswkøó	 gš¿Yvjqmn	
†emiKvwi	Lv‡Zi	 †÷K‡nvìvi	I	G	msµvšÍ	 we‡klÁ‡`i	AšÍ©fz³	Kiv	 n‡e|	KvDwÝj	¯^v¯’¨bxwZ	ev¯Íevq‡b	
w`Kwb‡`©kbv cÖ`vb Ki‡e| cÖ‡qvRbxq †ÿ‡Î ̧ iæZ¡c~Y© Ab¨vb¨ wel‡q KvDwÝ‡ji Kv‡Q w`K wb‡`©kbv PvIqv n‡e| 

2.	 ¯^v¯’¨	I	cwievi	Kj¨vY	gš¿Yvj‡qi	̀ vwqZ¡cÖvß	gš¿xi	†bZ…‡Z¡	GKwU	wbe©vnx	KwgwU	MVb	Kiv	n‡e|	GB	KwgwU	̄ ^v¯’¨	
bxwZ,	RbmsL¨v	bxwZ	I	cywô	bxwZi	Av‡jv‡K	Kg©KvÛ	ch©v‡jvPbv	Ki‡e|	ZvQvov	KwgwU	cÖ‡qvRbxq	AeKvVv‡gv	
ms¯‹vi,	Rbej	wb‡qvM,	¯^v¯’¨	m¤úwK©Z	gvbem¤ú`	DbœqY	cwiKíbv	I	ev¯Íevqb,	Kgx©‡`i	Kg©Rxeb	cwiKíbv,	
Dbœqb,	e¨e¯’vcbv	bxwZmn	¯^v¯’¨‡mevi	mwVK	Dbœq‡bi	civgk©	cÖ`vb	Ki‡Z	cv‡i|	m¤ú‡`i	cÖvc¨Zvi	wfwË‡Z	
KwgwUi mycvwikmg~n ch©qµ‡g ev¯Íevqb Kiv n‡e| 

3.	 wewfbœ	gš¿Yvj‡qi	¯^v¯’¨	m¤úwK©Z	KvR¸‡jv	m¤úv`‡b	¯^v¯’¨	gš¿Yvjq‡K	m¤ú„³	K‡i	Kg©c×wZ	 wbe©vPb	Kivi	
e¨e¯’v Ki‡Z n‡e| 

4. ¯^v¯’¨‡mev cÖ`vb cÖv_wgK ̄ ^v¯’¨ cwiPh©vi ̧ iæZ¡ me©Rb ̄ ^xK…Z| cÖv_wgK ̄ ^v¯’¨ †mevi ̧ YMZ gvb Dbœqb Ki‡Z n‡e 
Ges Zv me©Rbxb Kiv n‡e| cÖv_wgK ¯^v¯’¨‡mev msµvšÍ Kvh©vewj ev¯Íevq‡b KwgwDwbwU wK¬wbKmg~nB n‡e cÖavb 
wfwË|	KwgwDwbwU	wK¬wbKmg~‡ni	Kg©KvÛ	†Rviv‡jv	Kiv	n‡e	Ges	¯’vbxq	RbMY	I	¯’vbxq	miKvi	ms¯’v¸‡jvi	
Askx`vwi‡Z¡ cwiPvwjZ n‡e| cÖwZ Qq nvRv igvby‡li Rb¨ GKwU KwgDwbwU wK¬wbK ¯’vcb Kiv n‡e| we‡kl 
†fŠ‡MvwjK	Ae¯’Ab	we‡ePbvq	A‡cÿvK…Z	Kg	Rb‡Mvôxi	Rb¨I	(‡hgb-	Pi,	nvIo,	cve©Z¨	AÂj)	KwgDwbwU	
wK¬wbU ¯’vcbv Kiv ‡h‡Z cv‡i| `ªæZ bMivq‡bi d‡j knivÂ‡j †gvU RbmsL¨vi mv‡_ mv‡_ `wi`ª gvby‡li msL¨v 
evo‡Q|	we`¨gvb	¯^v¯’¨‡mev	e¨e¯’vi	cÖ‡qvR‡bi	Zzjbvq	AcÖZzj|	Kvh©Ki	†idv‡iÝ	c×wZi	gva¨‡g	kni	I	MÖvg	
Dfq	†ÿ‡ÎB	RwUjZi	†ivMx‡`i	cieZx©	av‡c	wPwKrmvi	e¨e¯’v	Kiv	n‡e|	

5.		 Riæix	¯^v¯’¨	†mev	Rxf	evPuv‡Z	cv‡i	weavq	mve©Rbxb	Riæwi	wPwKrmvi	e¨e¯’v	Kiv	n‡e|	

6.  Ômevi Rb¨ ¯^v¯’¨Õ G †gŠwjK D‡Ïk¨‡K mvg‡b †i‡L †ivM cÖwZ‡iva I ¯^v¯’¨ m‡PZbZv e„w×i Rb¨ we‡kl ¸iæZ¡ 
†`Iqv n‡e| Av‡ivM¨g~jK I cybe©vmb †mev¸‡jvi m‡šÍvlRbK cÖ‡qvM wbwðZ Kiv n‡e| 

7.  †ivMZvwË¡K cwiexÿY (Epidemiological Surveillance)	c×wZ‡K	we¯Í…Z	K‡i	†ivM	wbqš¿Y	Kg©m~wPi	m‡½	mgwš^Z	
Ki‡Z n‡e| 

8.  ¯^v¯’¨‡mevi Pvwn`v c~i‡Yi Rb¨ ¯^v¯’¨bxwZi m‡½ mvgÄm¨ ‡i‡L Hla bxwZ‡K AviI MÖnY‡hvM¨ Ges DbœZ 
Ki‡Z n‡e| eZ©gvb mg‡qi Pvwn`v, wbivcËv, DcKvwiZv, µq ÿgZvi w`‡K jÿ¨ †i‡L me©¯Í‡i Riæwi Jla 
mnRcÖvc¨Zv wbwðZ Kiv n‡e| 

9.		 Rb¥wbqš¿Y	mgvMÖx	I	cwievi	cwiKíbv	c×wZi	wewfbœ	mvgMÖxi	Drcv`b,	mgnRcÖvc¨Zv	I	mieivn	wbwðZ	Kiv	
n‡e| 

10.		 ¯^v¯’¨	I	cwievi	cwiKíbvi	Kg©Kv‡Ûi	g~j	PvwjKvkw³	wn‡m‡e	cywó,	¯^v¯’¨	I	cwievi	cwiKíbvi	wkÿvi	Dci	
we‡kl	¸iæZ¡	w`‡Z	n‡e|	cÖ‡Z¨K	Dc‡Rjvq	GKwU	cywó	Ges	GKwU	¯^v¯’¨	wkÿv	BDwbU	_vK‡e|	G¸‡jvi	Kg©KvÛ	
cÖZ¨šÍ	AÂj	ch©šÍ	we¯Í…Z	Kiv	n‡e|	¯^v¯’¨	†mevi	m‡½	mgwš^Z	fv‡e	Dc‡Rjv	ch©šÍ	¯^v¯’¨	wkÿvi	e¨e¯’v	Kiv	
n‡e| 

11.  wj½ mgZv cÖwZôv K‡í RxebP‡µi mKj ch©v‡q DËg kvixwiK, gvbwmK ̄ ^v‡¯’¨i Dci bvixi AwaKvi wbwðZ Ki 
vn‡e|	gvZ…	g„Zz¨	I	GK	eQ‡ii	Kg	eqmx	wkï	g„Zz¨i	nvi	Kgv‡bvi	Dci	†Rvi	w`‡q	bvixi	Rb¨	cÖv_wgK	̄ ^v¯’¨‡mev	
†Rvi`vi	Kiv	n‡e|	bvix‡`i	we‡klZ	Mf©eZx	gvnjv‡`i	cywó	Pvwn`v	c~iY	Kiv	n‡e|	m‡PZbZv	e„w×i	gva¨‡g	
bvix‡`i	GBPAvBwf/GBWm	Ges	AY¨vb¨	†hŠb‡ivM	n‡Z	iÿvi	c`‡ÿc	MÖnY	Ki‡Z	n‡e|	mKj	¯^v¯’¨	cÖwZôv‡b	
bvix evÜe KvVv‡gv ˆZix Ki‡Z n‡e| 

12.		 gvZ…	g„Zz¨i	nvi	I	cÖRbb	nvi	D‡jøL‡hvM¨	fv‡e	Kgv‡bvi	Rb¨	cÖRbb	¯^v¯’¨	GKwU	¸iæZ¡c~Y©		Dcv`vb|	MÖvg	I	
kni	GjvKvq	cÖvwšÍK	gvby‡li	Kv‡Q	Gme	†mev	AviI	e¨vcKfv‡e	‡cŠ‡Q	†`qv	n‡e|	mvaviY	̄ ^v¯’¨	‡mev	I	cÖRbb	
¯^v¯’¨	†mev	mgwš^Zfv‡e	w`‡j	Zv	Rb-evÜe	I	e¨q	mvkÖqx	n‡e|	¯^v¯’¨	I	cwievi	Kj¨vY	Kg©m~wP	Kvh©Ki	fv‡e	
mgš^q Kiv n‡e| 
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13.		 GKwU	mgwš^Z	Z_¨	e¨f¯’Acbv	c×wZ	(Integrated Management Information System)	Ges	Kw¤úDUvi	wbf©i	
†hvMv‡hvM e¨e¯’v mviv‡`‡k cÖwZôv Kiv n‡e hv Kg©m~wP ev¯Íevqb, Kg© cwiKíbv cÖYqb Ges gwbUwis Gi Rb¨ 
mnvqK wn‡m‡e KvR Ki‡e| 

14.		 ¯^v¯’¨	†mevi	mv‡_	m¤ú„KZ&	mK‡ji	Revew`wnZv	wbwðZ	Kivi	Rb¨	bxwZgvjv	ev	AvBb	cÖYqb	Kiv	n‡e|	

15.		 ¯^v¯’¨	 Lv‡Z	 e¨f¯’Acbvi	 `ÿZv	 e„w×i	Rb¨	 e¨e¯’vcbv	 I	 cÖkvmwbK	 wel‡qj	 Dci	 wPwKrmKmn	¯^v¯’¨	 Lv‡Z	
wb‡qvwRZ Ab¨vb¨‡`i cÖwkÿ‡Yi Rb¨ we`¨gvb cÖwZôvbmg~n‡K Av‡iv AvaywbK I hy‡Mvc‡hvMx Kiv n‡e| 

16.		 †emiKvwi	I	GbwRI	ms¯’v¸‡jv‡K	¯^v¯’¨	†mevq	m¤ú~iK	f~wgKv	cvj‡b	DrmvwnZ	Kiv	n‡e|	†emiKvwi	Lv‡Z	
¯^v¯’¨	†mev	I	wPwKrmv	e¨e¯’v	†ivMx‡`i	mwVK	I	gvb	m¤úbœ	wPwKrmv	†mev	cÖvwß	wbwðZ	Kivi	Rb¨	cÖ‡qvRbxq	
wewa-weavb ˆZix Kiv I cÖ‡qvRb Kivi e¨e¯’v Kiv n‡e| cixÿv-wbixÿvmn Ab¨vb¨ wPwKrmv e¨q mnbxq ch©v‡q 
ivLvi e¨e¯’v ‡bqv n‡e| 

17.  ¯^v¯’¨ M‡elYvi gvb I cwiwa evov‡bv n‡e| G Lv‡Z A_© eivÏ evov‡bv n‡e| Rb¯^v¯’¨, ¯^v¯’¨ e¨e¯’vcbv I bxwZ, 
mvgvwRK	I	AvPiYMZ	Ges	cÖ‡qvwMK	M‡elYvi	Dci	†Rvi	†`qv	n‡e|	evsjv‡`k	†h	mg¯Í	†iv‡Mi	cÖv`yf©ve	†ekx,	
†m¸‡jvi	M‡elYv	AMÖvwaKvi	cv‡e|	wewfbœ	M‡elYv	cÖwZôvb	I	mswkøó	e¨w³e‡M©i	mvg_©¨	I	`ÿZv	evov‡bv	n‡e|	

18.  cÖPwjZ ¯^v¯’¨ †mevi cvkvcvwk Avqy‡e©`xq, BDbvwb I †nvwgIc¨v_x wPwKrmv e¨e¯’v‡K weKí wPwKrmv c×wZ 
wn‡m‡e	m¤ú„³	Kiv	n‡e|	†m	j‡ÿ¨	Avqy‡e©`xq,	BDbvwb	I	†nvwgIc¨vw_	wPwKrmv‡K	weÁvbwfwËK	I	hy‡Mvc‡hvMx	
K‡i	M‡o	†Zvjv	n‡e|	G	j‡ÿ¨	miKvi	h_vh_	mnvqZv	cÖ`vb,	Aby`vb	e„w×,	cÖwkÿ‡Yi	e¨e¯’vi	gvb	wbqš¿‡Yi	
Rb¨ cÖ‡qvRbxq e¨e¯’v MÖnY Ki‡e| 

19.  ¯^v¯Í¨ †mevi c~Y©Zv AR©‡bi Rb¨ miKvwi I †emiKvwi ¯^v¯’¨ A_© e¨e¯’v ch©vß bq| ¯^v¯’¨Lv‡Z eivÏK…Z ev‡R‡Ui 
cwigvY	cÖ‡qvR‡bi	Zzjbvq	AcÖZzj|	M‡o	evsjv‡`‡ki	wRwWwci	gvÎ	GK	kZvsk	miKvi	¯^v¯’¨,	RbmsL¨v	I	cwó	
Lv‡Z eivÏ K‡i| ¯^v¯’¨ Lv‡Z eivÏ †gvU ev‡R‡Ui gvÎ mvZ kZvsk| ¯^v¯’¨, RbmsL¨v I cywó Lv‡Z cÖwZ eQi 
ev‡RU eivÏ evov‡bv n‡e| 

20.		 ¯^v¯’¨	Lv‡Z	A_©vqb		GKwU	mgm¨v|	hw`I	G	Lv‡Z	e¨‡qi	`yB-Z…ZxqskB	RbMY	enb	K‡i,	Zvic‡iI	m¤ú‡`i	
NvUwZ	†_‡KB	hvq|	GwU	mgvav‡bi	j‡ÿ¨	AvbyôvwbK	(Formal)	cÖwZôvbmg~‡ni	PvKzwiRxex‡`i	Rb¨	̄ ^v¯’¨	exgvi	
e¨e¯’v	Kiv	cÖ‡qvRb|	cÖ‡qvR‡b	ch©vqµ‡g	Ab¨vb¨	†Mvôxi	Rb¨	¯^v¯’¨	exgvi	e¨e¯’v	†bIqv	n‡e|	Avw_©Kfv‡e	
`y¯’	†jvK‡`i	Rb¨	†`‡k	mve©Rbxb	¯^v¯’¨	myiÿvi	c×wZi	Afve	i‡q‡Q|	AwZ	`wi`ª	I	ewÂZ	Rb‡Mvôxi	Rb¨	
webvg~‡j¨ wPwKrmv wbwðZ Kiv cÖ‡qvRb| miKvi KZ…©K ¯^xK…Z Dcv‡q Gme Rb‡Mvôx‡K ch©vqµ‡g KvW© †`qvi 
e¨e¯’v Kiv n‡e| 

21.		 me©¯Í‡i	¯^v¯’¨‡mev	cÖ`v‡bi	†ÿ‡Î	RbMY,	¯’vbxq	miKvi	Ges	†emiKvwi	LvZ‡K	m¤ú„³	Kiv	n‡e|	

22.			 ¯^v¯’¨	†mev	cwiKíbv	cÖYqb	I	ev¯Íevq‡b	evsjv‡`k	†gwW‡Kj	G‡mvwm‡qkb	(BMA),	evsjv‡`k	cÖvB‡fU	†gwW‡Kj	
cÖ¨vKwUkbvm© G‡mvwm‡qkb (BPMPA), Avqy‡e©w`K †gwW‡Kj G‡mvwm‡qkb, BDbvwb †gwW‡Kj G‡mvwm‡qkb I 
†nvwgI	c¨vw_	†gwW‡Kj	G‡mvwm‡qkb,	bvwm©s	G‡mvwm‡qkb	BZ¨vw`	†ckvRxex	msMVbmg~n‡K	m¤ú„³	Kiv	n‡e|	

23.  mK‡j ̄ Í‡ii nvmcvZvj e‡R©¨i wbivc`, cwi‡ek evÜe I e¨q mvkÖqx e¨e¯’vcbv wbwðZ Kiv n‡e| †`ke¨vcx Zvi 
we¯Ívi Kiv n‡e| 

24.		 ¯^v¯’¨	 welqK	 gvbe	 m¤ú`	 †_‡K	 Ávb	 I	 `ÿZvi	 m‡e©v”P	 myj	 AR©‡bi	 j‡ÿ¨	 me©¯Í‡ii	 Rb¨	 &KwU	 mwVK	 I	
Pvwn`vwfwËK	¯^v¯’¨	welqK	gvbe	m¤ú`	Dbœqb	c×wZ	M‡o	†Zvjv	n‡e|	wPwKrmK,	bvm©,	dvg©vwm÷	,	wdwRI‡_
ivwc,	c¨viv‡gwWK,	†UK‡bvjwR÷mn	wewfbœ	¯^v¯’¨	Kgx©i	¯^íZv	I	Amg	e›Ub	e¨e¯’v,	`ÿZv	mswgkÖ‡Yi	†ÿ‡Î	
we`¨gvb	fvimvg¨nxbZv,	b¨vqwePvi	I	cÖ‡Yv`bvi	Afve	`~i	Kivi	e¨e¯’v	gvbe	m¤ú`	Dbœqb	†KŠk‡j	_vK‡e|	
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Pvwn`v hvPvB K‡i AwZwi³ Rbkw³ (Wv³vi, bvm©, dvg©vwm÷ , wdwRI‡_ivwc, c¨viv‡gwWK, †UK‡bvjwR÷mn 
cÖf…wZ)	̂ Zixi	c`‡ÿc	†bqv	n‡f|	̄ ^v¯’¨	Rbwk³i	mKj	̄ Í‡i	wb‡qvM,	c‡`vbœwZ,	c`vqb	I	e`wji	̄ ^”Q	bxwZgvjv	
ev¯Íevqb Kiv n‡e|  

25. wPwKrmv wkÿA, bvwm© wkÿv, c¨viv‡gwWK I †UK‡bv‡jvwR÷‡`i wkÿv, wdwRI †_ivwc÷ Ges Ab¨vb¨ ¯^v¯’¨ 
Kgx©‡`i	 wkÿA	Ges	cÖwkÿY	e¨e¯’v‡K	AvaywbKxKiY	Kiv	n‡e	Ges	MYgyLx	I	 †`‡ki	cÖ‡qvRb	 wfwËK	Kiv	
n‡e| wPwKrmv Rbkw³i wkÿv`v‡b †mevi gvb, †ivMxi cÖwZ ms‡e`bkxj AvPiY, ggZ¡‡eva I ‰bwZKZv wel‡q 
m‡PZbZv m„wói Dci ¸iæZ¡ †`qv n‡e| 

(K)		bvwm©s,	wW‡cøvgv	ch©v‡q	†`‡ki	Pvwn`v	c~iY	Kivi	Rb¨	h_vh_	gvbm¤úbœ	wkÿv	cÖwZôvb	evov‡bv	n‡e|	nv‡Z	
Kj‡g cÖwkÿY I AvaywbK cÖhyw³i wkÿvq †Rvi †`qv n‡e| †`‡k MÖvRy‡qU bvm©‡`i ¯^íZv i‡q‡Q Ges 
wkÿv cÖwZôvb e„w×i gva¨‡g Zv‡`i msL¨v evov‡bv n‡e| we‡klvwqZ bvwm© wkÿv  (Specialized Nursing) 
†hgb- KvwW©qv‡K mvR©vwi, wbD‡iv mvRv©wi, K‡ivbvwi †Kqvi Ges Ab¨vb¨ we‡klvwqZ wWwmwcø‡b bvwm© wkÿv 
ïiæ	Kiv	n‡e|	bvwm©s	wkÿK‡`i	¯^íZvI	cÖKU|	†cv÷	MÖvRy‡qU	bvwm©s	wkÿv	e½eÜz	†kL	gywRe	†gwWK¨vj	
wek¦we`¨vjqmn Ab¨vb¨ cÖwZôv‡b ïiæ n‡e| 

(L)		c¨viv‡gwWK,	†UK‡bv‡jvwR÷	msL¨v	cÖ‡qvR‡bi	Zzjbvq	A‡bK	Kg|	G	ch©v‡qi	wkÿv	cÖwZôv‡bi	msL¨v	
evov‡bv n‡e| AvaywbK cÖhyw³i Ávbmn `ÿZv AR©‡bi Dci †Rvi †`Iqv n‡e| 

(M)  avÎx: miKvix ¯^v¯’¨ †mevq gvV ch©vq ch©šÍ avÎxwe`¨vq `ÿ Rbkw³ †`qv n‡e| GRb¨ cÖ‡qvRbxq gvbe 
m¤ú`	cÖwkÿ‡Yi	e¨e¯’v	Kiv	n‡e|	

(N)  MÖvRy‡qU ch©v‡q wPwKrmv wkÿvi gvb DbœqY Kivi j‡ÿ¨ AviI †gwWK¨vj wek¦we`¨vjq cÖwZôv Kiv cÖ‡qvRb| 
†`‡ki	cÖ‡qvRb	wfwËK	wkÿv`vb	I	nv‡Z-Kj‡g	cÖwkÿ‡Yi	Dci	†Rvi	†`qv	n‡e|	†`‡ki	cÖPwjZ	†cv÷	
MÖvRy‡qU	wkÿv	I	wewfbœ	†Kvm©	mg~n‡K	mggv‡bi	Kiv	n‡e	Ges	mgš^q	Kiv	n‡e|	GLv‡bI	AvaywbK	cÖhyw³	
I nv‡Z Kjg cÖwkÿ‡Yi Dci †Rvi †`qv n‡e| wPwKrmK‡`i †ckvMZ gvb eRvq ivLvi Rb¨ †`‡k I 
we‡`‡k Continuting Medical Education I cÖwkÿY I Ges g~j¨vq‡bi e¨e¯’v Kiv n‡e| 

(O)		 MÖvgxY	RbM‡Yi	̄ ^v¯’¨	†mev	wbwðZ	Kivi	Rb¨	B›Uvwb©kxc	we`¨gvb	GK	erm‡ii	cwie‡Z©	fwel¨‡Z	cÖ‡qvRbxq	
A‡_©i cÖvwß wbwðZ nIqv mv‡c‡ÿ ch©vqµ‡g `yB erm‡i DbœxZ K‡i Zvi g‡a¨ AšÍtZ GK ermi MÖvg 
ch©v‡qi	¯^v¯’¨	†K›`ªmg~‡n	Zv‡`i	Kvh©m¤úv`b	wbwðZ	Kiv	n‡e|	

26.		 †gwWK¨vj	cÖvKwUkbvi‡`i	†iwR‡óªkb,	†ckvMZ	gvb	Ges	Gw_K¨vj	cÖvKwUm	msµvšÍ	mwVKfv‡e	Z`viK	Kivi	
Rb¨	evsjv‡`k	†gwW‡Kj	I	†W›Uvi	KvDwÝj	Av‡iv	kw³kvjx	Kiv	n‡e|	Abyiƒcfv‡e	evsjv‡`k	bvwm©s	KvDwÝj‡KI	
cybwe©b¨¯Í I kw³kvjx Kiv n‡e| dvg©vwm÷, ‡gwW‡Kj †UK‡bvjwR÷ Ges Ab¨vb¨ c¨viv‡gwW‡Kj †mev, wkÿv I 
cÖwkÿ‡Yi ¸YMZ gvb wbwðZ Kivi Rb¨ h_vµ‡g dv‡g©wm KvDwÝj Ges †÷U †gwW‡Kj d¨vKvwë‡K cybwe©b¨vm 
Kiv n‡e| 

27.	 myôz	¯^v¯’¨	†mev	wbwðZ	Kivi	Rb¨	†gwWK¨vj	K‡jR	Ges	mswkøó	nvmcvZvjv	ev	cÖwZôvb¸‡jvi	e¨e¯’vcbvi	DbœwZ	
mvab	Kiv	n‡e	Ges	†m¸‡jv	hveZxq	Kg©KvÛ	cwiPvjbvi	Rb¨	AwaKZi	Avw_©K	I	cÖkvmwbK	ÿgZv	cÖ`vb	Kiv	
n‡e| 

28.		 miKvwi	wPwKrmK‡`i	g‡a¨	†h	mg¯Í	wPwKrmK	ev	wkÿv_x©	mve©ÿwYK	I	AvevwmK	c‡`	Ges	Riæwi	wefv‡M	Kg©iZ	
Av‡Qb	Ges	hviv	Gi	wkÿK	Z‡`i	cÖvB‡fU	cÖvKwUm	†_‡K	weiZ	†i‡L	bb-cÖvKwUwms	fvZv	cÖ`v‡bi	e¨e¯’v	Kiv	
cÖ‡qvRb| 

29.		 cÖ‡Z¨K	miKvwi	I	‡emiKvwi	¯^v¯’¨	†mev	`vbKvix	cÖwZôv‡b	†ivMx	cwiPh©vi	†ÿ‡ª	gvb	m¤§Z	†mev	wbwðZ	Ki‡Z	
n‡e| G j‡ÿ¨ cÖ‡Z¨K ¯^v¯’¨ ‡K‡›`ª †mevi ¸YMZ gvb wbwðZKiY, gwbUwis I g~j¨vqb c×wZi Dci GKwU 
mnvwqKv ˆZix Kiv n‡e| 

30.  me©¯Í‡ii Kg©KZ©v I ¯^v¯’¨-Kgx©‡`i Zv‡`i Kg©¯’‡j Dcw¯’wZ I m‡e©vËg †mev cÖ`vb wbwðZ Kiv n‡e| 

31.		 gvbwmK	I	kvixwiK	cÖwZeÜx,	eq¯‹	Rb‡Mvôx,	cðvrc`	Rb‡Mvôx	mg~‡ni	̄ ^v¯’¨	†mevi	cÖwZ	we‡kl	̀ „l&	†`qv	n‡e|	
GRb¨ we‡kl ¯^v¯’¨ †mev Kg©m~Px ˆZix Kiv n‡e| 
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32.		 msµvgK	†ivMmk~T	†hgb-	k¦vmZ‡š¿	cÖ`vn,	Wvqwiqv,	†W½y	cÖf…wZ	†ivM	cÖwZ‡iva	I	wbqš¿‡Yi	Kg©m~Px	†Rvi`vi	Kiv	
n‡e|	hÿ¥v,	Kzô,	g¨v‡jwiqv,	KvjvR¡i,	dvB‡jwiqv	wbqš¿‡Yi	Kg©m~wP	†Rvi`vi	Kiv	n‡e|	msµvgK	†ivMmg~‡ni	
wbivgqg~jK †mev †Rvi`vi Kiv n‡e| 

33.		 AmsµvgK	†iv‡Mi	cÖv`yf©ve	evo‡Q|	mgwš^Z	Dcv‡q	mKj	ch©v‡q	cÖwZ‡iva,	wPwKrmv	I	cybe©vm‡bi	e¨e¯’v	Kiv	
n‡e|	cÖavb	AmsµvgK	†ivM¸‡jv	†hgb-	Wvqv‡ewUm,	D”P	i³Pvc,	ü`‡ivM,	Av‡m©wb‡Kvwmm	m¤^‡Ü	m‡PZbZv	
m„wó Kiv n‡e Ges Rxebaviv cwieZ©‡bi D‡`¨vM †bqv n‡e| 

34.		 Rjevqy	cwieZ©‡bi	ÿwZKi	cÖfve	 †_‡K	iÿvi	Rb¨	mgwš^Z	D‡`¨vM	MÖnY	Kiv	n‡e|	¯^v‡¯’¨i	Dci	Rjevqy	
cwie‡Z©i	¯^í,	ga¨	I	`xN©	†gqvw`	cÖfve	wPwýZ	Kivi	j‡ÿ¨	gvV	Rwic	I	mgxÿv	cwiPvjbv	Kiv	n‡e|	Rjevqy	
cwieZ©‡bi d‡j m„ó †ivM¸‡jvi †evSv Kgv‡Z GKwU RvZxq Kg©m~wP MÖnY Kiv n‡e| 

35.  wUKv`v‡bi gva¨‡g †ivM cÖwZ‡iva e¨e¯’v Av‡iv kw³kvjx K‡i hZ msL¨K †ivM cÖwZ‡iva Kiv hvq, Zv ch©vµ‡g 
wbwðZ Ki‡Z n‡e| 

36.		 fwel¨r	cÖR‡b¥i	my¯^v‡¯’¨i	j‡ÿ¨	c~b©v½	¯‹zj	†nj_	Kvh©µg	Pvjy	Kiv	Ges	cÖRbb	¯^v¯’¨	wkÿvmn	Rxeb-hvc‡bi	
wkÿv	m¤^‡Ü	mg¨K	aviYv	†`qvi	e¨e¯’v	Kiv	n‡e|	

37.  wkí I K…wl Lv‡Z kÖwgK‡`i ¯^v‡¯’¨i Dbœqb wbwðZ Kiv n‡e| 

38.		 wPwKrmv	†mevi	†ÿ‡Î	wbDwK¬qvi	†gwW‡m‡bi	cÖ‡qvM	m¤úªmvwiZ	Kiv	n‡e|	GRb¨	`ÿ	Rbej	ˆZix	I	M‡elbvi	
wel‡q ¸iæZ¡ Av‡ivc Kiv n‡e| 

39.		 we‡`k	 n‡Z	 cÖZ¨vMZ‡`i	 gva¨‡g,	 we‡kl	 K‡i	 gvivZ¥K	 msµvgK	 †iv‡Mi	 cÖv`yf©ve	 i‡q‡Q	 Ggb	 †`k	 †_‡K	
cÖZ¨vMZ‡`i gva¨‡g †`‡k msµvgK e¨vwai we¯Ívi hv‡Z NU‡Z bv cv‡i †m j‡ÿ¨ ¯’j, Rj I wegvb e›`img~‡n 
cÖZ¨vMZ‡`i ¯^v¯’¨ cixÿvi e¨e¯’v ivLv n‡e| 
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Bangladesh Population Policy (2012)
1. Introduction
Socioeconomic development for every citizen is one of the major commitments laid down in the Constitution 
of the People’s Republic of Bangladesh. According to clauses 15, 16, 17 and 18 of the Bangladesh Constitution 
formulated in 1972, it is the responsibility of the State to ensure health, education, food and security for all 
citizens. The Government has been undertaking various policies with a view to ensuring these constitutional 
rights for the people of the country. The population growth was identified as the foremost national problem in 
the first Five Year Plan (1973-1978) of Bangladesh. In this regard the speech delivered by the Father of the 
Nation Bangabandhu Sheikh Mujibur Rahman in a public meeting held at the historical SuhrawardyUdyan on 
the 26th March, 1975 deserves close attention. He said, “My dear brothers, we should not ignore the fact that our 
population increases by three million every year. On the other hand, the area of our country is only 55,000 square 
miles. If our population continues to increase at this rate, there would be no cultivable land left in Bangladesh 
in 25-30 years, and the people of Bangladesh would be reduced to cannibalizing each other. That is why it is 
imperative that we control our population growth through family planning.” An outline of the population policy 
was subsequently formulated in 1976.1 Against this backdrop, a population policy was developed and approved 
formally in 2004.

In the population policy outline, population control and family planning activities were considered integral 
elements of social reform and national development with a view to reducing family size for ensuring 
sound maternal and child health, family welfare and higher standard of living. The outline provided for the 
decentralization of financial power and strengthening of the monitoring system along with strengthening of 
the organizational structure of population control and family planning activities. Notable among the activities 
undertaken were creating opportunities for gaining access to different methods of family planning according 
to one’s choice, strengthening maternal and child health care, undertaking educational activities on family 
planning, involving community people in population control and family planning programs, and augmenting 
research and training activities. It also stressed the importance of increasing the legal ages for marriage as well 
as strengthening the basic information registration system. As a result, the percentage of use of family planning 
methods increased from 8% in the mid-1970s to 61.2% in 2011. At the same time the Total Fertility Rate (TFR) 
came down to 2.3 in 2011 from 6.3 in 1975.2 It had also been possible to lower the population growth rate from 
3% in the mid-1970s to 1.34% in 2011. However, this success is not adequate for improving the living standards 
of the people. Apart from excessive population density (with 964 people per square kilometer,3 Bangladesh is 
one of the most densely populated countries in the world). The depletion of forests and arable land, air and water 
pollution, shortage of pure drinking water, insufficient housing facilities, unemployment, malnutrition, and 
slow rate of progress in health and nutrition sectors are the most notable among the problems that are hindering 
Bangladesh’s development efforts.

The main objective of Bangladesh Population Policy 2004 was to achieve Net Reproductive Rate (NRR) = 1 
by 2010 in order to have a stable population by 2060. But as it has not been possible to achieve NRR = 1 by 
2010 as targeted originally, it is now imperative to update the current population policy to accelerate the related 
activities.

Moreover, it is essential to implement family planning activities that are in keeping with the Millennium 
Development Goals (MDGs), International Conference on Population and Development (ICPD) held in 1994, 
Convention on the Elimination of All Forms of Discrimination Against Women (CEDAW) and other related 
policies along with the Sixth Five Year Plan. All these were taken into account while steps were taken to 
formulate the Bangladesh Population Policy 2012.

2. Rationale behind Updating the Bangladesh Population Policy
According to the preliminary results of the latest census published in 2011, the current population of Bangladesh 
is 14 crores and 23 lakhs (142.3 million). It is increasing by approximately 18-20 lakhs (1.8-2 million) every 
year. By the year 2015, the population density will increase to 1,050 people per square kilometer from the current 
964 people per square kilometer. This will put enormous pressure on all utilities and infrastructures including 
food, clothing, education, health care, accommodation, water, the sewerage system, electric supply, etc. Besides, 

1 Bangladesh Population Policy – An outline, June 1976, Dhaka, Department of Population Control and Family Planning, Government of the 
People’s Republic of Bangladesh
2 Bangladesh Demography and Health Survey (BDHS), Preliminary Report - 2011
3 Population & Housing Census, Preliminary Results - July 2011.
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population growth varies greatly across different regions of the country, and certain areas and communities 
in the country are still being deprived of essential social services. Therefore, it is indispensable to update the 
population policies and strategies in order to keep the population of the country within tolerable limits.

The Population Policy 2004 aimed to achieve Replacement Level Fertility and Net Reproduction Rate (NRR) 
= 1 by the year 2010. But considering the present Replacement Level Fertility rate and the number of users of 
family planning methods, it was observed that NRR = 1 was not achieved within the said period of time. Besides, 
success as expected could not be achieved with regard to planning and implementation of various strategies 
and activities including client-oriented services, youth-friendly services, empowerment and equality of women, 
services for the poor and the elderly, human resources development, and environment-friendly planning, etc. 
The program failed to achieve expected results due to the prevalence of early marriages and pregnancies, and 
a persistent lack of interest in using long-term and permanent family planning methods. Moreover, it was not 
possible to achieve the desired results because of the fact that an adequate number of special localized programs 
were not undertaken in inaccessible areas including backward regions.

It is important to achieve NRR = 1 within a definite time span, and if it can be achieved by 2015 then the 
population of Bangladesh would be 22 crores ( 220 million)  in 2050 and it would stand still at 23-25 crores in 
the year 2070. If achieving NRR = 1 is delayed, it would take more time to achieve a stable population due to the 
momentum originated from a young population age structure. If the present rate of population growth continues, 
it would be difficult to meet the basic needs including food, clothing, education, accommodation, health care, 
climate, and environment and communication structures for the huge population within the geo-physical limits 
of Bangladesh. It will be almost impossible to achieve the expected higher standard of living of the people by 
dealing with the pressure on proper distribution and utilization of national resources. Against this backdrop, it is 
necessary to develop a pragmatic and widely acceptable policy through involving government, non-government 
and private sector institutions and undertake programs and strategies in the light of the policy.

3. Vision
Develop a healthier, happier and wealthier Bangladesh through planned development and control of the nation’s 
population.

4. Objectives
4.1 Lower the Total Fertility Rate (TFR) to 2.1 by increasing the rate of prevalence of contraceptive users to 72%, 

and achieve NRR = 1 by the year 2015;

4.2 Ensure the availability of family planning methods to eligible couples by providing easy access to reproductive 
health services including family planning methods; build awareness among the poor and the adolescents of 
family planning, reproductive health, reproductive tract infections and HIV/AIDS; and prioritize counseling 
services;

4.3 Reduce maternal and infant mortality, and take steps to improve health care for mothers and children by ensur-
ing safe motherhood;

4.4 Ensure gender equity and women’s empowerment, and strengthen activities to eliminate gender discrimination 
in family planning and maternal and child health care programs;

4.5 Undertake short-, medium- and long-term plans for developing the population into human resources with the 
participation of the concerned Ministries;

4.6 Ensure easy access to information on reproductive health including family planning at all levels.

5. Major Strategies for Implementation of the Population Policy

5.1 Client-Centred Service
Improve service centre practices and door-to-door services to ensure client-centred services, such as:

a) Ensure services through existing Health and Family Welfare Centers in districts, upazilas, and unions, including 
Satellite and Community Clinics in the community

b) Ensure client-centred services through the participation of non-government and private sectors; 

5.2 Urban Health Care 
Undertake action plans through effective coordination between the Ministry of Local Government and the Ministry 
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of Health and Family Welfare with the aim of ensuring urban health care services, especially family planning 
and maternal and child health care services for the slum-dwellers and the floating and destitute people in the City 
Corporation and the Municipal areas. 

5.3 Area-Based Plans and Strategies 
Upon assessing the present health and family planning activities in Bangladesh, it is observed that acceptance of 
service varies across different geographical, economic, social and educational backgrounds. In this context, undertake 
special plans of action and strategies aimed at particular regions and relatively backward areas along with greater 
national plans and strategies.

5.4 Behavior Change Communication (BCC) Program 
Undertake various informative, educational and motivational activities under the Population, Nutrition and Health 
program for behavioral change. Such as:

(a) Make all-out efforts to popularize and establish the slogan ‘No more than two children, but one is better.’

5.5 Adolescent Welfare Program 
More than one-fifth of the population of Bangladesh is adolescent, and one third of the female adolescents are either 
mothers or pregnant. Although there is no provision of marriage before 18 years of age, two-thirds of the adolescents 
are married off before they are 18. Integrated initiatives efforts must be made through government and non-government 
organizations and religious and social institutions in order to change this practice. 

a) Ensure providing information and advice in favour of late marriage and having children with adequate birth 
intervals; 

b) Create employment opportunities for the unmarried women in the rural areas; assist in developing their skills 
through loan facilities and technical training.

5.6 Participation of Non-Government and Private Sectors 
Active participation of government, non-government and private sectors in different phases of population program is 
imperative. Adopt the following strategies with this end in view: 

a) Encourage the affiliated non-government organizations to expand their programs on health, nutrition and population 
in areas where these services are absent.

5.7 Empowerment of Women and Equal Partnership of Men and Women 
The women of Bangladesh are still far behind with regard to equal ownership for men and women and gender equality. 
In some families, the female children have less access to nutrition, health service and education in comparison to the 
male children. A number of deep-rooted social and cultural barriers in the society have led to discriminatory behavior 
between men and women. The women in most cases are engaged in services with lower rates of remuneration and are 
earning less compared to men. 

a) Formulate gender sensitive strategies for both men and women in all government and non-government activities; 

b) Women’s skills development through imparting appropriate education and vocational training, and ensure their 
participation in economic activities.

5.8 Human Resources Development 
Adopt the following strategies considering that skilled manpower is indispensable for the proper implementation 
of activities under the population policy framework with a view to providing quality services on family planning, 
maternal and child health, and reproductive health care in the service centres at all levels, such:

a) In order to ensure quality services in government facilities as per existing population, assess manpower requirement 
at all levels, appoint them, and impart basic training.

5.9 Legal Measures 
With the assistance from other concerned ministries, the following strategies to be adopted by the Ministry of Health 
and Family Welfare in order to achieve the objectives of Population Policy:
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a) As per birth registration information, ensure the citizens’ rights for all children, get them enrolled in schools at an 
appropriate age and prevent early marriage of girl children. Use birth certificate during admission into school and 
marriage registration in order to ensure birth registration; 

b) Make marriage registration mandatory according to the prevailing law and ensure compliance by all citizens; 
confirm age as per birth certificate before marriage registration. 

5.10 Social Measures 

Welfare Services for the Elderly, Poor and Disabled People: 
A considerable portion of the population of Bangladesh is elderly, poor and disabled. Undertake special priority 
programs for them with regard to health, education and social security/safety net. 

5.11 Population and Environment 
Rapid growth of urban population leading to scarcity of housing, inadequate supply of water and sewerage facilities, 
and air pollution is constantly affecting the environment. Take the following measures to resolve these problems: 

a) Strengthen social aforestation program in the rural areas and undertake appropriate measures to create pollution-
free environment in urban and rural areas; 

b) Ensure availability of pure, arsenic-free water for all citizens, and identify alternative sources for arsenic-free water.

5.12 Discourage Urban Migration and Introduce Planned Urbanization
Minimize disparities between citizens’ facilities/services in rural and urban areas in order to discourage migration 
from villages to towns, and create new employment opportunities in rural areas. Ensure effective coordination among 
all respective departments to promote planned urbanization. 

5.13 Integrated Information Collection and its Use 
Census, demographic survey and the findings of different research are the primary sources of population information. 

a) Conduct regular survey and research on population, health and nutrition; 

5.14 Decentralization of Administrative and Financial Power 
To ensure delivery of quality family planning and maternal and child health care services it is essential to decentralize 
administrative and financial decision-making authority and ensure community participation in all activities.

a) Decentralize administrative and financial decision-making power, and ensure community participation in population, 
nutrition and health programs; decentralize services by delegating more power to those at district to union levels; 

5.15 Production and Supply of Family Planning Commodities 
Every year the Government imports family planning commodities at the expense of a huge amount of foreign 
currency. Provide encouragement and incentives to local entrepreneurs for taking initiatives to produce family 
planning commodities in the country; take necessary steps to ensure contraceptive security at all levels. Especially, 
ensure supply of necessary materials for providing family planning and reproductive health services to organizations 
engaged in such services in labour intensive areas. 

5.16 Coordination with Different Policies and Plans 
Formulate strategies for implementation of this policy in coordination with the related policies, plans and programs 
of the government. 

6. Role of Different Ministries, Non-Government Organizations and Private Sector in 
Population Program 
Expected achievements in various economic sectors are being hindered due to rapid growth of population. As such, 
it is essential to include the ministries and institutions as partners in population planning and development programs 
whose target groups are heavily affected by growth of population. In this regard, the concerned ministries and 
institutions can play fruitful roles within the scope of their own activities: 
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6.1 Role of Different Ministries in Population Program 

A. Ministry of Health and Family Welfare 
This ministry will act as the leading ministry with regard to population and family welfare programs.

B. Ministry of Public Administration 
This ministry can take necessary initiatives to implement family planning and maternal and child health activities at 
the field level through division, district and upazila administrations. 

C. Ministry of Finance
With increased focus on planned population and its development, this ministry will be responsible for allocating 
necessary funds for the Health and Family Welfare Ministry as well as the Directorate General of Family Planning for 
implementing family planning, maternal and child health, and reproductive health programs. 

D. Ministry of Education 
Upholding the high standards in accordance with the National Education Policy, this ministry will ensure development 
and implementation of curricula for secondary and higher secondary levels that include family planning, maternal and 
child health, and reproductive health issues.

E. Ministry of Primary and Mass Education 
Upholding the high standards in accordance with the National Education Policy, this ministry will ensure development 
and implementation of curricula for primary level that include topics on planned families, maternal and child health, 
and reproductive health.

F. Ministry of Agriculture 
This ministry will include topics related to population and health education in the curricula of the vocational training 
institutes under it. Moreover, this ministry can play an important role in discouraging urban migration through 
stakeholder counseling. 

G. Ministry of Information 
This ministry will allocate time and resources for broadcasting information on health education, family planning, 
maternal and child health, reproductive health. 

H. Ministry of Local Government, Rural Development and Cooperatives 
This Ministry can undertake activities to involve members of the Union Councils, Upazila Councils and District 
Councils, and local opinion leaders in population and development programs. 

I. Ministry of Planning / Planning Commission 
This ministry will assist the government in its policy making and planning with serious deliberations on demography, 
population projection and development, and connect these issues to all development plans.  

J. Ministry of Social Welfare 
This ministry will play a role in encouraging the communities to receive family planning services from these centers. 
Moreover, the ministry can instruct the institutions who receive grants from it and the registered NGOs to conduct 
population programs. 

K. Ministry of Women and Children Affairs 
The Ministry of Women and Children Affairs will take necessary steps to implement women’s programs related to 
family planning, maternal and child health, and reproductive health while giving special importance to women’s skill 
development training, arrangement of loans for trained women, institutional training, and the rights and responsibilities 
of women. 
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L. Ministry of Youth and Sports 
The Ministry of Youth and Sports can organize various sports programs at school and college levels for wider 
dissemination of messages related to family planning, and maternal and child health. 

M. Ministry of Cultural Affairs 
This ministry can undertake different cultural activities for wider dissemination of messages related to family 
planning, and maternal and child health. 

N. Ministry of Environment and Forests 
In compliance with the National Environment Policy, the Ministry of Environment and Forests will encourage people 
to plant trees, discourage them from encroaching on forest land for habitation, implement the ban on using vehicles 
that pollute the environment, give importance to population issues in the programs of the ministry to promote better 
natural environment, and take initiative to implement its programs according to the National Climate Change Strategy 
and Action Plan. 

O. Ministry of Food and Disaster Management 
This ministry can take special initiatives to incorporate population issues in all field level activities implemented by it. 
Besides, this ministry can take initiatives to motivate the beneficiaries of the Vulnerable Group Development (VGD), 
Vulnerable Group Feeding (VGF) and other social security programs to accept family planning methods in order to 
have planned families. 

P. Ministry of Home Affairs 
This ministry can provide family planning, maternal and child health, and reproductive health care services through 
hospitals and other service centers under it. 

Q. Ministry of Labour and Employment 
This ministry will introduce family planning and reproductive health care services in labour welfare centers, tea 
garden clinics and other service centers under it.

R. Ministry of Expatriates ‘Welfare and Overseas Employment 
In order to collect specific information regarding sexually transmitted diseases and HIV/AIDS, Ministry of Expatriates’ 
Welfare and Overseas Employment can strengthen surveillance on the workers back from abroad. Besides, it can take 
necessary steps to create awareness among the workers going abroad regarding the deadly impacts of these diseases.

S. Ministry of Religious Affairs 
This ministry can strengthen its training programs for religious leaders and Imams on family planning, maternal and child 
health care services, and prevention of sexually transmitted diseases and HIV/AIDS in the light of the religious teachings. 

T. Ministry of Land 
This ministry will introduce activities related to family planning and reproductive health care information and 
services in different development programs conducted by it including Ideal Village, Rootless and Slum Rehabilitation 
programs. 

U. Ministry of Industries 
This ministry will take necessary steps to provide family planning and reproductive health information and services 
in order to ensure the reproductive health rights of the female and male workers who are engaged in government and 
non-government industries.

V. Ministry of Housing and Public Works 
This ministry will take initiatives for planned housing and urbanization in rural and urban areas through the departments 
under it in order to provide accommodation and other necessary civic facilities for the increasing population. 
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W. Ministry of Science and Technology 
This ministry can allocate funds for conducting research on population, family planning and reproductive health 
issues through its scientific research programs. 

X. Ministry of Information and Communication Technology 
This ministry can take initiative to disseminate information on population issues through the website maintained 
under its e-Governance program. 

Y. Ministry of Defense
This ministry can undertake activities for encouraging the members of Bangladesh Army, Bangladesh Navy and 
Bangladesh Air Force to receive health and family planning services and to participate in health education programs, 
and for creating awareness of control and prevention of different contagious diseases including HIV/AIDS among them. 

6.2 Role of Non-Government and Private Organizations in Population Program 
a) Production and distribution of family planning commodities by non-government and private sectors would be encouraged. 
Incentives would be given to all types of private sector service providers, professional bodies, employment-generating 
industries and other institutions for playing complementary roles in implementing population program of the government. 

b) Import, distribution and marketing of family planning commodities by non-government and private sectors would 
be facilitated. 
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National Nutrition Policy 2015 

Nutrition is the Foundation for Development

1. Introduction
Nutrition is an important determinant of physical growth, mental development and good health for every human. 
When foetal growth is compromised in the mother’s womb because of undernourishment; a child is born with low 
birth weight. In young children, stunting, wasting, underweight and micronutrient deficiency are signs of malnutrition. 
In addition, malnutrition represents a major cause of child mortality. Undernutrition is an important indicator of 
malnutrition, although overweight and nutrition-related non-communicable diseases also are on the rise in the country. 
Overall, a malnourished child grows up with multiple physical and mental limitations; as a result, it becomes difficult 
for her /him to contribute to society and national development as an adult.

Nutrition also is a basic human right, with both equity and equality related to eliminating malnutrition and ensuring 
human development. In all, the Government of the People’s Republic of Bangladesh is committed to improving 
the nutritional status of the people. The Constitution of Bangladesh cites nutrition in Article 18 (1), describing the 
principles of State governance: “...the State shall regard raising the level of nutrition and improvement of public 
health as among its primary duties... “Nutritional status in Bangladesh already has improved following formulation of 
the national Food and Nutrition Policy in 1997. Even so, nutritional status of the population has not reached expected 
levels.

In both urban and rural areas across the country, overweight, obesity, high blood pressure, diabetes, heart attack, 
stroke, cancer and osteoporosis are considered key nutrition-related issues. Lack of physical activity or physical 
labour, inappropriate food habits, and a sedentary lifestyle are all major emerging factors, making formulation of a 
new nutrition policy necessary. To improve overall nutritional status, new evidence in development programming, as 
well as strategy development and implementation, has been useful in preparing the Bangladesh National Nutrition 
Policy 2015. The policy takes into consideration both global policies such as ICN2 and relevant national policies in 
areas such as health, food, agriculture, environment and education, reflecting the multisectoral nature of ensuring 
nutrition.

2. Background
Childhood malnutrition in Bangladesh has been decreasing only slowly. The most common form of under nutrition 
is stunting, the result of chronic undernourishment; a stunted child, who is more than two standard deviations below 
median height for age, is prone to recurrent infections that hinder her/his brain development. In Bangladesh, 2 out 
of 5 children younger than age 5 years are stunted, with levels twice as high among the poor as among the wealthy. 
Annual rates of reduction of stunting between 2004 and 2014 were only 1.5 percent.4

About 141 percent of under-5 children in Bangladesh are wasted, or more than two standard deviations below median 
weight for height, which is the result of acute malnutrition. About 450,000 young children in the country, or 3.1 percent 
suffer from the most serious form of wasting, known as severe acute malnutrition. Those who survive frequently 
suffer compromised mental development. Lastly, having less weight for age and sex is known as underweight, a 
condition that also affects children in Bangladesh.

The absence of appropriate child feeding and nutrition practices is the primary reason for childhood malnutrition in 
Bangladesh. Internationally recognized infant and young child feeding and nutrition guidelines recommend breastfeeding 
be started within one hour after birth; the baby be exclusively breastfed up to age 6 months (180 days); and the baby 
be given home  cooked, nutritious complementary food between 6 months and 2 years of age along with breastfeeding. 
However, the percentage of exclusive breastfeeding up to age 6 months in Bangladesh, while improving, stands at only 
55 percent. Moreover, only 23 percent of children aged 6-23 months receive a minimum acceptable diet.1

At the same time, 1 in 4 adolescent girls in Bangladesh are undernourished, while 1 in 8 women of reproductive age 
is stunted. During delivery, stunted women are at higher risk of complications; in addition, the risk of intra-uterine 
growth retardation is high and, as a result, newborns of these women are more likely to be underweight and very 
frequently are low birth weight. Early marriage and early pregnancy contribute significantly to these conditions, 
thus stunting passes from generation-to-generation, and a vicious cycle of undernutrition is perpetuated. There are 
differences in under nutrition between rural and urban areas, women and children living in urban slums are especially 
worse off.

4 Bangladesh Demographic and Health Survey, 2011
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Among women, rates of overweight and obesity are increasing. The incidence of chronic diseases, including type 
2 diabetes, high blood pressure and heart diseases, likewise are on the rise in the country because of overweight 
and obesity. Overweight also is found among people living below the poverty level and is particularly rising among 
people living in urban slums.

 
Although micronutrients play an important role in physical and mental development, micronutrient deficiency in 
Bangladesh also is very high, especially with regard to vitamin A, iron, iodine, zinc, vitamin B12, and folic acid. 
For example, high proportions of under-5 children and women suffer from anaemia because of deficiencies of iron, 
folic acid and vitamin B-12 in their food. In all, anaemia causes health risks among women, reduces iron reserves in 
children, and ultimately burdens the national economy.

 
The Government of the People’s Republic of Bangladesh has taken the initiative to mainstream nutrition into public 
health and family planning services, with the aim of improving the nutrition situation of the country. Strategies for 
ensuring nutrition are also being adopted in other sectoral policies outside the health sector. This National Nutrition 
Policy thus reflects the commitment of the State as a whole to improve the nutritional status of the population.

3. Vision
The people of Bangladesh will attain healthy and productive lives through gaining expected nutrition.

4. Goal
The goal of the National Nutrition Policy is to improve the nutritional status of the people, especially disadvantaged 
groups, including mothers, adolescent girls and children; to prevent and control malnutrition; and to accelerate 
national development through raising the standard of living.

5. Objectives
5.1  Improve the nutritional status of all citizens, including children, adolescent girls, pregnant women and lactating 

mothers

5.2 Ensure availability of adequate, diversified and quality safe food and promote healthy feeding practices

5.3  Strengthen nutrition-specific, or direct nutrition, interventions

5.4  Strengthen nutrition-sensitive, or indirect nutrition, interventions

5.5  Strengthen multisectoral programs and increase coordination among sectors to ensure improved nutrition

6. Strategies
6.1  Improve the nutritional status of all citizens, including children, adolescent girls, pregnant women and lactating 

mothers

Strategies to achieve this objective are:
6.1.1  Ensure nutrition security for all citizens:

Availability, access and utilization of nutritious food play important roles in overall improvement of nutrition for 
individuals and families alike. The National Nutrition Policy aims to ensure appropriate nutrition through securing a 
safe and balanced diet during all phases of the life cycle.

6.1.2  Ensure required nutrition at all stages of the life cycle:

Ensuring required nutrition at all stages of the life cycle is a continuous process. The vicious cycle of malnutrition 
starts with childbearing, through malnourished mothers giving birth to malnourished babies, which subsequently 
affects all phases of the life cycle and even future generations. The National Nutrition Policy has stressed the following 
life-cycle strategies to mitigate this intergenerational effect of malnutrition:

6.1.2.1 Ensure appropriate and adequate nutrition for all pregnant women and lactating mothers throughout pregnan-
cy, so that healthy children are born with expected birth weight.

6.1.2.2 Ensure that mothers are able to exclusively breastfeed their children up to 6 months of age and continue 
breastfeeding through age 2 years, by ensuring a supportive family environment, services and regulatory 
safety net.
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6.1.2.3  Following exclusive breastfeeding until age 6 months to ensure an appropriate nutritional foundation for all 
newborns and very young children, ensure the start of complementary food after age 6 months together with 
breastfeeding, and ensure continuation of breastfeeding up to age 2 years.

6.1.2.4 Ensure the availability of adequate and safe nutritious food for growth and development of adolescent girls 
and boys, including through prevention of early marriage, to develop a healthy and productive future gener-
ation.

6.1.2.5 Ensure appropriate nutrition for adults and elderly persons suffering from malnutrition-related non-commu-
nicable diseases. 

6.1.2.6 Take steps to ensure regulation of unabated making of processed and commercial food items, given that the 
food habits of people, especially children, are at stake and influenced by advertisement of such foods. As a 
result, obesity, diabetes and other chronic non-communicable diseases have become an epidemic in the coun-
try. Encourage appropriate food habits and a healthy lifestyle.

6.1.2.7 Ensure easy availability and the best utilization of family planning methods to prevent early marriage, delay 
pregnancy and space births.

6.1.3 Ensure adequate nutrition for disadvantaged groups: The nutrition status of disadvantaged groups is particularly 
affected during illnesses and natural and manmade disasters. Programs based on the National Nutrition Policy will:

6.1.3.1 Ensure the adoption of nutrition programs targeting people living in poor rural and urban areas and in remote 
locations identified through nutrition surveillance. Give special targeting to those who have very limited 
access to food and are unable to earn.

