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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 

2. To document the tasks performed by the midwives at their workplace 

3. To understand the “enabling environment” of service provision for diploma midwives 

in their workplace 

4. To assess the quality of antepartum and intrapartum care rendered by the midwives  

5. 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. 

 

 

 

 

 

 

 

 

 

 

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. 

Quantitative 

Knowledge test 

Observation at facility 

Semi-structured interview 
of midwives 

Qualitative 

Key informant interview 

In-depth interview 

Figure 1: Study design. 



 
 

 

Figure 2: Study sampling design. 
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Sreemangal(3) 

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

questionnaires 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 

questions in relation to  

✓ 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 

✓ 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 

• Preparatory activities  

• History taking 

• Physical examination  

• Care based on findings 

• Advising on birth planning  

• Scheduling revisits 

• Rapid initial assessment  

• Explanation of services  

• History taking  

• Clinical procedures  

• Assisting woman for safe birth 

• Immediate postpartum care  

• Monitoring mother and baby 

• 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 (KIIs) 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 KIIs, 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 

questionnaire 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).  

 

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 

(NGO) scored similarly. In our study, only one 

midwife had graduated from a private 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 

manage MNH complications confidently in 

only some cases. 

 

 

 

 

 

 

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, 

ÒAvgvi GLv‡b wgWIqvBdiv †ek `ÿ, GB †h †cwiwbqvj wUqvi Av‡m, A‡bK mgq wcwf weøwWs Av‡m-GB wcwf 

weøwWs †`‡L A‡bK mgq †gwWK¨vj AwdmviI fq †c‡q hvq, ZvivI mvnm cvq bv †h wKfv‡e wK Ki‡Z n‡e| 

Yes, 
confident 

(17%)

Yes, confident 
in some cases 

(83%)

n=80

Figure 5: Midwives’ confidence in managing 

maternal and newborn health complications. 
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wKš‘ wgWIqvBdiv wVKB ey‡S †h wK Ki‡Z n‡e, cÖ‡qvR‡b Avgvi †njc †bq Avevi A‡bK mgq Iiv GKvI 

g¨v‡bR K‡i| ‡hgb- bvBU wWDwU‡Z †Zv Avi Avwg _vwK bv| ZLb Iiv GKv GKv g¨v‡bR K‡i, nq†Zv Wv³v‡ii 

mvnvh¨ †bq ev †idvi Kiv jvM‡j wb‡RivB †ev‡S Ges Wv³vi‡K Rvbvq|Ó 

“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, I 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,  

ÒwgWIqvBd‡`i †mevcÖ`v‡bi `ÿZv†Zv fv‡jvB †`wL- fv‡jvB‡Zv †Wwjfvix Kivq, gv my¯’¨, ev”Pv my¯’̈ | KB! 

beRvZ‡Ki ev_© Gm‡dKwkqv †Zv †`wL bv! KB! Avwg †Zv Wv³vi†`i Kv‡Q †_‡KI ïwb bv ‡h GKUv †ivMx‡K 

†Wwjfvixi ciciB †idvW© Ki‡Z n‡q‡Q! Avgvi Kv‡Q‡Zv g‡b nq, Avgvi wgWIqvBd‡`i AvZœwek¦vm fv‡jvB, 

†Wwjfvix †Km wgm K‡i bv| Lyyye KgB †Zv †idvW© nq|Ó 

“Midwives have good service provision skills. They do delivery well. Now, the mother 

is healthy, [and] the baby is healthy. Where! I don’t see any newborn birth asphyxia. 

Where! I 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, 

ÒwgWIqvBdiv bZzb cvk K‡i wb‡qvM cv‡”Q, †Zv †`Lv hv‡”Q †h ‡Wwjfvixi RwUjZv¸‡jv Zviv Rv‡b wKšÍ A‡Zv 

w¯‹jW n‡q Av‡m bvB| GLb a‡ib †h wWDwU wcwiq‡W wi‡Ub cøv‡m›Uv Avm‡jv, nqZ ‡c‡k›UUv k‡K Av‡Q, 

KZLvwb k‡K Av‡Q ev g¨v‡bR‡g›UUv wKfv‡e n‡e?- GB wel‡q Zvi †Zgb Kbwd‡WÝ bvB|Ó 

“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).  

