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Executive summary

Background

Considering the acute shortage of trained manpower for quality maternal health care services,
in 2010, the Government of Bangladesh took the initiative to develop the midwifery cadre. For
the deployment of midwives in the health system, new midwife posts were created at Upazila
Health Complexes (UHCs) and Union Sub-Centres, and by July 2023, 2,557 midwives had
been posted at these facilities.

As the midwifery program has been in effect for approximately a decade, there is a need to
understand the current state of the midwives’ adaptation to their workplace, related
challenges, and intended changes in maternal and newborn health (MNH) care service
provision following the introduction of the midwives in the health system and to suggest
suitable strategies to effectively deploy and utilize them for the expected outcomes. Therefore,
this study was undertaken to assess midwives’ knowledge and confidence regarding maternity
care; document the tasks they perform at their workplace; understand the “enabling
environment” of service provision of diploma midwives in their workplace; assess the quality
of antepartum and intrapartum care they render; and document the barriers and challenges to
implementing the midwifery program, including training needs from both policy and program

perspectives.
Methodology

This was an observational study using both quantitative and qualitative research methods.
The quantitative component encompassed testing the midwives’ knowledge via a self-
administered questionnaire; documenting the activities performed by the midwives following
their standard operating procedure (SOP) through direct observation; assessing the quality of
care (QoC) for pregnancy and delivery care through observation using the contextualized
Standards-Based Monitoring and Recognition tool; and conducting a semi-structured interview
of the midwives to understand their roles, responsibilities, and level of coordination with the
other cadres as well as the barriers and challenges to performing their tasks. The qualitative
component covered key informant and in-depth interviews of policymakers, program
managers, facility heads, and trainers of the training institutes to understand the midwives’
adaptation challenges in their workplace in performing their responsibilities; the limitations (if
any) in the midwives’ training in different types (public and private) of training institutes; and
suggestions to overcome the challenges. This study was implemented from January 2022 to
March 2023 in 24 UHCs wherein the government had deployed four midwives each. We

selected three UHCs from eight districts, i.e., one from each of the eight administrative
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divisions of the country. The districts were selected based on the maturity of their midwifery
program, and the UHCs within the selected districts were chosen based on whether four
midwives had been deployed there for at least the previous year. Of the planned 96 interviews
of the midwives from 24 UHCs, we could only interview 80, as the rest were unavailable at

their workstations during our three-day stay in each UHC.
Results

In our study, for the knowledge test for MNH care services, the midwives scored 80% or above
on antenatal care (ANC), partograph use, and newborn care. However, for delivery,
complication management, postpartum hemorrhage management, and family planning (FP)
services, they scored 65%—77%. When the midwives were asked about their confidence in
managing MNH complications, only 17% (n = 80) said they were confident, and the rest stated
that they lacked confidence. The midwives also mentioned that within last three months, they

usually needed the help of doctors and nurses for managing complications.

Surprisingly, only 50% of the midwives had heard of their SOP; moreover, only 33% had read
it, 10% could show a copy of it, and 5% had had an orientation on it. Moreover, although the
majority of the midwives said that they had seen a job responsibility document (85%), had a
clear understanding of their job responsibilities (73%), and had had an orientation on their job
responsibilities (56%), only 20% could show their job responsibility document. When asked to
mention specific tasks in their job responsibilities, 41% of them (n = 80) could mention only
fewer than 10 tasks unprompted; when prompted, however, most (95%) could list the majority
of the tasks they were supposed to perform. The main reasons identified for this lack of
knowledge on their SOP and job responsibilities were as follows: no separate job responsibility
training module for the midwives upon their initial training, as this was developed later; SOP
was not initially included in the diploma curriculum; the midwives’ finding an SOP written in
English difficult to understand or being reluctant to read it; and lack of trainers with a midwifery

background.

Our qualitative findings revealed that the midwives were not allowed to prescribe common
drugs or advise on diagnostics during ANC, normal vaginal delivery (NVD), and postnatal care
(PNC) services. They also stated that for referral of pregnant/labor patients with complications,
they had to obtain a doctor's consent, which often caused a delay. From the facility
observation, we identified that for ANC, 53% of the midwives’ assigned tasks were performed
by them independently. However, for intrapartum care, only 31% of the tasks were performed
independently at in-patient and labor room facilities, and for PNC, 41% of the tasks were

performed independently in outdoor settings.
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According to the midwives’ report, they had good coordination with medical officers, Upazila
Health & Family Planning Officers, and nurses but faced challenges in maintaining good
coordination with consultants (obstetrics and gynecology [Obs/Gyne]), nursing supervisors,
and support staff. The QoC assessment revealed that in 57% of the UHCs, the QoC for ANC
provided by the midwives scored below 50%, though for NVD, 71% of the UHCs scored 75%
or above. Our qualitative component reported that there were major gaps in supervision and
mentoring of the midwives due to lack of supervisors with a midwifery background and no
supportive supervision for the midwives due to unavailability of consultants (Obs/Gyne) in
most of the UHCs. According to the midwives’ report, in the midwifery diploma course, though
most of the theoretical modules were completed, there were gaps in the practical modules. In
addition, the midwives suggested a need to include new topics in both theoretical and practical

modules.

When the midwives and in-depth interview participants were asked about the barriers and
challenges in the midwives’ adaptation at the facility level, the following major challenges were
mentioned: four midwives alone inadequate to ensure 24/7 maternity services;
unavailability/irregularity of consultants (Obs/Gyne) at facilities; gaps in the orientation of
midwives and their supervisors on SOP; lack of supportive supervision of midwives; no
dedicated support staff (ayas, cleaners, security guards, etc.) for labor room and maternity
units; lack of facility readiness (infrastructure, equipment, logistics, etc.) to provide MNH care
services; and no allocation of hospital quarters/dormitories for midwives. According to the key
informant interviews, the key challenges and barriers faced at the central level for the
implementation of the midwifery program were insufficient manpower at the Directorate
General of Nursing and Midwifery to effectively manage administrative activities and frequent

change/transfer of high officials causing delay in administrative activities.
Conclusions and recommendations

According to our study, although the midwives had good knowledge in some areas of MNH
care (e.g., ANC, partograph use, and newborn care), they required knowledge improvement
regarding delivery care, complication management, and FP services. They also lacked
confidence in independently managing MNH complications, for which they were primarily
dependent on doctors. They also had major gaps in understanding of their SOP and job
responsibilities; further, they faced barriers in performing selected tasks specified in the latter.
Over time, the midwives’ coordination with other cadres has improved; however, there are still
gaps in coordination, and they face challenges in performing their responsibilities in good
coordination with consultants (Obs/Gyne), nursing supervisors, and support staff. According

to the study findings, there are major gaps in supervision and mentoring of the midwives. It
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was revealed that in the majority of UHCs, the QoC was low for ANC but moderate for NVD.
In the diploma course, though most of the theoretical modules were completed, there were
gaps in practical modules, and the midwives interviewed suggested a need to include new
topics in both module types.

Based on the findings, at the program level, the study recommends refresher training for
midwives on their job responsibilities and SOP using the Bangla module. An enabling
environment should be created for midwives to perform their tasks while maintaining quality
by addressing the gaps in dedicated support staff, equipment, and logistics. At the facility level,
all vacant Obs/Gyne consultant posts should be filled and their availability ensured for
supportive supervision of the midwives. To improve the midwives’ confidence level and
coordination with other cadres for delivering quality MNH care services, a related guideline
should be developed and implemented. We also recommend a thorough assessment of the
midwifery diploma course curriculum and its implementation process in both public and private
institutes. At the policy level, this study recommends appointing an additional four midwives,
for a total of eight midwives, at the UHC level for constant smooth operation of midwifery
services, allowing midwives to prescribe medicine, advise on diagnostic tests, and refer
patients as per their SOP when necessary. Moreover, additional directors and officers should

be provided with a longer duration of stay for efficient operation of administrative activities.
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Background

In recent years, Bangladesh has witnessed stagnation in the reduction of maternal mortality
[1]. Quality of pregnancy and delivery care remains an issue, and poor quality of care (QoC)
results in high pregnancy-related morbidity and mortality rates [2-4]. The country has
experimented with various strategies to improve maternal health, including training diploma
nurses on midwifery, training traditional birth attendants, and introducing a six-month training
course for community-based skilled birth attendants. However, without necessary mentoring,
referral ability, and other such support, these initiatives have little impact on maternal health
[5-7].

A midwife is recognized as a responsible and accountable professional who works in
partnership with women to provide the necessary support, care, and advice during pregnancy,
labor, and the postpartum period to conduct births under their own responsibility and care for
the newborn. This care includes the promoting normal birth, detecting complications in both
mother and child, assessing the necessity of medical care or other appropriate assistance,
and carrying out emergency measures. A midwife has important tasks in health counseling
and education, not only for the pregnant woman but also within the family and the community.
These tasks should involve antenatal education and preparation for parenthood and may
extend to women’s health, sexual or reproductive health, and child care. Within the midwifery
profession, midwives are trained to work within a professional framework of autonomy,

partnership, ethics, and accountability [8].

In 2008, the government endorsed a strategic direction to create 3,000 midwifery posts. The
International Confederation of Midwives (ICM) is guiding this new profession. As envisioned
in the ‘Strategic Directions’, a three-year diploma in midwifery was launched in Bangladesh in
January 2013. As a result, newly graduate midwives are licensed and registered under the
Bangladesh Nursing and Midwifery Council, and midwifery services are overseen by the
Directorate General of Nursing and Midwifery. As a response to the government’s commitment
to introduce a separate cadre of professional midwives, the Bangladesh Midwifery Society
was established in 2010 to represent the new profession [9]. Over the years, the government
of Bangladesh has steadily, and in a dedicated manner, supported the roles and
responsibilities of the new midwifery cadre, with a view to enabling midwives to work to their
full capacity within the health system. The approved Midwifery Act and new guidelines and
standards are likely to contribute to the improvement of midwifery services and their QoC.

Graduate midwives are licensed and registered and guided by a code of ethics.
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These new midwives are to play a crucial role in improving the QoC for women in the
pregnancy, childbirth, and postpartum stages. With the support of the World Health
Organization (WHO) and the United Nations Population Fund, the government took initiatives
to deploy 3,000 midwives by 2015. A strategy was developed to ensure quality midwifery
education in line with international standards. The Midwifery Association of Bangladesh, which
maintains close collaboration with the Royal College of Midwifes, developed the curriculum for
a three-year midwifery diploma course with the support of Auckland University. In 2020, the
curriculum was approved by the Medical Education and Family Welfare Division of the Ministry
of Health and Family Welfare. An initiative has also been taken for the development of faculty
for a three-year midwifery diploma course with the support of Dalarna University in Sweden
through an online master's program by selecting nurses with a graduate (BSc) or post-
graduate (MSc, PhD) degree.