6.1.3.2 Ensure adequate nutrition for the people in emergencies (natural disaster, epidemic or conflict), as well as en-
sure the inclusion of basic nutritional needs of affected people in disaster preparedness plans. Further, ensure 
application of the related Act [Breastmilk substitute, infant food, commercially prepared complementary 
food and the accessories thereof (Regulation of Marketing) Act 2013].

6.1.3.3 Ensure adequate nutrition during and after illness of people suffering from chronic diseases, including those 
who are living with tuberculosis and HIV/AIDS.

6.2 Ensure availability of adequate, diversified and quality safe food and promote healthy 
feeding practices
On average, the energy gap between need and intake for a typical adult Bangladeshi is 82 kilocalories (2,400 
kilocalories5 vs. 2,318 kilocalories6). These figures are calculated based on level of physical activity, basal metabolic 
rate and expected body weight. However, energy intake also may differ based on socioeconomic status, urban/rural 
location, and food security status.

Diets of Bangladeshi people are comprised mostly of cereals, which provide 70 per cent of energy requirements. In 
all, the dietary menu does not contain adequate meat, milk, vegetables and fruits, so that nutritional needs are not met. 
The absence of quality protein and micronutrients is evident.

Strategies to increase food diversity:

The main strategy to increase food diversity is to raise the awareness of people in both rural and urban areas with 
regard to the importance of such diversity and taking of a well -balanced combination of macro- and micronutrients. 
In addition to nutrition education, behaviour change communication is to be ensured.

The Government will encourage food-based strategies to achieve food variety, emphasizing the agricultural sector, 
including fisheries and livestock. In addition, it will create awareness among rural and urban people through the 
provision of information on the importance of food diversity, along with increasing the availability of food.

Strategies to take up for achieving food diversity and emphasizing the important role of the agricultural sector are:

6.2.1 Encourage coordinated homestead gardening and small-scale livestock and poultry rearing, at family level or 
collectively, to increase the availability of diverse, safe and nutritious food.

6.2.2  Initiate a special behaviour change communication program to create awareness of the need to avoid pro-
cessed food, excess salt, saturated fat and trans fat.

5 FAO/WHO recommended daily energy requirement 
6  Household Income and Expenditure Survey Report 2010
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6.2.3  Encourage local production and indigenous varieties of crops, fruits and vegetables to promote biodiversity 
and uninterrupted food diversity.

6.2.4  Encourage enhanced nutritional value through the combination of different types of food, given that an ap-
propriate such combination is important for achieving food diversity.

6.2.5  Improve, encourage and accelerate clean and hygienic food preparation practices so that safe and quality 
food consumption is increased and nutrition quality in food is restored. Encourage food preparation and 
preservation using local and appropriate technologies to ensure availability of food throughout the year.

6.2.6  Ensure the supply of the required amount of animal protein through the promotion of the cultivation of small 
fish such as mola, dhela and puti in homestead water bodies to meet the nutritional needs of rural families.

6.2.7 Supply supplementary food to affected populations during disasters and times of severe food insecurity.

6.2.8  Initiate a food fortification program and expand its use and perimeter (including, e.g., iodine in edible salt, 
vitamin A in edible oil, and enriched main food for children, cooked at home with mixed micronutrients).

6.2.9  Popularize the effective consumption of fats, carbohydrates and micronutrients to control malnutrition, over-
weight and micronutrient deficiencies.

6.2.10  Reduce stunting, wasting and micronutrient deficiencies through diversifying food production and ensuring 
a variety of food intake by children and their families.

6.3  Strengthen nutrition-specific, or direct nutrition, interventions
Two inter-dependent nutrition-related programs are being implemented in Bangladesh: nutrition-specific (direct) 
interventions and nutrition-sensitive (indirect) interventions. Nutrition-specific or direct interventions for children 
include the promotion of: (a) exclusive breastfeeding during the first 6 months after birth; (b) providing complementary 
food after age 6 months, appropriately prepared at home, alongside breastfeeding; (c) washing hands with soap before 
feeding a child;, (d) vitamin A supplementation for children every diarrhoea treatment, and (e) treatment of moderate 
or severe acute malnutrition. For adolescent girls and women, their nutritional status is being improved through: (a) 
behaviour change communication to provide nutritional knowledge through counselling at family level; (b) provision 
of iron, folic acid or multiple micronutrients as supplements, as appropriate; (c) promotion of the use of iodized salt; 
(d) promotion of the use of calcium during pregnancy as a supplement; and (e) preventative activities in educational 
institutions and communities to avert incidences of overweight and obesity.

Strategies adopted to expand nutrition-specific (direct) programs include:

6.3.1  Motivate mothers to: (a) take appropriate nutritious food during pregnancy; (b) to gain adequate weight 
during pregnancy; (c) ensure taking of micronutrient supplements, especially iron-folic acid, during preg-
nancy and lactation period, as applicable; (d) prevent infection and ensure appropriate treatment; (e) reduce 
physical labour during pregnancy and ensure appropriate rest; and (f) bring about behavioral changes, includ-
ing avoiding tobacco products and smoking, during pregnancy.

6.3.2  Promote the consumption of adequate quantities of nutritious food to prevent malnutrition in lactating moth-
ers and ensure appropriate care to children.

6.3.3  Start breastfeeding within one hour of birth to ensure appropriate care to the newborn, with exclusive breast-
feeding up to age 6 months; and encourage the provision of complementary food from age 6 months 3-4 
times a day, prepared at home (combining at least four food groups), with continuation of breastfeeding up to 
age 2 years.

6.3.4 Immediately treat any infection that may have adverse effects on nutrition.

6.3.5  Treat moderate and severe acute malnutrition both at health centres and in the community.

6.3.6  Ensure care through families and communities for physical growth and mental development of children, and 
motivate the ensuring of a supportive environment for child development.

6.3.7  Ensure intake of adequate varieties of food for adolescent girls and boys for their appropriate growth, so that 
they can develop as adults with expected height and weight.

6.3.8 Extend and strengthen nutrition education in educational institutions.

6.3.9  Ensure availability of food enriched with energy, protein and micronutrients for elderly persons.
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6.3.10  Scale up nutrition-specific programs in rural areas, through coordination between non -Government organiza-
tions and the Ministry of Health and Family Welfare, as well as through primary health care services in urban 
areas under the Ministry of Local Government, Rural Development and Cooperatives.

6.3.11  Scale up nutrition-specific or direct programs for marginalized persons in urban slums and people in hard-to-
reach locations.

6.3.12  Change behaviours through strengthened nutrition counseling, information and education. Undertake inten-
sive communication through all media, involving all stakeholders, to raise public awareness on maintaining 
a balanced diet, the nutritional value of food, and physical activity and exercise. In light of experiences with 
successful national programs such as family planning, immunization and distribution of oral saline solution, 
develop a plan for a nutrition and food security campaign through the mass media, and allocate resources for 
this purpose.

6.3.13  Build knowledge about appropriate micronutrient-enriched family foods and promote increased consump-
tion.

6.3.14  Make the existing health system universal, utilize the system effectively, and estimate effective manpower 
needs for the purpose–particularly including the number of health workers to be employed at community 
clinics and union health centres, as well as assessment of their skills and identification of their training 
needs—so that the ratio between health workers and beneficiaries is maintained and nutrition services can be 
scaled up.

6.3.15  Provide the required number of health workers through filling of all vacant posts and ensuring of required 
supplies. Develop local-level health facilities, such as community clinics, union sub-centres, family welfare 
centres and upazila health complexes, to be suitable for providing nutrition services.

6.3.16 Mainstream nutrition services appropriately with health services, through effective coordination between 
health and family welfare workers at grassroots level.

6.3.17 Ensure improved services, through increasing the accountability of Government and non-Government nutri-
tion service providers at all levels to meet people’s expectations.

6.3.18  Develop and establish a strong national monitoring and evaluation system to ensure accountability with re-
gard to nutrition services.

6.3.19  Conduct a needs assessment for a comprehensive work-plan and appropriate allocation of resources.

6.3.20 Appoint nutritionists in hospitals and in public health nutrition programs.

6.4 Strengthen nutrition-sensitive, or indirect, interventions
Issues of malnutrition, particularly low birth weight and stunting, cannot be controlled through nutrition-specific 
programs only. In turn, this necessitates the addition of nutrition-sensitive interventions, especially with regard to 
food security, female education and empowerment, increased employment opportunities, hygiene and sanitation, 
agriculture, and expansion of social safety nets.

Strategies to be adopted to expand nutrition-sensitive (indirect) interventions include:

6.4.1  Enhance food security at household level. Publicize and promote food-based dietary guidelines. Ensure in-
formed food selection and consumer rights.

6.4.2 Encourage investment in nutrition-sensitive agriculture to produce fruits, vegetables, chicken, fish, fish prod-
ucts, milk and meat.

6.4.3  Increase the rate of female education and women’s empowerment. Create employment opportunities for 
women, and encourage the delay of pregnancy until at least age 20 years.

6.4.4  To combat different types of infection (diarrhoea, pneumonia, environmental enteropathy) that adversely 
affect child nutrition, motivate people to follow hygiene practices, especially washing hands with soap. Also 
ensure safe drinking water and strengthen the sanitation system to reduce the risks of these infections.

6.4.5  Engage all relevant Ministries, Divisions, institutions, civil society and non -Government organizations in 
nutrition interventions.

6.4.6  Accelerate research activities to increase production of non-cereal agricultural products, such as pulses, fruits 
and vegetables.
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6.4.7  Initiate new programs and strategies to implement nutrition programs involving all concerned Ministries and 
agencies (e.g., food, agriculture, education, fishery and livestock, local government, women and children 
affairs, disaster and relief).

6.4.8  Coordinate nutrition-sensitive programs to be implemented under Ministries such as Agriculture, Food, Fish-
ery and Livestock, Women and Children Affairs, Education, Industry and Local Government, Rural Devel-
opment and Cooperatives, among others.

6.5  Strengthen multisectoral programs to ensure countrywide efforts toward ensuring nutrition, including neces-
sary financing for such programs. Increase joint efforts and coordination among sectors/Ministries/non-Gov-
ernment organizations and development partners with regard to social safety nets, women’s empowerment, 
education, and water, sanitation and hygiene, among others. Prepare a National Plan of Action (with costing, 
indicators and targets) for the next decade. Strategies to achieve this objective include:

• Strengthen nutrition-specific (direct) and nutrition-sensitive (indirect) programs.

• Involve human resources in renewed nutrition efforts, including effective supervision and monitoring of 
nutrition services.

• Support increased coordination among relevant programs, including with regard to social safety nets, 
education and women’s empowerment.

• Monitor and evaluate implementation of nutrition programs. Enhance knowledge and skills of human 
resources involved in nutrition programs through appropriate trainings.

• Mainstream nutrition education in all types of training programs and in general educational curricula.

• Conduct nutrition-related research and collect and analyze disaggregated data, providing feedback.

6.5.1  Ensure joint work by the Ministries of Local Government, Rural Development and Cooperatives and Health 
and Family Welfare in malnutrition-stressed urban areas, especially urban slums.

6.5.2  Implement interventions in all educational institutions and communities, in both rural and urban areas, to 
reduce overweight and obesity. Encourage physical labour and exercise.

6.5.3  Strengthen cooperation and coordination among the Ministry of Health and Family Welfare, international 
organizations, development partners, educational and research institutions, non-Government organizations 
and concerned Ministries toward development and implementation of multisectoral nutrition programs in the 
areas of nutrition security, safety nets for marginalized communities, hygiene and sanitation, and employ-
ment generation.

6.5.4  Jointly implement nutrition programs through strengthened partnerships and coordination between Govern-
ment institutions and non-Government organizations and institutions.

6.5.5  Include issues of nutrition in the National Social Security Strategy paper, particularly with regard to food di-
versity in food-related programs. Initiate nutrition programs targeting ultra-poor and deprived communities, 
and link up nutrition programs with other social safety net programs.

6.5.6 Strengthen research activities on nutrition in the Bangladesh context so that policymakers are informed about 
nutrition programs and strategies and able to make decisions accordingly. In addition, undertake action-ori-
ented research.

6.5.7 Strengthen research activities to boost production of non-cereal crops. Increase food security for the ul-
tra-poor through appropriate food preservation methods.

6.5.8  Strengthen the enforcement of laws against the adulteration of food and raise public awareness on the issue.

6.5.9  Adapt food security, employment and disease management strategies in line with the situation related to 
climate change in Bangladesh.

6.5.10  Strengthen the National Nutrition Council, with the Honorable Prime Minister as the Chair, to review the 
nutritional situation of the country and implement/coordinate multisectoral programs.
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7. Conclusion
The National Nutrition Policy 2015 has given importance to ensuring appropriate nutrition through identification of 
its different causes. This Policy will provide the necessary direction to implement and strengthen existing strategies, 
as well as to develop new strategies to improve the people’s nutritional status in Bangladesh.

Indicators for achieving optimal nutrition:
− Increase the initiation of breastfeeding in the first hour of life
− Increase the rate of exclusive breastfeeding in infants younger than age 6 months
− Increase the rate of continued breastfeeding in children aged 20 to 23 months
− Increase the proportion of children aged 6-23 months receiving a minimum acceptable diet
− Reduce the rate of low birth weight
− Reduce stunting among under-5 children
− Reduce wasting among under-5 children
− Reduce the proportion of underweight among under-5 children
− Reduce the rate of severe malnutrition among children
− Reduce malnutrition among adolescent girls
− Increase vitamin A coverage
− Reduce malnutrition among pregnant women and lactating mothers
− Increase the rate of iodized salt intake
− Reduce maternal overweight (BMI>23)
− Reduce the rate of anaemia among women

References 
−  National Health policy 2011, MOHFW
− Bangladesh Population Policy 2012, MOHFW
−  National Nutrition Policy 2015¸MOHFW
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Session -3: Demographic Structure of Bangladesh
Session objectives:
At the end of the session, the participants will be able to: 

B Define demography and its and components

B State the population structure of Bangladesh

B Explain selected demographic measures

B Understand the concept of demographic dividend

Time: 1.00 hour

Participant’s note
•  In this session participants will participate in discussion

•  Will observe a video clip on demographic dividend
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Handout
Demography  and Demographic 

Structure of Bangladesh
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Demographic Structure of Bangladesh

What is Demography?
Greek demos - People + Graphic - Study

The scientific study of human population, including their size, composition, distribution, density, growth, demographic 
and socioeconomic characteristics, and the cause and consequences of changes in these factors.

There are four basic components of demography

• Birth - Fertility

• Death - Mortality

• Marriage

• Migration

Sources of demographic data:

• Civil registration of births and deaths is the primary source of fertility and mortality data. 

• Bangladesh Bureau of Statistics (BBS) routinely collects demographic information/vital statistics under 
Sample Vital Registration System (SVRS). A SVRS report is published each year and a softcopy of the 
report is available online in BBS website (www.bbs.gov.bd).

• The primary source of data on the size, structure and distribution of national populations is the population 
census. The census aims to enumerate the whole population of a defined geographical area. They collect 
individual-level data on the population’s characteristics that refer to a single point in time. The census is 
conducted every 10 years, with the last census in Bangladesh completed in 2011.

• In recent decades, demographers have relied increasingly on survey data to supplement those from 
traditional sources. In particular, in countries where registration of vital events is incomplete, national 
sample surveys (Demographic and Health Surveys) are the main sources of demographic data. 

• The United Nations Population Division regularly publishes vital statistics of member countries based 
on population projection. World Population Prospects and World Urbanization Prospects are two 
widely used data sources for population projections (https://esa.un.org/unpd/wpp/).

• Bangladesh Bureau of Statistics (BBS) also published the Bangladesh Population Projection 2011-
2016 in 2015:

Link: (http://203.112.218.65:8008/WebTestApplication/userfiles/Image/PopMonographs/PopulationProjec-
tion.pdf).
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Year

1901 29 0.69

1951 44 0.50

1961 55 2.26

1974 76 2.48

1981 90 2.32

1991 111 2.17

2001 131 1.54

2011 150 1.37

2016 161 -
Source: Nurun Nabi 2011, BBS 1994 and BBS 2017

Population
(in milIion)

Bangladesh Population 1901-2016

Inter-censul

World Population 2017

World
7,550 million China 1410

 India 1339

 USA 324

 Indonesia 264

 Brazil 209

 Pakistan 197

 Nigeria 191

 Bangladesh 165

 Russia 144

 Japan 127

Country
Bangladesh the eighth populous country of the world 

Inter-censul

Source: UN Population Division: 
World Population Prospects: The 2017 Revision

Medium
Varient in
million

2015 2020 2025 2030 2035 2040 2045 2050 2055 2060 2065 2070 2075 2080 2085 2090 2095 2100

161.2

169.8

178.9

185.6

191.6

196.3

201.9
021.5

199.4
196.4

192.6

188.3

183.6

178.6

173.5

199.7

Bangladesh Projected Population 2017-2100 

Source: UN Population Division: 
World Population Prospects: The 2017 Revision
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Population Pyramid of Bangladesh
A population pyramid illustrates the age and sex structure of a country’s population and may provide insights about 
political and social stability, as well as economic development. The population is distributed along the horizontal axis, 
with males shown on the left and females on the right. The male and female populations are broken down into 5-year 
age groups represented as horizontal bars along the vertical axis, with the youngest age groups at the bottom and the 
oldest at the top. The shape of the population pyramid gradually evolves over time based on fertility, mortality, and 
international migration trends.

Male

Population (in millions)
9 7.2 5.4 3.6 1.8 0 0 1.8 3.6 5.4 7.2 9

Age  Group Population (in millions)

Bangladesh - 2016 Female
100 +

95 - 99
90 - 94
85 - 89
80 - 84
75 - 79
70 - 74
65 - 69
60 - 64
55 - 59
50 - 54
45 - 49
40 - 44
35 - 39
30 - 34
25 - 29
30 - 24
15 - 19
5 - 9

10 - 14
0 - 4

There are five general shapes of population pyramid -
• Unstable
• Expanding
• Stable
• Stationary
• Declining

Unstable Population

Male

8 6.4 4.8 3.2 1. 6 0 0 1.6 3.2 4.8 6.4 8
Population (in millions)

Ethiopia - 2009 Female
100
95
9085
80
75
7065
60
55
50
45
40
35
30
25
20
15
10
5
0

Characteristics
• High birth rates
• High death rates
• Brings a country medical system or political system into question
 •  Lack of contraceptives
 •  Lack of medical treatment
 •  War
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Expanding Population

Male FemalePhilippines - 2009

7
Population (im millions)

100
95
90
85
80
75
70
65
60
55
50
45
40
35
30
25
20
15
10
5
0

5.6 4.2 2.8 2.81.4 4.2 5.6 71.40 0

Characteristics
• High birth rates 
• Death rates a bit lower
• Suggests a decent medical system
• Expect the country’s population to increase rapidly
• Lots of young people, not many elderly people

Stable Population

Population (in millions)

4 3.2 2.4 1.6 0.8 0 0 0.8 1.6 2.4 3.2 4

Male Turkey - 2009 Female

100
95
90
85
80
75
70
65
60
55
50
45
40
35
30
25
20
15
10
5
0

Characteristics
• Slow growth
• Low birth rate
• Low death rate 
• Birth rate > Death rate 
• Suggests a good medical system: availability of contraceptives/medical treatment 
• Incomes increasing, standard of living increasing, children are becoming more of an expense
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Stationary Population

male FemmaleSweden: 2050

350 300 250 200 150 100 50 0
Population (in thousands)

Source: U.S Censsu Bureau, International Data Base.

100+
95-99
90-94
85-99
80-84
75-79
70-74
65-69
60-64
55-59
50-54
45-49
40-40
35-39
30-34
25-29
20-24
15-19
10-14

5-9
0-4

0 5 100 150 200 250 300 350

Characteristics
• All age groups similar
• Birth rates low
• Death rates low
• Less and less babies
• No growth
• Birth rate = death rate 

Declining Population

3 2.4 1.8 1.2 0.6 0 0 0.6 1.2 1.8 2.4 3
Population (in millions)

Male FemaleGermany 2040
100
95
90
85
80
75
70
65
60
55
50
45
40
35
30
25
20
15
10
5
0

Characteristics
• No country has reached this stage yet, therefore this pyramid represents a prediction of future trends
• Low birth rate
• Low death rate
• Death rate > Birth rate

Source: cgw4u.files.wordpress.com/2010/10/population-pyramids-23.ppt
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Demographic Measures:
Basic tools of measures of demography: Ratio, proportion and rate

Ratio:
A ratio is simply a relationship between two numbers. A ratio can be written as one number divided by another (a 
fraction) of the form a/b. Both a and b refer to the frequency of some event or occurrence

For example: 

Sex ratio-the number of males per 100 females.

Proportion:
A proportion is a special type of ratio in which the numerator is included in the denominator.

A proportion is a special type of ratio in which the numerator is a subset (or part) of the denominator and can be 
written as a/(a+b)

For Example:

The proportion of the female population is the number of female divided by the total number of male and female 
together.

A proportion can only range from 0.0 to 1.0. The proportion can be expressed as percentage simply multiplying by 
100.

Rate:
The numerator of a rate is a number of events such as births, deaths occurring during a period of time, and the 
denominator is the population at risk of experiencing these events.

Some measures which are commonly called “rates” in demography are strictly ratio and proportion.

A rate is a ratio of the form a*/ (a+b)

a* = the frequency of events during a certain time period

a+b = the number at risk of the event during that time period

For example:

Literacy rate is just the proportions of the population i.e. Literate.

Relationship between Ratio, Proportion and rate
• A proportion is always a ratio 

• A rate is always a ratio 

• A rate may or may not be a proportion

FERTILITY INDICATORS 

Crude Birth Rate (CBR) 
The ratio of live births in a specific period (usually one calendar year) to the average population in that period 
(normally taken to be the mid-year population). The value is conventionally expressed per 1,000 population. 

General Fertility Rate (GFR) 
The ratio of number of live births in a specific period to the average number of women of child bearing age (15-49) 
in the population during the same period. The value is conventionally expressed per 1,000 women age 15-49. The 
general fertility rate (GFR) is expressed as the annual number of live births per 1,000 women age 15-49, and the crude 
birth rate (CBR) provides a measure of the annual number of live births per 1,000 population.

Age-Specific Fertility Rate (ASFR) 
Age-specific fertility rates (ASFRs) usually calculated for seven five-year age groups from 15-19 to 45-49. For each 
of the age-group ASFR is calculated as a ratio of the number of live births during a specific period to women of that 



age group divided by the number of woman (all) lived in that age group during the same period. ASFR expresses as 
the number of births per 1,000 women in a certain age group.

Total Fertility Rate (TFR) 
The total fertility rate (TFR) is calculated as the sum of the age-specific fertility rates multiplied by five (each age 
group covers five years of age). TFR represents the average number of children a woman would have by the end of 
her reproductive period if her experience followed the currently prevalent age specific fertility rates. 

Gross Reproduction Rate (GRR) 
The gross reproduction rate (GRR) is calculated as the sum of the age-specific fertility rates for female births multiplied 
by five (each age group covers five years of age). GRR represents the average number of daughters a woman would 
have by the end of her reproductive period if her experience followed the currently prevalent age specific fertility rates 
for female births and no mortality till they reach to their reproductive period. 

Net Reproduction Rate (NRR) 
The average number of daughters that would be born to a woman if she passed through her lifetime from births 
confirms to the age specific fertility rates of a given year. This rate is similar to the gross reproduction rate and takes 
into account the mortality risk (some women will die before completing their childbearing years). 

MORTALITY INDICATORS 

Crude Death Rate (CDR) 
The crude death rate (CDR) is the ratio of deaths in a specific period (usually one calendar year) to the average 
population in that period (normally taken to be the mid-year population). CDR presents the number of deaths per 
1,000 mid-year population in a given year. 

Under-Five Mortality Rate (U5MR) 
The under-five mortality rate is the ratio of under-five deaths (for specific time period) to the number of live births in 
that period. U5MR presents the number of deaths to children under-five year of age per 1,000 live births in a given 
period. 

Infant Mortality Rate (IMR) 
The infant mortality rate is the ratio of infant (under-one year of age) deaths (for specific time period) to the number 
of live births in that period. IMR presents the number of deaths occurring during a given period among the live-born 
infants who have not reached their first birthday, divided by the number of live births in the given period and usually 
expressed per 1,000 live births. 

Neo-natal Mortality Rate (NMR) 
The neo-natal mortality rate is the ratio of deaths of newborn (within 28 days of birth/under one month of age) to 
the number of live births in that period. NMR presents the number of deaths of newborn during a year per 1,000 live 
births in that year. 

Maternal Mortality Ratio (MMR) 
The maternal mortality ratio is the ratio of the number of deaths of women (for specific time period) while pregnant 
or within 42 days of termination of pregnancy from any cause related to or aggravated by the pregnancy, but not from 
accidental or incidental causes to the number of live births in that period. MMR presents the number of maternal 
deaths per 1,000/100,000 live births during a year.

NUPTIALITY (MARRIAGE) INDICATORS 

Crude Marriage Rate (CMR) 
Crude Marriage Rate is the ratio of the number of marriages in a specific period (usually one calendar year) to the 
average population irrespective of their marital status in that period (normally taken to be the mid-year population). 
The value is conventionally expressed per 1,000 population. 
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General Marriage Rate (GMR) 
GMR is the relative number of marriage of population aged 15+ years per 1,000 population of the same group. 

Age-Specific Marriage Rate (ASMR) 
ASMR is defined as the relative number of marriage per 1,000 population of specific age group. 

Mean Age at Marriage (MAM) 
Mean age at marriage is defined as an estimate of the mean number of years lived by cohort of 
women before their first marriage. 

Crude Divorce Rate (CDiR) 
Crude Divorce Rate is a relative number of divorces per 1,000 population.

Crude Separation Rate (CSR) 
Crude separation rate is a relative number of separations per 1,000 population.

MIGRATION INDICATORS
In-Migration Rate

In-migration rate is the ratio of the number of people IN in a geographic location in a specific period (usually one 
calendar year) to the average number of population lives in that location in that period (normally taken to be the mid-
year population). The value is conventionally expressed per 1,000 population.

Out-Migration Rate
Out-migration rate is the ratio of the number of people OUT in a geographic location in a specific period (usually one 
calendar year) to the average number of population lives in that location in that period (normally taken to be the mid-
year population). The value is conventionally expressed per 1,000 population.

Gross Migration Rate
Gross migration rate is the summation of in-migration rate and out-migration rate. The rate is expressed per 1,000 
population. 

Net Migration Rate
Net migration rate is calculated subtracting out-migration rate from in-migration rate. The rate is expressed per 1,000 
population. 
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Demographic Dividend
Demographic dividend occurs when the proportion of working people in the total population is high because this 
indicates that more people have the potential to be productive and contribute to growth of the economy. According 
to the United National population research, during the last four decades the countries of Asia and Latin America 
have been the main beneficiaries of the demographic dividend. Advanced countries of Europe, Japan and USA have 
an aging population because of low birth rates and low mortality rates. Neither the least developed countries nor 
the countries of Africa have as yet experienced favorable demographic conditions according to the research by UN 
population division. China’s one-child policy has reversed the demographic dividend it enjoyed since the mid 1960s, 
according to a World Bank global development report.

Demographic dividend, as defined by the United Nations Population Fund (UNFPA) means, “the economic growth 
potential that can result from shifts in a population’s age structure, mainly when the share of the working-age 
population (15 to 64) is larger than the non-working-age share of the population (14 and younger, and 65 and older).” 
In other words, it is “a boost in economic productivity that occurs when there are growing numbers of people in the 
workforce relative to the number of dependents.” UNFPA stated that, “A country with both increasing numbers of 
young people and declining fertility has the potential to reap a demographic dividend.

Due to the dividend between young and old, many argue that there is a great potential for economic gains, which has 
been termed the “demographic gift”. In order for economic growth to occur the younger population must have access 
to quality education, adequate nutrition and health including access to sexual and reproductive health.

Therefore, in order to reap the benefits of a demographic dividend, countries must recognize and cultivate the potential 
of young people and close the gap between the demands placed on young people and the opportunities provided to 
them.

According to the Population Reference Bureau 

• The demographic dividend is accelerate economic growth that can happen as the population age structure 
changes

• Population age structure changes

• Fertility decline due to family planning, child survival, education, and socio-economic development

• The number of births each year declines the population age structure begins to change

• More working population and less dependent population creates economic window of opportunity called 
demographic dividend

• It works together with strategic investment 

• Health and education for productive workforce 

• Economic policy and governance for investment and faster economic growth
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References 
- Module on Programme management training, NIPORT

- https://knoema.com/atlas/Bangladesh/topics/Demographics/Mortality/Crude-death-rate

- https://en.wikipedia.org/wiki/Demographic_dividend
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Session -4: National Strategies (Maternal, Adolescent 
and Nutrition)

Session objectives
At the end of the session the participants will be able to: 

B Describe the guiding principles and key strategic direction of the Maternal Health strategy.

B Explain Adolescent Health Strategic objectives and key strategies and cross cutting issues.

B Explain strategies of National Nutrition policy.

Time: 1 hour 30 minutes

Participant’s note
• In this session participant will participate in a discussion

• They divide into 3 groups. Select a group leader for moderating group discussion   and presentation. Read and 
discuss the strategy (selected for the group) in group for   20 min. Present the objectives, principle and key 
strategies in summery within 10   minutes. Use flip paper for group work presentation or any innovative way.

• Participants will observe a video clip on Adolescent health 
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Handout
Bangladesh National Strategy for Maternal Health

Bangladesh National Strategy for Adolescent Health 
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Bangladesh National Strategy for Maternal Health 
2015-2030
(Summery)

Introduction
Over the past decades, Bangladesh has made significant progress in reducing maternal and child mortality and 
achieved the MDG4 well ahead of target. The momentum generated by this globally recognized progress presents an 
opportunity to further accelerate these achievements.  

The broad objective of the Bangladesh National Strategy for Maternal Health (BNSMH) 2015-2030 is to guide the 
Ministry of Health and Family Welfare (MOHFW) and the Government of Bangladesh (GoB) in addressing the 
existing gaps and inequities in the delivery of quality maternal health services, as well as the social and development 
factors that impact on maternal health.   

The Strategy upholds principles of rights and equity, acknowledges that efforts are needed for strengthening the health 
system and enhancing managerial capacity at national and local levels, and call to cooperate other government sectors 
as well as the private sector, both profit and non-profit, and development partners.

The Bangladesh National Strategy for Maternal Health2001 was developed based on the then health needs, 
commitments and knowledge. Over the last three decades, Bangladesh has undertaken newer strategies and policies 
in alignment with the MDGs, further national and international commitments have been made and new knowledge 
has emerged about effective interventions and policies for maternal and neonatal health. Most of these advancements 
have been incorporated into Health Nutrition and Population (HNP) sector programs and maternal health related 
plans. Through successive sector programs (HPSP, HNPSP, HPNSDP & HPNSP (2017-2022) and mid-term review, 
the government affirmed a strong commitment to maternal health and the focus moved towards newer directions. 
The Poverty Reduction Strategy Paper (PRSP), the National Adolescent Reproductive Health Strategy 2006 and the 
National Neonatal Health Strategy and Guidelines 2009 envisage the achievement of universal health coverage with 
quality care for mothers and newborn babies.

Changing reproductive needs and behaviors, emerging evidence about effective interventions and service delivery 
modes, and better understanding of the determinants of maternal health call for a new vision;. How to achieve better 
maternal and neonatal outcomes and generate an increased awareness of the benefits of improved maternal health for 
the whole country.

The MOHFW initiated a process for updating the Bangladesh National Strategy for Maternal Health 2001, by ensuring 
wide participation in the process within the Ministry and outside, including professional bodies, development partners, 
UN organizations, international and national NGOs and institutions. The consultative process included review of 
program evaluation reports and global evidence on effective policies and interventions.

The Strategy is aligned to global commitments and initiatives such as the United Nations Secretary General’s Global 
Strategy for Women’s and Children’s Health and its accompanying ‘Every Woman Every Child’ initiative, the ‘Every 
Newborn Action Plan’, the ‘Ending Preventable Maternal Mortality’ initiative, and its complementary to ‘A Promise 
Renewed’, a global effort to accelerate action on maternal, newborn and child survival. 

The strategy also calls for the involvement of other sectors of the government in adopting and implementing policies 
to address the underlying factors that impact maternal and neonatal health outcomes. Investments in the earliest 
years, starting from pre-conception through early childhood, yield the highest returns for the social and economic 
development of a society. Investments in maternal health should therefore be seen as a key development issue and 
consequently a whole-of-government concern. 

Changes occurring in key social and economic dimensions such as urbanization, women’s education, employment 
and status, income growth and distribution, are rapidly modifying reproductive and care-seeking behaviors with 
important implications for the planning of health services and particularly of the required workforce. The strategy 
therefore needs to be conceived as a dynamic process requiring periodic review and updating. 

The Global Context: emphasis on a broader policy approach 
Every year, complications from pregnancy and childbirth claim nearly 300,000 women’s lives globally, with an 
additional 3 million neonatal deaths and 2.6 million stillbirths1. Moreover, millions of women and children suffer 
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from long term consequences of poor maternal health and poor access to healthcare. The high maternal and neonatal 
mortality and morbidity in many parts of the world reflect gaps in coverage, equity and quality of health services as 
well as underlying adverse social conditions from poverty to low education, poor nutrition and gender discrimination2. 
Both maternal and neonatal outcome indicators show huge gaps among and within countries. 

In response to the persisting challenges, the UN Secretary General launched The Global Strategy for Women’s, 
Children’s and Adolescents’ Health in 20153. The strategy calls for better synergy and accountability among all 
involved partners and calls the governments to focus on country-led health plans, comprehensive, integrated 
packages of essential interventions and services, health systems strengthening, health workforce capacity building 
and integrated action between different sectors. WHO and the Partnership for Maternal, Newborn and Child Health 
developed a Global Review of Key Interventions related to RMNCH4 and a policy guide for implementing, essential 
interventions for RMNCH strategies and plans5. The guide emphasizes the role of sectors outside health that have 
impact on RMNCAH outcomes by affecting demand for and delivery of health services, such as finance, education, 
social welfare, agriculture, justice, home and others.

The 67th World Health Assembly (WHA) held in Geneva in May 2014 endorsed the Every Newborn Action Plan, the 
Ending Preventable Maternal Mortality (EPMM) initiative, and the Every Mother Every Newborn initiative focusing 
on access and quality of health services around child birth. A review of success factors, which contributed to reduce 
maternal and child mortality globally, showed that maternal and child health outcomes are the result of enabling 
policies and interventions across all sectors6. 

Vision
All Bangladeshi women will live with their heads held high, smiling in the fulfillment of their right to safe motherhood. 

Mission
To promote an enabling policy environment and nurture a socio-cultural movement that views the reduction of 
maternal mortality and morbidity as a fundamental women’s right and a key developmental issue for the nation. 

The experience in Bangladesh shows that reducing maternal and neonatal mortality and morbidity is both a product 
of and an entry point for key strategic women’s rights issues, such as equity, disparity and violence. Strategies and 
interventions will therefore require a focus on enhancing women’s status, dignity and self-esteem. 

Efforts will foster a policy environment whereby all women enjoy the highest attainable level of health through 
adolescence, pregnancy, childbirth and beyond, free from long-term suffering due to a sequel of obstetric complications. 

Goal and Targets  
The overarching goal of the Bangladesh National Strategy for Maternal Health (2015-30) is to accelerate the reduction 
of maternal and neonatal mortality and to reduce the burden of maternal and neonatal morbidity. 

To achieve this goal, the strategy aims at creating the conditions to make skilled attendance at birth available to all 
women, and equitable access to quality delivery care in appropriately equipped and staffed health facilities available 
to the highest proportion of women. To reduce risks and achieve the best outcomes for both mothers and babies, the 
provision of delivery care must be accompanied by the provision to all women of reproductive health services and of 
pre-conception, antenatal and post-partum care. 

The strategy sets a series of key coverage and impact targets, which are summarized in the   below table

Key coverage and impact targets 2015 to 2030
Indicators 2010 2015 2020 2025 2030
Skilled birth attendance at home 3% 5% 10% 10% 8%
Facility delivery 29% 37% 50% 70% 85%
Total deliveries attended by skilled professional 32% 40%* 55 % 75% 80%
Four antenatal care contacts 25% 37% 40% 60% 75%
Postnatal care contacts 30% 36% 50% 65% 80%
Contraceptive Prevalence Rate (modern method) 52% 62.4% 75%* 80%* 80%*
Total Fertility Rate 2.5 2.3 2.0 1.7 1.7
MMR (per 100,000 live births) 194 176*** 103 78 70 **
NMR (per 1,000 live births) 32 28 19 15 12

*Projected target based on The HPNSDP (2011-2016) and HPNSP (2016-2022) result framework 
** Reduce MMR to 70 by the year 2030 according to Sustainable Development Goals (SDG)
*** UN estimate 2015
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Guiding Principles and main strategic directions

BNHMS (2015-30) has formulated the following set of guiding principles mentioned below:
1. Ensure a continuum of care approach in delivering maternal health services

 The health system should ensure access to evidence-based maternal and neonatal health care for all women along the 
different stages of the life cycle (adolescence, pre-pregnancy, pregnancy, post-natal) and full integration and adequate 
communication across all levels of health service delivery structure, from outreach and community to facility.

2. Strengthen key components of the health system 

 Policies and plans will ensure adequate financing, improve managerial capacity at all levels, provide adequate 
training, deployment and retention of skilled health professionals, adequate supplies and infrastructural facilities, 
and set an effective monitoring system complemented by good governance, accountability, and operational research. 

3. Enforce women’s rights and improve equity

 Maternal and neonatal heath service delivery will be fully responsive to the national commitment to women’s and 
children’s right to health. Discrimination against women and girls will be fought by eliminating child marriage 
and domestic violence, promoting gender equality for all program interventions. Hard-to-reach areas and urban 
slums will be prioritized. Participation of the disadvantaged and marginalized groups will be ensured.

4. Adopt mechanisms and build capacity to ensure quality of care  

 All public and private facilities should establish a system for continued improvement in quality of care using 
quality management frameworks and systems. The Standard Operating Procedures (SOP) will be the basis of all 
quality management and related regulatory mechanisms. Attention will be paid to ensure quality of care while 
increasing the coverage of essential interventions. 

5. Promote innovation and operational research

 Emphasis will be put on innovation in service delivery and communication strategies. Operational research will 
be promoted to build evidence on cost-effective interventions to improve supply and access to and demand for 
health services.  

6. Engage and empower communities 

 Community empowerment and engagement will be promoted as key to improve access and utilization of MNH 
services and ownership and sustainability of programs, to mobilize resources and improve the accountability 
of health services. Communication activities will be instrumental to mobilizing individuals, families and 
communities and promoting community participation.

7. Foster partnership with the private sector 

 Partnerships with both the non-profit and profit private sector will be encouraged for complementing, supplementing 
and integrating programs and interventions, filling service gaps and avoid duplications. The contribution of the 
private sector to maternal health service delivery will be fully recognized and a regulatory framework will be set 
and enforced to ensure equitable access and quality throughout the public and private service providers. 

8. Institutionalize inter-sectoral collaboration and multi sector engagement 

 The strategy will be a multi-sector initiative. The MOHFW will promote inter-sectoral collaboration and multi-
sector government involvement to address the underlying determinants of maternal and neonatal health. An ad-
hoc inter-ministerial mechanism will be established to coordinate and monitor action across sectors and ensure 
alignment with government provisions and inform future sector plans and financial allocation.  

9. Set effective accountability mechanisms at all levels   

 Mechanisms will be established to ensure accountability at all levels, the government to community, and will include 
input and output indicators, timelines and responsibilities. The impact of the strategy on coverage, equity and quality of 
services and achievements with respect to targets will be assessed periodically, and aligned with sector-wide reviews.   
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Bangladesh National Strategy for Adolescent Health
2017-2030
(Summery)

Defining Adolescence
Adolescence, a near universal life stage of the socialization process, is defined as a period of human growth and 
development that occurs after childhood and before adulthood and, according to the UN, includes those persons between 
10 and 19 years of age (WHO 2014). Adolescence is a time of transition involving multi-dimensional changes: biological, 
psychological, mental and social (UNICEF, 2006). Biologically, adolescents experience pubertal changes and changes in 
brain structure. Psychologically and mentally, adolescents’ cognitive capacities mature and they develop critical thinking 
skills. Adolescents also experience social change as a result of the multiple roles they are expected to play in the family, 
community and at school. These changes occur simultaneously but at a different pace for each adolescent depending on 
her/his gender, socioeconomic background, education and exposure to various other structural and environmental factors 
(UNICEF, 2006). As a developmental phase in human life, adolescence is further divided into early adolescence (10-14 
years) and late adolescence (15-19 years). An understanding of these sub stages of development during adolescence is 
important from the perspective of policy planning as well as designing and implementing adolescent-related programs.

Adolescents in Bangladesh
Bangladesh has a significant adolescent population. In 2011, more than one-fifth (20.5 percent) of the total population, 
that is 30.68 million, were adolescents (BBS, 2011) and according to population projections, both the percentage 
and absolute number of adolescents will continue to increase until 2021 (UNFPA 2015). It is only by 2031 there 
will be a decline in the adolescent population of Bangladesh – highlighting the importance of ensuring this national 
adolescent health strategy is comprehensive and meets the needs of all adolescents, especially the most vulnerable 
and disadvantaged adolescents. The sheer number of persons in this population cohort, whose health needs have to 
be addressed, also makes it imperative for this strategy to be effectively implemented. This significant adolescent 
population presents a demographic window of opportunity, which, if well harnessed and invested in, will contribute 
to the development of the country. Investment in adolescent health will have an immediate and direct impact on 
Bangladesh’s health goals and on the achievement of the Sustainable Development Goals (SDGs), especially goals 3 
(ensure healthy lives and promote well-being for all at all ages), 4 (ensure inclusive and equitable quality education 
and promote lifelong learning opportunities for all), 5 (achieve gender equality and empower all women and girls), 
and 8 (promote sustained, inclusive and sustainable economic growth, full and productive employment and decent 
work for all). Investments in adolescent health will also require supporting programs and services, which recognize 
the special needs of adolescents and ensure their needs are addressed both comprehensively and sensitively.

The Social Context of Adolescent Health
Many adolescents, especially adolescent girls in Bangladesh, are not provided with optimal conditions to develop their 
full potential and ensure their overall health in their transition into adulthood. The challenges adolescents face, during this 
transitory phase, are due to a variety of factors including structural poverty, lack of access to information and services, 
negative social norms, inadequate education, social discrimination, child marriage and early child-bearing for adolescent 
girls. Adolescents who are marginalized and especially vulnerable because of their living conditions have a set of other, 
more varied, challenges which further exacerbate this transitional process. Adolescents who live on the streets, in slum 
dwellings, in char and haor areas, adolescents with disability, married and/or pregnant adolescent girls, adolescents who 
engage in sex work, adolescent children of sex workers, adolescents in child labour, adolescents who are in detention 
and adolescents who are refugees/live in refugee camps will need special interventions to meet their overall health needs. 
Adolescents continue to experience major constraints in making informed life choices: a significant number of adolescents 
experience risky or unwanted sexual activity, do not receive prompt or appropriate care and, as a result, experience adverse 
health outcomes. Adolescent girls also face gender-based discrimination, evident in the practice of child marriage, the high 
rates of adolescent fertility, the high prevalence of domestic violence, the increasing incidence of sexual abuse and higher 
drop-out rates from secondary education due to the patriarchal social norms of Bangladesh. Adolescent boys also face 
pressure to comply with prevailing norms of masculinity, which drives them to risky behaviors such as unsafe sex, violence 
and substance use. All these factors have a direct as well as indirect influence on the health and well-being of adolescents, 
and form an essential component of the context within which health issues of adolescents should be understood.
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The Vision
By 2030, all adolescent boys and girls of Bangladesh, especially who are most vulnerable, will be able to enjoy a 
healthy life.

The Goal
By 2010, all adolescents will lead a healthy and productive life in a socially secure and supportive environment where 
they have easy access to quality and comprehensive, information, education and services.

The Time Frame
The strategy will span over a period of 14 years (2017-2032) in line with the Sustainable Development Goals. The 
strategy will be revisited periodically to review and assess its relevance in a rapidly changing context.

Guiding Principles
The National Adolescent Health Strategy 2017-2032 is based on human rights principles, and highlights the right of 
all adolescents, those between the ages of 10 and 19 years, to attain the highest standard of health. 

Strategic Directions

SD1 Adolescent Sexual and Reproductive Health

Strategic Objectives
1.  To create an enabling environment at all levels—national and local—by strengthening legislation, policy 

development and implementation;

2.  To integrate and strengthen age-appropriate comprehensive sexuality education

 programs at all academic and training institutions;

3.  To improve the sexual and reproductive health status of adolescents by engaging a range of evidence 
based and effective interventions.

Key Strategies
1.  Enable evidence-based advocacy for comprehensive policy and program development, investments and 

implementation;

2.  Promote age-appropriate, comprehensive sexuality education, which is on par with international stan-
dards, through all academic and training institutions;

3.  Build capacity for the delivery of age and gender-sensitive sexual and reproductive health services, 
which includes HIV/STI prevention, treatment and care;

4.  Create a robust system for data collection/analysis on the sexual and reproductive health of adolescents, 
including unmarried adolescents, to inform policy and programming.

SD2 Violence against Adolescents

Strategic Objectives
1.  To promote positive social norms that address age and gender-based discrimination and violence, includ-

ing child marriage, by engaging and influencing policy makers and key stakeholders;

2.  To empower adolescents, especially adolescent girls, by providing them with life skills to stand up for 
their rights, including their rights to fully and freely consent to marriage;

3.  To strengthen health and social protection systems to provide services to meet the needs of the most 
vulnerable adolescents.

Key Strategies
1.  Enable evidence-based advocacy and communication at national and local level to raise awareness on the 

issue of age- and gender-based discrimination, child marriage and its consequences;
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2.  Build the capacity of the health and social protection sector to respond to age- and gender-based violence 
and child marriage prevention by providing effective and efficient services;

3.  Develop and implement evidence-based programs to prevent and mitigate the consequences of age- and 
gender-based violence, including child marriage;

4.  Create a robust system for data collection/analysis on the prevalence of age- and gender-based violence 
to be used to inform policy and programming.

SD3 Adolescent Nutrition

Strategic Objectives
1.  To reduce under-nutrition and anaemia among adolescent girls (pregnant and non-pregnant) and boys;

2.  To reduce the risk of low birth weight babies, pregnancy related complications and nutritional risks 
among adolescent girls;

3.  To reduce micronutrient deficiencies such as calcium, vitamin D and iodine deficiency among pregnant 
adolescent girls;

4.  To improve lifestyles and reduce the risks of overweight and obesity among all adolescents.

Key Strategies
1.  Mainstream nutrition education and promotion and hygiene education including hand washing into the 

health care system, education system as well as other systems which reach out-of-school adolescents;

2.  Establish programs that promote dietary diversification, dietary adequacy, fortified foods and nutrition 
security through community and school-based interventions;

3.  Strengthen the capacity of service providers to deliver effective nutrition counseling and services to all 
adolescents, with a special focus on raising awareness on the consequences of child marriage and meet-
ing the nutritional needs of pregnant adolescent girls;

4.  Provide and promote micronutrient supplementation (i.e., IFA and MMS), consumption of fortified foods 
and de-worming at health facilities, schools, and workplace;

5.  Conduct community based awareness campaigns on the importance of good nutrition, healthy foods 
and the consequences of malnutrition, anaemia and obesity on the overall development and growth of 
adolescents;

6.  Promote and improve access to sports and physical activity in the community, schools and at the work-
place.

SD4 Mental Health of Adolescents

Strategic Objectives
1.  To integrate the mental health agenda within primary health care services and other relevant health and 

education services;

2.  To promote mental health and prevent mental ill health by implementing a range of evidence based in-
terventions and screening for common mental illnesses and suicidal behaviour as per the provisions of 
primary mental health care;

3.  To create an enabling environment for mental health services including counselling and to develop the 
capacity to provide effective services at all levels of facilities.

Key Strategies
1.  Enable evidence-based advocacy for comprehensive program development to promote mental health 

among adolescents and reduce stigma against mental ill health;

2.  Develop skills among adolescents to deal with stress, manage conflict and develop healthy relationships;

3.  Develop the capacity of the health sector to address mental health issues as per the provisions of primary 
mental healthcare and to screen for anxiety, stress, depression and suicidal tendencies;
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4.  Promote school and facility level interventions, which include counselling and management of mental 
health disorders, through linkage with the national mental health program;

5.  Create a robust system for data collection/analysis on mental health issues including substance use, to 
inform policy and programming.

Cross Cutting Issue

CCI 1 Social and Behavior Change Communication (SBCC)

Strategic Objectives
1.  To ensure political commitment and adequate resources to support SBCC interventions;

2.  To promote social mobilization and ensure wider participation, coalition and ownership of issues that 
affect adolescents among community members;

3.  To use SBCC interventions to bring about changes in knowledge, attitudes and practices among specific 
audiences.

Key Strategies
1.  Development of messages and materials for communication and advocacy through sound research;

2.  Utilize Information and Communication Technology (ICT) (including call centres) and media to reach 
adolescents, key community members, parents and guardians;

3.  Develop the capacity of respective institutions and systems to design, plan, implement and monitor 
SBCC interventions.

CCI 2 Health Systems Strengthening
The WHO Health Systems Framework (WHO 2007) refers to six building blocks of a health system that need to be 
strengthened if we are to ensure the availability of effective services that meet the health needs of adolescents and 
thereby improve their health status. These building blocks include leadership/governance, healthcare financing, health 
workforce, health information systems, access to essential medicines and service delivery. The effective implementation 
of this National Adolescent Health Strategy will require each of these building blocks to be strengthened and for the 
MOHFW to play a lead role in this process.

Vulnerable Adolescents and Adolescents in Challenging Circumstances
As special adolescent population groups, vulnerable adolescents and adolescents in challenging circumstances, have 
a range of needs that will specifically need to be addressed through the above-mentioned Strategic Directions (SDs) 
and Cross Cutting Issues (CCI). This special group of adolescents include, but are not limited to, adolescents who live 
on the streets, in slum dwellings, in char and haor areas; adolescents with disability; married and pregnant adolescent 
girls; adolescents who engage in sex work; adolescent children of sex workers; working adolescents; adolescents who 
are in detention; adolescents living in areas prone to natural disasters; and adolescents who are refugees/live in camps.

Despite the limited data on these vulnerable adolescents and adolescents living in challenging circumstances, it has 
been established globally that when it comes to the health of these groups, it is imperative to allocate resources and 
conduct tailored programs. These programs should not only address their health needs but also take into consideration 
issues of affordability and accessibility of the health services that are made available. Many of these adolescents come 
from the socio-economically most disadvantaged segments of society and therefore their health needs will need to be 
understood through a more holistic and broader perspective.

National Nutrition Policy 2015 (Strategies)
Please see Handout session -2 

References 
- Bangladesh National Strategy for Maternal Health 2015-2030 (draft), GoB, MOHFW

- National Strategy for Adolescent Health 2017-2030, MCH Services Unit, DGFP, MOHFW 
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Day-2 Schedule
Time Sessions Topics

9.00-9.15
(15 min.)

                                 Review of the previous day

9.15-10.45
(1 hour 30 min.)

Session-5 4thHealth, Population and Nutrition Sector Program 
- Sustainable Development Goals (SDG)
- Health, Population and Nutrition Sector Program (HPNSP)
- Operational Plans (OP)
- Universal Health Coverage (UHC)

10.45-11.00 Tea Break

11.00-11.45
(45 min)

Session-6 Essential Services Package (ESP)
- Composition of ESP
- Minimum standard and extra services by facility levels
- Facility and service delivery sites
- Role of Upazila managers

11.45-1.15
(1 hour 30 min)

Session-7 Management Concepts
- Management Functions
- Management Models 
- Role of a manager

1.15-2.15
(1 hour)

Lunch and Prayer Break

2.15-3.45
(1 hour 30 min.)

Session-8 Introduction to Leadership
- Overview of leadership
- Leadership self-assessment
- Leader VS manager

3.45-4.00
(15 min)

Tea Break

4.00-5.00
(1 hour)

Session-9 Supportive Supervision
- Supervision, Supportive supervision
- Guiding principles for supervisors 
- Core competencies of a supervisor

5.00-5.15
(15 min.)

Evaluation of the day
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Session -5: 4th Health, Population and Nutrition Sector Program

Session objectives
At the end of the session the participants will be able to: 

B State Sustainable Development Goals (SDG) and identify health-related SDG

B Describe the strategic objectives and identify program priorities of 4th HPNSP

B Identify the major activities of operational plans (OPs)

B Understand the Universal Health Coverage concept

Time: 1 hour 30 minutes

Participant’s note
• In this session participants will participate in a discussion 

• They will observe video clips on SDG and UHC  
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Handout
Sustainable Development Goal 

Health Population and Nutrition Sector Program
Operational Plans

Universal Health Coverage
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Sustainable Development Goal (SDG)
Background of the Goals
The Sustainable Development Goals (SDGs) were born at the United Nations Conference on Sustainable Development 
in Rio de Jeneiro in 2012. The objective was to produce a set of universals goals that meet the urgent environmental, 
political and economic challenges facing our world.

The SDGs replace the Millennium Development Goals (MDGs), which started a global effort in 2000 to tackle the 
indignity of poverty. The MDGs established measurable, universally agreed objectives for tackling extreme poverty 
and hunger, preventing deadly disease and expanding primary education to all children, among other development 
priorities.

For 15 years, the MDGs drove progress in several important areas reducing income poverty, providing much-needed 
access to water and sanitation, driving down child mortality and drastically improving maternal health. They also 
kick-started a global movement for free primary education, inspiring countries to invest in their future generations. 
Most significantly, the MDGs made huge strides in combating HIV/AIDS and other treatable diseases such as malaria 
and tuberculosis.

What are the Sustainable Development Goals?

Goal 1: No Poverty
Extreme poverty rates have been cut by more than half since 1990. While this is a remarkable achievement, one in 
five people in developing regions still live on less than $1.25 a day, and there are millions more who make little more 
than this daily amount, plus many people risk slipping back into poverty.

Poverty is more than the lack of income and resources to ensure sustainable livelihood. Its manifestation includes 
hunger and lack of resources to ensure a sustainable education and other basic services, social discrimination and 
exclusion as well as the lack of participation in decision-making. Economic growth must be inclusive to provide 
sustainable jobs and promote equality. 

Goal 2: Zero Hunger
It is time to rethink how we grow, share and consume our food. If done right, agriculture, forestry and fisheries can 
provide nutrition and food for all and generate decent incomes, while supporting people-centred rural development 
and protecting the environment.

Right now our soils, freshwater, oceans, forest and biodiversity are being rapidly degraded. Climate change is putting 
even more pressure on the resources we depend on, increasing risks associated with disasters such as droughts and 
floods. Many rural women and men can no longer make ends meet on their land, forcing them to migrate to cities in 
search of opportunities.

A profound change of the global food and agriculture system is needed if we are to nourish today’s 795 million hungry 
people and the additional 2 billion people expected by 2050. The food and agriculture sector offers key solutions for 
development, and is central for hunger and poverty eradication.

Goal 3: Good Health and Well-Being
Ensuring health and promoting the well-being for all at all ages is essential to sustainable development. Significant 
strides have been made in increasing life expectancy and reducing some of the common killers associated with child 
and maternal mortality. Major progress has been made on increasing access to clean water and sanitation, reducing 
malaria, tuberculosis, polio and the spread of HIV/AIDS. However, many more efforts are needed to fully eradicate a 
wide range of diseases and address many different persistent and emerging health issues.