 

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 [IUD]/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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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). 

 

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). 

 

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). 

 

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,  

ÒbZzb wgWIqvBdiv Avm‡j A‡ZvUv G·cvU© n‡q Av‡m bvB ev hviv cyiv‡bv Av‡Q Zv‡`i †Zv †UªwbsI †Zgb nq 

bvB, †mB ch©v‡qi `ÿZv ‰Zix nqwb| a‡ib- †Wwjfvixi mgq weªP †cª‡R‡›Ukvb, Zvic‡i wcwcGBP g¨v‡bR Kiv, 

GB¸jv Iiv GLbI cv‡i bv ev K©bwd‡WÝUv mevi mgvbI bv|Ó  

“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, 

ÒGKUv †eexi R‡b¥i ci ev_© Gm‡dKwkqv n‡j, †mUvi wimvwm‡UU Ki‡Z n‡e, wKš‘ †c½yBb mvKvi bvB, mvKvi 

†gwkb bó, wewfbœ mvB‡Ri gv¯‹ bvB| ZvQvov RwÛm n‡j d‡Uv‡_ivcx †gwkb bvB- GKUv wbDeb© g¨v‡bR Ki‡Z 

G¸jv †iwW _vKv‡Zv `iKvi|Ò 

“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, 

ÒDwb (MvBbx Kbmvj‡U›U) mßv‡n ïay wZbw`b GLv‡b Av‡mb, evKx w`b Ab¨ Dc‡Rjvq hvb| Ab¨ mgq AbK‡jI 

_v‡Kb bv| Avgv‡`i GLv‡b mve©ÿwYK bv _vKvq ‡jev‡ii †ivMx‡`i RwUjZv n‡j g¨v‡bR Kivi mgq Avgiv 

GKUz Pv‡c, gv‡b †Ubk‡b _vwK|Ò 
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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, 

ÒwgWIqvBdiv †Wwjfvix Kiv‡Z Af¨ Í̄ I AwfÁ, ‡Kvb †Wwjfvix Kivi Av‡M Zviv nq‡Zv g‡b Ki‡Q GUv 

bvBbwU bvBb cvi‡m›U ¯v̂fvweK n‡e, wKšÍ Iqvb cvi‡m›U †b‡MwUfI nB‡Z cv‡i| †KmUv hw` ¯’vbxq cÖfvekvjx 

Kv‡iv nq, gv‡b hLb I‡`i Dc‡i cwjwUK¨vwj PvcUv Av‡m- †hgb Rvb‡Z Pvq †h ev”Pv nB‡Z Avi KZÿY jvM‡e 

A_ev gv I ev”Pvi jvBd M¨vivw›U Pvq, ZLb wgWIqvBdiv bvf©vm n‡q hvq, Kbwd‡WÝUv nvivBqv †d‡j|Ó  

“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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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, 

ÒcÖwZw`bB ¯v̂ ’̄¨‡mevq bZzb bZzb Z_¨ ev †UK‡bvjRx Avm‡Q| GB wbD †UK‡bvjwRi mv‡_ Zvj wgwj‡q Pjvi 

Rb¨ I‡`i‡K (wgWIqvBd‡`i‡K) wi‡d«kvi †Uªwbs w`‡q Avc‡WU Ki‡Z n‡e| Zvici †h¸‡jv Rv‡b, †hgb bigvj 

†Wwjfvixi wewfbœ †÷c¸jvi DciI wi‡d«kvi †Uªwbs `iKvi, †hgb- Kvj‡KI †`‡LwQ GKUv ev”Pv‡K †eª÷ wdwWs 

wVKg‡Zv Kiv‡Z cvi‡Qbv, gv‡b ev”Pv Kv`u‡Q, gv‡qi ey‡K GUvP&‡g›U cwRkb n‡”Qbv| Ó  

“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, I 

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, 

ÒGKUv †Wwjfvix Kbwd‡W›Uwj Ki‡Z gWvb© †Wwjfvix IqvW© gv‡b AeRvi‡fkb iæg †_‡K ïiæ K‡i I‡qj 

