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I. Introduction, Key Progress, and Main Accomplishments

Year four of the SUSOMA Project (October 2012 to September 2013) focused on strengthening the community-based organizations (the primary groups and People’s Institutions); establishing a quality improvement system and improving supervision of community health workers; establishing emergency health funds among the CBOs; finalizing the behavior change strategy and linking communities with the health system through involvement of the People’s Institution in the advisory committees at the clinic, union, sub-district health facility levels. 
Overall the project has made excellent progress in achieving targets in the formation of groups (primary groups, union committees and PIs) as well as with most of key indicators: knowledge of danger signs (pregnancy, delivery, postpartum and neonatal), antenatal visits, receiving tetanus toxoid during pregnancy, institutional delivery and births attended by skilled personnel. The People’s Institutions have better capacity, as measured by the sustainability framework components: Health Outcomes, Health Services, Organizational Capacity, Organizational Viability, Community Capacity and Environment (Annex 8).
Table 1:  Summary of Major Project Accomplishment
	Project Input
	Activities
	Output
	Outcomes

	IR1:  Strengthened private (civil society)/public partnership in support of MNCH

	Staff time for training and facilitation of primary groups.
	Strengthening of primary groups and unions  committees and Peoples Institutions
	20 new men’s groups and 14 women’s groups formed. 254 primary groups have bank accounts. Monthly meetings are taking place between PIs, TTBAs and CHVs and public health officials. 
	308 referrals were made by Community Health Volunteers, trained Traditional Birth attendants (TTBAs) and informal providers. 


	Pictorial HMIS cards, mother health cards, health education materials
	Establishing of Quality Improve-ment System (QIS). Monthly review of HMIS data.
	The QIS and monthly HMIS are in place, and result-based indicators are analyzed in the meeting of the Project Implementation Team and Project Management Team.  
	HMIS targets achieved in most areas.


	Facilitation by project personnel.
	Establishing Emergency Health Funds  
	Emergency Health Fund established in 406 primary groups (Durgapur 128, Kendua 278) with a total of 31,9750 takas. Emergency health fund use has increased according to HMIS.
	Increase in institutional deliveries (Midterm 9.5%, LQAS 13.7%, and target 15%)


	IR2: Improved MNCH knowledge and practices of pregnant women and families 

	Project staff, members of National IMCI Working Group, and Behavior Change Communication materials.
	Finalizing BCC materials. Coordinating with MAMONI and Saving Newborns Lives as new materials become available.
	BCC materials completed. Flip chart materials (IMCI) from Government are used by Super CHVs.  
	Based on the LQAS conducted in April 2013, mothers’ knowledge of danger signs is close to the target for some indicators and exceeding the target for others.
(See Annex 2, page 12)

	IR3:  Increased quality of MNCH Services

	Staff facilitation, BCC materials,
service registry
	Refresher training for CHVs, TTBAs and informal providers on MNCH. 
	Referrals made, along with listing of pregnant women in registry. Referrals by TTBAs and CHVs increased from 1,097 in Year 3 to 1,647 in Year 4.
	Increase in percentage of mothers having 4+ ANC visits from skilled health personnel (LQAS 22.9%, target 15%)


	Training materials for CHVs, qualified trainers 
	Selection and training of Super CHVs 
	77 Super CHVs selected and trained. Super CHVs make weekly supervisory visits to CHVs.
	Not measured directly by KPC or LQAS


	Project staff’s time and supplies
	Observing National Immunization Days (NID)  twice a year
	CHVs and TTBAs trained by Government and conducted NIDs.
	Increase in Tetanus Toxoid immunization for pregnant women: (Midterm 91.8%, LQAS 92.5%, target 85%)

	Project staffs supportive supervision and  supplies
	CHV and TTBA annual meeting
	Annual general meeting (AGM) in 2 sub-districts: 369 participants in Durgapur and 491 in Kendua.
	Community Capacity indicators (CCI) scores increased (management & , leadership (Annex 8)

	IR4:  Increased capacity of local NGO for implementing People’s Institution

	Learning Circle lessons, supplies and money to pay for meeting costs
	Semi-annual Learning Circle meeting for partners. Learning exchange visits.
	Two Learning Circle meetings were held during year 4.  Ten more project staff trained in Designing for Behavior Change.
	See Organizational Capacity Indicator scores in the Sustainability Framework/dashboard in Annex 8.

	Project staff to provide training, training materials
	Training in doer/non-doer surveys. Training on strategies to improve health seeking behavior.
	2 formative surveys (Doer Non-doer) surveys were conducted; training of staffs on strategies to improve institutional delivery and ANC completed.
	See Organizational Capacity Indicator scores in the Sustainability Framework/dashboard in Annex 8.

	IR5: Enhanced enabling environment for MNCH


	Facilitation by project staff, ToR for Upazila Technical Advisory Committee 
	Formation of Upazila (sub-district) health facility advisory committees 
	Two sub districts Upazila Advisory Technical Committees (UTAC) were formed and had quarterly meetings.  
	Outcomes not measured directly

	Facilitation by project staff, ToR for District Technical Advisory Committee 
	Formation of District Advisory Committee 
	Netrokona district level Technical Advisory Committee formed, with regular meeting and Terms of Reference signed.
	Outcomes not measured directly by KPC or LQAS


	Project staff’s supportive supervision, facilitation, and supplies.
	Regular meetings with local government  Health Authority 
	The 3 PIs are meeting with Union Health Authorities and local health facilities regularly and with advisory committees in clinics to voice opinions/suggestions.
	Outcomes not measured directly by KPC or LQAS


II. Discussion of Implementation Activities and Results
IR #1 Strengthened private (civil society)/public partnership in support of MNCH

So far 516 primary groups have been formed at the village level: 302 in Kendua and 214 in Durgapur. The target is 494. Twenty men’s groups and 14 women’s groups were formed this year. (A recommendation from the MTE was to form men’s primary groups to support the MNCH efforts.) There are now 22 central committees at the union level, an increase of four over the past year (on target). There are now four People’s Institutions, including three in Durgapur and one in Kendua (on target). The Central Cooperative Committees (the level between PIs and primary groups) and the PIs have established linkages with community clinics, government health workers and health facilities at the union and sub-district levels. PIs are managing nine community clinics in Durgapur and 13 in Kendua (one per union) for a total of 22 clinics, as suggested by GOB. They oversee the proper running of the clinics, including the supervision of staff, management of logistics, cleanliness and security. Currently 175 PI members are serving on 44 Community Clinic Management Committees, which are appointed by the government.
Monthly meetings are taking place between PIs/CCCs, TTBAs and CHVs and officials from the government health system at district and sub-district levels. The district level advisory group meets twice per year and includes district level government officials, World Renew/SUSOMA project personnel, ICDDR,B (operations research partner), the Dhaka-based Director for Integrated Management of Childhood Illnesses, and other Government of Bangladesh officials. GOB provides the space in their offices and clinics for the project trainings and meetings. Advisory groups in each of the two targeted sub-districts meet quarterly.
Monthly meetings are occurring between the PIs and community clinics, CHVs and TTBAs, project personnel, and staffs from the government health system as well as personnel at the union and sub-district health facilities. This i is right on target.  (There has been good coordination between Government and the volunteers in this past year).
Three of the four People’s Institutions have applied for registration with the government in this past year.  All four PIs and 22 Central Committees now have bank accounts for emergency health funds (EHF) and sustainability savings. The target was achieved this year.  In Durgapur, it has been more difficult for primary groups to obtain bank accounts because of distance of the bank locations. Twenty-eight percent of primary groups have bank accounts in Durgapur, as do 64% of primary groups in Kendua. Project personnel are focused on assisting primary groups to get bank accounts. Already ten new accounts were opened in the past month. Part of the reason this is slow is because of bank requirements and bank reluctance to give the groups accounts.
PIs are now running all group meetings and meeting regularly on their own with the government officers; the PI health sub teams meet regularly with Government health staff.  PIs also oversee the work of CHVs and TTBAs. This has been a big improvement over the past year with staff now taking the role of building capacity and letting PIs take the lead role in the implementation.
Primary groups with emergency health funds increased from 288 in year 3 to 406 this year (278 in Kendua and 128 in Durgapur). The PIs collect emergency funds from the local community members and leaders as well. These groups with EHF also have local transport plans for medical emergencies. In PI in Kendua received support from the local Government to purchase two new rickshaw vans. There are also two rickshaw vans owned by PIs in Durgapur.

IR#2 Improved knowledge and practices of pregnant women and families regarding MNC
CHVs and TTBAs were trained and supplied with flip chart materials. They provide house-to-house counseling for pregnant women and new mothers. There are also mass events targeted at husbands and mothers-in-law. In the past year, three drama teams were trained by Rupanatar, a nationally recognized Theatre for Development organization. Two teams were formed in Durgapur and one in Kendua. The Kendua drama team has performed 12 theater- for development events; the Durgapur group has performed 19. The teams have purchased materials and instruments for the dramas, and now perform independently with planning support from the People’s Institution. The LQAS survey done in April 2013 showed significant improvements in knowledge and practices of mothers and families regarding MNCH. There was also an increase in antenatal visits from 11.2% at midterm to 22.9% (April 2013 LQAS). Delivery by skilled personnel also increased from 13.1% at midterm to 24.2 % at the LQAS.
The April 2013 LQAS showed that most indicators are on track to achieve the final targets. See the Indicator Table in Annex 2 (page 12). One area that is still significantly below target is in postnatal visits for newborns (baseline 6%, LQAS 13%, target 40%). PI leaders and government workers are emphasizing this action, and we hope to see improvements in the final survey.
IR#3 Increase quality of MNCH services
There are currently 584 CHVs (356 Kendua and 228 Durgapur) and 570 are TTBAs (348 in Kendua and 222 in Durgapur) for a total of 1,154 community volunteers. 
In this past year, nine health workers dropped out (less than 1%), primarily due to migration to cities. The reasons for low drop out include  close monitoring by PI leaders and the PI health-sub teams, as well as the supportive supervision provided by 72 specially trained Super CHVs who keep the volunteers motivated and also quickly identify and train replacements when needed. The GOB provided special free flip charts for the super CHVs this year.

The CHVs and TTBAs completed refresher training from Joyramkura (training partner) this past year. In addition 321 village “doctors” (informal health providers) received refresher training on maternal and newborn care. Initially, CHVs and TTBAs were each expected to cover a large number of households. Now, together they cover 100 households, identify pregnant mothers and newborns, and then divide the responsibilities. 
The TTBAs and CHVs are using referral cards when they refer people to government and private health facilities. Referrals have increased from 1,097 in Year 3 to 1,647 in this past year. One reason for the increase is the improved confidence of the community and better communication between the CHVs/TTBAs and the local government providers. Informal providers (“village doctors”) have also increased their linkages with local clinics and are making more referrals.
Another accomplishment in this past year is the monthly micro-planning meetings. In these meetings government health and family planning staff meet with CHVs, TTBAs and PI representatives and discuss together the correct numbers of pregnant mothers and newborns to ensure coverage. This has reduced the problem of duplicate counting and has helped service providers to improve outreach to those that need health services through better coordination between the volunteers and government health personnel. 
Last year 33 Government Community Clinic staff received training in MNCH from Joyramkura. Also four more government staff received the 10-day training in Integrated Management of Childhood Illnesses, and in turn provided trainings to village “doctors” in both sub-districts. 

CHVs and TTBAs are also involved in National Immunization Days. In Kendua, in the last NID 700 CHVs, TTBAs and PI members worked in the 328 NID centers. In Durgapur, 78 CHVs and TTBAs assisted in 78 NID centers (out of 178 centers). They were trained by the GOB for this year and were enlisted and recognized for this role.  
IR#4 Increased capacity of local NGOs for implementing People’s Institution
The project is on target to achieve all the targets for IR#4, as measured by the Organizational Capacity Indicators (OCIs) for NGO partners and Community Capacity Indicators (CCIs) for People’s Institutions that are part of the Sustainability Framework (See Annex 8).
Staff from all of the partner organizations worked with the World Renew Capacity Development Specialist to develop a People’s Institution Training Manual. The manual is now in draft form and includes training sessions in Dialogue Education© format for use by staff and People’s Institution leaders. It will be finalized in November 2013. It will include over 30 sessions on various capacity development areas including networking, finance, management, and leadership.

The Coordinators from implementing partners SATHI and PARI also sit on their own organizations management teams. This has improved coordination with other projects PARI and SATHI are implementing. In addition, five project staff from SATHI, PARI and World Renew conducted an exchange visit to the MAMONI (USAID, MCHIP funded) in Sylhet district. Four personnel went to LAMB Health Care Project to see how community managed community clinics function. CHVs and TTBAs also conducted exchange visits to each other’s communities in Durgapur and Kendua to learn best practices. Project personnel also accompanied four PI leaders (one from each PI) to a workshop on pregnancy and birth registration in Kishoreganj district. They were able to learn from a successful PI about registration.

This past year there was more involvement by the SATHI and PARI Directors. They regularly attended the quarterly Project Management meetings and have been attending semi-annual SUSOMA meetings at the project level. This has improved communication and coordination. In August 2013 the SUSOMA Durgapur team received an award from the sub-district government for its role in increasing MNCH work in the Upazila (sub-district). Project personnel from SATHI and PARI are also actively participating in National Health Days at the local level.
IR#5 Enhanced enabling environment for MNCH
In this past year, the LQAS results were disseminated at the union and sub-district levels to the community and government health representatives. World Renew is a core member of the IMCI national working group and participated in its country-wide annual planning this past year. World Renew was invited to the Country Child Health Strategy initial meeting supported by UNICEF and WHO. World Renew also continues to participate in the White Ribbon Alliance Bangladesh Chapter, and in MNCH meetings such as the recent Family Planning Study dissemination at USAID.
Lessons Learned from Project Implementation
Training has been a highlight of the project.  Having various layers–such as the PI leaders, the PI health sub-teams and Super CHVs–ensures that the volunteer CHVs and TTBAs are well supervised and supported. Training of Government staff and frequent meetings between local government health workers and the volunteers from CHV, TTBA and PIs has helped to increase communication and coordination. Following the midterm, the addition of monthly micro-planning meetings has been excellent in ensuring that there is no duplication of numbers and has improved identification of and follow-up with pregnant women and newborns.
Although the first year didn’t show much change in knowledge, it now continues to show improvement in the LQAS results. Part of the reason for this is in the increased emphasis on behavior change. Theatre for Development was added after midterm, as well other events for husbands, mothers-in-law and other people of influence. Adding more men’s primary groups also helped to increase knowledge among men in the households.
It is important that the PI is not seen as a parallel system, but rather as a support to ensure that women and children receive the health care they need. Involving PIs, CHVs and TTBAs in the community clinic management, and also involving them in meeting to review referrals and plan monthly visits, has resulted  in more women and children receiving necessary services.
At midterm, a key issue was that many of the government health workers, especially the Skilled Birth Attendants (SBAs), live far from the clinics and therefore service was not provided regularly. SUSOMA personnel have worked hard to “help health workers thrive.” Although the project nor the government were able to build new living quarters for SBAs, there has been increased availability of the skilled health workers at the clinics through PI’s requests, encouraging and trying to ensure they are on site.  The project continues to advocate for more availability of skilled birth attendants at the district at the local and national levels through the WRA requesting for training of SBAs who would work locally in the communities.
One major contribution of the project is the close collaboration between government services and civil society, through the People’s Institutions.  Working together in the micro-planning, they have been able to gather accurate information to ensure that all women receive counseling and services.
Table 2:   Summary of Key Analysis and Use of Findings
	Expected Results
	Actual Results
	Analysis (what worked, what did not and why)
	Stakeholders Engaged in Analysis
	Lessons Learned and Recommendations
	Use of Findings 

	Increased knowledge of maternal and newborn health through CHV and TTBA home visits 

	Home visits of CHVs and TTBAs did not fully cover the need for health promotion in maternal and newborn health until the Behavior Change Theater for Development was introduced
	What worked: Adding a mass communication method. Theater for Development resulted in better health outcomes (increased knowledge and practice on MNCH issues)
	Husbands, people of influence, mothers- in-law, community at large
	Involve the entire community, not just self-help groups and PIs. Include men in PIs  for gender balance.
Adding Theater for Development is more effective than home visits alone.
	Men are now in primary groups and PIs. Theater for Development volunteers are in place and conducting TfD for all communities.

	Newborns receive a postnatal visit by trained health workers (End of project Target: 40%)
	Very slow rate of increase of postnatal visits than expected. Less than a third (13%) of newborns are receiving PNC (low).

	What did not work:
CHVs are not getting correct information as to when the mothers delivered, to schedule the postnatal care and postpartum visits.

Breakdown in chain of information to CHVs.
	CHVs, Supervisors local partners,
Community Clinic staff,  Health Officer and
SUSOMA staff
	More coordination required to improve the information chain.

	Micro planning meetings for accurate records: 
CHVs and TTBAs to bring the issue up during the monthly convergence meeting with community clinic staff and CHV/TTBAs

	Mothers receive TT before birth of youngest child (End of project Target: 85%)
	Mothers receive TT before birth of youngest child (91.8% by Midterm)
	What worked is the high motivation of mothers to receive ANC as a result of CHV home visits,  there-by increasing TT coverage.
	CHVs, PARI, SATHI
Community Clinic Staff, Health Officer, project staff
	CHVs regularly visited pregnant mothers advocating for ANC visits (thus receiving TT):
*Encourage families to support EHF of PIs etc.
	Share information with Civil Surgeon so that district can use to scale-up home visit approach by CHVs.

Recognition of CHVs and Government health staff for good work.


How the project engaged stakeholders in the activities and learning over the past year
Work with the following stakeholders has been emphasized in this past year: 
· Regular meetings between the PIs, CHVs, TTBAs and the Government service providers were scheduled at the various levels. This has resulted in more coordinated work, avoidance of duplication of services, and a clearer understanding of who needs services. 
· At midterm, the evaluation showed that men were needed in the PI system. Male self-help groups or primary groups were formed resulting in a mix-gender People’s Institution. Engaging more men in activities has resulted in husbands having greater health knowledge.
· Drama teams (Theater for Development) were formed to ensure delivery of health messages targeted to husbands, mothers-in-law and other people in the community who influence care seeking behavior.
Progress in capacity building, collaboration with local NGO partner and government
PARI and SATHI partners are part of the quarterly Project Management Team (PMT) meetings and give input to the SUSOMA project.  Both of these organizations carry out self-evaluation for Organizational Capacity Indicators (OCI) every six months. OCI results are reviewed with the World Renew consultant, and new targets are set, along with a plan for achieving them.  Extensive capacity building takes place in monthly field visits and consultations to these two partner organizations.  Key organizational capacity indicators for the overall strengthening of these two organizations are recorded on World Renew’s M&E information system quarterly. Both partners PARI and SATHI show improved capacity in: human resource development, networking, financial management (new computerized financial system in place in both partners), and in gender (two women added in leadership positions). In addition, since the beginning of these projects, both partners have added one new large health project each: SATHI with the European Union and PARI with Enfond du Monde.
Steps taken to increase project sustainability and scaling–up of project findings
The project sustainability depends upon community ownership and the ability of the community based organizations—the primary groups, Central Committees and PIs—to manage activities independently at the community level, recruit and supervise community volunteers, and sustain relationships (linkages) with the government health facilities without the assistance of NGO staff. The formation, organization and capacity building of CBOs especially the PIs are on target and expected to ensure sustainability of the process and activities.
The Learning Circle is a way to disseminate and scale–up project findings. It is network of 16 local NGOs whose formation was initiated by World Renew a decade ago. The circle meets quarterly discussing maternal, newborn and child health issues and new MNCH information. The August 27-28, 2013 meeting of the Learning Circle was attended by 46 people from 16 NGOs. Several NGOs are doing child survival type interventions based on the learning. In addition, project data are given to USAID Mission/Bangladesh for use when they inform Government on MNCH practices. World Renew has also contributed its learning/data to the GOB-led strategy sessions for developing maternal and child health policies for the country. Project data are compiled and shared with the government and MCHIP.
Collaboration with USAID Mission
World Renew continues to maintain close communication with the USAID Mission in Bangladesh.  This past year, World Renew met with Dr. Meena Jahan of the health section of the Mission each quarter. They also met with Dr. Allison Baer who newly joined and will now take on the role of Dr. Meena who is on a leave of absence.  World Renew continues to be invited to Mission meetings as called, and attended two of these this past year. World Renew also maintains close contact with MCHIP; it submits project articles weekly to the MCHIP Bulletin and project staffs also meet with MCHIP staffs primarily for learning, as needed.
III. Operations Research Annual Progress Report 
(by Principal Investigator ICDDR,B)
A. Operations Research Progress, Preliminary Findings and Achievements
Table 3: OR Study Progress and Achievements in Year 4 (Oct1, 2012- September 30, 2013)
	Related Specific Objective/s of the Task/s (OR Protocol)
	OR Study Key Activities/Tasks
	Any important Findings, Data, and/or Discussion of Progress (positive/negative)
	Use and/or Dissemination of Results to Stakeholders

	Process Evaluation
	Interviews of relevant stakeholders
	· In Durgapur, interventions are more stable than in Kendua

· Group formation is via word-of-mouth in Durgapur, whereas in Kendua the Trainer makes an active effort

· Criteria of inclusion in groups are more flexible in Kendua

· Visible collective actions in Durgapur, but Kendua is catching up

· Diversification in terms of strategies to save money evident in Durgapur
	A formal report has been shared with World Renew by ICDDR,B, the OR partner.

	Measuring social capital
	Household survey
	· Association between social capital scale and residence of the informants didn’t yield statistically significant difference.

· Association between social capital scale and membership status of the informants yielded a statistically significant difference, where the level of social capital amongst the members were much higher than amongst the non-members.
	A formal report has been shared with World Renew (Annex 7)


B. Research Products, Problems/Challenges, Changes made to the original plans, Major OR plans for coming year
1. Research Products

· A formal report on the measurement of social capital and process evaluation has been submitted to the World Renew. See Annex 7.
· A small in-house briefing seminar was arranged to let the managers of SUSOMA know about the Measurement of Social Capital. 

2. Problems/Challenges

· Attrition of data collectors posed a problem, but was overcome with extra effort. However, it delayed data collection for a week.

· Reaching some of the households was a problem, though it did not have a negative impact on data collection or its quality.

3. Changes Made to Original OR Plans

None to report
4. Major OR Plans for Coming Year

· End line KPC survey

· Last phase of process evaluation

· End line Social Capital measurement

Annex 1:  Work Plan for Year 5 
(Additional activities based on the MTE recommendations are included in the annual plan.)
	YEAR 5 WORK PLAN                                                                        [Quarters]

	
	1
	2
	3
	4

	Monitor sustainability using Framework (every 6 monthly)
	
	
	
	

	Monthly report submitted to CRWRC,B
	
	
	
	

	Final evaluation and report
	
	
	
	

	Staff meetings (monthly )
	
	
	
	

	Annual General Meeting (AGM) with stakeholders
	
	
	
	

	IR1 : Strengthened Private (Civil Society)/partnership in support of MNCH (OR)

	Strengthening of primary groups, Central Committees and People’s Institutions
	
	
	
	

	Establish quality improvement system
	
	
	
	

	Establish Emergency Health Fund
	
	
	
	

	Implementation of OR
	
	
	
	

	End line assessment of OR
	
	
	
	

	OR analysis and write-ups
	
	
	
	

	Primary group meetings (4 visits/week)
	
	
	
	

	Community Central Committee (Union) monthly meetings 
	
	
	
	

	Peoples Institution monthly meetings 
	
	
	
	

	Health Sub- committee (PI) meeting (monthly)
	
	
	
	

	IR3: Increased quality of MNCH Service

	Implement prenatal (birth preparedness  TT Immunization), delivery care (clean delivery, referral to Emergency Obstetric Care (EmOC) and postpartum care (breastfeeding, thermal care, referrals)
	
	
	
	

	Supportive supervision and visit
	
	
	
	

	Community Health Volunteer meeting (monthly)
	
	
	
	

	Trained Traditional Birth Attendant meeting (monthly)
	
	
	
	

	Child Weighing  (monthly)
	
	
	
	

	National Immunization Day Observation (2 times per year)
	
	
	
	

	CHV and TTBA Gathering (yearly)
	
	
	
	

	IR4: Increase capacity of Local NGO for Implementing People’s Institution

	Semi-annual Learning Circles for Partners
	
	
	
	

	Learning exchange World Renew Staff and Partners
	
	
	
	

	IR5: Enhanced enabling environment for MNCH

	Dissemination of survey results to the community/stakeholders
	
	
	
	

	Dissemination meetings with stakeholders (half yearly)
	
	
	
	

	Formation and meeting of sub district Advisory  committee
	
	
	
	

	Formation and meeting of District Advisory Committee
	
	
	
	

	Quarterly progress report to Civil Surgeon
	
	
	
	

	Neonatal Working Team -IMCI meetings (quarterly)
	
	
	
	

	White Ribbon Alliance National meetings (monthly)
	
	
	
	

	Meeting with Local Government Health Authority (quarterly)
	
	
	
	

	Celebration of Health Related Days
	
	
	
	


Annex 2:  Updated performance monitoring indicator table (The 21 indicators recommended at the Midterm Evaluation)
	IRs and Key Indicators                        [image: image2.emf]


	Base-line
	MTE
	Six-monthly
	Target

	IR1.Increased linkage between public health system and the community.
	