GOAL 3 TARGETs
The global and national targets for the SDG indicators are shown in Table below  (Source: Health Bulletin 2017, MIS, 
DGHS)



Global and national targets of SDG indicators

SDG 
target

Name of the
indicator

Target to be
achieved by

2030

Baseline value
for Bangladesh

National target (HNPSIP
2016-2021 and other
strategic documents)

3.1:
Maternal
health

3.1.1: Maternal
mortality ratio
(MMR)

Less than 70
per 100,000
live births

176 (WHO
estimate 2016)

105 per 100,000 live births by 
2021 (HNPSIP 2016-
2021)

3.1.2: Births
attended by
skilled health
personnel

42.1 (BDHS
2014)

65% by 2021 (HNPSIP
2016-2021)

3.2:
Newborn
and child
health

3.2.1: Under-five
mortality rate

Less than 25 per
1,000 livebirths

46 (BDHS 2014) 37 per 1000 live births by 2021 
(HNPSIP 2016-2021)

3.2.2: Neonatal
mortality

Less than 12 per
1,000 live births

28 (BDHS 2014) 21 per 1000 live births by 2021 
(HNPSIP 2016-2021)

3.3: Com-
municable
diseases

3.3.1: Estimated
HIV incidence
rate

By 2030 end the
endemic of AIDS

<1 (WHO 2014) Keep the AIDS epidemic
from expanding beyond
the current level (<1%)
Avoid a gradual spread of
HIV infection from high risk
groups to the general
population

3.3.2: TB case
detection rate/
TB incidence
rate per 100,000
population

End epidemics of
TB by 2030

53% (GTBR
2014 estimates)

75% (HNPSIP 2016-2021)

3.3.3: Malaria
incidence rate per
1000 population

End epidemics
by 2030

High endemic
(three districts):
1.0-10/1000
population
Low endemic
(ten districts):
.1-1.0/1000
population
World Malaria
Report 2015

Reduce malaria morbidity
and mortality until the disease 
is no longer a public health 
problem in
the country

3.3.4: Hepatitis
incidence
per 100,000
population

Combat hepatitis

3.3.5: Neglected
Tropical Diseases
(NTDs): people
requiring
intervention
(preventive + new cas-
es) against NTDs

End epidemic by
2030

Kala-azar: Annual
incidence rate to
<1/10,000 population
in all endemic upazilas (sub 
districts) by 2015.
Elimination of filariasis. 
Prevention and control of 
dengue.
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Global and national targets of SDG indicators

SDG 
target

Name of the
indicator

Target to be
achieved by

2030

Baseline value
for Bangladesh

National target (HNPSIP
2016-2021 and other
strategic documents)

3.4: Non 
communi-
cable
diseases

3.4.1: Mortality
rate attributed to
cardiovascular
disease, cancer,
diabetes,
or chronic
respiratory disease

Reduce by
one-third the
premature
mortality by
2030

18% (World
Health
Organization Non com-
municable
Diseases (NCD)
Country Profiles,
2014)

Reduce by one-third the
premature mortality due to 
NCDs from current rate

3.4.2: Suicide
mortality rate (per 
100,000)

Reduce one-third
of premature
mortality by
2030

8 per 100,000
according to
WHO 2014
report

Reduce by one-third the prema-
ture suicidal death
from current level

3.5:
Substance 
abuse

3.5.1: Coverage
of treatment
interventions
(pharmacological,
psychosocial and
rehabilitation and
aftercare services) for 
substance abuse
disorders

Strengthen the
prevention
and treatment
of substance abuse, 
including
narcotic drug abuse and
harmful use of
alcohol

3.5.2: Alcohol
per-capita
consumption
(aged 15 years
and older) within
a calendar year
in liters of pure
alcohol

Strengthen the
prevention and
treatment of
substance-abuse,
including narcotic
drug-abuse and
harmful use of
alcohol

Almost zero
alcohol
consumption
(0.2 in 2010)
WHO report
2014

Committed to global target

3.6: Road 
traffic
injuries

3.6.1: Deaths
due to road traffic
accidents/
Mortality rate
from road traffic
injuries
(per 100,000
population)

By 2020, halve
the number of
global deaths
and injuries
from road-traffic
injuries

According to
World Bank
statistics, annual
fatality rate from
road accidents is
found to be 85.6
fatalities per
10,000 vehicles
(WB, World
Development
Indicators 2002)
According to
the Accident
Research Institute
(ARI), Bangladesh
University of
Engineering
and Technology
(BUET), road
accidents claim,
on average,
12,000 lives
annually and lead
to about 35,000
injuries (Road
Safety Facts 2012
through 2014)

Committed to global targets
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Global and national targets of SDG indicators

SDG 
target

Name of the
indicator

Target to be
achieved by

2030

Baseline value
for Bangladesh

National target (HNPSIP
2016-2021 and other
strategic documents)

3.7: Sex-
ual
and
reproduc-
tive
health

3.7.1: Proportion
of women married or in 
a union of reproductive 
age
(aged 15-49 years) who 
have their need for fam-
ily planning satisfied 
with modern methods 
(met need)
Unmet need for
family planning

By 2030, ensure
universal access
to sexual and
reproductive
healthcare
services,
including for
family planning,
information and
education, and
the integration
of reproductive
health into
national
strategies and
programs

12%, for
limiting and 5%
for birth spacing

Reduce unmet need to 7% by 
2021 (FP 2020 commitment, 
Govt. of
Bangladesh)

3.7.2: Adolescents’
childbirth rate per
1,000 adolescent
women aged 15-
19 years

Universal access
to sexual and
reproductive
healthcare by
2030

30.8% in 2014
(BDHS)

25% by 2021 (HNPSIP
2016-2021)

3.8:
Universal
health
coverage

3.8.1: Coverage of 
essential health
services
Total fertility rate

Achieve universal
health coverage,
including
financial risk
protection,
access to
quality essential
healthcare
services and
access to safe,
effective, quality
and affordable
essential
medicines and
vaccines for all

2.3 in 2014
(BDHS)

1.7 by 2021 (HNPSIP
2016-2021)

Contraceptive
prevalence rate
(CPR)

Achieve universal
health coverage

62.4 in 2014
(BDHS)

75% by 2021, CPR in lagging 
region: 60% by 2021 (HNPSIP 
2016-2021)
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Global and national targets of SDG indicators

SDG 
target

Name of the
indicator

Target to be
achieved by

2030

Baseline value
for Bangladesh

National target (HNPSIP
2016-2021 and other
strategic documents)

3.8:
Universal
health
coverage

ANC 4 coverage Achieve universal
health coverage

31.2
(BDHS 2014)

ANC 4 coverage 50% by
2021 (HNPSIP 2016-2021)

Measles
immunization
coverage

Achieve universal
health coverage

86.6% (CES
Report 2014)

95% (HNPSIP 2016-2021)

% of children
aged less than 6
months receiving
exclusive
breastfeeding

Achieve universal
health coverage

55.3%
(BDHS 2014)

65% (HNPSIP 2016-2021)

% of infants aged
6-23 months are
fed with minimum
acceptable diet

Achieve universal
health coverage

22.8% (BDHS
2014)

45% (HNPSIP 2016-2021)

Estimated
prevalence of
diabetes and
hypertension
among adult men
and women aged
35 years and older

Achieve universal
health coverage

Diabetes: 11.2%;
Hypertension:
31.9% (BDHS 2011)

Diabetes: 10%
Hypertension: 30%
(HNPSIP 2016-2021)

3.8.2: Number of
people covered by 
health insurance
or a public health
system (per 1,000
population)

Achieve universal
health coverage,
including
financial risk
protection

3.9: Mor-
tality
For envi-
ronmental
pollution

3.9.1: Mortality
rate attributed
to household
and ambient air
pollution

By 2030,
substantially
reduce the
number of deaths
and illnesses
from hazardous
chemicals and
air, water and soil
pollution and
contamination

3.9.2: Mortality
rate attributed
to unsafe water,
unsafe sanitation,
and lack of
hygiene

By 2030,
substantially
reduce the
number of deaths
and illnesses due
to unsafe water,
sanitation and
lack of hygiene

3.9.3: Mortality
rate attributed
to unintentional
poisonings

By 2030,
substantially
reduce the
number of deaths
and illnesses due
to poisoning
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Global and national targets of SDG indicators

SDG 
target

Name of the
indicator

Target to be
achieved by

2030

Baseline value
for Bangladesh

National target (HNPSIP
2016-2021 and other
strategic documents)

3.a: Tobac-
co
control

3.a.1: Tobacco use rate 
(Age standardized
prevalence of
current tobacco use 
among
persons aged 15
years and older/
Tobacco-use
among persons
aged 18+ years
(WHO)

Strengthen the
implementation
of World Health
Organization
Framework
Convention on
Tobacco Control
in all countries as
appropriate

Tobacco-use
by male: 48%,
female: 2%,
total: 25% in
2011 (2014
WHO Report)

Reduce tobacco-use from cur-
rent prevalence

3.b: Pro-
vide
access to
all essen-
tial
medicines
and vac-
cines

3.b.1: Percentage
of health facilities
with essential
medicines
and lifesaving
commodities

Ensure
availability in all
facilities

Facilities
with essential
drugs: 66%; FP
methods: 84.4%
(HFS2014)

Facilities with essential drugs: 
75%; FP methods: 90% by 2021
(HNPSIP2016-2021)

3.c: Health
workforce

3.c.1: Health
workers’ density
and distribution
per 1,000
population:
Reduction in
functional vacant
positions in
public facilities
by category
(physician,
nurse/midwife,
paramedics)

Substantially
increase health
financing and
the recruitment,
development,
training, and
retention of the
health workforce
in developing
countries,
especially in the
least-developed
countries and
small island
developing states

Physician:
30.5% in 2014
Nurse: 7.8% in
2014 (BHFS)
Paramedic: 7.1%
in 2014

Physician: 15% by 2021
Nurse: 4% by 2021
Paramedic: 4% by 2021 (HNP-
SIP 2016-2021)

3.d:
National
and global
health risk

3.d.1: International
Health Regulations
(IHR) capacity and
health emergency
preparedness:
International
Health Regulations
(IHR) core capacity
index/number of
attributes attained
out of 13 core
attributes

Strengthen
the capacity of
all countries,
in particular,
developing
countries, for
early warning,
risk reduction
and management
of national and
global health
risks
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Global and national targets of SDG indicators

SDG 
target

Name of the
indicator

Target to be
achieved by

2030

Baseline value
for Bangladesh

National target (HNPSIP
2016-2021 and other
strategic documents)

2.2: Child
Malnutri-
tion
 

Prevalence of
stunting in
under-5 children/
Proportion of
stunted U5
children
Proportion of
wasted and
overweight U5
children

By 2030, end
all forms of
malnutrition,
including
achieving,
by 2025, the
internationally agreed
targets
on stunting
and wasting in
children below
5 years of age,
and address the
nutritional needs
of adolescent girls, 
pregnant and lactat-
ing women and older 
persons

36.1 in 2014
(BDHS 2014)

25% by 2021
(HNPSIP 2016-2021)

6.1:
Drinking 
water

Proportion of
population
using improved
drinking-water
sources

By 2030, achieve
universal and
equitable access to safe 
and affordable
drinking-water
for all

98% (DHS2014) 100%

6.2:
Sanitation
and hy-
giene

Proportion of
population
using improved
sanitation
facilities

By 2030, achieve
access to adequate and 
equitable
sanitation and
hygiene for all
and end open
defecation, paying 
special attention to
the needs of women
and girls and those in 
vulnerable
situations

45%
(BDHS 2014)

7.1: Clean
household
energy

Percentage of
population with
primary reliance on 
non-solid fuels (%)

By 2030, ensure
universal access

18% (DHS 2014)

11.6: 
Clean
cities

Ambient air
pollution
Percentage of
urban solid waste
regularly collected
and well-managed
(disaggregated by
type of wastes)

By 2030, reduce
the adverse
per-capita
environmental
impact of cities,
including by
paying special
attention to
air quality and
municipal and
other waste
management



64

D
AY

-2

Global and national targets of SDG indicators

SDG 
target

Name of the
indicator

Target to be
achieved by

2030

Baseline value
for Bangladesh

National target (HNPSIP
2016-2021 and other
strategic documents)

13.1:
Natural
disasters

Number of deaths,
missing people,
injured, relocated
or evacuated due
to disasters per
100,000 people

Strengthen
resilience and
adaptive capacity
to climate-related
hazards and
natural disasters
in all countries

16.1:
Violence

Homicide
conflicts
Women and
girls subjected to
physical, sexual
or physiological
violence

Prevalence of
intimate partner
violence: 15-71%
(WHO multicounty
study on
women’s health and 
domestic violence,
Lancet 2006)

Goal 4: Quality Education
Obtaining a quality education is the foundation to improving people’s lives and sustainable development. Major 
progress has been made towards increasing access to education at all levels and increasing enrolment rates in school 
particularly or women and girls. Basic literacy skills have improved tremendously, yet bolder efforts are needed to 
make even greater strides for achieving universal education goals. For example, the world has achieved equality in 
primary education between girls and boys, but few countries have achieved that target at all levels of education.

Goal 5: Gender Equality
While the world has achieved progress toward gender equality and women’s empowerment under the Millennium 
Development Goals (including equal access to primary education between girls and boys), women and girls continue 
to suffer discrimination and violence in every part of the world.

Gender equality is not only a fundamental human right, but a necessary foundation for a peaceful, prosperous and 
sustainable world.

Providing women and girls with equal access to education, health care, decent work, and representation in political 
and economic decision-making processes will fuel sustainable economics and benefit societies and humanity at large. 

Goal 6: Clean Water and Sanitation
Clean, accessible water for all is an essential part of the world we want to live in. There is sufficient fresh water on the 
planet to achieve this. But due to bad economics or poor infrastructure, every year millions of people, most of them 
children, die from diseases associated with inadequate water supply, sanitation and hygiene.

Water scarcity, poor water quality and inadequate sanitation negatively impact food security, livelihood choices and 
educational opportunities for poor families across the world. Drought afflicts some of the world’s poorest countries, 
worsening hunger and malnutrition. By 2050, at least one-in-four people is likely to live in a country affected by 
chronic or recurring shortage of fresh water.  

Goal 7: Affordable and Clean Energy
Energy is central to nearly every major challenge and opportunity the world faces today. Be it for jobs, security, 
climate change, food production or increasing incomes, access to energy for all is essential.

Sustainable energy is opportunity—it transforms lives, economies and the planet. UN Secretary–General is leading 
a sustainable energy for all initiative to ensure universal access to modern energy survives, improve efficiency and 
increase use of renewable sources.
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Goal 8: Decent Work and Economic Growth
Roughly half the world’s population still lives on the equivalent of about US$2 a day. And in too many places, having 
a job doesn’t guarantee the ability to escape from poverty. This slow and uneven progress requires us to rethink and 
retool our economic and social policies aimed at eradicating poverty.

A continued lack of decent work opportunities, insufficient investments and under-consumption leads to an erosion of 
the basic social contract underlying democratic societies; that all must share in progress. The creation of quality jobs 
will remain a major challenge for almost all economies well beyond 2015. Sustainable economic growth will require 
societies to create the conditions that allow people to have quality jobs that stimulate the economy while not harming 
the environment. Job opportunities and decent working conditions are also required for all working age people.

Goal 9: Industry, Innovation and Infrastructure
Investment in infrastructure—transport, irrigation, energy and information and communication technology—are 
crucial to achieving sustainable development and empowering communities in many countries. It has long been 
recognized that growth in productivity and incomes, and improvement in health and education outcomes require 
investment in infrastructure.

Inclusive and sustainable industrial development is the primary source of income generation, allows for rapid and 
sustained increases in living standards for all people, and provides the technological solutions to environmentally 
sound industrialization.

Technological progress in the foundation of efforts to achieve environmental objectives, such as increase resource and 
energy-efficiency. Without technology and innovation, industrialization will not happen, and without industrialization, 
development will not happen.

Goal 10: Reduced Inequalities
The international community has made sufficient strides towards letting people out of poverty. The most vulnerable 
nations—the least developed countries, the landlocked developing countries, the small island developing states—
continue to make inroads into poverty reduction. However, inequality still persists and large disparities remain in 
access to health and education services and other assets.

Additionally while income inequalities between countries may have been reduced, inequalities within countries have 
risen. There is growing consensus that economic growth is not sufficient to reduce poverty. It is not inclusive and if it 
does not involve the three dimensions of sustainable development—economic, social and environmental. To reduce 
inequality, policies should be universal on principle, paying attention to the needs of disadvantaged and marginalized 
populations. 

Goal 11: Sustainable Cities and Communities
Cities are hubs for ideas, commerce, culture, science, productivity, social development and much more. At their best, 
cities have enabled people to advance socially and economically.

However, many challenges exit to maintain cities in a way that continues to create jobs and prosperity while not 
straining land and resources. Common urban challenges include congestion, lack of funds to provide basic services, 
a shortage of adequate housing, and declining infrastructure. The challenges cities face can be overcome in ways that 
allow them to continue to thrive and grow, while improving resource use and reducing pollution and poverty. The 
future we want includes cities of opportunities for all, with access to basic services, energy, housing, transportation 
and more.

Goal 12: Responsible Consumption and Production
Sustainable consumption and production is about promoting resource and energy efficiency, sustainable infrastructure, 
and providing access to basic services, green and decent jobs and a better quality of life for all. Its implementation 
helps to achieve overall development plans, reduce economic competitiveness and poverty.

Sustainable consumption and production aims at “doing more and better with less” increasing net welfare gains from 
economic activities by reducing resource use, degradation and pollution along the whole lifecycle, while increasing 
quality of life. It involves different stakeholders, including business, consumers, policy makers, researchers, scientists, 
retailers, media and development cooperation agencies, among others. It also requires a systemic approach and 
cooperation among actors operating in the supply chain, from producer to final consumer. It involves engaging consumers 
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through awareness-raising and education on sustainable consumption and lifestyles, providing consumers with adequate 
information through standards and labels, and engaging in sustainable public procurement, among others.

Goal 13: Climate Action
Climate change is now affecting every country on every continent. It is disrupting national economics and affecting 
lives, costing people, communities and countries dearly today and even more tomorrow.

People are experiencing the significant impacts of climate change, which include changing weather patterns, rising 
sea levels, and more extreme weather events. The greenhouse gas emissions from human activities are driving climate 
change and continue to rise. They are now at their highest levels in history. Without action, the world’s average surface 
temperature is projected to rise over the 21st century and is likely to surpass 3 degrees Celsius this century–with more 
areas of the world expected to warm even more. The poorest and most vulnerable people are being affected the most.

Affordable, scalable solutions are now available to enable countries to leapfrog to cleaner, more resilient economies. 
The pace of change is quickening as more people are turning to renewable energy and a range of other measures that 
will reduce emissions and increase adaptation efforts. But climate change is a global challenge that does not follow 
national borders. Emissions anywhere affect people everywhere. It is an issue that requires solutions that need to 
be coordinated at the international level and it requires international cooperation to help developing counties move 
towards a low-carbon economy. 

Goal 14: Life below Water
The world’s ocean-their temperature, chemistry, currents and life drive global systems that make the Earth habitable 
for human kind. Our rain water, drinking water, weather, climate, coastlines, much of our food and even the oxygen 
in the air we breathe, are all ultimately provided and regulated by the sea. Throughout history, oceans and seas have 
been vital conduits for trade and transportation. Careful management of the essential global resource is a key feature 
of a sustainable future. 

Goal 15: Life on Land
Preserving diverse forms of life on land requires targeted efforts to protect, restore and promote the conservation and 
sustainable use of terrestrial and other ecosystems. Goal 15 focuses specifically on managing forests sustainably, 
restoring degraded lands and successfully combating desertification, reducing degraded natural habitats and ending 
biodiversity loss.

Goal 16: Peace, Justice and Strong Institutions
This goal is dedicated to the promotion of peaceful and inclusive societies for sustainable development, the provision 
of access to justice for all, and building effective, accountable institutions at all levels.

Goal 17: Partnership for the Goals
A sustainable development agenda requires partnerships between governments, the private sector and civil society. 
These inclusive partnerships built upon principles and values, a shared vision and shared goals that place people and 
the planet at the centre, are needed at the global, regional, national and local level.

Urgent action is needed to mobilize, redirect and unlock the transformative power of trillions of dollars of private 
resources to deliver on sustainable development objectives. Long-term investments, including foreign direct 
investments, are needed in critical sectors, especially in developing countries. These include sustainable energy, 
infrastructure and transport, as well as information and communications technologies. The public sector will need 
to set a clear direction. Review and monitoring frameworks, regulations and investments and reinforce sustainable 
development. National oversight mechanism such as supreme audit institutions and oversight functions by legislatures 
should be strengthened.  
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17 Sustainable Goals
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4th Health Population and Nutrition Sector Program (HPNSP)
Main Objectives and Brief Description of the Program:

Main Objectives
The 4th HPNSP is built on existing achievement to improve equity, quality and efficiency with a view to gradually 
moving towards UHC and achieving health related Sustainable Development Goals (SDGs) through pursuing the 
following strategic objectives (SOs) during the next five and half years starting from January 2017:

SO 1 : To strengthen governance and stewardship of the public and private health sectors

SO 2 : To undertake institutional development for improved performance at all levels of the system

SO 3 : To provide sustainable financing for equitable access to health care for the population and accelerat-
ed progress towards universal health coverage

SO 4 : To strengthen the capacity of the MOHFW’s core health systems (Financial Management, Procure-
ment, Infrastructure development)

SO 5 : To establish a high quality health workforce available to all through public and private health ser-
vice providers

SO 6 : To improve health measurement and accountability mechanisms and build a robust evidence-base for 
decision making

SO 7 : To improve equitable access to and utilization of quality health, nutrition and family planning ser-
vices

SO 8 : To promote healthy lifestyle choices and a healthy environment

The 4th HPNSP coincides with the adoption of the United Nations’ SDGs by world leaders in New York on the 25 
September 2015.  The 2030 Agenda for Sustainable Development articulates an ambitious set of targets aimed at 
transforming the world by ending poverty, hunger and inequality, taking action on climate change and the environment 
and improving health and education. The new Global Goals replace and expand the previously agreed MDGs.  

Out of the 17 SDGs, SDG 3 specifically relates to good health and well-being, while several SDGs have bearing on 
the determinants of health like improvements in hunger, food security and nutrition (SDG 2), inclusive and equitable 
quality education (SDG 4), water and sanitation (SDG 6), environments (SDG 11 & 16), reducing inequality (SDG 
10), gender equity and empowerment of women and girls (SDG 5), etc. SDG 3 aims - among others - to achieve UHC, 
and provide access to safe and effective medicines and vaccines for all.  

The SDG 3 targets are numerous and wide-ranging and cover issues of communicable and non-communicable 
diseases, lifestyle and healthy environments and provide a holistic framework for development of national responses. 
The SDGs provide new background to looking at health, nutrition and population in a more holistic and multi-sectoral 
way and this is reflected in this 4th HPNSP document for Bangladesh.

The 4th HPNSP has been designed with appropriate strategies and efforts for focused improvements in increasing 
access to, and quality of health care and improving equity along with financial protection in order to meaningfully 
realize the objectives of UHC.

I. Vision, Mission and Goal of the Program:
The Program Implementation Plan (PIP) of  4th HPNSP  is based on the vision, mission, goal, development objectives, 
strategic objectives and resource envelope as mentioned in the Strategic Investment Plan (SIP) of MOHFW developed 
in mid-2016. 

Vision : “To see the people healthier, happier and economically productive to make Bangladesh a 
middle income country by 2021” (Vision 2021)

Mission : “To create conditions whereby the people of Bangladesh have the opportunity to reach and 
maintain the highest attainable level of health”

Goal : “To ensure that all citizens of Bangladesh enjoy health and well-being by expanding access to 
quality and equitable health care in a healthy environment”
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II. Development Objective of the Program:
The development objective of the 4th HPNSP is to have focused improvements in increasing access to quality health 
care and improving equity along with efficiency by gradually achieving UHC.

III. Program Priorities and Strategies : 
On the basis of the experience in the previous health SWAp periods a set of three underlying principles has been 
identified in preparing the 4th HPNSP. One of these is to ensure that all citizens have access to high quality services 
whether these are obtained from the public or private, modern or alternate medical providers. The other is on equity, 
i.e. all citizens are treated equally and no one is left behind. Finally the Program aims to gain efficiency by reducing 
wastage and maximizing the impact of all available resources.

Program Priorities 
During the 4th HPNSP, various innovative approaches will be explored for improving service delivery, which comprise 
review of existing field-based service delivery; diversification of service provision (inclusive of public-private 
partnership as referred by the PPT. Act) particularly for hard-to-reach areas; development of a functional referral 
system involving all levels of facilities; ensuring access to and utilization of quality health services by the poor and 
the marginalized, etc.  Moreover, emphasis will be given on: ensuring SBAs at birth; newborn care; CDC and NCD 
control; adolescent care; health for the tribal population; mental and disability healthcare; climate change and health 
protection; health regulation: geriatric healthcare; urban healthcare; health research; etc.

Focus will be given to accelerate initiatives in low-performing and hard-to-reach areas as well as to address child 
marriage, adolescent pregnancies, obstetric fistula, unsafe abortions and a rise in reproductive health cancers/cervical 
and breast cancers among women and adolescent girls, etc. The existing family planning program will be strengthened 
through delivering regional packages in less well performing divisions/pockets. Shifting of existing method-mix of 
contraceptive use to emphasize long acting and permanent methods (LAPM) will continue to be promoted through 
informed voluntary choice and counseling. Other FP approaches will be targeting newly-wed couples, particularly 
adolescents to delay the first birth; addressing the existing unmet need and reducing the discontinuation through 
improving collaboration with DGHS. 

The nutrition program will continue to be mainstreamed within the DGHS and DGFP service provision. Regular 
nutritional services will be provided for strengthening the IYCF program, distribution of iron-folic acid supplementation 
among pregnant and lactating women and adolescent girls, continuation of existing half-yearly Vitamin A capsules 
distribution program, scaling up postpartum Vitamin A distribution to improve vitamin A status of neonates through 
breast milk, monitoring of universal iodization of edible salt, promotion of zinc for treatment of diarrhea, etc.  The 
4th HPNSP will also strengthen inter-  and intra- ministerial coordination; collaboration with the Ministry of Local 
Government, Rural Development and Cooperatives, and the Ministry of Food to address nutrition and food safety 
issues within urban contexts.

The 4th HPNSP will continue to strengthen the HNP system that may require reorganizing various systems and 
institutions based on needs of the day. Moreover, the regulatory functions and stewardship role of the MOHFW 
including the agencies under it will be strengthened. 

Strategies
The 4th HPNSP will continue to (a) expand HNP services and (b) improve health systems for program implementation 
and oversight. However it is unique in terms of its focus on (a) strengthening MOHFW’s stewardship and regulatory 
roles in the HNP sector; (b) emphasizing service quality both in public and private sectors for achieving equitable 
healthcare increasingly; and (c) strengthening systems/ institutions for efficient program delivery.

The challenge for the sector is to prevent ill health and provide better services for all within a constrained resource 
environment. The Government allocations to health remain low in terms of regional comparisons while performance 
is high. The MOHFW will concentrate on demonstrating improved performance across the sector and building the 
investment case for health funding as a foundation for future growth and national prosperity. 

Achieving sustainable levels of financing for the sector will depend on a combination of managing demand for health 
care through prevention and effective treatment, seeking efficiency gains based on reducing wastage and introducing 
better systems for providing care, and through advocacy with the Government and the development partners for 
increased financial and technical support. Thus, the 4th HPNSP will be translated into actions through implementation 
of the following strategies:
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(i) Building capacities in leadership, management and regulation with stronger governance and stewardship 
role of the MOHFW for better quality services;

(ii) Restructuring the MOHFW, to increase performance, efficiency and accountability while removing du-
plication and waste;

(iii) Rolling out an upgraded Essential Services Package (ESP) with greater functional coordination of ser-
vices at the field level and a functional referral system;

(iv) Developing new approaches and partnerships with the private sector and the community to ensure that 
basic services reach the poor, the hard-to-reach, the disabled, elderly and those left behind;

(vi) Focusing improvement in quality of care, including ensuring the implementation of a comprehensive 
health workforce strategy and action plan;

(vii) Promoting the importance of public health and increased investment in prevention, primary care and 
strengthening community engagement;

(viii) Tackling the rising burden of NCDs through cross-sectoral interventions on public health awareness and 
to establish healthy lifestyles and healthy environment;

(ix) Tackling the burden of established and new communicable diseases;

(x) Adopting new technologies to strengthen surveillance, data quality and information systems for evidence 
based decision making; and

(xi) Increasing investment in health, ensuring a focus on managing demand, increasing efficiency and creat-
ing strong case for health funding.

IV. New Elements or Issues That Would Add More Value to the Program
The 4th HPNSP is characterized by restructured OPs, implementation mechanisms and program contents, activities or focus 
in OPs. The Program has elements that are different and/or add value to the third Sector Program-HPNSDP, particularly in 
reproductive, maternal, newborn, child & adolescent health; nutrition & food safety; and non-communicable diseases. The 
objectives of the new elements/focus are to address the unfinished agenda of HPNSDP; challenges posed by demographic 
and/or epidemiological changes taking place; changing national economy, society and citizen’s aspirations; and the 
Sustainable Development Goals (SDGs) related to health and well-being. Some notable new focuses are stated below:

(i)  Governance, Stewardship and Institutional Development (GSID): This is an increasingly critical area 
for urgent intervention, especially in view of fast expanding and unregulated private sector investment in 
different branches of the HNP sector in Bangladesh e.g. in laboratory/clinical service provision, medical 
education including for doctors, nurses, midwives, paramedics and different categories of technicians 
etc. and the production/supply of pharmaceuticals including those of alternative medicine.  

(ii)  Essential Service Package (ESP): The new focus will be to restore centrality to ESP in PHC service 
delivery with a view to emphasize on equity, gender sensitivity and efficiency in resource use. This is 
planned to be achieved through greater coordination among service providers in health & family plan-
ning, co-operation and alignment with the NGOs and other private sector HNP service providers at the 
District level and below.

(iii)  Mainstreamed Nutrition: Nutrition services and awareness building activities will be expanded, using 
MOHFW service facilities and through co-operation with NGO stakeholders. This will require recogniz-
ing nutrition related services provided by a host of sources like multilateral interventions in water and 
sanitation, food safety and security, education, welfare and social safety net programs, salt iodization and 
food fortification, etc. 

(iv) NCDs: Links need to be established with existing service providers in the private sector (esp. the not-
for-profit organizations). Some non-government actors are playing a  recognized and important role for a 
number of NCDs like the Bangladesh Diabetic Association, Heart Foundation for hypertension, Cancer 
Institute/Ahsanulla Cancer Hospital for cancer, Blind Welfare Society, etc. All these organizations re-
ceive substantial funds from both MOHFW and MOSW.          

(v) Urban Health: The 4th HPNSP focuses on reducing the burden of cost of service available to urban 
dwellers and to expand their access to essential services through additional interventions by MOHFW.
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(vi) Autism, Mental and geriatric healthcare: Given the size of mental health problems and autism spectrum 
disorders, it will be necessary during the 4th HPNSP to strengthen the public health services for counsel-
ing and treatment. Partnership with the media and NGOs will be augmented to raise public awareness 
about appropriate attitudes toward mental and autistic patients. 

Evolving socio-economic changes and demographic transition are resulting in rapidly rising number of older 
population in the country; people over sixty years are expected to grow to 14.4% in 2021. This requires expensive 
and long-term specialist management for which the country’s health system is ill-prepared. During the 4th HPNSP the 
existing institutional arrangements for health service delivery will be reoriented and incremental investment will be 
made in developing an appropriate geriatric – friendly healthcare service system.

(vii) Community Clinic: Further consolidation of community-supported PHC service delivery as per updated 
ESP with special emphasis on under-served clientele including those in hard-to-reach areas will be pro-
vided by the community clinics. 

(viii) Field-level supervision: Strengthening of field-level supervision of service delivery at district level and 
below and reporting has been given importance. This will be made effective through (a) development of  
supervision guideline (Inspection Manual), training of the supervisors and supervised – with special fo-
cus on financial integrity; (b) improvement of reporting practice – issuance of guidelines, establishment 
of reporting chain and providing training; and (c) sensitizing managers and service providers about the 
legal requirements of Right to Information Act, etc.

(ix) Facility management: Importance is given to improved facility management using best practices-e.g. Jheni-
dah/Chaugacha practices and the Narshingdi model for involving community and local government. Special 
focus is put on asset management; waste management; revisiting complaint handling system; and establishing 
complaint management to improve two-way communication between service receivers and providers.

Results Framework for the 4th HPNSP (2017-2022)
RESULT INDICATOR7 MEANS OF VERIFICA-

TION & TIMING
BASELINE & 

SOURCE
TARGET

2022
Goal:
All citizens of 
Bangladesh 
enjoy health 
and well-be-
ing.

GI 1. Under 5 Mortality Rate 
(U5MR)

BDHS, every 3 years 46, BDHS 2014 34

GI 2. Neonatal Mortality Rate 
(NMR)

BDHS, every 3 years 28, BDHS 2014 18

GI 3. Maternal Mortality Ratio 
(MMR)

BMMS/MPDR/ MMEIG8, 
every year

176, WHO 20159 121

GI 4. Total Fertility Rate (TFR) BDHS, every 3 years 2.3, BDHS 2014 2.0
GI 5. Prevalence of stunting 
among under-five children

BDHS, every 3 years/UESD, 
every non-DHS years

36.1%, BDHS 
2014

25%

GI 6. Prevalence10 of hyperten-
sion among adult population

BDHS, every 3 years/NCD-
RF, every 2 years

Female 32%, 
Male 19%, 
BDHS 2011

Female 32%, 
Male 19%

GI 7. % of public facilities with 
key service readiness11 as per 
approved  Essential Service 
Package (ESP)

BHFS, every 2 years FP: 38.2; ANC 
7.8%; CH 6.7%, 

BHFS 2014

FP: 70%; ANC 
50%; CH 50%

GI 8. % of total health expendi-
ture (THE) financed from public 
sector12

BNHA, every 3 years 23.1%, BNHA 
2012

26.2%

Program Objective:
To have focused improvements in increasing access to quality health care and improving equity along with efficiency by gradually 
achieving UHC

7 Indicators in general would be stratified (where applicable) by age, gender, geographic area and wealth quintiles
8 MMEIG: Maternal Mortality Estimation Inter-agency Group, created by WHO, UNICEF, UNFPA, UN Population Division and The World Bank
9 http://www.who.int/reproductivehealth/publications/monitoring/maternal-mortality-2015/en/
10 Estimated as elevated blood pressure among women and men aged 35 years or older
11 Defined as facilities (excl. CCs) having a) for FP: guidelines, trained staff, BP machine, OCP and condom; b) for ANC: guidelines, trained staff, 
BP machine, hemoglobin and urine protein testing capacity, Fe/folic acid tablets; c) for CH: IMCI guideline and trained staff, child scale, thermom-
eter, growth chart, ORS, zinc, Amoxicillin, Paracetamol, Anthelmintics
12 Government schemes and compulsory health care financing schemes
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Results Framework for the 4th HPNSP (2017-2022)
RESULT INDICATOR7 MEANS OF VERIFICA-

TION & TIMING
BASELINE & 

SOURCE
TARGET

2022

Component 1: MOHFW’s governance and stewardship roles strengthened

Result 1.1 
Legal and 
operational 
framework 
on gover-
nance and 
stewardship 
in place

1.1.1 Governance and Steward-
ship Action Plan implemented in 
line with milestones

Admin records/APIR, every 
year

GSAP developed 
and approved, 
Planning Wing 

2016

GSAP imple-
mented

Result 
1.2 Over-
all sector 
governance 
improved

1.2.1 Number of public and 
non-public facilities accredited

Admin records/ APIR, every 
year

Process initiated, 
Planning Wing 

2016

a) Accred-
itation 

mechanism 
established; 
b) 22 MCH, 
59 DH and 
50 non-pub-
lic hospitals 
accredited

1.2.2 % of DPs submitting 
annual performance reports on 
off-budget  activities

Admin records/ APIR, every 
year

54%, MPIR 2014 100%

1.2.3 Incremental budget for 
MOHFW ensured

APIR/MOF’s Budget Book, 
every year

14.0% increase of 
MOHFW Budget 

in FY ’15-16, 
MOF

Annual 
increment 

of MOHFW 
budget >15%

Component 2: Health systems strengthened to increase performance and efficiency

Result 2.1 
Quality 
workforce 
made avail-
able in health 
sector

2.1.1 % of service provider 
positions functionally vacant in 
district and upazila-level public 
facilities, by category (physician, 
nurse/midwife)

BHFS, every 2 years Physician: 
37.8%,

Nurse/MW: 
19.3%,

BHFS 2014

Physician: 
19%,

Nurse/mid-
wife: 10%

Result 2.2 
Core sys-
tems (FM, 
infrastruc-
ture, pro-
curement) 
strengthened

2.2.1 Increase in the number of 
Operational Plans (OPs) with 
annual budget execution over 
80%

ADP/APIR, every year 13, APIR 2015 19

2.2.3 Procurement lead time 
reduced for the packages tracked 
through SCMP

Admin records/ SCMP, every 
year

57.3 weeks, 
SCMP 2014-15

40 weeks
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Results Framework for the 4th HPNSP (2017-2022)
RESULT INDICATOR7 MEANS OF VERIFICA-

TION & TIMING
BASELINE & 

SOURCE
TARGET

2022
Result 2.3 
Strengthened 
Performance 
monitoring  
to promote 
evi-
dence-based 
decision 
making 

2.3.1 Number  of performance 
monitoring reports prepared and 
disseminated annually

Reports/APIR, every year 3 (HB, APIR, 
SmPR), APIR 

2015

08 (APIR, 
SmPR, MISs, 

NIPORT, 
DGDA, 
DGNM, 
HEU13)

2.3.2 Number of UHFWCs 
under e-MIS  scale up 

Admin records, every year 30 2016
 (E-MIS/ DGFP)

1,500

2.3.3 Number of districts 
implementing comprehensive 
maternal perinatal and newborn 
death review

Admin records/ APIR, every 
year

10, CIPRB/
DGHS 201414
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Component 3: Quality basic services reach the disadvantaged population to progress towards UHC

Result 3.1 
Public health 
services 
strengthened 
to promote 
healthy 
behavior 

3.1.1 % of newborn received 
essential newborn care (ENC)

BDHS, every 3 years/UESD, 
every non-DHS years

6.1% BDHS 
2014

25%

3.1.2 % of infants age 6-23 
month are fed with minimum 
acceptable diet

BDHS, every 3 years/UESD, 
every non-DHS years

22.8%, BDHS 
2014

45%

3.1.3 % of women age 15-19 
who have begun childbearing

BDHS, every 3 years/UESD, 
every non-DHS years

30.8%, BDHS 
2014

25%

3.1.4 % of population of age 25 
years or above use tobacco

BDHS, every 3 years; NCD-
RF, every 2 years/ GATS, 

every 3 years

51%, NCD-RF 
201115

45%

13 For HEU, the report will be Public Expenditure Review (PER)
14 http://www.ciprb.org/wp-content/uploads/2015/01/MPDR-Fact-Sheet.pdf
15 Repeat Global Adult Tobacco Survey (GATS) is scheduled to take place in 2016
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Results Framework for the 4th HPNSP (2017-2022)
RESULT INDICATOR7 MEANS OF VERIFICA-

TION & TIMING
BASELINE & 

SOURCE
TARGET

2022
Result 3.2 
Equitable 
coverage of 
ESP ensured

3.2.1 Contraceptive Prevalence 
Rate (CPR)

BDHS, every 3 years/UESD, 
every non-DHS years

62.4%, BDHS 
2014

75%

3.2.2 CPR (modern methods) in 
lagging regions

BDHS, every 3 years/UESD, 
every non-DHS years

Syl: 40.9%, Ctg: 
47.2%, BDHS 

2014

60%

3.2.3 Antenatal care coverage (at 
least 4 visits)

BDHS, every 3 years/UESD, 
every non-DHS years

31.2%, BDHS 
2014

50%

3.2.4 % of delivery by skilled 
birth attendant (SBA)

BDHS, every 3 years/UESD, 
every non-DHS years

42.1%, BDHS 
2014

65%

3.2.5 % mothers with non-in-
stitutional deliveries receiving 
postnatal care from a medically 
trained provider within 2 days of 
delivery

BDHS, every 3 years/UESD, 
every non-DHS years

5.4%, BDHS 
2014

10%

3.2.6 Ratio of births in health 
facilities of the richest wealth 
quintile to the poorest quintile 
(Q1:Q5)

BDHS, every 3 years/UESD, 
every non-DHS years

14.9% : 70.2% 
= 1 :4.7, BDHS 

2014

1 : 3.5

3.2.7 % of public health facil-
ities/public service delivery 
points without stock-outs of 
essential medicines/FP supplies

Essential medicines,  BHFS, 
every 2 years;  
FP supplies, 

E-LMIS/DGFP, every year

Drugs16: 66%, 
BHFS 2014; 

 FP methods17: 
>98%, E-LMIS/

DGFP

Drugs: 75%,
FP methods: 

>98%

3.2.8 Tuberculosis case detection 
rate

NTP MIS, every year 53%, GTBR18 
2014

75%

3.2.9 Measles-Rubella (MR) 
immunization coverage among 
children under 12 months

CES, every year 86.6%, CES 
2014

90%

Result 3.3 
Quality of 
care im-
proved

3.3.1 % of public health facilities 
with at least one staff trained in 
IMPAC (integrated management 
of child birth and pregnancy)in 
the last 24 months

BHFS, every 2 years 9.9%19, BHFS 
2014

50%

3.3.2 % of public facilities 
implement and monitor quality 
improvement activities20

Admin records/ APIR, every 
year

2 (1 MCH, 1 
DH), APIR 2015

100% MCHs 
& DHs, 70% 

UHCs 

16Defined as availability of at least six of eight essential medicines of a DDS kit: amoxicillin tablet/capsule, amoxicillin syrup, cotrimoxazole, 
paracetamol tablet, paracetamol syrup, tetracycline eye ointment, iron tablet, and vitamin A capsule.
17Service delivery points include family planning field workers
18Global Tuberculosis Report 2014 by the World Health Organization (WHO)
19 Staff in facilities up to union-level trained in integrated management of pregnancy and child birth (IMPAC) during the last 24 months
20 QA activity to be specified by HEU/HSM; check baseline with HEU
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Operational Plans and Implementing Agencies
Sl. #  Operational Plans (OPs) Implementing Agency

Component 1 –  Strengthening Governance and Stewardship 

1 Sector-Wide Program Management and Monitoring (SWPMM) MOHFW

2 Planning, Monitoring and Research (PMR) DGHS

3 Planning, Monitoring and Evaluation (PME) DGFP

4 Health Economics and Financing (HEF) HEU, HSD

5 Strengthening of Drug Administration (SDAM) DGDA, HSD

Component 2 – Health Systems Strengthening

6 Health Information Systems & e-Health (HIS & e-Health) DGHS

7 Management Information System (MIS) DGFP

8 Medical Education and Health Manpower Development (ME& HMD) DGHS

9 Procurement, Storage and Supply Management – HS (PSSM-HS) CMSD, DGHS

10 Procurement, Storage and Supply Management – FP (PSSM-FP) DGFP

11 Physical Facilities Development (PFD) MOHFW

12 Human Resource Development (HRD) MOHFW (HRD, HSD)

13 Improving Financial Management (IFM) HSD, MOHFW

14 Training, Research and Development-NIPORT (TRD) NIPORT

15 Nursing and Midwifery Education and Services (NMES) DGNM

Component 3 – Provision of Quality Health Services

16 Maternal, Neonatal, Child and Adolescent Health (MNCAH) DGHS

17 Maternal, Child, Reproductive  and Adolescent Health (MCRAH) DGFP

18 National Nutrition Services (NNS) DGHS

19 Communicable Diseases Control (CDC) DGHS

20 TB-Leprosy and AIDS/ STD Program (TB-L & ASP) DGHS

21 Non-communicable Diseases Control (NCDC) DGHS

22 National Eye Care (NEC) DGHS

23 Community Based Health Care (CBHC) DGHS

24 Hospital Services Management (HSM) DGHS

25 Clinical Contraceptive Services Delivery Program (CCSDP) DGFP

26 Family Planning Field Services Delivery (FPFSD) DGFP

27 Lifestyle, and Health Education & Promotion (LHEP) DGHS

28 Information, Education and Communication (IEC) DGFP

29 Alternative Medical Care (AMC) DGHS
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14 Operational Plans of DGHS
SL 
No

Name of the 
OPs Main Functions/ Objective

1
Alternative 
Medical Care 
(AMC) 

To Scale up Unani, Ayurvedic & Homoeopathic Medical service throughout the 
country along with the Allopathic treatment to ensure quality & equitable health 
services for all citizen of
Bangladesh and develop of Unani, Ayurvedic & Homoeopathic education system.

2
Community 
Based Health 
Care (CBHC)

To ensure healthy lives and promote well-being for all at all ages by increasing 
accessibility, affordability and utilization of quality Primary Health Care Services 
within the stipulated time.

3
Communicable 
Disease 
Control (CDC)

To bring  malaria death to 5 within 2019 and to zero within 2022 and achieve 
elimination in phases within 2025
To prevent and control aides  transmitted viral diseases including dengue,  chikungunya 
and zika
To achieve filaria free status by 2022 
To reduce the prevalence of  sth among <15 Children to 5% within 2022
To eliminate kata-azar by 2017 and achieve  kata-azar   frees Bangladesh by 2022
To eliminate rabies within 2022
To strengthen capacity for decoction, management, prevention and control of various 
communicable diseases. To strengthen to strengthen disease surveillance  

4

Health 
Information 
System & 
e-Health (HIS 
& e-H)

To improve health information system, eHealth and medical biotechnology

5

Hospital 
Services 
Management 
(HSM)

To provide equitable and accessible healthcare services at district hospitals, medical 
college hospitals and specialized hospitals of Bangladesh.

6

Lifestyle  
and Health 
Education & 
Promotion 
(L&HEP)

To influence the healthy behavior of individuals and community, and living conditions 
that influence health
by improving their knowledge, attitude, practices and
skills by creating a ‘health literate society’.

7

Medical 
Education 
& Health 
Manpower 
Development 
(ME & HMD)

To strengthen medical education and health manpower development system for 
developing
medical professionals and health workforce to deliver standard and high quality 
services in achieving
universal health coverage.
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SL 
No

Name of the 
OPs Main Functions/ Objective

8

Maternal 
Neonatal Child 
& Adolescent 
Health 
(MNC&AH)

i. To strengthen efforts of making home deliveries safe
ii. To strengthen 2417 EmONC services at the upazila level in phases
iii. To establish a functional referral system from community to facility level
iv. At least 95 percent fully vaccination coverage among under one year children at
national level and 90 percent fully vaccination coverage at each district level; and TTS
coverage among women of childbearing age reached at least 80 percent at national 
level
and 75 percent at each district level
v. Maintain Polio Free Certification status, achieve Measles and Rubella Elimination
status and control of Congenital Rubella Syndrome (CRS)
vi. Strengthen the Immunization supply chain and management system and reduce 
disease
prevalence by introduction of new and underused vaccines
vii. Increase access and utilization of Newborn and IMCI services at facilities and
communities including national scale-up of evidence based priority newborn health
interventions
viii. Improved knowledge of Adolescents on Sexual and Reproductive Health issues
ix. Improved knowledge of primary school level student on personal hygiene issues

9

Non 
Communicable 
Diseases 
Control 
(NCDC)

To reduce mortality and morbidity of NCDs in Bangladesh through control of risk 
factors and improving health service delivery,

10 National Eye 
Care (NEC)

To improve eye care service delivery at all levels of health facilities in Bangladesh

11
National 
Nutrition 
Services (NNS)

To reduce malnutrition and improve nutritional status of the people of Bangladesh with 
special
emphasis on the children, adolescents, pregnant & lactating women, elderly, poor and 
underserved
population of both rural and urban area in line with National Nutrition Policy 2015.

12

Planning, 
Monitoring 
and Research 
(PMR_DGHS)

To strengthen planning, monitoring and research activities at different levels of health 
services.

13

Procurement, 
Storage and 
Supplies 
Management of 
Health Services 
(PSSM-HS)

Enhancement of Procurement Capacity and Supplies Management for Health Services

14

Tuberculosis- 
Leprosy and 
AIDS/ STD 
Program (TB-L 
& ASP)

Reduce the incidence of TB (all forms) by 50% by 2025 and 90% by 2035 (from 
2015 baseline figure) and achieving registered prevalence of leprosy to less than lease 
per 10,000 populations and minimize the spread of HIV and the impact of AIDS on 
the individual, family, community, and society, working towards Ending AIDS in 
Bangladesh by 2030.
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7 Operational Plans of DGFP
SL No Name of the OPs Main Functions/ Objective

1 Planning Monitoring  and 
Evaluation

•	 Strengthen domiciliary visits and center based services
•	 Intensify Satellite clinic service
•	 Recruitment of volunteers to increase service coverage at 

HtR
•	 FP package programs in selected urban slum
•	 Ensure quality clinical contraception services including 

Post-Partum Family Planning (PPFP) PAC & Post MR FP 
Services. 

•	 Strengthen comprehensive and basic EmONC services
•	 Improve quality ANC, PNC services
•	 Provide 24/7 delivery services at facility level
•	 Ensure adolescent health care services
•	 Implementation of comprehensive New born care packages
•	 Regional service package
•	 Re-vitalization of Model FP clinic at Medical College 

Hospital.
•	 LARC & PM client fair activities in hard to reach and low 

performing areas.
•	 Create demand for FP-MNCH information and services 

through massive SBCC activities using different innovative 
channels

•	 Observance World Population Day and different special 
service week

•	 Introduce e-FWA register, e-facility register 
•	 Implement e-procurement and on line procurement 

tracking system
•	 Scale up e-FWA register & e-monitoring to Strengthening 

field level activities.  
•	 monitoring and performance review
•	 Partnership with GO-NGO and private sector collaboration
•	 Co-ordination between DGHS & DGFP.
•	 Co-ordination with different partners for Public Private 

Partnership (PPT.).
•	 All services implemented according to ESP.

2 Management Information System 

3 Procurement, Storage and Supply 
Management-FP 

4 Maternal, Child, Reproductive 
and Adolescent Health 

5 Clinical Contraception Services 
Delivery Program 

6 Family planning Field Services 
Delivery 

7 Information, Education and 
Communication 
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Universal Health Coverage (UHC)
What is Universal Health Coverage? 
Universal coverage ensures that all people can use quality health services without financial hardship (WHO, Fact file: 
10 facts on universal health coverage, 2012). Universal Health Coverage (UHC) aims to ensure everyone receives 
the quality services they need, and is protected from health threats, without suffering financial hardship. It’s a way of 
reducing poverty and increasing health security, so that no-one is left behind.

Why does Bangladesh need Universal health Coverage?
Paying for health is one of the main reasons why people fall into poverty in Bangladesh. In addition, many people, 
especially the poor, are afraid of the high costs which health care incurs and do not seek medical attention at all. In 
Bangladesh, less than 1% of the population has a health coverage scheme which protects them against catastrophic 
health expenditures.

In Bangladesh, approximately 3.8% of the total population, or 6 million people, are pushed into poverty because of 
out-of-pocket payments for health services every year (BD Health Watch 2011).

Bangladesh needs Universal Health Coverage because it has a direct impact on a population’s health. Besides this, 
Universal Health Coverage contributes to people being more productive and active contributors to their families and 
communities. It also ensures that children can go to school and learn.

Universal Health Coverage could transform the lives of millions people by bridging life savings health care to those 
who need it most.

What is the Health Care Financing Strategy (HCFS) 2012-2032?
The Health Care Financing strategy of the Ministry of Health and Family Welfare is the foundation on which Universal 
Health Coverage will be established in Bangladesh.

The ultimate aim of the Health Care Financing Strategy is to achieve Universal Health Coverage by 2032 and ensure 
access to affordable, equitable and quality health services for the people of Bangladesh.

The Health Care Financing Strategy provides a framework for developing and advancing health financing in 
Bangladesh. The framework and its direction are aimed at:

• Increasing the level of funding for health

• Ensuring an equitable distribution of the health financing burden

• Improving access to essential health services

• Reducing the incidence of impoverishment due to catastrophic health care expenditure and Improving 
quality and efficiency of service delivery

What is needed to achieve Universal Health Coverage?

The six elements which are needed to achieve Universal Health Coverage are:
• Strong political leadership and long term commitment \

• Involvement from multiple stakeholders to support Health Care Financing Strategy and Universal Health 
Coverage implementation

• Broader technical discussion on design issues with key stakeholders and joint development of a roadmap 
on Universal Health Coverage implementation
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• Development and strengtheningof institutions which perform the functions of stewardship, oversight and 
governance with respect to Universal Health Coverage.

• Initial coverage and future up scaling criterion

• Finalization of regulatory, legal and institutional framework

• Development and implementation of  Monitoring and Evaluation framework

References 
- Program Implementation Plan (PIP), 4th Health, Population and Nutrition Sector Program, MOHFW 

- Health Bulletin 2017, MIS, DGHS

- http://www.undp.org/content/undp/en/home/sustainable-development-goals.html 

- Operational Plans of MOHFW

- www.icddrb.org/research/research.../universal-health-coverage  
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Session -6: Essential Service Package
Session objectives

At the end of the session the participants will be able to 
B Describe the overview of ESP

Time: 45 minutes

Participant’s note 
• In this session participants will participate in discussion on ESP
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Handout
Bangladesh Essential Service Package



83

D
AY-2

Bangladesh Essential Service Package (ESP)
According to the WHO, an Essential Health Package (ESP) consists of a limited list of public health and clinical 
services which will be provided at the primary and/or secondary care level. ESP is a tool to define, in practical terms, 
access to Universal Health Coverage (UHC) by selecting the services that should be made available to the whole 
population as a guaranteed minimum, thus enhancing equity. The ESP represents the Government of Bangladesh’s 
commitment to Universal Health Coverage by ensuring people’s right to health in accessing the most essential health 
services.

The Ministry of Health and Family Welfare (MOHFW) intends to use the ESP for three complementary purposes:

• Associated with Universal Health Coverage initiatives, the ESP represents the Government of Bangla-
desh (GoB) commitment to ensure the right to health and that the whole population has access to the 
most essential health services.

• The ESP will become the basis to define the set of standards by type of health facility. A minimum set 
of services is defined as a requirement for a public facility to be considered within a level. While all 
required services are part of the ESP, some may be qualified as “extra” for that level.

• The package, common to the whole territory, is to be used for resource allocation, in a way that promotes 
equity and increases efficiency.

Composition of ESP
ESP has been structured in five core services complemented by one another andincluding some common conditions 
and three support services. The ESP is to be provided at nine main delivery sites, from Community to District 
Hospitals, including urban facilities. Social and Behavioral Change Communication (SBCC) activities are integrated 
in each of the services.

Five Core Services 
1. Maternal, neonatal, child and adolescent health care
	 Maternal and Newborn Care

o Maternal care: pre-conception, antenatal, delivery, postnatal
o Newborn care: during delivery, after delivery 
o Obstetric and neonatal care

	 Child Health and Immunization
o Integrated Management of Child Illnesses (IMCI)
o Expanded Program of Immunization (EPI)

	 Adolescent Health
o Adolescent Sexual and Reproductive Health
o Adolescent Nutrition
o Adolescent Mental Health
o Risk taking behavior

2. Family Planning
	 Pre-Conception
	 Post-partum
	 Post-abortion
	 Post-MR

3. Nutrition
	 Child Nutrition: assessment of nutrition status, prevention of malnutrition,  management of malnutrition
	 Maternal Nutrition
	 Adolescent Nutrition

4. Communicable Diseases
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	 Tuberculosis
	 Malaria
	 HIV/AIDS
	 Neglected Tropical Diseases: Kala-Azar, Lymphatic Filariasis, Leprosy, Dengue, Rabies, Intestinal Parasites
	 Other Communicable Diseases

5. Non-Communicable Diseases (NCD)
	 Hypertension
	 Diabetes Mellitus
	 NCD screening and management based on total risk assessment
	 Cancer: breast, cervical
	 Other NCDs: Arsenicosis, Chronic Obstructive Pulmonary Disease (COPD)
	 Mental Health
	 Sexual and Gender- Based Violence (SGBV)

One Complementary service
Management of other common conditions
	 Eye care
	 Ear care
	 Dental care
	 Skin care
	 Emergency care
	 Geriatric care

Three support (non-clinical) services
1. Laboratory
2. Radiology and other image tools
3. Pharmacy

Minimum Standards and Extra Services by facility level
CC UHFWC UHC MCWC DH

General Surgery
Obstetric Fistula

Trauma Care
Ophthalm. Surgery
General Surgery
Obstetric Fistula

CEmONC CEmONC
BEmONC Severe cases

BEmONC
Severe cases
BEmONC

Pre-term NB
Newborn Sepsis

Pre-term NB
Newborn Sepsis

CEmONC Pre-term NB
Newborn Sepsis

Normal Newborn
N.V. Deliveries

NCD management
Normal Newborn
N.V. Deliveries

NCD management 
Normal Newborn
N.V. Deliveries

BEmONC
Pre-term NB
Newborn Sepsis

NCD management
Normal Newborn
N.V. Deliveries

NCD Screening
SBCC
EPI/IMCI
FP Short Acting
Growth Monitoring
ANC/PNC
Lim. curative care

NCD Screening
SBCC
EPI/IMCI
FP Short Acting
GM, SAM mngmt
ANC/PNC
Lim. curative care

NCD Screening
SBCC
EPI/IMCI
FP Short Acting
GM, SAM mngmt 
ANC/PNC
Lim. curative care

Normal Newborn
N.V. Deliveries
SBCC
EPI/IMCI
GM, SAM mngmt
FP all methods ANC/
PNC

NCD Screening
SBCC
EPI/IMCI
FP Short Acting
GM, SAM mngmt
ANC/PNC
Limited curative care

Minimum standard by facility levels
Extra services

Facilities and Service Delivery Sites
There are six sites where the ESP is provided by MOHFW teams:
1. Domicile: HA/FWA and other community-based health workers conduct home visits, mainly with the purpose of 

identifying people in need of health care (e.g. children who should be immunized) and conducting BCC sessions 
including the Birth and Newborn Care Preparedness Plan. Home visits may also be used to deliver some of 
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the ESP services, such as Post-Natal Care or Family Planning. Community-based workers do not usually carry 
medicines, so home visits are not a site for curative activities. CSBA can attend normal deliveries at home, if no 
risk sign has been identified and the woman does not want to or cannot go to a facility with delivery services.