Considering the estimated need for 21,000 trained midwives, the national strategy promoted
midwifery education in both the public and private sectors. In January 2013, a three-year
midwifery diploma training course (called Graduate Midwives) was started by the Bangladesh
Rural Advancement Committee (BRAC) and gradually introduced in 60 public and 105 private
institutes engaged with a capacity of creating 5,530 diploma midwives every year. As of July
2023, an estimated 8,000 diploma midwives have graduated; of them, 7,181 have been

licensed by passing the certification examination for midwives.

In 2010, though 2,993 midwife posts were created, it was not until 2015 that the first batch of
diploma midwives was deployed in selected Upazila Health Complexes (UHCs) and Union
Sub-Centres (USCs). As of July 2023, 2,557 graduate midwives have been posted in 411
UHCs (4 midwives per facility) and 903 USCs (1 midwife per facility).

In Bangladesh, as the midwifery program has passed about 10 years, there is a need to
understand the intended change in maternal and newborn health (MNH) care service provision
following introduction of the midwives in the health system and to suggest suitable strategies
to effectively deploy and utilize them for the expected outcomes. In literature, the only study
[10] we found, conducted in 329 diploma midwives, deployed within 1-6 months before
conduction of the assessment. That study not only missed the opportunity in assessing the
responsibilities performed as midwives in their posted facilities but also failed in examining
midwifery knowledge and skills objectively. Moreover, no study so far assessed the QoC
rendered by the midwives which is a central concern in health systems to improve the health

status of pregnant women and their newborn [11].

Therefore, there was a need to undertake a well-designed study to assess midwives’

knowledge and confidence in performing their responsibilities as well as the QoC rendered by
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the midwives, which will ultimately have implications both in improving the quality of training
and developing an effective supporting supervision system for optimal utilization of midwives

for improved maternal and neonatal outcomes.
Specific objectives
The specific objectives of this study were as follows:

1. To assess midwives’ knowledge and confidence in providing maternity care
To document the tasks performed by the midwives at their workplace
To understand the “enabling environment” of service provision for diploma midwives
in their workplace
To assess the quality of antepartum and intrapartum care rendered by the midwives
To document the barriers and challenges to implementing the midwifery program,

including training needs from both a policy and program perspective
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Research design and methods

Study design
This assessment used both quantitative and qualitative research methods (Figure 1),

including observations of the activities performed by the midwives at their posted facilities.
The details of the methodologies utilized to address different objectives are given below.

[ Quantitative J [ Qualitative J

( ) e N
) Knowledge test —>  Key informant interview

. J \_ Y,

4 N\ ( N\
—> Observation at facility —> In-depth interview

. J . J

\
Semi-structured interview
of midwives

J

Figure 1: Study design.

Study setting

This study was conducted from January 2022 to March 2023 and covered all eight
administrative divisions of the country. In each division, one district was purposively selected
through consultation with the district health administration considering the coverage and
maturity of the midwifery intervention. From each of the selected districts, three UHCs were
purposively selected considering the presence of at least four midwives posted for at least one
year in that particular facility (Figure 2); we excluded politically disturbed Hill Districts
considering the safety and security of our staff. Although we initially planned to interview 4
midwives from each facility (total: 24 x 4 = 96) midwives, we were only able to interview 80 in
the end due to the others’ absence from their duty station (leave due to sickness, maternity,

training, or transfer) during our visits. The facility observation was conducted at 24 UHCs.
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Barishal Chattogram Dhaka Khulna [ Mymensingh [ Rajshahi Rangpur Sylhet
Barishal Feni Faridpur Jashore [Mymensmgh [ Natore Lalmonirhat [ Maulvibazar
Agailjhara (4) Nagarkanda (4) Trishal (4) Kaliganj (4)
Muladi (4) Sadarpur (4) Muktagacha(4) Aditmari (3)
Gournadi (3) Vanga (3) Ishawrganj (3) Hatibandha (3)
Fulgazi (3) Jhikorgacha (4) Shingra (4) Kulaura (4)
Dagonbhuiyan(3) Keshobpur (4) Boroigram (3) Kamalganj (3)
Sonagazi (2) Chowgacha (2) Bagatipara (2) Sreemangal(3)

Interview of midwives: 80 (planned: 24 x 4 = 96)
Facility observations: 24

Figure 2: Study sampling design.




Assessing midwives’ knowledge and confidence

The knowledge of the 80 midwives selected from the 24 UHCs was assessed via a self-
administered questionnaire, taken in front of a study physician. Four sets of knowledge test
guestionnaires with different ordering of the questions were developed. The instruments used
for the knowledge test were developed following ICM/WHO/International Federation of
Gynecology and Obstetrics criteria to measure midwives’ knowledge using multiple choice

guestions in relation to

v’ prevention, early diagnosis, and appropriate management (stabilization) and referral
of obstetric complications, which are directly related to maternal and neonatal mortality
and morbidity;

management of uncomplicated labor;

provision of antenatal and postnatal care services;

newborn care and management of newborn complications; and

ANERNEE NN

family planning and postnatal counseling.

In addition, to assess the midwives’ confidence in complication management, they were tested

on two case studies on i) partograph use and ii) postpartum hemorrhage.
Observation of tasks performed by the midwives

A trained female research physician conducted three days of non-participatory observation
using a structured instrument to document the midwives’ activities following their SOP. For
each facility, one single form was filled out; observer recorded whether the specified task was
performed by the midwife independently or by other cadres. The observed tasks performed

by the midwives were compared with those listed in their job responsibilities.
Observation of quality of care rendered by the midwives at the facility

The technical QoC was assessed using the Standards-based Management and Recognition
(SBM-R) tools [12]. The SBM-R tools are multifaceted checklists used to measure the quality
of MNH care services, which consists of detailed systemic performance standards for
assessment of clinical and support systems, providing an opportunity to identify gaps [13, 14].
To measure the technical QoC, we observed the performance of service providers in
completing the activities recommended for ANC and normal vaginal delivery (NVD) using

contextualized tools.
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In each facility, the QoC data was collected by a team consisting of one medical doctor and
one paramedic. During the study, we observed 72 ANC and 51 NVD services from 24 UHCs
(Table 1).

Table 1: Areas of assessment components for observing antenatal care and normal vaginal
delivery care.

Antenatal Care Normal Delivery Care
¢ Receiving the pregnant woman ¢ Rapid initial assessment
e Preparatory activities e Explanation of services
e History taking e History taking
e Physical examination e Clinical procedures
e Care based on findings e Assisting woman for safe birth
e Advising on birth planning ¢ Immediate postpartum care
e Scheduling revisits ¢ Monitoring mother and baby
e Disposing of waste

Retrieval of service statistics

Last-one-year service statistics on maternal health care services were collected from the
registers by a trained paramedic. Monthly data was collected in a prescribed form by number
of antenatal care (ANC), normal delivery, and postnatal care (PNC) services performed,

complications managed, and patients referred by the midwives and other service providers.

Semi-structured midwife interviews

The semi-structured midwife interviews were conducted to understand the roles and
responsibilities of the midwives and their working relations with allied cadres (e.g., nurses,
medical officers, and obstetricians). They were asked about the number of services by type
they had provided within the last three months, including details for one complication managed
successfully. Information on their working conditions and career progression was also sought.
Data was collected on whether they could make critical decisions on their own when needed
and allowed to complement and coordinate for MNH care. Suggestions were also sought on
ways to overcome related challenges. In the interviews, we explored the gaps in the midwife
training program and gathered feedback regarding the curriculum and training process, issues

related to the study system, and scope for improvement.
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In-depth and key informant interviews of facility heads, program managers,

trainers, and policymakers

In our study, 52 in-depth interviews (IDIs) of facility heads, nursing supervisors, consultants
(Obs/Gyne), and program managers were conducted to document the barriers and challenges
to the implementation of the midwife program from policy and program perspectives. Four IDIs
of trainers from the midwife training institutes were also conducted to learn about the adequacy
of the course content, challenges in delivering the courses, and suggestions for improving the
quality of education. Furthermore, through the qualitative interviews, we ascertained the
perception of the policy and program personnel on actions to be taken to integrate the
midwifery cadre into the health system to effectively use their knowledge and confidence for

MNH care improvement.

Seven key informant interviews (Klls) were conducted with policymakers and representatives
of professional bodies to gather information regarding challenges and opportunities in the
deployment and integration of midwives into the national health system as needed, including
issues related to professional role clarity, interprofessional working arrangements, and
acceptance of trained midwives in their workplace. Through the KIls, suggestions were also
sought on necessary policy and program refinements and actions to be taken for best

adaptation and utilization of the midwifery cadre in the national health system.
Recruitment and training of the icddr,b field research team

One female project research physician and one senior field research officer (a female
paramedic) were recruited for the data collection. Intensive three-day training was rendered
for the research team on the study’s technical and ethical aspects. During the training, the
guestionnaire and consent forms were thoroughly discussed. The study tools were pretested
at Ghior UHC, and the technical QoC of ANC and NVD services was pretested at
Mohammadpur Fertility Services and Training Centre. After the feedback from the pretesting

was incorporated, the study tools were finalized.
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Sample size calculation and data analysis

Sample size for assessing level of knowledge and quality of care score

In the existing literature, there was no information on the baseline scores of midwives’
knowledge and QoC. Thus, we estimated the sample size for a one-sample comparison of a
mean of 81 (i.e., lower bound value of the high score category) from a median value of 50

using the sample size estimation module of the Stata 13 software.

Based on this exercise, we needed to interview a minimum of 47 midwives. However, as we
planned to select the sample via the levels of division, district, and upazila, considering 1.6
design effects, we needed a minimum of 75 midwives. Further inflating the sample size 10%
for non-response and 15% for absenteeism, a minimum of 100 midwives were planned to be
approached for interviews for this study. However, in the end, we interviewed and tested 80

midwives from 24 UHCs who had been posted at least one year prior to this assessment.
Quantitative data analysis

Information on knowledge assessment was transformed into numerical scores. All responses
were equally weighted and given a score of 2 for correct or 0 for wrong (total: 100 marks for
50 questions). The percentages of marks were compared for different areas of the knowledge

test.