	
	
	

	1) Number of Primary Groups Formed
	39
	501
	-
	494

	2) Number of CCC Formed
	4
	22
	-
	20

	3) Informal health service providers trained on essential maternal and newborn practices and reduction of harmful practices.
	375
	377
	-
	375

	4) Community clinics with Primary Group participation in management meetings (n=60)
	0%
	30%
	-
	85%

	5) Communities with an emergency transport plan in place (n=495)
	NA
	87.5%
	-
	100%

	IR2: Improved knowledge and practices of mothers and families regarding MNCH *

	6) Mothers who knew at least two danger signs during pregnancy.
	45.9%
	66.1%
	81.2%
	70%

	7) Mothers who knew at least two danger signs during delivery.
	53.4%
	57.6%
	79.3%
	80%

	8) Mothers who knew at least two post-partum danger signs.
	49.3%
	57.7%
	72.3%
	80%

	9) Mothers who knew at least two neonatal danger signs.
	60.4%
	74.7%
	88.0%
	80%

	IR3: Increased quality of MNCH services

	10) Mothers who had 4 or more ANC visits from skilled health personnel when they were pregnant with the youngest child.
	7.2%
	11.2%
	22.9%
	15%

	11) Mothers who received at least 2 tetanus toxoid (TT) vaccinations before the birth of the youngest child
	76.6%
	91.8%
	92.5%
	85%

	12) Children whose births were attended by skilled personnel.
	6.4%
	13.1%
	24.2%
	15%

	13) Children whose birth took place at institution /health facility.
	5.2%
	9.5%
	13.7%
	15%

	14) Newborns who received a post-natal visit from an appropriate trained health worker within 2 days after birth.
	6.1%
	13.4%
	
	40%

	Newborns who received a post-natal visit from an appropriate trained health worker  (time period could not be determined)*
	
	
	37.6%
	

	15) Mothers of children age 0-23 months using a modern contraceptive method. (mothers of a child of below 6 months were the respondents)**
	48.6%
	57.8%
	55.8%
	55%

	16) Percentage of children age 0-5 months who were exclusively breastfed during the last 24 hours
	52.6%
	59.3%
	56.9%
	70%

	IR4: Increased capacity of local NGO for implementing People’s Institutions

	17) Number of PIs formed and having constitutions & bank accounts.
	2
	4
	-
	4

	18 Average Community Capacity Indicators score for PIs.
	NA
	37.3%
	-
	80%

	19) PIs have applied for registration as a legal entity
	0
	2
	-
	4

	IR5: Enhanced enabling environment for MNCH

	20) Health facilities (hospitals & FWCs) offering 24/7 assisted deliveries.(n=22)
	2
	3
	-
	NA

	21) Number of meetings and events that PI leaders attended with public health sector officials to advocate policies that benefit the poor.
	0
	71
	-
	88


Annex 3: Project Data form
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                           Annex 4a: Project Learning Brief - Theater for Development
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	Theater for Development: 
A Behavior Change Communication Initiative 
The primary way health messages have been promoted in this project is through regular home visits conducted by Community Health Volunteers (CHVs) and trained traditional birth attendants (TTBAs). But this strategy has not been sufficient on its own to achieve behavior change in a large enough portion of the population. In response, World Renew added a mass communication strategy as well. Community volunteers were trained in Theater for Development and have been performing dramas with messages that target the wider community, particularly husbands, mothers- in-law and other people of influence.  
This project is funded by the U.S. Agency for International Development through the Child Survival and Health Grants Program.                    
October 2013

	Background

	This five-year project is being implemented in Netrokona, a resource-poor district in northern Bangladesh that contains pockets of vulnerable groups and tribal minorities with unacceptably high maternal and newborn mortality rates. There is low utilization of health facilities. Most care is provided by traditional healers and birth attendants. The challenge was to develop an effective platform for delivering interventions to reach the disadvantaged groups and increase demand and access to institutional delivery, antenatal and post- partum care and essential newborn care.
The delivery strategy of the SUSOMA project is based on the meaningful engagement of community members–including the most marginalized—in shaping health policies, programs and practices. It emphasizes the mobilization of community volunteers and oversight of activities by a community-based organization called a People’s Institution, which is linked with government clinics to health facilities.

World Renew partners with two local non-governmental organizations—SATHI and PARI—in developing and strengthening these CBOs and implementing the project.




	Project Design

	World Renew conducted a formative study in the project areas (sub-districts of Kendua and Durgapur) to determine the barriers for institutional delivery and utilization of antenatal care services. The study looked at cost, language and communication, social norms and cultural barriers.  Afterward, two drama teams were formed from the membership of the People’s Institutions.  The teams participated in ten days of training in Theater for Development (TfD) from a local theater institute called Rupantar. 
The theatrical acts may seem like regular drama at first glance; however, there are essential differences. In the TfD, once the topic is chosen, several trained TfD participants spend several hours in the local communities to learn about the issues. Later they compare notes and select some of the key concerns to act out in a drama and present to the community. After the performance, a facilitator leads the audience through questions designed to promote deeper reflection on the problems. Afterwards the drama is reenacted with possible solutions based on the audience’s suggestions. This step in the process helps the audience members to realize that they could be change agents in their communities.                                                                                          

	Methodology

	A Knowledge, Practice and Coverage (KPC) survey is used to collect the data presented below in the Findings section. A KPC is a population based survey in which data is collected from the households in the communities using 30-cluster sampling method.  Fifty villages from the sub-districts of Durgapur and Kendua were surveyed. Respondents were with mothers who had a pregnancy during the six months preceding the survey. The survey was conducted using a one –on-one interview method with a pre-tested structure questionnaire (KPC+2000) translated into the local language (Bangla).

	Findings

	· Mothers who knew at least 2 danger signs during pregnancy increased 
(Baseline 45.9%MTE-66% 4th year-81.2%)         
· Mothers who knew at least 2 danger signs during delivery increased 
(Baseline 53.4% MTE 57.6% 4th year-79.3%)             
· Mothers who knew at least 2 post-partum danger signs improved 
(Baseline 49.3% MTE 57.3%, 4th year- 72.3%)     
· Mothers who knew at least 2 neonatal danger signs (60.4% MTE 74.7% 4th year-88%)                                               
· Mothers who had 4 or more ANC visit from skilled health personnel when pregnant with youngest child (Baseline 7.2%, MTE 11.2% 4th year-22.9%)                                                                                                                                  
· Children whose births took place at an institutional health facility 
(Baseline 5.2% MTE 9.5% and 4th year-13.7%) 

	Conclusions and Lessons Learned

	Augmenting the strategy of home visits with a mass media strategy involving Theater for Development led to better achievement of results in the past year. It has been an effective means of communicating messages to mothers-in-law, husbands/fathers and other influential people in the community. Training and preparations should not be limited to the drama players alone. Other members of the People’s Institution should be included as well, since they can initiate the drama schedules in various locations and work with local officials for coordination.  

	Recommendations and Use of Findings

	For dense and high population areas, the use of multiple communication channels in behavior change communications (one of which is mass media) provides mothers and influential members of the family and community (mothers-in-law, husbands, leaders, etc.) several chances for exposure. This could results in achieving greater health outcomes at a faster rate.
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	Measurement of Social Capital

The SUSOMA project seeks to contribute in community capacity development, involve the local government, and strengthen the health system through establishing linkages between the community and the government sector. The PI model works as the bridging agent in achieving this end.
This project was funded by the U.S. Agency for International Development through the Child Survival and Health Grants Program.     
October - November 2012

	Background

	Bangladesh has experienced significant progress in reducing under-five and maternal mortality rates but maternal (194 per hundred thousand live births) and neonatal (32 per thousand live births) mortality still remains high. (BMMS 2010; BDHS 2011)  The Demographic and Health Survey (BDHS) data on antenatal care, skilled attendance at birth, and postnatal care strongly indicate gross disparity in service coverage for different economic quintiles. (NIPORT 2009) .Community based interventions, specially targeting the poor and disadvantaged population has the potential to have substantial impact on maternal and newborn health. These interventions also have the potential to increase social capital, which may not have been a stated objective of the project. World Renew has developed an innovative approach called the People’s Institution (PI) model resulting increase in social capitals in the communities leading to improvement in the health outcomes.

	Intervention Design and Implementation

	Under the SUSOMA results framework, the stated goal and strategic objective are addressed through five intermediate results. These are then collaborated through the planned activities under each one.

IR1. Strengthen public-private partnership in support of MNCH

IR2. Improve knowledge/practice of women/families regarding MNCH

IR3. Increase quality of MNCH services

IR4. Increase capacity of local NGOs to implement People’s Institution

IR5. Enhance enabling environment for MNCH (Policy Environment)


	

	Methodology

	This OR brief addresses one aspect of the overall OR, namely measurement of social capital. Sampling: The inclusion criteria was that informants had to be married women of reproductive age (15-45), and they had to be non-elite (belongs to lower socio-economic strata). They were all from Kendua and Durgapur – two sub-districts in Netrokona. 300 to 360 samples/respondents from the sub-districts were randomly selected. A household questionnaire used was adapted from the World Bank Social Capital measurement tools and modified based on the formative research findings.

	Findings

	· Most of respondents are member of an organization (65.4%)
· Most members of the organization belong to the same religions (83.6%) gender (93.6%); slightly in occupations (68.5%)
· Organization members vary with their political viewpoints (only 17.8% said members have same view point.

· Decision making done by members rather than leaders (74.9%)

· Network and mutual support (if a school went 6 months without teacher, who would take action: entire village 54%, parents 15%, local government 13%); who would take the initiative (village leader 38%,school committee head 27.8%, members 11%,chairman 8.3%)
· Source of conflict in the community are differences in the following: landholding .71%, wealth 67%, political party affiliation 61% age 50% social status 45%, religious beliefs12% and ethnic background 8%.
· How conflicts are handled: neighbors intervene 63%, community Leaders mediate 76%, judicial leaders mediate 61%, religious leaders mediate 39%, family intervenes-37% and people working it out themselves 32.6%

· Services people are often excluded from: Justice and conflict resolution 27%, health services 19.4%, agricultural extension 18% and employment 15%.
· Reasons for exclusion: income 87.5%, political affiliation 71% ,occupation  67.5%,social status 53%, age 23%,gender 15%, race and ethnicity

· For collective action 43.9% of respondents on a couple of times petitioned officials with development goal but only 16% answered they were successful.
· Actions done by respondents: voted in an election 86%, contacted an elected representative 60.3% , and participated in an association  56%.
· Respondents would rely for help from neighbors 47%, family 38%.

· Trust when someone borrows money- 93%, and 40 said it is getting even better.

· Most of respondents thinks that neighbors are basically honest (34% strongly agree and 37% agree) while 43% of respondents think that should be alert or someone else would take advantage of the person (contradictory).


	

	Conclusions and Lessons Learned

	According to our analysis, the computed cronbach’s alpha came out to be .791 when computed against 18 variables. After that, one further variable was dropped and an additive social capital scale was created. After this, we looked at the association between social capital scale and residence of the informants. This yielded a difference of means not statistically significant (means Durgapur 6.6063 and Kendua 6.5345, significance: p value .861).

When we looked at the association between social capital scale and membership status of the informants (i.e. if they were members or not of PARI or SATHI), it yielded a difference of means that came out to be statistically significant (means Member 8.2216 and Non-member 4.9162; significance: p value .000).

This is a preliminary set of analysis of social capital – and several other analyses are possible. Given the descriptive statistics, it does seem like there should have been a significant difference between the social capital means in two different sub-districts. We need to look at the data more closely in order to answer as to why it is that we do not see a significant difference there. 


	Recommendations and Use of Findings

	This was a baseline assessment. From the analyses, it seems that interventions are taking shape and is already having an impact in terms of increasing people’s social capital. These findings should be shared with the respective communities and members of the PIs, which can constructively improve their performance further.
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Annex 5:  Survey Report (April 2013)

Executive summary
A child survival project of World Renew, known as SUSOMA, has been working in the two selected Upazila of Netrokona district of lagged behind northern parts of Bangladesh.  The goal of the project is to reduce maternal and child mortality through community based interventions and strengthening community capacity and participation in a sustainable approach. The Strategic Objective of the project is to achieve improved household and community behaviors and increased utilization of Maternal and newborn care through public-private collaboration between People’s Institution and the public health system.

To track the progress and effectiveness of interventions the project holds six monthly surveys besides periodic evaluation. As a regular process the project staff collected information from the mothers having a child of less than six months to determine the change in their knowledge and practice as well as coverage with services at the community level. To conduct this KPC survey a total of 575 mothers were selected in a modified random sampling technique from the two Upazila (Sub districts). A structured questionnaire was used to collect data through one on one interview. Data were entered, cleaned and analyzed using SPSS software with assistance of an external consultant. A few indicators could not be analyzed due to technical error in data collection tool and data entry system.

As a whole the project has made very good to excellent progress in achieving key indicators within the five IRs. The six monthly survey findings show excellent improvement in Knowledge of mothers of danger signs during pregnancy and neonatal danger signs of newborn exceeding the set targets for the project. Percentage of mothers who know at least two danger signs during pregnancy and post-partum period has also shown very good progress reaching (79.3% and 72.3% respectively) little below the targets. 23% of mothers, much more than the target, had at least four ANC visits from skilled health providers during last pregnancy. 92.5% mothers received at least 2 shots of TT vaccine before delivery of the last baby which is well exceeding the target (85%). Percentage of deliveries of children attended by skilled health personnel has also observed excellent progress (reached at 24.2% against the target of 85%). Institutional or hospital delivery of children has shown very good progress reaching at 13.7% against the target of 15%. Ratio of the new born babies that received a neonatal care visit from an appropriate health care provider was found to be 37.6% but due to some technical error in data entry system it could not be determined whether the check-up was done within 2 days after birth or not. The survey has found that 77.6% of babies were fed breast milk (colostrum) within one hour after birth which is an excellent progress. About 50% of the youngest children of the respondents were weighed after birth and among them (n=287), 1.7% babies were found to be born with less than 2000 grams.

Percentage of children age 0-<6 months who were exclusively breastfed during the last 24 hours showed very good progress in mid-term evaluation (59.3%) but it has been found a little lower in this survey (56.9%).
The key findings of this six monthly survey are presented in comparison to the baseline survey and mid-term evaluation findings in the table below.
Table 1: Summary of SUSOMA Progress in Achieving Key Project Indicators

	IRs and Key Indicators                        [image: image10.emf]


	Base-line
	MTE
	Six-monthly
	Target

	IR1.Increased linkage between public health system and the community.
	
	
	
	

	1) Number of Primary Groups Formed
	39
	501
	-
	494

	2) Number of CCC Formed
	4
	22
	-
	20

	3) Informal health service providers trained on essential maternal and newborn practices and reduction of harmful practices.
	375
	377
	-
	375

	4) Community clinics with Primary Group participation in management meetings (n=60)
	0%
	30%
	-
	85%

	5) Communities with an emergency transport plan in place (n=495)
	NA
	87.5%
	-
	100%

	IR2: Improved knowledge and practices of mothers and families regarding MNCH *

	6) Mothers who knew at least two danger signs during pregnancy.
	45.9%
	66.1%
	81.2%
	70%

	7) Mothers who knew at least two danger signs during delivery.
	53.4%
	57.6%
	79.3%
	80%

	8) Mothers who knew at least two post-partum danger signs.
	49.3%
	57.7%
	72.3%
	80%

	9) Mothers who knew at least two neonatal danger signs.
	60.4%
	74.7%
	88.0%
	80%

	IR3: Increased quality of MNCH services

	10) Mothers who had 4 or more ANC visits from skilled health personnel when they were pregnant with the youngest child.
	7.2%
	11.2%
	22.9%
	15%

	11) Mothers who received at least 2 tetanus toxoid (TT) vaccinations before the birth of the youngest child
	76.6%
	91.8%
	92.5%
	85%

	12) Children whose births were attended by skilled personnel.
	6.4%
	13.1%
	24.2%
	15%

	13) Children whose birth took place at institution /health facility.
	5.2%
	9.5%
	13.7%
	15%

	14) Newborns who received a post-natal visit from an appropriate trained health worker within 2 days after birth.
	6.1%
	13.4%
	
	40%

	Newborns who received a post-natal visit from an appropriate trained health worker  (time period could not be determined)*
	
	
	37.6%
	

	15) Mothers of children age 0-23 months using a modern contraceptive method. (mothers of a child of below 6 months were the respondents)**
	48.6%
	57.8%
	55.8%
	55%

	16) Percentage of children age 0-5 months who were exclusively breastfed during the last 24 hours
	52.6%
	59.3%
	56.9%
	70%

	IR4: Increased capacity of local NGO for implementing People’s Institutions

	17) Number of PIs formed and having constitutions & bank accounts.
	2
	4
	-
	4

	18 Average Community Capacity Indicators score for PIs.
	NA
	37.3%
	-
	80%

	19) PIs have applied for registration as a legal entity
	0
	2
	-
	4

	IR5: Enhanced enabling environment for MNCH

	20) Health facilities (hospitals & FWCs) offering 24/7 assisted deliveries.(n=22)
	2
	3
	-
	NA

	21) Number of meetings and events that PI leaders attended with public health sector officials to advocate policies that benefit the poor.
	0
	71
	-
	88


Chapter 1- Introduction

1.1 Background

SUSOMA, a Child Survival Project of Christian Reformed World Relief Committee (CRWRC), with financial support from USAID, is being implemented in all unions of the two Upazilas (Durgapur and Kendua) of Netrokona district. This district has been identified by the Government of Bangladesh as one of 14 low performing districts with high child mortality (MICS 2007). Two partner organizations, PARI and SATHI have been implementing the project respectively in Durgapur and Kendua. The project area includes a total population of 485,000 people, including 124,000 women 15-49 years of age and 97,000 children 0-5 years of age.

The project goal is to reduce mortality and improve health status of the most marginalized mothers and newborns through establishing sustainable public-private partnerships at the community level. The Five intermediate results (IR) that the project intends to achieve are based on an expanded version of the well-known Community-based IMCI framework used by the national IMCI program.

IR1: Strengthened private (civil society)/public partnerships in support of MNCH;

IR2: Improved knowledge and practices of mothers and families regarding MNCH;

IR3: Increased quality of MNCH services;

IR4: Increased capacity of local NGOs for implementing People’s Institutions; and

IR5: Enhanced enabling environment.

Thus the project provides community- based services and health promotion interventions at the household level through trained traditional birth attendants (TTBAs) and Community Health Volunteers (CHVs) as well as through strengthening capacity of the community and people’s institutions. The project has an internal monitoring system that includes periodic (six monthly) KPC survey along with external evaluations of the project. This survey was the first six monthly survey after the mid-term evaluation of the project.

1.2 Purpose of the periodic survey

The purpose of the periodic surveys is to determine and monitor the changes in levels of knowledge practice and coverage of the target beneficiaries against some pre-set key indicators related to maternal, neonatal and child health interventions in every six month. It is to be noted that the indicators were set by after the midterm evaluation held in mid-2012. The findings of this periodic survey will help the project personnel to understand the progress in line with the set indicators as well as to identify the areas that will need more emphasis or attention to reach the targets. This will also help ascertain the needs of further investigations in particular areas to identify the causes of non-progressiveness if that be the case. In essence the periodic monitoring through KPC survey will ensure the quality and effectiveness of the project interventions.

Chapter 2 - Survey Methodology

2.1 Survey area

This survey was carried out at SUSOMA project intervention areas in two Upazila of Netrokona district, which is situated in the northern part of Bangladesh. The study area covered 50 villages of Durgapur Upazila and 50 villages of Kendua Upazila in Netrokona district.
2.2 Sampling technique and Sample size
a) Respondents

Since the project interventions were related to maternal and newborn health, measurement of most of the indicators required a population of children of below six months and women who had a birth outcome in the previous 6 month preceding the survey. Therefore, the mothers having a child of below six months or any pregnancy outcome in last six months preceding the survey were selected as the targeted respondents and interviewed through household survey.

b) Sample size

According to the KPC 2000+ and 30 cluster sampling method the survey team decided to take 300 sample respondents from each of the Upazila. But in practical a total of 575 samples (281 from Durgapur and 294 from Kendua) were interviewed in the field.

c) Sampling of villages and respondents

At first, the survey team listed all mothers in Durgapur and Kendua who had any outcome of pregnancy during six months preceding the survey. 50 villages from each of the Upazila were selected randomly and from the list of mothers of each village the targeted number of mothers was selected through random sampling technique.

2.3 Survey instruments
The survey was conducted through one to one interview using a pre-tested structured questionnaire. The draft questionnaire was developed following the KPC 2000+ modules by the Monitoring Officer of SUSOMA project which was finally reviewed by ICDDR,B.

Particular variables from the KPC 2000+ were translated into Bangla and the additional selected variables were included in the questionnaire to match with the project objectives and indicators.

The questionnaire comprised of different sections for various information as follows:

	Sections
	Contents

	Section - A
	Household identification and household members’ information

	Section - B
	Respondent’s personal information

	Section - C
	Maternal and neonatal health information according to KPC


The following areas of information were covered by the questionnaire:

1) Identification of the household

2) Interview date and time

3) Respondents’ name and age; child’s name, age, sex and date of birth

4) Prenatal, Natal and post-natal care of mother

5) Mothers’ Immunization for Tetanus

6) Knowledge of mothers on maternal danger signs during pregnancy, delivery and postpartum period

7) Place of delivery and birth attendants

8) Integrated management of childhood illness (IMCI)

9) Birth weight of newborns

10) Post-natal care for newborns

11) Mothers’ knowledge of neonatal danger signs

12) Breastfeeding practice/exclusive breastfeeding

13) Current use of contraceptive methods

2.4 Training and data collection
14 CHT in Durgapur and 26 CHT at Kendua received day long orientation on survey questionnaire, survey methodology and interview techniques through practical demonstration and mock tests.

2.5 Quality assurance

Supervisors were trained to enhance their capability to guide and assist the data collectors as and when required. The quality of data collection was maintained by four trained supervisors through spot checking, cross checking, consistency checking and editing. Each day, field supervisors accompanied three or four data collectors for part of their work-day and directly observed some interviews. They also reviewed the completed questionnaires submitted to them. Any errors, discrepancies and other problems were discussed and resolved at the end of each day.  This sometimes resulted in a re-visit to the household. A random sample of filled-in questionnaires was revisited by supervisors to check the correctness of the information collected.

2.6 Data entry and analysis

Data were entered in MS access database file. The database was then sent to a consultant for transcription of data in a statistical software package (SPSS) and analysis. The consultant transformed the data into SPSS 17, validated the data and analyzed information at the confidence interval of 95% and generated the findings for presentation in this report.

Chapter 3 – Description of survey findings

3.1 Findings in relation to Antenatal, Natal and Postnatal Care
This section presents findings from the six monthly surveys on different aspects of maternal health such as knowledge and care-seeking behaviors regarding antenatal, delivery, postnatal care and maternal complications. These results are based on data obtained from 575 mothers who reported live or still births in the six months preceding the survey.

3.1.1 Antenatal Care:

Knowledge of mothers of necessity of ANC visits:

While all the mothers were asked whether they think antenatal checkup is necessary for each of the pregnant mothers irrespective of sickness, most of them (96%) agreed that it is necessary, but 3.7% still believes that ANC visit is not required  during pregnancy and the rest 0.3% had not idea of it. On a complementary question on minimum required number of ANC visit during a pregnancy, it was revealed that out of those who believed “ANC is necessary” majority (65.2 as a whole, Durgapur 69%, Kendua 61.3%) mentioned a number between 4 and 7, when 23.4% mentioned that at least 3 visits are required. Around another 5% believes that a mother should have 8 to 10 ANC visits during a pregnancy.

Antenatal care practice

Though 96% of mothers perceived that ANC was necessary in pregnancy, in practical 87% mothers as a whole, received any form of ANC from any type of provider and among them 66.1% mothers received at least one ANC visit from skilled or trained health personnel (doctor, nurse, midwife, FWV, CSBA). Among all 31.5% mothers visited non-medically trained field health workers (HA, FWA, nutrition worker, SUSOMA volunteer) at least once and 26.4% visited non health workers or traditional healers (TTBA, homeopath, medicine seller, indigenous and religious healer, family relatives). Excellent progress have been observed in seeking antenatal care from medically trained/skilled health personnel in comparison to that of baseline (20.6%) and mid-term evaluation (42.1%). But it is also to be noted that 31.5% mothers received ANC from unskilled health care providers and another 26% mothers ANC services from non health care providers like homeopath, medicine seller, relatives etc. at least for once.

The survey also points out that a large proportion of mothers visited either government health hospitals/health centers (48% response) or NGO health centers (11% response) or private hospital/clinics (19% response) for ANC during the last pregnancy. But still about 6% mothers go for ANC to some places that are not really any health care centers and 33.7% don’t go anywhere rather try  to get ANC at home.

Table 1   Distribution of mothers by care providers from whom they received ANC

	Type of service provider
	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Skilled Health Personnel

(MBBS doctor, nurse, midwife, FWV, CSBA)
	Count
	196
	184
	380

	
	% within upazila
	69.8%
	62.6%
	66.1%

	Other health workers  (HA, FWA, nutrition worker, SUSOMA volunteer)
	Count
	73
	108
	181

	
	% within upazila
	26.0%
	36.7%
	31.5%

	Non-health workers/ traditional healers/ relative  (TTBA, homeopath, medicine seller, indigenous and religious healer, family relatives)
	Count
	70
	82
	152

	
	% within upazila
	24.9%
	27.9%
	26.4%


Note: The same mother could receive ANC from different providers in several visits, therefore the total numbers responses became more than that of total respondents. Since the same respondents are counted in different variables, the sum of the percentages will be more than 100%.