2. Satellite Clinics or Outreach Sites are non-health facilities, rather well-identified sites (e.g. school premises) 
where mobile teams deliver specific services at regular intervals. The most common services are Immunization 
and Family Planning, but other possibilities include Ante and Post Natal care, and even curative care for 
common conditions.

3. Community Clinics (CC). This is the most-basic facility of the public health system. It should provide curative 
care on a daily basis (by CHCP) within the limits set by the contents of the Essential Drugs Kit, but including 
IMCI, and mother-and-child services (ANC, PNC, ENC, FP, Growth Monitoring) according to the schedule of its 
assisting community workers (HA/FWA). CCs usually act as EPI outreach sites for routine immunizations. The 
CC should also ensure screening and risk assessment for NCD conditions, whose diagnoses and management 
plans are established at higher levels. Where at least one of the workers has been capacitated as a Community 
Skilled Birth Attendant (CSBA), the CC can attend deliveries on the premises; however, it is not expected to 
provide this service round-the-clock and the number of cases attended should be limited. Social and Behavioral 
Change Communication (SBCC) activities are also part of the CC profile.

4. Union-level facilities. There are two main types of facilities – Union Sub-Centres or Rural Dispensaries (USC/
RD) and Union Health and Family Welfare Centres (UHFWC) — which should converge functionally into one 
– the UHFWC — providing a wide array of preventive and curative services and characterized by the presence 
of a Medical Officer or at least Family Welfare Visitors (FWV) and a Sub-Assistant Community Medical 
Officer (SACMO), both with clinical skills well above those of the staff working at CCs. The UHFWC should 
provide the complete set of curative and preventive services on ambulatory regime for cases that do not require 
investigations and do not show signs of emergency or severity. Some facilities may attend normal deliveries, 
although not on a permanent basis. Although CCs may refer patients to these facilities because of the presence 
of more skilled clinicians and a wider range of medicines, this is not a referral facility at present.

5. Upazila Health Complex (UHC). This is the first-level referral facility, and together with lower level facilities, 
is equivalent to an operational health district. It is characterized by the availability of physicians (occasionally 
specialists), diagnostic tools (basic lab and simple radiology), inpatient care and emergency surgery, including 
obstetric interventions. The UHC also may act as storage for medicines to be supplied to lower level facilities, 
as well as hosts a cold chain for vaccine storage. It is the only facility providing round-the-clock maternity and 
emergency care services, and also the only setting delivering daily immunization sessions.

6. District Hospital (DH). These facilities provide specialized secondary care, acting as referral facilities at 
the UHC level. In some areas, DHs have the double function of UHCs for the nearest population and referral 
hospital for other UHCs within the district. Only those services common with UHC – most notably CEmONC 
— are included in the ESP for this level of care.

7. Maternal and Child Welfare Centres (MCWC) may be integrated in the overall UHC or alongside DH, or 
provide services as a self-standing facility. The range of services includes complete Maternal, Neonatal, Child 
and Adolescent health to the level of CEmONC, and complete Family Planning services. Where these facilities 
are not present, UHC and DH assume the provision of the mentioned services.

8. Comprehensive Reproductive Health Care Centre (CRHCC). Usually managed by NGOs and providing 
services in urban areas, the CRHCC is the referral facility for the local system, offering a wide range of 
preventive and curative services, including maternity care. Since access to referral hospitals is better in urban 
areas, CRHCC are not required to deal with emergencies and serious cases.

9. Primary Health Care Centres (PHCC). These urban facilities provide basic maternal, neonatal, child, 
adolescent and family planning care – excluding maternity services — as well as outdoors curative care.

10 Other facilities: Higher-level and specialized public hospitals, as well as NGO facilities providing some of the 
ESP components, are to be similarly integrated. To that end, the ESP-related services they provide should adopt 
the same standards as that of the facilities described in more detail.

References 
- Bangladesh essential health service package (ESP), MOHFW 
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Session -7: Management Concepts
Session objectives

At the end of the session the participants will be able to 

B Explain the concept of Management

B Describe management function

B Identify managerial roles

Time: 1 hour 30 minutes

Participant’s note
•	 In this session Participants will participate in a discussion 

•	 They will analyze a case study and identify management functions 

•	 Participants will divide into three groups and participate in a role play as per the given scenario
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Case Study of Management Functions
In an upazila, recent MNCH data shows that performance is going downwards in comparison to the previous years. 
The Upazila Health & Family Planning Officer (UH&FPO), as Upazila manager and responsible for the health service 
activities in the respective area, had become worried about the declining performance. He couldn’t find out at first 
what went wrongs in recent months. He then analyzed the previous and current performance of the upazila and 
decided to act. 

To boost the performance and morale of the department, he came up with a vigorous program. In the monthly staff 
meeting, he shared the program idea with his fellow medical officers. They also supported the idea and within the 
next week, UH&FPO called a managerial level meeting including all MOs and HIs. He also invited UFPO to the 
meeting. In the meeting, a presentation was shown based on latest MNCH data to illustrate the performance of the 
upazila. Based on the evidence, the forum decided to set a goal for the current year to increase MNCH performance. 
To achieve the goal, besides regular health and family planning activities, a number of additional related activities 
were taken by the forum. Also, they set a timeline for achieving targets and making strategic decisions on how to 
achieve the target. 

In the next week, both the managers shared the new program goal and activities in the respective staff meeting with 
the health and family planning department. In the staff meeting, field level activities were reviewed and the staff 
were given specific tasks to carry out the activities. The additional activities to boost up the performance were also 
delegated to the responsible staff. Coordination among the team and also with other departments were identified and 
responsibility for coordination was assigned to respective persons. 

In a few months, the situation was starting to turn over. However, in few areas, performance was still not up to the 
mark even after feedback given during the monthly meeting. The UH&FPO and UFPO decided to go for a joint 
visit to low-performance areas on a weekly basis. During the field visit, they provided supervision support to the 
field staff. They also conducted a coordination meeting with local government representatives and other community 
support groups. They interacted with service receivers (pregnant women and lactating mothers) by visiting both 
facilities and home. These visits lifted the moral of the staff. In a few weeks, low-performance areas started to 
show improvement. The health and family planning departments established both internal and external coordination 
mechanisms at the field level to carry out the activities. They also coordinated with the local government institutes, 
community support systems and development organizations to achieve the target. The UH&FPO and UFPO both 
called for data unification at the filed level and ensured both departments had an accord presentation MNCH data. The 
managers also set performance standards for the staff and reviewed the progress in the monthly meetings. If deviation 
in performance became evident, the respective persons was asked to provide a statement on the low performance and 
the measures taken to boost the performance. Based on the statement, the managers decided the actions to be taken 
and sometimes became strict by sending notice to show-cause on low performance even after providing continuous 
support. 

At the end of that year, the results were positive. All the indicators of MNCH had experienced astonishing 
improvement. The Upazila received the best upazila award at both district and national level from Ministry and 
respective departments.  Once again, it became evident that team effort and proactive leadership can provide ample 
support to reach targets. 

Now please share your opinion on the following statements- 
1. By reading the story, what you think about the core problem was? 

2. Can you identify the management functions here? If so, what functions did happen here? 

3. As a manager, in the same situation what would be your course of actions? Please describe in key bullet 
points. 
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Role Play Scenario 1: Interpersonal Role
Scenario -1: A new Upazila Manager is appointed in an Upazila who is very sincere, punctual and honest. He works 
hard and wants his team should work accordingly. But his colleagues are becoming annoying on him. He doesn’t give 
space to his colleagues. He needs only output. (Please play the role)

Scenario -2: A new Upazila Manager is appointed in an Upazila who is very sincere, punctual, honest and likable 
personality. He works hard and wants his team should work accordingly. He takes family news of his colleagues, 
drink tea with them. Do light humor. His colleagues are pleased with his personality and works with sincerity. His 
output is moving forward without any hassle. (Please play the role)

Role Play Scenario 2: Informational Role
Dr. Asad is the UHFPO of an Upazila. There is a new program Kagaroo Mother Care (KMC) needs to be launched in 
his Upazila. Please show the Informational Role as an Upazila Health and Family Planning Manager.

Role Play Scenario 3: Decisional Role
Mr. Baten is the UFPO of an Upazila. There is a new program (Long Acting Reversible Contraceptive (LARC)) that 
needs to be emphasized in his Upazila. Please show the decisional role as an Upazila Family Planning Manager.
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Management Concepts
Concept of Management:
Management is as old as human civilization. In ancient times, Roman and Babylonian rulers introduced group efforts 
management to accomplish their large projects (construction of pyramids and excavations of cannel). Gradually, the 
influence of science and technology forced managers to introduce team work to promote a work friendly environment. 
Good work relations among top managers, middle managers and other professionals helped produce effective outputs 
and outcomes. To facilitate program performance, program managers plan and organize human and other relevant 
resources and control machines and activities to give necessary direction to supervisors and their subordinates. There 
are many definitions of management. As defined by professor Weihrich and Koontz (2006, p. 27-29) management is 
“a process of designing and maintaining an environment in which individuals, working together in group, efficiently 
accomplish selected aims.” 

The managers of this century work in a complex environment. They need to acquire knowledge on globalization, 
information technology, economic, social, ethical, ecological, political, and legal issues. For speedy implementation 
of programs in developing countries, managers adapt a list of suitable principles. These principles include staffing, 
division of labor, convergence of work, substitution of resources, and so on. Results have shown that these common 
principles enhance program performances.

Management
The term “management” refers to the process of completing activities efficiently and effectively with and through other 
people. The process represents the function or primary activities of planning, organizing, leading, and controlling.

Management Functions:
Management means getting people to work harmoniously and to make efficient use of resources to achieve objectives 
(McMahon et al., 1992). Successful management depends mainly on the management practices applying appropriate 
approaches and principles and taking care of management functions including the style of supervision and staff 
motivation. 

Planning involves setting a vision, mission goals and specific objectives for future action and output and outcome 
of a program. In this stage, alternative future course options are necessary to frame so that the best alternative may 
be chosen. A real program plan can exist with strong political decision-making, commitment of human resources 
and proper allocation of essential materials. Before launching a program, the planners need to analyze the existing 
situation and previous related plan documents. In short, planning involves setting goals and objectives and then 
scheduling the tasks and allocating the resources, both human and material program(McMahon et al, 1992).

Organizing function includes all managerial activities that translate required planned activities into a structure of 
tasks and authority (Gibson et al., 1994). In a program, people work together to achieve the goals of the program. To 
perform work, people have certain roles and responsibilities. For smooth implementation, the top executives should 
create a favorable environment for human resources management.  Program management experts pointed out two 
functions, which are: a) designing the responsibility and authority of each individual job; and b) determining which 
of these jobs will be grouped in specific departments (Gibson et al., 1994).

Leading involves assigning responsibilities, as well as motivating and supervising subordinates through resource 
mobilization, conflict resolution, the encouragement of innovation, and the establishment of networks outside the 
organization to expedite actions towards desired ends (Middleton and Quash, 1979).

Coordinating is one of the most important functions of management. It is essential to coordinate the activities of 
various individuals in the organization to achieve common goals. Coordination includes: 

• Creating a team spirit 

• Achieving goals through collective efforts 

• Providing unity of action in the pursuit of common objectives.

Controlling involves monitoring and evaluation to evaluate whether performances are satisfactory when measured 
against an agreed plan and whether the desired goal is achieved as stipulated in the plan. Controlling also involves 
setting up criteria for work standards, and allocating organizational means so that desired behaviors are rewarded 
and undesired ones are sanctioned (Simmons, 1987). The senior executives should be prepared to make necessary 
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corrections if deviation occurs during the implementation process. Two important elements of successful management 
are supervision and staff motivation.

Management Function

Management
 

Coordinating  

Planning
 

Controlling
 Organizing  

Leading

Effectiveness is concerned with completion of activities, which is referred to as goal attainment.

Efficiency is concerned with minimizing resources in the completion of those activities.

Management in Health Services 
Management in health services is distinctly different from other fields of management. In managing health services, 
health managers should keep in mind the following points:

• The nature and process of health service delivery is different from other fields of management

• The demand in health services is different and is called “derived demand”

• Many health services are “tailor made”

• Health services are strictly legalized

• Many health services are based on referral system 
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Min.zberg’s Managerial Roles
Category Role Nature of Role

Interpersonal
Roles

1. Figurehead As a symbol of legal authority. 
Performing certain ceremonial 
duties (e.g. signing documents 
and receiving visitors)

2. Leader Motivating subordinates to get
the job done properly

3. Liaison Serving as a link in a horizontal 
(as well as vertical) chain of
communication

Informational 
Roles

4. Nerve center Serving as a focal point for
non routine information; receiving 
all types 
of information

5. Disseminator Transmitting selected
information to subordinates

6. Spokesperson Transmitting selected 
information to outsiders

Decisional 
Roles

7. Entrepreneur Designing and initiating
changes within the organization

8. Disturbance Taking corrective action in  
handler non routine situations

9. Resource allocator Deciding exactly who should  
get what resources

10. Negotiator Participating in negotiating
sessions with other partiers 
(e.g. vendors and unions) to make 
sure the organization’s   
interests are adequately represented

Source: Adapted from Henry Minzberg. Managerial Work: Analysis from Observation management Science, 18 (October 1971): 
B97 – B 110 

Interpersonal roles:
These roles derive from formal authority and status which helps managers maintain their organizations by providing 
them with a unique position in the organization from which they can become the possessors of information. The three 
interpersonal roles are:

The Figurehead – constitutes the manager’s symbolic role. As the formal head of a division or department managers, 
from time to time, the manager is required to perform certain ceremonial duties such as attending meetings, signing 
documents and greeting visitors. This fulfils the social necessity for a person in charge to be present and visible.

The Leader – Leadership permeates almost all of the managers’ activities since it involves directing subordinates 
towards goal accomplishment. This involves selecting, training, motivating, and encouraging subordinates.

The Liaison – A manager’s interaction with peers and other people external to the managers’ work unit or organization 
involves the use of formal and informal communication networks. Liaison is a horizontal activity which provides 
managers with opportunities to gain the contacts, favors and information necessary for maintaining a link between 
the organization and the environment.

Informational roles 
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The manager’s involvement with a number of interactions gives rise to the information flow in the organization, which 
inevitably makes the manager a focal point for information change. Thus, it is not surprising to see that receiving and 
communicating information, whether for communication or decision making purposes, becomes the most important 
aspect of a manager’s job. The informational roles which managers play to fulfill their duties are: 

• Monitor
• Disseminator
• Spokesperson

Decisional Role: 
Decisional roles entail making decision or choices. The four decisional roles are:

• Entrepreneur
• Disturbance Handler
• Resource Allocator
• Negotiator

The Resource Allocator – An important role for a manager is allocating resources in the organization. By using 
their authority, managers have to meet the responsibility of allocating money, materials, manpower, and their own 
time to oversee competing demands. This process is central to the decision making system and comprises three 
essential elements: scheduling time, programming work and authorizing decisions to be made by others. The manager 
maintains control by authorizing decisions before they are put into effect.

The Negotiator – A manager’s position of authority, their credibility and their access to information make them 
ideal candidates for the role of negotiator. These negotiations may take place internally, externally or both. In the 
role of negotiator, managers use their authority to formally make organizational commitments and ratify their final 
agreements.

Management Skills
There are three types of management skills:

• Technical skills
• Human skills
• Conceptual skills

1.  Technical skills: Technical skills are the job specific knowledge and techniques needed to proficiently perform work 
tasks. These skills tend to be more important for first line managers because these employees typically manage lower-
level employees who use tools and techniques to produce the organizational products or to serve the organizational 
customers.

2. Human skills: Human skills involve the ability to work well with other people. Because all managers deal with 
people, these skills are equally important for all levels of management. Managers who possess human skills get the 
best out of their people.

3. Conceptual skills: Conceptual skills are the skills managers use to think and conceptualize about abstract and 
complex situations. Using these skills, managers see the organization as a whole, understand the relationship among 
various subunits, and visualize how the organization fits into its broader environment. These skills are more important 
for top managers.

References 
- MANAGEMENT by Stephen P Robbins and Mary Coulter

- Module on Program Management Training, NIPORT
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Session -8: Introduction to Leadership

Session objectives
At the end of the session the participants will be able to:

B Describe the concept of Leadership and its importance in the health sector

B Identify the qualities of a leader through case study analyses

B Identify the qualities of a leader through a video 

B Complete the leadership self-assessment

Time: 1 hour 30 minutes

Participant’s note
•	 In this session participate will participate in a discussion 

•	 Will analyze two case studies and identify leadership roles

•	 They will observe a video clip

•	 Participants will identify their Leadership skills by a Self-Assessment checklist
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Case Sutdy-1:
Dr. Subimol Chanda inspiring change in Baniachong Upazila’s healthcare provision

When he joined as the Medical Officer- MCH-FP at Baniachong Upazila in Habiganj district, Subimol Chanda 
realized he had a lot of work to do. He started by visiting the field, specifically the UH&FWCs, to figure out the 
reasons behind low demand for healthcare services. He consulted the front line service providers, field workers and 
community members to understand the barriers and how he could address the challenges.

An action plan was developed for Baniachong Upazila as part of the district planning exercise. Chanda closely 
followed up on the plan. He saw to it that the Family Welfare Visitors of different union facilities who were largely 
inactive became serious about their job. Thanks to his intervention, Subidpur and Northeast Baniachong UH&FWC 
started to draw more patients looking for ANC, PNC, family planning and delivery services.

He also managed to secure help from Union Parishad to renovate the Southeast Baniachong UH&FWC so it could 
offer 24/7 delivery service. He also received monetary assistance to bear the cost of operating a water ambulance and 
those of salary night guards and aya employed at three facilities. He then shuffled the location of five satellite clinics 
to maximize the client’s accessibility and ensured pregnant women’s lists were regularly updated.

Dr. Subimol participated in a joint Supervisory Visit and had Muradpur UH&FWC open its doors to clients again. In 
less than a year, he has displayed his commitment to the cause of public health and capacity to deliver on his promise 
to improve Baniachong Upazila’s healthcare scenario.

Collected From: Mamoni Health Systems Strengthening Project, Newsletter, issue 10, July-September, 2017
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Case Sutdy-2:

Dr. Salah Uddin Ahmed, Upazila Health & Family Planning Officer, Potya Upazila, 
Chittagong
Dr. Salah Uddin Ahmed was the Upazila Health & Family Planning Officer of Potya Upazila in Chittagong District 
during the 1990s. Burly and relatively young, always with a smile on his face, Dr. Salah Uddin had an unassuming 
appearance but possessed a natural leadership ability. The resources available to him were what the other UHFPOs 
received throughout the country. The human and material resources at his disposal were not any different from other 
UHFPOs and yet his Upazila Health Complex (UHC) was the cleanest among all the UHCs. The corridors of the 
hospital outside, the upholsteries on the inside, the linens, the mattresses, and the toilets were all clean and fresh. I 
never found any patient uncared for or neglected. Its cleanliness was comparable to any western hospital that we see 
in movies.

During one of the visits, I asked puzzled, “Salahuddin how do you keep your health complex so clean, without any 
complaints from your administration and without any absenteeism? How come running water never ceases in the 
indoor toilets and how do you keep the outdoor toilets in usable condition, while most of the outdoor toilets are kept 
under lock and key in other health complexes since these are very difficult to keep clean and odorless? I even find that 
you have a sufficient supply of Lysol. All rooms have curtains and nobody is soiling or spitting in the corridor or on 
the walls. He smiled and said, “Sir, these are your blessings.” 

I told him, “No Salahuddin, I really want to learn, so that I can tell other colleagues of yours to follow your management 
approach.” 

His reply was simple: “I rely on the public, to be more specific, on their informal and formal elected leaders”. 

“That is very fine, but what in operational terms do you get from them?”

Salahuddin said, “My shortfalls in resources are covered by the Upazila Porishod. Since I belong to a place close to this 
upazila, it is not difficult to motivate them in their dialect. It is also easy to motivate the users of the Health Complex. 
My message is simple and direct. I tell them that this is your home, albeit temporary, your home nevertheless, so it is 
your responsibility to keep it comfortable, soothing and appealing.”

Dr. Salahuddin also never failed in ensuring electricity in his health complex, thanks to the support of the Upazila 
Porishod, which in those days used to allocate 4500 Tk on a monthly basis for running the hospital generator alone. 

Callected from: SCMTP Facilitators Manual, Shared by Dr. Zakir Hossain
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Leadership
Definition:
A simple definition of leadership is that leadership is the art of motivating a group of people to act towards achieving 
a common goal.

Professor John Eric Adair (born 18 May 1934) is a British academic who is a leadership theorist and author of more 
than forty books (translated into eighteen languages) on business, military and other leadership strategies.

Functional Leadership Model

Task

Team Individual

Functional Leadership Theory (Hackman & Walton, 1986; McGrath, 1962) is a particularly useful theory for 
addressing specific behaviors of leaders expected to contribute to organizational or unit effectiveness. This theory 
argues that the leader’s main job is to see that whatever is necessary to group needs is taken care of; thus, a leader can 
be said to have done their job well when they have contributed to group effectiveness and cohesion.

Functional theories of leadership are developed by studying successful leaders and identifying the actions and 
behaviors they show. Large studies with sufficient data make it possible to correlate what leaders actually do, i.e. their 
actions or functions and their successful results.

In the Functional Leadership Model, leadership does not rest with one person but rests on a set of behaviors by the 
group that accomplishes tasks. Any member of the group can perform these behaviors, so any member can participate 
in leadership. The Functional Theory of Leadership places greater emphasis on how an organization or task is being 
led rather than who has been formally assigned a leadership role.

One of the best known and most influential of Functional Theories of Leadership, used in many leadership development 
programs, is John Adair’s “Action-Centered Leadership.”

John Adair developed a model of Action-Centered Leadership that has connecting circles that overlap because:

• the task can only be performed by the team and not by one person;

• the team can only achieve excellent task performance if all the individuals are fully developed; and

• the individuals need the task to be challenged and motivated.

Adair’s model challenged Trait Theory by focusing on what leaders do. He showed that leadership could be taught 
and did not depend on the traits a person had.

Importance of Leadership
Leadership is an important function of management because it helps to maximize efficiency and achieve organizational 
goals. The following points justify the importance of leadership:

1. Initiates action- A leader is a person who starts the work by communicating the policies and plans to the 
subordinates from where the work actually starts.

2. Motivation- A leader proves to be playing an incentive role. A leader motivates the employees with 
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economic and non-economic rewards and thereby receives the work from the subordinates.

3. Providing guidance- A leader has to not only supervise but also play a guiding role for the subordinates. 
Guidance here means instructing the subordinates in the way they are expected to perform their work 
effectively and efficiently.

4. Creating confidence- Confidence is an important factor that can be achieved through expressing the 
work efforts to the subordinates. It is important to explain work efforts clearly, to define subordinate’s 
roles and to provide them with guidelines to achieve the goals effectively. It is also important to hear the 
employees with regards to their complaints and problems.

5. Building morale- Morale denotes willing cooperation of the employees towards their work by inspiring 
confidence and gaining trust. A leader can be a morale booster by achieving full cooperation so that em-
ployees perform to the best of their abilities as they work to achieve goals.

6. Building a work environment-  An efficient work environment helps to achieve sound and stable 
growth. Therefore, human relations should be kept in mind by a leader. A leader should have personal 
contacts with employees and should listen to their problems and solve them. A leader should also treat 
employees on humanitarian terms.

7. Coordination- Coordination can be achieved through reconciling personal interests with organizational 
goals. This synchronization can be achieved through proper and effective coordination.

Types of Leaders
Leaders can be categorized into the following four types:

1. Thought Leaders

2. Courageous Leaders

3. Inspirational Leaders

4. Servant Leaders

There are few leaders who have strongly demonstrated each type of leadership category. However, many leaders are a 
combination of two or more leadership types. For example, Martin Luther King, Jr., is an example of an inspirational 
leader and a courageous leader.

1. Thought Leaders
Thought leaders harness the power of ideas to actualize change. They stretch their followers by helping them see 
new possibilities. Oliver Wendell Holmes said, “The human mind once stretched to a new idea never goes back to its 
original dimension.”

Sometimes a new idea can bring about a paradigm shift, which may provide a new lens for viewing or a radically 
different context for understanding. At other times, the new idea leads to only incremental change. But all change, 
whether large or small, starts with a new idea.

For centuries, thought leaders have competed in the marketplace of ideas using books, papers, and oral presentations. 
They still do, but today they also use the Internet, social media, and other technological advances to disseminate their 
ideas more rapidly and broadly. E-books, blogs, e-zines, teleseminars, and Webinars have made thought leadership 
instantaneously available to ordinary citizens.

Examples of thought leaders:

• Steve Jobs was the co-founder, chairman, and CEO of Apple Inc., where he oversaw the development 
of the iMac, iTunes, iPod, iPhone, iPad, and numerous other innovations. He has been referred to as the 
“Father of the Digital Revolution,” a “master of innovation,” and a “master evangelist of the digital age.”

2. Courageous Leaders
Courageous leaders bravely pursue a vision in the face of considerable opposition and risks. They have strong 
convictions about their mission (purpose), vision (long-term goals), and values (right and wrong). They speak up for 
their core beliefs and fight for their values, even when their stance is unpopular.
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Rudy Giuliani, the former mayor of New York City, said, “There are many qualities that make a great leader. But 
having strong beliefs, being able to stick with them through popular and unpopular times, is the most important 
characteristics of a great leader.”

In addition, they seek the truth and speak the truth.

Examples of courageous leaders:

• Abraham Lincoln, the 16th president of the United States, served during one of the most difficult and 
dangerous period of the America’s history. Even though his life was constantly in danger and his policies 
were unpopular with many, he steadfastly held to his convictions and governed with strength, fairness, 
and dignity. On January 1, 1863, he courageously issued his memorable Emancipation Proclamation, 
which declared the freedom of slaves within the Confederacy.

3. Inspirational Leaders
Inspirational leaders promote change by the power of their passionate commitment to ideas and ideals. They lift our 
eyes from present practicalities to future possibilities. Their words stir up our spirits, strengthen our convictions, and 
move us to action. We are eager to follow them because they call forth the best that is in us.

Inspirational leaders have positive attitudes that create strong emotional connections with people. Their speech is 
enlivened with words such as justice, freedom, honor, respect, pride, and love. Their affirming and encouraging 
demeanor builds the confidence of their followers and elicits their wholehearted devotion. Their can-do attitude keeps 
hope alive during difficult times.

Inspirational leaders create a sense of urgency by explaining why it’s important to take action sooner rather than later. 
In addition, they describe actionable steps people should take.

Examples of inspirational leaders:
• Martin Luther King, Jr., was an American clergyman, activist, and leader in the African-American 

Civil Rights Movement. He is best known for his belief in nonviolent civil disobedience. His words and 
actions have inspired many people to speak up and stand up for what’s right.

4.  Servant Leaders
Servant leaders care deeply about people. They seek to remove the barriers and obstacles that hold others back from 
achieving their full potential. They strive to create an environment where their followers can do their best work. 
Servant leaders frequently ask, “How can I help?”

Former AT&T executive Robert K. Greenleaf popularized the concept of the servant leader in “The Servant as 
Leader,” an essay first published in 1970. Kent Keith, CEO of the Greenleaf Center for Servant Leadership, states, “I 
think the simplest way to explain it would be to say that servant leaders focus on identifying and meeting the needs 
of others rather than trying to acquire power, wealth, and fame for themselves.”

Examples of servant leaders include:
• Mother Teresa founded the Missionaries of Charity, a Roman Catholic religious congregation, in Calcut-

ta, India. Today, the ministry has more than 4,500 sisters ministering in 133 countries. Members vow to 
give “wholehearted and free service to the poorest of the poor.”

• Oprah Winfrey is the chairman of Harpo Inc. Her focus is helping others succeed. Many of her TV 
programs and outreach initiatives are aimed at removing obstacles, so people can achieve their potential. 
Her goal is to empower people to achieve their dreams.

Different Leadership Styles
The is document covers 12 different types of ways people tend to lead organizations or other people. Not all of these styles 
would deem fit for all kind of situations. Read them through to see which one fits right to your or situation.

1. Autocratic Leadership
The autocratic leadership style is centered on the boss. In this type of leadership, the leader holds all authority 
and responsibility and leaders make decisions on their own without consulting subordinates. They reach decisions, 
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communicate them to subordinates and expect prompt implementation. An autocratic work environment normally has 
little or no flexibility.

In this kind of leadership, guidelines, procedures and policies are all natural additions of an autocratic leader. 
Statistically, there are very few situations that can actually support autocratic leadership.

Some of the leaders that support this kind of leadership include: Albert J Dunlap (Sunbeam Corporation) and Donald 
Trump (Trump Organization) among others.

2. Democratic Leadership
In this leadership style, subordinates are involved in making decisions. Unlike the autocratic style, this type of 
leadership is centered on subordinates’ contributions. The democratic leader holds final responsibility, but he or she 
is known to delegate authority to other people, who determine work projects.

The most unique feature of this leadership is that communication is active both upward and downward. With respect 
to statistics, democratic leadership is one of the most preferred leadership styles, and it entails the following: fairness, 
competence, creativity, courage, intelligence, and honesty.

3. Strategic Leadership Style
Strategic leadership is one that involves a leader who is the head of an organization. The strategic leader is not 
limited to those at the top of the organization. It is geared to a wider audience at all levels who want to create a high 
performance life, team or organization.

The strategic leader fills the gap between the need for new possibilities and the need for practicality by providing 
a prescriptive set of habits.  An effective strategic leadership delivers the goods in terms of what an organization 
naturally expects from its leadership in times of change. 55% of this leadership normally involves strategic thinking.

4. Transformational Leadership
Unlike other leadership styles, transformational leadership is all about initiating change in organizations, groups, 
oneself, and others.

Transformational leaders motivate others to do more than they originally intended and often even more than they 
thought possible. They set challenging expectations and typically achieve higher performance.

Statistically, transformational leadership tends to have more committed and satisfied followers. This is mainly the 
case because transformational leaders empower followers.

5. Team Leadership
Team leadership involves the creation of a vivid picture of the organization’s future, where it is heading and what it 
will stand for. The vision inspires and provides a strong sense of purpose and direction.

Team leadership is about working with the hearts and minds of all those involved. It also recognizes that teamwork 
may not always involve trusting and cooperative relationships. The most challenging aspect of this leadership style 
is whether or not it will succeed. According to Harvard Business Review, team leadership may fail because of poor 
leadership qualities.

6. Cross-Cultural Leadership
This form of leadership normally exists where there are various cultures in one society. This leadership has also 
industrialized as a way to recognize front runners who work in the contemporary globalized market.

Organizations, particularly international ones, require leaders who can effectively adjust their leadership style in 
different environments. Most of the leadership in the United States is cross-cultural because of the different cultures 
that live and work there.

7. Facilitative Leadership
Facilitative leadership is too dependent on measurements and outcomes- it is not a skill, although it takes much skill 
to master. The effectiveness of a group is directly related to the efficiency of its process. If the group is high or very 
high functioning, the leader uses a light hand on the process.

On the other hand, if the group is low functioning, the facilitative leader will be more directive in helping the group run 
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its process. An effective facilitative leadership involves monitoring of group dynamics, offering process suggestions 
and interventions to help  the group stay on track.

8. Laissez-faire Leadership
Laissez-faire Leadership gives authority to employees. Departments or subordinates are allowed to work as they 
choose with minimal or no interference. According to research, this kind of leadership has been consistently found to 
be the least satisfying and least effective management style.

9. Transactional Leadership
This is the leadership style that maintains or continues the status quo. It is also the type of leadership that involves 
an exchange process, whereby followers get immediate, tangible rewards for carrying out the leader’s orders. 
Transactional leadership can sound rather basic, with its focus on exchange.

10. Coaching leadership
Coaching leadership involves teaching and supervising followers. A coaching leader is highly operational in settings 
where results or performance requires improvement. In this kind of leadership, followers are helped to improve their 
skills. Coaching leadership includes the following: motivates, inspires and encourages followers.

11. Charismatic Leadership
In this type of leadership, the charismatic leader manifests his or her revolutionary power. Charisma does not mean 
sheer behavioral change, but it actually involves transforming followers’ values and beliefs.

Therefore, this distinguishes a charismatic leader from a simply populist leader who may affect attitude toward 
specific objects, but who is not prepared as the charismatic leader is to transform the underlying normative orientation 
to structure specific attitudes.

12. Visionary Leadership
This form of leadership involves leaders who recognize that the methods, steps and processes of leadership are all 
obtained with and through people. Most great and successful leaders possess the aspects of this leadership style. 

However, those leaders that are highly visionary are the ones considered to be exhibiting visionary leadership. 
Outstanding leaders will always transform their visions into realities.

The Top 7 Leadership Qualities & Attributes of Great Leaders

Vision
Great leaders have a vision… They can see into the future.

They have a clear, exciting idea of where they are going and what they are trying to accomplish and are excellent at 
strategic planning.

This quality separates them from managers. Having a clear vision turns the individual into a special type of person. 
This quality of vision changes a “transactional manager” into a “transformational leader.”

While a manager gets the job done, great leaders tap into the emotions of their employees.

Courage
One of the more important qualities of a good leader is courage. Having the quality of courage means that you are 
willing to take risks in the achievement of your goals with no assurance of success. Because there is no certainty in 
life or business, every commitment you make and every action you take entails a risk of some kind.

Among the seven leadership qualities, courage is the most identifiable outward trait.

Integrity
In every strategic planning session that I have conducted for large and small corporations, the first value that all the 
gathered executives agree upon for their company is integrity. They all agree on the importance of complete honesty 
in everything they do, both internally and externally.
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The core of integrity is truthfulness.

Integrity requires that you always tell the truth, to all people, in every situation. Truthfulness is the foundation quality 
of the trust that is necessary for the success of any business.

Humility
Great leaders are those who are strong and decisive but also humble.

Humility doesn’t mean that you’re weak or unsure of yourself. It means that you have the self-confidence and self-
awareness to recognize the value of others without feeling threatened.

This is one of the rarer attributes – or traits – of good leaders because it requires containment of one’s ego.

It means that you are willing to admit you could be wrong, that you recognize you may not have all the answers. And 
it means that you give credit where credit is due – which many people struggle to do.

Strategic Planning
Great leaders are outstanding at strategic planning. It’s another one of the more important leadership strengths. They 
have the ability to look ahead, to anticipate with some accuracy where the industry and the markets are going.

Leaders have the ability to anticipate trends, well in advance of their competitors. They continually ask, “Based on 
what is happening today, where is the market going? Where is it likely to be in three months, six months, one year, and 
two years?” They do this through thoughtful strategic planning.

Because of increasing competitiveness, only the leaders and organizations that can accurately anticipate future 
markets can possibly survive. Only leaders with foresight can gain the “first mover advantage.”

Focus
Leaders always focus on the needs of the company and the situation. Leaders focus on results, on what must be 
achieved by themselves, by others, and by the company. Great leaders focus on strengths, in them and in others.

They focus on the strengths of the organization, on the things that the company does best in satisfying demanding 
customers in a competitive marketplace.

Your ability as a leader to call the shots and make sure that everyone is focused and concentrated on the most valuable 
use of their time is essential to the excellent performance of the enterprise.

Cooperation
Your ability to get everyone working and pulling together is essential to your success. Leadership is the ability to get 
people to work for you because they want to.

The 80/20 rule applies here:

Twenty percent of your people contribute 80 percent of your results.

Your ability to select these people and then to work well with them on a daily basis is essential to the smooth 
functioning of the organization.

Gain the cooperation of others by making a commitment to get along well with each key person every single day. You 
always have a choice when it comes to a task: You can do it yourself, or you can get someone else to do it for you. 
Which is it going to be?

Management Vs Leadership
Leadership is a broader concept than management. Management is thought of as a special kind of leadership in which 
the accomplishment of organizational goals is paramount. Any time you are engaging in leadership; therefore, it is 
obvious that all your leadership behavior is not directed towards accomplishing organizational goals. When you are 
trying to get some friends to go somewhere with you, you are not engaging in management, but you certainly are 
attempting leadership. If they agree to go, you are an effective leader but not an effective manager.
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Manager Vs Leader
Manager Leader

The manager maintains The leader develops
The manager focuses on systems and structure The leader focuses on people
The manager relies on control The leader inspires trust
The manager has a short-range view The leader has a long-range perspective
The manager asks how and when The leader asks what and why
The manager has his or her eye always on the bottom line The leader’s eye is on the horizon
The manager imitates The leader originates
The manager is the classic good soldier The leader is his or her own person
The manager does things right The leader does the right thing

Leadership Self-Assessment
This self-assessment tool aims to help the participants managing their own learning and development by allowing 
them to reflect on which areas of the leadership framework they would like to develop further. 

Instructions:
1. On the scale next to each statement, choose a rating that reflects how frequently it applies to you

2. Total your score for each domain, reflect upon your answers, then submit paper to the facilitator

Often Sometimes Rarely
1. DEMONSTRATING PERSONAL QUALITIES 
Developing Self Awareness
I reflect on how my own values and principles influence my behavior and im-
pact on others

Ο Ο Ο

I seek feedback from others on my strengths and limitations and modify my 
behavior accordingly

Ο Ο Ο

Managing Yourself 
I remain calm and focused under pressure Ο Ο Ο
I plan my workload and deliver on my commitments to consistently high stan-
dards demonstrating flexibility to service requirements

Ο Ο Ο

Continuing Personal Development
I actively seek opportunities to learn and develop Ο Ο Ο
I apply my learning to practical work Ο Ο Ο
Acting with Integrity 
I act in an open, honest, and inclusive manner – respecting other people’s cul-
ture, beliefs, and abilities

Ο Ο Ο

I speak out when I see that ethics or values are being compromised Ο Ο Ο
TOTAL

2. WORKING WITH OTHERS
Developing Networks
I identify opportunities where working collaboratively with others will 
bring added value to patient care

Ο Ο Ο

I share information and resources across networks Ο Ο Ο
Building and Maintaining Relationships
I communicate clearly and effectively with others Ο Ο Ο
I listen to and take into account the needs and feelings of others Ο Ο Ο
Encouraging Contribution
I actively seek contributions and views from others Ο Ο Ο
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I am comfortable managing conflicts of interests or differences of 
opinion

Ο Ο Ο

Working within Teams 
I put myself forward to lead teams, whilst always ensuring I involve the 
right people at the right time

Ο Ο Ο

I acknowledge and appreciate the efforts of others within the team and 
respect the team’s decision

Ο Ο Ο

TOTAL

3. MANAGING SERVICES 
Planning 
I use feedback from patients, service users, and colleagues when developing plans Ο Ο Ο
I assess the available options in terms of benefits and risks Ο Ο Ο
Managing Resources 
I deliver safe and effective services within the allocated resource Ο Ο Ο
I take action when resources are not being used efficiently & effectively Ο Ο Ο
Managing People 
I support team members in developing their roles and responsibilities Ο Ο Ο
I provide others with clear purpose and direction Ο Ο Ο
Managing Performance 
I analyze information from a range of sources about performance Ο Ο Ο
I take action to improve performance Ο Ο Ο
TOTAL

Often Sometimes Rarely
4. IMPROVING SERVICES 
Ensuring Patient Safety 
I take action when I notice shortfalls in patient safety Ο Ο Ο
I review practice to improve patient safety and minimize risk Ο Ο Ο
Critically Evaluating
I use feedback from patients, carers and service users to contribute to 
improvements in service delivery

Ο Ο Ο

I work with others to constructively evaluate our services Ο Ο Ο
Encouraging improvement and innovation 
I put forward ideas to improve the quality of services Ο Ο Ο
I encourage debate about new ideas with a wide range of people Ο Ο Ο
Facilitating Transformation 
I articulate the need for change and its impact on people and services Ο Ο Ο
I focus myself and motivate others to ensure change happens Ο Ο Ο
TOTAL

5. SETTING DIRECTION 
Identifying the Contexts for Change 
I identify the drivers of change (e.g. political, social, technical, economic, orga-
nizational, profession environment)

Ο Ο Ο

I anticipate future challenges that will create the need for change and communi-
cate these to others

Ο Ο Ο
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Applying Knowledge and Evidence 
I use data and information to suggest improvements to services Ο Ο Ο
I influence others to use knowledge and evidence to achieve best practice Ο Ο Ο
Making Decisions 
I consult with key people and groups when making decisions taking into ac-
count the values and priorities of the service

Ο Ο Ο

I actively engage in formal and informal decision-making processes about the 
future of services

Ο Ο Ο

Evaluating Impact 
I take responsibility for embedding new approaches into working practices Ο Ο Ο
I evaluate the impact of changes on patients and service delivery Ο Ο Ο
TOTAL

Often Sometimes Rarely
6. CREATING THE VISION 
Developing the Vision for the Organization
I actively engage with others (including patients and public) to deter-
mine the direction of the organization

Ο Ο Ο

I take into account the full range of factors that will impact upon the 
future of health and care services

Ο Ο Ο

Influencing the Vision of the Wider Healthcare System
I look for opportunities to engage in debate about the future of health-
care

Ο Ο Ο

I influence key decision makers who determine future government poli-
cy that impacts health system and its services

Ο Ο Ο

Communicating the Vision 
I communicate the vision with enthusiasm and clarity Ο Ο Ο
I take time to build critical support for the vision Ο Ο Ο
Embodying the Vision
I show confidence, commitment and passion for the vision in my day to 
day actions

Ο Ο Ο

I challenge behaviors, symbols & rituals which are not consistent with 
the vision

Ο Ο Ο

TOTAL
Total your scores and reflect on what you have given yourself. If you have mainly “Sometimes” and ‘Rarely” circles 
in any particular domain, these domains may be areas you wish to develop further. If you have “ Often” circles then 
check that these are not overplayed strengths. An overplayed strength could be a behaviour you over rely on and one 
which might impact negatively on your performance.

References 
− Module on Strategic Leadership and Management Training Program for District Managers in Health & 
Family Planning (SLMTP)

− https://trainingmag.com/four-types-leaders

− http://wisetoast.com/12-different-types-of-leadership-styles/managementstudyguide.com/importance_of_
leadership.htm  

− https://trainingmag.com/four-types-leaders
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Session -9: Supportive Supervision
Session objectives

At the end of the session the participants will be able to 

B Explain supervision and supportive supervision

B Identify guiding principles for supervisors 

B Describe core Competencies of a Supervisor 

Time: 1 hour 

Participant’s note
•	 In this session participants will participate in discussion on supportive supervision 
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Handout
Supportive Supervision
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Concepts of Supervision
Supervision is the process of directing and supporting staff so they may effectively perform their duties. ( Ref.: 
Stinson, W., et al. 1998, Quality supervision. QA Brief 7(1):4–6. Bethesda, MD: Quality Assurance Project.)

Supportive supervision is a facilitative approach to supervision that promotes mentorship, joint problem-solving and 
communication between supervisors and supervisees. In recent years, supportive supervision has been implemented 
to improve routine program monitoring and evaluation (M&E).

By definition, supportive supervision is a process that promotes quality at all levels of the health system by 
strengthening relationships within the system, focusing on the identification and resolution of problems, optimizing 
the allocation of resources, promoting high standards, teamwork and better two-way communication (Marquez and 
Kean 2002). The MOHSW of Tanzania supportive supervision guidelines similarly describe supportive supervision 
as a “process which promotes quality outcomes by strengthening communication, identifying and solving problem, 
facilitating team work, and providing leadership and support to empower health providers to monitor and improve 
their own performance.” Supportive supervision involves directing and supporting health care workers in order to 
enhance their skills, knowledge and abilities with the goal of improving health outcomes for the patients they manage. 
It is an ongoing relationship between health care workers and their supervisors. 

Some of the benefits of supportive supervision as described include: helping service providers to achieve work 
objectives by improving their performance, ensuring uniformity to set standards, identifying problems and solving 
them in a timely manner, making a follow-up on decisions reached during previous supervision visit, identifying 
staff needs and providing opportunities for personal development and reinforcing administrative and technical link 
between higher and lower level. 

Traditional Supervision vs. Supportive Supervision 
Although the traditional approach to doing supervisory visits is effective to some extent, it also has several 
shortcomings. For example, the supervisors leaned more towards facility inspection rather than guidance for problem-
solving to improve performance. Supportive supervision promotes sustainable and efficient program management 
through interactive communication, as well as performance planning and monitoring.

Traditional Supervisor Supportive Supervisor
Administrative related Provider’s skill related

•	 Usually no checklist is used
•	 Problems identified, but no plan for immediate 

solution
•	 No planned follow up visit to resolve problems 

identified earlier.
•	 Usually service providers are informed of expected 

task standard
•	 Little/no emphasis on service provider’s motivation
•	 No/little emphasis on improvement of work     en-

vironment.

•	 Checklist is a must and used
•	 Problems identified and planned for solution.
•	 Planned follow up visit to resolve problems detect-

ed earlier
•	 Regularly informed of task standard
•	 Strong emphasis on service providers’      motiva-

tion. 
•	 Strong emphasis on improvement of work environ-

ment

Guiding principles for supervisors 
• Work as a team member to model facilitative supervision

• Talk with and listen to all levels of staff

• Recognize jobs well done

• Solve problems on the spot, when possible

• Provide feedback in a constructive way

• Involve staff in the decision-making process

• Never criticize staff in front of a client or other staff



110

D
AY

-2

Attributes of a Supervisor 
A supervisor should have the following attributes: 

B  Familiar with health care system; 

B Familiar with the program related health services to be provided at each level of health system, 

B Ability to address both administrative and programmatic issues and needs

B Committed, responsible and have strong interpersonal skills; 

B Ability to train, motivate and support supervisees; and 

B Flexible, respectful and hardworking attitude. 

Core Competencies of a Supervisor 
B Analytic skills: ability to listen, probe and analyze situations, problems and formulate solutions; 

B Comprehensive knowledge about health system; 

B  Ability to coach, train and convey information to others and learn from them; 

B  Sufficient knowledge about concept of quality improvement (QI) including supportive supervision and 
mentoring and the use of national guidelines and SOPs: 

B Deep understanding of the roles and responsibilities of both supervisors and mentors and align oneself 
with mentors; and 

B Ability to provide and receive feedbacks after each visit and write reports. 

As a pneumonic, the following might be helpful:

S Supportive attitude 

U Unique thinking 

P Patience to listening 

P Polite to others 

O Obligation to support 

R Respect to others 

T Time frame 

I Impartial attitude 

V Virtual (Effective or practical) 

E Empathy (Good relation & rapport building) 

S Strong leadership 

U Undertaking responsibilities 

P Pro-active 

E Evaluation of relationship 

R Responsive 

V Values 

I Inspiration to others 

S Sincerity 

I Innovative 

O Observation skill 

N Negotiation skills 
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Listening Skill
Listening is a highly valued and important skill for communication.

To be a good active listener, there are two components for success: attention and reflection.

• Attentive listening includes eye contact, posture, facial expressions, gestures and genuine interest in 
what the person is saying.

• Reflection includes repeating and paraphrasing what you have heard; showing the person that you truly 
understand what has been said.

What Makes a Good Listener?
Good listeners actively endeavor to understand what others are really trying to say, regardless of how unclear the 
messages might be.  Listening involves not only the effort to decode verbal messages, but also to interpret nonverbal 
cues such as tone of voice, facial expressions, and physical posture. 

Effective listeners make sure to let others know that they have been heard, and encourage them to share their thoughts 
and feelings fully.

One way to show your listening skills is to carefully listen to the interviewer’s questions in their entirety before 
responding. Don’t interrupt and do be sure your responses reflect what you were asked. It’s fine to take a few moments 
to frame a response to the question. That shows that you’ve listened and are considering the best way to answer the 
question.

Feedback
Feedback is when the effect or output of an action is ‘returned’ (fed-back) to modify the next action. Feedback is 
essential to working and survival of all regulatory mechanisms found throughout living and non-living nature and in 
man-made system such as education systems and economy. As a two way flow, feedback is inherent to all interactions, 
whether human-to-human, human-to-machine or machine–to-machine. In an organizational context, feedback is the 
information sent to an entity (individual or a group) about its prior behavior so that the entity may adjust its current 
and future behavior to achieve the desired result.

3 types of Feedback
1. Positive feedback: applies to situations where a person did a good job; may consist of a simple praise, but even 
more powerfully reinforcing if you specifically highlight why or how that person did a good job.

2. Constructive feedback: highlights how a person can perform better next time; needs to be delivered sensitively. 
Focus on observable facts, not assumed traits.

3. Negative feedback: describes a perceived negative behavior, without proposing a resolution – is essentially 
destructive and is only used, usually by accident, to terminate relationships.
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Importance of Supervision:

A. Qualitative improvement of service provider’s performance by:
• Improving service providers’ knowledge and skills;

• Regularly monitoring the performance of service providers; and

• Regularly supporting service providers by supervisors.

b. Service provider’s work environment will be improved through:
• Ensuring required register, forms, supplies and medicines;

• Increasing regular communication and coordination between service providers and supervisors; and

• Accelerating community participation and cooperation.

c. Clients will get quality services by:
• Standard service facilities;

• Standard health care; and

• Poor women and children will have access to health care facilities.

Difference between Supervision and monitoring
Supervise implies more interaction than monitor. Supervisors have the responsibility of informing and directing, 
while monitors observe without instructing.

A person who supervises children is expected to step in if they behave contrary to expectations; a person or machine 
engaged in monitoring an activity is not generally expected to deal directly with a problem, but to alert a person in 
charge.

The noun form for supervise is supervisor; monitor serves as noun as well as verb. A supervisor is always human; a 
monitor may be a human being or a machine.

Monitor comes from Latin monere, “to warn.” It’s the monitor’s job to warn someone that some activity is not 
proceeding according to plan.

Responsibilities of a supervisor:
• To clearly inform service providers what the supervisor expects from him/her;

• To decide the target/goal of work discussing personally or collaborate with the worker;

• To make certain that the responsibilities, guidelines, standard or policy is within their knowledge.

References 
− Module on Program Management Training, NIPPORT

− Strategic Leadership and Management Training Program for District and Upazila Level Health and 
Family Planning Managers Serving Hard to Reach Areas to Improve Maternal and Newborn Health in 
Bangladesh. Johns Hopkins University, Baltimore, USA 

− Stinson, W., et al. 1998, Quality supervision. QA Brief 7(1):4–6. Bethesda, MD: Quality Assurance Project.

− https://www.thebalance.com/types-of-listening-skills-with-examples-2063759

Read more: http://www.businessdictionary.com/definition/feedback.html
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Day-3 Schedule
Time Sessions Topics

9.00-9.15
(15 minutes)

Review of the previous day

9.15-10.15
(1 hour)

Session-10 Problem solving
- Problem and Problem Solving Technique
- 7 Steps of problem solving
- Three key skills to use for resolving any problem

10.15-10.30
(15 min.)

Tea Break

10.30-12.00
(1 hour 30 min-
utes).

Session-11 Concept of Community and its role in health system 
- Community development and participation 
- Household production of health

12.00-1.30
(1hour 30 min.)

Session-12 Community  based structures and their roles
- Community Group and Community Support Group
- UHFWC  management committee
- Local Govt Committees (Upazila and Union level committees)
- Community Health Workers

1.30-2.30
(1 hour).

Lunch and prayer break

2.30-3.30
(1 hour)

Session-13 Role of Manager in engaging community
- Share success stories and best practices 

3.30-3.45
(15 min.)

Evaluation of the day

3.45-4.00
(15 min.)

Tea Break and end of the day
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Session -10: Problem Solving

Session objectives

At the end of the session the participants will be able to 

B Explain Problem and Problem Solving Techniques

B Describe the 7 Steps of problem solving

B Identify key skills to use for resolving any problem

B Characteristics of good problem solvers

Time: 1 hour

Participant’s note 
•	 In this session participants will participate in a discussion 

•	 Participants will solve a programmatic problem scenario
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Problem Scenario
A two year old child previously sick, died after taking a vitamin A capsule in a VAC supplementation program in your 
upazila. Naturally people became angry and they march at upazila health complex with slogans against the vitamin A 
supplementation program and the health administration.

B What type of problem it is?

B What steps should to be undertaken to resolve the problem?

B Which stakeholders should be involved in mitigating the problem?

B What preventive measures were required to adopt beforehand?

B What will be the future plan to prevent such problems?
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Handout
Problem Solving
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Problem Solving
Definition of Problem
A discrepancy between an existing and desired state of affairs.

Characteristics of Problems
• A problem becomes a problem when a manager becomes aware of it.

• There is pressure to solve the problem.

• The manager must have the authority, information, or resources needed to solve the problem.

Types of Problems

Structured Problems
• Involve goals that are clear

• Are familiar (have occurred before)

• Are easily and completely defined—information about the problem is available and complete

Unstructured Problems
• Are problems that are new or unusual and for which information is ambiguous or incomplete.

• Are problems that will require custom-made solutions

Seven Steps for Resolving Problems

STEP 1: State what appears to be the problem
• The real problem may not surface until facts have been gathered and analyzed.

• Therefore, start with what you assume to be the problem, that can later be confirmed or corrected (do the 
root cause analysis to identify the real problem)

STEP 2: Gather facts, feelings and opinions
• What happened?

• Where, when and how did it occur?

• What is it’s size, scope, and severity?

• Who and what is affected?

• Likely to happen again?

• Need to be corrected?

• May need to assign priorities to critical elements.

STEP 3: Restate the problem
The real facts help make this possible, and provide supporting data. The actual problem may, or may not be the same 
as stated in Step 1.

STEP 4: Identify alternative solutions
• Generate ideas.

• Do not eliminate any possible solutions until several have been discussed.

STEP 5: Evaluate alternatives
• Which will provide the optimum solution?
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• What are the risks?

• Are costs in keeping with the benefits?

• Will the solution create new problems?

STEP 6: Implement the decision
• Who must be involved?

• To what extent?

• How, when and where?

• Who will the decision impact?

• What might go wrong?

• How will the results be reported and verified?

STEP 7: Evaluate the results
• Test the solution against the desired results.

• Make revisions if necessary.

3 Key Skill to use for resolving any problem

KEY SKILL A: Being Open to Other Perspectives
• Remember: the same problem may not be experienced in the same way for another person

• Remaining open to the perspectives of other people involved in the same problem is a critical skill for 
resolving problems

 KEY SKILL B: Defining the problem as a personal need and not as a solution
• People involved in the problem often think their problem in terms of their solution, which are often stated 

as “you should do this” or you should do that.”

• Solutions direct others on what you want them to be doing and can potentially make the situtation worse

• Expressing your needs tells others what you are concerned about or what you want to accomplish for 
yourself

Example of Solution statement:
• Salma says to her housemates:

• “I MUST have peace and quiet! You have to turn off your music”

• Her housemates say:

• “Well, we like our music, you can go somewhere else”

Example of Need statement:
• Salma says instead:

• “I MUST need a quiet place to work because I have homework to do”

• Her housemates say:

• “We will be leaving shortly and you will be able to have peace and soon”

KEY SKILL C: Identify the helping forces & hindering forces for problem solution

This entails:
• Listening to the ‘forces’ helping the client move towards the desired goal
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• Listening to the ‘forces’ hindering the client from motivating towards the goal

• In ‘force-field analysis,’ the problem is viewed as a balance between forces pushing in opposite direc-
tions.

