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Introduction 
Bangladesh has made significant progress to increase the 
utilization of essential sexual and reproductive health and 
rights (SRHR) services and improve gender equality. The 
proportion of pregnant women who received at least one 
antenatal care (ANC) visit from a qualified provider 
increased from 64% in 2014 to 82% in 2018. The percentage 
of pregnant women who attended four or more ANC visits 
increased from 31% to 47% during the same period. Facility-
based delivery increased from 34.7% in 2014 to 49.6% in 
2018, while skilled assistance at delivery increased from 42% 
to 53%.1 Postnatal care (PNC) for mothers increased by 
about 50% from 34% in 2014 to 52% in 2018. The 
percentage of women who are married before reaching 
their 18th birthday reduced only slightly, from 65% to 59% 
between 2011 and 2018. The percentage of currently 
married women using any modern contraceptive method 
remains high at 52% for all women and 44% for women 
under the age of 20 years.2  

This significant increase in service utilization data translated 
to a remarkable reduction in the under-five mortality rate 
from 53 deaths per 1,000 live births in 2011 to 45 deaths per 
1,000 live births, a reduction of 15%. During the same 
period, neonatal mortality declined by about 6%, from 32 
per 1,000 live births in 2011 to 30 per 1,000 live births in 
2018. Unfortunately, the Bangladesh Demographic and 
Health Survey (BDHS) 2018 did not measure maternal 
mortality ratio (MMR), however data from the Bangladesh 
Maternal Mortality and Health Care Survey (BMMS) 2016 
shows that MMR stalled at 196 per 100,000 live births, which 
is a slight increase over 194 per 100,000 reported in the 
BMMS 2010.    

Hemorrhage and eclampsia remain the leading causes of 
maternal death and account for 54% of all maternal 
mortality in 2016. Neonatal mortality accounts for 67% of 
all under-five deaths, with birth asphyxia as one of the major 
causes of neonatal death (25%). These findings indicate 
limited access to quality services and gaps in early 
identification and management of obstetric complications. 
The Bangladesh Health Facility Survey (BHFS) 2017 
highlighted further evidence of poor readiness of health 

 
 
1 Bangladesh Demographic and Health Survey (BDHS) 2014 and 2018. 
2 BDHS 2018. 

facilities to provide quality services. This survey found that 
only 4% of facilities providing ANC services, less than 1% of 
facilities that offer normal delivery and 25% of the public 
facilities that offer family planning services, are fully 
prepared to provide quality services. Many areas of concern 
still exist to achieve the Sustainable Development Goal 
(SDG) target for MMR at 70/100,000 live births by 2030. 
Over medicalization and unnecessary interventions is an 
emerging problem in Bangladesh. In 2016, the national 
caesarean section (C-section) rate was 31% in Bangladesh, 
which is much higher than the World Health Organization 
(WHO)-recommended rate of between 5-15%. This is 
alarming, as approximately, 50% of women still deliver at 
home, meaning that for those who deliver in facilities the 
rates are much higher. This high C-section rate might be a 
contributory factor to the stalled MMR, as evident by 
international multi-center studies.3 4 Early marriage and 
motherhood among adolescents remains a challenge. 
Among adolescents age 15-19, 28% have begun childbearing 
and 16% have an unmet need for family planning.2 There is 
little change in inequities in terms of wealth, education, and 
geographical location. Gender-based violence (GBV) is 
alarmingly prevalent in Bangladesh—73% of ever-married 
women have experienced violence by an intimate partner.5  

UNFPA provides technical and advisory support to the 
Government of Bangladesh (GoB) to ensure universal access 
to SRHR services, including family planning. Its 9th country 
program (2017-2021) specifically focuses on improving 
skilled birth attendance, emergency obstetric and neonatal 
care, family planning, adolescent sexual and reproductive 
health (ASRH), health system response to gender equality 
and GBV. UNFPA program focus is on midwifery education 
and the establishment of a midwife-led model of care (MLC), 
which aligns with the GoB recognition of the importance of 
midwives in its goal to achieve universal access to SRHR 
services. UNFPA has been supporting the GoB initiative to 
produce International Confederation of Midwives (ICM) 
accredited midwives since 2010. The first batch of 597 
accredited midwives graduated in 2015. Currently there are 

 
 