BKzBcW †jevi iæg- †hLv‡b Riæix WªvMm& mn wd«R, ỳBUv ‡Wwjfvix †Uwej, ‡`qv‡j MvBWjvBb¸jv _vK‡e| 

wbDeb© g¨v‡bR‡g›U Avi 24 N›Uv Avëªvm‡bvMÖvg, Bgvi‡RÝx eøvW UªvÝwdDkb BZ¨vw`i e¨e¯’v _vKv `iKvi|Ó 

“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,  

ÒDc‡Rjv †j‡f‡j MvBbx Kbmvj‡U›U, BDGBPGdwcI- Dbv‡`i mv‡_ wgWIqvBd‡`i hw` wbqwgZ B›Uv‡iKkb 

_v‡K ZLb wKš‘ AvZœwek¦vmUvI evo‡Z _v‡K| KviY gv‡q‡`i †mev wbwðZ Ki‡Z Dbviv wgWIqvB‡di Dchy³ 

cwi‡ekUv w`‡Z ‡Póv K‡ib|Ó 

“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, 

ÒPviRb wgWIqvBd 3 wkd‡Ui Rb¨ h‡_ó bq| weKvj ev bvB‡U †Kvb RwUj †ivMx Avm‡j GKv GKv Kbwd‡W›Uwj 

g¨v‡bR Kiv Uvd| cÖ‡Z¨K wkd‡U `yBRb K‡i QqRb jv‡M| Gi c‡i ỳBRb‡K †Zv Ad ivL‡Z n‡e| ‡gvU 8 

Rb n‡j g¨vUvibvj mvwf©m¸‡jv AviI fv‡jv K‡i †`Iqv hv‡e|Ó 

“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. 

 

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). 

 

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,  

ÒhLb I‡`i Re n‡jv Zvi ci ciB I‡`i GmIwci Dc‡i †UªwbsUv Kiv‡bv DwPr wQ‡jv| Kvib ZLb †_‡KB ‡Zv 

Zviv GB Kv‡Ri m‡½ m¤ú„³, †Uªwbs bv _vKv‡Z GKUz KbwdDRW, †Rvi Mjvq ej‡ZI cvi‡Z‡Q bv †h †Kvb 

†mevUvi ci †KvbUv, KZUzKz w`‡e- GKUz †e‡a hv‡”Q GB Avi wK| Avm‡j Re nIqvi ci ciB GmIwc-Gi 

Dci †Uªwbs `iKvi wQ‡jv|Ó 

“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, 

Òhw`I Avgiv Bswj‡kB covïbv (wW‡cøvgv Bb wgWIqvBdvwi) K‡iwQ, Bs‡iwR‡Z GmIwc c‡owQ, wKš‘ evievi 

co‡Z AvMÖn Av‡mbv, A‡bK RvqMvq gv‡bUv eyS‡Z AmyweavI n‡q‡Q| GRb¨ Bs‡iRxi cvkvcvwk evsjvq _vK‡j 

`iKvi n‡jB Ly‡j †`LZvg, co‡ZI BwR (mnR) n‡Zv|Ó 

“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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ÒAek¨B GUvi (GmIwc) Dci wgWIqvBd‡`i mn Avgv‡`i mevB gv‡b Avgiv hviv I‡`i‡K wbqš¿Y Kwi †hgb: 

Avwg, bvwm©s mycvifvBRvi, Aem&/MvBbx KbmvjU¨v›U cøvm Avgvi †h GgI (‡gwWK¨vj Awdmvi) Ges AviGgI 

(‡iwm‡WwÝqvj †gwWK¨vj Awdmvi) meviB Iwi‡q‡›Ukb _vKv DwPr| KviY Avgv‡`iI hw` GmIwci Dc‡i †Uªwbs 

nq Zvn‡j Avgiv Rvb‡Z cvi‡ev- Zviv (wgWIqvBdiv) ‡ivMx‡`i‡K KZUyKz ev wK wK ‡mev w`‡Z cvi‡e|Ó 