Characteristics of good problem solvers
Good problem solvers are good thinkers. They use a combination of intuition and logic to come up with their solutions. 
Some of the general characteristics of good problem solvers are:

1. They don’t need to be right all the time

2. They go beyond their own conditioning

3. They look for opportunity within the problem

4. They know the difference between complex and simple thinking

5. They have clear definition of what the problem is

6. They use the power of words to connect with people

They don’t create problems for others

8. They do prevention more than intervention

9. They explore their options

10. They have reasonable expectations

References 
− Module of Strategic Leadership and Management Training Program  for District and Upazila Level 

Health and Family Planning Managers Serving Hard to Reach Area to Improve Maternal and Newborn 
Health in bangladesh, Johns Hopkins University, Baltimore, USA

− MANAGEMENT by Stephen P. Robbins and Mary Coutler

− https://www.kent.ac.uk/careers/sk/problem-solving-skills.htm  

Read more: http://www.businessdictionary.com/definition/feedback.html



121

D
AY-3

Session 11: Concept of Community and its Role in Health System
Session objectives
At the end of the session the participants will be able to 

B Describe the Community, Community mobilization, Community participation, Community development

B Explain concept of household production of health

Time: 1 hour 15 minutes

Participant’s note
•	 In this session Participants will participate in a discussion

•	 They will divide into four groups. Select a group leader to moderate group discussion and presentation.
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Handout
Concept of Community 

Mental Model 
 Household Production of Health
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Community Mobilization, Community Participation, 
Community Development

A community is a small or large social unit (a group of living things) who have something in common, such 
as norms, religion, values, or identity. Communities often share a sense of place that is situated in a given geographical 
area (e.g. a country, village, town, or neighborhood) or in virtual space through communication platforms. Durable 
relations that extend beyond immediate genealogical ties also define a sense of community. People tend to define those 
social ties as important to their identity, practice, and roles in social institutions like family, home, work, government, 
society, or humanity, at large. Although communities are usually small relative to personal social ties (micro-level), 
“community” may also refer to large group affiliations (or macro-level), such as national communities, international 
communities, and virtual communities. 

The word “community” derives from the Old French comuneté, which comes from the Latin communit as “community”, 
“public spirit” (from Latin communis, “shared in common”).

Types of Community

A number of ways to categorize types of community have been proposed. One such breakdown 
is as follows:

1. Location-based Communities: Range from the local neighborhood, suburb, village, town or city, re-
gion, nation or even the planet as a whole. These are also called communities of place.

2. Identity-based Communities: Range from the local clique, sub-culture, ethnic group, religious, mul-
ticultural or pluralistic civilization, or the global community cultures of today. They may be included 
as communities of need or identity, such as disabled persons, or frail aged people.

3. Organizationally based Communities: Range from communities organized informally around fami-
ly or network-based guild and associations to more formal incorporated associations, political decision 
making  structures,  economic enterprises,  or professional associations at a small, national or interna-
tional scale.

Community mobilization
Community mobilization is an attempt to bring both human and non-human resources together to undertake 
developmental activities in order to achieve sustainable development.

“Community mobilization” is a frequently used term in developmental sector. Recently, community mobilization has 
been proved to be a valuable and effective concept which has various implications in dealing with basic problems like 
health and hygiene, population, pollution, and gender bias. 

Process of Community Mobilization
Community mobilization is a process through which action is stimulated by a community itself, or by others, that is 
planned, carried out, and evaluated by a community’s individuals, groups, and organizations on a participatory and 
sustained basis to improve the health, hygiene and education levels so as to enhance the overall standard of living in 
the community. A group of people have transcended their differences to meet on equal terms in order to facilitate a 
participatory decision-making process. In other words, it can be viewed as a process which begins a dialogue among 
members of the community to determine who, what, and how issues are decided, and also to provide an avenue for 
everyone to participate in decisions that affect their lives. 

Requirements for Community mobilization
Community mobilization needs many analytical and supportive resources which are internal (inside the community) 
and external (outside the community) as well. Resources include:

• Leadership

• Organizational capacity

• Communications channels
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• Assessments

• Problem solving

• Resource mobilization

• Administrative and operational management

Community Participation
Community participation can be loosely defined as the involvement of the people in a community in projects to solve 
their own problem. People cannot be forced to ‘participate ‘in projects which affect their lives but should be given 
the opportunity where possible. This is held to be a basic human right and a fundamental principle of democracy. 
Community participation is especially important.

Community participation can take place during any of the following activities:
• Need Assessment: expressing opinions about desirable improvements, prioritizing goals and negotiation 

with agencies

• Planning: formulating objectives, setting goals, criticizing plans

• Mobilizing: raising awareness in a community about needs, establishing and supporting organizational 
structures within the community

• Training: participation in formal or informal training activities to enhance communication, construction, 
maintenance and financial management skill

• Implementing: engaging in management activities; contributing directly to construct-cost, paying of 
services or membership fees of community organizations.

• Monitoring and Evaluation: participating in the appraisal of work done, recognizing improvements 
that can be made and redefining needs

Community participation can contribute greatly to the effectiveness and efficiency of a program. 

Community Development
Community development is often linked with community work or community planning, and may involve stakeholders, 
foundations, governments, or contracted entities including non-government organizations (NGOs), universities or 
government agencies to progress the social well-being of local, regional and, sometimes, national communities. More 
grassroots efforts, called community building or community organizing, seek to empower individuals and groups of 
people by providing them with the skills they need to effect change in their own communities. These skills often assist 
in building political power through the formation of large social groups working for a common agenda. Community 
development practitioners must understand both how to work with individuals and how to affect communities’ 
positions within the context of larger social institutions. Public administrators, in contrast, need to understand 
community development in the context of rural and urban development, housing and economic development, and 
community, organizational and business development.

Stakeholder: A person, group or organization that has interest or concern in an organization. Stakeholder ca affect 
or be affected by the organization’s action, objectives and policies. Some examples of key stakeholders are creditors, 
directors, employees, government (and its agencies), owners, suppliers, unions, employees, the community which the 
organization draws its resources.

Types of stakeholders include:
• Primary stakeholders: are those ultimately affected, either positively or negatively by an organization’s 

actions.

• Secondary stakeholders: are the ‘intermediaries’, that is, persons or organizations who are indirectly 
affected by an organization’s actions.

• Key stakeholders: who can also belong to the first two groups have significant influence upon or impor-
tance within an organization.

Therefore, stakeholder analysis has the goal of developing cooperation between the stakeholder and the project team 
and, ultimately, assuring successful outcomes for the project.
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Mental Models and Household Production of Health
Mental Models

Knowledge grows when we challenge our mental models. How can we continuously open our minds to new ideas? 
However, all ideas are not equally valuable, so we must reflect deeply on what we know our experiences are.

“Mental models” are deeply ingrained assumptions, generalizations, or even pictures or images that influence how we 
understand the world and how we take action. (Peter Senge, The Fifth Discipline) 

“Mental Model” is also known by the following other names:
• Perceptions

• World View

• Assumptions

• Paradigm, Conceptual Framework

• Beliefs

• Prejudice

How we think determines what we see and how we act.  

It is not “seeing is believing” – but “believing is seeing.”

• How many believe that?

• Which comes first?

• How many have ever seen the sun rise in the morning and set in the evening? Have you really? What 
is reality? The earth rotates on its axis so the sun appears to move across the sky…but it doesn’t. 
Suppose there were two groups of people: one who believes the sun rises, the other who believes the 
earth turns on its axis. Is this worth dying for? Fighting for? The example of Galileo—he said that the 
earth is not the center of the universe. He challenged the religious order of the day. He was tried and 
convicted, then exonerated 400 years later.

• What difference does it make to the universe what we believe? None, it exists regardless of our be-
liefs. However, in human behavior, mental models are our reality.

Reflect, Discuss, and Synthesize—Reality or Mental Model? “Women are intrinsically inferior to men”.

1.   What are the “right” and “wrong” choices and actions that are predetermined in societies that accept 
this as reality?

2.     How does one go about improving the status of women in these societies?  

• Does it require donors to change mental models? Time?

• How do leaders grow and start?

Laws of Mental Model
1. Mental models provide the basis for the choices we make and the actions we take

2. In human relations and social institutions, our mental models are our reality

3. Misconceptions about reality are self-fulfilling prophecies

Examples of how one person changed the mental models of society (other examples can include Ghandi, Martin 
Luther King Jr., Mandela):

• Are there any international agreements on global mental models? Example: ICPD, Beijing, Human 
Rights, etc. There is a global consensus that certain mental models are more right than others (e.g., 
human rights watch groups around the world).

• What do we do if culture is part of the problem?

Reflect, Discuss, Synthesize. What are the Health Production Capabilities for every 1000 births?
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Household Production of Health
70 – 90% of all sickness care takes place in the home (WHO, World Health Report 2002. Reducing Risks, Promoting 
Healthy Life)

Viewing health through a systems thinking lens led to a new paradigm for Dr. Henry Moseley:  households are central 
to health systems, and therefore health interventions that incorporate building the capacity of households can lead to 
system-wide health improvement.

Our current mental model in health is that physicians and other health practitioners are the predominant producers of 
health. However, households – dwellings and all those living therein – actually provide roughly 70-90% of all health 
treatment, making households the primary providers of health. As such, these units are central components to our 
current health systems and thus, in this paradigm, households must be the major focus of policies and programs aimed 
at improving health, especially in low-income countries.

As the primary producers of health, it is important that the family has the capacity to deliver healthcare treatments 
within the home. Mothers are the primary managers and implementers of health within households; therefore, 
programs and policies that include the education and instruction of women as an emphasis can make a greater impact. 
Many social studies have shown that the biggest impact in health can be made through building capacity of mothers 
and women, as women manage the most fundamental unit in a health system: the family.

(https://st4chealth.com/2013/08/12/systems-thinking-applied-the-household-production-of-health/)

Household members, especially mothers, make the primary diagnoses of illnesses, assess the severity and likely 
outcomes, select among available providers and treatment options, and procure and administer treatments

Barriers to access and use are not just physical distance and technical deficiencies, but also relate to household beliefs 
and values such as:

• Trust and confidence in the provider

• Awareness of morbidities and treatment options (“culture of silence”)

• Gender roles  

• Fear - of the unknown, of revealing private matters, etc.

• Information/misinformation about health services and products

Premises of Household Production of Health 
1. Households are the primary units for the production of health.

• Mothers are the primary managers and implementers of the household health production tasks, and wom-
en and children are the major “beneficiaries/victims”

• Therefore, gender relations and status of women are key determinants of health in the developing world

2.  Households, like every social institution, have three basic capabilities for the production of the desired outputs: 

• Values

• Practices

• Resources

Regarding resource fullness: “A developed person with limited (material) resources is likely to be able to improve 
his quality of life and that of others more than a less developed person with unlimited (material) resources.” (Jamshid 
Gharajedaghi) 

3.  Households produce health in the context of the local community and the wider society, which is a nation’s health 
production system.
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1. Households are the primary units for the production 
of health.

Mothers are the primary managers and implementers 
of the household health production tasks,  and women 
and children are the major “beneficiaries/victims

2. Households, like every social institution, have three 
basic capabilities for the production of the desired 
outputs- 
Value, Practice, Resource

Culture is self-replicating from generation to genera-
tion
 Like DNA, a cultural system is resistant to change . 
Stable even if government changes (good). But hard 
to make necessary changes

3 . Households produce health in the context of the 
local community and the wider society – which is a 
nation’s health production system

Local Community has social capital 
Government  influences the whole process

Exercise:
Minister of Health/Minister of Agriculture Example for Household production of health:

• Who produces food in your country?

• Who produces health?

• What are the components of a health system? (Communities, families and government)

Values, Resources and Practices:  Questions

• Which is better, a centralized or decentralized system?  Regardless, if the values remain, people are 
still not happy.

• What is better, preventative or curative health?

• What are the resources?

Essentially, values, resources and practices must all be aligned because all three exist within households, 
community and government.

Tip of the Iceberg: there is much more underneath.

Practices- ‐- ‐Burden of Disease Graph :The top four diseases account for over 40% of burden of disease. How is 
underweight produced? The underpinnings are household production tasks, not those of health workers, hospitals, 
clinics….That’s why the problem of under nutrition is varied greatly among families.  Unsafe sex – similar in that 
the factors are also due to activities/practices of families.

Values – what are some values that make us what we are?

Practices – which are most commonly followed – the formal or the informal?

Resources – What is more important, non- ‐material or material resources?

Households, communities and governments each have values, practices and resources. This complex system has 
inherent stability, it is hard to change.  This stability is good. Even when governments change, everything is not 
disrupted. But it is also bad, when you want to change, it is hard to change.

Local and Global Driving Forces Are Major Sources of Change

• Political

• Economic

• Social 

• Technological

• Environmental

Driving force for change – share example.

• Technology revolutions (e.g., cell phones). Traditional birth attendants with cell phones client’s call 
to say they are coming, in case of emergency, TBA calls hospital or physician.

• Growth of garments sector prevents early marriage and early pregnancy. 
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• Political commitment for family planning in 80s

How can we enhance and expand the resourcefulness of the primary producers of health, and of other actors in the 
health production system, so that they can more effectively and efficiently produce favorable health outcomes?

“… these units ( household) are central components to our current health systems and thus, in this paradigm, households 
must be the major focus of policies and programs aimed at improving health, especially in low-income countries.” 

“ … Programs and policies that include the education and instruction of women as an emphasis can make a greater 
impact. 

“  … the biggest impact in health can be made through building capacity of mothers and women, as women manage 
the most fundamental unit in a health system: the family.”

- Henry Mosley 

Additional reading
(Excerpt from Family as Centre of Health Development Report of the Regional Meeting, Bangkok, Thailand, 18–20 
March 2013, organized by WHO.) 

Family is the fundamental institution of organization in society. Families provide the millieu where individuals are 
born, nurtured, learn to socialize and where an individual’s behaviour and views take shape. Socio-cultural traditions 
and economic influences including those that affect health are extended through families to individuals and impact 
health behaviour. Interventions designed to modulate education and empowerment of individuals through families are 
an opportunities for contributing to health development of societies.

The tradition of  “family”  in  South-East  Asia  is  particularly strong. However, factors like globalization, economic 
boom, inequities vis-a-vis social determinants of health, urbanization, gender issues and so on are influencing the 
traditional joint family norm. Traditional roles ascribed to men, women and the aged are undergoing a metamorphosis. 
The increasing participation of women in the workforce is challenging the stereotype of the woman as a home-maker 
and man as the breadwinner.

Whatever the nature of family – joint or nuclear – it will continue to play a pivotal role in nurturing and socializing 
children and influencing the development of adolescents, serving as a support structure for family members, 
influencing health impacting behaviours – both positive and negative and providing opportunities and role models 
for healthy living.

Early childhood development— including social/emotional and language/cognitive domains — are determined by 
family conditions, and subsequently influence health. Adopting a life-course perspective directs attention to how 
social determinants of health operate at every stage of development — early childhood, childhood, adolescence, 
adulthood and on age — to both immediately influence health as well as provide the basis for health or illness during 
later stages of the life-course.

Traditionally, women play an important role in the family’s health. How well they perform this role is affected by their 
social status, education, employment and cultural practices that permit or inhibit them from family decision-making. 
Evidently, educational level and social status of women in countries of the South-East Asia Region is relatively low. 
There is an urgent need to improve the educational status of women. A systematic action that requires participation/
cooperation from other sectors such as education, social welfare, local administrative bodies, and local health staff 
to educate and empower women to take informed health decisions will go a long way in improving the health status 
of the people.

There is a need for interventions that proactively work towards educating, empowering and supporting families to 
practice healthy behaviors. Community-based health workers and community health volunteers (CBHWs/CHVs) 
must be educated and skilled in facilitating people for empowerment. Women, in their role as mothers, play a crucial 
role in health decisions.  With support from men, women can play an effective role in laying the foundation of healthy 
living.

Policies aimed at human development, including health policies, must aim to facilitate actions that support individuals 
and families to inculcate and practice healthy lifestyles and appropriate health behaviors. Health systems strengthening   
based on PHC principles needs to take this into account.

It may not be out of place to mention that the UN places a lot of emphasis on the role of families for social development.  
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Every year, 15 May is celebrated as the International Day of Families. In the past few years, health-related themes 
have been adopted for the International Day of Families (HIV/AIDS and Family Well-being in 2005; Families and 
Persons with Disability in 2007; Mothers and Families: Challenges in a Changing World in 2009).

Several sectors contribute towards improving family health. These include employers, educational institutions, social 
welfare schemes, and health policies. Health development efforts need to focus on multisectoral policies that facilitate 
adoption of healthy lifestyles by individuals and families. These include the following:

• Gender-sensitive initiatives that assist women to play an effective role in the family for health deci-
sion-making;

• Building capacity of CBHWs/CHVs  to educate and empower individuals and families for healthy living/
lifestyles;

• Making use of  the opportunities in  primary care for  health education, especially utilizing family phy-
sicians  for  health promotion; and

• Strengthening school health programs to serve as a two-way channel to influence better health practices.

References 
− SIX. Sci. Med. Vol. 38, No. 2, pp. 201-204, 1994 0277-9536/94 $6.00 + 0.00 Printed in Great Britain. All 

rights reserved Copyright Q 1994 Pergamon Press Ltd

− (https://st4chealth.com/2013/08/12/systems-thinking-applied-the-household-production-of-health/)
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Session -12: Community Based Structures and their Roles
Session objectives
At the end of the session the participants will be able to 

B Identify the different stakeholders at community

B Explain  the role of the different stakeholders  (eg: CG, CSG, UH&FWCMC, CHW, Standing committee 
of local government )

Time: 1 hour 30 minutes

Participant’s note
•	 In this session Participants will participate in discussion

•	 They will divide into five groups. Select a group leader to moderate group     discussion and presentation. 

•	 Terms of Reference (ToR) of various committees: Annex: I
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Session -13: Role of Manager in Engaging Community
Session objectives
At the end of the session the participants will be able to 

B Share the success story on Best practices from their own experiences

B Identify  the role of manager in engaging the community (case studies)

B Observe the video on best practices available in the country

Time: 1 hour 

Participant’s note
• In this session Participants will participate in discussion

• They will analyze a case study and will observe a video clip 
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Case Study Exercise:
Mobilizing marginalized community members for MNCH promotions
An international NGO, World Renew, has been working with a local NGO in your sub-district on a 5-year USAID-
funded project to establish People’s Institutions (community groups that mobilize marginalized populations). Through 
this project, the local NGO has facilitated regular communication between the new community groups and your 
government personnel concerning the health needs of their community, and have developed strong relationships. 
They have trained their own cadre of community health volunteers who enumerate pregnant women, births, deaths, 
etc. in their community and share these data with your own office’s HMIS which strengthens reporting. Furthermore, 
they have been referring a large number of patients to your facility and thus significantly increasing service utilization, 
which helps you meet your targets. Now the overall project’s funding has ended and the local NGO does not have the 
scope to continue facilitating the activities directly. However, the community groups have built their own capacity and 
should be able to sustain themselves.
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Day-4 Schedule
Time Sessions Topics

9.00-9.15
(15 minutes)

Review of the previous day

9.15-10.45
(1 hour 30 minutes)

Session-14 Communication, Coordination and Negotiation
- Effective communication 
- Coordination skill and effective coordination with different 

stakeholders
- Negotiation skill

10.45-11.00
(15 minutes)

Tea break

11.00-12.00
(1 hour)

 Session-15 Team building and Shared vision
- Characteristics of effective team building
- Stages of team building
- How to build a shared vision

12.00-1.00
(1 hour)

Session-16 Data for decision making (DHIS2&MIS)
- DHIS2: Overview, data analysis and utilization in decision 

making 

1.00-2.00 Lunch and prayer break

2.00-3.00
(1 hour) 

Session-16 Data for decision making (DHIS2&MIS)
- MIS: Overview, data analysis and utilization in decision 

making 

3.00-4.00
(1 hour)

Session-17 Data for decision making (LMIS & HRIS))
- LMIS: Overview, data analysis and utilization in deci-

sion making 
- HRIS: Overview, data analysis and utilization in deci-

sion making 

4.00-4.15
(15 min.)

Evaluation of the day

4.15-4.30
(15 min.)

Tea break and end of the day
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Session -14: Communication, Coordination and Negotiation
Session objectives
At the end of the session the participants will be able to 

B Describe effective communication 

B Explain coordination skill and effective coordination 

B Understand Negotiation skill

Time:1 hour 30 minutes

Participant’s note
• In this session Participants will participate in discussion

• Will observe a video clip

• Participate in a game as per facilitator’s instruction 

• Participate in a role play  according to a given case scenario 
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Scenario for negotiation role play 

Teherpur Upazila Healh Complex (UHC) of Sunamgong district. You are the UH&FPO of that UHC since 1 year. 
During the rainy season there is need for boats as it is a haor area. The condition of the existing boat is not up to the 
mark. Another boat will be helpful for the clients. Government has no specific budget. You sought few local level 
elites have the financial potentiality to donate a boat. Please do a role play as a negotiator and win with a situation that 
they are agreed to bear the cost of the boat and will donate it for the UHC. 
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Handout
Communication, Coordination and Negotiation
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Effective Communication
Communication

Concept
Communication is a process of change. It is the transfer of information and understanding from one person to another 
person. It is a way of reaching other ideas, facts, thoughts, & values. Thus, it forms the basis of understanding between 
the members of the organization. In other words, communication is a bridge of meaning and understanding. It is an 
art of expressing the Right things at the Right Occasions.

Definition
It is a process of passing an understanding from one person to another. It is derived from the Latin word “Communist” 
which means common. Communication provides common grounds of understanding.

Importance of communication for managers:
Managers of health and family planning sector have to get work done through their employees. So regularly they 
have to communicate verbally or in writing with their subordinates. Colleagues, NGO people, local leaders and so on 
their smooth running of the program without effective communication the managers can’t perform their managerial 
activities properly. So, they should have this skill for achieving the objectives of the program as a whole.

Types of Communication
The three most common types of communication used by managers include:

1. Verbal communication: Verbal communication consists of oral communication which   includes inter-
personal communication. Listen to a person to understand their meaning.

2. Nonverbal communication: Nonverbal communication (body language) consists of actions, gestures, 
and other aspects of physical appearance that, combined with facial expressions (such as smiling or 
frowning), can be powerful means of transmitting messages.

3. Written communication: in which you read their meaning.

Process of Communication
The communication process is the steps we take in order to successfully communicate. Components of the 
communication process include a sender, encoding of a message, selecting of a channel of communication, receipt 
of the message by the receiver, and decoding of the message.

What is Communication?
Communication is the process of sending and

receiving information among people...

receiver

Encode

Sender

Medium

Sender

Decode

Receiver

Siliguri Branch, EIRC ICAI 18 July 2004

Feedback
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Methods of Communication
We communicate through various methods, such as:

√	 Speaking

√	 Writing

√	 Listening

√	 Observing/seeing

√	 Body gesture

√	 Silently

√	 Smelling

The 7 characteristics of effective communication 
Today we’re exploring the 7 characteristics of effective communication, as outlined by University of Wisconsin 
professor Scott M. Cutlip in his book Effective Public Relations (1953). Over time, his listing of features of effective 
communication has become one of the key concepts in advertising and PR theories, and is now known as the 7 C’s 
of communication.

1. Completeness
To be effective, communication should be complete, i.e. it should include all the information the recipient needs to 
evaluate its content, solve a problem or make a decision. Complete communication reduces the need for follow-up 
questions and answers, and improves the quality of the overall communication process.

2.  Conciseness
Conciseness is not about keeping the message short, but rather about keeping it to a point. Conciseness in communication 
happens when the message does not include any redundant or irrelevant information. Concise communication prompts 
a better understanding of the message, because the recipient can focus on the key points and does not get distracted 
by a wealth of minor details.

3.  Consideration
When engaging in communication, a sender should always consider and value the recipient’s needs, moods and points 
of view. Tailoring the contents and style of your messages based on their target audience strengthens the key points 
delivered within, as the sender can use argumentations and examples relevant to the recipient’s experience, thus 
catering for a more thorough understanding of the message.

4. Concreteness
Effective communication happens when the message is supported by facts and figures. Concreteness in communication 
is also about answering to questions timely and consistently, and developing your argumentations based on real-
life examples and situations rather than on general scenarios or theories. Concreteness fosters effectiveness in 
communication, as the recipient gets a more comprehensive overview of the message and its implications.

5. Courtesy
Courtesy in communication implies being respectful of the recipient’s culture, values and beliefs. Also, it involves the 
need to adopt a register your audience can easily relate to and understand. Courteous communication has a positive 
impact on the overall communication, as it prompts a more positive and constructive approach to the conversation.

6. Clearness
To be effective, communication has also to be clear and specific. To achieve clearness, the message should focus on 
a single objective, thus emphasizing its importance and catering for a prompt understanding of its contents. Clear 
communication also requires the adoption of the relevant terminology, thus reducing ambiguities and confusion in the 
communication process.
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7. Correctness 
Using grammar and syntax correctly vouches for increased effectiveness and credibility of the message. In fact, 
grammar and syntax mistakes make it harder for the recipient to decode the message and understand its 
contents. Also, they have a negative impact on the overall communication, as they show that the sender hasn’t taken 
his time to craft his messages more carefully.
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Coordination
Introduction:
Coordination is one of the important management functions that help to develop a harmonious relationship among 
different types of activities of different organizations. Through proper coordination program targets can be achieved 
smoothly and easily.

Definition:
Coordination is synthesizing different activities towards the achievement of the same goal.

Coordination is the means of:
• Distributing authority;
• Providing channels of communication and
• Arranging the work so that:

• The right things are done              (What)
• In the right place                           (Where)
• At the right time                            (When)
• In the right way                             (How)
• By the right people                        (by Whom)

When an activity is coordinated, everything works well.

A coordinated activity is orderly, harmonious, efficient, and successful. When an activity is not coordinated, it is liable 
to fail in its objectives; and uncoordinated activity is disorderly, discordant, ineffective, inefficient and unsuccessful.

Principles:
For successful coordination one is to follow some principles which are stated below.

1. Directness:
The coordination that makes direct interaction between responsible people is the best coordination. It helps 
to exchange ideas, methods more independently and removes misunderstanding.

2. Early start:
To make the work of the organization more effective, coordination should start from the beginning of the 
planning process.

3. Dynamism: 
Coordination should be flexible like other work of management. It should be dynamic as well

4. Continuity: 
Coordination is an ongoing process. It starts with planning and continuous up to monitoring and calculation.

Effective coordination:
In any organization coordination should be established through the voluntary cooperation among the employees. To 
make coordination effective the manager is to follow the following steps:

• To instill (to infuse slowly into the mind) dominant objectives:

•   For voluntary coordination the role of main objective is very important. The workers should be motivat-
ed to follow that objective laboriously.

• To develop generally accepted customs and terms:

     The best coordination is achieved if the workers work closely. It can happen by improving the accepted 
work pattern. If the employees do not know the manner, language, etiquette etc. of the organization, then 
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they cannot be good colleagues.

• To encourage informal contacts:

• Informal discussion is very much important in a voluntary coordination. Discussion of an execution 
during tea can help much in coordination.

• To use committees:

 Committees give chances for direct contact and informal exchange of opinion.

• Management attitude:

 The attitude of an executive is very important in coordination. The manager should be cooperative in his 
dealing with the subordinates. There are such problems in coordination, which needs direct and personal 
attention of the manager.

A coordinating checklist:
A health worker responsible for any action will find it useful to apply the following checklist:

• What is to be done?
• Where will the action take place?
• When will the action take place?
• What equipment is needed?
• How will the action be arranged?

Coordinating the activities

• Which members of the health team will take part?
• Who outside the health team will take part?
• Who will do what?
• Who will lead?

Coordinating the people

•Is all necessary information available?
•Has the information been communicated?

Communication
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Negotiation
Negotiation is a dialogue between two or more people or parties intended to reach a beneficial outcome over one or 
more issues where a conflict exists with respect to at least one of these issues. This beneficial outcome can be for all 
of the parties involved, or just for one or some of them.

The word “negotiation” originated in the early 15th century from the Old French and Latin expressions “negotiation” 
and “negotiationem”. These terms mean “business, trade and traffic”. By the late 1590s negotiation had the definition, 
“to communicate in search of mutual agreement.” With this new introduction and this meaning, it showed a shift in 
“doing business” to “bargaining about business”.

Why It Matters? (Importance of Negotiation)
The list is endless. The important thing to remember is that negotiation is not necessarily adversarial; it often is a 
strategic process. The objective is to come up with an agreement that benefits all parties. Sometimes parties must give 
up some things, but this is indeed part of the negotiation, and giving something up frequently allows for gains in other 
areas of the negotiation.

The best negotiators prepare themselves by studying the situation extensively before entering the negotiating room. 
They also consider deadlines, timing, cultural expectations, personalities, and the distribution of information in their 
negotiating strategies

Types of Negotiation

Distributive negotiation

Zero sum game
Distributive negotiation is also sometimes called positional or hard-bargaining negotiation and attempts to distribute 
a “fixed pie” of benefits. Distributive negotiation operates under zero sum conditions and implies that any gain one 
party makes is at the expense of the other and vice versa. For this reason, distributive negotiation is also sometimes 
called win-lose because of the assumption that one person’s gain results in another person’s loss. Distributive 
negotiation examples include haggling prices on an open market, including the negotiation of the price of a car or a 
home.

Integrative negotiation

Non-zero-sum game and Win-win game
Integrative negotiation is also called interest-based, merit-based, or principled negotiation. It is a set of techniques that 
attempts to improve the quality and likelihood of negotiated agreement by taking advantage of the fact that different 
parties value various outcomes differently. While distributive negotiation assumes there is a fixed amount of value (a 
“fixed pie”) to be divided between the parties, integrative negotiation often attempts to create value in the course of 
the negotiation (“expand the pie”).

Integrative negotiation often involves a higher degree of trust and the forming of a relationship. It can also involve 
creative problem-solving that aims to achieve mutual gains. It is also sometimes called win-win negotiation.

Integrated negotiation
Integrated negotiation is a strategic approach to influence that maximizes value in any single negotiation through the 
astute linking and sequencing of other negotiations and decisions related to one’s operating activities.

This approach in complex settings is best executed by mapping out all potentially relevant negotiations, conflicts and 
operating decisions in order to integrate helpful connections among them, while minimizing any potentially harmful 
connections. 

An alternative approach to integrated negotiation is to assume each negotiation or operating activity is standalone.

Integrated negotiation is not to be confused with integrative negotiation, a different concept related to a non-zero sum 
approach to creating value in negotiations.

Bad faith
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When a party pretends to negotiate, but secretly has no intention of compromising, the party is considered negotiating 
in bad faith. Bad faith is a concept in negotiation theory whereby parties pretend to reason to reach settlement, but 
have no intention to do so, for example, one political party may pretend to negotiate, with no intention to compromise, 
for political effect.

Bad faith negotiations are often used in political science and political psychology to refer to negotiating strategies in 
which there is no real intention to reach compromise, 

Types of negotiators
Three basic kinds of negotiators have been identified by researchers involved in The Harvard Negotiation Project. 
These types of negotiators are: soft bargainers, hard bargainers, and principled bargainers.

Soft
These people see negotiation as too close to competition, so they choose a gentle style of bargaining. The offers 
they make are not in their best interests, they yield to others’ demands, avoid confrontation, and they maintain good 
relations with fellow negotiators. Their perception of others is one of friendship, and their goal is agreement. They do 
not separate the people from the problem, but are soft on both. They avoid contests of wills and insist on agreement, 
offering solutions and easily trusting others and changing their opinions.

Hard
These people use contentious strategies to influence, utilizing phrases such as “this is my final offer” and “take it or 
leave it.” They make threats, are distrustful of others, insist on their position, and apply pressure to negotiate. They 
see others as adversaries and their ultimate goal is victory. Additionally, they search for one single answer, and insist 
you agree on it. They do not separate the people from the problem (as with soft bargainers), but they are hard on both 
the people involved and the problem.

Principled
Individuals who bargain this way seek integrative solutions, and do so by sidestepping commitment to specific 
positions. They focus on the problem rather than the intentions, motives, and needs of the people involved. They 
separate the people from the problem, explore interests, avoid bottom lines, and reach results based on standards 
independent of personal will. They base their choices on objective criteria rather than power, pressure, self-interest, 
or an arbitrary decisional procedure. These criteria may be drawn from moral standards, principles of fairness, 
professional standards, and tradition.

The six steps of negotiating 

STEP-1

Getting to know each another
Negotiating is like any other social situation that has a business purpose. It moves more smoothly when the 
parties take a little time to get to know one another. It is helpful to assess those involved before negotiations 
begin. Individual backgrounds will provide an excellent guide to the level of importance placed on the issues, 
and the degree of expertise brought to bear on the subject. As the process starts, you should observe, listen, 
and learn. A good rule of thumb is to keep the beginning friendly and relaxed, yet businesslike.

STEP-2

Statement of goal and objectives
Negotiating normally flows after the opening, into a general statement of goals and objectives by the involved 
parties. Specific issues may not be raised at this time because the parties are just beginning to explore the needs of 
the other. The person who speaks first on the issues may say, for example, `I would like to insure this agreement 
works in a way that is beneficial to everyone concerned.’ No terms have been suggested yet, but a positive 
statement has been made on behalf of an agreement being reached, which is favorable to all concerned.

The person making the opening statement should then wait for feedback from the other party to learn if they 
have similar goals and objectives. If there are differences, now is the time to learn them.
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It is normally a good idea to make the initial statements positive and agreeable. This is no time for hostility or 
defensiveness. You need to build an atmosphere of cooperation and mutual trust.

STEP-3

Starting the process
Some negotiations are complex and have main issues to resolve. Others may only have a few. Also, 
individual issues may vary greatly in complexity. No one can predict the direction negotiations kill take until both 
parties have presented the issues. There may be hidden needs neither party-has risen, but these will surface as 
things proceed.

Often issues are bundled, so the solution to one is contingent on the solution to another. For example, 
“I will not agree to buy the new furnace at that pace unless a tree one year maintenance warranty is included.”

Conversely there may he an attempt to separate issues to make them mutually exclusive. For example, in the sale 
of a furnished house, the seller may prefer to discuss the house and furnishings as separate negotiations. The 
buyer may feel they should be combined. In some negotiations, all issues are connected. No one issue is 
considered resolved until all have been resolved.

A skilled negotiator skill studies the issues closely before negotiations begin in order to determine where 
advantages lie insofar as splitting or combining issues.

STEP-4

Expressions of disagreement and conflict
Once the issues have been defined, disagreement and conflict often will occur. This is natural and should be 
expected. Good negotiators never try to avoid this phase because they realize that this process of give and take 
is where successful deals are made.

Disagreement and conflict handled properly kill eventually bring the negotiators together. If handled poorly, 
it will widen the differences. Conflict has a way of  bringing out different points of view, and crystallizing the real 
wants and needs of the negotiators.

When presenting the issues, most negotiators will explain what they “want”. It is the task of the other 
negotiator to find out what they “need”, or will settle for. Few negotiators will get all they want, even in a 
successful negotiation. But good negotiators will work to get as much as possible, yet understand compromise may 
be necessary, and a modification of goals may be required.

This confrontation can involve stress. It is important to remember, therefore, that conflict resolution under 
these circumstances is not a test of power but an opportunity to reveal what people need. Properly understood 
this should lead to possible areas of agreement or compromise.

STEP-5

Reassessment and compromise
At some point, normally one party will move toward compromise. Statements reflecting this often begin with 
words like, “Suppose that......?”, What if...? , “How would you feel about...?” When these statements 
begin, the other negotiator should listen carefully to see if an attempt to compromise is being uttered. The 
response should be carefully stated. Too quick an attempt to pin something down may cause the other party to 
withdraw because the climate may not seem conducive to giving and getting.

STEP-6

Agreement in Principle or settlement
When agreement is reached, it will be necessary to affirm it. A decision about how the final settlement will be 
obtained is needed, especially if additional approval is required. This normally means placing the agreed terms 
in writing. If possible, this should be done while the parties are together so they can agree on the language. 
This can reduce the danger of a misunderstanding later.
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Since agreement is the ultimate objective of a negotiation, it is important to determine the level of authority of 
the party you are negotiating with at the outset. Some sellers, for example, will negotiate in order to determine your 
position, and then inform you they do not have the authority to accept your terms. They then go to some unseen 
person who will reject the tentative “agreement” in order to attempt to leverage a better deal for the seller.

References 
− Module on Project Management, NIPORT

− https://www.skillsyouneed.com/ips/barriers-communication.html

− https://www.merriam-webster.com/dictionary/negotiation
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Session -15: Team Building and Shared Vision
Session objectives

At the end of the session the participants will be able to 
B Describe team and group

B Explain stages of team building 

B Discuss the concept of shared vision

Time: 1 hour

Participant’s note
•	 In this session Participants will participate in a discussion

•	 They will observe a video clip 

•	 Participants will be divided into four groups and analyze four case studies
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Team Development Case Study #1
Unique NGO was founded 10 years ago as a community-based organization. It enjoys a good reputation with both the 
community it serves as well as with its donors. Most of the staff have been with Unique for at least 5 years and feel a 
strong commitment to the organization.

This year, Unique’s founder announced that he would retire. A new executive director was named and has just joined 
the organization. The hand off was done carefully with a lot of planning. There was a reception to introduce the new 
executive director to the community and the donors. It has been thought of as a time of renewal for the organization 
and there is a lot of excitement about the future.

Case Study #1 Discussion Questions
1. In what stage of development is this team?

2. If you were the new executive director, what would you do? What task/support functions would be ap-
propriate?

3. If you were a staff member, what actions could you take to best support the organization?

Team Development Case Study #2
Ms. Nafisa is very proud of her administrative/finance team. It provides a solid foundation for the organization through 
clockwork support and strict adherence to policies and procedures. The team’s reports are always accurate and on time.

As a result of a new grant, the team expanded its department with two new positions. To recognize the good work of 
her staff, Ms. Nafisa promoted one staff member to unit manager and recruited two new junior staff members to fill the 
gaps. As expected, everyone was very happy with this development at first. But now Ms. Nafisa’s day is filled with petty 
bickering among her staff. Some complain that the new unit manager has become arrogant in his new role and thinks 
he is superior to his former peers. Others complain that the new members are the cause of reporting delays. To top that 
off, her trusted book keeper has started calling in sick frequently. Exasperated, she wonders what is happing to her team.

Case Study #2 Discussion Questions
1. In what stage of development is this team?

2. If you were Ms. Nafisa, what would you do? What task/support functions would be appropriate?

3. If you were a staff member, what actions could you take to best support your department?

Team Development Case Study #3
It has been a year since the new project was signed, and the start-up for the nutritional support program was a greater 
challenge than Mr. Baqui anticipated. Quite a difference from the project development phase where everyone was 
enthusiastic! There were logistical delays in getting internal access to organizational vehicles, processing vouchers, and 
establishing work plans. The international donor was interested only in demonstrable results according to the proposed 
time line, which clashed with cultural practices of building trust and project buy-in .As a result, the community was 
not forth coming with its cost share. This was not helped by the poor choices made in some of the original staff hires 
that had to be replaced. Thankfully, the new staff seems to be enthusiastic and is working out quite well.

Now it is time to submit the one-year report. Mr. Baqui has scheduled a full-day retreat with the project staff to review 
their year and prepare the content of their report. He senses that everyone is tired of the delays and struggles and is 
ready to get on with it. With the one-year report coming up, people have started to pull out their work plans and have 
begun asking questions about the monitoring plan. Mr. Baqui senses that this is a critical moment and wonders how 
to organize the retreat to make it productive.

Case Study #3 Discussion Questions
1. In what stage of development is this team?

2. If you were Mr. Baqui how would you organize the retreat? What task/support functions would be appro-
priate?

3. If you were a staff member, what actions could you take to best support the organization?
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Team Development Case Study #4
After two years as executive director of his NGO, Mr. Hannan has established equilibrium within the organization. 
He has straightened out all the donor reporting problems his predecessor left and was able to get good people to 
head each department. Staff have finally gotten used to the new monitoring system and stopped their complaining 
and resistance. The monthly staff meeting has been established with a regular agenda. Everything is going so 
well it is starting to get a little boring.

As Mr. Hannan contemplates what to do next, he thinks about several things. Communities are being hard hit 
by the financial crisis, and it seems more and more are not able to pay the program fees, even as low as they 
are. He hears that several fathers have had to take jobs in the city nearby to support their families. Relations 
with his long-standing donors are good, but this funding cycle will come to an end in about 18 months.And 
then, of course, there is that invitation to chair the regional NGO council, which might take him away from the 
organization more frequently. So many directions to consider!

Discussion Questions
1. In what stage of development is this team?
2. If you were Mr. Hannan what would you do? What task/support functions would be appropriate?
3. If you were a staff member, what actions could you take to best support the organization?

Facilitators’ Debrief Notes for Team Development Case studies
Points to watch for in each scenario–

Case Study #1 (Unique NGO): Although there has been long-term stability within the organization, the arrival 
of the new ED has put the organization back to the FORMATION stage. Indications of this stage are that people 
are polite and excited about the future–a clear “honeymoon”.

The new ED could support this stage by holding meetings within the organization to learn of the success and 
accomplishments of the past and clarify values, purpose and operational structures. She could then introduce her 
own vision and work with staff to harmonize the two. 

Focusing strongly on task while respecting team expertise will lay the ground for minimizing the STORM to 
come.

Case Study #2 (Ms. Nafisa): Staff turnover has moved the department back to the STORM stage, as seen through 
arguments, blame, delayed work, and even avoidance of some staff through sickness. The initial happiness of the 
FORM where one colleague was promoted has given way to the reality of the new hierarchy. To help the team 
traverse this stage, Ms. Nafisa could hold department meetings to clearly outline the new role and expectations 
by demonstrating her confidence in the promotion as well as her pride in the department and concern for good 
relations among staff. She could then meet privately with any parties still experiencing conflict to mediate a 
resolution objectively, emphasizing the new structures and mutual responsibilities of each party. This will help 
everyone accept the new structure and turn energies to finding new ways to work together (NORM).

Case Study #3 (Mr.Baqui): Over the year, the project staff have FORMED and STORMED. Now there is 
evidence that people may be ready to tip toward NORM. Staff are reportedly tired of the bickering and ready 
to return to getting the work done. There is renewed interest in reviewing work and monitoring plans, although 
Mr. Baqui should be watchful of new staff still in the FORMING stage. The retreat could be very well timed 
to move them in this direction. It should focus on accomplishment of goals and the results of the monitoring 
system. Any gaps or short comings should not be the focus of blame to further fuel conflicts but instead used 
to generate plans for what needs to be done better in the coming year to be successful. Mr. Baqui can show his 
confidence in the team and allow staff to begin formulating the systems and work plan, rather than providing 
top-down solutions himself. If staff assumes responsibility for these plans and systems, they will create the basis 
for their new PERFORM.

Case Study #4 (Mr. Hannan): While he should be congratulated for his good leadership, this is no time for Mr. 
Hannan be to relaxing  and take his eye off his organization. Too often this happens and the organization begins 
to decline. This could be the perfect time to offer new challenges to the staff by capturing lessons learned to 
share with the NGO council or finding ways to better meet the needs of the NGO’s beneficiaries. The economic 
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situation has changed so perhaps this is the time for a new strategic planning process or operational review 
to lower costs. If he takes the chairmanship of the council, Mr. Hannan should find key staff ready to take on 
additional responsibility that can fill in for some of the gap he leaves in his increased absence. This would 
allow these staff to develop under his mentorship and still ensure that other staff have the strong leadership they 
deserve.

References 
− Team Building Module Facilitator’s Guide. New Partners Initiative Technical Assistance Project 

(NuPITA), John Snow, Inc. September 2012
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Handout
Team Building  and Shared Vision
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Team Building
Definition of TEAMS 
“A team is a small number of people with complementary skills who are committed to a common purpose, performance 
goals, and approach for which they are mutually accountable.” 

(Katzenbach and Smith, 1993) 

TEAM
T-Together

E-Everyone

A-Achieve

M-More

Group
A group is a set of people who have the same interests or aims, and who organize themselves to work or act together.

Difference between Team and Group
Team Group

Number of people with same goal and they are interde-
pendent

Number of people with same goal but they are not 
interdependent

Example: Football play Example: Snake game, Stage drama

Why team building is so important?
Team building in the workplace significantly contributes towards employee motivation and building trust among the 
employees, thereby ensuring better productivity.

Characteristics of Effective Teams 
1. Clear vision or purpose 

2. Shared commitment 

3. Clear roles and responsibilities 

4. Trust 

5. Mutual accountability 

6. Celebrate individual and team success 

7. Concern for group tasks and process 

8. Address challenges with creativity 

9. Inclusive in decision making 

10. Regular communication and feedback 

Characteristics of Effective Teams
1. Clear vision or purpose – A vision is a clear, concise statement of purpose that engenders involvement 

and commitment. A vision provides a pulling force that can impel a team toward a new realization of its 
possibilities. A vision appeals to people’s motivations and captures their imaginations.

2. Shared commitment – If each member is motivated to work for the vision, each works to his/her full 
potential to see that the group achieves success. In so doing, the work becomes its own reward.

3. Clear roles and responsibilities – Each team member knows what s/he is to do and knows the roles of 
other members and how they all interact to form the whole.
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4. Trust– With clear commitment and roles, each person knows that s/he can rely on the others. With high 
trust, members are more willing to face challenges and support one another through ups and downs

5. Mutual accountability – The collective responsibility of the team toward generating results and achiev-
ing success, in addition to the individual obligations in specific roles. This creates a supportive environ-
ment within the team, and the performance of the team improves in the presence of this type of mutual 
support and cohesion.

6. Celebrate individual and team success - Keep the whole in view, and work to support each other. Team 
success is valued in theory and in practice.

7. Concern for group tasks and process – Team members are skilled at raising both specific task issues 
and issues that explore how the team itself is functioning. These distinct perspectives are usually raised 
at different times by different team members-not everybody pays attention to both functions at all times, 
but both functions are always present.

8. Address challenges with creativity– The team strives to maintain a sense of open-ness and to solve 
problems creatively.

9. Inclusive decision making– Effective teams allow an appropriate level of group participation in deci-
sion making - not too much so decisions are agonizingly slow, and not too little to result in insufficient 
team input and commitment to agreements.

10. Regular communication and feedback - Team members give and receive feedback effectively.

The Common Aim
The first questions a person potential leader or member should ask himself are: Is a team needed? Does this task 
require the complementary efforts of a group of people? These raise the further questions; why do teams arise in the 
first place? What are the kinds of tasks that are needed in teamwork?

Often the source of a team lies on one person doing a job that he discovers is too large for him in the time available. 
You can now think of a large cricket field with a motor mower. If you have an assistant to remove and empty the grass 
box, then you can do the job in less time.

The example can be developed into others where two, three or four people and so on are needed. That involves the 
leader of the group, getting to know the members, their abilities and characteristics.

Stages of Team Development 
1. Form 

2. Storm 

3. Norm 

4. Perform

Team Formation: Form, Storm, Norm, Perform 
When teams and other groups of people come together, they typically go through a number of developmental stages. 
This process can take a few days or easily stretch over six months or longer. Note that the stages can play out 
simultaneously or in different order so it is important to be aware of the signs and signals of each stage. The leader 
or team manager supporting team formation cannot jump straight to “perform” but must instead facilitate the group 
through this process and bring the group through the four stages. The role of the leader is to help resolve issues and 
move the team toward performance if it gets stuck at any point. 

1. Forming Stage 
When people first come together, they are initially polite. They find out about one another and the work to be done. 
There is typically a “honeymoon” period when people are excited about the newness and potential of being on the 
team. Some may also be fearful or timid in response to the change. 

Forming is best done with high task and low support to provide structure while the new group develops. Introduce 
people to one another with an orientation of how everyone will work together. Allow opportunities for people to 
socialize. Clearly communicate the vision and goals of the work to be done to help the team understand what is to be 
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achieved. Do not overwhelm people with too much detail or expect “perform” behavior at this stage. Engage all team 
members and draw out quiet ones. 

2. Storming Stage
As the initial politeness fades and people start to work, tension forms around things that were vague or left unsaid 
in the last stage. Conflicts may arise regarding roles or procedures. Members may appear confused and dissatisfied. 
Output is generally low. Storming can be very strong if roles or objectives are unclear; the team faces external 
challenges, or if there is competition for formal or informal leadership. 

Managing the storming stage productively requires both a high-task and high-process focus. The manager asserts his/
her role as leader to surface and resolve differences. Work goals and individual roles and responsibilities may need 
review and clarification. The key is not to let disputes continue to block team cohesion. Use the stage to develop new 
methods for collaboration and addressing conflicts. 

3. Norming Stage 
As roles and personal conflicts are sorted out, the focus returns to the task and what needs to be done. Objectives are 
clarified and the detail of work is laid out. Group rules develop and people start to collaborate as a team. Team identity 
emerges. Internal clashes may be replaced with external conflicts. 

Managing the process requires a higher focus on process than task to provide opportunities for group members to take 
responsibility for people and for work. Work planning is directed toward goal accomplishment. This is more productive 
as people feel comfortable with the objectives and in their roles. Team members take more responsibility for forging 
group norms and behaviors. Emergence of regular venues for socializing and creating a “family” environment may 
begin. 

4. Performing Stage
Finally, the optimal level of performance is achieved. The team works interdependently and feels like a family. There 
is a strong sense of team achievement and pride. Mutual accountability is maintained, and personal differences are 
largely kept under control. 

Leaders can take a lower task and support role by increasing delegation of responsibilities as the need for direction 
decreases. Social activities and celebrations of success are important support functions. However, this is not the time 
to relax but rather to focus on sustaining high performance.  
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Shared Vision
How to build a shared vision for your team or organization? 
“A shared vision is not an idea. (...) It is a force in the heart people, a force of awesome power. You can be inspired by 
an idea, but if it is so convincing to gain the support of more than one person, ceases to be an abstraction. It is palpable. 
People begin to see it as if there. Few human forces are as powerful as a shared vision” (Peter Senge).

Peter Senge, in his book “The Fifth Discipline” describes a shared vision as “... a force in people’s hearts, a force of 
impressive power....At its simplest level, a shared vision is the answer to the question, “What do we want to create?” 
“A shared vision is a picture that everyone in the company carries in their heads and hearts.

Peter Michael Senge (born 1947) is an American systems scientist who is a senior lecturer at the MIT Sloan School 
of Management, co-faculty at the New England Complex Systems Institute, and the founder of the Society for 
Organizational Learning. He is known as the author of the book The Fifth Discipline: The Art and Practice of the 
Learning Organization.

The project, the company or the organization is no longer “theirs” but “ours”.

Some proposals for building a shared vision
Building a shared vision is the product of several interactions of individual visions, requiring regular conversations 
where people feel free to express themselves. It also includes the process of sharing experiences and seeking ways 
in which each individual is accountable for doing what is necessary to realize the vision. Methods of guiding this 
process are:

• Ensure the empowerment of team members, give them confidence and show them that they are an im-
portant part of the company.

• Encourage members of the organization/centre to have a personal vision.

• Convene meetings to describe a futuristic image of the organization/centre you want to create.

• Ask them aloud why the organization/centre exists? Listen and clarify whether the concepts expressed 
do not match yours, clarifies doubts and seeks synergies.

• Talk about your values   and how they guide your actions inside and outside the organization/centre.

• Tell them how you want to interact with stakeholders (clients, different groups, elites, leaders, other 
departments etc) and society in general.

• Do some brainstorming about what is the ideal organization/centre they have in mind?

• Formulate various visions and share with team regarding future changes 

• Listen carefully

• Then describe a vision that encompasses the feelings of the people and convincingly expresses your 
dream

References 
− Team Building Module, Facilitator’s Guide, John Snow Inc,

− Strategic Leadership and Management Training Program for District Managers in Health & Family 
Planning (SLMTP), Johns Hopkins University, Baltimore, USA
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Session 16: Data for Decision Making (DHIS2 & MIS)
Session objectives
At the end of the session the participants will be able to 

B Explore the indicators in DHIS-2

B Identify the indicators in the DGFP web-based MIS 

B Describe how to extract data for use in planning and decision making

Time: 2 hours

Participant’s note
•	 In this session participants will participate in a discussion 

•	 They will observe the live demonstration on use of DHIS2 and DGFP web based MIS
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Handout
Management Information System (MIS) 

and DHIS2
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MIS and DHIS2
Management Information Systems (MIS) provides information that organizations require to manage themselves 
efficiently and effectively. This term is commonly used to refer how individuals, groups, and organizations evaluate, 
design, implement, manage and utilize systems to generate information to improve efficiency. The development of 
the MIS was given due importance since inception by the sector-wide program approach undertaken by the MOHFW 
in 1998. The Health Information System (HIS) is a component of MIS. The major components of the HIS include: 

1. Service based HIS

2. Human resource based HIS

3. Institution based HIS covering logistics and financial HIS

4. Program based HIS. 

After completing this chapter you will learn about the history of MIS and DHIS2 in Bangladesh, what the management 
information system (MIS) is, and its utility in management. You will also learn about issues in the MIS of the MOHFW, 
the software used in MIS (DHIS2), and the analysis and presentation of routine MIS data. 

History of MIS in Bangladesh
There are five health related routine Management Information Systems (MIS) at different levels of development. Four 
of these belong to the Ministry of Health & Family Welfare:

• MIS Health (DGHS) and its subsystems;

• MIS Family Planning (DGFP) and its subsystems;

• Directorate General of Drug Administration;

• MIS National Nutrition Program (NNP); and

• MIS of the 2nd Urban Primary Health-care Project of the Ministry of Local Government Rural Develop-
ment & Cooperatives (UPHCSDP).

Before 2009 the collection of routine health information in the public sector in Bangladesh was done manually, using 
paper forms which would be completed by health workers at a decentralized level and submitted upwards, through 
the administrative hierarchy and would take, on average, two months from the lowest level health facilities to reach 
the MIS department at DGHS and DGFP, Dhaka. The main features of the MIS system in the health sector include:

• Parallel systems: The MOHFW has two main MIS units – one in the DGHS and one in the DGFP – each 
responsible for collecting routine data about the health and family planning services, as well as informa-
tion about logistics and personnel.

• Overlapping reporting requirements: Facilities and field workers collect certain types of routine data 
using different reporting formats, which were not harmonized to prevent duplicated information.

• Insufficient human resources for MIS: The MIS units both in the Health Services Directorate and Family 
Planning Directorate are understaffed (160 out of 660 sanctioned posts were vacant in 2009)

Starting in 2009 a virtual explosion of e-Health projects within the MOHFW were initiated: from telemedicine 
centers, electronic attendance systems to monitor staff punctuality at health facilities, and mobile phone-based 
medical consultations for patients at district and sub-district health facilities, to a nationwide patient complaint system 
using text messaging. Beyond this, efforts also began in earnest to build a digital infrastructure within the Ministry, 
extending from the national to the peripheral levels. The offices of the MIS unit at the Health Services directorate 
were renovated; a MIS Data Center – a modern, air-conditioned space with a backup generator – was established 
to host a new web-based server. An IT lab was also set up to facilitate staff training. The MIS unit of DGHS had 
provided internet connectivity through the entire health public sector in Bangladesh and across all health points down 
to the community clinic level (about 14,000 locations) by April 2014. The community clinics were given laptops, and 
community health workers were given handheld tablet devices.

What is DHIS2
In 2010, the MIS unit of DGHS installed DHIS2 on its servers and Bangladesh joined the ranks of countries utilizing 
the product. 
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DHIS 2 is a tool for collection, validation, analysis, and presentation of aggregate statistical data, tailored (but not 
limited) to integrated health information management activities. It is a generic tool rather than a pre-configured 
database application, with an open meta-data model and a flexible user interface that allows the user to design the 
contents of a specific information system without the need for programming. DHIS2 is a modular web-based software 
package built with free and open source Java frameworks with interoperability between users and programs. 

DHIS 2 Benefits: 
• DHIS 2 is a flexible, easy, system to adapt for local data collection tools 

• DHIS 2 has been adapted in numerous countries around the world and there are several online commu-
nities and resources for additional information exchange and interoperability 

• Can run as a web-based or as an offline application. 

• Relatively easy to learn and adapt (does not require high level of programming knowledge) 

• Allows multiple levels of organization units to enter into the system and data can be aggregated accord-
ingly (dept. →Site → District → Division → National level) 

• Incorporates data checks during data entry and after data collection 

• Maintains Security through defining user levels 

• Allows user to tailor indicators 

• Streamlines data and site census management because all program areas data are kept in one place 

• Facilitates data use because all staff can access data at any time from office 
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Session -17: Data for Decision Making (LMIS & HRIS)
Session Objectives 
At the end of the session the participants will be able to 

B Explain LMIS including e-LMIS

B Understand HRIS

B Describe the importance of LMIS and HRIS in planning and decision making

B Demonstration LMIS and HRIS

Time: 1 hour

Participant’s note
•	 In this session participants will participate in a discussion

•	 They observe the live demonstration on use of e LMIS and HRIS
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Handout
Logistic Management Information System (LMIS)  

Human Resource Information System (HRIS)
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Logistic Management Information System (LMIS)
Basic Logistics Management related information

Aspects of logistics:

Logistics:
Usually logistics means supplies, commodities, goods, materials, products etc. The supplies, commodities, goods, 
materials, products etc. which are procured, distributed/supplied, received and utilized for providing health services 
are called logistics for the health services.

For example: The logistics which are received, supplied/distributed and utilized are called logistics of the Directorate 
General of Health Service (DGHS). 

Logistics Management: 
Logistics Management is a system which starts from receiving logistics and ends in consumption of logistics by 
maintaining quality and supplying in an uninterrupted way. 