Descriptive analysis was performed to identify the midwives’ enabling environment at their
workplace, confidence in managing MNH complications, and working relationship with allied

cadres.

To assess the QoC during ANC and NVD services, dichotomous scoring was conducted for
each observation event (1 = performed, 0 = not performed), and the percentage of scores

obtained among the total possible scores was calculated for each domain.
Qualitative data analysis

Qualitative data analysis was performed through an iterative process, involving concurrent
data collection and analysis. The narrative data from the interviews was compiled in the form
of Microsoft Word files. The thematic analysis was conducted following an iterative process.
Transcribed data was analyzed and re-analyzed to find the emerging themes and reviewed
carefully to develop codes, which were applied manually. A team approach to the data analysis

was employed to minimize individual biases.
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Ethical assurance for protection of human rights

Ethical clearance for the research protocol was obtained from the icddr,b ethical review
committee, which follows international ethical standards to ensure confidentiality, anonymity,
and informed consent. Written informed consent was obtained from all informants before their
participation in the study. Data collection was performed maintaining privacy and

confidentiality.
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Findings

Midwives’ knowledge and confidence regarding maternal and

newborn health care services

Midwives’ knowledge of maternal and newborn health care services

Findings from the knowledge test revealed that overall, the midwives had good knowledge of
MNH care service provisions but needed improvements in certain areas. On the knowledge
test, they typically scored 80% or above for ANC, partograph use, and newborn care.
However, for complication management, delivery, postpartum hemorrhage (PPH)

management, and family planning (FP), they typically scored below 80% (Figure 3).
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Figure 3: Percentage of marks obtained by midwives in different areas of knowledge test.
[ANC= Antenatal care, PPH= Postpartum hemorrhage]
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As shown in Figure 4, midwives who had graduated from government institutes and BRAC-

supported non-governmental organizations
__ 100 | ph=70 n=9 n=1
(NGO) scored similarly. In our study, only one 80
0
midwife had graduated from a private institute. —:ﬁs 60
S
5 40
S 20
0
Government  BRAC Private
supported
NGO

Figure 4: Percentage of marks obtained in
knowledge test by type of graduation institute.

Midwives’ confidence in managing maternal and newborn health complications

As seen in Figure 5, only 17% of the midwives reported that they could manage MNH

complications with confidence, while the vast

majority (83%) reported that they could n=80

Yes,
confident
(17%)

manage MNH complications confidently in

only some cases.

Yes, confident
in some cases
(83%)

Figure 5: Midwives’ confidence in managing
maternal and newborn health complications.

In our qualitative interviews, we observed mixed opinions from the nursing supervisors and
local-level managers about the competency of the midwives in managing complications. Some
mentioned that the midwives provided ANC, normal delivery, and PNC services competently
and could manage related complications confidently.

In this regard, one nursing supervisor said,

“QINIT QT NCSTZFA (@ T, 43 (F cAfATReT Ba weT, S 7wy S fafee qir-92 fAfe
f&fSe oaes S FTNF WCHT ARFTE ©F (AT [T, ©ING AT AT A (F [Fe [F Fe 27
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feg fweZFar 092 0 (@ & F900 S, QRS AT (ZET (77 T[T ACAE AT ST GF7S
NJICer FCF | NA- 720 [COHTe (of ST SISy N 7 | O SJ G G Vieaer 0, Ol CIGITT
AR (VR I (I B AT [WCGIZ (@I G2 SIS Sz |

“Here, my midwives are very skilled; if any patient comes with perineal tear or per
vaginal (PV) bleeding—sighting this PV bleeding, sometimes, [a] medical officer gets
scared. But the midwives know exactly what to do; if necessary, they take my help,
and sometimes, they manage alone. For example, | am not available during night shift;
then, they manage alone. If necessary, they take [a] doctor's help, or if needed to refer,

they understand and inform the doctor.”

Another local-level manager (Upazila Health & Family Planning Officer [UH&FPO]) said,

“IGeIZPa (TAIEMITT TFeICel SITag (W<~ SItenEce! (Slererd FI%, I %7, I 7F7 | F3!
TGO I GAFRART (O (A 7! FL! SN (O TSI IR (PSS 7 7 46 @ANE
(CTOIFIF A2 (@G 00 ACR! AT FICRCST N0 T, SINF [NCSHZRra Sig/<1T ©leTs,
(SfeTOI! (7 357 FCF 71 | 4T F92 (o ({1 27 1"

“Midwives have good service provision skills. They do delivery well. Now, the mother
is healthy, [and] the baby is healthy. Where! | don’t see any newborn birth asphyxia.
Where! | don't even hear from doctors that a patient had to be referred immediately
after delivery. It seems to [me] midwives have good confidence; they don't miss

delivery cases. Referral is needed very rarely.”

However, not all midwives could manage all complications effectively. They needed the help
of nurses and doctors in handling patients suffering from complications such as shock,

retained placenta, breech birth, PPH, eclampsia, and abortion.
In this regard, one nursing supervisor said,

“C STl ToT I FF [ AR, (O (73T AR (F CeTSH17 SioeToretes O S 8 Sror
[%eTG 203 ST 712 | 937 7 (F (OOl AT [T AT SPTer, THe TG M SR,
FOX/I *F TR I WICAGCNDET PO Za2- G2 [T ©OfF (ONT F1PCC 712 [~

“Newly graduated midwives are being recruited, so it appears that they know about the
delivery-related complications but are not so skilled. Suppose any patient with retained
placenta comes during duty; maybe the patient is in shock. How much shock, or how

[will this] be managed? She (midwife) does not have much confidence in this matter.”
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Types of complications managed and midwives’ confidence in managing them

In this study, we asked the midwives about the type of complications they had managed within
the last three months and whether they managed the complications confidently or needed help
from doctors, nurses, or other midwives. Regarding complication management, we also asked

how often they helped other cadres, such as doctors or nurses.
Midwives’ confidence in managing antenatal complications

For ANC, only a small proportion of midwives (<20%) mentioned managing complications
confidently, while the majority needed help from doctors. A group of them also said that they

obtained help from other midwives for complication management (Figure 6).

% of responses

0% 20% 40% 60% 80% 100%
Pre-eclampsia/ Eclampsia I | n=56
Antepartum hemorrhage B n=22
Anemia I | n=13
Infection B n=11
Diabetes R  n=10
B Managed confidently OManaged with help of doctors

@ Managed with help of other midwife = OHelped doctor in managing

Figure 6: Midwives’ confidence in managing antenatal complications.
Midwives’ confidence in managing delivery complications

Similarly, we also asked the midwives about the types of complications they had faced during
delivery and how confidently they managed them.

The data revealed that the midwives’ confidence level in managing delivery complications was
low. In six (i.e., obstructed labor, severe bleeding, malpresentation/twin, tearing, pre-
eclampsia/eclampsia, and intrauterine device [IUDJ/stillbirth) of all nine reported
complications, the midwives could manage the complications confidently in only approximately
20% of cases. In a substantial proportion of cases, they needed help from doctors, nurses, or

other midwives in managing delivery complications (Figure 7).
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% of responses
0% 20% 40% 60% 80% 100%
Obstructed labour I n=43
Prolonged labour e =30
Severe bleeding ) | n=28
Malpresentation/Twin n=27
Tear (cervical/perineal) n=25
Pre-eclampsia / Eclampsia B n=22
Fetal distress I n=14
Leaking membrane/PROM I n=11
IUD/Stillbirth n=11
B Managed confidently E Couldn't manage confidently
OManaged with help of doctors E Managed with help of nurse
@ Managed with help of other midwife

Figure 7: Midwives’ confidence in managing delivery complications.

[PROM= Premature rupture of membranes, IUD=Intra-uterine death]
Midwives’ confidence in managing postnatal care complications

Regarding managing PNC complications, the majority of the midwives reported that they could
manage a tear (cervical or perineal) confidently, but for other complications, such as
management of postpartum bleeding, infection, and postpartum eclampsia, they needed the
help of doctors, nurses, and other midwives (Figure 8).

% of responses
0% 20% 40% 60% 80% 100%
Post-partum bleeding I n=66
Tear (cervical/perineal) n=28
Infection e IEE
Postpartum eclampsia B =10
@ Managed confidently B Couldn't manage confidently
OManaged with help of doctors ® Managed with help of nurse
B Managed with help of other midwife

Figure 8: Midwives’ confidence in managing postnatal care complications.
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Midwives’ confidence in managing newborn care complications

For newborn complications, the midwives mainly reported managing fetal distress and low

birth weight. Usually, they needed the help of doctors (Figure 9).

% of responses

0% 20% 40% 60% 80% 100%
Fetal distress - n=51
Low birth weight -
n=24
E Managed confidently B Couldn't manage confidently
OManaged with help of doctors B Managed with help of nurse

@ Managed with help of other midwife

Figure 9: Midwives’ confidence in managing newborn care complications.
Reasons for midwives’ lack of confidence in complication management

When we asked the midwives about why they lacked confidence in MNH complication
management, the majority (73%) said that they did not receive training in this area. The other
mentioned reasons were lack of a proper setup and environment in the facility (44%), lack of
drugs and instruments/no oxygen (29%), lack of support staff (18%), lack of gynecologist or

consultant (18%), and lack of instruments for newborn management (17%) (Figure 10).

% of midwives
0 20 40 60 80 100
Didn't get training on MCH complication.. 73
Lack of proper setup and environment in.. 44
Lack of drugs and instrument supply/ No.. 29
Lack of support staff 18
n=66
No gynae doctor or consultant 18
Lack of instrument of newborn management 17

Figure 10: Reasons for midwives’ lack of confidence in complication management.
[MCH=Maternal and child health]
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The above quantitative data was also supported by our qualitative findings. Managers and
supervisors of the midwives expressed that midwives start their careers with comparatively
lower job skills but continued to gain competency as they provided MNH services. They
emphasized the need for continuous training to improve the midwives’ competency in

complication management.
In this regard, one UH&FPO said,

“wo NOSHIRFE AT WeolT GG XCF ST WZ [ FIE! AT HCR OIead (©f GRS (N X7
TZ, (T2 “ICIT ol [OF T | 4C7- (CleToIa1a SN [§5 (e, ©i=1eq (Af*935 yicaer ST,
Q30T GF QTS AN 7 I FAPCGIG! FAT FANTG 7T [

“Actually, the new midwives do not come after being so expert, or the senior midwives
are not enough trained; skills have not been developed up to mark. For example, [for]
breech presentation during delivery, then managing PPH, they still can't manage, or

the confidence level is not equal for everyone.”