Table 2   Distribution of mothers by from where they received ANC

	Type of institution for ANC
	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Government Health Centers ranging from medical college to community clinic
	Count
	133
	144
	277

	
	% within upazila
	47.3%
	49.0%
	48.2%

	NGO Health Centers and other nongovernment centers
	Count
	43
	21
	64

	
	% within upazila
	15.3%
	7.1%
	11.1%

	Private Health Center (MBBS doctor’s chamber, hospital/clinic)
	Count
	59
	49
	108

	
	% within upazila
	21.0%
	16.7%
	18.8%

	Non health centers (village doctors’ or paramedics’ or SACMO’s chamber, medicine shops and others.
	Count
	13
	21
	34

	
	% within upazila
	4.6%
	7.1%
	5.9%

	Home (own, fathers)
	Count
	86
	108
	194

	
	% within upazila
	30.6%
	36.7%
	33.7%


Note: The same mother received ANC from different places in several visits, therefore the total numbers responses became more than that of total respondents. Since the same respondents are counted in different variables, the sum of the percentages will be more than 100%.

The survey reveals that, the proportion of mothers receiving antenatal care from any skilled health personnel (MBBS doctor, nurse, midwife, FWV, CSBA) at least for four times during last pregnancy has progressed very well reaching over the target of the project as shown in the chart-1. 23% of mothers received four or more ANC visits from skilled health personnel as a whole in two upazilas and Durgapur shows better result (26%) than that of Kendua (20.2%).

Chart 1   Proportion of mothers who received 4 or more ANC visits from skilled health personnel
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Table 3 Mothers’ knowledge of maternal danger signs in pregnancy (multiple responses table)

	Responses
	
	Upazila
	Total



	
	
	Durgapur
	Kendua
	

	Bleeding per vagina
	Count
	108
	113
	221

	
	% within Upazila
	38.4%
	38.4%
	38.4%

	Rapid breathing/Breathing difficulty
	Count
	9
	17
	26

	
	% within Upazila
	3.2%
	5.8%
	4.5%

	High fever
	Count
	122
	133
	255

	
	% within Upazila
	43.4%
	45.2%
	44.3%

	Sever pain in lower abdomen
	Count
	146
	148
	294

	
	% within Upazila
	52.0%
	50.3%
	51.1%

	Headache with blurring of vision
	Count
	164
	147
	311

	
	% within Upazila
	58.4%
	50.0%
	54.1%

	Convulsion/ unconsciousness
	Count
	119
	116
	235

	
	% within Upazila
	42.3%
	39.5%
	40.9%

	Foul smelling vaginal discharge
	Count
	5
	11
	16

	
	% within Upazila
	1.8%
	3.7%
	2.8%

	Absence or reduced fetal movement
	Count
	37
	35
	72

	
	% within Upazila
	13.2%
	11.9%
	12.5%

	Greenish/yellowish vaginal discharge
	Count
	3
	11
	14

	
	% within Upazila
	1.1%
	3.7%
	2.4%

	Others……….
	Count
	51
	21
	72

	
	% within Upazila
	18.1%
	7.1%
	12.5%

	Don’t know
	Count
	4
	15
	19

	
	% within Upazila
	1.4%
	5.1%
	3.3%

	Total number of respondents
	
	281
	294
	575


Knowledge of mothers about the danger signs during pregnancy also shows very good progress while on average more than 81% of mothers could mention at least two danger signs of pregnancy compared to that of baseline findings. Due to some unknown error the findings of mid-term evaluation showed lower values compared to baseline status. The most commonly mentioned danger signs of pregnancy were “Headache with blurred vision”, “severe pain in lower abdomen”, “high fever” and “convulsion/unconsciousness” among all other signs as shown in the table above.
Table 4 Mothers who know at least two correct dangers signs of pregnancy

	Number of correct danger signs of pregnancy mentioned by mothers
	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Not a single one
	Count
	9
	18
	27

	
	% within Upazila
	3.2%
	6.1%
	4.7%

	One danger sign
	Count
	37
	44
	81

	
	% within Upazila
	13.2%
	15.0%
	14.1%

	2 or more danger signs
	Count
	235
	232
	467

	
	% within Upazila
	83.6%
	78.9%
	81.2%

	Total
	Count
	281
	294
	575

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Chart 2   Showing progress in mothers’ knowledge of danger signs of pregnancy
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Vaccination for Tetanus

While looking at the number of TT injections received by the mothers during the last pregnancy, apparently it showed a poor finding where only 14.7% mothers received 2 or more shots of vaccines. It is due to the fact that most of the mothers were fully immunized having 5 shots of vaccines before their last pregnancy.  It has shown an excellent result that as a whole, 92.5% of respondents received two or more TT vaccinations before delivery of their last child though it has not improved much compared to the findings of mid-term evaluation. 45.5% of mothers were fully immunized against tetanus before their last child delivery. Durgapur shows better finding in this regard compared to that of Kendua.

Table 5 Percentage of mothers with children age 0-6 months who received at least two Tetanus toxoid vaccinations before the birth of their youngest child

	Number TT Shots taken before last delivery
	Durgapur
	Kendua
	As a whole

	
	Baseline
	Midterm
	6 Monthly
	Baseline
	Midterm
	6 Monthly
	Baseline
	Midterm
	6 Monthly

	No injection
	2.6%
	1.0%
	0.0%
	6.5%
	2.4%
	0.0%
	4.9%
	1.7%
	0.0%

	One injection
	2.8%
	3.5%
	3.7%
	9.8%
	4.8%
	8.7%
	7%
	4.1%
	6.2%

	Two or more injections
	94.2%
	94.8%
	42.1%
	83.2%
	88.7%
	51.8%
	87.6%
	91.8%
	47.0%

	Five or more injections
	-
	-
	52.7%
	-
	-
	38.4%
	-
	-
	45.5%

	Don’t know/Missing
	0.5%
	0.7%
	1.5%
	0.5%
	4.1%
	1.1%
	0.5%
	2.4%
	1.3%

	Number of total respondents
	427
	290
	294
	631
	292
	281
	1,058
	582
	575


3.1.2 Delivery care

This section discusses the place of delivery and type of birth attendance the mothers received during delivery of the last child.
Outcome of pregnancy:

Out of the 575 mothers 4 mothers (0.7%) gave history of having still births during last six months preceding the survey which indicates that the rate of still birth is not very high.

Table 6  Distribution of mothers by Pregnancy outcome in the last six months

	Outcome
	
	Upazila
	Total



	
	
	Durgapur
	Kendua
	

	Live birth


	Count
	277
	291
	568

	
	% within Upazila
	99.3%
	99.3%
	99.3%

	Still birth


	Count
	2
	2
	4

	
	% within Upazila
	.7%
	.7%
	.7%

	Total
	Count
	279
	293
	572

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Place of delivery

Child deliveries of mothers in last six months mostly took place at home in both the upazilas.   However, institutional deliveries were found to have progressed during this survey as a whole (13.4% percent in recent survey against 9.8% in midterm). Between the two upazilas Kendua showed better progress (15.3%) in this regard than in Durgapur (11.4%). In case of hospital deliveries, majority took place at government facilities when private hospital/clinic is at the second position.

Chart 3  Proportion of mothers by places where the last delivery was conducted
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Table 7   Comparative findings on place of delivery of last child in periodic surveys

	
	As a whole
	Durgapur
	Kendua

	
	Baseline
	Midterm
	6 Monthly
	Baseline
	Midterm
	6 Monthly
	Baseline
	Midterm
	6 Monthly

	Number of births
	1,058
	582
	575
	427
	290
	281
	631
	292
	294

	Delivery at home
	92.2%
	90.2%
	86.6%
	93%
	92.8%
	88.6%
	91.6%
	87.7%
	84.7%

	Delivery at health facility
	7.9%
	9.8%
	13.4%
	7.0%
	7.3%
	11.4%
	8.4%
	12.3%
	15.3%

	GoB
	5.7%
	6.7%
	8.3%
	3.5%
	3.8%
	5.3%
	7.1%
	9.6%
	11.2%

	Private/NGO
	2.1%
	2.8%
	3.5%
	3.5%
	2.8%
	3.6%
	1.1%
	2.7%
	3.4%

	Other health centers
	0.1%
	0.3%
	1.6%
	0%
	0.7%
	2.5%
	0.2%
	0%
	0.7%


Birth Assistance

Table 8 shows the types of provider that assisted the deliveries (whether live or still birth) in the 6 months preceding the survey. Ranging from 74% (in Kendua) to about 84% (in Durgapur) of the deliveries was assisted by unskilled providers, which is, still very high though the attendance of deliveries by skilled health providers is gradually increasing in both the areas.  Kendua showed better progress in this indicator than Durgapur did. As a whole more than 67% mothers mentioned that their deliveries were assisted by relatives, friends or neighbors. A few also mentioned of village doctors, traditional healers, ayurvedic practitioners, homeopathic practitioners, medicine sellers as the persons who provided birth assistance.

Table 8 Percent distribution of deliveries attended by different service providers

	
	As a whole
	Durgapur
	Kendua

	
	Baseline
	Midterm
	6 Monthly
	Baseline
	Midterm
	6 Monthly
	Baseline
	Midterm
	6 Monthly

	Number of births
	1,058
	582
	575
	427
	290
	281
	631
	292
	294

	Delivery by Skilled providers
	9.4%
	13.1%
	21.2%
	9.2%
	10%
	16.4%
	9.5
	16.1
	25.9%

	Doctor
	4.4%
	6%
	7.3%
	4.2%
	3.5%
	6.0%
	4.6%
	8.6%
	8.5%

	Nurse/midwives
	1.6%
	2.9%
	6.8%
	1.4%
	2.1%
	4.6%
	1.7%
	3.8%
	8.8%

	FWV
	1.1%
	0.9%
	0.5%
	0.9%
	0.3%
	0%
	1.3%
	1.4%
	1.0%

	CSBA
	0.7%
	2.1%
	6.4%
	1.6%
	2.1%
	5.3%
	0%
	2.1%
	7.5%

	Unidentified
	1.5%
	1.2%
	0.2%
	0.9%
	2.1%
	0.4%
	1.9%
	0.3%
	0%

	Unskilled providers
	90.7%
	86.9%
	78.8%
	90.8%
	90%
	83.6%
	90.5%
	83.9%
	74.1%

	TTBA
	13.1%
	18.7%
	31.1%
	16.2%
	21.7%
	48.0%
	11.1%
	15.8%
	15.0%

	TBA
	35.1%
	16.3%
	31.5%
	38.6%
	10.7%
	24.2%
	32.7%
	21.9%
	38.4%

	Friends/relatives
	41.4%
	48.6%
	14.3%
	36.1%
	54.1%
	9.6%
	45.0%
	43.2%
	18.7%

	Other
	1%
	3.3%
	1.9%
	0%
	3.5%
	1.8%
	1.7%
	3.1%
	2.0%


Chart 4   Knowledge of mothers of danger signs during delivery
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Knowledge of mothers of danger signs of delivery is on progress in comparison to the midterm findings. On an average more than 79% mothers could correctly mention at least two or more danger signs of delivery. In Durgapur this indicator remained almost static since when the baseline study was done. Compared to Durgapur, this parameter has progressed much better in Kendua where the baseline was 49.6% and the recent finding is 79.6%.

3.1.3 Postnatal care (PNC) of mothers:

Postnatal care and checkups are recognized as an essential component of maternal and newborn care. This six monthly survey finds that 41% mothers as whole did not receive any form of postnatal care. The situation is worse in Durgapur (no PNC 54%) compared to Kendua (28.6% received no PNC). It is also to be noted that a good proportion (20% of total) received PNC from non-health providers.

Chart 5 Proportion of mothers who received postnatal care and by whom
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Chart 6  Proportion of mothers who know at least two maternal danger signs in postpartum period
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3.1.4 Neonatal care of babies:

The survey shows that as a whole around 50% of newborns received any form of neonatal care within 28 days of birth. On average 23% of babies born in the 6 months preceding the survey, received postnatal care from a medically trained provider.  It was not possible to determine whether the checkup of newborn was done within two days of birth or later because of error in data entry system.
Chart 7.Times of Neonatal checkup of newborn done by anybody within 28 days of birth
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Chart 8 Proportion of newborns that received neonatal care by different providers
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Similarly as of maternal care, it is also noticed here that in around 22% cases the newborns were taken to some non-health care providers (quack, medicine seller, homeopath, traditional healers) for neonatal care. This practice may be rather harmful than not having care from anybody.

Table 9 Comparison of proportions of newborns that received any form of postnatal care

	
	Durgapur
	Kendua
	As a whole

	Newborn care history
	Baseline
	Midterm
	6 Monthly
	Baseline
	Midterm
	6 Monthly
	Baseline
	Midterm
	6 Monthly

	N (Number of births)
	420
	290
	281
	623
	292
	294
	1043
	582
	575

	Received neonatal care from any provider
	15.5%
	29.7%
	30.6%
	11.4%
	25.3%
	55.1%
	13%
	27.5%
	43.1%

	Received neonatal care from a medically trained provider
	9.1%
	10%
	21.4%
	8.4%
	18.5%
	24.8%
	8.6%
	14.3%
	23.1%

	By type of trained provider
	
	
	
	
	
	
	
	
	

	MBBS
	7.6%
	3.8%
	10.9%
	4.7%
	13.4%
	12.5%
	5.9%
	8.6%
	11.7%

	Nurse/midwife
	0.2%
	0.7%
	4.4%
	1.4%
	1.4%
	4.8%
	1.0%
	1.0%
	9.2%

	Paramedic/MA/SACMO
	0.2%
	0%
	0.7%
	0%
	0%
	0.7%
	0.1%
	0%
	0.7%

	FWV
	0%
	0.3%
	0.4%
	0%
	0.7%
	0.3%
	0%
	0.5%
	0.3%

	CSBA
	0.5%
	1.4%
	5.0%
	0%
	0.3%
	6.5%
	0.2%
	0.9%
	5.7%

	Other Health worker
	0.7%
	6.6%
	6.0%
	0.8%
	4.5%
	35.4%
	0.8%
	5.5%
	21.0%

	Untrained provider
	5.7%
	12.8%
	22.2%
	2.3%
	2.4%
	17.5%
	3.6%
	7.6%
	19.8%

	Unidentified
	0.5%
	3.8%
	2.1%
	2.3%
	2.7%
	1.9%
	1.5%
	3.3%
	2.0%

	Don’t know
	0%
	0.3%
	0.3%
	0%
	0%
	0.3%
	0%
	0.2%
	0.3%


Knowledge on neonatal danger signs

Any health problem of newborn within the first month of life may turn into serious condition with complications very quickly that may even lead to death. Such conditions are usually marked by certain signs. Providing immediate care noticing those signs may save life of the newborn easily. Mothers are expected to be aware of the danger signs so that they are able to seek care as needed.  The danger signs mothers mostly mentioned were: high fever (72% responses), Breathing difficulty (63% responses), convulsions (30% responses), Low body temperature (30.6% responses) and other signs as shown in the following table.
Table 10 Mothers’ knowledge of neonatal danger signs

	Responses
	
	Upazila
	Total



	
	
	Durgapur
	Kendua
	

	Convulsion/ contraction of muscles
	Count
	68
	105
	173

	
	% within Upazila
	24.2%
	35.7%
	30.1%

	High fever
	Count
	217
	198
	415

	
	% within Upazila
	77.2 %
	67.3%
	72.2%

	Unable to suck breast milk
	Count
	38
	54
	92

	
	% within Upazila
	13.5%
	18.4%
	16.0%

	Breathing difficulty/ rapid breathing
	Count
	179
	185
	364

	
	% within Upazila
	63.7%
	62.9%
	63.3%

	Hypothermia (body gets cold)
	Count
	92
	84
	176

	
	% within Upazila
	32.7%
	28.6%
	30.6%

	Very small/low birth weight baby
	Count
	3
	21
	24

	
	% within Upazila
	1.1%
	7.1%
	4.2%

	Yellow coloration of hands/feet/eyes (Jaundince)
	Count
	61
	41
	102

	
	% within Upazila
	21.7%
	13.9%
	17.7%

	Swollen abdomen
	Count
	50
	46
	96

	
	% within Upazila
	17.8%
	15.6%
	16.7%

	Unconsciousness
	Count
	6
	13
	19

	
	% within Upazila
	2.1%
	4.4%
	3.3%

	Umbilical sepsis
	Count
	46
	25
	71

	
	% within Upazila
	16.4%
	8.5%
	12.3%

	Others
	Count
	69
	42
	111

	
	% within Upazila
	24.6%
	14.3%
	19.3%

	Don’t know
	Count
	5
	1
	6

	
	% within Upazila
	1.8%
	0.3%
	1.0%

	Total number of respondents
	
	281
	294
	575


Note: this is a multiple response table when same mother responded more than one answer. Therefore, the total number of responses was more than total number of respondents.

Proportion of mothers that mentioned two or more neonatal danger signs was increased a little bit compared to that of baseline findings. As a whole 88% mothers could mention at least two neonatal danger signs correctly. The progress in this indicator was more in kendua in comparison to baseline though proportion of mothers who knew at least two neonatal danger signs was higher in Durgapur (90.4%)than in Kendua (85.7%).

Chart 9 Percent distribution of mothers who knows at least two neonatal danger signs
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Birth-weight of newborns

Low birth weight babies are more vulnerable to health problems as well as to death. For that reason knowing birth-weight is important for proper newborn care. This survey tried to know what proportion of newborns is weighed after birth and was born with low birth-weight. The findings show that overall 50 percent babies were weighted aster birth in the intervention area. Individually the finding in Durgapur is 48 percent and in Kendua 52 percent. The rest of the babies were not either not weighed or the mother could not provide information on this.
Chart 10 Proportion of new born that were weighed immediately after birth
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Proportion of babies born with severe low birth weight (less than 2 kg) was only 1.7%. Birth-weight of below 2.5 kg is considered to be low-birth weight. In this study, information on birth weight was collected in kilogram in round figures, thus this study shows that proportion of babies having birth weight ranging from 2 to 3 kg was 72.5%, some of them might have born with weight of less than 2.5 kg.

Table 11 Distribution of newborns by birth weight

	Birth-weight in Kg


	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Below 2 kg
	Count
	3
	2
	5

	
	% within Upazila
	2.2%
	1.3%
	1.7%

	2 to 3 kg
	Count
	99
	109
	208

	
	% within Upazila
	73.9%
	71.2%
	72.5%

	4 kg and above
	Count
	28
	27
	55

	
	% within Upazila
	20.9%
	17.6%
	19.2%

	Don’t know
	Count
	4
	15
	19

	
	% within Upazila
	3.0%
	9.8%
	6.6%

	Total
	Count
	134
	153
	287

	
	% within Upazila
	100.0%
	100.0%
	100.0%


3.1.5 Breastfeeding and supplementary food for children

Immediate breastfeeding with colostrum

WHO and UNICEF recommend that children be fed colostrums immediately after birth and continue to be exclusively breastfed even though flow of breast milk is insufficient or scanty.

This survey shows that as a whole 77.6% of babies were given breast milk within an hour of birth. Better progress is made in this indicator in Durgapur (85.4%) than in Kendua (70.1%).

According to mothers’ responses about 96% of newborns received colostrum on average in both areas. But it should draw the attention of the project personnel that a gradual decline is observed in this result indicator compared to the results found in baseline and midterm surveys. It may need further investigation to identify the reason.
Chart 11 Proportion of newborns that were given breast milk within an hour of birth
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Chart 12 Proportion of newborns that were fed colostrum (compared with previous surveys)
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Exclusive breastfeeding practices
To ascertain the practice of exclusive breast feeding, the mothers (having a child of less than six months) were asked whether they have given the youngest child any food/ liquid other than breast milk within the last 24 hours from the day of survey. The survey findings showed that as a whole no progress occurred in this indicator rather diminished a bit in comparison to the mid-term findings. Based on this study 56.3% babies were found to be on exclusive breast feeding which was 59.3% in the mid-term evaluation. Since the variation is not very high it might be due to sampling error or any problem with data collection or entry.

Chart 13Proportion of children under six months  found on exclusive breastfeeding (nothing other than breast milk given in last 24 hour)
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3.1.6 Current use of contraception
This survey tried to have an idea of use of contraceptive methods for birth spacing or family planning by the respondent mother (or her husband). Proportion of mothers that were found currently using any method of contraception was 60.7% which is slightly more than the finding of mid-term evaluation. On the contrary 55.8% mothers were using any modern method of contraception which was little lower than the mid-term finding. Table 12 below shows the proportion mothers using all other methods of contraception.

Table 12 Percent distribution of currently married women age 15-49 and mother of children age 0-6 months that are currently using contraceptive method

	
	Durgapur
	Kendua
	As a whole

	
	Baseline
	Midterm
	6 Monthly
	Baseline
	Midterm
	6 Monthly
	Baseline
	Midterm
	6 Monthly

	Number of respondents
	684
	287
	281
	1,122
	292
	294
	1,806
	579
	575

	Using any contraceptive method
	49.4
	58.5
	58.4
	49.5
	59.3
	62.9
	49.5
	58.9
	60.7

	Using any modern contraceptive method
	49.1
	56.5
	57.7
	49.4
	59.3
	54.1
	49.3
	57.8
	55.8

	Pill
	35.4
	36.9
	36.7
	39.1
	41.1
	43.5
	37.7
	39
	40.2

	IUD
	0.2
	0.4
	0
	0
	0.3
	0
	0.1
	0.4
	0

	Injectable
	11.1
	15
	14.6
	7.4
	9.3
	4.1
	8.8
	12.1
	9.2

	Implants
	0.6
	0
	1.8
	0.1
	3.4
	0.7
	0.3
	1.7
	1.2

	Condom
	1
	1.1
	1.8
	0.9
	3.4
	3.4
	0.9
	2.3
	2.6

	Female sterilization
	0.6
	2.8
	2.8
	1.5
	1.7
	2.4
	1.2
	2.3
	2.6

	Male sterilization
	0.3
	0.4
	0
	0.4
	0
	0
	0.3
	0.2
	0

	Any traditional method
	0.3
	2.1
	0.7
	0.1
	0
	8.8
	0.2
	1
	4.3

	Periodic abstinence
	0
	0
	0
	0
	0
	2.0
	0
	0
	0.5

	LAM/Withdrawal
	0
	2.1
	0
	0
	0
	0.7
	0
	1
	0.3

	Other
	0.3
	0
	0.7
	0.1
	0
	6.1
	0.2
	0
	3.5

	Using no method
	50.6
	41.5
	41.6
	50.5
	40.8
	37.1
	50.6
	41.1
	39.3


Chapter 4- Limitations of the study

The study design, development of survey tools, sampling technique selection etc. were done by the Monitoring Officer for the project. After entering in MS Access format the data was sent to the consultant for validation and analysis. It created a gap between the views and perception of the consultant and the project personnel. The consultant was not aware of the survey tool and the required project indicators to be assessed which resulted in some difficulties in analyzing some of the indicators since the questionnaire did not allow appropriate collection of information. Also the data entry software was not the preferable one to get the data transferred to SPSS. Following are the some of the areas identified by the consultant that need to be addressed in the next periodic surveys.

· Having a sampling frame readily available it is possible to use a random sampling technique to select the sample respondents. This survey tried to use cluster sampling method but did not follow 30 cluster sampling that is recommended for KPC surveys.

· The questionnaire was a little bit complicated that led to error in data collection and entry.

· When the project personnel already had the list of all mothers having a history of delivery in last six months it was unnecessary to collect the date of last delivery.

· Certain questions seemed to be repeated or very similar that may create confusion to the respondent as well as to the data collectors. It may also irritate the respondent. The question on outcome of last delivery was asked twice (q2.4 and q.3.21).

· The questions that wanted to know any specific duration/ period of time (for instance how long after delivery the newborn was checked up, the given to breast) it should be collected in separate sub heads for Minutes, hours, days or should be collected in same unit of time if single head is used for data entry. Data related to time period collected in this survey were entered in the same column of data sheet therefore SPSS could not differentiate whether the number was minute, hour or day. Please note that SPSS can analyze only numbers. With this difficulty it was not possible to determine how long after the mother or baby received 1st postnatal checkup and other similar variables.

· Because of using multiple response questions in some indicators it was difficult to determine certain variables applicable for exact proportion of respondents. When a same respondent responses more than one answers then all the responses are counted in SPSS which become more than hundred percent when accumulated. For example if a mother received ANC from three types of providers and we take all the responses she made, then for a single mother we will find more than one provider that provided services to her. This will create difficulties to identify whether the mother received care from skilled or unskilled providers since she may answer three responses in one question like doctor, paramedic and medicine sellers. In this sort of questions single answer option is preferable or a criteria needs to be set, like- if she goes to a skilled provider at least once then she should be counted as receiving care from skilled provider and rest of the answers to be ignored or vice versa.
Chapter 5- Conclusion & Recommendations

The six monthly survey findings provided an opportunity to analyze the current situation of different parameters of maternal, neonatal and child health aspects in the two intervention upazilas. It also allows the project management to determine the changes in measurements of specific indicators comparing with the baseline and mid-term findings. It also gave a comparative picture of achievements between two upazilas. The overall results represent that there has been an increase in the key coverage indicators in almost all areas which might be due to the implementation of SUSOMA intervention program in those areas. Though to be certain on the effectiveness of the project interventions, more scientific evaluation is required precluding the other probable influencing factors.