Purpose of Logistics management: 
Logistics management is done to ensure the underlying six Rights:

• Right Products

• Right Quantity

• Right Destination

• Right Condition

• Right Time

• Right Cost

We have to remember “NO PRODUCT NO PROGRAM”

Key Logistics Terms
• Supplies, commodities, goods, materials, products and stock: Synonym for products which are in 

flow from first to last level of logistics system.

• Users, clients, patients and customers: English synonym for persons who receive services. The part of 
the population who receive different products, consume supplies and receive different types of services 
from health facilities.

• Service Deliver Point (SDP): Specific provider/facility from where health services are provided and 
medicine/commodities are supplied

• Pipeline: In logistics system, pipeline means the status of supply of a material/commodity which the 
organization/store is already informed about, but still the material/commodity did not reach the store. If 
any organization does not consider pipeline during issuing demand, would experience overstock situa-
tion.

• Consumption, dispensed, dispensed to user, usage data and distribution: Synonym for providing 
information about distributed commodities which are useable to the clients /patients.

• Lead time: Usually lead time means the time required from starting to ending of a task. In logistics, lead 
time means the time required from issuing demand to receiving the product. If any organization does not 
consider lead time during issuing a demand, would experience stock out of the product/commodities. 
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Logistics cycle:

Policy
                                                                                                                             

Serving Customers  

Inventory 
Management, 

Storage &  
Distribution  

 
 
 
  

LMIS 
Pipeline Monitoring  

Organizing & Staffing  
Budgeting,Supervisio

n  
Evaluation  

Quantification &  
Procurement  

Product 
Selection

Adaptability

Inventory vs Physical Inventory
Inventory Management: Inventory Management is the process by which the products of logistics system is collected, 
stored, distributed and demand issued can be controlled.

Importance of inventory management: By this inventory management, necessary steps can be taken to ensure 
sufficient stock of that item and test whether they are of good quality and usable one. Inventory management helps to 
ensure the continuous flow of logistics in the system and also helps to take necessary steps to prevent damage of the 
logistics in the system.

Inventory management tools
• Balance Identification Notes (BIN) Card
• Inventory Control Register
• Issue Voucher
• Indent and Issue Voucher
• For hospital
• For store
• Logistics Reporting Form

Storage/Storing commodities
Store Layout: Store layout means keeping the storage equipment /furniture at the right place and keeping the goods/
commodities in a classified way to ensure the maximum utilization of the internal space of the store.

Principles of store layout:
• The goods/commodities which are frequently received and distributed, needs to be kept near the entrance 

of the store where it is easy to reach and takes minimum time.

• To keep different type of goods/products at different places according to classification. That means not 
to keep different types of products/goods together.  

• To keep the slow moving items at inner side of the store.

• Unusable items needs to be kept at the back side of the store, so that can be easily separated from the 
usable items.
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• To keep the valuable items in the Almirah.

• To keep sufficient space to within the store for movement.

• To fix a place for keeping refrigerator containing vaccine /temperature sensitive items.

Storage Guideline
• To clean the store at least once in a week.

• To store the items in First Expire first Out (FEFO) method. Also products needs to be kept in a classified 
way that can be easily identified, symbols can be easily seen and numbers can be easily counted.

• To keep the products/goods at dunnage, shelf and Almirah in a classified way.

• To ensure proper aeration /ventilation inside the store. The exhaust fan needs to be kept on for proper 
aeration/ventilation inside the store.

• To write the date of production and expire date if not mentioned on the carton and box.

• To keep the usable items/goods separately from unusable items and chemical products.

• To keep the products/goods 3 inches apart from the wall and 4 inches high from floor in a very small 
upazila store. To keep the products/goods 1 foot apart from the wall and 4 inches high from floor in a 
spacious store.

• To keep the product/goods away from direct sunlight and rain water.

• To keep the fire distinguisher/water bucket and bucket with sand in a space easy to be identified. To keep 
the telephone number of fire service in a visible place.

• To keep the sticker for not smoking on a visible place of the wall.

• To use insecticide in the store in every three months.

• To maintain the overall security of the store and to keep the telephone number of the nearby police station 
on a visible place of the wall.

Inventory vs Physical Inventory
Inventory: Inventory means the list of all the goods/items with specific quantity of a specific store on a specific day 
and time.

Physical Inventory: The process of counting the goods/items in a store on a specific day and time and comparing the 
data with the recorded data to identify if there is any difference.

Physical Inventory committee:
• District Reserve Store (DRS):

• Deputy Civil Surgeon-Chairman, 
 Medical Officer (civil Surgeon)-Member
 Medical Officer (DRS)-Member Secretory

• Upazila Store
 Residential Medical Officer
 Medical Officer

• General Hospital
 Senior Consultant
 Junior Consultant
 Residential Medical Officer

Logistics Management Information System (LMIS)
A Logistics Management Information System (LMIS) is a system of records that supply chain managers use to 
collect, organize and present logistics data gathered across all levels of the system.

It also includes reports which are used to communicate logistics information from one level of the system to another
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Logistics Management Information System of MOHFW:
• Supply Chain Management Portal(SCMP)

• Electronic Logistics Management Information System(e-LMIS) in DHiS 2

Basic logistics data:
• Opening balance

• Receive

• Issue/distribution

• Adjustment

• Closing balance

MNCH essential medicine and commodities
1. Ampicillin
2. Amoxicillin 
3. Gentamicin
4. Cephradine
5. Tab Metronidazole
6. Inj. Metronidazole
7. Antenatal Corticosteroids
8. 7.1% Chlorhexidine

9. itation device
10. ORS
11. Tab. Zinc
12. Oxytocin
13. Misoprostol
14.Magnesium Sulphate
15.Sulbutamol respirator solu-
tions for use in nebulizer

16. Iron & Folic acid
17. Inj. 5% DNS 
18.Hartmans’s Solution 
19. Bupivacaine  
20. Ephedrine
21. Pethidine
22. Inj. Furosemide
23. Tab. Furosemide
24. Ergometrine
25. Plasmasol

MOHFW Supply Chain Management Portal (SCMP)

Ministry of Health & Family Welfare
MOHFW Supply China
Management Partal

The MOHFW Supply Chain Management Portal (SCMP) is a web-based portal accessible to the Ministry of Health 
and Family Welfare (MOHFW), Procuring Entities, Line Directors, Drug Administration, Hospitals and stakeholders. 

This comprehensive system contains the features of product catalog, procurement planning of goods and services, 
package development, tracking of procurement packages and linkage with drug registration database. 

1. Product catalog
2. Procurement plan
3. Procurement tracker
4. Drug registration database
5. Asset management System
6. DGFPLMIS
 7. DGHSLMIS
8. Stock Status Report 
9. DGFP Monthly Logistics Report
10. TB LMIS
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1. Product Catalog
Product catalog module is the specification database of medicines, equipment’s etc. in a structured and consistent way in the 
form of electronic catalogs. Each product is identified by unique code (Stock Keeping Unit – SKU) and can be accessed by 
the all stakeholders; conversely only authorized persons allowed to add or update product list with specifications

2. Procurement Plan
Line Directors will submit procurement requirements on online by selecting items from the approved product catalog, 
required quantities, expected delivery dates while consolidated procurement plan will be generated automatically 
in this system. On the other hand, desk officers of procuring entities (MOHFW, CMSD & DGFP-L&S) will review 
submissions, develop packages based on approved procurement plans

3.Procurement Tracker
This module will ensure to track the procurement packages through interactive dashboard. MOHFW, Line Directors 
& other stakeholders have immediate access to updated package status; thus the system will facilitate the efficient and 
effective procurement management in public sector. In addition, the system promotes good governance, transparency 
and competition in the bidding process.

4.Drug Registration Database
The module populates drugs/medicines list with detail specifications registered to Directorate General of Drug 
Administration. Procuring entities have the access to a list of registered drugs with Brand Names linked with Generic 
Name; thus this module guides the Line Directors in preparing their medicine procurement plan. 

5. Asset Management System
Asset Management is a systematic process of deploying, operating, maintaining, upgrading, and disposing of assets cost-
effectively. In this pilot implementation Asset Management System refers to a module within the MOHFW Supply Chain 
Management Portal having a wide range of features to manage assets from its registering stage to decommissioning as 
well as being accessible by the decision-makers at various levels of the MOHFW and other stakeholders. 

6. DGFP LMIS:
DGFP LMIS is a web based tool to monitor DGFP national & regional level logistics data. Data entered at local levels 
and consolidated reports available in Dashboard

B Dash board
B LMIS report
B LMIS data
B SDP report
B WIMS report
B UIMS report

7.DGHS LMIS:
DGHS LMIS is a web based tool to monitor DGHS national & regional level logistics data. Data entered at local 
levels and consolidated reports available in Dashboard. 

8.Stock status Report
Stock Status Report contains Stock status, shipment status & procurement status of contraceptives and DDS kits 
available in this report at a glance.

9.DGFP Monthly loggistics Report
DGFP Monthly Logistics Report containing logistics status of DGFP commodities from national to facility level. The 
report is generated automatically from SCMP and distributed to stakeholders. 

10.TB LMIS :
TB LMIS is a web based tool to monitor the stock status of TB commodities in Central Ware House and TB stores in 
Bangladesh.
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Human Recourse Information System (HRIS)
What is central HRIS
Central Human Resources Information System (HRIS) is an automated and systematic approach which collects and 
manages the HR information in a systematic, uniform as well as in consistent manner and provides decision makers 
(managers/policy makers/stakeholders) with the real-time information needed to assess HR problems and make 
effective plan accordingly.  

Why HRIS is important
Central HRIS helps the policy makers to take decision based on the real-time, accurate and authentic data in terms 
of HR issues to ensure better service delivery at all level of facility. It supports the decision makers on the following 
aspects:

a. Assess the current scenario and HR gap as well as redistribute (one facility to another facility) to ensure 
better service

b. Project future HR gap and plan ahead for HR recruitment and deployment

c. Manage posting, leave, lien, attachment, deputation and retirement of all provider/ person’s effectively, 
efficiently and accurately (who is on leave, lien or in deputation. HR can extract this information very 
easily and quickly)

d. Training management and capacity building of all providers / persons 

A well-established central HRIS have the ability to generate the above information on time for the policy makers to 
take decision.  

Role of facility managers
Central HRIS system is a continuous process to collect, regular update and manage HR data to plan the HR problems. 
A manager should be aware of the HRIS update status and monitor the activities. Among all the activities of HRIS, 
the followings are important which a manager should keep eyes on it: 

a. Assign one focal person for the HRIS related activities and ensure his/her training. This person will be 
the Facility Admin 

b. Ensure the submission of HR forms and check the data quality (completeness, correctness, human error, 
inconsistencies, ambiguity, duplication, authenticity)

c. Ensure computer/laptop and internet connection for the data entry

d. Ensure the completion of individual HR (provider/personal) profile data entry into the system

e. Ensure the update of transfer orders (move in / move out), deputation in or deputation out  in the system 
on regular basis

f. Ensure the update of facility details information

g. Use support ticket for any query or any technical support or any logistic support and follow up 

h. Ensure that the facility admin is getting informed about new joining, transfer, deputation for updating the 
HR data into the system

i. Monitor overall HRIS implementation at the facility level

Facility managers are the key role player in a facility for functioning the HRIS system at all level and get the benefits 
from the system. 

Utilization of HRIS information
The ultimate goal of information is to be utilized for decision making process. Without utilization of information, it 
is meaningless. The facility managers can see the relevant reports from the HRIS system to get understand about the 
current HR status. The HRIS system has a list of reports with different types and categories from where a manager 
can extract any kind of information which he/she wants to see using permutation and combination method. Some of 
the utilization of HRIS information is as follows:
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a. To know number of sanction post by category/ by class 

b. To know number of filled post against the sanction post

c. To know number of vacant post for a sanction post 

d. To know which doctor / nurse is working is in which facility

e. To know which providers are working in deputation or in attachment

f. To know who are on authorized leave from when to how long

g. To know number of facilities under one specific district or under one upazila

And many more……………….

The above are some example of reports from where a manager can get HR information and take decision accordingly. 

Demonstration from live system 
An overview of central HRIS will be given from live system. Useful links like report, dashboard, and others will also 
be demonstrated from live system. 
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Day-5 Schedule
Time Sessions Topics

9.00-9.45
(45 min.)

Review of the previous day

9.45-11.15
(1 hour 30 minutes)

Session-18 Budget Management
- Overview of Budget
- IBAS system
- Role of DDOs

11.15-11.30 Tea Break

11.30-1.00
(1 hour 30 minutes)

Session 19 Program Implementation Plan (PIP)
- Core components of PIP
- PIP  development cycle
- Steps of PIP development

1.00-2.00
(1 hour)

Lunch and prayer break

2.00-3.00
(1 hour)

Session-20 Good governance and National Integrity Strategy 
- Overview and principles 

3.00-4.00
(1 hour)

Posttest, Training course Evaluation, Closing
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Session -18: Budget Management
Session objectives
At the end of the session the participants will be able to 

B Understand budget, type of budget, budget monitoring

B Describe the role of DDOs

B Demonstrate Integrated Budget and Accounting System (IBAS)

Time: 1 hour 30 minutes

Participant’s note
•	 In this session participants will participate in a discussion

•	 They will observe the live demonstration on IBAS
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Handout
Budget Management
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BUDGET
A budget is a financial plan for a defined period of time, usually a year. This plan includes approximate costs, 
revenues during a specific period and reflects future financial conditions. It may also include planned sales volumes 
and revenues, resource quantities, costs and expenses, assets, liabilities and cash flows. Budget is also used for 
analyzing, interpreting these calculations and comparing them to make decisions in the future. It is essential for 
managing spending, avoiding debts and properly allocating resources.

Companies, governments, families and other organizations use it to expresses strategic plans of activities or events 
in measurable terms

A budget is the sum of money allocated for a particular purpose and the summary of intended expenditures along with 
proposals for how to meet them. It may include a budget surplus, providing money for use at a future time, or a deficit 
in which expenses exceed income.

CommeSisyphe - Honoré Daumier (Brooklyn Museum)

Etymology
A budget (derived from old French word bougette, purse) is a quantified financial plan for a forthcoming accounting 
period.

Purpose
A budget helps in planning actual operations by forcing managers to consider how the conditions might change and 
what steps should be taken now, and by encouraging managers to consider problems before they arise. It also helps 
to co-ordinate the activities of the organization by compelling managers to examine relationships between their own 
operation and those of other departments. Other essentials of budget include:

• To control resources

• To communicate plans to various responsibility center managers

• To motivate managers to strive to achieve budget goals

• To evaluate the performance of managers

• To provide visibility into the company’s performance

• For accountability



174

D
AY

-5

In summary, the purpose of budgeting tools:
1. Tools provide a forecast of revenues and expenditures, that is, construct a model of how a business might 

perform financially if certain strategies, events and plans are carried out.

2. Tools enable the actual financial operation of the business to be measured against the forecast.

3. Lastly, tools establish the cost constraint for a project, program, or operation.

Budgeting Manager
Budgeting manager is responsible for managing the whole process of the planning and budgeting in the company. 
It is a very broad notion, and consists of several parts. Firstly, budgeting managers are responsible for appropriately 
spending and using resources in accordance with company’s rules and regulations. Secondly, they must study previous 
budget and consider benefits and losses from previous years. In addition, budgeting managers are responsible for 
preparing business plans and make necessary updates of the plan according to any changes in business environment. 
These plans are essential for business, because resources are allocated in accordance with them. Another responsibility 
of budgeting manager is preparing detailed reports, which show any amendments that occurred in the budgets 
during financial year. These reports are usually submitted to higher management of the organization, so that they 
could track company’s performance

Government Budget
The budget of a government is a summary or plan of the intended revenues and expenditures of that government. 
There are three types of government budget: 

• The operating or current budget

• The capital or investment budget,

• The cash or cash flow budget. 

Personal or family Budget
A personal budget or home budget is a finance plan that allocates future 
personal income towards expenses, savings and debt repayment. Past spending and personal debt are considered when 
creating a personal budget. There are several methods and tools available for creating, using and adjusting a personal 
budget. For example, jobs are an income source, while bills and rent payments are expenses.

Types of Budget
• Sales budget – an estimate of future sales, often broken down into both units and currency. It is used to 

create company sales goals.

• Production budget - an estimate of the number of units that must be manufactured to meet the sales 
goals. The production budget also estimates the various costs involved with manufacturing those units, 
including labor and material. Created by product oriented companies.

• Capital budget - used to determine whether an organization’s long-term investments such as new ma-
chinery, replacement machinery, new plants, new products, and research development projects are worth 
pursuing.

• Cash flow/cash budget – a prediction of future cash receipts and expenditures for a particular time 
period. It usually covers a period in the short-term future. The cash flow budget helps the business to 
determine when income will be sufficient to cover expenses and when the company will need to seek 
outside financing.

• Marketing budget – an estimate of the funds needed for promotion, advertising, and public relations in 
order to market the product or service.

• Project budget – a prediction of the costs associated with a particular company project. These costs in-
clude labour, materials, and other related expenses. The project budget is often broken down into specific 
tasks, with task budgets assigned to each. A cost estimate is used to establish a project budget.

• Revenue budget – consists of revenue receipts of government and the expenditure met from these reve-
nues. Tax revenues are made up of taxes and other duties that the government levies.



175

D
AY-5

• Expenditure budget – includes spending data items..

• “Flexibility budget - it is established for fixed cost and variable rate is determined per activity mea-
sure for variable cost.

• ‘ Appropriation budget - a maximum amount is established for certain expenditure based on manage-
ment judgment.

• Performance budget - it is mostly used by organization and ministries involved in the development 
activities .This process of budget takes into account the end results.

• Zero based budget - It has clear advantage when the limited resources are to be allocated carefully and 
objectively

Budget Monitoring:

1. What to Monitor?
• Progress of revenue collection:

• Whether revenue is being collected in line with the target? If not, what are the reasons for shortfall in 
revenue collection?

• Actual expenditure:

• Whether the actual expenditure is in the line with the approved budget?

• Is there any incidence of over expenditure or is the expenditure is abnormally low?

2. Purposes of Monitoring:
• To achieve the target of revenue collection;

• To prevent over expenditure;

• To ensure that expenditure trend is consistent with the normal revenue collection trend.

• To ensure that no unauthorized expenditure is incurred.

• To make a realistic projection for revised budget.

3. Who are responsible for budget monitoring?
• Respective organization;

• Respective ministry/division;

• Respective chief accounts office;

• Finance division.

4. Tool for budget monitoring:
• Monthly accounts produced by respective CAO;

• Monthly management report produced by respective CAO;

• Budget variance report;

• Budget database;
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Power, Functions and Responsibilities of
Drawing and Disbursing Officer (DDO)

In every government office the head of the office or program appoint a gazetted officer as drawing and disbursing 
officer. He or she performs work on behalf of the head of the office or program. Generally drawing and disbursing 
officer directly responsible to head of the office or program.  

Power, Functions and Responsibilities of DDO

Definition of DDO:
DDO is an officer empowered to draw from treasury and expend it.

Source of Power of a DDO:
1. According to Subsidiary Rule (65) all office head is empowered to draw money from the treasury.

       So the office head is the DDO or he can do the work of DDO.

2. He may authorize any gazetted officer serving under him to sign a bill for him. In that case the name 
and signature of the officer concerned should be communicated to the disbursing officer (SR 66). This 
authorization does not relieve the head of the office from his ultimate responsibility.

3. In rare occasions in the absence of gazetted officer the head of the office may authorize a non-gazetted 
government servant to draw bills who is senior among them. It shall be done under prior authority of the 
head of the department (SR 66 note 1).

Functions and responsibilities:
1. Budgetary control:

DDO should look into some important issues in case of payment from govt. fund to ensure budgetary control.

i)    Budgetary allocation in the concerned head.

ii)  Existence of sanction from the competent authority.

iii)  Compliance of concerned rules and regulations.

iv)  Money should not be spent for his own or at the interest of any group.

v)   Money should not be withdrawn from government fund to avoid lapse of budget.

vi)  Budget should be utilized to achieve the objective for which it was allocated.

2. Preparation of bill:

During preparation of bill DDO should consider the following points:
i)     Bill should be prepared in proper form.

ii)    It should be signed by ink.

iii)   Amount of bill should be written both in number and in word.

iv)   In case of correction full signature should be given, initial is not accepted.

v)    Use proper seal.

vi)  Over writing is not acceptable. If needed correction can be done by using red ink and putting signature.

vii)   Proper payment code should be written in the bill form.

viii)  Except pay bill, all other bills must be attached with the sanction letter and relevant vouchers.

3. After preparing the bill:
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• DDO must entry it into the bill register with his signature.

• In case of receipt in cash or cheque against the bill, entry should be given in the cash book and

• In case of pay and allowances the DDO must keep a pay roll register.

Compliance of rules and regulations by a DDO:

A DDO should be well aware of:
i)     Financial rules;

ii)    Service rules;

iii)   Fundamental rules and supplementary rules;

iv)   Treasury rules and subsidiary rules;

v)    Accounts code;

vi)   Government orders;

vii)  Budgeting and classification of accounts;

The duties of the DDO are-
• To ensure economy by following relevant rules and regulations.

• To ensure security, payment and accounts of government money.

• To ensure proper payment of pay and allowances, payment of traveling allowances, bills and payment of 
bills for Supply and Services.

Payment of TA bills:

Before payment DDO will ensure that:
• The bill is prepared in the proper form;

• Travel was commenced in the shortest and cheapest way;

• In case of transfer TA, family members are shown according to relevant rule;

• Basic pay is shown rightly;

• Budget is shown in the bill form properly;

• Signature is also given properly;

• Proper code number is used in the bill;

• Tour diary is attached with the bill;

• Controlling officer has countersigned the bill (where applicable).

Payment for Supply and Services:

Before placing the bill to the CAO office DDO should check that:
• Budgetary allocation is present;

• Proper sanction is present;

• Applicable rules and regulations are properly followed;

• Delegation of financial power is properly observed;

• Items were supplied according to specification mentioned in the tender schedule/document;

• Items are in good condition, entered into stock register and certificate is given in the bill;

• Bills are attached with proper voucher.  Example:  relevant voucher, tender notice, comparative state-
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ment prepared by the Tender Evaluation Committee (TEC) etc are attached;

• In case of procurement of consultancy services Expression of Interest (EOI), Short listing Evaluation 
Report, Proposal Evaluation Committee (PEC) report and contract should be attached;

• The Public Procurement Regulation 2003/Donor regulation is followed properly.

• Income Tax and VAT should be deducted properly.

Maintenance of cash book, other registers and books by the DDO:

DDO should maintain the following registers:
1)   Cash book;

2)   Petty-cash register;

3)   Advance register;

4)   TA bill register;

5)   Supply and services register;

6)   Receipt and disbursement register;

7)   Bank control register;

8)   Payroll register - for officers and staff;

9)   Cheque registers;

10)  VAT register;

11) Income Tax (IT) register;

12) Inventory Register;

13) Delegation of Financial Power;

14) Revenue and Development Budget book and

15) Annual Development Program (ADP)

In case of development projects:

DDO needs to keep the following books and registers along with the others:
1)    Fund releasing procedure for the development projects;

2)    Delegation of financial power for the development Projects;

3)  Project Proforma /Proposal (PP) or Technical Assistance Project Proforma /Proposal (TAPP);

4)   Copy of Development Credit Agreement (DCA)/Development Grant Agreement (DGA) with the donor;

5)    Booklet for revision procedure of PP/TAPP issued by Planning Commission;

6)    Project accounting manual for keeping accounts properly, which will help him to prepare various kinds   
of   reports   for   Administrative   Ministry,   Finance   Division, Implementation Monitoring and Evalu-
ation Division (IMED) and Economic Relations Division (ERD) (for donor funded projects).

DDO’s responsibility in keeping accounts, relation with accounts offices & other 
responsibilities:

• Keeping accounts of all transactions properly

• Receipts should be deposited into govt. account without delay

• Monthly and annual accounts should be prepared in time

• DDO should reconcile the monthly accounts with the CAO and
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• He/she should maintain very close liaison with his/her respective CAO offices for smooth functioning of 
his/her responsibilities.

Other responsibilities of DDO:
• DDO can strengthen internal control by reducing misuse of govt. money.

• Any irregularity, fraud or defalcation should be communicated to the higher authority without delay.

• Adequate measures should be taken to solve audit observations promptly.

A Good DDO:

A good DDO will keep following books in hand:
1)    Establishment manual Vol. 1 & Vol. 2

2)    Personnel manual

3)    Compilation of financial orders issued by Ministry of Finance (MOF).

4)    TO &E manual

5)    ERD hand book

6)    The Public Procurement Regulation 2003 and Procurement procedure   issued by Central Procurement 
Technical Unit (CPTU). Donor guidelines for procuring goods and services.

7)    Delegation of financial power booklet issued by MOF

References 
− Module on Financial management training, NIPORT

− https://en.wikipedia.org/wiki/Budget
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Session -19: Program  Implementation Plan
Session objectives
At the end of the session the participants will be able to 

B Understand core components of program implementation 

B Explain the cycle of decentralized planning and management and it’s benefit

B Describe the steps of program implementation planning approach 

Time:1 hour 30 minutes

Participant’s note
•	 In this session participants will participate in a discussion

•	 They will observe a video clip
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Handout
Program Implementation Plan
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Implementation Plan

What is Program Implementation?
Implementation is the carrying out, execution, or practice of a plan, a method, or any design, idea, model, specification, 
standard or policy for doing something. As such, implementation is the action that must follow any preliminary 
thinking in order for something to actually happen.

Six Components Necessary for Effective Public Health Program Implementation

Public health programs succeed and survive if organizations and coalitions address 6 key 
areas.

(1)  Innovation to develop the evidence base for action; 

(2)  A technical package of a limited number of high-priority, evidence-based interventions that together 
will have a major impact; 

(3)  Effective performance management, especially through rigorous, real-time monitoring, evaluation, 
and program improvement;

(4)  Partnerships and coalitions with public- and private-sector organizations; 

(5)  Communication of accurate and timely information to the health care community, decision makers, and 
the public to effect behavior change and engage civil society; and

(6)  Political commitment to obtain resources and support for effective action.

 Programs including smallpox eradication, tuberculosis control, tobacco control, polio eradication, and 
others have made progress by addressing these 6 areas.

Innovation
Innovation is essential to all aspects of public health strategy and program development and is critical to developing 
the evidence base needed to establish and refine the technical elements of successful program implementation.

Innovations need not be limited to science or medicine. Innovations in information systems, data collection, 
communication techniques, and issue framing can increase political commitment and also be essential for progress. 
Innovations in operations can facilitate refinement of and improvements in programs based on actual experience. 
Innovations in program evaluation can further build the evidence base for interventions by better identifying those 
that are not working as expected and those that are effective and ripe for scale-up.

Innovation can help improve program management to scale up, disseminate, and sustain high-impact interventions. 
Smallpox was eradicated through continuous introduction and implementation of innovation.

Technical package
The most effective public health programs are based on an evidence-based technical package: a selected group of 
related interventions that, together, will achieve and sustain substantial and sometimes synergistic improvements 
in a specific risk factor or disease outcome. A technical package of proven interventions sharpens and focuses what 
otherwise might be vague commitments to “action” by committing to implementation of specific interventions known 
to be effective. It also avoids a scattershot approach of using a large number of interventions, many of which have 
only a small impact.

Simplicity is key to success. The Integrated Management of Childhood Illness initiative, intended as an integrated 
approach that focuses on the well-being of the whole child to reduce mortality among children younger than 5 years, 
can improve the quality of clinical care for sick children.

Managing Performance
For many public health programs, implementation is essentially a management problem. Even if political commitment, 
resources, and a technical package are in place, effective management may not be. Management of public health 
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activities is particularly difficult because, unlike in the private sector where metrics such as product sales provide 
prompt feedback on performance, there is often no automatic, accurate, and affordable way to track public health 
program performance in real time. In addition, the impact of public health programs may not be evident for months 
or years, further complicating measurement of performance.

Partnership
Public health is increasingly complex, with key roles played by public- and private-sector partners that are critical 
to sustaining and improving the population’s health. Coalitions are often essential to progress. Getting many 
organizations to collaborate can be slow and frustrating but is often crucial to create the advocacy needed to support 
budgetary, legislative, or regulatory change and to implement new or improved programs. Government programs are 
more likely to succeed—and to be sustained—when organizations outside of government advocate for them. 

Partners can supplement available human or financial resources and can support and undertake critical activities. 
Helping disparate groups agree on and take action to achieve a common agenda can build effective long-term 
coalitions that extend beyond a specific issue. Schools, businesses, law enforcement, transportation, agriculture, 
labor, and many other sectors in society can contribute greatly to, and benefit greatly from, public health programs, 
policies, and priorities.

Communication
Effective communication can lead to behavior change, but, more importantly, it can lead to increased political 
commitment and program effectiveness by engaging a wide range of civil society sectors and by contributing to a 
change in the public perception of an issue. With the advent of the Internet, social media, and other communication 
technologies, more information is available from more sources than ever, although some is incorrect or potentially 
harmful. New communication tools and technologies facilitate interactive conversations, giving public health 
practitioners the ability to have dialogues with people from affected communities and other stakeholders. With 
the increase in communication channels and voices, public health communications can be drowned out unless 
communication strategies are timely, well defined, well executed, and sustained to meet specific objectives.

Political Commitment
Political commitment is built on and supported by the components described thus far, all of which are critical to 
provide government with a strong foundation for action. Effectively engaged political commitment leads to the 
resources and support needed to coordinate, implement, and sustain public health interventions, including policy 
change where needed. Change is often controversial, and the entities that implement public health programs—usually 
led by public health departments or other government agencies—may have less ability to influence budget and policy 
decisions than other groups within government and civil society.

The benefits of decentralized planning 
• Identification of low performing geographies and underserved populations

• Identification the most critical interventions to accelerate implementa tion 

• Identification supply- and demand-side bottlenecks 

• Identification and prioritization of area-specific strategies  to improve the performance

• Setting realistic and achievable performance targets 

• Providing a platform for ongoing review, monitoring and evaluation of progress and take regular actions 
for improvement
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Decentralized Planning and Management Cycle

Step-2 Analyze
problems and 

gaps

Step-1
Prepare

for planning

Step-5 Develop plans
for short-term and 
long-term actions

Step-6
Implement
action plans

Step-7 Conduct
regular rev iew 
of progress 

Step -3

Identify intervention 
and geographic

priorities

Step-4 Set multi-year
performance objectives

and targets 

Step 1: Prepare to Plan……….
• Mapping of District level stakeholders and their programs 

• Situation Analysis

Step 2: Analyze problems and gaps…………
Managers are using different data for problem and gap analysis

− Population based survey data

− Service readiness data

− Service utilization data

− Quality of care data 

Managers analyze MNCH-FP-N tracer indicator

− ANC, SBA, PNC, ENC, Misoprostol, CPR

− Analyze inequities: socio-economic inequities in the utilization of MNCH-FP-N services, Variations in 
coverage

Analyze bottle necks of problems and their root causes

Access and availability of services, Care-seeking preferences, Quality of services, Human resources, Infrastructure 
and equipment ,Supplies, Logistic, Social and cultural factors, Tracking systems and MIS , Coordination among 
provider etc

Step 3: Identify intervention and geographic priorities…..
• Assessment of performance of interventions across upazilas 

• Identify the weakest unions for intensified and more tar geted support.

• Identification of well performing areas to use as best practices for cross learning. 

Step 4: Set multi-year performance targets
• Setting upazila level performance targets for each tracer intervention. 

• Setting numerical performance targets for each of the interventions 
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Step 5: Plans for short term and long term actions……….
• Categorization of problems in long term and short term  solutions

• Identify what actions are required to be undertaken in which of the Unions. 

• Separate action plans developed for selected unions.

• Combination of actions  taken by managers, providers, supervisors and stakeholders 

• Supervision and quality improvement plans.

Step 6: Implementation of action plan 
• Mobilization of local resources for implementation of the action plan:eg Equipment & Supplies mobi-

lized from Regional Warehouse of  Family planning

• Mobilization of Local government recourses eg. Support provided by UPs in several union Temporary 
staff – Aya, night guard ,Furniture, Water pumps, Medicines Waste management pits et.

Step7: Program and Performance review
Improvement in performance and success can only be achieved if there is active engagement, participation and 
alignment of all stakeholders including com munities, civil society organizations, private sector and development 
partners around one results-focused district plan and one monitoring system. 

Performance reviews, completed monthly at upazila level and quarterly at the district level, provide the impetus to 
adjust implementation plans as necessary. Recognizing that changes to the plans often have techni cal and financial 
implications, consensus-building among key stakeholders is required as well as a commitment by all to provide 
additional resources to support implementation to achieve common goals and targets.

The monthly upazila level reviews and quarterly district reviews (QPRM) are the main opportunities to make 
substantive changes in the dis trict programming cycle. The decision to make changes will be informed by the strength 
of implementation as well as the perfor mance of activities on the achievements of outputs and performance objectives. 
New initiatives often require the addition or modification of performance objectives, out puts and activities. These 
changes should be made in a way that ensure complementarities, build synergy and strengthen existing plans without 
displacing attention, funding and human resources. During upazila and district level reviews, the main focus should 
be to assess whether the district/upazila is on track with the implementation of activities and the achieve ments of 
outputs and performance objectives.  
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Session -20: Good Governance and National Integrity 
Strategy

Session Objectives
At the end of the session the participants will be able to 

B Discuss the principles of good governance in health systems

B Explain National Integrity strategy

B Discuss how can upazila health system governance be strengthened (Tackling corruption, transparency 
and enhancing community accountability)?

Time: 1 hour

Participant’s note
•	 In this session participants will participate in discussion on good governance and NIS 
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Handout
Good Governance

National Integrity Strategy



188

D
AY

-5

Good Governance
Good governance is an indeterminate term used in the international development literature to describe how public 
institutions conduct public affairs and manage public resources. Governance is “the process of decision-making and 
the process by which decisions are implemented (or not implemented)”. The term governance can apply to corporate, 
international, national, local governance or to the interactions between other sectors of society.

The concept of “good governance” often emerges as a model to compare ineffective economies or political bodies 
with viable economies and political bodies. The concept centers on the responsibility of governments and governing 
bodies to meet the needs of the masses as opposed to select groups in society. Because countries often described as 
“most successful” are Western liberal democratic states, concentrated in Europe and the Americas, good governance 
standards often measure other state institutions against these states. Aid organizations and the authorities of developed 
countries often will focus the meaning of “good governance” to a set of requirements that conform to the organization’s 
agenda, making “good governance” imply many different things in many different contexts.

Good governance in national governments
Good governance in the context of countries is a broad term, and in that regards, it is difficult to find a unique 
definition. According to Fukuyama (2013), there are two dimensions to qualify governance as good or bad: the 
capacity of the state and the bureaucracy´s autonomy. They both complement, in the sense that when the state is more 
capable, for instance through the collection of taxes, there should be more autonomy because the bureaucrats are able 
to conduct things well without being instructed with a lot of details. In less capable states, however, less discretion 
and more rules setting are desirable.

Another way to think about good governance is through outcomes. Since governments carry out with goals like the 
provision of public goods to its citizens, there is no better way to think about good governance other than through 
deliverables, which are precisely the one demanded by citizens, like security, health, education, water, the enforcement 
of contracts, protection to property, protection to the environment and their ability to vote and get paid fair wages.

Similarly, good governance might be approximated with provision of public services in an efficient manner, higher 
participation given to certain groups in the population like the poor and the minorities, the guarantee that citizens 
have the opportunity of checks and balances on the government, the establishment and enforcement of norms for the 
protection of the citizens and their property and the existence of independent judiciary systems.

Lawson (2011) in his review of Rothstein´s book “The quality of government: corruption, social trust, and inequality 
in international perspective” mentions that the author relates good governance to the concept of impartiality, which is 
basically when the bureaucrats perform their tasks following the public interest rather than their self-interest. Lawson 
differs with him in that this impartial application of law ignores important factors like the economic liberalism, which 
matters due to its relation with economic growth.

Making distinctions between good governance and other related concepts
It is important to distinguish good governance from other concepts that look similar, such as development and 
economic growth. Instead of considering them as equal, many scholars refer to them as features that are likely to be 
related in different ways. In fact, the importance that authors give to good governance is due to the impact it may have 
on development and economic growth.

According to Grindle (2004), the relevance of getting good governance comes precisely from its relationship with 
the development of a country and the reduction of poverty. Setting an agenda for reaching good governance is of the 
huge interest but also a complex task, which makes this author to propose rather a “good enough governance” agenda 
as a starting point. In the construction of this “simpler” agenda, the idea is to revisit policies that have worked in the 
past, set priorities in a strategically way, consider policies with greater impact in alleviating poverty and reaching 
development, and look for innovative ways of implementing such policies.

In terms of economic growth, there are several authors relating that variable with good governance, but in the sense 
of “being related to” instead of “being part of”. In other words, scholars have been intrigued by the relationship 
between good governance and economic or political development. Grindle (2007) mentions there are many relations 
to be found between indicators of good governance and economic growth, however those associations are difficult to 
measure and even harder to be attributed as causal. Nevertheless, she mentions the work of Kauffman (2002), who 
found a causal and positive relationship between different dimensions of good governance and the GDP per capita in 
the long run, i.e. good governance makes development possible.
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These dimensions are how the government is elected and over sighted, the accountability power of citizens, the 
credibility in the government, the respect for institutions, both from government and citizens, and the effective delivery 
of public goods. He found that the relation between these two variables does not hold in the reverse direction, meaning 
that higher levels of economic growth do not lead to better governance. For example, Quain (2003) points out that 
China and Vietnam are frequent examples of countries that have made remarkable leaps in economic development 
and poverty reduction, but nevertheless retain many characteristics of poor governance.

National Integrity Strategy
An Inclusive Approach to Fight Corruption 

Preamble: In 2007, the Government of Bangladesh acceded to the United Nations Convention against Corruption 
(UNCAC) and prepared a comprehensive report on the domestic institutions that could support implementation of 
the Convention. This report on UNCAC highlighted that corruption thrives on systemic weaknesses. In Bangladesh, 
just as in other countries, anti-corruption strategies can only be effective if they proactively address the need for 
prevention through the eradication of the causes of corruption as well as its detection and prosecution. Both public 
and private sectors have key roles to play here and the task of eliminating the causes of corruption will only be 
successful if a multi-disciplinary approach is undertaken. National Integrity Strategy (NIS) is a comprehensive set of 
goals, strategies and action plans aimed at increasing the level of independence to perform, accountability, efficiency, 
transparency and effectiveness of state and non-state institutions in a sustained manner over a period of time. 

Government commitment: The Government of Bangladesh is committed to establish democracy, the rule of law, 
human rights, freedom of citizens as embodied in the Constitution, equality and justice in the country. The Government 
believes that it is necessary to create productive opportunities for citizens to lead better lives. The Government is 
also committed to ensuring that citizens have improved access to basic resources, education, health, food, housing, 
employment and fair distribution of income as well as providing an enabling environment for the active role of 
women in the development process. 

Corruption as a major deterrent: The Government recognizes that corruption has emerged as a major deterrent 
against growth and development in the country, and is inhibiting the achievement of the commitment. In Bangladesh, 
low levels of transparency and accountability characterize the functioning of institutions in both the public and private 
sectors. The Government believes that the fight against corruption cannot be won by prosecution alone, an inclusive 
approach based on values, morals, ethics and integrity is necessary. The NIS captures this approach to help prevent 
corruption and enhance transparency and accountability. 

Institutions in the integrity system: The integrity system comprises both State and non-state institutions. In facilitating 
application of the NIS, the Government wishes to engage not only the State institutions such as Parliament, the 
Executive, the Judiciary, Public Services, Local Government, Attorney Services, Public Service Commission, 
Election Commission, Anti-Corruption Commission, Office of the Comptroller and Auditor General, and Office of 
the Ombudsman but also the non-State institutions including civil society, political parties, NGOs, private sector, and 
the media. Furthermore, State and non-State educational and religious institutions will also be key players of NIS. 

Bangladesh has established almost all of the required institutions for strengthening good governance and accountability 
and encouraged by experiences from other countries, the Government has opted for the NIS as a policy and strategy 
document that deals with a rational choice of vision-driven and goal-oriented strategies across institutions, making 
use of good practices tested elsewhere. 

NIS Vision and Mission: The Government’s vision for the country, as contained in the NIS, is ‘A Bangladesh free 
from corruption’. To that end, the Government is committed to implement the NIS to achieve the Mission that 
‘People and institutions embrace values and principles of integrity, and increasingly practice them as part of 
their individual and institutional activities’. 

How to attain the Vision and Mission: The Government envisages the following institution-specific broad measures 
to achieve the NIS goals:- 

1.  NIS foresees that the Parliament will emerge as a place for fair and rational debate for law-making and 
through the effective functioning of the Parliamentary Committee system demand greater accountability 
from the executive. 
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2.  The Executive – will be transparent, responsive, and accountable to people and the Parliament. NIS 
requires that the public servants working under the political executive are impartial, efficient, effective, 
and accountable. At the local level, NIS demands that the local governments are people-oriented, ac-
countable, transparent and independent. 

3.  NIS envisages that the Government will ensure by providing all necessary support that the Judiciary 
functions as an independent, transparent, efficient, and effective organ of the State. 

4.  The Public Service Commission, which recruits public servants, will be transformed into an efficient, 
modern, and professional institution. The Election Commission will be strengthened as a fully indepen-
dent constitutional body capable of organizing free and fair elections. The Office of the Attorney General 
and the Attorney Services will offer objective and impartial advice to the Executive without political 
considerations. The Office of the Comptroller and Auditor General will be strengthened as an effective 
institution ensuring financial accountability from all public institutions. 

5.  The Anti-Corruption Commission will be strengthened to be an effective agency to prevent corruption 
and prosecute those who are corrupt. 

6.  NIS envisages that the Office of the Ombudsman will be established and made operational as embodied 
in the constitution. 

7.  NIS ensures that civil society remains articulate, non-partisan, and an active campaigner for national 
integrity so that citizens can effectively demand transparency and accountability from public institutions. 
NIS will also strive to ensure that political parties be transformed into democratically-run institutions 
pursuing the interests of their constituencies. NIS also demands that NGOs strengthen their internal ac-
countability, and have policies, systems, and procedures for effective service delivery for the extremely 
poor and disadvantaged groups. The Strategy will also enable the private sector to increase compliance 
with regulatory requirements for the sustained improvement of the business environment. NIS will also 
support a media that is free, truthful, accountable, and impartial. 

8.  Finally, NIS will help improve the educational system at various levels, creating a conducive environ-
ment for individuals and families to realize opportunities within an ethical framework. 

NIS implementation: The Cabinet Division will affect the implementation of NIS through relevant line ministries 
and in collaboration and concurrence with the constitutional bodies and other institutions. A policy-making body, 
the National Integrity Advisory Committee (NIAC), headed by the Prime Minister/Chief Advisor and comprising 
members from the Cabinet and major institutions of the national integrity system will provide policy guidance. 

The Cabinet Division will also facilitate the establishment of an Ethics Committee composed of the heads of the 
institutions. Each institution will nominate an Ethics Focal Point to maintain liaison with the Cabinet Division and 
manage implementation of NIS activities within the institution. 

The Government of Bangladesh believes that the issue of integrity should not stop at the top level of institutions. 
Rather, each institution is expected to find mechanisms to implement institution-specific strategies at different tiers. 
The idea is to let the obligations of integrity reach down to each individual of the institutions. In that respect, every 
citizen will be part of the NIS. 

The Government will monitor and evaluate the outcomes and impact of the strategies periodically and invite 
suggestions for any possible change of strategies and institutional arrangements. 

To ensure that NIS is implemented effectively across the country, an immediate action plan has been prepared which 
accompanies this document. A more detailed document that operationalizes the NIS is being prepared which will be 
discussed continuously with all stakeholders so that the NIS becomes a living document.
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Immediate Action Plan for Implementation of Framework NIS
Serial Action points Performance

indicator
Time Budget Responsibility

1 The Government 
approves the Frame-
work NIS

Government approval 
is circulated

October 2008 - Cabinet Division

2 The Government 
forms NIAC and 
Ethics Committees 
across institutions

Notify and inform 
Cabinet Division

March 2009 Good Gover-
nance Program

Cabinet Division

3 Cabinet Division to 
communicate NIS to 
respective institu-
tions and citizens

Institution og National 
Integrity System and 
citizen know about 
NIS and how it is 
implemented

March 2009 GoB, ADB, 
DANIDA

Cabinet Division & 
respective institu-
tion

4 Cabinet Division 
develops and intro-
duces a coordina-
tion, monitoring and 
reporting system

Guidelines for commu-
nication, monitoring 
tools and reporting 
formats are available 
for use

December 
2008

GoB, ADB, 
DANIDA

Cabinet Division

5 Cabinet Division 
maintains ongoing 
consultations with 
all institutions repre-
sented in the NIAC 
to review and update 
NIS

Action plan is continu-
ously updated

Continuous GoB, ADB, 
DANIDA

Cabinet Division

6 October 2008 GoB Cabinet Division, 
Ministry of Infor-
mation, Ministry 
of Law, justice 
and Parliamentary 
Affairs

7 November 
2008

GoB Local Government 
Division

8 December 
2008

Good Gover-
nance Program

Cabinet Division

References 
− https://en.wikipedia.org/wiki/Good_governance

− National Entirety Strategy,  GOB
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Annex- I
KwgDwbwU MÖæc Gi KvVv‡gv I MVb cÖwµqv

(Source: Community Group Oparetional & Training Manual 2012, Session 3 & 4)

3.1 KwgDwbwU MÖæc

KwgDwbwU wK¬wbK ̄ ’vcb Ges wK¬wb‡Ki e¨e¯’vcbv, cwiPvjbv I iÿvYv‡eÿY, ̄ ^v¯’¨ †mevq RbM‡Yi AskMÖnY I we`¨gvb 
¯^v¯’¨ †mevcÖvwß wbwðZ Kivi Rb¨ KwgDwbwU wK¬wb‡Ki AvIZvfz³ MÖvgmg~‡ni Rb‡Mvôxi ga¨ n‡Z g‡bvbxZ cÖwZwbwa‡`i 
mgš^q MwVZ e¨e¯’vcbv KwgwU ÔKwgDwbwU MÖæcÕ bv‡g AwfwnZ n‡e| KwgDwbwU MÖæc MV‡bi iƒc‡iLv wb¤œiƒc t

3.2 KwgDwbwU MÖæc MVb cÖwµqv

mswkøó GjvKvq Kg©iZ KwgDwbwU †nj_ †Kqvi †cÖvfvBWvi ¯^v¯’ mnKvix I cwievi Kj¨vY mnKvix‡`i mn‡hvwMZvq 
mnKvix ̄ ^v¯’¨ cwi`k©K Ges cwievi cwiKíbv †hŠ_fv‡e mswkøó BDwbqb cwil‡`i mv‡_ †hvMv‡hvM K‡i KwgDwbwU MÖæc 
MV‡bi D‡`¨vM MÖnY Ki‡eb|

KwgDwbwU MÖæc MVb K‡í wb‡¤œv³ c×wZ/avc AbymiY Kiv n‡e:

avc 1 : KwgDwbwU †nj_ †Kqvi †cÖvfvBWvi mnKvix ¯^v¯’¨ cwi`k©K cwievi cwiKíbv cwi`k©K I gvVKg©x‡`i (¯^v¯’¨ 
mnKvix I cwievi Kj¨vY mnKvix) mnqZv wb‡q BDwbqb cwil` Gi mv‡_ KwgDwbwU MÖæc MV‡bi D‡Ïk¨ I Zv‡`i 
`vwqZ¡ KZ©e¨ m¤^‡Ü Av‡jvPbv Ki‡eb|

avc 2 :  GjvKvi †bZ…¯’vbxq e¨vw³eM©, mgvR‡mev Kv‡R AvMÖnx ¯^-D‡`¨vMx RbMY, wkÿK I wewfbœ †kÖYx/‡ckvi cÖwZwb-
waZ¡Kvix e¨w³e‡M©i mv‡_ KwgDwbwU MÖæc MV‡bi D‡Ï‡k¨ I Zv‡`i `vwqZ¡ KZ©e¨ m¤^‡Ü Av‡jvPbv Ki‡eb Ges 
Zv‡`i‡K KwgDwbwU MÖæc MV‡bi mfvq Dcw¯’Z nIqvi Rb¨ DrmvwnZ Ki‡eb|

avc 3 : KwgDwbwU †nj_ †Kqvi †cÖvfvBWvi mnKvix ¯^v¯’ cwi`k©K, cwievi cwiKíbv cwi`k©K I gvVKg©x‡`i (¯^v¯’ 
mnKvix I cwievi Kj¨vY mnKvix) mn‡hvwMZvq KwgDwbwUv MÖæ‡ci m`m¨ n‡Z cv‡ib Ggb e¨w³e‡M©i GKwU 
Lmov ZvwjKv cÖYqb Ki‡eb Ges mfvq †hvM`v‡bi Rb¨ Avnevb Rvbv‡eb|

avc 4 : BDwbqb cwil‡`i †Pqvig¨vb, Dc‡Rjv ¯^v¯’¨ I cwievi cwiKíbv wefv‡Mi Kg©KZ©v/Zv‡`i cwZwbwamn Gjv-
Kvevmxi Dcw¯’wZ‡Z AbywôZ mfvq cÖwZwU wK¬wb‡Kii Rb¨ 1wU K‡i KwgDwbwU MÖæc MVb Kiv n‡e|

avc 5 : KwgDwbwU MÖæc MVb †k‡l KwgDwbwU MÖæ‡ci mKj m`‡m¨i `vwqZ¡-KZ©e¨ m¤^‡Ü Av‡jvPbv Ki‡eb|

KwgDwbwU MÖæc MV‡bi ci MÖæ‡ci m`m¨-mwPe Zv BDwbqb cwil‡`i Aby‡gv`bc~e©K Dc‡Rjv ¯^v¯’¨ I cwievi cwiKíbv 
Kg©KZ©v, Dc‡Rjv cwievi cwiKíbv Kg©KZ©v Ges Dc‡Rjv cwil`‡K AewnZ Ki‡eb|

3.3 KwgDwbwU MÖæ‡ci m`m¨

3.3.1 wbqwgZ m`m¨

cÖ¯ÍvweZ KwgwbwU MÖæc wb‡¤œewY©Z 9-13 Rb wbqwgZ m`‡m¨i mgš^‡q MwVZ n‡e (Zb¥‡a¨ Kgc‡ÿ 4 Rb gwnjv _vKv 
Aek¨K)| m`m¨ g‡bvq‡bi †ÿ‡Î g‡b ivL‡Z n‡e †h, m`m¨MY †hb †Kvb GKUv we‡kl As‡ki evwm›`v bv nb, eis 
Zviv †hb cÖK…Zc‡ÿ mgMÖ GjvKvi cÖwZwbwaZ¡Kvix n‡Z cv‡ib| GB KwgwU‡Z GjvKvi gwnjv, `wi`ª/nZ`wi`ª, we-
aev/¯^vgx cwiZ¨³v, cwZeÜx, f~wgnxb I wb¤œAvq m¤úbœ Rb‡Mvôx, wK‡kvix/wK‡kvi‡`i cÖwZwbwa‡Z¡i welqwU we‡kl 
we‡ePbvq ivL‡Z n‡e|

K. KwgDwbwU wK¬wb‡Kii AvIZvfz³ GjvKvq emevmKvix mswkøó BDwbqb cwil‡`i IqvW© m`m¨MY (eZ©gvb cwil‡`i 
wbe©vwPZ m`m¨) c`vwaKvi e‡j KwgDwbwU MÖæ‡ci m`m¨ wnmv‡e AšÍf©z³ _vK‡eb| mvaviYfv‡e 1 Rb BDwbqb cwil` 
m`m¨ 1wU MÖæ‡ci m`m¨ _vK‡eb, Z‡e H m`m¨ m‡e©v”P 2 wU KwgDwbwU MÖæ‡ci m`m¨ _vK‡e cvi‡eb|

L. Rwg`vi wKsev Zvi 1Rb cÖwZwbwa m`m¨ wnmv‡e AšÍfy©³ n‡eb;
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M. KwgDwbwU MÖæ‡ci 1 Rb gyw³‡hv×v m`m¨ wnmv‡e AšÍfz©³ n‡eb;

N. wkÿK (D³ GjvKvq Aew¯’Z wkÿv cÖwZôv‡bi GKRb AwfÁ I mgvR‡mevq AvMÖnx wkÿK) ev ¯’vbxq mvgvwRK 
I mvs¯‹…wZK †Mvôx ev ag©xq †bZv cÖwZwbwa wnmv‡e 2 Rb‡K MÖæ‡ci m`m¨ wnmv‡e AšÍfz©³ Ki‡Z n‡e| G‡`i g‡a¨ 
AšÍZt 1 Rb n‡eb gwnjv;

O. GjvKvq `wi`ª/f~wgnxb ev wb¤œ Avq m¤úbœ Rb‡Mvôxi cÖwZwbwa wnmv‡e 2 Rb‡K MÖæ‡ci m`m¨ wnmv‡e AšÍf~©³ Ki‡Z 
n‡e| G‡`i g‡a¨ GKRb gwnjv/wK‡kvix/cÖwZeÜx nIqvi evÂbxq;

P. KwgDwbwU †nj_ †Kqvi †cÖvfvBWvi †fvU`v‡bi AwaKvi e¨ZxZ KwgDwbwU MÖæ‡ci m`m¨-mwPe wnmv‡e AšÍf~©³ _vK‡e;

Q. GjvKvq emevmiZ b~¨bZg 4 Rb gwnjv GB MÖæ‡ci m`m¨ wnmv‡e AšÍfy©³ _vK‡eb| BDwbqb cwil‡`i gwnjv m`m¨ 
hw` mswkøó KwgDwbwU wK¬wb‡Ki AvIZvfy©³ GjvKvi evwm›`v nb Z‡e wZwb Aek¨B c`vwaKvi e‡j GB MÖæ‡ci m`m¨ wn-
mv‡e AšÍfz©³ _vK‡eb| m`m¨ wnmv‡e AšÍfy©w³i †ÿ‡Î †¯^”Qvq I wbt¯^v‡_© GjvKvi Dbœq‡b ¯^v¯’¨‡mevi mv‡_ cÖZ¨ÿ ev 
c‡ivÿfv‡e RwoZ gwnjv‡`i AMÖwaKvi w`‡Z n‡e|

3.3.2 ch©‡eÿK m`m¨

KwgDwbwU wK¬wb‡K Kg©iZ ¯^v¯’¨ mnKvix I cwievi Kj¨vY mnKvix †fvU`v‡bi AwaKvi e¨ZxZ ch©‡eÿK m`m¨ wnmv‡e 
AšÍfz©³ _vK‡eb|

3.3.3 AwZwi³ (‡Kv-AÞ) m`m¨

KwgDwbwU wK¬wb‡Ki KvR myôzfv‡e cwiPvjbv Ges †Kvb we‡kl KvR m¤úv`‡bi j‡ÿ KwgDwbwU MÖæc cÖ‡qvRb‡eva †miƒc 
†hvM¨ m‡e©v”P 2 Rb e¨w³‡K MÖæ‡ci AwZwi³ (‡Kv-AÞ) m`m¨ wnmv‡e AšÍfz©³ Ki‡Z cvi‡eb| †Kv-AÞ m`m¨ 2 Rb n‡j 
Zvi g‡a¨ 1 Rb gwnjv nIqv Avek¨K| Zv‡`i †Kvb †fvUvwaKvi _vK‡e bv|

3.3.4 AvRxeb m`m¨
‡KejgvÎ Rwg`vZv wKsev Zvi cÖwZwbwa KwgDwbwU MÖæ‡ci AvRxeb m`m¨ wnmv‡e MY¨ n‡eb|

3.4 KwgDwbwU MÖæ‡ci KvVv‡gv
MÖæc MV‡bi cieZ©x 30 w`‡bi g‡a¨ mswkøó BDwbqb cwil‡`i †Pqvig¨v‡bi Avnev‡b MÖæ‡ci 1 mfv AbywôZ n‡e| D³ 
mfvq MÖæc m`m¨‡`i ch©v‡jvPbv I Aby‡gv`b mv‡c‡ÿ m`m¨‡`i `vwqZ¡ I KZ©e¨ wba©viY Ki‡Z n‡e|

mfvcwZ : mswkøó KwgDwbwU wK¬wbK GjvKvi wbe©vwPZ RbcÖwZwbwa (BDwbqb cwil‡`i m`m¨) c`vwaKvi e‡j KwgDwbwU 
MÖæ‡ci mfvcwZ wnmv‡e g‡bvbxZ/wbe©vwPZ n‡eb| hw` G‡ÿ‡Î D³ KwgDwbwU wK¬wbK GjvKvq G‡Ki AwaK wbe©vwPZ 
RbcÖwZwbwa _v‡Kb Z‡‡e †m †ÿ‡Î BDwbqb cwil‡`i †Pqvig¨vb I KwgDwbwU MÖæ‡ci Ab¨vb¨ m`m¨‡`i g‡a¨ Av‡jvPbvi 
wfwË‡Z mfvcwZ wbe©vPb nIqv Avek¨K| †h BDwbqb cwil` m`m¨ Gi evox KwgDwbwU wK¬wbK fe‡bi wbKUeZ©x Zv‡K 
KwgDwbwU MÖæ‡ci mfvcwZ wnmv‡e g‡bvbxZ/wbe©vwPZ Kiv DËg|

mn-mfvcwZ-1 I 2 : MÖæ‡ci m`m¨‡`i g‡a¨ _v‡K 2 Rb‡K mn-mfvcwZ wnmv‡e g‡bvbxZ/wbe©vwPZ Ki‡Z n‡e| 1 
Rb Rwg`vZv wKsev Zvi cÖwZwbwa Ges 2q MÖæ‡ci m`m¨‡`i g‡a¨ Av‡jvPbvi wfwË‡Z g‡bvbxZ/wbe©vwPZ n‡eb| 
mfvcwZ I mn-mfvcwZ GB 3 R‡bi g‡a¨ Kgc‡ÿ 1Rb gwnjv nIqv Avek¨K|