Regarding the lack of logistics and instruments in facilities, one midwife said,

“ QBT ([T AT AT A GAFFARN 2, CIOIF [PNOMNGE FA0C 307, [FF (2T AT 7L, NFIT
T 78, Afoq AIZCeT NIF qIE | ORI GG 20T PG (W FZ- GRGT G FyIceTer FHCo
q&eT! (@I BT TEHIT I

“If a baby has birth asphyxia, it needs to be resuscitated, but there is no penguin
sucker; the sucker machine is broken, and there is no mask of different sizes.
Moreover, in cases of neonatal jaundice, there is no phototherapy machine, which

needs to be prepared for newborn management.”

Although, in general, the midwives could provide routine ANC, PNC, and uncomplicated
delivery care services, for complication management, they were greatly dependent on doctors
and nurses. Surprisingly, in 13 out of 24 UHCs in our study, the post of consultant (Obs/Gyne)
was absent. Moreover, in facilities with a posted consultant (Obs/Gyne), availability was not

ensured. Regarding the unavailability of Obs/Gyne consultants in UHCs, one midwife said,

“TfT (12N FAVATED) T &Y fSTT G NI, I8 (77 Sy ST I | S TN AARCeT3
YCFT T | QINCHT QAT ST VF T AF ERICET GNT Sperer 20eT Weqer FIF TN ANl
GFE BICH, JIe e A [
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“She (gyne consultant) comes here only three days a week; during other days, she
goes to another Upazila. In other instances, she isn’t even available on call. As she is
not available here at all times, we feel pressurized, which means [we] feel anxious, in

managing patients with delivery-related complications.”

However, a few managers and supervisors at the Upazila level noted that due to social
pressure, midwives sometimes feel nervous and face challenges in rendering services

confidently. In this regard, one Upazila-level manager said,

“RICeqIZTFar (Sl FA0e TOE 8 Ao, (I (OISl T AT O TS o FAE 45T
NIZAG FIZT AT A 27, [FS SN AT (eSS T30 AT | (oG] I BT &SI
BT T, I I/ ST G2 ARG SI2I5T ST - (T G B (3 AT 230© /T FOH 3700
T NG ABIF LT WA 51T, ©IF [NC ST ASHT 2T I, PG5 AL et |7

“Midwives are accustomed [to] and experienced in delivering; before any delivery, they
may think that it will be 99% normal, but 1% can be negative. If the case is of a local
authority, [this] means if there is political pressure upon them (midwives), like asking
how long it would take to deliver the baby or asking [to] guarantee the lives of the

mother and baby, then midwives get nervous, lose confidence.”
Ways to increase confidence

When we asked the midwives about how to increase their confidence in managing
complications, the majority mentioned the need for training on MNH complication
management (78%) and having the necessary setup ready for this management (59%) at
facilities. They also discussed the need for 24/7 presence of medical doctors, including
Obs/Gyne consultants (13%) and support staff (e.g., ayas, cleaners, and security guards) to

effectively perform their responsibilities. (Figure 11).
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% of midwives
0 20 40 60 80 100

Need training on MNH complication
management
Necessary setup for MNH complication
management

78
59
Adequate supply of emergency drugs 17
24/7 presence of MO, obs/gynae consultant 14

Need well-equipped newborn care unit 13 n=63

Need supporting staff (aya/cleaner/security

guard) 1

Figure 11: Ways to improve midwives’ confidence to manage maternal and newborn health
(MNH) care complications.
[MO=medical officer]

The study’s qualitative interviews also supported the above findings. Regarding enhancing
midwives’ competency and confidence, the majority of the participants in their interviews
emphasized refresher training for the midwives on MNH complication management. They
suggested that midwives should have training on counseling of pregnant and postpartum
mothers, postpartum FP, breastfeeding practices, breech or face presentation, eclampsia,
PPH management, partograph use, newborn management, and respectful maternity care.
Regarding the need for such refresher training, one nursing supervisor said,

“efSraz FrYIRIT Tor Toq O/ I GRS FPIR | 92 [F8 GFCaes e ©eT 3l sena
G SRR (VO SNZRHacs) A1 G fAcsT Sroteh #90e 20 | ©IF9IF (FSTET ST, (I Ta1eT
Sferordig f[Afoq o oremT ©aRs [ G 7FIF, ([N- FEES (TR GF6T IBIE G5 [ple
Fewrer FITS AR, Mo A FIE, FFT L ABISTTT AT Zev=e 7

“New information or technology is gradually [being introduced] in the health care
delivery. To stay up to date with the new technology, they (midwives) should be
updated through refresher training. Then, refresher training is also required for those
they already know, like different step[s] of normal delivery. For instance, yesterday, |
have seen a mother couldn’t breastfed her baby properly; [this] means the baby was

crying, and the attachment posture of the baby on the mother's chest was not proper.”
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Regarding facility readiness, one midwife mentioned,

“GF5T (CfTSIF FARPCCTT FICS TGl (TSN GG T FIGITCSHT FH (AF OF P ST
FPTAT (@RI FA- FIT A G AL e, G251 (OO (G, RIee AMZCZe AFT |
G ST T AT 8 T FGCNANT, ST AT GIFRFGHT Tonfrg I8 e R 1

“To conduct a delivery confidently, there is need of a modern delivery ward means
from [an] observation room to [a] well-equipped labor room where there will be a fridge
with essential drugs [and] two delivery tables and guidelines will be hanged on [the]
wall. Arrangement[s] for newborn management, 24-hour ultrasonogram, emergency

blood transfusion, etc. should be in place.”

To enhance the midwives’ confidence in complication management, the respondents also
mentioned the importance of their close coordination with consultants (Obs/Gyne). In this

regard, one central level program manager mentioned,

“TCATEET (@TCOCT A3 PGS, TCUZEGF G- G R [CSTZFra Aw (WAl SBIaa=y
QTP O [ SIGRAPIEIG JITCe AT | P FCICAS (747 [0 Fqeo Gl Nesmzers Coge
AT face g wE 1"

“If the midwives [have] regular interaction with gyne consultants [and] UH&FPOs at the
Upazila level, then their confidence also increases because they try to provide a

suitable environment for midwives to ensure maternity services.”

According to the respondents, it was challenging to ensure delivery care services over three
shifts per day with the currently posted four midwives. Particularly during evening and night
shifts, it was difficult to manage a delivery with only one midwife. There was a strong

suggestion to double the number of midwives in each facility. In this regard, one midwife said,

“ SIIeT (NG SFIZZF © AR5 T Gy 0/ 3 | 9617 1 NIZCE (PI 5T (@I T G G FoIPCCBIeT
Nyicever B GIRF | &TO5s [#p05 73 FC RICH 1Co | GF 70T GIGCR (O & [T T | 5 b
Gy 20T WIGIAIE ST FS SIceT F¢F (FSH T 17

“Four midwives are insufficient for three shifts. It is very difficult to confidently manage
complicated patients alone in afternoon and night shifts. It requires two midwives for
each shift, i.e., six in total. Then, two should be kept on off-duty. Therefore, a total of

eight midwives is required for more effective provision of maternal services.”
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Midwives’ understanding of standard operating procedure and job

responsibilities

Midwives’ knowledge and orientation of standard operating procedure

The midwives’ understanding of their SOP and job responsibilities was very low (Figure 12).
Only 50% mentioned that they had heard about the SOP, and 33% had read it. Only 1 in 10

could show a copy of the SOP, and only 1 in 20 received an orientation on it.
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n=80
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Heard about SOP Read SOP Showed copy of SOP  Orientation on SOP

Figure 12: Midwives’ knowledge and orientation regarding standard operating procedure
(SOP).

Midwives’ knowledge and orientation regarding job responsibilities

Regarding the midwives’ knowledge and orientation of job responsibilities, the situation was
relatively good (Figure 13). In total, 85% of the midwives said that they had seen their job
responsibility document, and 73% said that they had a clear understanding of their job
responsibilities. Approximately half of them mentioned receiving an orientation on these

responsibilities, and only one in five could show their job responsibility document.
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Figure 13: Midwives’ knowledge and orientation regarding job responsibilities.

Midwives’ reported number of tasks under their job responsibilities

We asked the midwives about the tasks they were supposed to perform according to their job
responsibilities document (total of 30 tasks).

These questions were asked first unprompted and then prompted one by one. From the
unprompted responses, 41% of the midwives could mention <10 tasks, and 50% could list 10—
14 tasks. However, when prompted about specific tasks one by one, almost all of them (95%)

could respond about most of the tasks (Figure 14).
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Figure 14: Percentage of midwives’ reported number of tasks under their job
responsibilities.
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Reasons behind midwives’ gaps in knowledge on standard operating procedure
and job responsibilities

In our qualitative interviews, we asked the midwives, their supervisors, and local-level
managers about the reasons behind the gaps in the midwives’ knowledge of their SOP and
job responsibilities. The majority of the respondents expressed that most of the midwives did
not receive any separate orientation on SOP, although some of them commented that
midwives obtained some idea about it during job orientation but did not receive any copy of it.
Moreover, initially, their SOP was not included in the diploma curriculum. Almost all
interviewees agreed on the need for midwives to receive SOP orientation before they entered

into the workplace after being recruited. One nursing supervisor said,

“IRIT STAR T ZCATT ©FF AT AFZ ST GGIAT GATT GITGT FIICAT BIoR fRTe | BT O (ART TOF
O G PICEH AF G, GlR A PO GFE FARFCEE, (G A FOE AFCOR A (T (FIT
CRIGIF A7 (PI6!, FOLF M- GG (0¥ IR G2 ST [ | WP &F 6T A7 72 976+-9q7
&F Gfeve vRIF foeeTr 1

“Immediately after being recruited, they (midwives) should have been oriented on
SOP. As they are involved with this task since then, due to lack of orientation, they are
[a] bit confused, and they are unable to verbally state which service they would provide

or [in] what order they would provide [it].”

Several midwives also mentioned that they had difficulty understanding the SOP in the English

language and that this made them reluctant to read it. Regarding this, one midwife said,

“3fre IET T YT (fecrr 2 Neem2l) Pz, Falene G ez, (o =9
HTTS AT AT, A SN b1 TS TG ZACE | GO ZLTGHT A0 1T LIFeeT
TRIEIT ZCET2 YT (YOI, “1ures 3fer (37zwr) 2rer 1

“Though we have studied (Diploma in Midwifery) in English, we have read the SOP in
English but do not get interest in reading it again and again. In many sections, it is
difficult to understand the meaning. That's why if it is in Bengali along with English, we

would open it whenever needed; it would be much easier to read then.”