However, the findings provided critical insights into certain areas that need careful attention by the project such as increasing awareness and motivation for care-seeking, ensuring adequate availability and access to medically trained/skilled providers for care of the mothers and children. Education of mothers and families on danger signs and early detection of maternal, newborn and child health problems including exclusive breastfeeding of the children.

The following are some of the areas that need to be taken care of with special attention:

· In developing the questionnaire /survey tools some of the questions need to be rearranged or rephrased as identified in the report. In the question on vaccination of Tetanus, the result showed that very low percentage of mothers received at least two shots of vaccine in the last pregnancy which was because a very good proportion of mothers were fully immunized against Tetanus earlier. Actually it is important to know what proportion of mothers were either fully immunized with 5 shots of TT before last delivery or, what percentage out of those who were not fully immunized, received at least two shots during the last pregnancy.

· A large number of Mothers are still seeking postnatal care for both themselves and their newborn babies from unskilled health workers and even from non-health workers. This issue may need to be stressed in programmatic approaches.

· Knowledge of mothers on neonatal danger signs in Durgapur did not progress in comparison to the baseline status though it showed more than 90% mothers knew at least 2 danger signs but it was 92% in baseline. This may need further investigation.

· Birth weight of newborns should be collected in grams instead of round figured kilogram in future surveys. It is also important to know how long after birth the weight was taken since it varies remarkably with time.

· Proportions of newborns that received colostrum have shown a gradual reduction from baseline. It may need further investigation and extra efforts in the intervention.

· Similarly, percentage of children on exclusive breast feeding has also diminished from the mid-term status thus it needs more attention.
Chapter 6-   Annexes

Annex 1.  Question-wise Tables

All basic tables of findings according to the questions used in the questionnaire
Table q2.2 Age distribution of the respondents (mother of a child of 0-6 months)

	Age group
	
	Upazila
	Total



	
	
	Durgapur
	Kendua
	

	14 to 19 years


	Count
	39
	14
	53

	
	% within Upazila
	13.9%
	4.8%
	9.2%

	20 to 29 years


	Count
	168
	199
	367

	
	% within Upazila
	59.8%
	67.7%
	63.8%

	30 to 39 years


	Count
	67
	70
	137

	
	% within Upazila
	23.8%
	23.8%
	23.8%

	Above 40 years


	Count
	7
	11
	18

	
	% within Upazila
	2.5%
	3.7%
	3.1%

	Total


	Count
	281
	294
	575

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q2.4 Outcome of the pregnancy in the last six months

	Outcome
	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Live birth


	Count
	279
	293
	572

	
	% within Upazila
	99.3%
	99.7%
	99.5%

	Still birth


	Count
	2
	1
	3

	
	% within Upazila
	0.7%
	0.3%
	0.5%

	Total
	Count
	281
	294
	575

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.1 Mothers’ opinion on whether antenatal check-up is necessary in pregnancy even the mother is not sick

	Opinion
	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Necessary
	Count
	281
	271
	552

	
	% within Upazila
	100.0%
	92.2%
	96.0%

	Not necessary


	Count
	0
	21
	21

	
	% within Upazila
	0.0%
	7.1%
	3.7%

	Don’t know
	Count
	0
	2
	2

	
	% within Upazila
	0.0%
	0.7%
	0.3%

	Total
	Count
	281
	294
	575

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.2 According to mothers how many ANC visits are minimally required during a pregnancy

	No. of ANC visits required
	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	1 or 2 visits


	Count
	10
	21
	31

	
	% within Upazila
	3.6%
	7.7%
	5.6%

	3 visits


	Count
	62
	67
	129

	
	% within Upazila
	22.1%
	24.7%
	23.4%

	4 to 7 visits


	Count
	194
	166
	360

	
	% within Upazila
	69.0%
	61.3%
	65.2%

	8 to 10 visits


	Count
	14
	13
	27

	
	% within Upazila
	5.0%
	4.8%
	4.9%

	Don’t have idea


	Count
	1
	4
	5

	
	% within Upazila
	0.4%
	1.5%
	0.9%

	Total
	Count
	281
	271
	552

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.3 Whether the mother did see anybody for Antenatal checkup during the last pregnancy

	Received ANC or not
	
	Upazila
	Total



	
	
	Durgapur
	Kendua
	

	Yes


	Count
	243
	255
	498

	
	% within Upazila
	87.1%
	86.7%
	86.9%

	No
	Count
	35
	38
	73

	
	% within Upazila
	12.5%
	12.9%
	12.7%

	Can’t remember
	Count
	1
	1
	2

	
	% within Upazila
	0.4%
	0.3%
	0.3%

	Total
	Count
	279
	294
	573

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.4 Who did the antenatal checkup during last pregnancy (multiple response table)

	
	Responses
	
	Upazila
	Total



	
	
	
	Durgapur
	Kendua
	

	Skilled/Trained health personnel
	Registered doctor
	Count
	82
	99
	181

	
	
	% within Upazila
	29.2%
	33.7%
	31.5

	
	Nurse/Midwife
	Count
	41
	11
	52

	
	
	% within Upazila
	14.6%
	3.7%
	9.0

	
	Paramedic/Medical Assistant /SACMO
	Count
	2
	5
	7

	
	
	% within Upazila
	0.7%
	1.7%
	1.2

	
	Family Welfare Visitor
	Count
	43
	47
	90

	
	
	% within Upazila
	15.3%
	16.0%
	15.7

	
	CSBA
	Count
	88
	66
	154

	
	
	% within Upazila
	31.3%
	22.4%
	26.8

	Other Health Workers
	Health Assistant/FWA
	Count
	17
	4
	21

	
	
	% within Upazila
	0.6%
	1.4%
	3.7

	
	Nutrition Workers
	Count
	4
	0
	4

	
	
	% within Upazila
	1.4%
	0.0%
	0.7

	
	Volunteer of SUSOMA project
	Count
	14
	51
	65

	
	
	% within Upazila
	5.0%
	17.3%
	11.3

	
	Other community health worker/volunteer
	Count
	54
	84
	138

	
	
	% within Upazila
	19.2%
	28.6%
	24.0

	Others
	Trained TBA (trained Dai)
	Count
	37
	30
	67

	
	
	% within Upazila
	13.2%
	10.2%
	11.7

	
	Untrained TBA
	Count
	37
	30
	67

	
	
	% within Upazila
	13.2%
	10.2%
	11.7

	
	Homeopathy practitioner
	Count
	1
	15
	16

	
	
	% within Upazila
	0.4%
	5.1%
	2.8

	
	Village doctor
	Count
	26
	37
	63

	
	
	% within Upazila
	9.3%
	12.6%
	11.0

	
	Allopathic medicine seller
	Count
	3
	8
	11

	
	
	% within Upazila
	1.1%
	2.7%
	1.9

	
	Family member/ relative/neighbor
	Count
	2
	1
	3

	
	
	% within Upazila
	0.7%
	0.3%
	0.5

	
	Others
	Count
	8
	3
	11

	
	
	% within Upazila
	2.8%
	1.0%
	1.9

	
	Cannot remember
	Count
	0
	1
	1

	
	
	% within Upazila
	0.0%
	0.3%
	0.2

	
	Total number of respondents
	
	281
	294
	575


Note: Since this is a multiple response table, all the responses were counted while a same mother could response several answers; therefore the cumulative percentage is more than 100%.

Q3.4 ANC received from Skilled Health Personnel

	Antenatal care from Skilled Health Personnel
	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Never received
	Count
	85
	110
	195

	
	% within upazila
	30.2%
	37.4%
	33.9%

	Received once or more times
	Count
	196
	184
	380

	
	% within upazila
	69.8%
	62.6%
	66.1%

	Total
	Count
	281
	294
	575

	
	% within upazila
	100.0%
	100.0%
	100.0%


Q3.4 ANC received from other Health Workers

	Antenatal care from other health workers
	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Never received
	Count
	208
	186
	394

	
	% within upazila
	74.0%
	63.3%
	68.5%

	Received once or more times
	Count
	73
	108
	181

	
	% within upazila
	26.0%
	36.7%
	31.5%

	Total
	Count
	281
	294
	575

	
	% within upazila
	100.0%
	100.0%
	100.0%


Q3.4 ANC received from other traditional healers or non-health personnel

	[Antenatal care from non-health workers/ traditional healers
	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Never received
	Count
	211
	212
	423

	
	% within upazila
	75.1%
	72.1%
	73.6%

	Received once or more times
	Count
	70
	82
	152

	
	% within upazila
	24.9%
	27.9%
	26.4%

	Total
	Count
	281
	294
	575

	
	% within upazila
	100.0%
	100.0%
	100.0%


Table q3.5 Where the mothers went for antenatal checkup during last pregnancy

	
	Responses
	
	Upazila
	Total


	Cumulative Total

	
	
	
	Durgapur
	Kendua
	
	

	Government Health Center
	Medical college hospital
	Count
	3
	9
	12
	277

(48.2%)

	
	
	% within Upazila
	1.1%
	3.1%
	2.1%
	

	
	District Sadar Hospital
	Count
	5
	24
	29
	

	
	
	% within Upazila
	1.8%
	8.2%
	5.0%
	

	
	Mother and Child care center
	Count
	2
	2
	4
	

	
	
	% within Upazila
	0.7%
	0.7%
	0.7%
	

	
	Upazila Health Center
	Count
	38
	43
	81
	

	
	
	% within Upazila
	13.5%
	13.1%
	14.6%
	

	
	Union HFWC/sub-center
	Count
	43
	56
	99
	

	
	
	% within Upazila
	15.3%
	19.0%
	17.2%
	

	
	Community clinic
	Count
	57
	12
	69
	

	
	
	% within Upazila
	20.3%
	4.1%
	12.0%
	

	
	Satellite clinic/EPI center
	Count
	11
	19
	30
	

	
	
	% within Upazila
	3.9%
	6.5%
	5.2%
	

	
	Other govt. health center
	Count
	0
	1
	1
	

	
	
	% within Upazila
	0.0%
	0.3%
	0.2%
	

	Nongovernment Health Center
	NGO Hospital
	Count
	39
	1
	40
	64

(11.1%)

	
	
	% within Upazila
	13.9%
	0.3%
	0.7%
	

	
	NGO Satellite center
	Count
	1
	17
	18
	

	
	
	% within Upazila
	0.4%
	5.8%
	3.1%
	

	
	Nutrition Center
	Count
	3
	0
	3
	

	
	
	% within Upazila
	1.1%
	0.0%
	5.0%
	

	
	Other non-government health center
	Count
	1
	3
	4
	

	
	
	% within Upazila
	0.4%
	1.0%
	0.7%
	

	Private Health Center
	Private Hospital/clinic
	Count
	4
	24
	28
	135

(23.5%)

	
	
	% within Upazila
	1.4%
	8.2%
	4.9%
	

	
	Private health center/Dispensary
	Count
	38
	4
	42
	

	
	
	% within Upazila
	13.5%
	1.4%
	7.3%
	

	
	MBBS doctor’s chamber
	Count
	19
	21
	40
	

	
	
	% within Upazila
	6.8%
	7.1%
	7.0%
	

	
	Village doctor’s chamber
	Count
	12
	14
	26
	

	
	
	% within Upazila
	4.3%
	4.8%
	4.5%
	

	
	Paramedic/SACMO’s chamber
	Count
	0
	2
	2
	

	
	
	% within Upazila
	0.0%
	0.7%
	0.3%
	

	
	Allopathic medicine shop
	Count
	1
	4
	5
	

	
	
	% within Upazila
	0.4%
	1.4%
	0.9%
	

	
	Any other private health center
	Count
	0
	1
	1
	

	
	
	% within Upazila
	0.0%
	0.3%
	0.2%
	

	Home
	Own/husband’s home
	Count
	66
	89
	155
	194

(33.7%)

	
	
	% within Upazila
	23.5%
	30.3%
	27.0%
	

	
	Parent’s home
	Count
	2
	8
	10
	

	
	
	% within Upazila
	0.7%
	2.7%
	1.7%
	

	
	Others
	Count
	25
	15
	40
	

	
	
	% within Upazila
	8.9%
	5.1%
	0.7%
	

	
	Cannot remember
	Count
	0
	1
	1
	

	
	
	% within Upazila
	0.0%
	0.3%
	0.2%
	

	
	Total number of respondents
	
	281
	294
	575
	


Table q3.6 How many ANC visits the mother received from Skilled Health Personnel during last pregnancy

	Number of visits
	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	One or Two visits


	Count
	75
	92
	167

	
	% within Upazila
	26.7%
	31.3%
	29.0%

	Three visits


	Count
	49
	37
	86

	
	% within Upazila
	17.4%
	12.6%
	15.0%

	Four to Seven visits
	Count
	71
	56
	127

	
	% within Upazila
	25.3%
	19.0%
	22.1%

	Eight to Ten visits
	Count
	2
	3
	5

	
	% within Upazila
	0.7%
	1.0%
	0.8%

	Not Applicable
	Count
	45
	56
	101

	
	% within Upazila
	16.0%
	19.0%
	17.6%

	Don’t’ know/ did not have ANC
	Count
	39
	50
	89

	
	% within Upazila
	13.9%
	12.9%
	15.5%

	Total
	Count
	281
	294
	575

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Note: This question was asked only to those who received any antenatal care visits from any type of health providers, but the sample size has been considered as 575 including the respondents that did not receive any ANC in last pregnancy.

Table q3.7 How many ANC visits the mother received from anybody during last pregnancy (n=575 including those who did not receive any ANC)

	Number of visits


	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	One or Two visits


	Count
	70
	87
	157

	
	% within Upazila
	24.9%
	29.6%
	27.3%

	Three visits


	Count
	54
	54
	108

	
	% within Upazila
	19.2%
	18.4%
	18.8%

	Four to Seven visits


	Count
	114
	102
	216

	
	% within Upazila
	40.6%
	34.7%
	37.6%

	Eight to Ten visits
	Count
	9
	5
	14

	
	% within Upazila
	3.2%
	1.7%
	2.4%

	Don’t know/did not receive any form of ANC
	Count
	34
	46
	80

	
	% within Upazila
	12.1%
	15.6%
	13.9%

	Total
	Count
	281
	294
	575

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.7 crossed by q3.3:  How many ANC visits the mother received from anybody during last pregnancy (excluding those who did not receive any ANC)N=498

	Number of visits

	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	One or Two visits
	Count
	68
	87
	155

	
	% within Upazila
	28.0%
	34.1%
	31.

	Three visits


	Count
	53
	54
	107

	
	% within Upazila
	21.8%
	21.2%
	21.5%

	Four to Seven visits


	Count
	113
	102
	215

	
	% within Upazila
	46.5%
	40.0%
	43.2%

	Eight to Ten visits
	Count
	9
	5
	14

	
	% within Upazila
	3.7%
	2.0%
	2.8%

	Don’t know
	Count
	0
	7
	7

	
	% within Upazila
	.0%
	2.7%
	1.4%

	Total
	Count
	243
	255
	498

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.8 Mothers’ knowledge of Maternal danger signs of pregnancy (multiple responses table)

	Responses
	
	Upazila
	Total



	
	
	Durgapur
	Kendua
	

	Bleeding per vagina
	Count
	108
	113
	221

	
	% within Upazila
	38.4%
	38.4%
	38.4%

	Rapid breathing/Breathing difficulty
	Count
	9
	17
	26

	
	% within Upazila
	3.2%
	5.8%
	4.5%

	High fever
	Count
	122
	133
	255

	
	% within Upazila
	43.4%
	45.2%
	44.3%

	Sever pain in lower abdomen
	Count
	146
	148
	294

	
	% within Upazila
	52.0%
	50.3%
	51.1%

	Headache with blurring of vision
	Count
	164
	147
	311

	
	% within Upazila
	58.4%
	50.0%
	54.1%

	Convulsion/ unconsciousness
	Count
	119
	116
	235

	
	% within Upazila
	42.3%
	39.5%
	40.9%

	Foul smelling vaginal discharge
	Count
	5
	11
	16

	
	% within Upazila
	1.8%
	3.7%
	2.8%

	Absence or reduced fetal movement
	Count
	37
	35
	72

	
	% within Upazila
	13.2%
	11.9%
	12.5%

	Greenish/yellowish vaginal discharge
	Count
	3
	11
	14

	
	% within Upazila
	1.1%
	3.7%
	2.4%

	Others……….
	Count
	51
	21
	72

	
	% within Upazila
	18.1%
	7.1%
	12.5%

	Don’t know
	Count
	4
	15
	19

	
	% within Upazila
	1.4%
	5.1%
	3.3%

	Total number of respondents
	
	281
	294
	575


Q3.8 Mothers’ knowledge of danger signs of pregnancy

	Number of correct danger signs of pregnancy mentioned by mothers


	
	upaz
	Total

	
	
	Durgapur
	Kendua
	

	Not a single one


	Count
	9
	18
	27

	
	% within Upazila
	3.2%
	6.1%
	4.7%

	One danger sign


	Count
	37
	44
	81

	
	% within Upazila
	13.2%
	15.0%
	14.1%

	2 or more danger signs


	Count
	235
	232
	467

	
	% within Upazila
	83.6%
	78.9%
	81.2%

	Total
	Count
	281
	294
	575

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.9 Whether the mother received TT vaccine during last pregnancy

	Received TT in pregnancy
	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Yes
	Count
	166
	167
	333

	
	% within Upazila
	59.1%
	56.8%
	57.9%

	No
	Count
	115
	126
	241

	
	% within Upazila
	40.9%
	42.9%
	41.9%

	Don’t know
	Count
	0
	1
	1

	
	% within Upazila
	.0%
	.3%
	.2%

	Total
	Count
	281
	294
	575

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.10 How many shots of TT vaccine received by mothers during last pregnancy

	Total Number of TT shots
	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	No vaccine
	Count
	115
	127
	242

	
	% within Upazila
	40.9%
	43.2%
	42.1%

	One
	Count
	127
	121
	248

	
	% within Upazila
	45.2%
	41.2%
	43.2%

	Two
	Count
	37
	38
	75

	
	% within Upazila
	13.2%
	12.9%
	13.0%

	Three or more
	Count
	2
	8
	10

	
	% within Upazila
	0.7%
	2.7%
	1.7%

	Total
	Count
	281
	294
	575

	
	% within Upazila
	100.0%
	100.0%
	100.0%


q3.10 Number of TT shots received by those who received any TT vaccine in last pregnancy)

	Number of TT shots
	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	One
	Count
	127
	121
	248

	
	% within Upazila
	76.5%
	72.5%
	74.5%

	Two
	Count
	37
	38
	75

	
	% within Upazila
	22.3%
	22.8%
	22.5%

	Three or more
	Count
	2
	8
	10

	
	% within Upazila
	1.2%
	4.8%
	3.0%

	Total
	Count
	166
	167
	333

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.11 If the mother received any TT vaccine before the last pregnancy

	TT received or not


	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Yes
	Count
	273
	276
	549

	
	% within Upazila
	97.2%
	93.9%
	95.5%

	No
	Count
	7
	17
	24

	
	% within Upazila
	2.5%
	5.8%
	4.2%

	Cannot remember
	Count
	1
	1
	2

	
	% within Upazila
	.4%
	.3%
	.3%

	Total
	Count
	281
	294
	575

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.12 How many TT shots received by the mother in total (including during and before last delivery)

n=549

	Number of TT shots


	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	One shot TT
	Count
	10
	24
	34

	
	% within Upazila
	3.7%
	8.7%
	6.2%

	2 to 4 shots
	Count
	115
	143
	258

	
	% within Upazila
	42.1%
	51.8%
	47.0%

	5 to 10 shots
	Count
	144
	106
	250

	
	% within Upazila
	52.7%
	38.4%
	45.5%

	Cannot remember


	Count
	4
	3
	7

	
	% within Upazila
	1.5%
	1.1%
	1.3%

	Total
	Count
	273
	276
	549

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table Q3.13 Birth Attendants that assisted the last delivery of child

	
	Responses
	
	Upazila
	Total



	
	
	
	Durgapur
	Kendua
	

	Skilled Health Personnel
	Registered doctor
	Count
	17
	25
	42

	
	
	% within Upazila
	6.0%
	8.5%
	7.3%

	
	Nurse/Midwife
	Count
	24
	31
	55

	
	
	% within Upazila
	8.5%
	10.5%
	9.6%

	
	Paramedic/Medical Assistant/ SACMO
	Count
	1
	0
	1

	
	
	% within Upazila
	0.4%
	0.0%
	0.2%

	
	Family Welfare Visitor
	Count
	0
	3
	3

	
	
	% within Upazila
	0.0%
	1.0%
	0.5%

	
	CSBA
	Count
	16
	22
	38

	
	
	% within Upazila
	5.7%
	7.5%
	6.6%

	Other health workers
	Health Assistant/FWA
	Count
	0
	2
	2

	
	
	% within Upazila
	0.0%
	0.7%
	0.3%

	
	Volunteer of SUSOMA project
	Count
	4
	67
	71

	
	
	% within Upazila
	1.4%
	22.8%
	12.3%

	
	Other community health worker/volunteer
	Count
	4
	8
	12

	
	
	% within Upazila
	1.4%
	2.7%
	2.1%

	Others
	Trained TBA (trained Dai)
	Count
	137
	43
	180

	
	
	% within Upazila
	48.8%
	14.6%
	31.3%

	
	Untrained TBA
	Count
	74
	116
	190

	
	
	% within Upazila
	26.3%
	39.5%
	33.0%

	
	Homeopathy practitioner
	Count
	1
	1
	2

	
	
	% within Upazila
	0.4%
	0.3%
	0.3%

	
	Ayurvedic/Kabiraj/Traditional healer
	Count
	0
	1
	1

	
	
	% within Upazila
	0.0%
	0.3%
	0.2%

	
	Village doctor
	Count
	3
	12
	15

	
	
	% within Upazila
	1.1%
	4.1%
	2.6%

	
	Allopathic medicine seller
	Count
	2
	2
	4

	
	
	% within Upazila
	0.7%
	0.7%
	0.7%

	
	Religious/sacred healer
	Count
	1
	1
	2

	
	
	% within Upazila
	0.4%
	0.3%
	0.3%

	
	Family member/relative/neighbor
	Count
	202
	188
	390

	
	
	% within Upazila
	71.9%
	63.9%
	67.8%

	
	Others
	Count
	11
	1
	12

	
	
	% within Upazila
	3.9%
	0.3%
	2.1%

	
	Cannot remember
	Count
	0
	1
	1

	
	
	% within Upazila
	0.0%
	0.3%
	0.2%

	
	Total number of respondents
	
	281
	294
	575


Table q3.14 Place of delivery of the last child of the mothers

	
	Place of delivery
	
	Upazila
	Total



	
	
	
	Durgapur
	Kendua
	

	Government Health Center
	Medical college hospital
	Count
	4
	8
	12

	
	
	% within Upazila
	1.4%
	2.7%
	2.1%

	
	District Sadar Hospital
	Count
	3
	7
	10

	
	
	% within Upazila
	1.1%
	2.4%
	1.7%

	
	Mother and Child care center
	Count
	0
	1
	1

	
	
	% within Upazila
	.0%
	.3%
	.2%

	
	Upazila Health Center
	Count
	8
	17
	25

	
	
	% within Upazila
	2.8%
	5.8%
	4.3%

	
	Community clinic
	Count
	0
	1
	1

	
	
	% within Upazila
	.0%
	.3%
	.2%

	Non-government Health Center
	NGO Hospital
	Count
	5
	1
	6

	
	
	% within Upazila
	1.8%
	0.3%
	1.0%

	
	NGO permanent health center
	Count
	1
	0
	1

	
	
	% within Upazila
	0.4%
	0.0%
	0.2%

	Private Clinic
	Private Hospital/clinic
	Count
	4
	9
	13

	
	
	% within Upazila
	1.4%
	3.1%
	2.3%

	
	Private health center/Dispensary
	Count
	7
	0
	7

	
	
	% within Upazila
	2.5%
	0.0%
	1.2%

	
	Any other private health center
	Count
	0
	1
	1

	
	
	% within Upazila
	0.0%
	0.3%
	0.2%

	Home
	Own/husband’s home
	Count
	181
	167
	348

	
	
	% within Upazila
	64.4%
	56.8%
	60.5%

	
	Parent’s home
	Count
	68
	82
	150

	
	
	% within Upazila
	24.2%
	27.9%
	26.1%

	Total
	Count
	281
	294
	575

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.15 Knowledge of mothers of danger signs during delivery (multiple responses table)

	Responses
	
	Upazila
	Total



	
	
	Durgapur
	Kendua
	

	Convulsion/ unconsciousness
	Count
	146
	158
	304

	
	% within Upazila
	52.0%
	53.7%
	52.9%

	High fever
	Count
	64
	73
	137

	
	% within Upazila
	22.8%
	24.8%
	23.8%

	Excessive bleeding per vagina
	Count
	121
	116
	237

	
	% within Upazila
	43.1%
	39.5%
	41.2%

	Foul smelling vaginal discharge
	Count
	9
	9
	18

	
	% within Upazila
	3.2%
	3.1%
	3.1%

	Retention of placenta
	Count
	59
	74
	133

	
	% within Upazila
	21.0%
	25.2%
	23.1%

	Severe headache/blurred vision
	Count
	66
	69
	135

	
	% within Upazila
	23.5%
	23.5%
	23.5%

	Prolonged labour pain
	Count
	165
	119
	284

	
	% within Upazila
	58.7%
	40.5%
	49.4%

	Coming out of hand or foot of baby per vagina
	Count
	65
	77
	142

	
	% within Upazila
	23.1%
	26.2%
	24.7%

	Others
	Count
	22
	29
	51

	
	% within Upazila
	7.8%
	9.9%
	8.9%

	Don’t know
	Count
	10
	8
	18

	
	% within Upazila
	3.6%
	2.7%
	3.1%

	Total number of respondents


	
	281


	294


	575




Table q3.15 Knowledge of mothers of danger signs of delivery

	Number of correct danger signs mentioned by mothers
	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Not a single one
	Count
	10
	15
	25