“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 KIIs 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, 

ÒcÖ_gw`‡K bvm©‡`i Iwi‡q‡›Uk‡bi mv‡_B wKQz wKQz wgWIqvBd‡`i‡K Iwi‡q‡›Ukb †`qv n‡qwQj, ZLb 

wgWIqvBd‡`i ‡Kvb †Uªwbs gwWDjI wQjbv, c‡i †mUv ˆZix Kiv n‡q‡Q, Avi †Uªwbs hviv w`‡q‡Q Zviv wQj g~jZ: 

bvwm©s eª¨vKMvD‡ÛW|Ó 

“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 pregnancy 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 pregnant women, one midwife said,  

ÒwgWIqvBd wn‡m‡e Avgiv GGbwm gv‡q‡`i wKQz Jla wjL‡Z cvwi, †hgb: Avqib, K¨vjwmqvg, dwjK GwmW BZ¨vw`| 

wKš‘ Avgiv †m¸‡jv wjL‡Z cvwibv, cÖ_g w`‡K hLb wjLZvg, m¨vi (UH&FPO) wjL‡Z bv K‡i w`‡q‡Qb|Ó 

“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, 

ÒAvgv‡`i‡K (wgWIqvBd‡`i‡K) Wv³viiv GGbwm I †jevi †ivMx‡`i‡K †Kvb Bb‡fw÷‡Mkb wjL‡Z †`b bv, 

hLb wjLZvg ZLb Dbviv ivMvivwM Ki‡Zb| Avm‡j Dbviv Rv‡bb bv †h Avgiv G¸‡jv wjL‡Z cvi‡ev|Ó 

“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). 

  

 

 

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 
number of 
services  

Antenatal 
Care 

(n = 20) 

Normal 
Delivery (n = 

23) 

Postnatal 
Care 

(n = 17) 

Newborn Care 
(n = 10) 

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 
(Range) 

290 
(70–1435) 

40 
(6–205) 

64 
(14–233) 

45 
(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 
(Range) 

 6 

(0–90) 
9 

(0–29) 
3 

(0–29) 
3 

(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, 

ÒwgWIqvBd‡`i fzwgKv Avm‡jB ¸iæZ¡cyY©, Dbviv gv‡q‡`i‡K G‡mm& K‡ib †h †KvbUv bigvj †Wwjfvix, †KvbUv 

wmRvwiqvb A_ev †KvbUv †idvi Ki‡Z n‡e, Avm‡j wgWIqvBdiv GB wel‡q `vwqZ¡kxj| †mv, GB‡ÿ‡Î cv_©K¨ 

Aek¨B Av‡Q Av‡Mi Ges c‡ii †mev cÖ`v‡bi ai‡bi mv‡_| Av‡Mi †hUv †`LZvg- Dc‡Rjv †nj_ Kg‡cø‡· 

gv‡qiv Avm‡Q, hvi bigvj †Wwjfvix nIqvi †mUv nqZ n‡q †h‡Zv, wKš‘ fwZ© ‡i‡L G¨v‡mm‡g›U Kiv ev †idvi 

Kiv ev d‡jvAvc Kiv- G¸‡jv nqZ †mfv‡e n‡Zv bv|Ó 

“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 I 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, 

ÒwgWIqvBd wb‡qvM †`Iqvi c‡i †Zv GGbwm Ges wcGbwmi †iU Av‡Mi †_‡K A‡bK †e‡o †M‡Q, Zvici 

bigvj †WwjfvixI Av‡Mi †P‡q ‡e‡o‡Q| Avi ‡Wwjfvix¸‡jv cÖ‡UvKj †gBb‡UBb K‡i- gv‡b cv‡U©vMÖvd Ges 

Ab¨vb¨ †h wRwbm¸‡jv Av‡Q ‡m¸‡jv wbwðZ K‡i †mev cÖ`vb Kiv n‡”Q| GLb gvby‡li g‡a¨ GKUv avibv ‰Zix 

n‡”Q †h GB ‡Mvjvcx Kvjv‡ii ‡Wªm civ †g‡q¸‡jvB GKgvÎ †Wwjfvix Kiv‡Z cv‡i|Ó  

“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). 