‡Kvlva¨ÿ : mfvcwZ, mn-mfvcwZ I m`m¨-mwPe e¨ZxZ Ab¨ 1Rb wbqwgZ m`m¨‡K †Kvlva¨ÿ wnmv‡e g‡bvbxZ/
wbe©vwPZ Ki‡Z n‡e|

m`m¨-mwPe : KwgDwbwU †nj_ †Kqvi †cÖvfvBWvi m`m¨-mwPe wnmv‡e `vwqZ¡ cvjb Ki‡eb| m`m¨-mwPe KwgDwbwU 
MÖæc‡K mKj wel‡q `vßwiK mnvqZv cÖ`vb Ki‡eb| Zvi †fvU `v‡bi AwaKvi _vK‡e bv| wmGBPwmwc Gi eZ©gv‡b ¯^v¯’¨ 
mnKvix/cwievi Kj¨vY mnKvix `vwqZ¡ cvjb Ki‡eb hv KwgDwbwU MÖæc wba©viY Ki‡eb|

ch©‡eÿK m`m¨ (2) t KwgDwbwU wK¬wb‡K Kg©iZ ¯^v¯’¨ mnKvix Ges cwievi Kj¨vY mnKvix GB 2 Rb 9-13 
wbqwgZ m`‡m¨i AwZwi³ ch©‡eÿK m`m¨ wnmv‡e AšÍf~©³ n‡eb| Zv‡`i †fvUvwaKvi _vK‡e bv|
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** wK‡kvi/wK‡kvixi †fvUvwaKvi _vK‡e bv|

3.5 KwgDwbwU MÖæ‡ci †gqv`

KwgDwbwU MÖæ‡ci Kvh©Kv‡j †gqv` n‡e MÖæc MV‡bii ZvwiL †_‡K cieZ©x 2 ermi| Z‡e †gqv` †kl nevi c‡iI beMwVZ 
MÖæ‡ci 1g mfv AbywôZ bv nIqv ch©šÍ c~e©Zb MÖæc Zv‡`i KvR Pvwj‡q hv‡eb Ges beMwVZ MÖæ‡ci 1g mfvq bZzb MÖæ‡ci 
wbKU Zv‡`i ̀ vwqZ¡fvi n¯ÍvšÍi Ki‡eb| G ̀ vwqZ¡fvi n¯ÍvšÍi cÖwµqv mswkøó BDwbqb cwil` †Pqvig¨v‡bi ZË¡veav‡b AbywôZ 
n‡e, Ab¨_vq Zv ˆea wnmv‡e MY¨ n‡e bv| KwgDwbwU MÖæ‡ci `vwqZ¡ n¯ÍvšÍi cÖwµqvq Dc‡Rjv ¯^v¯’¨ I cwievi cwiKíbv 
Kg©KZ©v, Dc‡Rjv cwievi cwiKíbv Kg©KZ©v Ges Dc‡Rjv wbe©vnx Kg©KZ©v A_ev Zv‡`i cÖwZwbwae„Ü Dcw¯’Z _vK‡eb|

3.6 bZzb MÖæc MVb cÖwµqv

1wU KwgDwbwU MÖæ‡ci Kvh©Kv‡ji †gqv` †kl Aby‡”Q` 3.2, 3.3 Ges 3.4 Abyhvqx bZzb MÖæc n‡e Ges m`m¨- mwPe 
Zv h_vixwZ BDwbqb cwil‡`i Aby‡gv`bc~e©K Dc‡Rjv ¯^v¯’¨ I cwievi cwiKíbv Kg©KZ©v I Dc‡Rjv †Pqvig¨vb‡K 
AewnZ Ki‡eb|

3.7 KwgDwbwU MÖæc m`‡m¨i c`Z¨vM 

KwgDwbwU MÖæ‡ci †h †Kvb m`m¨ e¨w³ MZ ev kvixwiK Kvi‡Y mfvcwZi wbKU Av‡e`‡bi gva¨‡g c`Z¨vM Ki‡Z cvi‡eb| 
GB c`Z¨v‡Mi welqwU MÖæ‡ci cieZ©x mfvq Av‡jvPbv Ki‡Z n‡e Ges c`Z¨vMcÎ M„nxZ n‡j c`wU‡K k~Y¨ †NvlYvc~e©K 
BDwbqb cwil`‡K AewnZ Ki‡Z n‡e| mfvcwZi c`Z¨v‡Mi †ÿ‡Î BDwbqb cwil‡`i †Pqvig¨vb eivei Av‡e`b Ki‡Z 
n‡e| mswkøó c`wU k~b¨ †NvwlZ nIqvi ci KwgDwbwU MÖæc BDwbqb cwil‡`i Aby‡gv`bµ‡g H k~b¨c‡` Dchy³ †Kvb 
e¨w³‡K g‡bvbxZ Ki‡eb| GB g‡bvbq‡bi Rb¨ 3.3 Aby‡”Q` ewY©Z kZ©©mg~‡ni †hwU cÖ‡hvR¨ †mwU AbymiY Ki‡Z n‡e|

3.8 KwgDwbwU MÖæc m`‡m¨i m`m¨c` evwZj/k~b¨

wb¤œ ewY©Z Kvi‡Y KwgDwbwU MÖæc m`m¨‡`i m`m¨c` evwZj/k~b¨ e‡j MY¨ n‡e:

(K) g„Zy¨;

(L)	kvixwiK	AÿgZvi	Kvi‡Y	`vwqZ¡	cvj‡b	AcviMZv/AÿgZv;

(M) GjvKv Z¨vM K‡i Ab¨Î emevm (Rwg`vZvi †ÿ‡Î Zv cÖ‡hvR¨ n‡e bv);

(N) Znwej Zmiƒc ev Ab¨ †Kvb k„•LjvRwbZ Kvi‡Y;

(O) †dŠR`vix gvgjvq mvRvcÖvß n‡j Ges

(P) Kvh©Kv‡ji †gqv` †k‡l|

GQvovI †Kvb m`m¨ ci ci 3wU gvwmK mfvq Dcw¯’Z bv n‡j Zvi m`m¨c` evwZj e‡j we‡ewPZ n‡Z cv‡i| Z‡e G 
†ÿ‡Î mswkøó m`m¨‡K c‡Îi gva¨‡g KwgDwbwU MÖæ‡ci Kv‡R Drmvnx nIqvi Avnevi Rvwb‡q mwµq AskMÖn‡Yi my‡hvM 
`vb Kiv evÃbxq| cÎ cÖ`v‡bi ci cieZ©x 1 gvm mswkøó m`m¨ gvwmK mfvq AskMÖnY bv Ki‡j KwgDwbwU MÖæc Av‡jv-
Pbvc~e©K Zvi m`m¨c` evwZj Ki‡Z cvi‡e| m`m¨c` evwZ‡ji welqwU Aek¨B mswkøó e¨w³‡K Ges mswkøó BDwbqb 
cwil`‡K c‡Îi gva¨‡g AewnZ Ki‡Z n‡e| D‡jøwLZ 3.8 (N) Ges 3.8 (O) avivi †h †Kvb Kvi‡Y hw` †Kvb m`‡m¨i 
m`m¨c` evwZj n‡q hvq Z‡e cieZ©x‡Z wZwb KwgwU‡Z AšÍf~©³ n‡Z cvi‡eb bv|Rwg`vZv gviv †M‡j/kvixwiK fv‡e 
Aÿg n‡j Zvi cwievi †_‡K 1 Rb cÖ¯ÍvweZ m`m¨‡K KwgwUi Aby‡gv`b mv‡c‡ÿ AvRxeb m`m¨ wnmv‡e AšÍf~©³ Kiv 
n‡e|

3.9 bZzb/k~b¨ c‡` m`m¨ AšÍf~©w³

wbqwgZfv‡e g‡bvbxZ m`m¨‡`i g‡a¨ n‡Z Kv‡iv m`m¨c` 3.7 Ges 3.8 aviv Abymv‡i k~b¨/evwZj n‡j Zv k~b¨ c` 
wnmv‡e cwiMwYZ n‡e Ges H k~b¨ c‡`i Rb¨ GjvKi RbM‡Yi ga¨ n‡Z m`m¨ g‡bvbqb Ki‡Z n‡e| k~b¨c‡` bZzb 
†Kvb e¨w³‡K m`m¨ wnmv‡e AšÍf~©³ Kiv n‡j Zv Aek¨B MÖæc mfvi wm×všÍ †gvZv‡eK mswkøó BDwbqb cwil` eivei 
Aby‡‡gv`‡bii Rb¨ †cÖiY Ki‡Z n‡e| BDwbqb cwil‡`i Aby‡gv`‡bii ci Zvi m`m¨c` Kvh©Ki n‡e| mfvcwZ, 
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mn-mfvcwZ I †Kvlva¨‡ÿi c` hw` k~b¨ nq †m †ÿ‡Î g‡bvbxZ bZzb †Kvb m`m¨ mivmwi †m  c‡`i AwaKvix n‡Z 
cvi‡eb bv| bZzb m`m¨ AšÍfz©w³i ci KwgDwbwU MÖæc cybivq mfv K‡i wb‡R‡`i g‡a¨ Av‡jvPbvµ‡g †mB c‡`i 
(mfvcwZ, mn-mfvcwZ I †Kvlva¨ÿ) Rb¨ †hvM¨ e‡j we‡ewPZ e¨w³‡K g‡bvbqb K‡i BDwbqb cwil‡`i wbKU 
Aby‡gv`‡bi Rb¨ ‡cÖiY Ki‡eb| mfvcwZ I mn-mfvcwZi c` k~b¨ _vKv Ae¯’vq hw` †Kvb mfv Ki‡Z nq Zvn‡j mfvi 
w`b Ab¨vb¨ m`m¨‡`i gZvbyhvqx 1 Rb m`m¨ H mfvi fvicÖvß mfvcwZ wnmv‡e ̀ vwqZ¡ cvjb Ki‡eb| †Kvb m`m¨c` 
k~b¨ n‡j 30 w`‡bi g‡a¨ BDwbqb cwil‡`i Aby‡gv`bmn †mB c` c~i‡Yi cÖwµqv m¤úbœ Ki‡Z n‡e|

3.10 KwgDwbwU MÖæ‡ci Aejywß

3.10.1 KwgDwbwU MÖæc wejy‡ßi KviY

(K)	KwgDwbwU	MÖæc	mwVKfv‡e	wb‡R‡`i	`vq-	`vwqZ¡	cvjb	bv	Ki‡j;

(L)	ci	ci	3	gvm	wbqwgZ	gvwmK	mfv	bv	Ki‡j;

(M) †Kvb Avw_©K Am½wZ ev Znwej Zmiƒc Ki‡j Ges

(N) mswkøó miKvix wb‡`©kbvejx cvjb bv Ki‡j ev wb‡`©kbvejx cwicš’x Kvh©µg cwiPvjbv Ki‡j|

Dc‡ivwjøwLZ GK/GKvwaK mgm¨v D™¢~Z n‡j BDwbqb cwil` †Pqvig¨vb Zv m‡iRwg‡b ch©‡eÿY Ki‡eb Ges wb‡¤œv³ 
c`‡ÿc MÖnY Ki‡eb;

(1)ch©v‡eÿ‡Y cwiwÿZ µwUmg~n D‡jøL K‡i mZK©Zvg~jK cÎ Rvwi Ki‡eb Ges cieZ©x 1 gvm MÖæ‡ci 
Kvh©µ‡g ch©‡eÿY Ki‡eb;

(2) mZK©Zvg~jK cÎ cÖvwßi 1gvm g‡a¨ hw` KwgDwbwU MÖæ‡ci m`m¨MY D³ µwUmg~n ms‡kvabc~e©K cybivq G MÖæ‡-
ci Kvh©vejx mwVKfv‡e cwiPvjbv Ki‡Z DrmvwnZ nb Zvn‡j wZwb MÖæ‡ci Kvh©µg cybivq Pvjy Kivi Rb¨ cÎRvwii 
cÖ‡qvRbxq e¨e¯’v MÖnY Ki‡eb Ges

(3) mZK©Zvg~jK cÎ Rvwii 1 gv‡mi g‡a¨ hw` KwgDwbwU MÖæc Kvh©µg cwiPvjbvq D‡`¨vMx bv nq Zvn‡j mswkøó 
BDwbqb cwil` KwgDwbwU MÖæc Aejywßi Rb¨ Dc‡Rjv ¯^v¯’¨ I cwievi cwiKíbv Kg©KZ©vi wbKU cÖ¯Íve †cÖiY 
Ki‡eb| cÖ¯Ív‡ei Abywjwc mswkøó KwgDwbwU MÖæ‡ci mfvcwZ‡K †bvwU‡ki gva¨‡g Rvwb‡q †`‡eb|

3.10.2 Aejywß †NvlYv

BDwbqb cwil‡`i cÖ¯ÍvecÖvwßi ci Dc‡Rjv ¯^v¯’ I cwievi cwiKíbv Kg©KZ©v Gi D‡`¨v‡M Dc‡Rjv wbe©vnx Kg©KZ©v Ges 
Dc‡Rjv cwievi cwiKíbv Kg©KZ©v welqwU †hŠ_fv‡e AbyaŸ© 15 w`‡bi g‡a¨ Z`šÍc~e©K Awf‡hv‡Mi mZ¨Zv cÖgvwYZ n‡j 
mswkøó MÖæ‡ci Aejywß †NvlYvi mycvwik wjwLZfv‡e Dc‡Rjv cwil`‡K AewnZ Ki‡eb| Dc‡Rjv cwil` KZ©„K Aby‡gvw`Z 
n‡j Aejywßi ‡NvlYv BDwbqb cwil` †Pqvig¨vb‡K AewnZ Kiv n‡e| BDwbqb cwil‡`i wbKU †_‡K †Kvb MÖæc Aejywßi 
cÖ¯Íve cÖvwßi cieZ©x 1 (GK) gv‡mi g‡a¨ Dc‡Rjv cwil` KZ©„K G wel‡q P~ovšÍ wm×všÍ MÖnY Ges Zv BDwbqb cwil` 
†Pqvig¨vb‡K AewnZ Ki‡eb| wejywß †NvlYvi cieZ©x 1 (GK) gv‡mi g‡a¨ mswkøó BDwbqb cwil` †Pqvig¨vb bZzb KwgD-
wbwU MÖæc MVb cÖwµqv m¤ú~bœc~e©K bZzb MÖæ‡ci mwµq Ki‡eb|

3.11 Aejywß †NvlYv‡šÍ bZzb MÖæ‡ci †gqv`

Aejywß †NvwlZ KwgDwbwU MÖæc MV‡bii ZvwiL n‡Z 2 eQi (Aby‡”Q` 3.5 `„óe¨)|

3.12 KwgDwbwU MÖæ‡ci Revew`wnZv

wbe©vwPZ RbcÖwZwbwa I ̄ ’vbxq miKvi cÖavb wnmv‡e mswkøó BDwbqb cwil‡`i †Pqvig¨vb KwgDwbwU MÖæ‡ci mivmwi ZË¡veav-
q‡Ki ̀ vwqZ¡ cvjb Ki‡eb| BDwbqb cwil` †Pqvig¨v‡bi ZË¡veavb cÖwZ‡e`b Dc‡Rjv cwil` †Pqvig¨vb Dc‡Rjv wbe©vnx 
Awdmvi, Dc‡Rjv ̄ ^v¯’¨ I cwievi cwiKíbv Kg©KZ©v Ges Dc‡Rjv cwievi cwiKíbv Kg©KZ©v‡K AewnZ Ki‡eb| ̄ ’vbxq 
gvbbxq msm` m`m¨, Dc‡Rjv †Pqvig¨vb Ges fvBm-†Pqvig¨vb I KwgDwbwU wK¬wb‡Ki KvR ZË¡veavb Ki‡eb Ges wK¬w-
b‡Ki Dbœq‡b cÖ‡qvRbxq w`K wb‡`©kbv cÖ`vb Ki‡eb| gvbbxq msm` m`‡m¨i gZvgZ I w`K-wb‡`©kbvmg~n Ges Dc‡Rjv 
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†Pqvig¨vb I fvBm-‡Pqvg¨v‡bi civgk© KwgDwbwU MÖæc‡K ¸i‡Z¡i mv‡_ we‡ePbv Kivmn ev¯Íevq‡bi c`‡ÿc MÖnY Ki‡Z 
n‡e|

wb‡¤œv³ Kg©Kv‡Ûi gva¨‡g KwgDwbwU MÖæc BDwbqb cwil‡`‡i wbKU `vqe× _vK‡e t

(K)		KwgDwbwU	MÖæc	Zv‡`i	Kvh©Kjvc	m¤ú‡K©	wbqwgZfv‡e	BDwbqb	cwil`‡K	AewnZ	ivL‡eb|	G	j‡ÿ	MÖæ‡ci	mfvi	
Kvh©weeiYx mg~‡ni Abywjwc BDwbqb cwil` †Pqvig¨v‡bi wbKU †cÖiY Ki‡eb Ges Dc‡Rjv ¯^v¯’¨ I cwievi 
cwiKíbv Kg©KZ©v Ges Dc‡Rjv cwievi cwiKíbv Kg©KZ©v eivei Abywjwc ‡`‡eb;

(L)		 BDwbqb	cwil`	†Pqvig¨vb	wbqwgZfv‡e	Zvi	Kvh©µ‡gi	Ask	wnmv‡e	mswkøó	BDwbqbfz³	KwgDwbwU	wK¬wbKmg~n	
cwi`k©b	Ki‡eb	Ges	wK¬wbKmg~n	myôzfv‡e	cwiPvjbvi	Rb¨	cÖ‡qvRbxq	Dc‡`k/civgk©	cÖ`vb	Ki‡eb;

(M)		 BDwbqb	cwil‡`i	gvwmK	mgš^q	mfvq	Av‡jvP¨m~wP‡Z	KwgDwbwU	wK¬wbK	welqwU	wbqwgZfv‡e	AšÍf~©³	Ki‡eb	
Ges	KwgDwbwU	MÖæ‡ci	mfvcwZ	Ges	m`m¨-mwPe	Dcw¯’Z	†_‡K	mvwe©K	Kg©Kv‡Ûi	AMÖMwZ	Av‡jvPbv	Ki‡eb;

(N)		 cÖwZ	3	gvm	AšÍi	BDwbqb	cwil‡`i	†Pqvig¨v‡bi	mfvcwZ‡Z¡	BDwbqb	cwil`	Kvh©vj‡q	BDwbq‡b	AvIZvaxb	
mKj	KwgDwbwU	MÖæ‡ci	mfvcwZ,	mn-mfvcwZ,	†Kvlva¨ÿ	I	m`m¨-mwP‡ei	Dcw¯’wZ‡Z	I	AskMÖn‡Y	1wU	Av‡-
jvPbv	mfv	AbywôZ	n‡e|	D³	mfvq	KwgDwbwU	wK¬wb‡Ki	mvwe©K	e¨e¯’vcbv	I	Kv‡Ri	AMÖMwZ	wek`fv‡e	Av‡jvPbv	
Ki‡eb|	G	Av‡jvPbvi	gva¨‡g	wewfbœ	KwgDwbwU	MÖæ‡ci	m`m¨MY	G‡K	Ac‡ii	KvR	m¤ú‡K©	AewnZ	n‡eb|	G	
ch©v‡jvPbv	mfvq	Dc‡Rjv	‡Pqvig¨vb,	Dc‡Rjv	wbe©vnx	m`m¨MY	G‡K	Ac‡ii	KvR	m¤ú‡K©	AewnZ	n‡eb|	G	
ch©v‡jvPbv	mfvq	Dc‡Rjv	‡Pqvig¨vb,	Dc‡Rjv	wbe©vnx	Awdmvi,	Dc‡Rjv	¯^v¯’¨	I	cwievi	cwiKíbv	wefv‡Mi	
Kg©KZ©ve„›` Dcw¯’Z †_‡K Drmvn Ges cÖ‡qvRbxq w`K wb‡`©kbv w`‡eb|

KwgDwbwU MÖæc I Gi m`m¨e„‡›`i `vwqZ¡ I KvZ©e¨
4.1 KwgDwbwU MÖæ‡ci `vwqZ¡

KwgDwbwU wK¬wbK myôzfv‡e cwiPvjbv, iÿYv‡eÿY, ̄ ^v¯’¨ †mevq RbM‡bi AskMÖnY I we`¨gvb ̄ ^v¯’¨ †mev cÖvwß wbwðZ Kivi 
j‡ÿ¨ KwgDwbwU MÖæc wb¤œewY©Z `vwqZ¡ejx cvjb Ki‡eb;

4.1.1 KwgDwbwU wK¬wb‡Ki wbivcËvi weavb

KwgDwbwU wK¬wbK feb, AvmevecÎ, hš¿cvwZ I bvbvwea miÄvgvw`i wbivcËv weavbK‡í KwgDwbwU wK¬wb‡Ki wbKUeZ©x 
emevmiZ MÖæc m`m¨‡`I g‡a¨ 1 Rb AvMÖnx I Dchy³ m`m¨‡`I †bZ…‡Z¡ 1wU wbivcËv Dc-KwgwU MVb Ki‡Z n‡e| GB 
KwgwU‡Z BDwbqb cwil‡`I †PŠwK`vi, MÖvg cywjk, Avbmvi-wfwWwc, KwgDwbwU wK¬wbK msjMœ Avwaevmx Ges GjvKvi hye 
m¤ú„³ Kiv †h‡Z cv‡i| Z‡e 1 Rb ̂ bk cÖnix wb‡qvM KivB m‡e©vËg| KwgDwbwU MÖæ‡ci wbR¯^ Znwej †_‡K GB ̂ bk cÖnixi 
fvZv cÖ`v‡bi e¨e¯’v Kiv †h‡Z cv‡i|

4.1.2 KwgDwbwU wK¬wb‡Ki cwi¯‹vi-cwi”QbœZv

KwgDwbwU MÖæc I GjvKvevmx (‡¯^”QvkÖ‡gi) KwgDwbwU wK¬wb‡Ki cwi¯‹vi cwi”QbœZv wbwðZ Ki‡eb| G †ÿ‡Î wbqwgZfv‡e 
wK¬wbK fe‡bi Qv` cwi¯‹v‡ii welqwU we‡klfv‡e †Lqvj ivL‡Z n‡e| wb‡qvMK„Z cÖnix‡K KwgDwbwU wK¬wb‡Ki cwi¯‹vi 
cwi”QbœZvi `vwq‡Z¡ wb‡qvwRZ Kiv ‡h‡Z cv‡i|

4.1.3 KwgDwbwU wK¬wb‡Ki iÿYv‡eÿY

(K)‰`bw›`b iÿYv‡eÿY

KwgDwbwU MÖæc KwgDwbwU wK¬wb‡Ki ˆ`bw›`b KvR cwiPvjbvi Rb¨ cÖ‡qvRbxq mKj mvgMÖx Ges ¯^v¯’¨, cwievi wUDeI‡-
q‡ji Ab¨b¨ ‡givgZ, †K‡ivwmb †÷v‡fi †Z‡ji ms¯’vb, cÖ‡hvR¨ †ÿÎ we`y¨r I M¨vm wej cÖ`vb, AvmevecÎ †givgZ 
BZ¨vw`| mieivnK…Z †Kvb hš¿cvwZ A‡K‡Rv ev bó n‡j KwgDwbwU MÖæc mswkøó Kg©xi gva¨‡g Zv Dc‡Rjv ¯^v¯’¨ Kg‡cø· 
†_‡K †givgZ Kwi‡q †bIqv ev cybivq msMÖ‡ni D‡`¨vM MÖnY Ki‡eb A_ev ¯’vbxqfv‡e †givg‡Zi e¨e¯’v wb‡eb| G‡ÿ‡Î 
MÖæ‡ci Znwej †_‡K e¨q wbe©vn Kiv †h‡Z cv‡i|
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(L) `xN© †gqv`x iÿYv‡eÿY

KwgDwbwU wK¬wb‡Ki †`qvj is Kiv, Qv`, †g‡S I †`qv‡ji ms¯‹vi BZ¨vw` `xN© †gqv`x iÿYv‡eÿY Kv‡Ri e¨q KwgDwbwU 
MÖæc Zv‡`I Znwej †_‡K wbe©vn Ki‡Z cv‡ib| cÖ‡qvRb‡ev‡a KwgDwbwU MÖæc Gme Kv‡R BDwbqb cwil‡`I mnvqZv 
†b‡eb| Z‡e eo ai‡Yi †Kvb m¤úªmvi‡Yi Rb¨ KwgDwbwU MÖæc cÖ‡qvRb‡eva miKvix Avw_©K mvnvh¨ I GjvKvi RbM‡Yi 
†¯^”QvkÖg Ges/A_ev Aby`v‡bi gva¨‡g Zv m¤úv`‡bi D‡`¨vM MÖnY Ki‡eb| G Qvov BDwbqb cwil` A_ev Dc‡Rjv 
cÖkvm‡bi mv‡_ †hvMv‡hv‡Mi gva¨‡g cÖ‡qvRbxq miKvix Avw_©K  mnvqZvi cÖ‡Pôv Pvjv‡eb|

4.1.4 KwgDwbwU wK¬wbK Kg©GjvKvq Z_¨ msMÖn, mgm¨v wPwýZKi‡Yi gva¨‡g evwl©K Kg©cwiKíbv cÖYqb

miKvi †`‡ki MÖvgxY RbM‡Yi †`vi‡Mvovq GKwU wbw`©ó gvbm¤§Z ̄ ^v¯’¨, cwievi cwiKíbv I cywó †mev cÖ`v‡bi c~e©kZ© 
n‡”Q GKwU Kvh©Kix ̄ ’vbxq ch©v‡qi cwiKíbv cÖYqb I Zvi mwVK ev¯Ívevqb| GKwU Kvh©Kix ̄ ’vbxq ch©v‡qi cwiKíbvi 
mwVK ev¯Íevq‡bi Rb¨ ̄ ’vbxq mgm¨v I m¤ú` wPwýZKiY Ges m¤ú‡`i mwVK e¨envi wbwðZKiY AZxZ Riæix| mshy³ 
c×wZ¸‡jv e¨envi K‡I KwgDwbwU wK¬wbK Kg©GjvKvq 1wU evwl©K Kg©cwiKíbv ˆZwi Kiv n‡e hv cieZ©x‡Z Dc‡Riv 
ch©v‡q mgš^‡qi gva¨‡g D³ Dc‡Rjvi evwl©K Kg©cwiKíbv wnmv‡e we‡ewPZ n‡e|

4.1.5 KwgDwbwU mv‡cvU© MÖæc ˆZix Kiv

we¯ÍvwiZ Awa‡ekb 6-G ewY©Z Av‡Q|

4.1.6 KwgDwbwU wK¬wbK m¤ú‡K© RbMY‡K Dey×KiY

KwgDwbwU MÖæc GjvKvi Rb¥ I g„Zy¨I Z_¨, †iv‡Mi Z_¨, Acyó wkï‡`I Z_¨, wUKv MÖnY †_‡K ev` cov wkï I gwnjv‡`I 
Z_¨, Mf©eZx I cÖm‡evËi gwnjv hviv ¯^v¯’¨ cÖwZôv‡bi †mev wb‡”Qb bv ev hviv cÖwZeÜx Zv‡`I Z_¨, h²v, Kzô, g¨v‡jwi-
qv, †ivM, Av‡m©wb‡Kvwmm †iv‡Mi Jla MÖnY †_‡K weiZ _vKv †ivMx‡`I Z_¨ w`‡q gvVKg©x‡`I mn‡hvwMZv Ki‡eb| RwUj 
†ivMx‡`I †mev cÖ`vbKvix‡`I Kv‡Q †h‡Z DØy× Ki‡eb| g‡bivL‡Z n‡e †h, KwgDwbwU wK¬wb‡Ki m‡e©v”P e¨envi wbwðZ 
n‡jB RbM‡Yi ¯^v¯’¨ †mev wbwðZ n‡e|

4.1.7 KwgDwbwU wK¬wb‡Ki Znwej MVb

KwgDwbwU MÖæc KwgDwbwU wK¬wb‡Ki Kvh©µg cwiPvjbv Ges iÿYv‡eÿ‡Yi e¨vqfvi wbe©v‡ni Rb¨ GKwU Znwej MVb 
Ki‡eb| GB Znwe‡ji A_© msMÖ‡ni Dcvq m¤ú‡K© mswkøó KwgDwbwU MÖæc cÖ‡qvRbxq wm×všÍ †b‡eb|

4.1.7.1 Znwej msiÿY

KwgDwbwU MÖæ‡ci Znwe‡ji A_© ¯’vbxq GKwU e¨vsK/‡cvó Awdm-G Rgv ivL‡Z n‡e| D³ RgvK…Z A_© mswkøó KwgDwbwU 
wK¬wb‡Ki bv‡g Rgv _vK‡e| mfvcwZ, mn-mfvcwZ-1 AcviMZvq mn-mfvcwZ-2 Ges ‡Kvlva¨ÿ GB 3 Rb D³ Znwej 
cwiPvjbvi `vwq‡Z¡ _vK‡eb| GB wnmve †_‡K A_© D‡Ëvj‡bi Rb¨ †Kvlva¨ÿmn mfvcwZ A_ev mn-mfvcwZ †h ‡Kvb 2 
R‡bi ¯^vÿ‡ii cÖ‡qvRb n‡e| †Kvlva¨ÿ m‡e©v”P 1,000 (GK nvRvi) UvKv ch©šÍ bM` A_© KwgDwbwU MÖæc/wK¬wb‡Ki KvR 
cwiPvjbvi Rb¨ wb‡Ri Kv‡Q ivL‡Z cvi‡eb|

4.1.7.2 wnmve wbixÿv

cÖwZ A_© eQi †k‡l (A_©eQi-1jv RyjvB †_‡K 30‡k Ryb) cÖ‡qRb‡ev‡a mswkøó BDwbqb cwil` KwgDwbwU MÖæ‡ci wnmve 
wbixÿv Ki‡eb Ges cÖwZ‡e`b Dc‡Rjv cwil‡` ̀ vwLj Ki‡eb| †mB mv‡_ cÖwZ‡e`‡bi Abywjwc Dc‡Rjv ̄ ^v¯’¨ I cwievi 
cwiKíbv Kg©KZ©v I Dc‡Rjv cwievi cwiKíbv Kg©KZ©vi wbKU cvVv‡eb|

4.1.7.3 AvcwË wb®úwËi e¨e¯’v

wnmve msµvšÍ wel‡q †Kvb AvcwË DÌvcb Ki‡Z n‡e Ges cwil‡`I wm×všÍB P~ovšÍ e‡j MY¨ n‡e|

4.1.8 KwgDwbwU MÖæ‡ci mvsMVwbK `vwqZ¡

* wbqwgZ gvwmK mfv:
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KwgDwbwU MÖæc cÖwZ gv‡m AšÍbt 1 evi mfvq wgwjZ n‡eb| mfv KwgDwbwU wK¬wb‡K A_ev KwgDwbwU MÖæc KZ…©K wbe©vwPZ 
†Kvb ¯’v‡b AbywôZ n‡e| D³ mfvq KwgDwbwU wK¬wb‡Ki cwiPvjbv, iÿYv‡eÿY, e¨e¯’vcbv, †mevi gvb, †`q †mev I 
myweavw`I m‡e©vËg e¨envi BZ¨vw` wel‡q ch©v‡jvPbv Kiv n‡e| KwgDwbwU wK¬wb‡Ki gvwmK AMÖMwZ Ges D™¢~Z mgm¨vmg~n 
D³ mfvq Av‡jvPbv Kiv n‡e| GB Av‡jvPbvi wfwË‡Z cieZ©x gv‡mi cÖavb KiYxq I Ab¨vb¨ KiYxq Kvh©vejx wba©viY 
Kiv n‡e|

4.1.9 KwgDwbwU wK¬wb‡Ki myôy cwiPvjbv I wK¬wbK †_‡K Kvh©Ki †mev cÖ`vb wbwðZ Kivi Rb¨ KwgDwbwU MÖæ‡ci  mv‡_ 
¯^v¯’¨ I cwievi cwiKíbv gvV ch©v‡qi †mevcÖ`vbKvix, BDwbqb ch©v‡qi ZË¡veavqK Ges Dc‡Rjv ch©v‡qi e¨e¯’vc-
Ke„‡›`I mv‡_ my-m¤úK© _vKv evÃbxq|

4.2 KwgDwbwU MÖæc m`m¨‡`i `vwqZ¡ I KZ©e¨

(K)	mfvcwZ

(1)	 	mfvcwZ	m`m¨-mwP‡ei	mv‡_	Av‡jvPbv	K‡I	 wbqwgZfv‡e	gvwmK	mfvmn	hveZxq	mfv	Avnevb	Ki‡eb	Ges	
mfvq	mfvcwZZ¡	Ki‡eb;

(2)		 †Kvb	we‡kl	mfvi	cÖ‡qvRb	n‡j	Zv	Av‡qvR‡bi	D‡`¨vM	MÖnY	Ki‡eb;	

3)  KwgwU KZ…©K M„nxZ wm×všÍ mg~n ev¯Íevq‡bi cÖ‡qvRbxq c`‡ÿc MÖnY Ki‡eb;

4)		 KwgDwbwU	wK¬wbK	cwiPvjbvq	†Kvb	mgm¨v	D™¢~Z	n‡j	Zv	wbimb	ev	mgvavb	K‡í	cÖ‡qvRbxq	D‡`¨vM	MÖnY	Ki‡eb;

5)  KwgDwbwU MÖæ‡ci Av‡qi e¨vcv‡I mnvqZv w`‡eb Ges Avq I e¨v‡qi wnmve Z`viKx Ki‡eb;

6)  KwgDwbwU wK¬wbK cwiPvjbv msµvšÍ wel‡q cÖ‡qvRbgZ BDwbqb cwil` I BDwbqb ¯^v¯’¨ I cwievi Kj¨vY †K›`ª, 
Dc‡Rjv	¯^v¯’¨	Kg‡cø·	I	Ab¨vb¨	¯^v¯’	†mevcÖ`vbKvix	ms¯’v/msMV‡bi	mv‡_	†hvMv‡hvM	iÿv	Ki‡eb;

7)  KwgDwbwU wK¬wbK e¨e¯’vcbv msµvšÍ wel‡q cÖ‡qvRbgZ BDwbqb cwil` I Dc‡Rjv cwil‡`I mv‡_ †hvMv‡hvM 
iÿv Ki‡eb;

8)  KwgDwbwU wK¬wbK e¨e¯’vcbv msµvšÍ mKj KvR Z`viK Ki‡eb;

9)		 wbqwgZfv‡e	KwgDwbwU	wK¬wbK	cwi`k©bc~e©K	†mevMÖnYKvix‡`I	gZvgZ	wb‡q	†m	Abymv‡I	e¨e¯’v	wb‡eb;

10)		†Kvlva¨‡ÿi	mv‡_	†hŠ_fv‡e	e¨vs‡Ki	Avw_©K	welqw`	cwiPvjbv	Ki‡eb;

11) m`m¨‡`i ØvwqZ¡ cvj‡bi †ÿ‡Î `ÿZve„w× I weKí †bZ…Z¡ ˆZwi‡Z mnvqZv Ki‡eb|

L) mn-mfvcwZ 1-2
1)		 mn-mfvcwZ	wbqwgZfv‡e	mfvq	AskMÖnY	Ki‡eb	Ges	KwgDwbwU	wK¬wbK	myôfv‡e	cwiPvjbvi	Rb¨	cÖ‡qvRbxq	

wm×všÍ	cÖn‡Y	mfvcwZ‡K	mvnvh¨	I	mn‡hvwMZv	Ki‡eb;

2)	 ¯^vaxbfv‡e	wb‡Ri	gZvgZ	w`‡eb	I	mgm¨vi	mgvav‡b	D‡`¨vMx	n‡eb;

3)		 mfvcwZi	AeZ©gv‡b	mn-mfvcwZ-1,	Zvi	AeZ¨vgv‡b	mn-mfvcwZ-2	mfvcwZi	hveZxq	`vwqZ¡	cvjb	Ki‡eb;

4)	 mn-mfvcwZ-1	Gi	AcviMZvq	mn-mfvcwZ-2	†Kvlva¨‡ÿi	mv‡_	†hŠ_fv‡e	e¨vs‡Ki	Avw_©K	welqvw`	cwiPvjbv	
Ki‡eb; Ges

5)		 mfvcwZ	KZ©„K	Awc©Z	†h	†Kvb	`vwqZ¡	cvjb	Ki‡eb|

M)  †Kvlva¨ÿ

1)  KwgDwbwU MÖæ‡ci Znwe‡ji Avq I e¨v‡qi wnmve ivL‡eb;

2)  K¨vk eB I Ab¨vb¨ †iwR÷v‡ii gva¨‡g GB wnmve iÿYv‡eÿY Ki‡eb;

3)		 e¨vsK	GKvD›U	I	e¨vs‡Ki	wnmvecÎ	h_vh_fv‡e	iÿYv‡eÿ‡Yi	`vwq‡Z¡	_vK‡eb;

4)		 wbqwgZfv‡e	Avq	e¨vq	msµvšÍ	gvwmK/‰ÎgvwmK/lvY¥vwmK/evrmwiK	cÖwZ‡e`b	ˆZwi	Ki‡eb;	Ges



199

D
AY-5

5)		 mfvcwZ	KZ©„K	Awc©Z	Ab¨vb¨	†h	†Kvb	`vwqZ¡	cvjb	Ki‡eb|

N) m`m¨

1)	 m`m¨e„›`	wbqwgZfv‡e	mfvq	AskMÖnY	Ki‡eb	Ges	KwgDwbwU	wK¬wbK	myôzfv‡e	cwiPvjbvi	Rb¨	cÖ‡qvRbxq	wm×všÍ	
MÖn‡Y	mfvcwZ‡K	mvnvh¨	I	mn‡hvwMZv	Ki‡eb;

2)	 mfvq	Av‡jvPbv	mv‡c‡ÿ	mfvcwZ	KZ„©K	cÖ`Ë	†h	†Kvb	`vwqZ¡	myPviæiƒ‡c	I	wbôvi	mv‡_	m¤úbœ	Ki‡eb;

3)		 ¯^vaxbfv‡e	wb‡R‡`I	gZvgZ	cÖ`vb	I	mgm¨vi	mgvav‡b	D‡`¨vMx	n‡eb;	Ges

4)  mv‡cvU© MÖæc ˆZwi I Zvi Kvh©µg cwiPvjbvq mnvqZv cÖ`vb Ki‡eb|

(O)  m`m¨-mwPe 

1)		 m`m¨-mwPe	mfvcwZi	mv‡_	Av‡jvPbvµ‡g	ev	Zvi	Aby‡gv`bµ‡g	gvwmK	mfv	I	cÖ‡qvRbgZ	Ab¨vb¨	mfv	Avnevb	
Ges Abyôv‡bi e¨e¯’v Ki‡eb;

2)	 	gvwmK	mfvq	Dc¯’vc‡bi	Rb¨	KwgDwbwU	wK¬wb‡Ki	Kvh©µ‡gi	AMÖMwZi	cÖwZ‡e`b	cÖ¯‘Z	Ki‡eb;

3)		 mfvi	Kvh©weeiYx	cÖ¯‘Z	Ki‡eb	Ges	Zvi	Abywjwcmg~n	h_vh_	KZ©„cÿ	eivei	†cÖi‡Yi	e¨e¯’v	Ki‡eb;

4)		 mfvi	Kvh©weeiYx	I	Ab¨vb¨	†iKW©cÎ	msiÿY	Ki‡eb;

5)		 mfvcwZ,	mn-mfvcwZ	I	†Kvlva¨ÿ‡K	KwgDwbwU	wK¬wb‡Ki	Kvh©µg	cwiPvjbvq	mn‡hvwMZv	cÖ`vb	Ki‡eb;

6)		 mfvmg~‡ni	Av‡jvPbvq	AskMÖnY	Ki‡eb	Ges	gZvgZ	ivL‡eb|	Z‡e	`vßwiK	Kg©x	 weavq	Zvi	†fvU	cÖ‡qv‡Mi	
ÿgZv _vK‡e bv;

7)		 wbqwgZfv‡e	†mevMÖnYKvix‡`i	gZvgZ	wb‡q	Z`vbyhvqx	e¨e¯’A	MÖnY	Ki‡eb|

(P)  ch©‡eÿK m`m¨

	 ch©‡eÿK	m`m¨MY	KwgDwbwU	MÖæc	KZ…©K	cÖ‡`q	`vwqZ¡	cvjb	Ki‡eb;	Zv‡`I	†fvUvwaKvi	_vK‡e	bv|

(Q)  †Kv-AÞ m`m¨

 ‡Kv-AÞ m`m¨MY KwgDwbwU MÖæc KZ…©K cÖ‡`q `vwqZ¡ cvjb Ki‡eb; Zv‡`I †fvUvwaKvi _vK‡e bv|
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KwgDwbwU mv‡cvU ©MÖæc Ges RbMY‡K DØy×KiY
(Source: Community Group Oparetional & Training Manual 2012, Session 6)

6.1 KwgDwbwU mv‡cvU© MÖæc (wmGmwR)

KwgDwbwU mv‡cv©U MÖæc MV‡bi †cÖÿvcU t

evsjv‡`‡ki ‡ewki fvMB (cÖvq 70 fvM) MÖv‡g emevm K‡i hvi kZKiv 30-40 fvM Gi Ae¯’vb `vwi`ªmxgvi bx‡P| 
G wekvj Rb‡Mvôx Zv‡`i A_©‰bwZK Am”QjZv I Ab¨vb¨ mvgvwRK †fŠMwjK mgm¨vi Kvi‡Y mKj Riæwi ¯^v¯’¨ †mev 
h_vh_fv‡e †cŠQv‡bv hv‡”Q bv| miKvi I Dbœqb mn‡hvMx ms¯’vmg~n wewfbœ cÖK‡íi gva¨‡g G Rb‡Mvôx‡K †mevi AvIZvq 
Avbvi †Pôv K‡i hv‡”Q|

mweavewÂZ GB Rb‡Mvôx‡K mKj Riæwi ̄ ^v¯’¨ †mevi AvIZvq Avb‡Z n‡j cÖ‡qvRb KwgDwbwU wK¬wbK Kg©GjvKvi Rb‡M-
vôx mgš^‡q ÒKwgDwbwU mv‡cvU© MÖæcÓ ˆZwi Kiv, hviv D³ myweavewÂZ‡`i cÖ‡qvRbxq mnvqZv w`‡eb| G mv‡cvU© MÖæc 
KwgDwbwU MÖæ‡ci Kg©Kv‡Û mnvqZv Ki‡eb|

KwgDwbwU mv‡cvU© MÖæc n‡”Q KwgDwbwU MÖæc‡K MwZkxj Kiv I GjvKvi RbM‡Yi ¯^v¯’¨, cwievi cwiKíbv I cywó †mev 
wbwðZ Kivi Rb¨ †¯^”QvcÖ‡Yvw`Z DØy× gwnjv, cyiæl, wK‡kvi/wK‡kvix, nZ`wi`ª, cwZeÜxmn mgv‡Ri me©¯Í‡ii cÖwZw-
bwaZ¡Kvix e¨w³‡`i mgš^‡q MwVZ GKwU MÖæc| GB MÖæc KwgDwbwU wK¬wbK Gi gva¨‡g GjvKvi Rb‡Mvôx‡K †mev`vb I 
cwiPvjbvi †ÿ‡Î ÔKwgDwbwU MÖæcÕ †K mvwe©Kfv‡e mnvqZv Ki‡eb|

eZ©gv‡b miKvi Ges Dbœqb mn‡hvMx I †emiKvix ms¯’v wewfbœ ¯’v‡b KwgDwbwU mv‡cvU© MÖæ‡ci gva¨‡g Kvh©µg e¯Ívevqb 
Ki‡Q| d‡j mswkøó GjvKvq `wi`ª I myweavewÂZ RbM‡Yi †mevMÖn‡Yi nvi e„w× †c‡q‡Q| G mKj Kvh©µ‡gi wkLY 
e¨envi K‡i KwgDwbwU mv‡cvU© MÖæc ˆZwi Ges KwgDwbwU wK¬wbK Kvh©µ‡g mv‡cvU© MÖæ‡ci mwµq AskMÖnY wbwðZ Kiv 
m¤¢e|

6.2 KwgDwbwU mv‡cvU© MÖæc Gi D‡Ïk¨

•	 gv	I	wkï	¯^v¯’¨,	cwievi	cwiKíbv	c×wZ,	cywó,	KwgDwbwU	wK¬wbKmn	wewfbœ	†mev‡K›`ª	n‡Z	cÖvß	†mev	m¤ú‡K©	
RbM‡Yi g‡a¨ m‡PZbZv ˆZwi Ges Riæwi †mev cÖvwß‡Z †mev †K‡›`ª mgqgZ †cÖi‡Y mn‡hvwMZv Kiv|

•	 ¯^v¯’¨	wkÿv	cÖmv‡ii	gva¨‡g	¯^v¯’¨	m¤§Z	Rxeb-hvcb	DØy×	Kiv|

•	 wkÿvi	cÖmv‡ii	gva¨‡g	¯^v¯’¨mn	mKj	mvgvwRK	Dbœqb	Ges	Kzms¯‹vi	`~ixKiY|

•	 ¯’vbxq	m¤ú`	Avni‡Yi	gva¨‡g	KwgDwbwU	MÖæ‡ci	Rb¨	GKwU	Znwej	ˆZwi‡Z	mnvqZv	Kiv	hv	e¨envi	K‡i	Kwg-
DwbwU wK¬wb‡Ki iÿYv‡eÿYmn D³ GjvKvi Ae‡nwjZ I `wi`ª RbMY‡K Riæwi wPwKrmv †mevcÖvwß‡Z mnvqZv 
Kiv	m¤¢e|

6.3 KwgDwbwU mv‡cvU© MÖæ‡ci MVb cÖwµqv I ˆZwii avc mg~n

6.3.1 KwgDwbwU mv‡cvU© MÖæc MVb cÖwµqvt

1wU KwgDwbwU wK¬wb‡Ki Kg©GjvKvq 3wU KwgDwbwU mv‡cvU© MÖæc ˆZwi Kiv n‡e| GB j‡ÿ¨ 3wU GjvKvq mv‡cvU© MÖæc 
ˆZwii mKj Kg©KvÛ cwiPvjbv I ch©‡eÿY Kivi Rb¨ KwgDwbwU MÖæ‡ci m`m¨‡`i g‡a¨ ̀ vwqZ¡ e›Ub Ki‡Z n‡e| G‡ÿ‡Î 
†h GjvKvq KwgDwbwU mv‡cvU© MÖæc ˆZwi Kiv n‡e, †m GjvKvi 2/3 Rb KwgDwbwU MÖæ‡ci m`‡m¨i g‡a¨ `vwqZ¡ e›Ub Kiv 
evÃbxq| `vwqZ¡cÖvß KwgDwbwU MÖæ‡ci m`m¨MY Zv‡`i Kv‡Ri myweav‡_© Ges KwgDwbwU mv‡cvU© MÖæc ˆZwi I Gi Kg©KvÛ 
ev¯Íevq‡b Rb¨ D³ GjvKv n‡Z wKQz ¯^-D‡`¨vMx †jvKRb‡K wPwýZc~e©K Zv‡`i AskMÖnY wbwðZ Ki‡eb|
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KwgDwbwU mv‡cvU© MÖæ‡ci KvVv‡gv wb¤œiƒct

AvnevqK t 1 Rb
•	 hyMœ-AvnevqK t 2 Rb
•	 m`m¨ mwPe (wZwb Aek¨B mswkøó KwgDwbwU mv‡cvU© MÖæc Kg© GjvKvq 

emevmKvix KwgDwbwU MÖæ‡ci 1 Rb m`m¨ n‡eb)
t

1 Rb

•	 wbqwgZ m`m¨ (m`m¨ ej‡Z m`m¨/m`m¨v Dfq‡‡K eySv‡e) t Aewkó 09 ‡_‡K 11 Rb
•	 ‡Kv-AÞ m`m¨ (cÖ‡qvRb mv‡c‡ÿ) t 2 Rb

(A_©vr KwgDwbwU m‡e©v”P 17 m`m¨wewkó n‡e)

6.3.2 KwgDwbwU mv‡cvU© MÖæc ˆZwii avct

KwgDwbwU mv‡cvU© MÖæc ˆZwii ïiæ‡Z wmGBPwmwcÕi D‡`¨v‡M mswkøó ¯^v¯’¨mnKvix Ges cwievi Kj¨vY mnKvixi mnvqZvq 
Ges BDwbq‡bi AHI I FPI Gi ZË¡veav‡b ̀ vwqZ¡cÖvß KwgDwbwU MÖæ‡ci m`m¨MY GjvKvi wPwýZ ̄ ^- D‡`¨vMx ‡jvKRb‡K 
mv‡_ wb‡q mswkøó GjvKvi gvZ… ev wkïg„Zz¨i welq¸wjmn Ab¨vb¨ ¯^v¯’¨ I mvgvwRK welqK mgm¨vmg~n ch©v‡jvPbv Ki‡eb 
Ges 1wU MÖvg mfvq Av‡qvRb K‡i †mB MÖvg mfvq Zv Dc¯’vcb Ki‡eb| wmGBPwmwci Abycw¯’‡Z ̀ vwqZ¡cÖvß ̄ ^v¯’¨ mnKvix/
cwievi Kj¨vY mnKvix D‡`¨vMKvixi f~wgKv cvjb Ki‡eb|

G wel‡q mswkøó GjvKvi mnKvix I †emiKvix gvV Kg©xMY wmGBPwmwc‡K mvwe©K mnvqZv w`‡eb| Dc‡Rjv n‡Z ZË¡ve-
avqK ch©v‡qi †Kvb cÖwZwbwa Dcw¯’Z _vK‡j GwU AwaKZi djcÖm~ n‡e|

avc 1 t mswkøó GjvKvq 1wU K‡i MÖvg mfvi Av‡qvRb Ki‡Z n‡e| mfvq D³ G‡jvKvi mKj †kÖYx I †ckvi gvby‡li 
Dcw¯’wZ wbwðZ Ki‡Z n‡e| MÖvg mfvq Ab¨vb¨ Z_¨ Dc¯’vc‡bi cvkvcvwk gvZ… ev wkïg„Zy¨i NUbvejx ch©v‡jvPbvi 
djvdj I Ab¨vb¨ ¸iæZ¡c~Y© ¯^v¯’¨ I mvgvwRK welqK mgm¨vmg~n Dc¯’vcb Ki‡Z n‡e| wK Ki‡j gvZ… ev wkï g„Zz¨ Kg-
v‡bv hvq, Ae‡nwjZ I `wi`ª gvby‡li ¯^v¯’¨‡mev wbwðZ Kiv hvq BZ¨vw` e¨vcv‡i Dcw¯’Z mK‡ji mv‡_ Kvh©Kix Av‡jvPbv 
Ki‡Z n‡e|

avc 2 t D³ MÖvg mfvq 1wU KwgDwbwU mv‡cvU© MÖæc MVb Ki‡Z n‡e hvi m`m¨ msL¨v n‡e 13-15 Rb| wba©vwiZ Kg©-
GjvKvi me¸wj cwievi KwgDwbwU wK¬wbK msµvšÍ Kvh©µ‡gi AvIZvaxb _vK‡e| MÖvg mfvq †gŠwLK †fv‡Ui gva¨‡g 
KwgDwbwU mv‡cvU© MÖæc MVb Kiv n‡e Ges GKB fv‡e A_©vr †gŠwLK †fv‡Ui gva¨‡g beMwVZ KwgDwbwU mv‡cvU© MÖæ‡ci 
m`m¨MY Zv‡`i ga¨ n‡Z 1 Rb AvnevqK, 2 Rb hyM¥-AvnevqK I 1Rb m`m¨-mwPe g‡bvbxZ/wbe©vwPZ Ki‡eb| m`m¨ 
mwPe Aek¨B mswkøó mv‡cvU© MÖæc Kg©GjvKvi evwm›`v Ges KwgDwbwU MÖæ‡ci m`m¨ nIqv Avek¨K|

avc 3 t KwgDwbwU mv‡cvU© MÖæc MVb nevi ci D³ GjvKvi KwgDwbwU MÖæc Zv‡`i mfvi wm×v‡šÍi gva¨‡g beMwVZ 
KwgDwbwU mv‡cvU© MÖæ‡ci Aby‡gv`b w`‡eb Ges beMwVZ KwgDwbwU mv‡cvU© MÖæ‡ci ZvwjKvq KwgDwbwU MÖæc Gi mfvcwZ I 
m`m¨ mwPe ¯^vÿi K‡i ZvwjKvwU BDwbqb cwil‡`i †Pqvig¨vb Ges Dc‡Rjv ¯^v¯’¨ I cwievi cwiKíbv Kg©KZ©vi wbKU 
†cÖiY Ki‡eb| ZvwjKvq KwgDwbwU mv‡cvU© MÖæ‡ci bvg I b¤^i, m`‡m¨i bvg, wcZv/¯^vgxi bvg, gvZvi bvg, eqm, c`ex, 
†gvevBj b¤^iv, b¨vkbvj AvBwW bs I †ckvi D‡jøL Ki‡Z n‡e|

* KwgDwbwU mv‡cvU© MÖæc MV‡bi bgybv QK mshyw³-L G †`Iqv nj (c„ôv t 2)|

KwgDwbwU mv‡cvU© MÖæc Av‡jvPbv mv‡cÿ Zv‡`i mv‡cvU© MÖæ‡ci bvg wVK Ki‡eb Ges 1wU b¤^i w`‡eb| 1wU KwgDwbwU 
wK¬wb‡Ki AvIZvq †h‡nZz 3wU KwgDwbwU mv‡cvU© MÖæc ˆZwi n‡e G Rb¨ KwgDwbwU mv‡cvU© MÖæc Gi b¤^i †jLvi mgq 
KwgDwbwU wK¬wb‡Ki bvg †jLvi ci mv‡cvU© MÖæ‡ci bvg wj‡L 1, 2 ev 3 wjL‡Z n‡e| BwZ g‡a¨ Dc‡Rjv ¯^v¯’¨ I 
cwievi cwiKíbv Kg©KZ©v KZ©„K KwgDwbwU mv‡cvU© MÖæc Kg©GjvKv wba©vwiZ Kiv n‡q‡Q|

6.3.3 KwgDwbwU mv‡cvU© MÖæc I Gi m`m¨M‡Yi `vwqZ¡ I KZ©e¨
KwgDwbwU mv‡cvU© MÖæc MV‡bi cieZ©x 30 w`‡bi g‡a¨ MÖæ‡ci 1g mfv AbywôZ n‡e| D³ mfvq KwgDwbwU mv‡cvU© 
MÖæ‡ci m`m¨MY MÖæc m`m¨‡`i ̀ vwqZ¡ I KZ©e¨ m¤ú©‡K Av‡jvPbv K‡i wbR wbR wba©vwiZ ̀ vwqZ¡-KZ©e¨ ey‡S †b‡eb I 
Zv cvj‡bi A½xKvi Ki‡eb|
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6.3.4 KwgDwbwU mv‡cvU© MÖæ‡ci m`m¨ I KvVv‡gv