3 Mascarello KC, Horta BL, Silveira MF. Maternal complications and 
caesarean section without indication: systematic review and meta-analysis. 
Rev. Saude Publica. 2017; 51:105. doi: 10.11606/S1518-8787.2017051000389 
4 Esteves-Pereira AP, Deneux-Tharaux C, Nakamura-Pereira M, Saucedo M, 
Bouvier-Colle M-H, Leal MdC (2016) Caesarean Delivery and Postpartum 
Maternal Mortality: A Population-Based Case Control Study in Brazil. PLoS 
ONE 11(4): e0153396. https://doi.org/10.1371/journal.pone.0153396. 
5 Bangladesh Bureau of Statistics (BBS) 2015. 
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4,623 midwives, with 1,149 of them deployed to 342 sub-
district hospitals—Upazila Health Complexes (UHCs)—
across the country.  

In April 2017, UNFPA collaborated with Save the Children 
to launch the Strengthening the National Midwifery Program 
(SNMP) (2017-2021) under the leadership of the Ministry of 
Health & Family Welfare (MOH&FW) to strengthen 
midwifery education and demonstrate the MLC, particularly 
at the UHC. Under this initiative, Save the Children has 
supported the MOH&FW to implement focused project 
activities using funding from Global Affairs Canada (GAC), 
Foreign, Commonwealth & Development Office (FCDO), 
known as Department for International Development 
(DFID) at that time, and Swedish International Development 
Cooperation (SIDA) through UNFPA. This brief describes 
the current status of the project, including its 
implementation approach, associated key activities, and 
some recent results.   

 

Program Implementation 
Strategies  
SNMP had two main areas of focus: to strengthen midwifery 
pre-service education, particularly the clinical education, and 
supporting the establishment of midwife-led care at selected 
UHC facilities. Project-recruited clinical mentors drove 
activities in these two areas. They support tutors and service 
providers at all project sites: midwifery pre-service 
institutions, clinical education sites, and MLC hospitals. The 
clinical mentors are medical graduates trained by national 

maternal newborn health (MNH) trainers, obstetric and 
neonatal professional associations, and UNFPA to 
standardize their technical and mentorship skills. They 
learned the setup and use of a skills laboratory, including the 
use of the Objective Structured Clinical Assessment (OSCA) 
to mentor graduate midwives, faculty, and students to 
improve their midwifery competencies. They continue to 
receive periodic on-the-job capacity building from Save the 
Children, MOH&FW, and UNFPA. Each mentor is assigned 
to two to three districts, where they provide mentorship 
support to all project activities.   

The clinical mentors have two main responsibilities. First, 
they collaborate with faculty members at pre-service 
midwifery institutions, as well as with hospital 
administrators, to ensure the midwifery curriculum is 
implemented according to the academic calendar, and that 
the students are building their skills through effective use of 
the skills laboratories. Strategies to meet this responsibility 
included collaboration with hospital authorities to improve 
the hospital readiness to provide quality MNH services; and 
the project-provided support to improve the ANC/PNC 
corner, visual inspection with acetic acid (VIA) corner, and 
pre/post-delivery rooms. In addition, the mentors worked to 
strengthen the existing hospital supply system and facilitated 
the preparation of a comprehensive clinical placement roster 
and a structured supervision and monitoring system for the 
students’ clinical practice. Collaboration with Dalarna 
University further enhanced this support to create a digital 
distant mentorship program for the midwifery faculty. 
Weekly online discussions were held between Dalarna 
University staff, midwifery faculty, and project clinical 
mentors on lesson plans/sessions and appropriate use of 
teaching aids and learning methods. In addition, Dalarna 
University trained selected midwifery faculty staff and 
project clinical mentors on simulation-based learning as 
trainers. The trainers built the capacity of other faculty 
members in this teaching approach. See boxes 1 and 2 (page 
3) for a detailed list of support the project provides to the 
pre-service midwifery institutions. 