Furthermore, most of the nursing supervisors, Obs/Gyne consultants, and UH&FPOs said that
they had no idea about the midwives’ SOP, though several mentioned that they knew about
the document. However, almost all of them opined that in addition to the midwives, their

respective supervisors needed to be trained on the SOP as well. One UH&FPO said,
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“SHE GBIF (GTS) ToIF [NCSHEFHT L SN I VT SN A SR [HF B A
I, TR AANFSZCN, SN PATENT AT AT (& 9N (TG WF7) G SATINS
(GRITCEl37I1e (NC1eT SRRT1F) S92 SR I ©fos | IR SN e e G78f#45 ©2iea @i
T IR0 SIH SIS HARCE- Ol ((NCeRERT) @t FoLg I [ [F o fave I 1”7

“Obviously on it (SOP), all of us, including the midwives—I mean those of us who
supervise them, i.e., myself, nursing supervisors, Obs/Gyne consultants, including my
MOs (medical officers) and RMOs (residential medical officers)—all should have an
orientation. Because if we are also oriented on SOP, then we will know how much or

what services they (midwives) can provide to the patients.”

From our KllIs with high-level managers, we learned that a revised SOP for midwives was in
progress. The DGHS, Directorate General of Family Planning (DGFP), midwifery-related
professional bodies, and some development partners were involved in this effort. The updated
SOP would have additional specific guidelines, for example, when and how midwives could
administer certain drugs. Additionally, it would be available in both English and Bangla. They
also mentioned that once the revised SOP was approved, it would be printed. Following that,

orientation sessions would be held for midwives, their supervisors, and local managers.

In our qualitative interviews, we also asked for the reasons behind the gap in the midwives’
orientation on job responsibilities. From the high-level managers, we learned that earlier
midwives were oriented on their job responsibilities along with nurses in the same session and
that there was no separate training module for the midwives then. They also mentioned that
the job responsibility trainers were also mostly from a nursing background. Regarding the gaps

in the orientation on job responsibilities, one manager said,

“eRNfAcE APTME SRGTAET MRE 7 P Neengwrmmare SREws=7 = A=, o%F
fReszIZpers ol Gk TCTTG fefar, 7Ica (3161 (o) Pl AR, AT Gl JIHT ey oIy feeT Jere:
Ffre JIEANCTE |~

“At the beginning, during the orientation of nurses, with them, some midwives also
received orientation. However, [a] training module for midwives was not initially
available and was prepared later. The individuals who conducted the orientation, they

were mainly from [a] nursing background.”
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Midwives not allowed to perform selected tasks

Our qualitative investigation revealed that the midwives were not allowed to perform several
tasks that they were permitted in their SOP. They mentioned that they could not prescribe
common drugs during ANC or administer drugs during delivery complications, advise common
diagnostics for ANC, normal delivery, and PNC patients, or refer patients with preghancy or
delivery complications. For each of these situations, the midwives needed to attain the

permission of the doctor.

Most of the midwives expressed frustration regarding not being able to perform their tasks
independently according to their SOP. Regarding the restrictions they faced in prescribing

drugs to pregnhant women, one midwife said,

“Rree12% Ren QsEr @97y S f[Fg &3¢ friee N, @we: SzEe, napmm, Fae e Zepfr
8 SIvar creten fordee nfaEr, eiw fare 330 fererw, st (UH&FPO) feriee & #a facaeee 1~

“As midwives, we can prescribe ANC mothers [a] few medicines, like iron, calcium,
folic acid, etc. However, now, we are unable to prescribe; at first, when we tried to
prescribe, sir (UH&FPO) restricted us.”

Regarding the constraints in prescribing tests for pregnant or labor patients, one midwife said,
“TEIE (O STERPTaP) CIGFEl Qa3 8 (FIF (@R (FIF 3705 o< ferice (7 1,
3/ fer=e1a ©XF GFIFT AN PO | SPTCT G ST 71 (¥ SIAH Q@ e A= 1”7

“Doctors do not allow us to prescribe tests for ANC and delivery patients. When we
wrote investigation, then doctor got angry. They actually don’t know we are actually

permitted to prescribe these tests.”

Midwives’ engagement in providing antenatal and delivery care

services

In our study, during the facility observation, we documented the tasks performed by the
midwives according to their SOP. We found that they were mostly engaged in providing

antenatal, delivery, and postpartum care.

During our observation of ANC services in an outdoor setting, we recorded that 53% of the
assigned tasks were performed by the midwives independently. For 10% of the tasks, the
midwives performed the activities jointly with other cadres, and 15% of the tasks were done
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by other cadres. The remaining 22% of tasks were not performed at all during our three-day

observation period in each facility (Figure 15).

For intrapartum care (NVD), 31% of the tasks in the in-patient and labor room settings were
performed independently by the midwives, though for a substantial proportion of the tasks,

(40%) other cadres were engaged alongside them (Figure 15).

For PNC, in the outdoor setting, we observed that 41% of the tasks were performed
independently by the midwives, whereas 13% of the tasks were performed by other cadres
along with midwives. The remaining 56% of the assigned tasks for PNC did not occur during

the observation period in the outdoor setting (Figure 15).
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Figure 15: Tasks performed by the midwives in Upazila Health Complexes (n = 24).

[PNC=post-natal care, NVD=normal vaginal delivery]
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Performances of the Upazila Health Complexes in terms of mother

and newborn health care services provided by the midwives

We extracted data on MNH care services from registrars of the study facilities. Of the 24
facilities covered, we separated the service data of midwives from that of other cadres in 20
for ANC services, 23 for NVD services, 12 for PNC services, and 10 for newborn care. The
findings revealed that in 75% of UHCs, on average, per month, more than 100 ANC services
were provided by the midwives. However, the midwives’ participation in normal delivery was
low. In 78.2% of the facilities, the midwives performed <=50 normal deliveries per month. For
postnatal and newborn care, the midwives’ participation was also low. For each of these areas,
<=50 services were provided by the midwives per month in the majority of the UHCs.

Participation of other cadres in providing these services was also low (Table 2).

Table 2: Percentage of upazila health complexes by average monthly number of maternal
and newborn health care services by provider type (midwife and other cadre).

Monthly average Antenatal Normal Postnatal
. _ Newborn Care
number of Care Delivery (n = Care (n = 10)
services (n =20) 23) (n=17) -
By midwives
<=25 - 47.8 23.5 40.0
26-50 - 30.4 41.2 40.0
51-100 25.0 13.0 23.5 10.0
101-300 55.0 8.7 11.8 10.0
300+ 20.0 - - -
Mean 290 40 64 45
(Range) (70-1435) (6—205) (14-233) (5—200)
By other cadres
=<25 90.0 87.0 94.1 90.0
26-50 5.0 13.0 5.9 10.0
51-100 5.0 - - -
101-300 - - - -
300+ - - - -
Mean 6 9 3 3
(Range) (0-90) (0-29) (0-29) (0-29)
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In the qualitative interviews, almost all study participants opined that MNH care had improved
as a result of the deployment of midwives. They mentioned that midwives were capable of
providing high-quality ANC services, normal delivery services, newborn and PNC services,

and prompt patient referrals in emergency circumstances. One Obs/Gyne consultant said,

“fIGexIZRra Ol SPTETs @ d, BT MR T PR (F (PIDT TN (CfToI!, (b
renfaze w2 (FGT (@RI P I, TP NOGHZFEA I [T AReANT | T, 93Twd AT
SHE SR ST G2 FATEH R RIS 4FCF TR | ST @51 (FOIN- CHTSRT (ZeTRl FACACH
NI PR, FF T (CleTSA TGN (T T I0H (3, [F€ ©fS 708 P P4l I (@R
1 I TS B GO O (TOIT X0 7 [

“Actually, the role of midwives is really important. They assess the mothers, whether it
would be a normal delivery or a caesarean or she should be referred. In fact, midwives
are responsible for this. So, there is definitely a difference in service provision between
the former and the latter (before and after deployment of midwives). What | used to
see earlier—the mothers who are coming to the Upazila Health Complex, normal
delivery might have been done. But assessment or referral or follow-up after being

admitted, these might not have been done that way.”

They also informed that prior to the deployment of midwives, nurses provided services to
pregnant and postnatal patients along with general patients. Due to their busy schedule, they
could not provide normal delivery services with dedication and quality, and they used to refer
delivery patents for even minor reasons. However, according to most local-level managers,
after the deployment of the midwives, the quality of service and number of MNH service

provisions improved significantly. In this regard, one civil surgeon mentioned,

“fCGZF R (TS T (O Q7T I AGTORF @6 HCAT (AP AP ([@C (MR, OIFIT
T[T CTfeTOIAS WITAT (BT (ACYCR | WIF (GO QDIFe (NIFHET FCH- e AGIAF R
ST (F (ST SR PTete 5 BF (TR QWIT B9 Z0R | 93T NCIT N0 Q6T L7 CoFr
R (T G3 TN FIACHE (G =11 (ST GPI (Cfereld) FIce e 1”7

“After the appointment of midwives, the rates of ANC and PNC have been increased,
[and] rates of normal deliveries also increased. And now deliveries are being
conducted maintaining the protocol—i.e., now, service provision is being provided by
making use of partographs and other things. Now, there is perception among people

that girls wearing pink dresses can only do deliveries.”
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Separation of midwives’ services from facility registers

During our review of the record, we found that in most of the facilities, for ANC, delivery, and
PNC services, the midwives’ service data could be separated out from the register. In some
facilities, the MNH service data could not be separated out, as the service data of nurses and
midwives was recorded together. However, for the rest of the services, such as essential
newborn care (ENC), FP services, FP counseling, post abortion care, health education, and
sexual and reproductive health and right (SRHR), service provision data was missing in most
of the UHCs. For example, for FP services, 46% of the facilities did not record the relevant

data in the register (Figure 16).
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Figure 16: Maternal and newborn health service statistics maintained in the register for

services.