	
	% within Upazila
	3.6%
	5.1%
	4.3%

	One danger sign
	Count
	49
	45
	94

	
	% within Upazila
	17.4%
	15.3%
	16.3%

	2 or more danger signs
	Count
	222
	234
	456

	
	% within Upazila
	79.0%
	79.6%
	79.3%

	Total


	Count
	281
	294
	575

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table Q316. Knowledge of mothers of post-partum danger signs (multiple responses table)

	Responses
	
	Upazila
	Total



	
	
	Durgapur
	Kendua
	

	Bleeding per vagina
	Count
	127
	139
	266

	
	% within Upazila
	45.2%
	47.3%
	46.3%

	Rapid breathing/Breathing difficulty
	Count
	6
	40
	46

	
	% within Upazila
	2.1%
	13.6%
	8.0%

	High fever
	Count
	101
	88
	189

	
	% within Upazila
	35.9%
	29.9%
	32.9%

	Sever pain in lower abdomen
	Count
	113
	132
	245

	
	% within Upazila
	40.2%
	44.9%
	42.6%

	Headache with blurring of vision
	Count
	63
	68
	131

	
	% within Upazila
	22.4%
	23.1%
	22.8%

	Convulsion/ unconsciousness
	Count
	191
	157
	348

	
	% within Upazila
	68.0%
	53.4%
	60.5%

	Foul smelling vaginal discharge
	Count
	20
	13
	33

	
	% within Upazila
	7.1%
	4.4%
	5.7%

	Pain in back of legs
	Count
	7
	4
	11

	
	% within Upazila
	2.5%
	1.4%
	1.9%

	Abnormal or hostile behavior of mother
	Count
	0
	2
	2

	
	% within Upazila
	0.0%
	0.7%
	0.3%

	Others
	Count
	42
	14
	56

	
	% within Upazila
	14.9%
	4.8%
	9.7%



	Don’t know
	Count
	13
	17
	30

	
	% within Upazila
	4.6%
	5.8%
	5.2%

	Total number of respondents


	
	281


	294


	575




Table q3.16 Knowledge of mothers of postpartum danger signs

	Number of correct postpartum danger signs mentioned
	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Not a single one
	Count
	18
	20
	38

	
	% within Upazila
	6.4%
	6.8%
	6.6%

	One danger sign
	Count
	53
	68
	121

	
	% within Upazila
	18.9%
	23.1%
	21.0%

	2 or more danger signs
	Count
	210
	206
	416

	
	% within Upazila
	74.7%
	70.1%
	72.3%

	Total


	Count
	281
	294
	575

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.17 Whether received any postnatal check up

	Received postnatal checkup


	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Yes
	Count
	116
	167
	283

	
	% within Upazila
	41.3%
	56.8%
	49.2%

	No
	Count
	164
	127
	291

	
	% within Upazila
	58.4%
	43.2%
	50.6%

	Don’t know
	Count
	1
	0
	1

	
	% within Upazila
	.4%
	.0%
	.2%

	Total
	Count
	281
	294
	575

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table Q3.19 Who did the post natal checkup of mothers

	
	Responses
	
	Upazila
	Total



	
	
	
	Durgapur
	Kendua
	

	Skilled/Trained health personnel
	Registered doctor
	Count
	30
	36
	66

	
	
	% within Upazila
	25.9%
	21.6%
	23.3%

	
	Nurse/Midwife
	Count
	19
	11
	30

	
	
	% within Upazila
	16.4%
	6.6%
	10.6%

	
	Paramedic/Medical Assistant/SACMO
	Count
	2
	1
	3

	
	
	% within Upazila
	1.7%
	0.6%
	1.1%

	
	Family Welfare Visitor
	Count
	0
	3
	3

	
	
	% within Upazila
	0.0%
	1.8%
	1.1%

	
	CSBA
	Count
	15
	18
	33

	
	
	% within Upazila
	12.9%
	10.8%
	11.7%

	Other health workers
	Health Assistant/FWA
	Count
	0
	5
	5

	
	
	% within Upazila
	0.0%
	3.0%
	1.8%

	
	Nutrition worker
	Count
	1
	0
	1

	
	
	% within Upazila
	0.9%
	0.0%
	0.4%

	
	Volunteer of SUSOMA project
	Count
	10
	73
	83

	
	
	% within Upazila
	8.6%
	43.7%
	29.3%

	
	Other community health worker/volunteer
	Count
	3
	31
	34

	
	
	% within Upazila
	2.6%
	18.6%
	12.0%

	Others
	Trained TBA (trained Dai)
	Count
	35
	7
	42

	
	
	% within Upazila
	30.2%
	4.2%
	14.8%

	
	Untrained TBA
	Count
	3
	21
	24

	
	
	% within Upazila
	2.6%
	12.6%
	8.5%

	
	Homeopathy practitioner
	Count
	0
	4
	4

	
	
	% within Upazila
	0.0%
	2.4%
	1.4%

	
	Village doctor
	Count
	21
	21
	42

	
	
	% within Upazila
	18.1%
	12.6%
	14.8%

	
	Allopathic medicine seller
	Count
	1
	2
	3

	
	
	% within Upazila
	0.9%
	1.2%
	1.1%

	
	Family member/relative/neighbor
	Count
	2
	2
	4

	
	
	% within Upazila
	1.7%
	1.2%
	1.4%

	
	Cannot remember
	Count
	0
	2
	2

	
	
	% within Upazila
	0.0%
	1.2%
	0.7%

	
	Total number of respondents
	
	116
	167
	283


Note: Since it was a multiple response question the same mother responded more than one, so the total percentage will be more than 100%.

Q3.19 Postnatal care received by mothers at least once from a skilled health personnel

	
	Upazila
	Total

	
	Durgapur
	Kendua
	

	Count
	225
	234
	459

	% within upazila
	80.1%
	79.6%
	79.8%

	Count
	56
	60
	116

	% within upazila
	19.9%
	20.4%
	20.2%

	Count
	281
	294
	575

	% within upazila
	100.0%
	100.0%
	100.0%


Q3.19 Postnatal care received by mothers at least once from other health worker

	Postnatal care received from other health worker
	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Never
	Count
	267
	199
	466

	
	% within upazila
	95.0%
	67.7%
	81.0%

	Once or more times
	Count
	14
	95
	109

	
	% within upazila
	5.0%
	32.3%
	19.0%

	Total
	Count
	281
	294
	575

	
	% within upazila
	100.0%
	100.0%
	100.0%


Q3.19 Postnatal care received by mothers at least once from non-health worker/ traditional healers

	Postnatal care received from non health workers/traditional healers
	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Never
	Count
	222
	239
	461

	
	% within upazila
	79.0%
	81.3%
	80.2%

	Once or more times
	Count
	59
	55
	114

	
	% within upazila
	21.0%
	18.7%
	19.8%

	Total
	Count
	281
	294
	575

	
	% within upazila
	100.0%
	100.0%
	100.0%


Table Q3.20 From where the mother received postnatal checkup

	
	Responses
	
	Upazila
	Total



	
	
	
	Durgapur
	Kendua
	

	Government Health Center
	Medical college hospital
	Count
	5
	8
	13

	
	
	% within Upazila
	4.3%
	4.8%
	4.6%

	
	District Sadar Hospital
	Count
	3
	6
	9

	
	
	% within Upazila
	2.6%
	3.6%
	3.2%

	
	Mother and Child care center
	Count
	0
	3
	3

	
	
	% within Upazila
	0.0%
	1.8%
	1.1%

	
	Upazila Health Center
	Count
	14
	17
	31

	
	
	% within Upazila
	12.1%
	10.2%
	11.0%

	
	Union HFWC/sub-center
	Count
	1
	2
	3

	
	
	% within Upazila
	0.9%
	1.2%
	1.1%

	
	Community clinic
	Count
	3
	5
	8

	
	
	% within Upazila
	2.6%
	3.0%
	2.8%

	Nongovernment Health Center
	NGO Hospital
	Count
	2
	0
	2

	
	
	% within Upazila
	1.7%
	0.0%
	0.7%

	
	NGO permanent health center
	Count
	3
	0
	3

	
	
	% within Upazila
	2.6%
	0.0%
	1.1%

	
	NGO Satellite center
	Count
	0
	1
	1

	
	
	% within Upazila
	0.0%
	0.6%
	0.4%

	
	Other non-government health center
	Count
	0
	2
	2

	
	
	% within Upazila
	0.0%
	1.2%
	0.7%

	Private Health Center
	Private Hospital/clinic
	Count
	6
	14
	20

	
	
	% within Upazila
	5.2%
	8.4%
	7.1%

	
	Private health center/Dispensary
	Count
	9
	1
	10

	
	
	% within Upazila
	7.8%
	0.6%
	3.5%

	
	MBBS doctor’s chamber
	Count
	5
	3
	8

	
	
	% within Upazila
	4.3%
	1.8%
	2.8%

	
	Village doctor’s chamber
	Count
	12
	8
	20

	
	
	% within Upazila
	10.3%
	4.8%
	7.1%

	
	Paramedic/SACMO’s chamber
	Count
	0
	1
	1

	
	
	% within Upazila
	0.0%
	0.6%
	0.4%

	
	Allopathic medicine shop
	Count
	1
	3
	4

	
	
	% within Upazila
	0.9%
	1.8%
	1.4%

	Home
	Own/husband’s home
	Count
	42
	91
	133

	
	
	% within Upazila
	36.2%
	54.5%
	47.0%

	
	Parent’s home
	Count
	17
	22
	39

	
	
	% within Upazila
	14.7%
	13.2%
	13.8%

	
	Cannot remember
	Count
	1
	0
	1

	
	
	% within Upazila
	0.9%
	0.0%
	0.4%

	
	Total number of respondents
	
	116
	167
	283


Table q3.21 Pregnancy outcome in last six months

	Pregnancy outcome
	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Live birth
	Count
	277
	291
	568

	
	% within Upazila
	99.3%
	99.3%
	99.3%

	Still birth
	Count
	2
	2
	4

	
	% within Upazila
	.7%
	.7%
	.7%

	Total
	Count
	279
	293
	572

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.22 Sex of the child delivered in last six months

	Sex of child


	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Boy
	Count
	137
	139
	276

	
	% within Upazila
	48.8%
	47.3%
	48.0%

	Girl
	Count
	144
	155
	299

	
	% within Upazila
	51.2%
	52.7%
	52.0%

	Total
	Count
	281
	294
	575

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.23 Whether the child was weighed immediately after birth

	Weighed after birth


	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Weighed
	Count
	134
	153
	287

	
	% within Upazila
	47.7%
	52.0%
	49.9%

	Not weighed
	Count
	145
	137
	282

	
	% within Upazila
	51.6%
	46.6%
	49.0%

	Not known
	Count
	2
	4
	6

	
	% within Upazila
	.7%
	1.4%
	1.0%

	Total
	Count
	281
	294
	575

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.24 Birth weight of the youngest child

	Birth-weight in Kg


	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Below 2 kg
	Count
	3
	2
	5

	
	% within Upazila
	2.2%
	1.3%
	1.7%

	2 to 3 kg
	Count
	99
	109
	208

	
	% within Upazila
	73.9%
	71.2%
	72.5%

	4 kg and above
	Count
	28
	27
	55

	
	% within Upazila
	20.9%
	17.6%
	19.2%

	Don’t know
	Count
	4
	15
	19

	
	% within Upazila
	3.0%
	9.8%
	6.6%

	Total
	Count
	134
	153
	287

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.25 Whether the newborn checked up by any health worker/ untrained TBA

	Whether checked up


	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Yes.
	Count
	128
	276
	404

	
	% within Upazila
	46.9%
	94.2%
	71.4%

	No
	Count
	142
	17
	159

	
	% within Upazila
	52.0%
	5.8%
	28.1%

	Don’t know
	Count
	3
	0
	3

	
	% within Upazila
	1.1%
	.0%
	.5%

	Total


	Count
	273
	293
	566

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.25 How many times the newborn had neonatal checkup within 28 days of birth

	Times checked


	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Missing data
	Count
	5
	107
	112

	
	% within Upazila
	3.9%
	38.8%
	27.7%

	Once
	Count
	44
	60
	104

	
	% within Upazila
	34.4%
	21.7%
	25.7%

	Twice
	Count
	24
	52
	76

	
	% within Upazila
	18.8%
	18.8%
	18.8%

	3 times
	Count
	44
	49
	93

	
	% within Upazila
	34.4%
	17.8%
	23.0%

	4 to 8 times
	Count
	11
	8
	19

	
	% within Upazila
	8.6%
	2.9%
	4.7%

	Total
	Count
	128
	276
	404

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table Q3.27 Who did the neonatal check up of the youngest child

	
	Responses
	
	Upazila
	Total



	
	
	
	Durgapur
	Kendua
	

	Skilled/Trained health personnel
	Registered doctor
	Count
	33
	43
	76

	
	
	% within Upazila
	25.8%
	15.6%
	18.8%

	
	Nurse/Midwife
	Count
	17
	17
	34

	
	
	% within Upazila
	13.3%
	6.2%
	8.4%

	
	Paramedic/Medical Assistant/SACMO
	Count
	2
	2
	4

	
	
	% within Upazila
	1.6%
	0.7%
	1.0%

	
	Family Welfare Visitor
	Count
	1
	1
	2

	
	
	% within Upazila
	0.8%
	0.4%
	0.5%

	
	CSBA
	Count
	14
	22
	36

	
	
	% within Upazila
	10.9%
	8.0%
	8.9%

	Other health workers
	Health Assistant/FWA
	Count
	0
	3
	3

	
	
	% within Upazila
	0.0%
	1.1%
	0.7%

	
	Nutrition worker
	Count
	1
	1
	2

	
	
	% within Upazila
	0.8%
	0.4%
	0.5%

	
	Volunteer of SUSOMA project
	Count
	10
	71
	81

	
	
	% within Upazila
	7.8%
	25.7%
	20.0%

	
	Other community health worker/volunteer/ NGO worker
	Count
	6
	38
	44

	
	
	% within Upazila
	4.7%
	13.8%
	10.9%

	Others
	Trained TBA (trained Dai)
	Count
	45
	8
	53

	
	
	% within Upazila
	35.2%
	2.9%
	13.1%

	
	Untrained TBA
	Count
	4
	25
	29

	
	
	% within Upazila
	3.1%
	9.1%
	7.2%

	
	Homeopathy practitioner
	Count
	3
	9
	12

	
	
	% within Upazila
	2.3%
	3.3%
	3.0%

	
	Allopathic medicine seller
	Count
	17
	20
	37

	
	
	% within Upazila
	13.3%
	7.2%
	9.2%

	
	Religious/sacred healers
	Count
	0
	2
	2

	
	
	% within Upazila
	0.0%
	0.7%
	0.5%

	
	Others
	Count
	0
	1
	1

	
	
	% within Upazila
	0.0%
	0.4%
	0.2%

	
	Cannot remember
	Count
	1
	0
	1

	
	
	% within Upazila
	0.8%
	0.0%
	0.2%

	
	Total number of respondents
	
	128
	276
	404


Q3.27 Neonatal checkup for baby received at least once from a skilled health personnel

	Received neonatal care from skilled personnel


	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Never


	Count
	221
	221
	442

	
	% within upazila
	78.6%
	75.2%
	76.9%

	Once or more times


	Count
	60
	73
	133

	
	% within upazila
	21.4%
	24.8%
	23.1%

	Total


	Count
	281
	294
	575

	
	% within upazila
	100.0%
	100.0%
	100.0%


Q3.27 Neonatal checkup for baby received at least once from other health workers

	Neonatal checkup from other health workers

	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Never received


	Count
	264
	190
	454

	
	% within upazila
	94.0%
	64.6%
	79.0%

	Received once or more times
	Count
	17
	104
	121

	
	% within upazila
	6.0%
	35.4%
	21.0%

	Total


	Count
	281
	294
	575

	
	% within upazila
	100.0%
	100.0%
	100.0%


Q3.27 Neonatal checkup for baby received at least once from a non health workers/traditional healer
	Neonatal checkup from non health workers/traditional healers

	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Never received


	Count
	212
	236
	448

	
	% within upazila
	75.4%
	80.3%
	77.9%

	Received once or more times
	Count
	69
	58
	127

	
	% within upazila
	24.6%
	19.7%
	22.1%

	Total


	Count
	281
	294
	575

	
	% within upazila
	100.0%
	100.0%
	100.0%


Table q3.28 From where the neonatal check up of the youngest child was done

	
	Responses
	
	Upazila
	Total



	
	
	
	Durgapur
	Kendua
	

	Government Health Center
	Medical college hospital
	Count
	3
	9
	12

	
	
	% within Upazila
	2.3%
	3.3%
	3.0%

	
	District Sadar Hospital
	Count
	3
	10
	13

	
	
	% within Upazila
	2.3%
	3.6%
	3.2%

	
	Mother and Child care center
	Count
	1
	3
	4

	
	
	% within Upazila
	0.8%
	1.1%
	1.0%

	
	Upazila Health Center
	Count
	14
	16
	30

	
	
	% within Upazila
	10.9%
	5.8%
	7.4%

	
	Union HFWC/sub-center
	Count
	1
	2
	3

	
	
	% within Upazila
	0.8%
	0.7%
	0.7%

	
	Community clinic
	Count
	2
	4
	6

	
	
	% within Upazila
	1.6%
	1.4%
	1.5%

	Nongovernment Health Center
	NGO Hospital
	Count
	5
	0
	5

	
	
	% within Upazila
	3.9%
	0.0%
	1.2%

	
	NGO permanent health center
	Count
	2
	0
	2

	
	
	% within Upazila
	1.6%
	0.0%
	0.5%

	Private Health Center
	Private Hospital/clinic
	Count
	0
	1
	1

	
	
	% within Upazila
	0.0%
	0.4%
	0.2%

	
	Private health center/Dispensary
	Count
	3
	12
	15

	
	
	% within Upazila
	2.3%
	4.3%
	3.7%

	
	MBBS doctor’s chamber
	Count
	10
	2
	12

	
	
	% within Upazila
	7.8%
	0.7%
	3.0%

	
	Village doctor’s chamber
	Count
	7
	10
	17

	
	
	% within Upazila
	5.5%
	3.6%
	4.2%

	
	Paramedic/SACMO’s chamber
	Count
	15
	13
	28

	
	
	% within Upazila
	11.7%
	4.7%
	6.9%

	
	Allopathic medicine shop
	Count
	0
	3
	3

	
	
	% within Upazila
	0.0%
	1.1%
	0.7%

	
	Other private health center
	Count
	0
	1
	1

	
	
	% within Upazila
	0.0%
	0.4%
	0.2%

	Home
	Own/husband’s home
	Count
	0
	1
	1

	
	
	% within Upazila
	0.0%
	0.4%
	0.2%

	
	Parent’s home
	Count
	49
	108
	157

	
	
	% within Upazila
	38.3%
	39.1%
	38.9%

	
	Others
	Count
	20
	25
	45

	
	
	% within Upazila
	15.6%
	9.1%
	11.1%

	
	Cannot remember
	Count
	3
	1
	4

	
	
	% within Upazila
	2.3%
	0.4%
	1.0%

	
	Total number of respondents
	
	128
	276
	404


Table Q3.29 Mothers’ knowledge of neonatal danger signs

	Responses
	
	Upazila
	Total



	
	
	Durgapur
	Kendua
	

	Convulsion/ contraction of muscles
	Count
	68
	105
	173

	
	% within Upazila
	24.2%
	35.7%
	30.1%

	High fever
	Count
	217
	198
	415

	
	% within Upazila
	77.2 %
	67.3%
	72.2%

	Unable to suck breast milk
	Count
	38
	54
	92

	
	% within Upazila
	13.5%
	18.4%
	16.0%

	Breathing difficulty/ rapid breathing
	Count
	179
	185
	364

	
	% within Upazila
	63.7%
	62.9%
	63.3%

	Hypothermia (body gets cold)
	Count
	92
	84
	176

	
	% within Upazila
	32.7%
	28.6%
	30.6%

	Very small/low birth weight baby
	Count
	3
	21
	24

	
	% within Upazila
	1.1%
	7.1%
	4.2%

	Yellow coloration of hands/feet/eyes (Jaundince)
	Count
	61
	41
	102

	
	% within Upazila
	21.7%
	13.9%
	17.7%

	Swollen abdomen
	Count
	50
	46
	96

	
	% within Upazila
	17.8%
	15.6%
	16.7%

	Unconsciousness
	Count
	6
	13
	19

	
	% within Upazila
	2.1%
	4.4%
	3.3%

	Umbilical sepsis
	Count
	46
	25
	71

	
	% within Upazila
	16.4%
	8.5%
	12.3%

	Others
	Count
	69
	42
	111

	
	% within Upazila
	24.6%
	14.3%
	19.3%

	Don’t know
	Count
	5
	1
	6

	
	% within Upazila
	1.8%
	0.3%
	1.0%

	Total number of respondents
	
	281
	294
	575


Table q3.29 Knowledge of mothers of neonatal danger signs

	Number of correct neonatal danger signs mentioned by mothers
	
	Upazila
	Total

	
	
	Durgapur
	Kendua
	

	Not a single one
	Count
	8
	7
	15

	
	% within Upazila
	2.8%
	2.4%
	2.6%

	One danger sign
	Count
	19
	35
	54

	
	% within Upazila
	6.8%
	11.9%
	9.4%

	2 or more danger signs
	Count
	254
	252
	506

	
	% within Upazila
	90.4%
	85.7%
	88.0%

	Total
	Count
	281
	294
	575

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.31 Whether the baby was ever breastfed

	Ever breast fed


	
	Upazila
	Total



	
	
	Durgapur
	Kendua
	

	Yes
	Count
	279
	291
	570

	
	% within Upazila
	99.3%
	99.0%
	99.1%

	No
	Count
	2
	3
	5

	
	% within Upazila
	0.7%
	1.0%
	0.9%

	Total
	Count
	281
	294
	575

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.32 When the baby was given breast milk first after birth

	Time after birth


	
	Upazila
	Total



	
	
	Durgapur
	Kendua
	

	Within 1 hour
	Count
	240
	206
	446

	
	% within Upazila
	85.4%
	70.1%
	77.6%

	After 1 hour to several days
	Count
	36
	85
	121

	
	% within Upazila
	12.8%
	28.9%
	21.0%

	Don’t know/never breast fed/data missing
	Count
	5
	3
	8

	
	% within Upazila
	1.8%
	1.0%
	1.4%

	Total
	Count
	281
	294
	575

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.33 Whether the baby was fed colostrum

	Colostrum given or not


	
	Upazila
	Total



	
	
	Durgapur
	Kendua
	

	Given
	Count
	272
	279
	551

	
	% within Upazila
	96.8%
	94.9%
	95.8%

	Not given
	Count
	2
	8
	10

	
	% within Upazila
	0.7%
	2.7%
	1.7%

	Don’t know
	Count
	7
	7
	14

	
	% within Upazila
	2.5%
	2.4%
	2.4%

	Total
	Count
	281
	294
	575

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.35 Whether the child was given any other food other than breast milk in last 24 hours

	Other food


	
	Upazila
	Total



	
	
	Durgapur
	Kendua
	

	Given
	Count
	116
	132
	248

	
	% within Upazila
	41.3%
	44.9%
	43.1%

	Not given
	Count
	165
	162
	327

	
	% within Upazila
	58.7%
	55.1%
	56.9%

	Total
	Count
	281
	294
	575

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.36  If the child is still on breast feeding

	Breast feeding


	
	Upazila
	Total



	
	
	Durgapur
	Kendua
	

	Continuing
	Count
	268
	279
	547

	
	% within Upazila
	95.4%
	94.9%
	95.1%

	Discontinued
	Count
	13
	15
	28

	
	% within Upazila
	4.6%
	5.1%
	4.9%

	Total
	Count
	281
	294
	575

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.37 Whether the mother or her husband use any method of contraception

	Contraception


	
	Upazila
	Total



	
	
	Durgapur
	Kendua
	

	Currently using
	Count
	164
	185
	349

	
	% within Upazila
	58.4%
	62.9%
	60.7%

	Does not use
	Count
	117
	109
	226

	
	% within Upazila
	41.6%
	37.1%
	39.3%

	Total
	Count
	281
	294
	575

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Table q3.38 Type or method of contraception the mothers (couples) are using

	Type of contraceptive


	
	Upazila
	Total



	
	
	Durgapur
	Kendua
	

	Modern methods
	Women’s permanent sterilization/tubectomy


	Count
	8
	7
	15

	
	
	% within Upazila
	4.9%
	3.8%
	4.3%

	
	Oral contraceptive pill


	Count
	103
	128
	231

	
	
	% within Upazila
	62.8%
	69.2%
	66.2%

	
	Contraceptive injection
	Count
	41
	12
	53

	
	
	% within Upazila
	25.0%
	6.5%
	15.2%

	
	Implant/Norplant


	Count
	5
	2
	7

	
	
	% within Upazila
	3.0%
	1.1%
	2.0%

	
	Condom


	Count
	5
	10
	15

	
	
	% within Upazila
	3.0%
	5.4%
	4.3%

	Traditional methods
	Postpartum breast feeding


	Count
	0
	2
	2

	
	
	% within Upazila
	.0%
	1.1%
	.6%

	
	Safe period/calendar method


	Count
	0
	3
	3

	
	
	% within Upazila
	.0%
	1.6%
	.9%

	
	Withdrawal method


	Count
	0
	3
	3

	
	
	% within Upazila
	.0%
	1.6%
	.9%

	
	Others


	Count
	2
	18
	20

	
	
	% within Upazila
	1.2%
	9.7%
	5.7%

	Total
	Count
	164
	185
	349

	
	% within Upazila
	100.0%
	100.0%
	100.0%


Annex 6: Presentations about the SUSOMA Project and Awards Received
1.  Reducing Mortality among Mothers and Newborns through building Public-Private Partnership: Bangladesh Child Survival Project 2009-14. Netrokona District Bangladesh.