 

SNMP mentor conducting orientation session with professional 

midwives. Photo credit: Save the Children. 
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Box 3: Support to Establish MLC 

• Advocacy with managers, clinicians, and nursing staff 
towards establishing MLC 

• Readiness of reproductive health areas mobilizing GoB 
resources  

• Ensuring autonomous services by midwives 

• Mentoring for professional development of MNH 
service providers 

• Institutionalizing evidence-based practices and initial 
stabilization of obstetric emergencies  

• Functionalizing existing monitoring system  

• Local level review and planning  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The second main responsibility of the mentors is to support 
the new graduate midwives to establish MLC services at the 
UHC. At the MLCs at UHCs, the new graduate midwives 
are the prime dedicated providers of sexual and 
reproductive health care services providing care to women 
throughout their pregnancy, childbirth, and postnatal 
periods. Over 1,200 midwives graduated in 2018 and have 
been posted to various UHCs in the country. The strategies 
used to support the establishment of MLCs include:  

• advocacy and coordination with facility managers to 
strengthen MNH service readiness at their facilities,  

• improving the enabling environment for graduate 
midwives to practice their newly acquired knowledge and 
skills and lead the provision of MNH services, and  

• strengthening supervisory and monitoring systems, 
including review of data and project district plans.  

SNMP currently supports MLC activities in 47 UHCs. See 
Box 3 (at right) for a detailed listing of the support the 
project provides for the establishment of MLC services. 
Twenty-seven of the MLC facilities serve as practicum sites 
for midwifery students. In addition to the direct support 

provided by the clinical mentors, the project collaborates 
with the GoB to expand MLC services to 15 other UHCs 
through a twinning approach. Non-project supported UHCs 
pair up with project-supported UHCs to learn and replicate 
MLC activities in their facilities using their own resources. 
See Box 4 (below) for a list of actions taken by the non-
project supported twin hospitals to establish MLC services. 

 

 

 Box 4: Initiative Taken by Twin Hospitals to Establish 
MLC 

• Positioning of midwives exclusively to reproductive 
areas 

• Improving maternal, newborn, and child health service 
provision  

• Ensuring uninterrupted supply of emergency drugs and 

logistics by strengthening the supply system 

• Monitoring of service quality by functionalizing hospital 
quality improvement committee and district-level 
supervision 

• Creating demand for hospital utilization by mobilizing 
field staff 

• Strengthening hospitals’ response to obstetric 
emergencies 

• Improving postpartum family planning (PPFP) services in 
coordination with family planning unit 

• Ensuring local government support for emergency 
obstetric care (EOC) services 

• Involving local resources for continued capacity building 
and supportive supervision for institutionalization of 
evidence-based practices 

Box 2: Support to Clinical Practice Sites 

• Advocating hospital staff to create learning 
opportunities for student midwives 

• Functionalization of different reproductive areas  

• Institutionalizing evidence-based practices 

• Effective monitoring of clinical practices by faculty and 
hospital staff  

• Continued capacity development of service providers  

Box 1: Support to Midwifery Educational Institutes 

• Implementing academic activities as per curriculum 

• Improving theoretical learning standard 

• Capacitating faculty members on skills laboratory 

• Ensuring proper use of skills laboratory, library, and 
computer laboratory by the students 

• Improving coordination between educational institute 
and clinical practice sites 

• Collaborating with Dalarna University to implement 
academic calendar 
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SNMP mentor providing on-the-job training to midwives at MLC. Photo credit: Save the Children. 

Working areas of SNMP. 

 

Geographic Coverage  
SNMP supported all 38 GoB-run midwifery education 
institutions and 40 tertiary level practicum sites—13 medical 
colleges and 27 district hospitals (DH)—located in 38 
districts within all eight divisions. The project collaborated 
with 62 UHCs to establish and demonstrate the feasibility 
and acceptability of MLC that covers 42 districts across the 
country.  

Among them, 27 UHCs have been developed as practicum 
sites for student midwives. These facilities were selected 
following a consultative process with district and educational 
institutes’ authorities, and considered agreed on criteria like 
a minimum of 50 deliveries and 200 ANCs a month. On the 
other hand, other low-performing hospitals were selected 
from UNFPA priority districts including hilly and coastal 
districts aiming to increase utilization of SRHR services 
through MLC.   
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Achievements 

Support to pre-service midwifery 
institutions 

A baseline assessment conducted in the first quarter of 2019 
by clinical mentors in the 38 pre-service midwifery 
educational institutions found significant gaps in compliance 
with curricula and teaching methodology. Students were not 
utilizing the institutes’ libraries, skills, and computer 
laboratories properly due to lack of effective monitoring and 
supervision from the tutors. As described earlier, the clinical 
mentors worked with the tutors to address these problems. 
In early 2020, a repeat assessment by the clinical mentors 
found that compared to the baseline assessment, compliance 
with learning methodology increased from 74% to 95%, 
accessibility to the skill laboratory, library, and computer 
laboratory from 8 am to 8 pm increased from 53% to 61%, 
74% to 87%, and 74% to 95 %, respectively. All faculty 
members were oriented on the use of the skills laboratory in 
89% of institutes, which was 53% in baseline. Lessons learned 
from the support provided to the pre-service midwifery 
institutions was used as input to revise the national 
academic calendar for midwifery education.  