Reasons for not recording maternal and newborn health care service statistics

separately in the registers

During the MNH service data collection, we observed that the register book was not formatted
by service provider type to document service statistics by provider type. In some facilities, only
providers’ names were recorded beside each record to distinguish the provider type. We also
observed there was no section to record select MNH-related services (e.g., SRHR, health

education, and FP counseling) in the register book.
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Coordination of midwives with other cadres

We analyzed the data on midwives’ responses on their level of co-ordination with other cadres
at facility level (Figure 17). In our study, midwives have had good coordination with medical
officer, UH&FPO and nurses. But for consultant (Obs/Gyne), nursing supervisors and support
staff, the level of coordination was low. As only in 11 out of 24 facilities, the consultant
(Obs/Gyne) was present, the reported level of co-ordination was assessed using data on 11

facilities only.
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Figure 17: Midwives’ responses on coordination and receiving support from other cadres.
[MO=medical officer, UH&FPO=upazila health and family planning officer]

Findings on good coordination of midwives with other cadres

The quantitative data on coordination was also supported by our qualitative findings. In our
interviews, participants mentioned the good coordination between midwives and other cadres.
According to a group of participants, during the initial stage of the midwifery program, the
coordination between midwives, nurses, nursing supervisors, Obs/Gyne consultants, medical
officers, support staff, and UH&FPOs was not good; however, it gradually improved.

In semi-structured interviews, midwives mentioned getting inspiration and support from senior

providers (e.g., UH&FPOs, medical officers, and consultants) to provide MNH care services

and manage related complications.
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Regarding Obs/Gyne consultants’ support, one midwife said,

“SIICINCE (/NN FVACTET) TIRCeT2 AN FI-IF P 5CeT ST, (i~ (Sfererat e
FIfR, 7 & FI0C 20T CI618 0T (7o | ST STRRSIT SN SNl Sieed wrey f4=iee 7z 1~

“Whenever we call madam (Obs/Gyne consultant), she comes to our labor room, sees
how the delivery is being conducted, and tells us what to do. With her help, we are
learning better.”

In the majority of the UHCs, due to the insufficient number of midwives, i.e., four per UHC, to
ensure 24/7 MNH care, the supervisors and managers organized a roster involving both
midwives and nurses in some facilities. As such, when midwives were on vacation or maternity
or general leave, MNH service provision could continue. When there was no patient in the
labor ward, midwives also supported nurses in general and female wards. However,
thereafter, the Directorate General of Nursing and Midwifery (DGNM) ordered midwives to
solely provide MNH services; as a result, most of the supervisors and managers mentioned
that nurses were no longer assigned to roster duty with midwives. However, in several UHCs,
midwives and nurses were still working together to provide delivery, ANC, and PNC services,
and during emergencies, nurses helped midwives to manage labor patients. Concerning

nurses’ support in the labor ward, a midwife said,

TSI P | ST ANAT (FC YIGIAIAIG 7@ 7 A4 BBC e Tl ANAT @B
ool seav 1 ”

‘When there is [a] rush of labor patients, if we call nurses, they come and help us. Most
of the time, they do newborn management. Moreover, if any of us [are] on maternity

leave or general leave, nurses do our roster duty.”

In addition, nurses shared their duty station and dressing room with the midwives, and nursing
supervisors helped in arranging accommodation in hospital quarters, as there was no
accommodation arrangement for midwives in the UHCs, though the same facility was available

for other hospital staff.
Findings on poor coordination of midwives with other cadres

In the qualitative interviews, the midwives, their supervisors, and local-level managers also
mentioned the poor coordination of the midwives with the other cadres. According to the local-
level managers, at the early stage of deployment of the midwives, there was tension between

the midwives and nurses, and it was not easy to integrate the former in the UHCs. However,
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over time, the coordination between nurses and midwives improved. In this regard, a local-
level manager (UH&FPO) said,

“TF G2 RO STIRFTRT 4T (FI-SfCT51F B1[faE Fqre [ AT F135 (T F0e AR, 9T
XCOT T | ST (ST (TFS F13T NI FIF T ST (T 20T QTG (T2 CoTF FF | T QTGTNZ
(A1) ST (ITF FlEr FCT SR, ©OfF A G2 (FC (FC SAP GHCAIEIG | I [NC ST
A ST OXIF OITARCE GG 8 (6 FICS e (I (AT© AR | A & GF /¢ 4517 MU,
P @ OF I 517 7007 | G/ B 20 (90T, SITHa N4 (P-SF G741 SIeetr |

“The amount of effort/hardwork that had to done to establish coordination between
nurses and midwives was beyond words. They are second-class officers; that’s why
there were ego problems. SSNs (senior staff nurses) have been with us for a long time;
they are senior, and some are very experienced. When the midwives joined, it required
intensive efforts to integrate them smoothly. They are constantly complaining against
each other. Now, situation[s] have been improved; there exists a good coordination

between them.”

During our study, in more than half of the facilities, the post of consultant (Obs/Gyne) was
vacant. In facilities where they were available, their coordination with the midwives was
reported to be poor. The majority of the midwives mentioned that Obs/Gyne consultants
provided services primarily at outdoor and operation theatre (for caesarean delivery) and
exhibited reluctance to visit labor wards and respond on call during evening and night shifts in
cases of emergencies. Several of the midwives also mentioned that Obs/Gyne consultants
relied on senior staff nurses (SSNs) more than midwives in providing MNH services. One

midwife said,

“fIBICET T ACE TSETSY [T @A SICET, WCINCE (F/AZA PPAAEBT) T reeT GG e
2, AT (¥ O T 7 ey GG OIS e @A F0e | [FF N7 SIS (©f AT NI
ey aifees 71, ©rr PR @ @ Fce T |

‘When any patient comes in evening or night with complications, if we call madam
(Obs/Gyne consultant), she gets annoyed [and] asks to contact duty doctor instead of
calling her. But not all doctors are experienced in gynecology; they told [us] to refer the

patient directly.”

When we inquired about the reasons behind this poor coordination between midwives and
nursing supervisors, our qualitative findings revealed that the latter supervise both the nurses

and midwives and are biased toward nurses. Among our study facilities, the nursing supervisor
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was a certified midwife in only one UHC. Regarding the poor coordination with nursing

supervisors, one midwife said,

“BfF (AR FNTOIRENT) @A TP FCA ANH @A AT P, OIAHCE [ SR,
FRTCHRCP 0T - SN (NI ST [NCGZPCAHCP e Vo e | [NCSHIZReas (i 31 20T
TR FCV A 17

“She (nursing supervisor) supports nurses more when there is any problem, likes them
more, refers [to] the nurses as “my girls,” and consider[s] the midwives distant. If

midwives have any issue, she does not help.”

Most of the midwives also discussed the severe shortage of ayas and other support staff in
the UHCs. Though authorities had attempted to fill the gaps in such staff through outsourcing,
due to the shortage of ayas, the midwives faced challenges in conducting normal delivery and
baby management during evening and night shifts. At times, in those situations, midwives

were compelled to ask the help of the patients’ attendants during delivery. One midwife said,

“fIFICET A TS AIZFCE AT TSI SR NG S G, ST (I (TSI PRI ST SN GIPCeT
T I TR SIS AT T, f60easT FHeeT e (F (T (S SIS T G, P (%17 FCT APNS
T 09, O @I TR (¥ NRE ST OIF AR [ (IO F (FeT | (FTRIF GAME &ffS (Aipes
GG CF SR T 77T 1

“There is only one aya in the entire hospital during evening or night shift, so when we
call her during conducting a delivery, she [is] unable to come right away. If we ask,
then she says she's busy in the general ward. She will be late after finishing work.
Then, we conduct the delivery with the assistance of the woman who accompanied the

patient. In [the] labor ward, one midwife per shift is very necessary.”

Quality of care by the midwives

We assessed the quality of ANC and NVD services provided by the midwives. We scored the
QoC for ANC and normal delivery services based on related information obtained through our

observations using the SBM-R tool.

We were able to assess the QoC score for 21 of the 24 facilities included, but could not do so
for three, as no normal delivery took place in those facilities during our three days of

observation.
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As shown in Figure 18, the findings revealed that for ANC, the majority (57%) of the UHCs
scored <50% for QoC, whereas for normal delivery, the majority (71%) scored >=75%.

Moreover, 6 of the 21 facilities had a QoC score of 80% or higher for normal delivery.

100
90 For NVD, majority (71%)
of the UHCs scored

A 80 >=750% for QoC . o gl o ¢ oo
S 60
9 50
o
@ 40
Q 30 For ANC, majority (57%)
(0 20 of the UHCs scored
<50% for QoC
10
0
0 10 20 30 40 50 60 70 80 90 100

QoC Score for ANC

Figure 18: Quality of care (QoC) score for antenatal care (ANC) and normal vaginal delivery
(NVD) services by the midwives by Upazila Health Complex (UHC).
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Figure 19: Relationship between quality of care
(QoC) score for antenatal care and coordination
of midwives with the medical officers.

The overall QoC score for ANC rendered by the midwives was 51.9% (Table 3). When we
examined this score based on the different components of ANC, the score was below 50% for
initial evaluation by the receiver (18.8%), general medical history taking (46.5%), and birth
planning (25.4%).
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Table 3: Percentage of quality of care score for different components of antenatal care

performed by the midwives.

Components of Antenatal Care n % of score
Initial evaluation by the receiver 72 18.8
Cordial and respectful receiving by the provider 72 83.4
Obstetrical history taking 72 71.4
General medical history taking 72 46.5
Physical and obstetric examination 72 57.8
Individualized care based on findings and protocols 72 60.0
Birth planning 72 25.4
Care planning 72 69.2

Total 72 51.9

However, the overall QoC score for normal delivery (76.4%) was relatively better than that of

ANC. Splitting the QoC scores by different components of normal delivery revealed that only

one component, i.e., disposal of used instruments and medical waste, fell below 50%. The

majority of the 19 different components of normal delivery yielded a QoC score above 80%

(Table 4).
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Table 4: Percentage of quality of care score yielded for different components of normal vaginal

delivery performed by the midwives.