Authors: Nancy Tenbroek, Kohima Daring, Grace Kreulen and Alan Talens. Nancy TenBroek presented at the Women Deliver Conference on May 28-30, Kuala Lumpur, MALAYSIA.

2. Addressing Health Inequity in Bangladesh through Community Mobilization and
Governance: A Child Survival Program Operations Research (OR). (Bangladesh Child
Survival Project 2009-14)

Authors: Nancy TenBroek, Kohima Daring, Florence Nyangara (MCHIP). Poster Presentation at the 2011 Global Health Conference in Montreal, Canada (This presentation was not reported in the Midterm Evaluation Report)
3. Partner Organization PARI Development Trust selected as best NGO for implementation of the SUSOMA project in the Sub District of Durgapur , Netrokona District.
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English Translation of Certificate:
Ministry of Health and Family Planning,

Family Planning Office

Appreciation Certificate

This is to hereby certify that  “PARI Development Trust “ of Durgapur Upazila, Netrakona,  has been selected  as a best NGO (CBD/Clinic) for their  good contribution on work on  Family Planning and  Mother and Child Health  in 2012 – 2013. This organization is appreciable in implementing to work on Family Planning and Mother and Child Health. We believe that this work will encourage to all other voluntary organizations, too.

Sub district Family Planning Officer

Sub district Chairman

DURGAPUR SUB DISTRICT, NETROKONA DISTRICT, BANGLADESH
Annex 7:  SUSOMA Social Capital Measurement BASELINE (Operations Research)
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Background and 

Background and rationale

Bangladesh has experienced significant progress in reducing under-five and maternal mortality rates but maternal (194 per hundred thousand live births) and neonatal (32 per thousand live births) mortality still remains high. (BMMS 2010; BDHS 2011)  The Demographic and Health Survey (BDHS) data on antenatal care, skilled attendance at birth, and postnatal care strongly indicate gross disparity in service coverage for different economic quintiles. (NIPORT 2009) Reduction of neonatal deaths requires continuum of care addressing pregnant women and newborns as well as reaching the poor and marginalized population. Community based interventions, specially targeting the poor and disadvantaged population has the potential to have substantial impact on maternal and newborn health. CRWRC, an international NGO, has developed an innovative approach called the People’s Institution (PI) model, and plans to use this model to implement a package of evidence based interventions in partnership with NGOs in Netrokona, a district in Northern Bangladesh.

This document elaborates a quasi-experimental operations research design composed of Knowledge, Practice and Coverage (KPC) surveys, formative research, and process documentation to evaluate the effectiveness of the PI model on caretaker knowledge, home care, and care seeking behavior. The proposed research is not a straightforward evaluation of the program, but an operations research geared toward providing evidenced-based support for what works and what may need improvements. In this document we also describe measures of social constructs, such as Social Capital (SC), since the People’s Institution is designed to raise SC among the marginalized populations that would contribute in significant improvements in desired areas of maternal and newborn health, i.e. ability of PI model in engaging poor and disadvantaged populations through empowering them to get quality health care services. In addition the research will also explore attitude and accountability of community people, and cost-efficiency of the innovation (PI model). Process of project implementation will also be documented through in-depth qualitative exploration with all the relevant stakeholders.

Addressing maternal, neonatal, and child health concerns through community-based strategies have been tried at various levels and have shown to be successful in achieving their objectives. However, most of the interventions have been input-intensive, hence less sustainable in the long run, though it may be necessary and required in certain contexts. The PI model is clearly a much needed innovation in this regard, given the fact that it relies on community participation, planning, and action, which in turn attempts to utilize community resources. CRWRC has 18 years of experience in implementing this model successfully in Bangladesh to help the poor communities form independent, self-sustaining community-based organizations (CBOs). The formed CBOs are well positioned to interact and collaborate with the informal health care system (village doctors) and the public health sector (clinics) in ways that may lead to stronger, more sustainable health systems, and communities with greater social cohesion and sense of empowerment. However, the success and its potential to be taken to scale are yet to be measured.

The government of Bangladesh (GoB) has prioritized maternal and neonatal health, which is reflected in its national health policies and guidelines. CRWRC’s project is designed in a way that it will be directly supporting the objectives and strategies of the government as articulated in the National Health Policy (NHP), the National Neonatal Health Strategy (NNHS), and the Maternal, Neonatal and Child Survival (MNCS) Programme.

The selection of a poor, remote, and rural area like Durgapur and Kendua upazila of Netrokona district with high levels of poverty and maternal and neonatal mortality will serve as a representative area to test an innovative approach that could be implemented at scale if shown to be successful and effective. This model can then be recommended for other countries with similar contexts as well.

The project by CRWRC seeks to contribute in community capacity development, involve the local government, and strengthen the health system through establishing linkages between the community and the government sector. The PI model will work as the bridging agent in achieving this end. This innovative approach to public-private partnership to achieve greater health outcomes will also address gender disparities and inequities by ensuring women-friendly services and identification and targeting of poor households with the help of local NGOs.

Summary of SUSOMA interventions

Netrokona has been identified as one of the low performing areas in terms of health status by GoB. Within this context, CRWRC will focus on a package of MNCH interventions, which will be integrated into the GoB strategy (expanded to include newborns) and delivered at the household level by trained traditional birth attendants (TTBAs) and unpaid Community Health Volunteers (CHVs). The project will prioritize high poverty areas and marginalized population and will involve and empower them in meeting their health needs.

In the following diagram the results framework for the scope of CRWRC interventions are presented in the light of intermediate results (IRs). We provide a brief description of activities addressing each one of these IRs below the diagram.

Under the SUSOMA
 results framework as shown below, the stated goal and strategic objective are addressed through five intermediate results. These are then collaborated through the planned activities addressing each one of the IRs separately. Briefly, the planned activities, in conjunction with specific IRs, are as follows:

IR 1.  Strengthen public-private partnership in support of MNCH

All of the activities taken under the IRs as described below will inform IR 1. This specifically refers to increased linkages between the public health system and the community; Established mechanism for community feedback on health facilities through the community-based organizations (PIs); Increased community access to health services through community based financing scheme – the Emergency Health Fund.

IR 2.  Improved Knowledge and practice of pregnant women and families regarding MNCH

Improved knowledge of danger signs in pregnancy, childbirth and postpartum periods.; Increased  coverage and utilization of quality ANC services ; Increased access to delivery by skilled personnel., Increased coverage of home-based post-partum care for mothers and newborns ; Increased essential newborn care actions; Increased promotion of key behaviors related to MNCH

IR 3.  Increased quality of MNCH services

Enhanced community-based provision of care; Improved referral of mothers and sick newborns by community- based (TTBAs and CHVs) and informal health providers.; Decreased harmful practices of community based and informal health providers ; Established Quality Improve-ment System between public health facilities and community-based and informal health sector ; Improved capacity of MOHFW to provide MNCH service at the union, sub-district and district levels ;

IR 4.  Increased capacity of local NGOs for implementing People’s Institution

Increased capacity of NGOs to assist PIs in implementing and monitoring their own activities; Strengthened capacity of local NGO to work with MOHFW at district and national level.; Developed capabilities of local NGO partners to train community-based providers in advocacy and networking with local government within the PI model

IR 5.  Enhanced enabling environment for MNCH (Policy Environment)

Strengthened and sustained local government capacity in MNCH; Improved ability of People’s Institutions to advocate for local level policies that benefit the health status of the poor ; Formed partnership with other services and programs (e.g. White Ribbon Alliance etc) to advance awareness of MNCH to improve social and policy environment

CRWRC seeks to achieve all of the above through their “innovation” The People’s Institution Model (PI), which is a community-based organization composed of several smaller women’s and men’s groups called Primary Groups. The PI model organizes and mobilizes communities for health and social change and the goal is to become an independent, self-sustaining organization to have a lasting impact on the health of their members and the broader community through:

· Building  local capacity to identify and address community needs

· Helping the poorest and marginalized populations have power to make decisions

· Mobilizing local resources for health and establishing resource management systems

· Motivating communities to advocate for policy changes to respond to their needs; and

Establishing and strengthening linkages between communities and health facilities to improve quality, availability, and access to health services.
Study objectives

Overall study objectives of the operations research are:

1) To evaluate the performance of the Primary Groups of the People’s Institution model in reaching marginalized and poor populations and effects on maternal, newborn and child health

2) To assess programme (PI model) effects on care-seeking for maternal, neonatal and childhood illness, and compliance with referral

3) To assess programme (PI model)  effects on quality of care and utilization of maternal, neonatal and childhood services by health workers

4) To measure incremental intervention costs, cost-efficiency and equity aspects of the People’s Institution model, its ability in reaching marginalized population

5) To undertake process evaluation of the implementation of the model

6) To measure Social Capital

Scope of this report

The current report focuses on the sixth objective, which is, to measure social capital in Kendua and Durgapur. In order to do that, we will take lessons from the formative research and process evaluation as they guided our investigation into the baseline measurement of social capital.

MEthodology

1.16 Study sites

Study sites are Durgapur and Kendua, two sub-districts (upazilas) in the district of Netrokona in Northern Bangladesh. CRWRC has extensive presence in the communities of these two upazilas and currently implementing a community-based participatory intervention program called SUSOMA. The total population in these two upazilas is 445,310 according to the census conducted in 2001.

Netrokona has been identified by the Government of Bangladesh as one of 14 low performing districts with high child mortality (UNICEF, 2007). Kendua and Durgapur, two upazilas where the project will be implemented have 13 and 7 unions respectively. According to the census carried out in 1991, Kendua has a population of 265,628 and Durgapur has a population of 169,135. To account for secular trends and effects of other existing programs and factors, all vital indicators from CRWRC programme will be compared with concurrent measures from an appropriate comparison area from Netrokona district. Netrokona has a total of 10 upazilas and a similar maternal, neonatal and child survival (MNCS) programme is being implemented by GoB and UNICEF in 6 other upazilas of Netrokona, leaving only two other upazilas without such programmes. Therefore, the required population for comparison will be selected from these two upazilas.
Durgapur is remote with limited roads and electricity.  It is close to the border with India, and has a large ethnic population including 850 ethnic families from the Garo, Koch and Hajong communities. In Kendua, there is also very limited access to health services. The Bangladesh Demographic and Health Survey (BDHS) 2007 data on antenatal care, skilled attendance at birth, and postnatal care strongly indicate gross disparity in service coverage for different economic quintiles.

1.17 Operations research

The operations research has been divided into three separate parts as follows:

Part 1: “Formative and qualitative process evaluation and learning,” tries to understand qualitatively the various dimensions of the program as it gets implemented.

Part 2: “Investigation of social capital,” where we will be trying to measure a social construct, namely Social Capital, as it relates to the People’s Institution model.

Part 3: “Quantitative program evaluation” will address measure program-level indicators at the baseline and end-line and compare the two to see if there has been an increase (or decrease) as a result of the program.

The current report however, primarily reports only on the second part.

· Part 1: Formative research and qualitative process evaluation and learning

Objectives of formative research and process evaluation include the following:

1) Explore and document the dynamics of primary group formation,

2) Explore and document the representation of the marginalized in the primary groups and its activities,

3) Explore the nature of care-seeking (and the changes in the pattern) for maternal, neonatal and childhood illnesses, and

4) Document and examine community support systems and participation in the program.

Formative research and process evaluation includes compilation and review of implementation documents, compilation and analysis of regular program monitoring data, in-depth interviews, and focus group discussions or group meetings. Participants of the in-depth and focus group discussions include: mothers and fathers of children under two years of age; senior females (female decision makers with regard to maternal and neonatal health care) from households of the same mothers; and health care providers (i.e. government facility based providers, TBAs, CHVs, village doctors).

Along with assessing the baseline situation with regard to maternal and neonatal care practices and behaviors in the community, the work looks into the processes involved in implementing the interventions, including the process of forming the PGs (primary groups), UCs (union committees), and the PIs (people’s institutions).

· Part 2: Investigation of social capital

There were two different approaches to investigate Social Capital for this program:

· #1: Measurement of the degree of implementation of an approach intended to increase social capital: People’s Institution Model.  If there is a high score, social capital should be high, but this needs to be confirmed.

· #2: Measurement of social capital – two types: structural and cognitive social capital

We have prepared the questionnaires needed to measure social capital in the community, which was primarily an adaptation of the World Bank tool for the task. However, that document/s was revised in the light of the formative research, which also included site visits to observe people’s institutions around the country that are not part of the formal evaluation but are instructive as far as learning goes. We also conducted in-depth interviews of various managers of the NGOs related to mature PIs that we visited.
Sampling

Inclusion criteria

· Married women of reproductive age

· Reproductive is: 15-45

· Female

· Non-elite (belongs to lower socio-economic strata)

Sample/informants

· 300 to 360 from TWO sub-districts (i.e. Kendua and Durgapur)

· Kendua 150-180

· 75 members (40 to 45 villages randomly selected from a complete list of villages in the sub-districts; 2 members randomly selected from each village; randomness decided through spinning bottles)

· 75 non-members (40 to 45 villages randomly selected from a complete list of villages in the sub-districts; 2 members selected through snow-balling from each village)

· All (member and non-members) will be females

· All informants should belong to a lower socio-economic strata of the neighborhood

· Durgapur 150-180

· 75 members (40 to 45 villages randomly selected from a complete list of villages in the sub-districts; 2 members randomly selected from each village; randomness decided through spinning bottles)

· 75 non-members (40 to 45 villages randomly selected from a complete list of villages in the sub-districts; 2 members selected through snow-balling from each village)

· All (member and non-members) will be females

· All informants should belong to a lower socio-economic strata of the neighborhood
Tools

· Household questionnaire (survey)

· Community questionnaire (administered to 20 key-informants)

· Social mapping (conducted in selected sites)

· IDI and FGD (conducted with selected individuals and in selected sites)

· Organization profiling (administered to 20 key-informants)
1.18 Field trips

In this section we provide an update on all of our field-trips related to data collection. The trips noted here refer to all the three parts of the operations research (i.e. formative, investigation of social capital, and quantitative program evaluation).

1. KPC (baseline): Data collection between 17 February and 06 May 2010

2. KPC (MT-Rapid catch): Data collection between 01 May and 05 May 2012

The KPC surveys were conducted as a part of the third component of the study. The baseline provided the baseline information that will be compared with the endline results at the end of the study, while the rapid-catch survey was conducted as a rapid assessment to see if the interventions are being implemented as planned.

3. Formative 1st visit: Durgapur, June 2011 and November 2011; Kendua, August 2011 and November 2011

4. Formative 2nd visit: Durgapur and Kendua, January 2012; Kendua, June 2012; Jamalpur, April 2012

For formative research component of the OR, we made several trips to the field. In addition to the formative research, we also collected data for process documentation and collected relevant information for the measurement of social capital.

5. Trips to see PIs and conduct managerial interviews: Mymensingh, June 2011; Nilphamari, February 2012, and Dhaka, May 2012

We went to various districts (i.e. Mymensingh, Nilphamari, and Dhaka) to learn from established PIs from the group members as well as the NGO managers involved in the work. This provided information on preparing the questionnaire for the measurement of social capital and to place it within the social and cultural realities of Bangladesh.
1.19 Dissemination of study findings

So far, two separate dissemination seminars have been arranged in order to make the results of the study more widely available. The first dissemination seminar was held in February 2012, where all the relevant stakeholders were invited. A detailed presentation was made on behalf of the study team. The presentation was primarily on the baseline KPC survey results, which generated a lot of fruitful discussions.

The second seminar was arranged upon completion of formative research and the first phase of process documentation. It was conducted within the organizational framework with only the relevant NGO managers and other field-level staff. The objective of this dissemination was to inform the implementing organizations of the early findings so that relevant changes can be made if found to be necessary. This seminar took place in July 2012.
Findings

All of the findings that we present here are a result of the interviews and observations that we have conducted with the relevant stakeholders. None of them are stated principles in an organizational booklet or anything similar. We report what we have learned in the field.

In this regards we would like to mention that the project, known as SUSOMA, is still only in its formative stage where the Primary Groups are being formed. In terms of processes being unfolded on the ground, Durgapur has been farther ahead than Kendua, which speaks for a number of differences between the two field sites. In addition, unlike Kendua, in Durgapur there has been older People’s Institutions (PIs) already in existence at the time of introducing the project in the area. In other words, people in the community in Durgapur are relatively more aware and oriented to the activities of PIs. Capacity building, which is related to all the integrated activities of the project, will ensue once the groups are formed and they become regular in their meetings and savings activities. Experience of implementing People’s Institutions around the country makes it clear that organizations like the People’s Institutions take a lot of time to gain grounds and before it starts to bear fruits. Organizational experience suggests that it takes around 2 to 3 three years before one can observe some of the expected changes in the community.

1.20 Contextual factors (descriptive statistics and qualitative  findings)

Household Questionnaire (n=335) (18=160; 47=175)

· Structural social capital

Table 1: Organizational density and characteristics

	Item
	Durgapur

n (%)
	Kendua

n (%)
	Both

n (%)

	Are you or is someone in your household a member of any groups or organizations? (yes)
	114 (71.2)
	105 (60)
	219 (65.4)

	
	
	
	

	Do you consider yourself/household member to be active in the group?
	
	
	

	Leader
	8 (7.0)
	15 (14.3)
	23 (10.5)

	Very active
	66 (57.9)
	80 (76.2)
	146 (66.7)

	
	
	
	

	Which of these groups is the most important to your household?
	
	
	

	ASA
	11 (9.6)
	13 (12.4)
	24 (11.0)

	Grameen Bank
	9 (7.9)
	16 (15.2)
	25 (11.4)

	BRAC
	5 (4.4)
	3 (2.9)
	8 (3.6)

	DSK
	12 (10.5)
	0 (0.00)
	12 (5.5)

	PARI (SUSOMA)
	66 (57.9)
	0 (0.00)
	66 (30.1)

	SATHI (SUSOMA)
	0 (0.00)
	71 (67.6)
	71 (32.4)

	
	
	
	

	Are group members mostly of the same extended family? (yes)
	27 (23.7)
	15 (14.3)
	42 (19.2)

	
	
	
	

	Are members mostly of the same religion? (yes)
	97 (85.1)
	86 (81.9)
	183 (83.6)

	
	
	
	

	Are members mostly of the same gender? (yes)
	104 (91.2)
	101 (96.2)
	205 (93.6)

	
	
	
	

	Are members mostly of the same political viewpoint or do they belong to the same political party? (yes)
	21 (18.4)
	18 (17.1)
	39 (17.8)

	
	
	
	

	Do members mostly have the same occupation? (yes)
	63 (55.3)
	87 (82.9)
	150 (68.5)

	
	
	
	

	Are members mostly from the same age group? (yes)
	23 (20.2)
	10 (9.5)
	33 (15.1)

	
	
	
	

	Are members mostly from the same education level? (yes)
	24 (21.0)
	5 (4.8)
	29 (13.2)


Most of the people, irrespective of them being members of any Primary Groups belonging to the People’s Institution of SUSOMA, belong to at least one group/organization, though the trend is a bit higher in Durgapur than in Kendua (D: 71%; K:60%). This difference is understandable since PIs have been formed in Durgapur much earlier than in Kendua. Among the informants, a substantial majority in Kendua (90%) said that they are in fact very active or are leaders in these groups/organizations that they are a part of. Active participation was considerably higher among the people in Kendua (90%), than in Durgapur (65%).

In Durgapur, people have been exposed to more NGO activities than in Kendua. It is believed that this aspect of social context has a lot to do with how people respond to new initiatives. In Kendua, after overcoming the initial hurdles of forming groups, people are coming together actively, while people are reluctant in Durgapur, though in some places the intervention has become stable in terms activities and regular meetings.

Among the groups mentioned, PARI in Durgapur (58%) and SATHI in Kendua (68%) were most prominent. ASA and DSK in Durgapur (10 and 11%) and Grameen and ASA in Kendua (15 and 12%) were also quite popular, though much less than PARI and SATHI. BRAC was also present in both of the sub-districts, but their presence wasn’t felt as much (D: 4%; K: 3%). There were several others NGOs working in the area, but they were considerably smaller in their membership in these communities.

In terms of group composition, a good proportion of members in Durgapur (24%) belonged to the same family, which was much less in Kendua (14%). However, in terms of religion (Islam) and gender (female), the composition was homogeneous. There was more variation in the occupations of the members in Durgapur (55%) than in Kendua (83%). There was a wide dispersion of age groups among the members in both the sub-districts (D: 20%; K: 10%). In terms of education level, there was more variation in Kendua (5%) than in Durgapur (21%). Political landscape also showed variations (D: 18%: K: 17%).
Table 2: Decision-making and leadership

	Item
	Durgapur

n (%)
	Kendua

n (%)
	Both

n (%)

	How does the group usually make decisions?
	
	
	

	
	
	
	

	The leader decides and informs the

other group members
	19 (16.7)
	8 (7.6)
	27 (12.3)

	
	
	
	

	The leader asks group members what they think and then decides
	16 (13.2)
	7 (6.7)
	22 (10.0)

	
	
	
	

	The group members hold a discussion and decide together
	74 (64.9)
	90 (85.7)
	164 (74.9)

	
	
	
	

	Overall, how effective is the group’s leadership? (yes)
	108 (94.7)
	104 (99.0)
	212 (96.0)


With regard to decision-making within the groups, a much greater participation was observed among the people in Kendua, where in most cases group members discussed and came upon a decision together (86%). Participation was also good in Durgapur (65%), but still considerably less than Kendua. It should be noted that in 17% of cases, group leaders in Durgapur single handedly made decision, while this percentage was much less in Kendua (8%). However, almost all informants from both of the sub-districts mentioned that the leadership was largely effective.

Trends in group participation seem different in the two sub-districts and may have to do with sheer time spent and the experiences gathered from them. There are more groups for longer periods of time in Durgapur than in Kendua and this might have made the people in Durgapur more realistic in terms of their orientation. This is maybe why they rely on leaders and not themselves. This may also have a lot to do with entrenched cultural values. We will have to wait till the end line to draw a conclusive comment on the matter.

Table 3: Networks and mutual support

	Item
	Durgapur

n (%)
	Kendua

n (%)
	Both

n (%)

	If the primary school of this village/neighborhood went without a teacher for a long time, say six months or more, which people in this village/neighborhood do you think would get together to take some action about

	No one in the village/neighborhood would get together (yes)
	7 (4.4)
	4 (2.3)
	11 (3.3)

	Local/municipal government
	21 (13.1)
	22 (12.6)
	43 (12.8)

	Village/neighborhood association
	5 (3.1)
	0 (0.00)
	5 (1.5)

	Parents of school children
	27 (16.9)
	23 (13.1)
	50 (14.9)

	The entire village/ neighborhood
	74 (46.2)
	107 (61.1)
	181 (54.0)

	Who would take the initiative (act as leader)?

	Chairman
	9 (5.9)
	18 (10.5)
	27 (8.3)

	Member
	20 (13.1)
	18 (10.5)
	38 (11.7)

	Village leader/Matobbor
	30 (19.6)
	93 (54.4)
	123 (38.0)

	Children’s fathers
	11 (7.2)
	0 (0.00)
	11 (3.4)

	Head or assistant head teacher
	13 (8.5)
	1 (0.5)
	14 (4.3)

	School committee’s head
	52 (34.0)
	38 (22.2)
	90 (27.8)

	

	If there were a problem that affected the entire village/neighborhood, for

Instance (i.e. “crop disease”), who do you think would work together to deal with  the situation?

	Each person/household would deal with the problem individually (yes)
	37 (23.1)
	32 (18.3)
	69 (20.6)

	Neighbors among themselves (yes)
	13 (8.1)
	8 (4.6)
	21 (6.3)

	Local government/municipal political leaders
	60 (37.5)
	53 (30.3)
	113 (33.7)

	All community leaders acting together
	19 (11.9)
	9 (5.1)
	28 (8.4)

	The entire village/ neighborhood
	29 (18.1)
	69 (39.4)
	98 (29.2)

	

	Who would take the initiative (act as leader)?