In addition, significant progress was made in improving the 
clinical practicum for midwifery students. A comparison of 
clinical practicum assessment data collected by clinical 
mentors in the first quarter of 2019 and the first quarter of 
2020 found: 

• compliance with students’ placement for clinical 
practices, per curriculum schedule, increased from 55% 
to 71%, and  

• structured supervision of students’ clinical practice 
sessions by midwifery instructors and hospital staff 
increased from 50% to 95%. 

 
SNMP’s advocacy and mentorship support at these clinical 
practice sites also resulted in significant improvement in 
evidence-based MNH practices by service providers at these 
sites (as documented by clinical mentor’s direct observation 
of normal deliveries). Baseline data collected from October 
to December 2017, and midterm data collected from 
January to December 2019, is available in Table 1 (at right).  

 

 

Table 1: Changes in evidence-based practices: 
findings from direct observation of normal vaginal 
deliveries by clinical mentors  

Major Evidence Based 
Practices 

 DH & MCH (40) 

 

Baseline 
(Oct-Dec 

2017) 
N=87 

2018 
N=657 

2019 
N=652 

Correctness of Partograph 7% 51% 62% 

Continuous companionship 67% 87% 94% 

Maintaining hydration & 
nutrition during labor 

77% 86% 92% 

Non-supine, non-lithotomy 
birthing positioning 

15% 49% 74% 

Delayed cord 61% 76% 87% 

Skin to skin contact for at 
least 1 hour 

10% 56% 76% 

 

Midwife-led care at Upazila Health 
Complexes  

The continued advocacy of clinical mentors created an 
enabling environment for midwives to practice a wide range 
of midwifery services autonomously. In the first quarter of 
2018, the project conducted a baseline facility readiness 
assessment for all its assigned UHCs using a structured 
checklist. The assessment was done quarterly to check on 
MLC establishment progress. Results comparing the baseline 
assessment to the last assessment conducted in the last 
quarter of 2019 for all 47 UHCs showed significant progress. 
Almost all the hospitals (96%) had their separate ANC/PNC 
room equipped with all the essential equipment and other 
supplies, a great improvement compared to the 57% 
observed at baseline. Availability of two lifesaving drugs for 
mothers, Oxytocin and Magnesium Sulfate, improved to 81% 
for both drugs compared to baseline values of 40% and 13%, 
respectively. Availability of VIA service increased from 26% 
to 74%; PPFP from 32% to 96% and post abortion care 
(PAC) services from 26% to 87% of hospitals. Separate 
rosters for midwives to work exclusively at all the SRHR 
areas were available at 87% of hospitals, which was only 2% 
in the baseline (Table 2, page 6).
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Faculty member providing hands-on training to student midwives.  
Photo credit: Save the Children 

Clinical mentorship led to rapid improvement in adherence 
to evidence-based practices by MNH service providers. A 
comparison of results from clinical mentor’s direct 
observation of normal deliveries at 47 MLC hospitals 
between the first quarter of 2018 and last quarter of 2019 
found that:  

• respectful communication increased from 49% to 78%;  

• correct use of partograph increased from 64% to 93%;  

• upright non-supine and non-lithotomy position birthing 
position increased from 52% to 92%;  

• maintaining of companionship increased 75% to 99%;  

• maintaining hydration and nutrition during labor 
increased 90% to 98%;  

• delayed cord clamping increased 77% to 94%; and   

• skin-to-skin contact for at least 1 hour increased from 
52% to 88% among observed cases (Figure 1, page 7). 