6.3.4.1 KwgDwbwU mv‡cvU© MÖæ‡ci m`m¨t

cÖ¯ÍvweZ KwgDwbwU mv‡cvU© MÖæc wb‡¤œewY©Z †kÖYxmg~n (K¨vUvMix) n‡Z 13-15 Rb wbqwgZ mgš^‡q MwVZ n‡e| GB m`m¨‡`‡i 
g‡a¨ b~¨bZg Gi Z…Zxqvsk m`m¨ gwnjv n‡Z n‡e| m`m¨ g‡bvbq‡bi †ÿ‡Î †Lqvj ivL‡Z n‡e †h, m`m¨MY †hb †Kvb 
GKUv GjvKvi we‡kl we‡ePbvq †i‡L wb¤œewY©Z Rb‡Mvôxi mgš^‡q KwgDwbwU mv‡cvU© MÖæc MVb Ki‡Z n‡et

•		 gyw³‡hv×	I	cÖexY	¸YxRb,	AemicÖß	PvKzixRxex;

•	 wkÿK	(D³	GjvKvq	Aew¯’Z	wkÿv	cÖwZôv‡bi	1	Rb	AwfÁ	I	mgvR‡mevq	AvMÖnx	wkÿK)	ev	¯’vbxq	mvgvwRK	
I	mvs¯‹…wZK	†Mvôx	ev	ag©xq	†bZv	ev	mvsevw`K‡K	mv‡cvU©	MÖæ‡ci	m`m¨	wnmv‡e	AšÍf~³	Ki‡Z	n‡e;

•		 GjvKvi	`wi`ª/f~gnxb	ev	 wb¤œ	Avq	m¤úbœ	Rb‡Mvôxi	cÖwZwbwa	 wnmv‡e	2	Rb‡K	MÖæ‡ci	m`m¨	 wnmv‡e	AšÍf~©³	
Ki‡Z n‡e| G‡`i g‡a¨ GKRb gwnjv nIqv evÃbxq;

•	 wK‡kvi/wK‡kvix	(Kgc‡ÿ	9g	†kÖYx	†_‡K	D‡×©),	kvixwiKfv‡e	cÖwZeÜx,	¯’vbxq	GjvKvi	K¬ve/mwgwZi	cÖwZwbwa,	
¯’vbxqfv‡e	¯^v¯’¨‡mevq	wb‡qvwRZ	e¨w³	(cwjø	wPwKrmK/avÎx),	MÖvg	cywjk/‡PŠwK`vi;

•	 BDwbqb	cwil‡`i	gwnjv	m`m¨	hw`	mswkøó	KwgDwbwU	mv‡cvU©	MÖæ‡ci	AvIZvfz³	GjvKvi	evwm›`v	nb	Z‡e	wZwb	
GB	MÖæ‡ci	m`m¨	wnmv‡e	AšÍfz©³	_vK‡Z	cv‡ib;

•	 GjvKvi	evRvi/ewYK	mwgwZi	mevcwZ	ev	cÖwZwbwa	Ges	cÖvwšÍK	Rb‡Mvôx	(‡R‡j/Kvgvi/Kzgvi	BZ¨vw`)	Ges

•		 m`m¨	wnmv‡e	AšÍfy©w³i	†ÿ‡Î	†¯^”Qvq	wbt¯^v‡_©	GjvKvi	Dbœq‡b	¯^v¯’¨‡mevi	mv‡_	cÖZ¨ÿ	fv‡e	RwoZ	gwnjv‡`i	
AMÖvwaKvi w`‡Z n‡e|

6.3.4.2 KwgDwbwU mv‡cvU© MÖæ‡ci KvVv‡gv

AvnevqK (1 Rb) t beMwVZ KwgDwbwU mv‡cvU© MÖæ‡ci m`m¨MY Av‡jvPbv mv‡c‡ÿ Zv‡`i g‡a¨ n‡Z 1 Rb †hvM¨ gwjv 
ev cyiæl‡K AvnevqK wnmv‡e g‡bvbxZ Ki‡eb| AvnevqK wbe©vP‡bi †ÿ‡Î ¯^-D‡`¨vMx, †¯^”Qvq, wbt¯^v‡_© GjvKvi Dbœq‡b 
Ges ̄ ^v¯’¨‡mevi mv‡_ RwoZ Av‡Qb ev RwoZ _vK‡Z AvMÖnx Ges †¯^”QvcÖ‡Yvw`Z n‡q ch©vß mgq w`‡Z mÿg Ggb KvD‡K 
we‡ePbv Kiv Avek¨K|

hyM¥-AvnevqK-1 I 2 (2 Rb) t mv‡cvU© MÖæ‡ci m`m¨‡`i ga¨ †_‡K 2 Rb‡K hyM¥-AvnevqK wnmv‡e g‡bvbxZ/wbe©vwPZ 
Ki‡Z n‡e|

(AvnevqK Ges 2 hyM¥-AvnevqK GB 3 R‡bi g‡a¨ Kgc‡ÿ 1 Rb gwnjv nIqv Avek¨K)|

m`m¨, mwPe (1 Rb) t mswkøó KwgDwbwU mv‡cvU© MÖæc Kg©GjvKvq emevmKvix 1Rb KwgDwbwU MÖæc m`m¨‡K m`m¨ mwPe 
Kiv Avek¨K| Kg©GjvKvq GKvwaK KwgDwbwU MÖæc _vK‡j AwaKZi †hvM¨ e¨w³‡K g‡bvbxZ Ki‡Z n‡e| wZwb KwgDwbwU 
MÖæ‡ci mv‡_ †mZzeÜ wnmv‡e KvR Ki‡eb|

we.`ª.t KwgDwbwU mv‡cvU© MÖæ‡c AvnevqK/hyM¥-AvnevqK/m`m¨-mwPe wbe©vP‡bi †ÿ‡Î Z_¨ cªhyw³ m¤ú‡K© Ávb iv‡Lb 
(Kw¤úDUvi Pvjv‡bv) Ggb KvD‡K g‡bvbqb Ki‡j fvj|

m`m¨ (9-11)t Dc‡iv³ 3wU c‡`i e¨w³eM© Ab¨ mK‡j KwgDwbwU mv‡cvU© MÖæ‡ci m`m¨ wn‡m‡e `vwqZ¡ cvjb Ki‡eb| 
5.1 G ewY©Z Rb‡Mvwôi cÖwZwbwaMY‡K KwgDwbwU mv‡cvU© MÖæ‡ci m`m¨ wn‡m‡e AšÍfy©³ Ki‡Z n‡e| GB m`m¨ msL¨v 11 
R‡bi g‡a¨ mxgve× ivL‡Z n‡e; Zb¥‡a¨ 1 Rb wK‡kvi I 1 Rb wK‡kvix nIqv Avek¨K| (wK‡kvi-wK‡kvix‡`i †fvUv-
waKvi _vK‡e bv)

AwZwi³ (‡Kv-AÞ) m`m¨ t KwgDwbwU wK¬wb‡Ki KvR myôzfv‡e cwiPvjbv Ges †Kvb we‡kl KvR m¤úv`‡bi j‡ÿ¨ KwgD-
wbwU mv‡cvU© MÖæc cÖ‡qvRb‡ev‡a †miƒc †hvM¨ m‡e©v”P 2 Rb e¨w³‡K MÖæ‡ci AwZwi³ (‡Kv-AÞ) m`m¨ wnmv‡e AšÍfz©³ 
Ki‡Z cvi‡eb| †Kv-AÞ m`m¨ 2 Rb n‡j Zvi g‡a¨ 1 Rb gwnjv nIqv Aek¨K| Zv‡`i †fvUvwaKvi _vK‡e bv| KwgD-
wbwU MÖæ‡ci Aby‡gv`bµ‡g Giƒc AwZwi³ m`m¨ MÖæcfz³ Kiv hv‡e|
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6.4 KwgDwbwU wK¬wbK m¤ú‡K© RbMY‡K DØy×KiY t

KwgDwbwU mv‡cvU© MÖæc Gi mKj m`‡m¨i g~j `vwqZ¡ t KwgDwbwU MÖæ‡ci mv‡_ mve©ÿwYK mgš^q, myôzfv‡e mv‡cvU© MÖæc 
cwiPvjbv Ges GjvKvi gv I wkï‡`i ̄ ^v¯’¨, cwievi cwiKíbv c×wZ, cywó, wewfbœ †mev‡K›`ª we‡kl K‡i KwgDwbwU wK¬wbK 
n‡Z cÖvß †mev m¤ú‡K© RbM‡Yi g‡a¨ m‡PZbZv ˆZwi Kiv Ges Riæix ¯^v¯’¨ †mevcÖvwß‡Z mgqgZ D”PZi ch©v‡qi †mev 
†K‡›`ª †cÖi‡Yi e¨e¯’v Kiv| ¯’vbxq m¤ú` Avni‡Yi gva¨‡g KwgDwbwU MÖæ‡ci Znwej MVb Ges Zv e¨envi K‡i KwgDwbwU 
wK¬wb‡Ki iÿYv‡eÿYmn D³ GjvKvi Ae‡nwjZ, ̀ wi`ª RbMY‡K Riæwi wPwKrmv †mevMÖn‡Y mnvqZv cÖ`vb Kiv| GQvovI 
¯^v¯’¨ †mevq RbM‡Yi AskMÖnY I we`¨gvb ̄ ^v¯’¨ †mevq RbM‡Yi AskMÖnY I we`¨gvb ̄ ^v¯’¨ †mevcÖvwß wbwðZ Kivi j‡ÿ¨ 
KwgDwbwU mv‡cvU© MÖæ‡ci D‡jøL‡hvM¨ K‡qKwU `vwqZ¡ wb¤œiæc t

cÖwZ	2	gvm	AšÍi	KwgDwbwU	mv‡cvU©	MÖæc	GKwU	mvaviY	mfvi	Av‡qvRb	Ki‡eb|	Avnevq‡Ki	AbygwZµ‡g	m`m¨-mwPe	
G	mfvi	Av‡qvRb	Ki‡eb;

cÖwZ	6	gvm	AšÍi	KwgDwbwU	wK¬wb‡Ki	AvIZvfz³	3wU	KwgDwbwU	mv‡cvU©	MÖæ‡ci	AskMÖn‡Y	1wU	mgš^q	mfv	Av‡qvR‡bi	
Rb¨	KwgDwbwU	MÖæc‡K	Avnevb	Rvbv‡bv	Ges	†m	mgš^q	mfvq	AskMÖnY	Kiv|	GB	mgš^q	mfvq	KwgDwbwU	mv‡cvU©	
MÖæc I KwgDwbwU MÖæ‡ci mKj m`m¨ Dcw¯’Z _vK‡eb;

•	 KwgDwbwU	wK¬wbK	m¤ú‡K©	RbMY‡K	DØy×KiY;
•	 KwgDwbwU	wK¬wbK	Kg©GjvKvi	Z_¨	msMÖn,	mgm¨v	I	m¤ú`	wPwýZKi‡Yi	gva¨‡g	evwl©K	Kg©cwiKíbv	cÖYqb;
•		 GjvKvi RbMY we‡kl K‡i gv I wkï Ges myweavewÂZ Rb‡Mvôx‡K KwgDwbwU wK¬wbK n‡Z cÖ‡`q †mev mg~n 

m¤ú‡K©	AewnZKiY	I	D³	†mevMÖn‡Y	mKj‡K	DØy×KiY;
•	 GjvKvi	Mf©eZx	gv	 wPwýZKiY,	†PKAvc	I	cÖme-cwiKíbv	 wbwðZKiY	Ges	cÖme	msµvšÍ	RwUjZv	AvµvšÍ	

gwnjv‡`i Riæwi cÖm~wZ †mev‡K‡›`ª †cÖi‡Y mn‡hvwMZv Kiv;
•	 1 eQ‡ii bx‡P mKj wkï‡`i mgqg‡Zv mKj wUKv wbwðZKi‡Y mn‡hvwMZv Kiv;
•	 cywó,	Wvqwiqv,	h²v,	K…wg,	Kzô,	g¨v‡jwiqv,	ivZKvbv,	GBPAvBwe/GBWm	BZ¨vw`	†ivM	m¤ú‡K©	RbMY‡K	m‡PZb	

Kiv	I	KwgDwbwU	wK¬wb‡K/nvmcvZv‡j	†cÖi‡Y	mnvqZv	Kiv;
•		 cwievi cwiKíbv †mev MÖn‡Y RbMY‡K AvMÖnx K‡i †Zvjv;
•	 Acywó‡Z	AvµvšÍ	gv	I	wkï‡`i‡K	wPwýZ	Kiv	Ges	Zv‡`i‡K	KwgDwbwU	wK¬wb‡K	†cÖi‡Y	mnvqZv	Kiv;
•	 ¯’vbxq	m¤ú`	Avni‡Yi	gva¨‡g	mv‡cvU©	MÖæc	I	KwgDwbwU	MÖæ‡ci	Rb¨	Znwej	MV‡b	mn‡hvwMZv	Kiv;
•	 cÖwZeÜx,	AwUwóK,	wbt¯^	I	nZ`wi`ª	Ges	myweav	ewÂZ	RbMY‡K	wPwKrmv	MÖn‡Y	me©‡Zvfv‡e	mn‡‡hvwMZv	Kiv;
•	 a~gcvb, †bkv, gv`K BZ¨vw`i weiæ‡× MYm‡PZbZv Ges cÖwZ‡iva ˆZwi Kiv;
•	 wbqwgZ	mvaviY	mfv	Kiv	I	KwgDwbwU	MÖæ‡ci	gvwmK	mfvq	mv‡cvU©	MÖæ‡ci	cÖwZwbwai	Dcw¯’wZ	wbwðZ	Kiv;
•	 AšÍR/cÖvwšÍK	Rb‡Mvôxi	g‡a¨	AvaywbK	¯^v¯’¨	†mevMÖn‡Y	wewfbœ	Kyms¯‹vi	`~ixKi‡Y	Kvh©Kix	c`‡ÿc	†bqv;
•	 ¯^v¯’¨	wkÿv	cÖmv‡ii	gva¨‡g	¯^v¯’¨	m¤§Z	RxeY	hvcb	DØy×	Kiv	Ges
•		 GjvKvi RbM‡Yi wkÿv cÖmv‡i Drmvn cÖ`vb K‡i wkÿvi nvi evov‡bv|
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BDwbqb ¯^v¯’¨ I cwievi Kj¨vb ‡K‡›`ªi e¨e¯’vcbv KwgwU I Zvi Kvh©vejx
(Source: UH&FWC Oparetional Manual 2014,Chapter 4)

MÖvgxY Rb‡Mvwôi g‡a¨ cwievi cwiKíbv, gv I wkï¯^v¯’¨, cywó ‡mev, wK‡kvi-wK‡kvix ̄ ^v¯’¨ ‡mev, ̄ ^v¯’¨ wkÿv I mvaviY ̄ ^v¯’¨ 
†mev/civgk© cÖ`vb Kivi †ÿ‡Î BDwbqb ̄ ^v¯’¨ I cwievi Kj¨vY †K›`ª GK ̧ iæZ¡c~Y© f~wgKv cvjb K‡i| GB †K‡›`ªi mvwe©K 
Kvh©µg cwiPvjbvq ̄ ’vbxq †bZ…eM© we‡kl K‡i gwnjv‡`i m¤ú„³ Kiv n‡j D‡jøwLZ †mev mg~n cÖ`vb Kiv mnR n‡e| G‡Z 
K‡i G †K‡›`ªi I †mev`vbKvixi mvgvwRK MÖnY‡hvM¨Zv e„w× cv‡e|

ZvB cÖwZwU †K›`ª myôz fv‡e cwiPvjbvi Rb¨ ̄ ’vbxq cÖwZwbwa we‡kl K‡i gwnjv m`m¨‡`i wb‡q GKwU cwiPvjbv KwgwU MVb 
Kiv AZ¨vek¨K| ̄ §iY ivLv cÖ‡qvRb †h, cÖv_wgK Ae¯’vq KwgwU m`m¨/m`m¨‡`I wb‡q mw¤§wjZ fv‡e ̀ vwqZ¡ cvjb Ki‡Z 
bvbvwea Amyweav n‡Z cv‡i| GB wel‡q KwgwU †_‡K h_vh_ Dc‡`k, wb‡`©kbv Ges mn‡hvwMZv †c‡j †K‡›`ªi Kg©KZ©v I 
Kgx©MY †K›`ª cwiPvjbv I gvbm¤§Z ‡mev `vb Kivq mdjKvg n‡eb|

eZ©gv‡b, †K›`ª cwiPvjbvi R‡b¨ wb‡¤œ ewY©Z m`m¨‡`i wb‡q GKwU e¨e¯’vcbv KwgwU MVb Kiv Av‡Q|

BDwbqb ¯^v¯’¨ I cwievi Kj¨vY †K‡›`ªi e¨e¯’vcbv KwgwU MVb

1|  BDwbqb cwil` †Pqvig¨vb mfvcwZ

2|  mswkøó Iqv‡W©i BDwbqb cwil` wbe©vwPZ gwnjv m`m mn mfvcwZ

3|  BDwbqb cwil‡`i Ab¨vb¨ gwnjv m`m¨ m`m¨ -2Rb

4|  ¯’vbxq K‡j‡Ri Aa¨ÿ/D”P evwjKv we`¨vj‡qi cÖavb wkwÿKv/cÖvBgvix m`m¨ -1Rb

¯‹z‡ji cÖavb wkÿK/wkwÿKv

5|  gwnjv wfwWwc `j‡bÎx/weAviwWwe/gv`vm© K¬ve gwnjv welqK Awa`ßi/ m`m¨ -1Rb
      mgvR †mev Awa`ß‡ii BDwbqb ch©v‡qi gwnjv Kgx© 

6|  †emiKvix †¯^”Qv‡mex ms¯’vi cÖwZwbwa  m`m¨ -1Rb

7|  dvg©vwmó  m`m¨ -1Rb

8|  cwievi Kj¨vY †K‡›`ªi cwievi Kj¨vY cwi`wk©Kv m`m¨ -1Rb 

9|  KwgDwbwU †nj_ †Kqvi cÖfvBWvi (wmGBwPwmwc) (mswkøó BDwbq‡bi m`m¨ -1Rb
     AšÍ©fz³ KwgDwbwU wK¬wb‡Ki ‡mev`vbKvix)

10|  BDwbqb cwievi cwiKíbv cwi`k©K  m`m¨ -1Rb 

11|  BDwbq‡b Kg©iZ cwievi Kj¨vY mnKvi m`m¨ -1Rb 

12|  ¯^v¯’¨ Awa`ß‡ii BDwbqb ch©v‡qi Kgx m`m¨ -1Rb 

13|  wK‡kvi I wK‡kvix cÖwZwbwa  m`m¨ -1Rb 

14|  myweavewÂZ †hgb cÖwZeÜx, ÿz`ª b„-ZvwË¡K Rb‡Mvôxi/MÖæ‡ci bvix cÖwZwbwa m`m¨ -2Rb 

15|		BDwbqb	¯^v¯’¨	cwievi	Kj¨vY	†K‡›`ªi	†gwW‡Kj	Awdmvi/Dc-mnKvi	 	m`m¨ mwPe
      KwgDwbwU †gwW‡Kj Awdmvi

m`m¨ wbev©P‡bi bxwZgvjv

cwievi  Kj¨vY †K‡›`ªi e¨e¯’vcbv KwgwUi m`m¨ wbev©Pb Kivi ‡ÿ‡Î wb¤œiƒc bxwZgvjv AbymiY K‡i c` wfwË‡Z g‡bvbqb 
ev wbe©vPb K‡i wba©vwiZ Ki‡Z n‡e|

• µwgK bs 4-G ewY©Z m`m¨ wbav©i‡Yi †ÿ‡Î hw` BDwbq‡b †Kvb K‡jR/evwjKv D”P we`¨vjq _v‡K Ges D³ 
we`¨vj‡qi cÖavb wkÿK hw` gwnjv nb Z‡e Zv‡K Ges hw` wZwb gwnjv bv nb Z‡e D³ we`¨vj‡qi GKRb 
wkwÿKv‡K g‡bvbxZ Kiv n‡e| hw` †Kvb D”P evwjKv we`¨vjq bv _v‡K Z‡e cÖvBgvix ¯‹y‡ji cÖavb wkwÿKv/
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wkwÿKv‡K m`m¨ g‡bvbxZ Kiv n‡e|

• ‡h me BDwbq‡bi µwgK bs 5 G ewY©Z ms¯’v G‡Ki AwaK, †m †ÿ‡Î Ab¨vb¨ m`m¨‡`i gZvg‡Zi wfwË‡Z 
m`m¨ wbev©Pb Kiv n‡e|

• µwgK bs 4,5 I 6 G ewY©Z †kÖwbi m`m¨‡`i ¯’vbxq BDwbqb cwil‡`i †Pqvig¨vb g‡bvbxZ Ki‡eb|

•  KwgwU B”Qv Ki‡j ¯’vbxq gwnjv mgvR Kgx©‡`i g‡a¨ †_‡K 2 Rb‡K †Kv-AÞ m`m¨iƒ‡c g‡bvbxZ Ki‡Z 
cvi‡eb|

•  KwgwU m`m¨ wbe©vP‡bi ‡ÿ‡Î `yB mšÍv‡bi gvZv/wcZv‡`i AMÖvwaKvi w`‡eb|

•  m`m¨ mwPe, wK‡kvi I wK‡kvix wbe©vP‡b Ask MÖnY Ki‡Z cvi‡ebv|

•  Dc‡iv³ bxwZgvjv Abyhvqx MwVZ KwgwU‡Z m`m¨ msL¨v m‡ev©”P 21 n‡Z cv‡i|

KwgwUi `vwqZ¡ I KZ©e¨

1|  BDwbq‡bi Mf©eZx gv I cuvP eQi ev Zv wb¤œ eq‡mi wkïiv hv‡Z cwiPh©v cvq Zvi Rb¨ cÖwZ †K‡›`ª 
cwievi cwiKíbv, gv I wkï¯^v¯’¨, cywó I wK‡kvi ̄ ^v¯’¨ †mevi Rb¨ wbav©wiZ jÿ¨gvÎv  ev¯Íevq‡b 
e¨e¯’v MÖnY Kiv|

2|  BDwbq‡bi mÿg	`¤úwZ hviv cwievi cwiKíbv c×wZ MÖnY K‡i‡Qb Zv‡`i wbqwgZ †mev cÖ`vb Ges hviv 
GLbI †Kvb c×wZ MÖnY K‡ib bvB Zv‡`i c×wZ MÖn‡Y D×z× Kivi e¨e¯’v MÖnY|

3|  †h mKj †K‡›`ª 24 N›Uv cÖm‡ei e¨e¯’v Av‡Q †mLv‡b cÖm‡ei Rb¨ RbMY‡K D×z×KiY Ges †K‡›`ªi 

 iÿYv‡eÿ‡Y cÖ‡qvRbxq e¨e¯’v MÖnY|

4| cwievi Kj¨vY †K‡›`ªi Rb¨ mieivnK…Z wWwWGm wKU&m Ges GgwmGBP Jlac‡Îi wewfbœ miÄvg I 

  DcKi‡Yi myôz e¨envi wbwðZ Kiv|

5|  wewfbœ Rb¥wbqš¿Y mvgMÖxi weZiY Ges e¨envi myôzfv‡e n‡”Q wKbv ch©v‡jvPbv K‡i cÖ‡qvRbxq e¨e¯’v MÖnY|

6|  Mf©eZx gv I cuvP eQ‡ii wb¤œ eq‡mi wkï‡`i wUKv`vb Kg©m~Px ev¯Íevq‡b mnvqZv cÖ`vb|

7|  BDwbq‡b wmGmweG †`i Kv‡Ri AMÖMwZ ch©v‡jvPbv Ges mnvqZv cÖ`vb|

8|  †K‡›`ªi Kg©iZ GdWweøDwe Ges GmGwmGgI cÖ‡Z¨‡K hv‡Z mßv‡n `yBw`b m¨v‡UjvBU wK¬wbK K‡ib †m 
wel‡q mnvqZv cÖ`vb|

9|  cwievi Kj¨vY †K›`ª‡K BDwbq‡b gwnjv‡`i ¯^v¯’¨ I cwievi cwiKíbv welq wkÿv Ges ¯^v¯’¨  wkÿv 
†K›`ªiƒ‡c cÖwZwôZ Kiv|

10|  cywó †mev cÖ`vb wbwðZ Ki‡Z n‡e|

11|  wewfbœ RvZxq w`em †hgb, ¯^vaxbZv w`em, wek¦ RbmsL¨v w`em, wek¦ ¯^v¯’¨ w`em, AvšÍ©RvwZK bvix I wkï 
w`em, wbivc` gvZ…Z¡ w`em, gvZ…`y» mßvn, gv`Kvkw³ cÖwZ‡iva w`em Dcj‡ÿ Av‡jvPbv Abyôvb Ges 
†kvfvhvÎvi e¨e¯’v MÖnY|

12|  cÖwZwbqZ cwievi Kj¨vY †K›`ª cwi`k©‡bi e¨e¯’v Kiv Ges mgm¨v mgvav‡b D‡`¨vM †bqv †K‡›`ªi myôz cwiPv-
jbvi †ÿ‡Î ¯’vbxqfv‡e mgvavb Kiv hvq bv Ggb me mgm¨v Dc‡Rjv cwil` Ges cwievi cwiKíbv I ¯^v¯’¨ 
Awa`ß‡ii mswkøó Kg©KZ©vi bR‡i wb‡q Avmvi e¨e¯’v MÖnY|

13|  †K‡›`ªi myôz e¨e¯’vcbv I `wi`ª †ivMx‡`i wPwKrmv wbwðZ Kivi Rb¨ †ivMx Kj¨vY Znwej MVb I  bxwZgvjv 
cÖYqb|

  `ªóe¨t we‡kl m`m¨ †hgb- mfvcwZ, mn mfvcwZ, m`m¨ mwPe I K¨vwkqv‡ii `vwqZ¡ wbw`©ó n‡Z  n‡e|
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Kvh©cÖYvjx

• KwgwU	2	gv‡m	AšÍZt	GKevi	mfvq	wgwjZ	n‡e|

• KwgwUi	mfvcwZ	†Kvb	mfvq	Dcw¯’Z	_vK‡Z	bv	cvi‡j	mn	mfvcwZ	wgwUs	cwiPvjbv	Ki‡eb|

• KwgwUi	mfvcwZ	Ges	Aci	¯’vqx	†g¤^v‡ii	Dcw¯’wZ‡Z	mfvi	†Kvivg	n‡e|

• mfvi Kvh©weeiYx KwgwUi m`m¨ mwPe KZ©„K GKwU †iwRóv‡i wjwce× Kiv n‡e| cÖ‡Z¨K mfvq

• c~e©eZx© mfvi wm×všÍ Dcw¯’Z m`m¨‡`i‡K c‡o †kvbv‡bv n‡e Ges Zv‡`I	m¤§wZµ‡g Zv P~ovšÍ n‡e|

• KwgwUi mfvq M„nxZ wm×všÍ mswkøó BDwbqb cwil`, Dc‡Rjv cwil` Ges cwievi cwiKíbv I ̄ ^v¯’¨ Awa`ß‡ii 
mswkøó Kg©KZ©vi wbKU e¨e¯’v MÖn‡Yi Rb¨ †cÖiY Kiv n‡e|

     
‡gwW‡Kj Awdmvi (GgwmGBP-Gdwc), Dc‡Rjv cwievi cwiKíbv Kg©KZ©v, mnKvix cwievi cwiKíbv 

Kg©KZ©v Ges GGdWweøII (GgwmGBP-Gdwc) GB KwgwUi mfvq ch©‡eÿiiƒ‡c †hvM`vb Ki‡Z cvi‡eb|

• cÖwZwU KwgwU Kvh©weeiYx wjwce× Kivi Rb¨ Dc‡Rjv cwievi cwiKíbv Kg©KZ©v GKwU †iwRóªvi mieivn 
Ki‡eb|

• KwgwUi AvbymvswMK e¨q enb Kivi Rb¨ Dc‡Rjv ev BDwbqb cwil`‡K wKQz Avw_©K mnvqZv cÖ`vb Kivi Rb¨ 
Aby‡iva Kiv n‡e| Dc‡Rjv cwievi cwiKíbv Kg©KZ©v G wel‡q D‡`¨vM MÖnY Ki‡eb|

e¨e¯’vcbvq DaŸ©Zb Kg©KZ©v‡`i f~wgKv

Dc‡Rjv cwievi cwiKíbv Kg©KZ©v t

Dc‡Rjv cwievi cwiKíbv Kg©KZ©v mswkøó Dc‡Rjv/BDwbqb cwil`‡K GB KwgwUi MVb Ges Kvh©µg m¤ú‡K© AewnZ 
Ki‡eb| wZwb Dc‡Rjvq Ges BDwbq‡b Kg©iZ mKj Kg©KZ©v I Kgx©‡K G m¤ú‡K© AewnZ Ki‡eb| wZwb BDwbqb 
cwil‡`i †Pqvig¨v‡bi mv‡_ †hvMv‡hvM K‡i KwgwU MV‡bi e¨e¯’v wb‡eb|

‡gwW‡Kj Awdmvi (GgwmGBP-Gdwc)/GwWwmwm/GgIwmwm/GwWGdwc/AvÂwjK mycvifvBRvi (GdwcwmGmwU/wKDGwU) t

Dc‡iv³ Kg©KZ©vMY KwgwUi mfvq ch©‡eÿKiƒ‡c †hvM`vb Ki‡eb Ges cÖ‡qvRbxq civgk© cÖ`vb Ki‡eb| Zviv G wel‡q 
Dc-cwiPvjK‡KI AewnZ Ki‡eb|

Dc-cwiPvjK (cwievi cwiKíbv) t

cÖ‡Z¨K Dc-cwiPvjK (cwievi cwiKíbv) GB KwgwUi Kvh©µg I welqe¯‘ m¤ú‡K© †Rjv cwievi cwiKíbv  mgš^q 
KwgwU‡K AewnZ Ki‡eb|

wefvMxq cwiPvjK (cwievi cwiKíbv) t

wefvMxq cwiPvjK Zvi wefv‡Mi AšÍf~©³ †Rjv mg~‡n h_v mg‡q GB KwgwU MV‡bi wbðqZv weavb Ki‡eb|
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(GKB ¯§viK I Zvwi‡L cÖwZ¯’vwcZ)

MYcÖRvZš¿x evsjv‡`k miKvi
¯’vbxq miKvi wefvM

BDwbqb cwil`-2 kvLv

bs- 46.018.031.00.00.002.2011.608    ZvwiLt-14.03.2013 Bs

ms‡kvwaZ cwicÎ

welqt BDwbqb Dbœqb mg¤^q KwgwU|

¯’vbxq miKvi (BDwbqb cwil`) AvBb, 2009 Gi 95 avivq cÖ`Ë ÿgZve‡j wb¤œiƒc BDwbqb Dbœqb mgš^q KwgwU 
MVb Kiv njt

2|  BDwbqb Dbœqb mgš^ KwgwU (UDCCs) Gi MVb t

1 ‡Pqvig¨vb, BDwbqb cwil` mfvcwZ

2 BDwbqb cwil‡`i mKj m`m¨ m`m¨

3 BDwbqb	cwil‡`i	¯’vqx	KwgwUmg~‡ni	mfvcwZMb m`m¨

4 Dc-mnKvix cÖ‰Kvkjx, ¯’vbxq miKvi cÖ‡KŠkj Awa`ßi m`m¨

5 mnKvix Dc‡Rjv cÖv_wgK wkÿv Kg©KZ©v m`m¨

6 Dc-	mnKvix	K…wl	Kg©KZ©v,	K…wl	m¤úªmviY	Awa`ßi m`m¨

7 ‡f‡U‡ibvix	wdì	G¨vwmmU¨v›U,	cÖvYx	m¤ú`	Awa`ßi m`m¨

8 ‡f‡U‡ibvix	wdì	G¨vwmmU¨v›U	(K…wËg	cÖRbb),	cÖvYx	m¤ú`	Awa`ßi m`m¨

9 wdì G¨vwmmU¨v›U, grm¨ Awa`ßi m`m¨

10 Dc-mnKvix KwgDwbwU ¯^v¯’ Kg©KZ©v, ¯^v¯’¨ Awa`ßi m`m¨

11 ¯^v¯’¨ cwi`k©K, ¯^v¯’¨ Awa`ßi m`m¨

12 mnKvix ¯^v¯’¨ cwi`k©K, ¯^v¯’¨ Awa`ßi m`m¨

13 cwievi Kj¨vY cwi`k©K, cwievi cwiKíbv Awa`ßi m`m¨

14 cwievi Kj¨vY mnKvix, cwievi cwiKíbv Awa`ßi m`m¨

15 BDwbqb mgvRKg©x, mgvR‡mev Awa`ßi m`m¨

16 BDwbqb	`j‡bZv,	Avbmvi	I	wfwWwc m`m¨

17 wUDeI‡qj †gKvwbK, Rb¯^v¯’¨ cÖ‡KŠkj Awa`ßi m`m¨

18 KwgDwbwU AM©vbvBRvi, ¯’vbxq miKvi cÖ‡KŠkj Awa`ßi m`m¨

19 gvV msMVK, evsjv‡`k cjøx Dbœqb †evW© m`m¨

20 g¨v‡iR †iwR÷ªvi (KvRx)	[AvBb,	wePvi	I	msm`	welqK	gš¿Yvjq	KZ©„K	wb‡qvMcÖvß] m`m¨

21 we`¨vjq e¨e¯’vcbv KwgwUi cÖwZwbwa (gva¨wgK we`¨vj‡qi 1 Rb, cÖv_wgK we`¨vj‡qi 1 Rb) m`m¨

22 BDwbqb GjvKvi gvV ch©v‡q Kg©iZ GbwRI cÖwZwbwa (1Rb) m`m¨

23 MÖvg msMV‡bi GKRb cÖwZwbwa m`m¨

24 ¯’vbxq e¨emvqx cÖwZwbwa (1 Rb) m`m¨

25 Bgvg I ag©xq †bZv‡`i cÖwZwbwa (1 Rb) m`m¨

26 bvix cÖwZwbwa (2 Rb) m`m¨

27
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28 ‡nWg¨vb (1 Rb) ïaygvÎ cve©Z¨ †Rjvmg~‡ni Rb¨ cÖ‡hvR¨ m`m¨

29 Kvievix (1 Rb) ïaygvÎ cve©Z¨ †Rjvmg~‡ni Rb¨ cÖ‡hvR¨ m`m¨

30 BDwbqb cwil` mwPe m`m¨- mwPe

2.K. Dc‡Rjv ch©v‡qi `ßi cÖavbMY BDwbqb Dbœqb KwgwU‡Z BDwbqbIqvix m`m¨ g‡bvbqb cÖ`vb Ki‡eb| 
Ab¨vb¨ †ÿ‡Î BDwbqb cwil` mvaviY mfvq Av‡jvPbv K‡i m`m¨ g‡bvbxZ Ki‡e| mKj m`m¨ g‡bvbxZ nIqvi 
ci BDwbqb cwil` G KwgwU msµvšÍ GKwU Awdm Av‡`k Rvwi Ki‡e Ges mswkøó mKj‡K AevwnZ Ki‡e|

3. b~¨b¨c‡ÿ cÖwZ `yÕgv‡m GKevi BDwbqb Dbœqb mgš^q KwgwUi mfv AbywôZ n‡e|

4. BDwbqb Dbœqb mgš^q KwgwU‡Z mfvi mKj wm×všÍ Dcw¯’Z msL¨vMwiô m`m¨M‡Yi gZvg‡Zi wfwË‡Z M„nxZ 
n‡e|

5. BDwbqb Dbœqb mgš^q KwgwUi Kvh©vejxt

(1)	 BDwbqb	Dbœqb	mgš^q	KwgwU	mvaviYfv‡e	BDwbq‡bi	mKj	Av_©-mvgvwRK	Dbœqb			Kg©Kv‡Ûi	cwiKíbv	cÖYvqb,	
e¯Ívevqb I mgš^q Ki‡e;

(2) BDwbq‡bi AvBb-k„•Ljv iÿvq Ges AvBb-k„•Ljv cwiw¯’wZ Dbœq‡b cÖ‡qvRbxq e¨e¯’v MÖnY Ki‡e;

(3)	 BDwbqb	ch©v‡q	Kg©iZ	mKj	wefvMxq	Dbœqb	Kg©KvÐ	ev¯Íevqb	AMÖMwZ	ch©v‡jvPbv	Ki‡e	Ges	cÖ‡qvRbxq	†ÿ‡Î 
mycvwik cÖ`vb I mnvqK cwi‡ek m„wó‡Z mnvqZvcÖ`vb Ki‡e;

(4)	 mswkøó	BDwbqb	we`¨gvb	†mev	cÖ`vb	cwiw¯’wZ	ch©v‡jvPbv	Ki‡e;	ev¯ÍewfwËK	Pvwn`v	wbiƒcY	ev	BDwbq‡b	Kg©iZ	
mKj Dbœqb mn‡hvMxi gva¨‡g wbiƒwcZ Pvwn`v c~i‡Y Kg©cwiKíbv cÖYqb I mgš^q mvab Ki‡e;

(5)	 mswkøó	BDwbq‡bi	Rbmvavi‡Yi	Rxebgvb	Dbœq‡b	mKj	Dbœqb	mn‡hvMx	†_‡K	cÖvß	m¤ú`	e¨env‡i	mgš^‡q	mvab	
Ki‡e;

(6) ¯’vbxq	 Rbmvavi‡Yi	 mv‡_	 wewfbœ	 Dbœqb	 mn‡hvMx,	 †mev	 mieivn	 †K›`ª,	 Dc‡Rjv	 cwil`	 BZ¨vw`	 cÖwZôvb/
e¨w³e‡M©i Nwbô †hvMv‡hvM ¯’vcb I mgš^q mvab Ki‡e;

(7) ¯’vbxq	m¤ú‡`i	mØ¨env‡i	ev¯Íe	c`‡ÿc	MÖnY	Ki‡e;

(8)	 BDwbqb	GjvKvq	Kg©iZ	wewfbœ	ms¯’v/e¨vw³eM©	KZ©„K	m¤úvw`Z	Kvh©µ‡gi	gyj¨vq‡bi	wfwË‡Z		cyi¯‹vi cÖ`v‡bi 
e¨e¯’v MÖnY Ki‡e;

(9) ¯’vbxq	Dbœq‡b	D`vniY	m„wóKvix	fvj	wkÿYmg~‡ni	Z_¨	msMÖn	Ges	wbR	GjvKvq	ev¯Í	evqb‡hvM¨ wkÿvYmg~n 
cvi¯úwiK	wkL‡bi	gva¨‡g hvPvB I ev¯Íevq‡bi c`‡ÿc MÖnY Kie;

(10)  BDwbqbevmxi Rxebgvb Dbœq‡b cÖ‡qvRbxq e¨e¯’v MÖnY Ki‡e|

6. mfv Abyôv‡bi 03 Kvh©w`e‡mi g‡a¨ mfvi Kvh©weeiYx cÖ¯‘Z Ki‡Z n‡e Ges 07 Kvh©vw`e‡mi g‡a¨ D³ Kv-
h©vweeix Dc‡Rjv †Pqvig¨vb, Dc‡Rjv wbe©vnx Awdmvimn mswkøó mKj Kg©KZ©v I m`m¨‡`i eive‡i †cÖiY Ki‡Z n‡e| 
Kvh©vweeiYx cÖ¯‘‡Z wb‡¤œv³ ÒQKÓ e¨envi Kiv †h‡Z cv‡it

µwgK bs Av‡jvP¨m~Px Av‡jvPbv wm×všÍ `vwqZ¡cÖvß ms¯’v/e¨w³

7.  cÖwZwU mfvi AšÍZt 07 Kvh©vw`em c~‡e© weMZ mfvi wm×šÍmg~‡ni ev¯Íevqb AMÖMwZi cÖwZ‡e`bmn mswkøó 
mKj‡K mfvq Dcw¯’Z _vKvi Rb¨ weÁwß Rvwi Kiv †h‡Z cv‡i|
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8.  KwgwU wb¤œwjwLZ welqmg~n mfvi Av‡jvP¨m~Px‡Z AšÍf~©³ Ki‡Z cv‡it

 K) weMZ mfvi Kvh©weeiYx cvV I Aby‡gv`b;

 L) weMZ mfvi wm×všÍmg~n ev¯Íevqb AMÖMwZ;

 M)  wewfbœ wefvM/ms¯’vIqvjx Kvh©µg ev¯Íeqvb AMÖMwZ ch©v‡jvPbv;

 N)  BDwbqb GjvKvi †mev mieivn cwiw¯’wZ ch©v‡jvPbv, Dbœqb mn‡hvMx KZ©„K ev¯Íevqbvaxb     

         Kg©Kv‡Ûi AMÖMwZ Av‡jvPbv Ges cwiKíbv cÖYqb;

 O)cieZ©x mfvi Av‡jvP¨m~Px wba©viY;

 P) wewea|

9. cwZ‡e`bt

 cÖwZ 03 wU mfvi cÖavb cÖavb Av‡jvPbv, wm×všÍmg~n Ges ev¯Ívevqb AMÖMwZ m¤^wjZ GKwU cÖwZ‡e`b Dc‡Rjv 
ch©v‡qi mKj Awdm cÖavb, Dc‡Rjv wbe©vnx Awdmvi Ges †Rjv cÖkvm‡Ki wbKU †cÖiY Ki‡Z n‡e|

10 Rb¯^v‡_© G cwicÎ Rvix Kiv nj Ges GB cwic‡Îi weavbvejx Awej‡¤^ Kvh©Ki n‡e|

                                                                                                     (kvgxgv bvwM©m)

                                                                                                   hyM¥-mwPe

                                                                                                   ‡dvbt 9514632

weZiYt

1| wefvMxq Kwgkbvi (mKj), wefvM.......................|

2| RvZxq ¯’vbxq miKvi Bbw÷wUDU, AvMviMuvI, XvKv|

3| †Rjv cÖkvmK (mKj), †Rjv....................................|

4| Dc‡Rjv wbe©vnx Awdmvi (mKj), Dc‡Rjv...................|

5| BDwbqb cwil` †Pqvig¨vb (mKj), Dc‡Rjv........................................‡Rjv.........................|

6| ....................................................................|
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MYcÖRvš¿x evsjv‡`k miKvi

¯^v¯’¨ I cwievi Kj¨Y gš¿bvjq
nvmcvZvj-2 kvLv

evsjv‡`k mwPevjq,XvKv|

¯^viK bs-nvm-2/Z`viwK KwgwU-1/2007/190                                                                     ZvwiL-05/04/09

cÖÁvcb

nvmcvZvj myô e¨e¯’vcbv I wPwKrmv †mevi gvb Dbœq‡bi j‡ÿ Dc‡Rjv nvmcvZvjmg~‡n miKvi wb¤œ ewY©Z e¨e¯’vcbv 
KwgwU MVY Ki‡eb|

Dc‡Rjv nvmcvZvj e¨e¯’vcbv KwgwUt

1. mswkøó wbevPbx GjvKvi gvbYxq msm` m`m¨                                                                          mfvcwZ
2. ‡Pqvig¨vb,wbe©vwPZ,Dc‡Rjv cwil`                                                                                  mn-mfvcwZ
3. Dc‡Rjv wbe©vnx Awdmvi                                                                                                   m`m¨
4. ‡gqi,‡cŠimfv (hw` _v‡K)                                                                                                m`m¨
5. GKRb gwnjv fvBm ‡Pqvig¨vb, Dc‡Rjv cwil`                                                                       m`m¨
6. fvicÖvß Kg©KZv©, _vbv                                                                                                      m``¨
7. Dc‡Rjv mgvR †mev Kg©KZv©                                                                                              m`m¨
8. AvevwmK †gwW‡Kj Awdmvi, Dc‡Rjv nvmcvZvj                                                                        m`m¨
9. ‡gwW‡Kj Awdmvi, GgwmGBP,                                                                                              m`m¨
10. Dc‡Rjv cwievi cwiKíbv Kg©KZv©                                                                                      m`m¨
11. bvwms mycvifvBRvi, Dc‡Rjv nvmcvZvj                                                                                m`m¨
12. KvDwÝji †cŠimfv(hw` _v‡K)                                                                                            m`m¨
13. Dc‡Rjv gyw³‡hv×v KgvÛ KvDwÝj                                                                                       m`m¨
14.& GKRb BDwbqb cwil` ‡Pqvig¨vb, gwnjv †Pqvig¨vb,
A_ev Dc‡Rjv wbe©vnx Awdmvi KZ„K g‡bvbxZ.AMÖvwaKvi                                                                  m`m¨
15. GKRb GbwRI cÖwZwbwa, Dc‡Rjv wbe©vnx Awdmvi KZ„K g‡bvbxZ.                                                  m`m¨
16. mfvcwZ,‡cÖmK¬ve (hw` _v‡K)                                                                                              m`m¨
17. GKRb wewkó MY¨gvb e¨w³                                                                                                m`m¨
18. bvwm©s Gi cÖwZwbwa,mswkøó cÖwZóvb                                                                                        m`m¨
19. 3q ‡k&ªYxi GKRb cÖwZwbwa,mswkøó cÖwZóvb                                                                              m`m¨
20. 4_© ‡k&ªYxi GKRb cÖwZwbwa,mswkøó cÖwZóvb                                                                              m`m¨
21. Dc‡Rjv ¯^v¯’¨ I cwievi cwiKíbv Kg©KZv©,                                                                   m`m¨ mwPe|

Kvh©cwiwat

1.  KwgwUi mfvcwZi AbygwZ mv‡c‡ÿ m`m¨ mwPe mfv AvnevY Ki‡eb|
2.  KwgwU b~¨bZg cÖwZgv‡m GKevi mfvq wgwjZ n‡eb|
3.  KwgwU cÖ‡hvRb‡ev‡a m`m¨ AšÍfy©³ Ki‡Z cvi‡e,Z‡e Zvi msL¨v wZb R‡bi †ekx n‡ebv|KwgwU‡Z gwnjv m`m¨v 

AšÍf©z³ cÖ‡Póv Ki‡Z n‡e|
4.  KwgwUi mfvq  b~¨bZg g~j KwgwUi mvZRb Dcw¯’Z _vK‡Z n‡e|
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5.  KwgwU Dc‡Rjv nvmcvZvj n‡Z cÖ`Ë †mev (wbevgq I cÖwZ‡laK) cwigvbMZ I ¸bMZgvb Dbœq‡bi j‡ÿ AMÖvwaKvi 
wfw³‡Z cÖ`‡ÿc MÖnY Ki‡eb| we‡klZ exi gw³‡hv×v, nZ`wi`ª gwnjv,cÖwZewÜ I myweav ewÂZ‡`i †mev mywbwðZ 
Ki‡e|

6.  KwgwU ¯’vbxqfv‡e m¤ú` AvniY,iÿY I e¨envi Ki‡Z cvi‡e| miKvi KZ…K  eiv× (gvjvgvj,m¤ú`,Jla,hš¿cvw-
Z,Avmeve ¯’vcbv BZ¨vw`) myôz e¨venvi wbwðZ Kib|

7.  KwgwU mswkøó nvmcvZv‡ji Aby‡gvwaZ ev‡RU Gi g‡a¨ evrmwiK cwiKíbv MÖnY I ev¯Íevq‡bi j‡ÿ cÖ‡qvRbxq D‡`¨vM 
MÖnY Ki‡e|

8.  KwgwU cÖ‡hvRb †eva we‡kl `vwqZ¡ cvj‡bi j‡ÿ wbw`ó mg‡qi Rb¨ KwgwUi AšÍfyw³/ Dc-KwgwU MVb Ki‡Z cvi‡e|
9.  Dc‡Rjv I Zvi wb¤œ¯Í‡ii  wPwKrmv/ ¯^v¯’¨ †mev cÖ`vbKvix Ab¨vb¨ cÖwZôv‡bi mv‡_ mgš^q mvab Ges ch©‡eÿY Ki‡e|
3. ¯^viK bs ¯^vcKb/nvm-1/wK¬wbK-5/2001|Ask 96, ZvwiL-17/4/07 Gi cÖÁvcb evwZj Kiv nj|
4. GB Av‡`k Rb¯^v‡_© Rvix Kiv njv Ges Awej‡¤^ Kvh©Ki n‡e|

   ivóªcwZi Av‡`kµ‡g                                                                                     ¯^vÿwiZ/

                                                                                          05/4/09Bs

                                                                                       (mvMwiKv bvmwib)

                                                                                    wmwbqi ..................

                                                                                                                             ‡dvb-9556989

¯^iYt
1.  mwPe, gwš¿cwil` wefvM/ msm` mwPevjq/ ms¯’vcb gš¿bvjq/ ¯’vbxq miKvi wefvM|
2.  gnv cwiPvjK, ¯^v¯’¨ Awa`ßi, gnvLvjx,XvKv|
3. **************************|
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 wkÿv, ¯^v¯’¨ I cwievi cwiKíbv welqK ¯’vqx KwgwUi MVb I Kvhv©ejx

																								(‡mvm©:	evsjv‡`k	†M‡RU,	AwZwi³,	wW‡m¤^i	19,	2016	18363)			

			(1)		wkÿv,	¯^v¯’¨	I	cwievi	cwiKíbv	welqK	¯’vqx	KwgwU	wb¤œiæ‡c	MwVZ	nB‡e,	h_v	:-

(K)  cwil` m`m¨ (cyiæl	ev	gwnjv)	 mfvcwZ

(L)  ¯’vbxq 1 (GK) Rb Wv³vi ev c¨viv‡gwW¯‹ ev AemicÖvß m`m¨

(M)  ¯’vbxq 1 (GK) Rb AemicÖvß wkÿK ev wkwÿKv m`m¨

(N)  ¯’vbxq 1 (GK) Rb wkÿvbyivMx (cyiæl) m`m¨

(O)  ¯’vbxq 1 (GK) Rb wkÿvbyivMx (gwnjv) m`m¨

(P)  ¯’vbxq 1 (GK) RbmgvRKgx© ev †emiKvwi ms¯’vi cÖwZwbwa m`m¨

(Q)  cwil` mwPe ev Kg©Pvix m`m¨-mwPe

			(2)		wkÿv,	¯^v¯’¨	I	cwievi	cwiKíbv	welqK	¯’vqx	KwgwUi	Kvh©vejx	nB‡e	wb¤œiæc,	h_v	:-

(K)		gnvgvwi	wbqš¿b	welqK	Kvh©vw`:

(L)  cÖv_wgK wPwKrmv †K‡›`ªi e¨e¯’v MÖnY msµvšÍ Kvh©vw`;

(M)  BDwbqb ¯^v¯’¨ Kg‡cø·, BDwbqb ¯^v¯’¨ I cwievi cwiKíbv Kj¨vY †K›`ª, BDwbqb mve †m›Uvi I  
	KwgDwbwU	 wK¬wb‡K	cÖ‡qvRbxq	¯^v¯’¨	 †mev	 wbwðZKi‡Y	Ae‡jvKb,	ch©‡eÿY	Ges	GZ`&msµvšÍ	 mycvwik	 
 cwil‡` `vwLj;  

(N)  BDwbqb ch©v‡q mKj ¯^v¯’¨ †mev cÖwZôvb ev †K‡›`ªi †givgZ, iÿYv‡eÿY, wbivcËv, cwi®‹vi cwi”QbœZv, 
BZ¨vw` Kvh©µ‡gi †Rvi`v‡ii j‡ÿ¨ mycvwik cÖYqb;

(O)  wkï ¯^v¯’¨ Ges `wi`ª-myweavewÂZ Rbmvavi‡Yi ¯^v¯’¨ †mev wbwðZKi‡Yi j‡ÿ¨ cÖ‡qvRbxq mycvwik `vwLj;

(P)		†fRvj	Lv`¨,	¯^v¯’¨	DcKiY	Jla	mieivnKvix‡`i	weiæ‡×	AvBbvbyM	e¨e¯’v	MÖn‡Yi	Rb¨	cwil`	I	h_vh_	
KZ©„c‡ÿi wbKU mycvwik †ck;

(Q)		BDwbq‡bi	 wkÿvi	Dbœq‡b	GKwU	`xN©‡gqv`x	`„wófw½	m„wó	Ges	Dnv	BDwbqb	cwil‡`i	Dbœqb	cwiKíbvq	
Aš‘f©yw³i	D‡`¨vM	MÖnY;

(R)		gva¨wgK	¯‹zj	I	gv`&ivmvmg~‡ni	QvÎ-QvÎxi	msL¨v,	wkÿK‡`i	Dcw¯’wZ,	cvV`vb	c×wZ,	cixÿvi	djvdj,	
wkÿvi	¸YMZgvb,	QvÎ-AwffveK-wkÿK,	mgš^q,	BZ¨vw`	wel‡q	Z_¨	fvÛvi	m„wó	Ges	Z`&m¤ú‡K©	cÖ‡qvR-
bxq mycvwik cwil‡` Dc¯’vcb;

(S)		K…wZ	I	†gavex	QvÎ-QvÎx‡`i	Rb¨	msea©bv	cÖ`vb	I	†kªô	AwffveMY‡K	cyi®‹…ZKi‡Yi	e¨e¯’v	MÖnY;

(T)  `wi`ª QvÎ-QvÎx I S‡i cov QvÎ-QvÎx‡`i Rb¨ we‡kl wkÿv e„wËi e¨e¯’v MÖn‡Yi Rb¨ h_vh_ KZ…©c‡ÿi 
wbKU mycvwik `vwLj;

(U)		cÖwZwU	we`¨vj‡qi	e¨e¯’vcbv	KwgwU¸‡jv‡K	mwµqKi‡Y	mnvqZv`vb	Ges	wkÿK-AwffveK	mfv,	evwl©K	µxov	
I mvs¯‹…wZK Abyôvb D`hvc‡b mnvqZv Kiv;

(V)  cÖv_wgK wkÿvi eZ©gvb Ae¯’vi ch©v‡jvPbv I cÖv_wgK wkÿvi GKwU †iLwPÎ cÖYqb Ges Dnv cwil‡` 
Dc¯’vcb;

	(W)		BDwbq‡bi	cÖv_wgK	wkÿvi	mKj	miKvwi	I	†emiKvwi	we`¨vjqwfwËK	miKvwi	eivÏ	I	e¨‡qi	GKwU	mvwe©K	
wPÎ msiÿ‡Yi mycvwikgvjv cwil‡` `vwLj;
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(X)	QvÎ-QvÎx‡`i	webvg~‡j¨	eBmn	wkÿv	DcKiY	m¤úwK©Z	Pvwn`v	wbiæc‡Y	mn‡hvwMZv,	msMÖn	I	weZiY	†iwR÷vi,	
BZ¨vw`	ch©‡eÿY	Kwiqv	myôz	e›U‡bi	e¨e¯’vq	mnvqZv	Kiv;

(Y)  BDwbqb GjvKvi cÖv_wgK we`¨vjqmg~‡ni ms¯‹vi, †givgZ, cybwbg©vb, we`y¨r myweav, DbœZ Z_¨-cªhyw³i 
myweav, BZ¨vw` wel‡q cÖ‡qvRbxq c`‡ÿc MÖn‡Yi Rb¨ cwil‡` mycvwik `vwLj;

(Z)  wkÿvi gvb Dbœqb we‡kl Kwiqv weÁvb, evsjv, MwYZ I Bs‡iwR wkÿvi gv‡bvbœvq‡b we‡kl e¨e¯’v MÖn‡Yi 
mycvwik;

(_)  ¯’vbxq wkÿv cÖwZôvbmg~‡n my‡cq cvwb mieivn I m¨vwb‡Ukb e¨e¯’v wbwðZKi‡Y cÖ‡qvRbxq mycvwik `vwLj;

 (`)  cÖv_wgK I MYwkÿvi mwnZ mswkøó †emiKvwi ms¯’v I mKj e¨w³ D‡`¨v‡Mi mgš^q mva‡bi D‡`¨vM MÖnY;

 (a)  cÖwZwU cÖv_wgK we`¨vj‡q e¨e¯’vcbv KwgwU MV‡b mnvqZv cÖ`vb;

 (b)  cÖv_wgK wkÿvi ¸YMZ gv‡bvq‡bœi j‡ÿ¨ Dc‡Rjv wkÿv Kg©KZ©v‡`i m‡½ GK‡Î we`¨vjq cwi`k©b;

	(c)		mswkøó	LvZ	I	LvZmg~‡ni	Dci	Z_¨	fvÛvi	ˆZwi,	bevqb	I	msiÿY;

	(d)	IqvW©	mfvi	cÖ¯Íve	ev	gZvgZ	we‡ePbv;

	(e)		BDwbqb	cwil‡`i	m`„k	Kv‡R	wb‡qvwRZ	Ab¨vb¨	ms¯’vi	mwnZ	mn‡hvwMZv	m¤úªmvi‡Y	cwil‡`	cÖ‡qvRbxq							
mycvwik `vwLj; Ges 

	(f)		cwil‡`	wewfbœ	mgq	†h	me	`vwqZ¡	cvj‡bi	wb‡`©k	cÖ`vb	Kwi‡e,	†m	mKj	`vwqZ

   cvjb Kiv|
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