	Chairman
	40 (32.5)
	35 (24.5)
	75 (28.2)

	Member
	33 (26.8)
	31 (31.7)
	64 (24.1)

	Village leader/Matobbor
	18 (14.6)
	67 (46.8)
	85 (31.9)

	School committee’s head
	7 (5.7)
	0 (0.00)
	7 (2.6)


In order to investigate into the social networks and support that existed within the communities, a couple of different hypothetical scenarios were presented to the informants. For instance, they were asked if the neighborhood school didn’t have a teacher for a long time, then who do they think would take action in that regard. According to them the most likely group would have been basically the entire village/community, though this response was more prominent in case of Kendua (61%) than Durgapur (46%). Parents of the children in school and the local government were also mentioned to a similar degree in the sub-districts. The fact that something by someone would be done came out as a strong response (as opposed to no one getting together and doing nothing) (no one ( D: 4%; K: 2%). In terms of leadership, people in Durgapur were divided with the head of the school committee coming on top (34%), with the village leader/matobbor and member of the union parishad coming in next (20% and 13% respectively). The situation in Kendua seemed markedly different, where most of the informants suggested that it would be village leader/matobbor first (54%) and only then the school committee’s head (22%) and members and/or chairman of union parishad (both at 11%).

When they were asked about a problem like problems relating to agriculture (i.e. pest-epidemic), people in Kendua thought that it would concerns the entire village, hence it would be all of them who would get together to solve the problem (39%), while people in Durgapur relied more on the local government (38%) than they did on the community at large (18%). In terms of leadership, people in Durgapur thought that it would be chairman of the UP who would take the lead (33%), while in Kendua people thought that it would be the community leader/matobbor who would lead (47%).

It should be mentioned here (as it has been mentioned earlier, that over time people have figured out that though it is optimistic to expect that people will get together and work toward a common goal, but it is also unrealistic. Again, previous experiences with other activities might have a lot to do with this. Confirmation on this will have to wait till the end line where we have to draw comparisons in order to understand the difference in a more clear light.
Table 4: Sources of conflicts

	Item
	Durgapur

n (%)
	Kendua

n (%)
	Both

n (%)

	To what extent do differences such as the tend to divide people in your village/neighborhood?

	
	
	
	
	

	Education
	Somewhat
	64 (40.0)
	90 (51.4)
	154 (46.0)

	
	
	Very much
	27 (16.7)
	15 (8.6)
	42 (12.5)

	

	Wealth/material possession
	Somewhat
	88 (55.0)
	105 (60.0)
	193 (57.6)

	
	
	Very much
	19 (11.9)
	26 (14.9)
	45 (13.4)

	

	Landholdings
	Somewhat
	85 (53.1)
	82 (46.9)
	167 (49.8)

	
	
	Very much
	28 (17.5)
	32 (18.3)
	60 (17.9)

	

	Social status
	Somewhat
	78 (48.7)
	61 (34.9)
	139 (41.5)

	
	
	Very much
	21 (13.1)
	19 (10.9)
	40 (11.9)

	

	Gender differences
	Somewhat
	31 (19.4)
	51 (29.1)
	82 (24.5)

	
	
	Very much
	9 (5.6)
	6 (3.4)
	15 94.9)

	

	Differences in age
	Somewhat
	34 (21.2)
	71 (40.6)
	105 (31.3)

	
	
	Very much
	7 (4.4)
	16 (9.1)
	23 (6.9)

	

	Length of stay
	Somewhat
	25 (15. 6)
	42 (24.0)
	67 (20.0)

	
	
	Very much
	4 (2.5)
	1 (0.6)
	5 (1.5)

	

	Political party affiliation
	Somewhat
	78 (48.7)
	93 (53.1)
	171 (51.0)

	
	
	Very much
	46 (28.7)
	14 (8.0)
	60 (17.9)

	

	Religious beliefs
	Somewhat
	10 (6.2)
	20 (11.4)
	30 (9.0)

	
	
	Very much
	4 (2.5)
	2 (1.1)
	6 (1.8)

	

	Ethnic background
	Somewhat
	11 (6.9)
	16 (9.1)
	27 (8.1)

	
	
	Very much
	1 (0.6)
	1 (0.6)
	2 (0.6)


In order to understand and investigate further into structural social capital, we looked into the sources of conflicts in the communities where the study was conducted, namely Durgapur and Kendua sub-districts of Netrokona district. Differences between people are only natural and normal in a society. However, often these differences become the sources of conflicts. This is why we asked whether several of the otherwise known areas of differences ever became a source of conflicts for our informants. The survey seemed to suggest that in Durgapur the following areas were “somewhat” or “very much” the places where conflicts might have owed its origin: Education (57%), wealth or material possession (67%), landholdings (71%), social status (62%), gender differences (25%), age (24%), length of stay (19%), political party affiliation (78%), religious beliefs (9%), ethnic background (8%).

In Kendua, we observed a very similar picture. Here the prime areas of conflicts were: Education (60%), material possession (75%), landholdings (65%), social status (45%), gender differences (32%), age differences (50%), length of stay (25%), political party affiliation (61%), religious beliefs (12%), and ethnic background (10%).

Both quantitative and qualitative data suggests that political participation of the people becomes the main source of conflicts in these areas. This is a picture that seems to resonate with the rest of the country. The fact that we were able to collect our data smoothly and without much hick-ups, we should attribute that to a stable democratic government being at the helm of power at the moment.

Table 5: Areas of conflicts and problems

	Item
	Durgapur

n (%)
	Kendua

n (%)
	Both

n (%)

	Do these differences cause problems? (yes)
	33 (20.6)
	13 (7.4)
	46 (13.7)

	How are these problems usually handled?
	
	
	

	
	People work it out between themselves (yes)
	6 (18.2)
	9 (69.2)
	15 (32.6)

	
	Family/household members intervene (yes)
	12 (36.4)
	5 (38.5)
	17 (37.0)

	
	Neighbors intervene (yes)
	25 (75.8)
	4 (30.8)
	29 (63.0)

	
	Community leaders mediate (yes)
	29 (87.9)
	6 (46.1)
	35 (76.1)

	
	Religious leaders mediate (yes)
	17 (51.5)
	1 (7.7)
	18 (39.1)

	
	Judicial leaders mediate (yes)
	25 (75.8)
	3 (23.1)
	28 (60.9)

	Do such problems ever lead to violence? (yes)
	9 (27.3)
	5 (38.5)
	14 (30.4)


Though there are areas of differences in the communities, it is not necessary that the differences would always lead to problems and/or violence. That is why it was important to ask the question directly to know if these differences ever did lead to problems and/or violence. Quite a substantial proportion of Durgapur inhabitants (21%) reported that it did lead to troubles, while only a minority in Kendua (7%) reported that to be the case. Qualitative interviews seem to suggest that it is due to Kendua as whole not having much experience in collective actions compared to Durgapur.

When the differences did lead to troubles, Durgapur inhabitants reported, it was the community leaders (87%), neighbors (76%) and judicial leaders (76%) who mediated. On the other hand, in Kendua, it was the people involved who worked it out amongst themselves (69%), followed by the community leaders (46%).

When asked if these problems ever lead to violence, most of the informants responded in the negative.

Here it might be instructive to refer to PGs collapsing in Kendua and Durgapur.

Our study is not designed to capture the extent (quantitative) to which the PGs are collapsing at any given point in time, but judging from the reports of our informants, it seemed concerning; the reasons we identified were as follows:

· Mistrust among the group members: As pointed out elsewhere, social cohesion is lacking in Kendua. We also observed this in Durgapur though on a lesser extent. This makes trusting other members difficult for the people, since they are not too aware of the other’s intentions and do not know what, if any, good will them might be bringing in.

· Mistrusting the NGOs (previous experience): Right across the field sites, especially in Durgapur, the role of NGOs is sketchy. People are not too sure as to why they are assisting them to form groups. In the presence of this uncertainty, people make up stories and they start to gain grounds over time.

· Lack of clarity regarding PG’s objectives: Not knowing what the objectives are is a major concern, since that alone can guide people in the right direction and not know them can simply destroy an association.

· Lack of future plan (with regard to the money saved): We observed that a few PGs lacked any future plans, which dismayed the members and they withdrew, or wanted to, since they couldn’t see what would come out of this involvement.

· Confusion regarding personal roles and responsibilities: Just like the objectives, people do not seem to be too aware of all of their individual responsibilities.

· Interest on principal amount is problematic in certain Muslim communities since Islam is against the provision of interest in their banking systems.

Changes in Kendua

As should be noted from the section on field trips, we performed several field-explorations in Kendua within a span of seven months. As expected, we did see some positive changes.

In terms of improvements, we observed the level of knowledge with regard to health concerns have dramatically risen. Most of the members would tell us about maternal and neonatal health care concerns, dangers signs, where to go in times of need, and so on.

Some of the members could also talk a little about CCC and PI, but still seem to be in the dark in terms of how it all connects. It was also observed that participation in the meetings have risen as well, indicating the level of interest in forming groups going up.

However, some things still did not change and they are: people are still uncertain about the roles and responsibilities of PGs as they related to the overall philosophy of the PI. Lack of trust regarding the NGOs and other members is still there and are potentially threatening enough to jeopardize established groups (i.e. in Durgapur). This should be noted and taken up on a priority basis.

Table 6: Access to services

	Item
	Durgapur

n (%)
	Kendua

n (%)
	Both

n (%)

	Are there any services where you or members of your household are occasionally denied service or have limited opportunity to use?

	
	Health services/clinics
	40 (25.0)
	25 (14.3)
	65 (19.4)

	
	Job training/employment
	39 (24.4)
	11 (6.3)
	50 (14.9)

	
	Credit
	39 (24.4)
	19 (10.9)
	58 (17.3)

	
	Agricultural extension
	48 (30.0)
	14 (8.0)
	62 (18.5)

	
	Justice/conflict resolution
	43 (26.9)
	46 (26.3)
	89 (26.6)

	Do you think that there are other households in this community that have such access problems? (yes)
	70 (43.7)
	10 (5.7)
	80 (23.9)

	Are they excluded from the following sectors?
	
	
	

	
	Education /schools
	9 (12.9)
	1 (10.0)
	10 (12.5)

	
	Health services/clinics
	44 (62.9)
	2 (20.0)
	46 (57.5)

	
	Housing assistance
	11 (15.7)
	0 (0.0)
	11 (13.7)

	
	Job training/employment
	39 (55.7)
	2 (20.0)
	41 (51.2)

	
	Credit
	42 (60.0)
	4 (40.0)
	46 (57.5)

	
	Water distribution
	21 (30.0)
	4 (40.0)
	25 (31.2)

	
	Sanitation services
	6 (8.6)
	2 (20.0)
	8 (10.0)

	
	Agricultural extension
	48 (68.6)
	1 (10.0)
	49 (61.2)

	
	Justice/conflict resolution
	35 (50.0)
	8 (80.0)
	43 (53.7)

	
	Security/police services
	29 (41.4)
	7 (70.0)
	32 (40.0)

	What are the reasons or criteria why some people are excluded from these services?

	
	Income
	63 (90.0)
	7 (70.0)
	70 (87.5)

	
	Occupation
	48 (68.6)
	6 (60.0)
	54 (67.5)

	
	Social status
	48 (68.6)
	5 (50.0)
	53 (66.2)

	
	Age
	15 (21.4)
	4 (40.0)
	19 (23.7)

	
	Gender
	9 (12.9)
	3 (30.0)
	12 (15.0)

	
	Race/ethnicity
	6 (8.6)
	2 (20.0)
	8 (10.0)

	
	Language
	1 (1.4)
	2 (20.0)
	3 (3.7)

	
	Religious beliefs
	2 (2.9)
	1 (10.0)
	3 (3.7)

	
	Political affiliation
	49 (70.0)
	8 (80.0)
	57 (71.2)

	
	Lack of education
	42 (60.0)
	4 (40.0)
	46 (57.5)


Accessibility is an important variable in terms of structural social capital. Therefore, we asked about services that informants and/or their household members are occasionally denied services. According to the informants from Durgapur, agricultural extension (30%), justice (27%), health services (25%)credit (24%), and job training and employment (24%) were the principle areas where they faces issues with accessibility. On the other hand, informants from Kendua reported that they faced issues at justice (26%) and health services (14%) primarily.

Interestingly, when asked about households other than informants’ own and if they faced similar issues with regard to any of those same services, 44% in Durgapur suggested in the affirmative, while only 6% in Kendua confirmed the same.

Table 7: Collective action

	Item
	Durgapur

n (%)
	Kendua

n (%)
	Both

n (%)

	How often have members of this village got together/petitioned officials with development goals?

	
	Never
	67 (41.9)
	30 (17.1)
	97 (29.0)

	
	Once
	51 (31.9)
	34 (19.4)
	85 (25.4)

	
	A couple of times
	39 (24.4)
	108 (61.7)
	147 (43.9)

	
	Frequently
	3 (1.9)
	3 (1.7)
	6 (1.8)

	Was this action/were any of these actions successful?

	
	Yes, all were successful
	5 (5.4)
	34 (23.4)
	39 (16.4)

	
	Some were successful
	32 (34.4)
	39 (26.9)
	71 (26.8)

	
	No, none were successful
	56 (60.2)
	72 (49.7)
	128 (53.8)

	How often in the past year have you joined together with others to address a common issue?

	
	Never
	84 (52.5)
	97 (55.4)
	181 (54.0)

	
	Once
	22 (13.7)
	31 (17.7)
	53 (15.8)

	
	A couple of times
	49 (30.6)
	42 (24.0)
	91 (27.1)

	
	Frequently
	5 (3.1)
	5 (2.9)
	10 (3.0)

	In the last three years have you personally done any of the following things

	Voted in the elections (yes)
	132 (82.5)
	156 (89.1)
	288 (86.0)

	Actively participated in any association (yes)
	93 (58.1)
	95 (54.3)
	188 (56.1)

	Made a personal contact w/ influential person
	81 (50.6)
	67 (38.3)
	148 (44.2)

	Actively participated in an election campaign
	60 (37.5)
	59 (33.7)
	119 (35.5)

	Contacted your elected representative
	100 (62.5)
	102 (58.3)
	202 (60.3)

	Talked with other people in your area
	86 (53.7)
	86 (49.1)
	172 (51.3)

	Made a monetary or in-kind donation
	87 (54.4)
	113 (64.6)
	200 (59.7)

	If some decision related to a development project needed to be made, do you think the entire village/ neighborhood would be called upon to decide or only the community leaders will decide?

	The community leaders would decide
	106 (66.2)
	23 (13.1)
	129 (38.5)

	The whole village would be called
	54 (33.7)
	152 (86.9)
	206 (61.5)

	Overall, how would you rate the spirit of participation in this village/neighborhood?

	High
	66 (41.2)
	82 (46.9)
	148 (44.2)

	Very high
	62 (38.7)
	50 (28.6)
	112 (33.4)

	How much influence do you think people like yourself can have in making this village a better place to live?
	143 (89.4)
	167 (95.4)
	310 (92.5)


In terms of collective action, the data on the two sub-districts yielded very intriguing results. 42% of Durgapur informants reported that they never got together and jointly petitioned government officials or political leaders to initiate and/or take up a developmental project, while 62% of the Kendua informants suggested that they have done it at least a couple of times. In addition, around 23% of Kendua informants reported that their action has always been successful in this regard (as opposed to only 5% in Durgapur). We need to further probe into this matter in order to completely understand the dynamics of it. At this moment, we do not have sufficient quantitative or qualitative data to suggest a conclusive set of reasons behind it.

When asked about getting together to address a common concern, both Durgapur and Kendua informants reported in a similar fashion: in Durgapur 45% reported getting together at least once and 42% in Kendua reported the same in order to address a common concern. However, in both the sub-districts, around half of the informants reported not getting together ever for such a cause (D: 53%; K: 55%).

On an individual level, it seemed people were more inclined toward taking actions and participating in activities that had collective value both in Durgapur and in Kendua. It was the most apparent when it came to political processes such as voting; 83% in Durgapur and 89% in Kendua reported that they voted for their candidates in the last local and/or national elections. As reported earlier, they again reported that they took active part in their associations (D: 58%; K: 54%). They also reported that they kept personal contacts with influential persons (D: 50%; K: 38%) and their elected representatives (D: 62%; K: 58%). A substantial proportion of the informants also reported that they actively participated in election campaigns (D: 38%; K: 34%). Talking to other people about the issue (D: 54%; K: 49%) and/or making a donation was another area where they excelled (D: 54%; K: 49.1%).

When the informants were asked about if they think the entire village will be called upon if a new developmental project was to be taken up, Durgapur responded in a negative way (34%), while Kendua was extremely positive (87%). According to the informants in Durgapur, it was going to be only the leaders who would decide (66% as opposed to 13% in Kendua). However, at the same time, most of the informants in both believe that they, as individuals, can have an impact on the betterment of the society as a whole (D: 89%; K: 95%). Once again, here people in Durgapur might very well be relying on their previours experiences of working with NGOs in this regard.

At this point, we would like to make some qualitative observations on the overall structural social capital and comment a few of the issues that can have implications on it.

Formation of primary groups

The Community Health Trainer (CHT) is the primary “external” element in the basic scheme of building a People’s Institution and especially so as it relates to the formation of primary groups (PGs) in the community. A CHT spends months in a community talking to people, expressing the need and utility of forming a group, and explaining the vision of such groups to women and men in the community. The process is arduous and requires a lot of patience. One of the CHTs in Kendua who formed the group we observed reported that she worked for three whole months and was able to identify 13 potential members. The initial activity of group formation is thus finding the right persons who would be motivated enough to deposit a nominal amount on a regular interval (usually per week) and who would have a vision of doing well for themselves as well as the community.

NGO staff working on the matter are instrumental in this regard. They provide the organizational know-how and orient the potential group members on the activities, goals, and objectives of forming the group. However, the group formation that we were observing was severely delayed because people from the concerned NGO were hours late in attending the meeting. During initial meetings when the would-be group members are not so certain about entire ordeal, this can and did have a negative impact. People started to question their motives and were hard-pressed to keep their own enthusiasm intact. In any case, once people from the NGO arrived, the meeting convened and it took an hour and a half to complete the formalities.

It is the basic principle of forming these groups that the leaders will be elected and the groups would pick their own. It was this principle that guided the meeting that we observed as well. Names of people were called out while the participants voiced their opinion on each. Despite this democratic process, often groups cannot form the first time they meet. There is always that chance incident where people do not see eye to eye and end having a brawl instead. The meeting that we observed ended up on such a negative note. In this case it was two of the members who happened to be the wives of the same person started to fight with each other. The CHT had to exclude them and fix another date for a follow up session. The meeting concluded with money being returned to each of the members and with a conciliatory note from the CHT that these types of events were common during group formation.

In broad strokes, the process of forming a PG can be expressed as follows:

Flow chart 1: Process of PG formation in Kendua and Durgapur

In Durgapur, one of the group members stated that they heard from others about PG and called the CHT to help them form one. The CHT came to them and gave a demonstration on how and why to form a group. All of the interested members agreed and finally they could form it. This was a retrospective interview, thus lacked the immediacy of the findings from Kendua. Nevertheless, the process seemed smoother, though they also informed us about brawls that have taken place there as well.

Criteria of being a member

According to the participants in Kendua, the following were the specific requirements of being a member. All the members that we talked to were of the same opinion, indicating that they were informed about the matter in a uniform manner (relating to a female group):

· Married female

· Reproductive age which ranges from 15-49.

· Local girls were excluded from the selection criteria (this was reported, but later we found out that this specific criterion related to unmarried women, since once they get married they might leave the community and not remain a member of the group any longer)

· Income was not stated as a criterion

· Education was not mentioned as a point

In Durgapur, the PG members stated the following criteria for suitable members:

· Women who are potential mothers (married and within the reproductive age). Therefore, doors were closed for widows and/or divorcees and unmarried women.

· No limit on income, such as less or more than 3000 taka. They explained that a rickshaw puller may earn up to 6000 taka, but, him and his family may still be poor since he has to feed a lot of family members with that income. Therefore, the community will decide who is poor and who can join the group.

On the other hand, there are people who have no source of income and have a family to feed. Like a woman mentioned,

“Suppose, a woman’s husband does not earn anything and he is physically disable. She may have children or get pregnant again… this male cannot even earn for himself… how can he arrange food for that pregnant mother? These people can be called absolute poor, since the pregnant mother cannot even work as a maid in someone else’s home…”

· No requirement related to education, but they find that it is better if members have some education. However, the reality is, most of the members do not even know how to write their names.

General members of a PG decide/choose their leaders. They decide as to what qualities they would like in their leaders. For instance, if it is a cashier they are trying to decide on, then they might look for someone who knows how to count and do some calculations at the least. Like a woman said,

“We are not educated, but, she is. Therefore, we made her cashier in our team.”

In another instance, the president of the PG was selected on the basis of education and capacity to create linkage with others in the society. One of the CHVs from Kendua shared,

“(she can make us) understand something after she would learn them… she can read and write and understand which is better or not… she can understand all those… she has the capacity to keep linkage with everyone in our society… she has the capacity.”

In Durgapur, one of the cashiers of a PG was removed from her position as she could not calculated the money deposited to her properly. Therefore, she proposed to other members to select another cashier instead of her. The PG members sat together and selected another. The previous cashier was selected on the basis of her promptness in other activities and was given 6 months to make up her problem.

In addition to the points mentioned above, we also noticed there were several members who clearly were far older than being within the bounds of reproductive age.

Perception of Primary groups

According to the people in Kendua, a Primary Group is:

· A team of females

· It is a collective (husbands)

· It’s a place to deposit money and use that for the development of their families.

· It is a fund to help the pregnant mothers. (Female members, TTBA, CHV)

· This is for helping mothers and this will also be helpful for future activities. (CHV)

Almost all of the participants in Kendua, including the husbands of the female members, members of SUSOMA, TTBA and the village doctors were less acquainted with the activities, roles and responsibilities of the union level committees and what might come of savings.

The TTBAs talked about being closely involved with the PGs, but their involvement seemed to be limited to taking part in the meetings and saving some money – something reminiscent of NGO credit programs. The CHVs, who organize the meetings and orient the members on the goals and objectives of the groups, did not seem to be aware of the UCs and PIs and how they are linked with their PGs.

Most of the members in Kendua do not know much about the election process of PG. Many of them do not have any idea about the activities of PG, members of PG, CHT’s contribution in PG, NGOs involvement and purpose, positions held by members, etc.
Interestingly, many of the members of PGs in Kendua are in the dark even about the name of their group. They have problems figuring out when it was formed. Some couldn’t even remember the name of the CHV who helped them form the group. There was only one group that we found who could tell us about CCCs – but very faintly so, since only one of the groups can tell about CCC, however, they failed to explain its activities or formation. They can remember that there was a meeting with NGO staffs, but can hardly recall the content or agenda of that meeting. Many of the participants are not regular to attend some of the groups.

Members also talked about not having a bank account in which to deposit their money. We heard of a few instances that the group couldn’t be formed due to an argument over having or not having a bank account.
· Cognitive social capital

Table 8: Solidarity

	Item
	Durgapur

n (%)
	Kendua

n (%)
	Both

n (%)

	Suppose someone in the village/neighborhood had something unfortunate happen to them, such as a father’s sudden death. Who do you think they could turn to for help in this situation?

	
	No one
	1 (0.6)
	28 (16.0)
	29 (8.7)

	
	Family
	43 (26.9)
	87 (49.7)
	130 (38.8)

	
	Neighbors
	96 (60.0)
	50 (28.6)
	146 (43.6)

	Suppose your neighbor suffered an economic loss, say (i.e. “crop failure”). In that situation, who do you think would assist him/her financially?

	
	No one
	9 (5.6)
	30 (17.1)
	39 (11.6)

	
	Family
	19 (11.9)
	93 (53.1)
	112 (33.4)

	
	Neighbors
	70 (43.7)
	41 (23.4)
	111 (33.1)

	
	Community leaders
	25 (15.6)
	3 (1.7)
	28 (8.4)


In terms of trying to understand “cognitive social capital,” we investigated into aspects related to solidarity, trust, mutual cooperation, and conflict resolution as indicators. 
Table 8 describes the data on solidarity.
	Item
	Durgapur

n (%)
	Kendua

n (%)
	Both

n (%)

	Do people trust each other in lending/borrowing? (yes)
	142 (88.7)
	170 (97.1)
	312 (93.1)

	Do you think over the last few years this level of trust has gotten better, worse, or same?

	Better
	53 (33.1)
	80 (45.7)
	133 (39.7)

	Gotten worse
	41 (25.6)
	20 (11.40)
	61 (18.2)

	In comparison to the other places, how much do the people here believe each other? (bor/lending)

	More
	71 (44.4)
	128 (73.1)
	199 (59.4)

	If someone from the village goes away for a while, who would they leave their fields with?

	Neighbor
	17 (10.6)
	16 (9.1)
	33 (9.8)

	If you suddenly had to go away for a day or two, whom could you leave your children with?

	Other family member
	107 (66.9)
	162 (92.6)
	269 (80.3)

	Neighbor
	14 (8.7)
	7 (4.0)
	21 (6.3)

	Other relatives
	33 (20.6)
	3 (1.7)
	36 (10.7)

	Do you think that people in this area are more concerned about family welfare than village welfare?

	Strongly agree
	141 (88.1)
	43 (24.6)
	184 (54.9)

	If a community project does not directly benefit your neighbor, do you think your neighbor would give time?
	93 (58.1)
	148 (84.6)
	241 (71.9)

	If a community project does not directly benefit your neighbor, do you think your neighbor would give money
	60 (37.5)
	136 (77.7)
	196 (58.5)

	Do you agree or disagree to the following

	Most people in this village/ neighborhood are basically honest and can be trusted

	Strongly agree
	44 (27.5)
	70 (40.0)
	114 (34.0)

	Agree
	49 (30.6)
	75 (42.9)
	124 (37.0)

	People are always interested only in their own welfare

	Strongly agree
	132 (82.5)
	43 (24.6)
	175 (52.2)

	In this village/ neighborhood, one has to be alert or someone is likely to take advantage of you.