 

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. 

 

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, 

Òg¨vWvg‡K (Aem/MvBbx Kbmvj‡U›U) WvK‡jB Avgv‡`i ‡jevi iæ‡g P‡j Av‡mb, †`‡Lb- †Wwjfvix wKfv‡e 

Kivw”Q, Avi wK Ki‡Z n‡e †mUvI e‡j †`b| Dbvi mnvqZvq Avgiv Av‡iv fv‡jv KvR wkL‡Z cviwQ| Ó 

“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, 

ÒGKvwaK †jev‡ii †ivMx Avm‡j bvm©‡`i WvK‡jB †`Š‡o Av‡mb, mnvqZv K‡ib| †ewkifvM mgq Zviv †ewe 

g¨v‡bR‡g›U K‡ib| ZvQvov Avgv‡`i †KD g¨vUviwbwU wjf ev mvavib QzwU‡Z ‡M‡j bvm©iv Avgv‡`i †iv÷v‡i 

wWDwU K‡ib| Ó 

“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, 

Òbvm© Ges wgWIqvwqd‡`i g‡a¨ †Kv-AwW©‡bkvbUv‡K óvewjó Ki‡Z wK cwigvb dvBU †h Ki‡Z n‡q‡Q, ejvi 

g‡Zv bv| Ibviv †Zv †m‡KÛ K¬vm Awdmvi hvi hvi RvqMv †_‡K B‡Mv cÖe‡jgUv wb‡qB †_‡K hvq| GmGmGbivB 

(bvm©) Av‡M †_‡K KvR K‡i Avm‡Q, Zviv cyiv‡bv Ges †KD †KD A‡bK G·‡cwi‡qÝW&| hLb wgWIqvBdiv 

Avm‡jv Avgvi ZLb Zv‡`i‡K Gb‡UªÝ I †mU Ki‡Z A‡bK †eM †c‡Z n‡q‡Q| AvR‡K G Ii bv‡g wePvi w`‡”Q, 

Kvj‡K I Gi bv‡g wePvi w`‡”Q| GLb wVK n‡q †M‡Q, Zv‡`i g‡a¨ †Kv-AiwW‡bkb fv‡jv|Ó 

“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, 

ÒweKv‡j ev iv‡Z RwUjZv wb‡q †ivMx Avm‡j, g¨vWvg‡K (Aem/MvBbx Kbmvj‡U›U) ‡dvb w`‡j GKUz wei³B 

nb, e‡jb †h Zvu‡K †dvb bv w`‡q wWDwU Wv³v‡ii mv‡_ †hvMv‡hvM Ki‡Z| wKš‘ me Wv³viiv †Zv Avi MvBbx 

wel‡q AwfÁ bv, Zviv mivmwi ‡ivMx‡K †idvi Ki‡Z e‡jb| Ó 

“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, 

ÒDwb (bvwm©s mycvifvBRvi) †Kvb mgm¨v n‡j bvm©‡`i ‡ewk mv‡cvU© K‡ib, Zv‡`i‡K ‡ewk fv‡jvev‡mb, 

bvm©‡`i‡K e‡jb - ÔAvgvi †g‡qivÕ Avi wgWIqvBd‡`i‡K ~̀‡ii g‡b K‡ib| wgWIqvBd‡`i †Kvb mgm¨v n‡j 

mvnvh¨ K‡ib bv| Ó 

“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, 

ÒweKv‡j ev iv‡Zi wkd‡U cy‡iv nvmcvZv‡j Avqv gvÎ 1 Rb, ZLb ‡Kvb †Wwjfvix Kiv‡bvi mgq Avqv‡K WvK‡j 

†m mv‡_ mv‡_ Avm‡Z cv‡i bv, wR‡Ám Ki‡j e‡j †h †m †Rbv‡ij Iqv‡W© e¨ Í̄ Av‡Q, KvR †kl K‡i Avm‡Z 

†`ix n‡e, ZLb †ivMxi mv‡_ †h gwnjv Av‡m Zvi mvnvh¨ wb‡h †Wwjfvix Kivq †dwj| †jevi Iqv‡W© cÖwZ wkd‡U 

GKRb K‡i Avqv Lye `iKvi|Ó 

“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.  