Successful demonstration of midwife-led care has had a 
positive impact on SRHR services at these UHCs. District 
Health Information Software 2 (DHIS2) data for the 47 
project-supported UHCs indicates that between 2017 and 
2019, the total number of ANC visits, normal vaginal 
delivery (NVD) and PNC (1&2 visits) increased by 27%, 13%, 
and 12%, respectively. On the other hand, there was a 19% 
decrease in C-Sections during the same period. These 
hospitals are now receiving and regularly providing initial 
care for obstetric emergency cases, a service that was not 
regularly available before the MLC services were 
introduced. Table 3 (page 7) shows the increase in selected 
obstetric case management for 2017 and 2019. There was a 
65% increase in the number of postpartum hemorrhage 
(PPH) cases treated, and an increase of 77% in Pre–
Eclampsia (PE)/Eclampsia patients. SNMP project data also 
reported an increase of 23%, 27%, and 34% for VIA, PAC 
and PPFP services, respectively, between 2018 and 2019. The 
number of people who received counselling on GBV 
increased by more than two fold, while the number of GBV 
cases reported reduced by 34% (Table 4, page 7). The 
observed reduction in reported number of GBV cases might 
be due to the improved counseling on GBV. 

 

 

 

 

Table 2: Progress in facility readiness 

Indicators 
Baseline 
(Number 

hospitals=47) 

Midline 
(Oct - Dec 

2019) 
(Number 

hospitals=47) 
 N (%) N (%) 

Separate ANC and 
PNC corner available  

27 (57%) 45 (96%) 

Availability of Oxytocin 19 (40%) 38 (81%) 

Availability of 
Magnesium Sulfate  

06 (13%) 38 (81%) 

VIA service available  12 (26%) 35 (74%) 

PPFP service available 
at inpatient and out 
patient  

15 (32%) 45 (96%) 

PAC service available  12 (26%) 41 (87%) 

Separate duty roster for 
midwives  

01 (02%) 41 (87%) 

Source: Project data   

 



Integration of Midwifery Services into the Health System 

7 
 

Figure 1: Progress in evidence-based practices: findings from direct observation of normal vaginal deliveries 
by clinical mentors  

 

 

 

 

 
 

 

 

 

 

 

 

 

Table 3: Changes in major SRHR services in 47 sub-
districts between 2017 and 2019 

Indicators 
Total No. of 

2017 2019 

% changes 
between 
2017 and 

2019 
Total ANC 165,029 208,975 27% 

NVDs 32,618 36,778 13% 

C-Section 5,519 4,470 -19% 

PNC (1 & 2) 59,825 67,269 12% 

PPH  492 811 65% 

Pre–eclampsia and 
Eclampsia  

493 873 77% 

Source: DHIS2    

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Table 4: Changes in other SRHR services in 47 sub-
districts between 2018 and 2019 

Indicators 
Total No. of 

2018 2019 
% changes 

VIA 19,829 24,407 23% 

PAC 3,747 4,746 27% 

PPFP 28,553 38,242 34% 

Counselling on 
GBV 

15,298 36,618 
139% 

GBV (services) 898 594 -34% 

Source: Project data 
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Midwife providing postnatal care to a mother and her newborn. Photo credit: Save the Children. 

Progress in twining approach 

The non-project supported UHCs in the twinning approach 
made remarkable progress, both in terms of facility 
readiness and quality of care for SRHR services. This 
resulted in increased service utilization. DHIS2 data for the 
15 twin hospitals indicates that between 2017 and 2019, the 
number of women using ANC (at least one attendance), 
NVD, and PNC (1&2 visits) increased by 72%, 21%, and 11%, 
respectively. The number of PPH and PE/Eclampsia reported 
by these hospitals increased by threefold during the same 
period (see Tables 5 & 6).  

Data gathered from direct observation of normal vaginal 
deliveries in the 15 twin UHCs from October-December 
2019 showed fair improvement. Of the 55 observed normal 
deliveries:  

• correct use of partograph was maintained for 57% cases,  

• 35% delivered in non-lithotomy birthing position,  

• delayed cord clamping was done for 94% of babies,  

• skin-to-skin contact (1 hour) was done by 57% of women, 
and  

• hydration and nutrition were maintained for all the 
women.  

These findings indicate that mentoring and coaching are 
needed to improve the use of evidence-based practices in 
these facilities.   

 

 

 

 

 

 

 

 

 

 

 

Table 5: Facility readiness towards establishing 
midwife-led care by twin facilities  

 
Baseline  

(Jul-Sep 18) 
Endline 

(Oct-Dec 19) 

Availability of service 
provision 

No of facilities = 15 

Separate ANC/PNC 
corner  

40% 100% 

24/7 separate duty 
roster of midwives  

20% 93% 

VIA service  33% 53% 

PAC services 20% 60% 

PPFP services 40% 93% 

Awareness on GBV 20% 40% 

Inj. Oxytocin 73% 93% 

Inj. Magnesium Sulfate 20% 80% 

Source: project assessment report 
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“I was about to be married off by my parents 
at the age of 15, just like my other siblings. 
However, I struggled to complete my 
midwifery education and inspired six more 
girls in my village to [enrol] in midwifery 
education. Whenever I counsel a woman on 
gender-based violence, I feel the responsibility 
that the society has. This profession has given 
me the opportunity to work for vulnerable 
women. SNMP’s mentorship program has 
created an enabling environment for us to 
provide autonomous services with confidence.”  
 