Components of Normal Vaginal Delivery N % of score
Initial assessment 50 56.7
Explanation of services to be provided 50 98.9
Review and filling out of clinical history 50 86.3
Physical examinations between contractions if time allows 50 67.0
Obstetric examination between contractions if time allows 50 89.6
Vaginal examination 50 89.5
Use of partograph and adjustments to the birth plan 50 74.6
Preparation to assist birth 51 79.5
Assisting the woman to have a safe and clean birth 51 79.9
Initial assessment of the newborn and provision of
immediate newborn resuscitation if needed a1 99.3
Active management of the third stage of labor 50 73.1
Immediate postpartum care 50 82.1
Disposal of used instruments and medical waste 50 49.7
Monitoring of newborn in immediate postpartum period 51 77.2
Close monitoring of the woman for at least two hours after
the birth o1 °8.1
Neonatal resuscitation if needed 51 93.8
Encouraging the woman to walk around 24 100.0
Applying. ~no touch, single application of 7.1% 34 971
chlorhexidine to the newborn’s cord stump
l(;l;?vgslrformlng any harmful practices during or after 34 100.0

Total 51 76.4
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Supervision and mentoring of the midwives

Midwives’ supervisors

In our study, in 21 out of the 24 facilities, the nursing supervisor was also the midwife

supervisor, and in 3 facilities, the nurse in 24
21

charge was the supervisor. Only when the
post of nursing supervisor was vacant was | 2 16 n=24

. . . S
the nurse in charge the supervisor (Figure | &

o
20). # 8
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0 [ ]
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Figure 20: Midwives’ supervisors.

Gaps in supervision and mentoring of midwives

The nurse and midwife supervisors were the same, i.e., the nursing supervisor or nurse in
charge. The nursing supervisor was a certified midwife in only one UHC (Muktagacha).
However, in some UHCs, medical officers or Obs/Gyne consultants supervised the midwives
on clinical aspects, and nursing supervisors prepared rosters, granted days off and leave,
regulated training, and managed logistics and equipment supply etc. Regarding the gaps in

supervision, one nursing supervisor said,

“QINTEF (& T TNTORZATA AR ©iwd NOSHZFIF [ AINCE Teerer W, AAE AT
FRBIIE 2037, I | ©FF1 7T 6 [NCeNZF 72 QFTAFE TAROIZEIT IR STCCIIT TIPS I A |

“Our nursing supervisors do not have updated knowledge of midwifery; many of them
are elderly, going to retired. They are supervisors of both nurses and midwives and

are busy at indoor.”

Our qualitative findings also identified that there was no structured supportive supervision
system in most of the facilities. Moreover, in the majority of the UHCs, consultants (Obs/Gyne)
were either not regularly available to supervise MNH services performed by midwives or the
post was vacant. Regarding the gaps in clinical supervision, one UH&FPO said,

“oInd (CSHIZPns) [PfaaIeT Prerefer FfaGIRR TGN Gy QT AZ ST SR, (68
PR (ETCSCeT 0K 71, TS 7 | P FTAACT B TP T AP, G T[T © 7y 6377 |~
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“Gyne consultants are there to monitor and supervise the midwives' work, but it is not
at [the] required level. In fact, it is also impossible because the consultants are very

busy and works here three days in a week.”

Moreover, in some UHCs where the nursing supervisor was male, clinical services were not
properly supervised. Considering the cultural context of Bangladesh, there are limitations

regarding a man performing clinical supervision in the labor room/ward.

Gaps in theoretical and practical modules of the midwifery diploma

course

Completion of modules of the midwifery diploma course

Regarding completion of the modules in the diploma course, for both government and BRAC-
supported NGO institutes, about 90% of the midwives reported that the modules of the
theoretical course were completed in due time. However, for the practical course, about 80%
of the midwives who graduated from government institutes, as compared to 100% who
graduated from BRAC-supported NGOs, said that not all of the modules were completed

during their diploma course (Figure 21).
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Figure 21: Midwives’ responses on completing the modules in their diploma course by
institution type.

[BRAC= Bangladesh Rural Advancement Committee, NGO= Non-governmental organization]
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Reasons for not completing the modules

When we asked the midwives why they did not complete the theoretical modules, the key
responses included a shortage of teachers, teachers being on leave, or irregular presence of
teachers in the classes. Other reported reasons were modules not being completed/developed
for the first batch of students. They also mentioned that the lectures were mostly note based

and that no reference book was suggested (17%) (Figure 22).

Regarding the reasons for not completing the practical modules, the primary responses
included lack of opportunity to practice normal delivery (67%), lack of opportunity to practice
different MNH care services (e.g., ANC, PNC, postpartum FP [PPFP], menstrual regulation
[MR], and post abortion care [PAC]) (33%), practical classes not having been organized for
the first batch of students (13%), and insufficient availability of dummies or models/instruments
in the practical lab (13%) (Figure 22).
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Figure 22: Midwives’ responses on reasons for not completing the modules.
[NVD=normal vaginal delivery, ANC= antenatal care, PNC=postnatal care, PPFP=postpartum family
planning]

The quantitative data was also supported by our qualitative findings. Concerning the reasons
for not completing the theoretical course, in the semi-structured interviews, the midwives
mentioned the lack of teachers and irregularity of teachers attending the classes. In this

regard, one midwife said,
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“TNF TN IV FICT 0T AFOIY [F& BHIF ANl TS ... FIT Ve N svery B
I N P OfF Gfeve-9 FeaF 3T Az |7

“Frequently, we used to sit in the class, but the teacher didn't come on time ... and
sometimes, we heard that the teacher won't come because he is abroad for receiving

training.”

One of our IDI participants from a government midwifery institute also discussed the shortage

of teachers in their institute, stating,

“SITTE FABGCs NCGIRTIT (R FIRGF ST &I CITlE foeT q1ea Aroer f2el, 775 SN
O 04y BIS SN X &I ©fl <oy NG @ (&enee Pifze e 5o e e
ST NG [T FfR, QTG (BT [*156F SFICHT QLT 3T T | & e A 7 F137 fyery, feqer
RIteT (72 92 FIer TR | (72 IR T NGHIT FICT GIHR, G201 FIT #1717 (907 Q27 9F Ty
<SR, (58 SICEFET FICT SZCCTA ST &) 0T AR, GO0 & ACIIF @ @l e’
“Initially, our institute had a satisfactory number of faculty members, means seven
faculty, for the midwifery course. However, last year, four of them were promoted and
transferred to different hospitals and districts in senior positions. Now, we are only
three instructors, and no new teachers have been assigned to us since. The teaching
load of seven faculty members now falls on just the three of us. | started taking class
since this morning at 8:30; after taking two consecutive classes, now, | am having a
quick breakfast while students of another class are waiting for me. Under these
conditions, is it even possible to maintain [the] quality of teaching?”

Similarly, our qualitative interviews also identified faculty retention as a major challenge for

private institutes due to a high tendency for teachers to switch to government jobs.

A key reason for the midwives not completing the practical modules was identified as a lack

of practice opportunities. One midwife said,

“TTIT PO PIPR RAIF RIS AR ANE L, ({2 PPHF e @ 47ce et 71, Iecer
TSINRITST SAF (RIG | TP TN 2B/ GIGIFANG (T AIFCST, SYTCS! e 5137 712 [~

“l didn't get a chance to see or do anything in the labor room. [The] sister who was
there didn't let me touch [the] patient; she said, “You are too young.” Sometimes, intern

doctors were also there; then, there was no more chance.”
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Supporting this, one central-level program manager mentioned,

“RIZCSG (TFF (AP (F FAF GG AP AT QRO FHCS A, CTRITHIF (ElSIZCIFA]
213ceb 517 @ RICHIRE (TOIT GG F0© bIFAT | ST T/ CIGRAre o FHee A,
G (T CSTITFT ST e FF | 58 (%7 e Pfagany q@idl 192 enfFer Jear e
R "

“Students from the private sector who go for practical in government hospitals, the
providers there do not want to allow private teachers and students to do so. Since
intern doctors also go to practice, there are less opportunities for midwives. However,

everyone needs to have opportunities for practice according to their curriculum.”

However, the midwives from BRAC-supported institutes had their six-month internship at

BRAC maternity centers. They received training in both community and maternity centers.

Several midwives mentioned the lack of dummies or instruments in their practical classes as
a reason for not completing the practical modules. One midwife said,
“PICT T FoCH T IV (ON [*F fowar, TGeNT I FFANSIT (B PN AFF NG K GG
AT T (AT e TSI o, G@TT FIF S eIy 1 |”
“There were no models or dummies in the lab. Since there were only a few sets of tools

or equipment, students had less opportunity to see them in one sitting, and we were

even unaware of their names.”

Suggestions regarding adding new topics to the diploma course

A substantial proportion of midwives opined that there was a need to add additional topics to

both the theoretical and practical courses of 100
80
60
40
20

0

the midwifery diploma training (Figure 23). n=80

% of midwives

Theoretical course Practical course

Figure 23: Midwives’ suggestions on
additional topics for the diploma training.
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Suggestions on specific topics to include in the diploma training

The primary suggestions regarding additional theoretical topics were as follows: FP/PPFP with
counseling; adolescent/pre-pregnancy care; MR/PAC; newborn care/ENC/pediatric
care/neonatal intensive care unit (29%); documentation of MNH data/ register book/computer-
based record keeping (26%); and visual inspection with acetic acid (VIA) (23%). For the
practical module, the most suggested additional topics were as follows: PPH/retained placenta
(42%); PPFP/FP/IUD (30%); VIA (28%); newborn resuscitation/help baby breath (26%); and

eclampsia/preeclampsia/postpartum eclampsia (21%) (Figure 24).

% of midwives
0O 20 40 60 80

% of midwives
0O 20 40 60 80

FP/PPFP with

|

counselling (PPIUD)/ PPH/Retained
Adolescent and... placenta
PPFP/family
Newborn
care/ENC/pediatric - n=31 via [ n=43
care/NICU
Documentation of Newborn
MNH data/register - resuscitation/HBB ]
book/record...
Eclampsia/preeclam
psia/post partum... F .
VIA F Theoritical Practical

Figure 24: Midwives’ suggestions on including specific topics to the diploma course.

The findings from the quantitative interviews also complemented our findings from the
gualitative interviews. In support of adding FP topics to the diploma course, one midwife
mentioned,
“ @7 AT AfaEgar [ [eifae @ e AT 712, e Fhee 9o J30e AR & SN
Feifrazf [aea FrScefer: RARIGT Y wa@ia foet, [Reea e (H-w1330fC R oiemers f#1ieeT
e ezgwma et #r | "

“In the course, we didn't really learn the specifics of family planning, but when we
started working, we realized that we needed to learn counseling about PPFP.
Especially learning about post-partum intrauterine device (PP-1UD) would be useful for

midwives.”
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Another policy-level stakeholder mentioned the need for engaging teachers with experience

in FP services, saying,

“ria BoIaT @S Tt amareree e o Hfasi e sreit wifees w1, @it Fifafer-
A7t R T wfos witew o7l Resaswmea ST e @+ srfear zeer |”

“Most of our teachers come from a nursing background and have less knowledge on
PPFP. It would have been more beneficial for those with knowledge on family planning

to attend the midwives' classes.”