 

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). 

 

An examination of the relationship between the 

QoC for ANC and coordination of the midwives 

with the medical officers revealed that good 

coordination yielded a higher QoC score as 

compared to poor coordination. This difference 

was statistically significant at the 10% 

significance level (Figure 19). 

 

 

 

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  

47 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  

51 58.1 

Neonatal resuscitation if needed  51 93.8 

Encouraging the woman to walk around 24 100.0 

Applying no touch, single application of 7.1% 
chlorhexidine to the newborn’s cord stump 

34 97.1 

Not performing any harmful practices during or after 
delivery 

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 

charge was the supervisor. Only when the 

post of nursing supervisor was vacant was 

the nurse in charge the supervisor (Figure 

20). 

 

 

 

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, 

ÒAvgv‡`i †h bvwm©s mycvifvBRviiv Av‡Q Zvu‡`i wgWIqvBdvwi wel‡q Avc‡WU b‡jR bvB, A‡b‡K Avevi 

wiUvqvi n‡eb, eq¯‹| Zviv bvm© I wgWIqvBd `yB MÖæ‡ciB mycvifvBRvi Ges Bb‡Wv‡ii meKv‡R e¨ Í̄ _v‡Kb|Ó 

“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, 

ÒZv‡`i (wgWIqvBd‡`i) wK¬wbK¨vj KvR¸wj gwbUwis mycviwfk‡bi Rb¨ GLv‡b MvBbx KbmvjU¨v›U Av‡Q, wKš‘ 

Kvw•LZ †j‡f‡j n‡”Q bv, m¤¢eI bv| KviY KbmvjU¨v›Uiv A‡bK e¨ Í̄ _v‡Kb, GLv‡b mßv‡n 3 w`b e‡mb| Ó 
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Figure 20: Midwives’ supervisors. 
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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). 

 

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).  

  

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 
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ÒA‡bK mgq Avgiv K¬v‡m e‡m _vKZvg wKš‘ wUPvi mgqg‡Zv Avm‡Zb bv.....Avevi gv‡S gv‡S ïbZvg wUPvi 

Avm‡eb bv KviY Dwb †Uªwbs-G †`‡ki evB‡i Av‡Qb| Ó 

“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, 

ÒAvgv‡`i BÝwUwUD‡U wgWIqvBdvwi ‡Kv‡m©i d¨vKvwëi msL¨v cÖ_g fv‡jvB wQj gv‡b mvZRb wQj, jv÷ Bqv‡i 

Zv‡`i g‡a¨ PviRb cÖ‡gvkb n‡jv Avi Zviv wewfbœ nmwcUv‡j I †Rjv‡Z wmwbqi cwRk‡b P‡j †M‡jb Avi 

Avgiv gvÎ wZbRb AvwQ, GLbI †Kvb wkÿK Avgv‡`i GLv‡b †`qv nqwb| H mvZR‡b hv hv K¬vm wbZvg, wZbRb 

wg‡j †mB GKB KvR KiwQ| †mB mKvj mv‡o AvUUvq K¬v‡m Xz‡KwQ, `yBUv K¬vm ci ci wb‡q GLb GKUz bv¯Ív 

Lvw”Q, wKš‘ Av‡iKUv K¬v‡m ÷z‡W›Uiv Avgvi Rb¨ e‡m Av‡Q, Gfv‡e wK cov‡bvi †Kvb †KvqvwjwU _v‡K?Ó 

“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. I started taking class 

since this morning at 8:30; after taking two consecutive classes, now, I 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,  

Ò‡jevi iæ‡g ‡KvbwKQz Kivi ev †`LviI my‡hvM cvB bvB, †hB wm÷vi wQ‡jv †ivMx ai‡Z w`‡Zv bv, ej‡Zv 