–Midwife Majeda at Dewanganj Upazila 
Health Complex 

Table 6: Changes in major SRHR services in 15 sub-
district twin hospitals between 2017 and 2019 

Indicators 
Total No. of 

2017 2019 

% changes 
between 
2017 and 

2019 
Total ANC 13,707 23,521 72% 

NVD 3,656 4,414 21% 

PNC (1 & 2) 5,365 5,962 11% 

PPH  31 92 197% 

Pre-eclampsia/ 
Eclampsia  17 60 253% 

Source: DHIS2    

 

Lessons Learned/ 
Recommendations  
As the midwifery program was recently introduced in 
Bangladesh, there are several challenges in implementing the 
midwifery curriculum. Midwifery education utilizes existing 
nursing education resources; thus facing inadequate 
infrastructure and dedicated faculty staff members to 
maintain the quality of theoretical learning, this was beyond 
SNMP’s scope. SNMP’s mentorship, in close collaboration 
with Dalarna University’s distance mentoring, led to 
strengthened compliance with the academic calendar, 
utilization of appropriate learning methodology, and the use 
of learning aids. 

Clinical practice sites for the student midwives also serve as 
practicum sites for nursing, medical, and postgraduate 
students, making it difficult for them to get adequate skills 
practice. Several activities helped to optimize clinical 
practice for the midwifery students, including:  

• strong advocacy and sensitization of hospital 
administrators and nursing staff on midwifery practices;  

• strengthened collaboration between clinical practice sites 
and educational institutes; 

• functionalization of supportive supervision and effective 
monitoring system; and  

• utilization of UHC MLC sites as practicum sites.  

Institutionalization of evidence-based MNC practices, both 
at tertiary hospitals and UHCs, is a great challenge. Health 
managers, maternity service providers, as well as 
community members, learn traditional, less evidence-based 
practices. The well-structured mentorship implemented by 
the SNMP led to rapid improvement in midwives and other 
service provider’s competencies. It is evident that midwives 
as change agents can play a significant role in 
institutionalizing evidence-based MNC and reducing 
unnecessary and sometimes harmful interventions. 

SNMP’s twining approach in non-project supported hospitals 
found that hospitals can improve their SRHR services 
significantly by: utilizing the recently deployed midwives 
exclusively for reproductive areas, and making optimal use 
of available resources, provided that hospital administrators 
and nursing managers are well-oriented on the GoB’s 
strategy on midwifery services and evidence-based practices. 

The current sector program lacks adequate funding for 
training of tutors, skills laboratories, and clinical mentorship. 
The GoB should consider allocation of budget for training of 
mangers and nurses, and logistics required for practicing 
evidence-based care.  
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For proper monitoring and to support quality improvement processes, indicators related to evidence-based practices like 
maintaining companionship, and hydration and nutrition throughout labor, non-supine birthing position, delayed cord 
clamping, etc. should be integrated into the national Management Information System (MIS). Uninterrupted supply of essential 
drugs and logistics need to be ensured by functionalizing the Directorate General of Health Services (DGHS)’s supply chain 
management portal. Community awareness activities need to be undertaken to create demand for professional midwives and 
quality services.  

Inadequate task-shifting to newly deployed professional midwives is a big concern to successfully establish midwife-led care. 
Continued advocacy with hospital managers, obstetrician-gynecologists, and nursing administrators has helped to implement 
national directives on midwifery job descriptions. In-service training on all aspects of comprehensive sexual and reproductive 
health is important for optimal utilization of these midwives. Strong advocacy and awareness within national and local health 
authorities is essential for the promotion of midwifery as a new profession. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

SNMP Clinical Mentors: The Changing Agent. Photo credit: Save the Children 
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Save the Children in Bangladesh  
House CWN (A) 35, Road 43, Gulshan 2, Dhaka 1212, 
Bangladesh 
Email: khairul.alam@savethechildren.org   
 