The midwives emphasized the need for giving importance to complication management in

both lab and hospital settings, stating,

“FAfe1935, QPeTINRN, [ABET ACTH!, AT [FETIPIGT 9PN SIET 7 Givere! Ficaews JT
Gy NS T G TSN, U2 GIRAICOR &P le FIeAl Cfow |

“Practice should be done in both the lab and the hospital for complications such [as]
PPH, eclampsia, retained placenta, baby resuscitation, and others in order to learn

care.”

Several policy-level stakeholders suggested fixing the target number of observations for

practical sessions. In this regard, a stakeholder from a midwifery institute said,

“IGGIZFAT TS 79 FICTTET AT AT (Tereyy ©lend Af T BI#1twa G177 GIes (vl ©fow, et q
I (PG BITG 712, 58 Q120S5 (/TP (VAT FA R, 94T, ey, cefererdr, fHed @ a-
RFrge 91 SICR (317 (] FOUTE At 207 | 5T GNTOIT FST TF (T 8o 6 BTG tefererag year
FI5 ZIMT GO (AT, (PG 3T 8 AT ZANT GO Qfops 3741 ST (FId ST GOerETf
facers N7 o=t 1

“Midwives should be given targets on every topic so that they can learn all the tasks;
there is no fixed target in government (institutes), but in private (institutes) it is
mentioned ANC, PNC, delivery, and newborn care. There is a fixed target of service
provision. It is counted in such a way that out of 40 targets of deliveries, this certain
number have to observe in the first year, this certain number have to assist in the
second and third year, and this certain number have to perform by yourself in the fourth

year.”
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For FP-related practical sessions, the line director of the DGFP suggested that midwives could
receive hands-on training from local-level FP facilities, such as training on counseling and
service provision for PPFP from Mother and Child Welfare Centres.

Barriers and challenges to implementing the midwifery program

Barriers and challenges at the facility level

In our qualitative interviews, the midwives, their supervisors, and local-level managers
mentioned several barriers and challenges to implementing the midwifery program at the
facility level. Most of the study participants expressed concern regarding the shortage of
midwives at UHCs. According to them, having only four midwives at each UHC was not
adequate to ensure 24/7 maternity services. They also mentioned that in UHCs, it was tough
to maintain midwife roster duties with only four midwives, any of whom might take a day off
after a night shift or go on general or maternity leave. As such, smooth provision of MNH

services was not always possible.

To solve this problem, in some UHCs, authorities had engaged SSNs along with midwives to
provide MNH services. Moreover, with the permission of authorities, in several complexes,
midwives were being engaged in double-shift duties (evening and night; night and morning; or
morning and evening shifts) and also available on call, resulting in an excessive workload for

them. In this regard, an Obs/Gyne consultant working at a UHC said,

“ QTG @ @RI ISR (T frce Stid (O STIZTne) 8 Ted ©td (AIIehT (I3 T
317, IF N0 GFCH WIGRAAD foro-« Sy, SR PIFS Bo A, PG (© GF A | (F G TS
GGG (F) ez 57 2ok sova (e sFIZwwma) M Eqeq P17 & | ©F SHS biFe
e sz1EF i <APCer ©CF FMfSTGTT (PIRMeAG SeFT ©rea geef |

“To serve ANC/PNC and labor patients, the load on four of them (midwives) is quite
heavy. Among them, one might be on maternity leave, some might have [a] holiday,
[and] some might have [a] day off. Therefore, we are forced to engage SSNs (senior
staff nurses) with them (midwives). But if there were four additional midwives, the

quality of services would have been better.”

Another major challenge mentioned by our study participants was the unavailability and
irregular presence of Obs/Gyne consultants at the facilities. During our study, we observed
that in 13 of the 24 facilities studied, the Obs/Gyne consultant post was vacant. In facilities

where an Obs/Gyne consultant was posted, their services were not regularly available.
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According to the majority of the participants, this hindered the proper monitoring and
supervision of the midwives, which resulted in a lack of confidence among them concerning
managing MNH complications and hampered the quality of MNH service provision. Regarding

this lack of consultants, one UH&FPO said,

“SIF MGEET (AT FRF TR A, NCSTEIF R, TET WR, GITIRPISH T Wiy, 8
R t7oy f7e3, fofv2 T2 | M QT A1EN FTATGDE 712, ©r2eet Afad GRIbT [Ferd faear

‘l have everyone to provide maternity care. There are midwives, there are doctors,
there are anesthesiologists, but there is no one who will lead. | mean, | don't have a

gynecologist, so how can | provide the full service?”

Our gqualitative findings also revealed that gaps in the orientation of the midwives and their
supervisors on SOP and the lack of supportive supervision worked as barriers to implementing

midwifery services, the details of which were discussed earlier in this paper.

The majority of the study participants mentioned that there was no dedicated support staff
(e.g., ayas, cleaners, and security guards) for labor room and maternity units. Most of the
midwives mentioned that the lack of full-time ayas and cleaners for labor rooms prevented
them from providing quality midwifery care. Moreover, many of the participants also mentioned
that MNH service provision was compromised due to the lack of security guards in front of

ANC and labor rooms. Regarding the lack of support staff, one Obs/Gyne consultant said,

JF O 7 GANC FET FAR, RGN GRICHT A7 90 AfTHT ST Gy et F8 (72 1
ORI [AFICET JT TS @ GBTCGT WIS PRI Sy (FI Pripeias Mes 718~

‘It is important to have support staff in the labor room. There is no full-time aya for
smooth conduction of delivery; if you call the aya, she is working in another ward.
Similarly, there is no separate cleaner to clean the labor room after delivery. Besides,

there is no security guard to manage patient attendants in the evening or night.”

All of the supervisors and local-level managers said that there was no allotment of hospital
guarters/dormitories for midwives. In some UHCs, UH&FPOs had arranged accommaodations
for the midwives in the staff quarters. However, the midwives were reluctant to stay there due

to high rent costs and poor quality of housing.
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Barriers and challenges at the central level

Lack of manpower at the DGNM functioned as a barrier to effectively managing administrative

activities and the recruitment process for the midwifery program. One Kl said,

SN O &Y RGHNCHT e f, Gewd SNl e, toifo5e, Bereiaeiz Sl (g FIer S0
i

“There is a shortage of manpower at the central level. Actually, we, only 2—4 people,
are doing work for midwifery program. We are doing not only the recruitment work but

also many other works including capacity building, posting, transfer.”

Another major challenge they faced at the central level was frequent change/transfer of high
officials causing delay in administrative activities. In this regard, one representative of a

professional body said,

“feferanay-a7 Toomg FIPeRIZ NCIZwend (Al 993 Io7 fSfmia (31 | 8 G 37
REPCDIT (58 2, o GFE TIRAFET T3 PIEHT JHTS JHCOL FIIT (66 Z0F JIR | AT TOF
FC T S 4G & FIZAGT (TITAE WGP PR, GOIA2 68 (@Al 207 Iz | ”

“High officials of [the] DGNM are the main decision-makers regarding any matter of
midwives. But they transfer very frequently. As soon as a new director comes [and]
starts understanding the responsibility, and he gets transfer[red] again. Until someone

new comes, that file is stuck there; this is how any process gets lengthy.”

In the Klls, participants suggested to create additional administrative posts at the DGNM
(deputy directors, assistant directors, officers, etc.) for smooth operation of midwife
recruitment, posting, training, and related activities. They also suggested that high officials
should be retained for at least five years to develop ownership and contribute to realistic
refinement of the midwifery program for its successful adaptation in the health system.

Regarding the need for additional managers at the central level, one respondent said,

“ QIIT QTR (O Qe <A1 FEPIR, ST CIZFES A APP- AFPTID NCSHE R TR T
G FNCSTEZFIR ARFET T A G FHRIF, e O SHZFEa ZEAE510e S FTweT
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“Here, a separate administrative department (midwifery department) is needed; there
might not be a separate director. The number of assistant midwifery directors and
midwifery officers needs to be increased, i.e., if there [were] more clerical staff in the

midwifery unit, we could do the recruitment work more quickly.”
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Conclusions and recommendations

The study found that midwives at UHCs in Bangladesh have good knowledge on ANC,
partograph use, and newborn care but require improvement in delivery, complication
management, and FP services. Moreover, they lack confidence in independently managing
MNH complications, primarily requiring the help of doctors and nurses in such cases. They
also have major gaps in the understanding of their SOP and job responsibilities. The main
reasons for this lack of knowledge on include lack of on-the-job training, related subject matter
not being covered in their diploma course, and the midwives’ limitations in understanding in
English. Moreover, the midwives are not allowed to prescribe common drugs, recommend
diagnostic tests, or refer patients, although these tasks are mentioned in their job
responsibilities.

In the facilities we covered, the midwives were primarily engaged in providing ANC, but their
independent engagement for conducting normal delivery remained low. The QoC for ANC
provided by the midwives was poor in the majority of the UHCs, but that for normal delivery
services was moderate. The midwives faced challenges in performing their responsibilities in
good coordination with consultants (Obs/Gyne), nursing supervisors, and support staff.
Moreover, there were major gaps in their supervision and mentoring. The midwives
interviewed suggested a need for including new topics in both the theoretical and practical

modules in the midwifery diploma course.

Based on the study findings, we make the following program- and policy-level

recommendations:
Recommendations at the program level:

1. Refresher training of the midwives on their job responsibilities and SOP should be
initiated immediately using the Bangla module.

2. An enabling environment should be created at the facility level by addressing the gaps
in dedicated support staff, equipment, and logistics so that midwives can perform their
tasks as per their SOP and maintain good QoC.

3. All vacant consultant (Obs/Gyne) posts should be filled and their availability ensured
for supportive supervision of the midwives.

4. Guidelines should be developed and implemented for supportive supervision of the
midwives to improve their confidence level and coordination with other cadres for

delivering quality MNH care services.
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5. A thorough assessment of the midwifery curriculum and its implementation process

should be undertaken, covering the institutes in both the public and private sectors.
Recommendations at the policy level:

1. In each UHC, an additional four midwives should be posted for 24/7 smooth operation
of midwifery services.

2. Midwives should be allowed to perform their job responsibilities as per their SOP,
including prescribing medicine, advising on diagnostic tests, and referring patients.

3. The DGNM'’s capacity should be enhanced by providing additional directors and

officers with a longer duration of stay for smooth operation of administrative activities.
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