‡Zvgiv‡Zv A‡bK †QvU| A‡bK mgq B›Uvb© Wv³viivI †mLv‡b _vK‡Zv, ZLb‡Zv Av‡iv PvÝ bvB|Ó 

“I 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,  

ÒcÖvB‡fU †m±i †_‡K †h mKj ÷z‡W›U miKvwi nvmcvZv‡j cÖ¨vKwUK¨vj Ki‡Z hvq, †mLvbKvi †cÖvfvBWviiv 

cÖvB‡fU wUPvi I ÷z‡W›U‡`i‡K †mfv‡e GjvD Ki‡Z Pvqbv| Avevi B›Uvb© Wv³viivI cÖ¨vKwUm Ki‡Z hvq, 

†mLv‡b †Zv wgWIqvBd‡`i Av‡iv my‡hvM Kg| wKš‘ wbR wbR KvwiKzjvg Abyhvqx meviB cÖ¨vw±‡mi my‡hvM _vKv 

`iKvi|Ó 

“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, 

ÒK¬v‡mi j¨v‡e g‡Wj ev Wvwg †Zgb wKQz wQjbv, BÝUªy‡g›U ev hš¿cvwZi †mU Kg _vKvq Avgiv me ÷z‡W›U 

GKmv‡_ †m¸‡jv †`Lvi my‡hvM ‡cZvg bv, G¸jvi bvgI RvbZvg bv|Ó 

“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 

the midwifery diploma training (Figure 23). 
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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). 

  

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

 

The findings from the quantitative interviews also complemented our findings from the 

qualitative interviews. In support of adding FP topics to the diploma course, one midwife 
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wgWIqvBd‡`i Kv‡R jvM‡e| Ó 

“In the course, we didn't really learn the specifics of family planning, but when we 
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Another policy-level stakeholder mentioned the need for engaging teachers with experience 

in FP services, saying,  

ÒAvgv‡`i wUPviiv †ewkifvMB bvm© e¨vKMÖvD‡ÛW Ges Zviv wcwcGdwc wel‡q A‡ZvUv AwfÁ bv, GLv‡b d¨vwgwj-

cø¨vwbs wel‡q hviv AwfÁ Av‡Qb Zviv wgWIqvBd‡`i K¬vm wb‡j †ewk Kvh©Kix n‡Zv|Ó  

“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, 

ÒwcwcGBP, GKjvgwkqv, wi‡UBb cøv‡m›Uv, ev”Pvi wimvwm‡Ukb GiKg Av‡iv wKQz RwUjZv g¨v‡bR‡g›U eySvi 

Rb¨ Avgv‡`i j¨v‡e Ges nvmcvZv‡j, ỳB RvqMv‡ZB cÖ¨vKwUK¨vj Kiv‡bv DwPZ| Ó  

“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, 

ÒwgWIqvBdiv hv‡Z me KvR¸‡jv wkL‡Z cv‡i †mRb¨ Zv‡`i cÖwZUv Uwc‡Ki Dci Uv‡M©U †`qv DwPZ, Mf©‡g‡›Ui 

†Kvb wd·W Uv‡M©U bvB, wKš‘ cÖvB‡fU †_‡K †gbkb Kiv Av‡Q, GGbwm, wcGbwm, †Wwjfvix, wbDeY© †Kqvi- 

wd·W Kiv Av‡Q ‡Kvb ‡mev KZ¸‡jv w`‡Z n‡e| GUv Ggbfv‡e KvD›U nq †hgb 40 wU Uv‡M©U ‡Wwjfvixi g‡a¨ 

dv÷© Bqv‡i GZ¸‡jv †`Lev, †m‡KÛ Bqvi I _vW© Bqv‡i GZ¸‡jv Gwm÷ Kiev Avi †dv_© Bqv‡i GZ¸‡jv 

wb‡RB cvidg© Kiev|Ó 

“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, 

ÒGGbwm/wcGbwm I †jevi ‡c‡k›U‡`i †mev w`‡Z I‡`i (wgWIqvBd‡`i) 4 R‡bi Dc‡i †jvWUv †ekxB c‡o 

hvq, Gi g‡a¨ GKRb g¨vUviwbwU wjf-G Av‡Q, Avevi KviI QzwU _v‡K, KviI †W Ad _v‡K| †h Rb¨ Avgiv 

GmGmGb (bvm©) w`‡q eva¨ nw”Q I‡`i (wgWIqvBd‡`i) mv‡_ Bbfje Kivi Rb¨| Z‡e AviI PviRb 

wgWIqvBd hw` _vK‡Zv Z‡e mvwf©m¸‡jvi †KvqvwjwU Av‡iv fv‡jv n‡Zv|Ó 

“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, 

ÒAvgvi g¨vUviwbwU †Kqvi †`qvi mevB Av‡Q, wgWIqvBd Av‡Q, Wv³vi Av‡Q, G‡bm‡_wmIjwR÷ Av‡Q, wKš‘ 

whwb ‡bZ…Z¡ w`‡eb, wZwbB bvB| gv‡b Avgvi MvBbx Kbmvj‡U›UB bvB, ZvB‡j cwic~Y© †mevUv wKfv‡e w`‡ev Ó 

“I have everyone to provide maternity care. There are midwives, there are doctors, 

there are anesthesiologists, but there is no one who will lead. I mean, I don't have a 

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

Our qualitative 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, 

Ò‡jevi iæ‡g mv‡cvU© ÷vd _vKv Riæix, GKUv ‡Wwjfvix ¯§y_wj Ki‡Z mve©ÿwYK Avqv bvB, Avqv‡K WvK‡j †`Lv 

hvq †m Ab¨ Iqv‡W© KvR Ki‡Q, GKBfv‡e †jev‡ii cici iægwU cwi¯‹vi Kivi Rb¨ Avjv`v wK¬bviI †bB| 

GQvov weKv‡j ev iv‡Z †ivMxi G‡Ub‡W›U g¨v‡bR Kivi Rb¨ †Kvb wmwKDwiwU MvW©I bvB| Ó 

“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 

quarters/dormitories for midwives. In some UHCs, UH&FPOs had arranged accommodations 

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 KI said, 

Ò†m›Uªvj †j‡f‡j wgWIqvBdvwi †jvKej Kg, Avgiv Avm‡j `yB-PviRb wg‡j wgWIqvBdvwii KvR¸‡jv KiwQ, 

Avgv‡`i ‡Zv ïay wiµzU‡g‡›Ui KvR bv, G‡`i K¨vcvwmwU wewìs, ‡cvw÷s, UªvÝdvimn Av‡iv ‡ekwKQz KvR Ki‡Z 

nq| Ó 

“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, 

ÒwWwRGbGg-Gi D”Pc` ’̄ Kg©KZ©vivB wgWIqvBd‡`i ‡h‡Kvb wel‡q g~j wWwmkb ‡gKvi| wKš‘ Dbviv Lye 

wd«K‡q›Uwj †PÄ nb, bZzb GKRb WvB‡iKUi G‡m KvRUv eyS‡Z eyS‡ZB Avevi ‡PÄ n‡q hv‡”Qb| Avevi bZzb 

†KD bv Avmv ch©šÍ H dvBjUv †mLv‡bB AvU‡K _vK‡Q, Gfv‡eB wKš‘ †jbw` n‡q hv‡”Q| Ó 

“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 KIIs, 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, 

ÒGLv‡b cÖkvmwbK wefvM Avjv`v _vKv `iKvi, Avjv`v WvB‡i±i bv _vKzK- Gwm÷¨v›U wgWIqvBdvwi WvB‡iKUi 

Ges wgWIqvBdvix Awdmv‡ii msL¨v Av‡iv evov‡bv `iKvi, gv‡b wgWIqvBdvix BDwbUUv‡Z Av‡iv K¬vwiK¨vj 

÷vd _vK‡j Avgiv wb‡qv‡Mi KvR¸‡jv Av‡iv ZvovZvwo Ki‡Z cviZvg| Ó 
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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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