	Strongly agree
	121 (75.6)
	26 (14.9)
	147 (43.9)

	If you lose a goat, someone in the village would help look for it or would return it to you.

	Strongly agree
	47 (29.4)
	108 (61.7)
	155 (46.3)


Reliance on family came out as the most prominent trend in Kendua when it came to seeking help during a crisis/unfortunate event. 50% of the informants reported that they would rather turn to their families than their neighbors (29). This trend was reverse in Durgapur, where 60% reported that they would rather turn to the neighbors. A similar preference for the family over neighbors and vice versa was observed when asked about the same thing, but from the opposite angle (i.e. who do you think would help?). This seemed to confirm that the responses were not due to chances. Reliance on neighbors is a goo indicator of solidarity in a society. However, this data does not yet conform to other set of indicators as one would expect.

Table 9: Trust and cooperation

Trust becomes apparent when it comes to lending and borrowing money to/from others. Informants from both sub-district reported that they do trust others in their communities in terms of lending money to or borrowing from them (D: 89%; K:97%). Only a minority thought that this situation has gotten worse over the years (D: 26%; K: 11%), while a substantial proportion thought it has gotten better (D: 33%; K: 46%). They also thought and reported that their communities are more trustworthy in this regard than others when it came to lending/borrowing money (D: 44%; K: 73%).

Though inhabitants of both sites reported high level of trust amongst themselves, this didn’t translate into trusting them (people other than their own family members) with their land/property – only an insignificant minority reported that they might leave their fields in the custody of their neighbors (D: 11%; K: 9%). When it came to entrusting their children with someone while they were gone for a few days, it was overwhelmingly other family members or other relatives (D: 88%; K: 95%), and hardly ever anyone beyond the folds of their families.

When directly asked to compare family welfare with that of village welfare, it became clear as to where people stood in terms of their allegiance, and we observed that 88% of the Durgapur inhabitants sided with family, while only 25% from Kendua sided with the family in this regard. Similarly, 58% of the informants from Durgapur reported that they think their neighbor would give time to a project even if it didn’t directly benefit them, while this was around 85% for people in Kendua. In terms of giving money in a similar situation the percentage was 38% and 78% respectively. In terms of thinking if the villagers were generally honest and trusting, 59% in Durgapur and 83% in Kendua reported that they either agreed or strongly agreed that to be the case. Regarding self-centered welfare, 83% informants in Durgapur reported that was really the case, though only 25% agreed in Kendua.

It seems the sense of “community” is a lacking in Durgapur. When asked if one needs to be alert so that they are not taken advantage of, 76% informants in Durgapur reported affirmatively, while only 15% agreed in Kendua. Reinforcing this idea, when inquired about a lost domestic animal, about 29% in Durgapur reported that someone in the village might help him/her look for it, while more than double that percentage (62%) in Kendua attested to that regarding their community. It might be safe to hypothesize here that newloy formed communities are more hopeful in their initial stages till they their expectations are not crushed and/or frustrated. However, with the data at our hands, we cannot decidedly conclude on this.

Trust – within members, NGO staff, and others

As alluded to, earlier, members lacked vision. They do not know why they are joining the group. Consequently, they cannot trust all the people involved.  For instance, TTBAs see that the groups and savings could help the pregnant women, but they don’t see how it would help their own concerns. One of the members of PG in Durgapur quite eloquently mentioned the importance of trust in a group. She even went as far as saying that it should be a selection criterion:

“Unity should be present among members. The members must have love and respect for each other. We should help each other in any danger/ emergency. This is what we need for formation of a PG.”
Lack of vision, lack of a concrete goal to which one can look forward to is essentially a problem in these groups activities.

In one instance in Kendua, a group was on the verge of being broken since 8 members of the PG were leaving. All of these 8 members were interested to withdraw their money from the PG while other members denied giving it back to them. This resulted into a conflict and the members wanting to leave were saying that Grameen Bank was going to come and take all their money – which is why they wanted to disband.

Though this was a source of conflict, in time, it became a cohesive force in order to keep the group together. It worked as a bond.  Consequently, most of the members returned and rejoined the group.

As is obvious, a number of apparently conflicting findings are coming out of the quantitative and qualitative findings, but it should be borne in mind that the interventions are in their initial stages and we should not be too conclusive and certain about any piece of finding simply based on what they suggest now.

Table 10: Conflict resolution
	Item
	Durgapur

n (%)
	Kendua

n (%)
	Both

n (%)

	In your opinion, is this village generally peaceful?
	134 (83.7)
	167 (95.4)
	301 (89.8)

	Compared with other villages, is there more or less conflict here?

	Less
	98 (61.2)
	148 (84.6)
	246 (73.4)

	Suppose two people in this village/neighborhood had a fairly serious dispute with each other. Who do you think would primarily help resolve the dispute?

	No one – they will work it out themselves
	15 (9.4)
	0 (0.0)
	15 (4.9)

	Neighbors
	92 (57.5)
	103 (58.9)
	195 (58.2)


In terms of considering if the communities were peaceful, informants in both sub-districts mentioned that they are (D: 83%; K: 95%). They also thought that their communities were comparatively more peaceful than the other ones around (D: 61%; K: 85%). However, if there was a conflict, most of the people in both sub-districts thought that it would be their neighbors who would come to resolve their conflicts (D: 58%; K: 59%). However, it was interesting to note that no one in Kendua said that there would be no one coming to help the ones in conflict, while about 9.4% of informants in Durgapur reported that being the case.

1.21 Social capital

As mentioned earlier, formative research was carried out to understand the current situation in the two sub-districts that we worked in, namely, Durgapur and Kendua of Netrokona District. The formative research also allowed us to adapt the WB Tool to measure Social Capital and make it culturally relevant to our context. The revised tool was then administered into the community.

· Development of scale

The first stage of analysis of social capital was the development of a scale that can then be used to measure differing levels of social capital and how that fares with other relevant variables, i.e. membership in a community group or residence in a specific area. The following steps were taken in the development of the scale (including the findings):

First of all, only those variables were used that had a response from the entire sample of informants.

1. Recoded the dichotomous variables

In order to recode the dataset, we recoded the variables that were coded 1=Yes and 2=No into 1=Yes and 0=No. For this, we recoded the following 50 (fifty) variables:

· Are you or is someone in your household a member of any groups or organizations?

· If the primary school of this village/neighborhood went without a teacher for a long time, say six months or more, which people in this village/neighborhood do you think would get together to take some action about

· No one in the village/neighborhood would get together

· No one in the village/neighborhood would get together

· Local/municipal government

· Village/neighborhood association

· Parents of school children

· The entire village/ neighborhood

· Are there any services where you or members of your household are occasionally denied service or have limited opportunity to use?

· Education/schools

· Health services/clinics

· Housing assistance

· Job training/employment

· Credit

· Transportation

· Water distribution

· Sanitation services

· Agricultural extension

· Justice/conflict resolution

· Security/police services

· In the last three years have you personally done any of the following things

· Voted in the elections

· Actively participated in any association

· Made a personal contact with influential person

· Made the media interested in a problem

· Actively participated in an information campaign

· Actively participated in an election campaign

· Taken part in a protest march or demonstration

· Contacted your elected representative

· Attend to protest forceful possession

· Taken part in government meetings/  offices

· Talked with other people in your area about a problem

· Notified the court or police about a problem

· Made a monetary or in-kind donation

· Volunteered for a charitable organization

· Have you been approached by someone personally during the last three years who asked you to do any of the following

· Voted in the elections

· Actively participated in any association

· Made a personal contact with influential person

· Made the media interested in a problem

· Actively participated in an information campaign

· Actively participated in an election campaign

· Taken part in a protest march or demonstration

· Contacted your elected representative
· Attend to protest forceful possession

· Taken part in government meetings/  offices
· Talked with other people in your area about a problem
· Notified the court or police about a problem
· Made a monetary or in-kind donation Volunteered for a charitable organization
· If some decision related to a development project needed to be made in this village/neighborhood, do you think the entire village/ neighborhood would be called upon to decide or would the community leaders make the decision themselves?

· Do you think that in this village/ neighborhood people generally trust one another in matters of lending and borrowing?

· If a community project does not directly benefit your neighbor but has benefits for others in the village/neighborhood, then do you think your neighbor would contribute time for this project?

· In your opinion, is this village/neighborhood generally peaceful or conflictive?

· Do people in this village/neighborhood contribute time and money toward common development goals?

2. Check that the recoding was successful

In order to check if the recoding was successful, we ran frequency tables for the entire set of variables (i.e. variables that were recoded in previous step. Please look at the frequency tables in the annex.

3. First round of reliability analysis

Once the frequency tables were generated, a reliability test was conducted in the following way:

RELIABILITY   /VARIABLES=[all the recoded variables]  /SCALE('ALL VARIABLES') ALL   /MODEL=ALPHA   /STATISTICS=SCALE   /SUMMARY=TOTAL.

4. Interpret first round of reliability analysis

Scale: ALL VARIABLES

	Case Processing Summary

	
	
	N
	%

	Cases
	Valid
	334
	100.0

	
	Excludeda
	0
	.0

	
	Total
	334
	100.0

	a. Listwise deletion based on all variables in the procedure.

	Reliability Statistics

	Cronbach's Alpha
	N of Items

	.761
	50

	The following table shows the item to total statistics of just the first variable, but it was done for all of the variables (50). Please refer to the complete item-total statistics in the annex.

Item-Total Statistics

	
	Scale Mean if Item Deleted
	Scale Variance if Item Deleted
	Corrected Item-Total Correlation
	Cronbach's Alpha if Item Deleted

	x4a1
	15.8743
	29.378
	.309
	.754

	Scale Statistics

	Mean
	Variance
	Std. Deviation
	N of Items

	16.5299
	31.199
	5.58559
	50


Once the reliability analysis is complete, then we did the following in order to create the additive index/scale by doing the following:

· Deleted the variables if:

· Item to total (the entire scale) correlation was negative

· Item to total correlation was positive, but was less than 0.3

· Cronbach’s alpha increased (i.e. improved or was > 0.761) when the item was deleted

5. Repeat reliability analysis with reduced set of variables

For reliability, we did the following (as expressed earlier for all variables)

RELIABILITY   /VARIABLES=[reduced set of 17 variables]   /SCALE('ALL VARIABLES') ALL   /MODEL=ALPHA   /STATISTICS=SCALE   /SUMMARY=TOTAL.

6. Interpret second round of reliability analysis

Reliability

Scale: ALL VARIABLES

	Case Processing Summary

	
	
	N
	%

	Cases
	Valid
	334
	100.0

	
	Excludeda
	0
	.0

	
	Total
	334
	100.0

	a. Listwise deletion based on all variables in the procedure.



	Reliability Statistics

	Cronbach's Alpha
	N of Items

	.791
	18

	The following table shows the item to total statistics of all 18 variables.

Item-Total Statistics

	
	Scale Mean if Item Deleted
	Scale Variance if Item Deleted
	Corrected Item-Total Correlation
	Cronbach's Alpha if Item Deleted

	x4a1
	6.3772
	13.401
	.402
	.779

	x4d4b
	6.4701
	13.349
	.395
	.780

	x4d4e
	6.7186
	13.182
	.483
	.774

	x4d4f
	6.6766
	13.433
	.389
	.780

	x4d4h
	6.4311
	13.573
	.336
	.784

	x4d4i
	6.8832
	14.103
	.297
	.786

	x4d4j
	6.8892
	13.931
	.372
	.782

	x4d4k
	6.5180
	13.512
	.344
	.783

	x4d4n
	6.7156
	13.363
	.425
	.778

	x4d5b
	6.3802
	13.498
	.372
	.781

	x4d5c
	6.6587
	13.391
	.396
	.780

	x4d5e
	6.6287
	13.147
	.460
	.775

	x4d5f
	6.5868
	13.432
	.370
	.782

	x4d5g
	6.8772
	14.066
	.305
	.786

	x4d5h
	6.5689
	13.615
	.316
	.786

	x4d5i
	6.8922
	13.958
	.365
	.783

	x4d5k
	6.5689
	13.874
	.243
	.791

	x4d5n
	6.7186
	13.434
	.404
	.779

	Scale Statistics

	Mean
	Variance
	Std. Deviation
	N of Items

	7.0329
	15.029
	3.87672
	18


Variables that had item to total correlation less than 0.3 were deleted (=x4d5k).

7. Create social capital scale and do barchart

As per the analysis above, a total of seventeen (17) variables were selected to construct the social capital scale. In order to do that, the following was done (in SPSS as in other cases):

COMPUTE Soc_cap= x4a1 + x4d4b + x4d4e + x4d4f + x4d4h + x4d4i + x4d4j + x4d4k + x4d4n + x4d5b + x4d5c + x4d5e + x4d5f + x4d5g + x4d5h + x4d5i + x4d5k + x4d5n. EXECUTE.

FREQUENCIES VARIABLES=Soc_cap

/ BARCHART FREQ

/ORDER=ANALYSIS

	Statistics

	Soc_cap

	N
	Valid
	334

	
	Missing
	0


	Soc_cap

	
	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	.00
	9
	2.7
	2.7
	2.7

	
	1.00
	20
	6.0
	6.0
	8.7

	
	2.00
	22
	6.6
	6.6
	15.3

	
	3.00
	23
	6.9
	6.9
	22.2

	
	4.00
	34
	10.2
	10.2
	32.3

	
	5.00
	35
	10.5
	10.5
	42.8

	
	6.00
	32
	9.6
	9.6
	52.4

	
	7.00
	33
	9.9
	9.9
	62.3

	
	8.00
	25
	7.5
	7.5
	69.8

	
	9.00
	24
	7.2
	7.2
	76.9

	
	10.00
	20
	6.0
	6.0
	82.9

	
	11.00
	16
	4.8
	4.8
	87.7

	
	12.00
	19
	5.7
	5.7
	93.4

	
	13.00
	11
	3.3
	3.3
	96.7

	
	14.00
	4
	1.2
	1.2
	97.9

	
	15.00
	5
	1.5
	1.5
	99.4

	
	16.00
	1
	.3
	.3
	99.7

	
	17.00
	1
	.3
	.3
	100.0

	
	Total
	334
	100.0
	100.0
	


[image: image25.emf]
The above analysis provides us with the social capital scale.

· Measurement of social capital

In order to apply the social capital scale, we look for associations between the social capital scale and other independent variables of interest. For the present, we have considered two such variables, a. Membership status, and b. Area of residence (Durgapur or Kendua sub-districts).

First we looked at any possible associations with social capital and residence of the informants.

MEANS TABLES=Soc_cap BY upz

Soc_cap  * Upz

	Report

	Soc_cap

	Upz
	Mean
	N
	Std. Deviation

	18
	6.6063
	160
	3.29684

	47
	6.5345
	174
	4.08811

	Total
	6.5689
	334
	3.72473


	ANOVA Table

	
	
	
	Sum of Squares
	df
	Mean Square
	F
	Sig.

	Soc_cap * Upz
	Between Groups
	(Combined)
	.429
	1
	.429
	.031
	.861

	
	Within Groups
	4619.487
	332
	13.914
	
	

	
	Total
	4619.916
	333
	
	
	


	Measures of Association

	
	Eta
	Eta Squared

	Soc_cap * Upz
	.010
	.000


Then we looked into any possible association between social capital scale and their membership status (whether or not members of PARI or SATHI).

Soc_cap  * Memtype1

	Report

	Soc_cap

	Memtype1
	Mean
	N
	Std. Deviation

	Member
	8.2216
	167
	3.49940

	NonMember
	4.9162
	167
	3.17637

	Total
	6.5689
	334
	3.72473


	ANOVA Table

	
	
	
	Sum of Squares
	df
	Mean Square
	F
	Sig.

	Soc_cap * Memtype1
	Between Groups
	(Combined)
	912.287
	1
	912.287
	81.691
	.000

	
	Within Groups
	3707.629
	332
	11.168
	
	

	
	Total
	4619.916
	333
	
	
	


	Measures of Association

	
	Eta
	Eta Squared

	Soc_cap * Memtype1
	.444
	.197


Discussion

In general, Durgapur is older and known to people. Therefore, things are more settled there than in Kendua. This is expected, but it is time now to learn from the experience in Durgapur and implement them in Kendua to expedite the progress there. Experience of implementing People’s Institutions around the country as documented in the sections above, it is clear that organizations like the People’s Institutions take a lot of time to gain grounds and before it starts to bear fruits. Organizational experience suggests that it takes around 2 to 3 three years before one can observe some of the expected changes in the community.

The inclusion criteria seem to be very flexible. Though this accounts for regional and contextual variation, but this also paves the way for unregulated elements to get it and obstruct the very purpose of the program.

Often this kind of criterion that are unofficial, result into spinning the same old wheel back into action. In this case, we see an educated and well-connected person being elected as the president and not someone who was previously been “powerless.” This is a hindrance in terms of promoting true participation of the disempowered. All of the stated “requirements” are actually compromised to various degrees in a various places. This is not site-specific, but a practice that cuts across.

The vision that it relates to a collective action for the good of all in the community seems to be lacking. This is more pronounced in Kendua than in Durgapur. They all get little pieces of it, but the bigger picture seems to be missing. If the CHVs do not know what UCs and PIs are about, then it is pointless to think of why the group members would know.

There is lack of trust in Kendua as well as in Durgapur. Older and mature state of being for the PGs in Durgapur helps the members see clearly as to why they are doing what they are doing, but this always does not translate into trust.

If we look into the matter with a probing set of eyes, we will see that the activities in Kendua are limited to savings and sanctioning loans, with no vision of development, while there are some added activities in Durgapur to make it a bit different. However, as we have noted in the report, there has been positive changes. Orientation of members are likewise limited in this regard and people in Kendua do not see that there is much to this activities, while people in Durgapur at least feel that this activity will help people during emergencies and or during pregnancies.

People who have been in the PGs for some time now, know how much better it is than other credit NGOs. They feel an ownership in this, which they do not with other places. This comparative learning among the people should be utilized to garner trust and confidence in newly forming primary groups. Examples of successful PGs in adjacent areas should also be utilized.

Most of the PGs we observed are only forming now and that is why they do not have massive plans for the future yet. Once they have been able to make a substantial amount saved, then they will be able to dream a little. It only makes sense that they concentrate on savings plan rather than investment plans at this stage of the PG’s life.

PG members are not aware of the NGO involvement. They are not clear as to what the role of the NGO is, why and when they get involved or when they will stop being involved. This also indicates the fact that it is not time yet for the NGOs to stand down.

According to the CHVs, they are satisfied with the training package. However, it remains to be seen if this package is adequate or not and if the training is effective in reducing harmful behaviors in the community.

Conspicuously, CHVs did not talk about anything related to group formation. It is our belief that adequate motivational training is required for the CHVs so that they can in turn motivate people to form groups.

Even if people can talk about primary groups, they surely cannot talk about union committees or PIs. This is pronounced in Kendua, but also more or less the case in Durgapur. In order to drive home the vision of the project, it seems important that the linkages are adequately explained. If the members can see the linkage, they will feel more motivated.

SUSOMA is a health concern. Therefore, all the health related staff and providers in a community should be brought into its fold, especially the village doctors, since it is them that men and women seek care from before they seek it elsewhere. In Kendua, we observed that this was completely absent. However, it is changing on a fast pace and the focus in Kendua is majorly on health (i.e. SUSOMA activities).

Light of hope seems to be shining slowly but surely. It is only prudent not to expect radical changes in a project like SUSOMA, where all is dependent on community uptake of intervention messages, group formation, savings, and development. All of this takes a lot of time – more time than time-bound research projects can offer! The most important thing, as we look at it, is the connection between mother and child health and overall development. Once this connection is made and realized, the sky would be the limit.

As people realize the connections between saving money, gaining knowledge on maternal and child health concerns, and times of need and danger, the more they feel the need to be a part of the groups. The more it starts to act as safety nets for them. However, the realization is more on the individual level and less on the social level at this point, and more in Durgapur and less in Kendua. However, the trend seems to be toward a positive direction.

Involvement of NGOs is a double-edged sword. Some people do not trust thinking that they would take their money, and some people cannot have confidence in the groups that are formed without the presence of “officers” from the NGOs. However, this is more so the case with the people in Kendua, where social cohesion is lacking and where people are not as trusting of each other as they may be elsewhere. However, presence of SUSOMA staff made it more organized and effective in this regard.

We noticed that traditionally influential people end up being representatives of the CCCs and hold the elected positions. Might have to look into this matter and see if there is a systematic flaw in the process that makes this happen. This might be linked with relaxing the membership criteria for PGs that ultimately cannot filter out the non-marginalized.

There are problems with being a homemaker and a union group member; it is tough , 00and without cooperative husbands, it can almost be impossible. The project might want to address this gender dimension in an innovative fashion that wouldn’t rock the social norms too drastically, but will still allow the women to participate in such activities.

Instead of a lottery system, a group exercise to initiate thinking about prioritizing problems can be taken up. Lottery tends to make any specific topic trivial. Instead, an alternative approach to prioritization might help generate more fruitful discussion and encourage members to participate more.

The Peoples Institution -based on general philosophy of social development, is different in areas in the country other than in Kendua and Durgapur, where the principle component is health itself (i.e. SUSOMA). It is tried out as another innovation in the process. It waits to be seen if this functions as well as the other ones do.

The context of the people living in Kendua closely resembles the situation in some of the urban PIs. It would be well worth a consideration to see if an urban-like PI formation would be better suited for people in Kendua than the one they have in place currently.

PI can be seen to be having a social impact where the entire communities are becoming a better place to live. However, this is not a magic bullet and improvements should not be expected in a short time of initiating the program.

1.22 Structural social capital

· Organizational density and characteristics

Participation in group activities is very high in both of the study sub-districts, though it is a bit higher in Durgapur due to it being a place where PIs (People’s Institutions) have been formed much earlier than in Kendua. However, interestingly, participating members were substantially more active in Kendua than in Durgapur.

PARI and SATHI are by far the most popular organizations/groups in the two sub-districts that we worked in. All the other NGOs are pretty negligible with respect to them. What needs to be kept in mind is that the NGO activities have been historically extensive in Durgapur and people have formed entrenched beliefs regarding their work. One thing to note here that PARI only works in Durgapur and SATHI only works in Kendua – therefore their presence in the area is mutually exclusive. This is programmatic strategy from SUSOMA project, of which these NGOs are a part of.

The groups are primarily homogeneous, except with regard to political participation and age. Interestingly, most of the people seem to belong to the same occupation (agriculture) in Kendua than in Durgapur. This might be an indication of Kendua being a relatively newer community, where occupational diversity hasn’t really flourished as much as it has in Durgapur.
Here is a summarized difference between the two teo field sites as observed
Table 11: Principle differences observed among the people in Kendua and Durgapur
	
	Kendua
	Durgapur

	Group formation
	CHT spends months in the community to motivate and identify potential members
	Since there are older PIs in the region, process of forming new groups is different – people who have heard about the matter – invited the CHT to orient them.

	Flexibility of criteria
	Criteria is being relaxed in order to form groups; adherence to criteria too strictly is becoming a hindrance
	The criteria has become different, but adhered to more closely. “Poor” is the criterion, not what makes one poor.

	Membership criteria
	Local women are excluded from being a member (related to marriages)
	All married women are usually accepted to become members

	Activities relating to collective action
	Lacking in Kendua, but it is changing
	Visible in Durgapur

	Knowledge of how PG relates to UC or PI
	Almost absent, but slowly gaining ground
	Is faintly present, though relatively more than in Kendua

	Diversification in strategies to save money
	Lacking – most women are taking money from their husbands
	More diversified; women still take money from their husbands, but also have other income generating activities to pay for that.

	PG activities
	Limited to meetings, savings, and loans, mimicking micro-credit NGOs
	Broader activities, future planning, income generating activities, etc. observed.

	Income
	Income is not fixed, but it is around the ballpark figure of 3000 BDT
	Similarly, income is not fixed, but generally speaking, it is more than 3000 – and they are focused more on whether the group is going to survive or not, rather than adhering strictly to the criteria

	Population
	“Guchcho gram” – composed of migratory people
	More stable population

	Social cohesion
	Somewhat absent but it is changing as the survey data suggests; people trust themselves more than their leaders.
	Social cohesion is visibly present, but still people rely more on leaders than themselves.

	Ownership to PGs
	Do not yet feel the PGs to be their own yet
	Feel that it is their own and can compare it with other credit-NGOs and say how much better it is for them

	Trust
	Due to less social cohesion, there is less trust amongst people
	Due to more stable population and familiarity, people trust each other more

	Banking
	Mistrust relates to banking as well. They do not know banking and their mistrust relates to ignorance more than anything else
	Have been banking for some time and are familiar with the concepts. Therefore, more trusting.

	Settlement
	Cluster villages, where people from specific regions of the country come and live but altogether do not form a whole
	People have been living in the area for a long time. Settlements are not based on where they are from.


The differences as stated above is, we believe, apparent now since it is changing and will not remain over time. We expect to learn from these differences and the change at the endline in a more detailed fashion.
· Decision-making and leadership

Groups in Kendua seemed to function in a more participatory fashion than the groups in Durgapur. Leadership in Durgapur, accordingly, takes on a more prominent role. It has been suggested that this may very well be related to more vigorous NGO activities (i.e. more input from SUSOMA staff) in Kendua at the moment as they try to bring interventions there to a stable level.

· Networks and mutual support

As in the case of participatory decision-making, the role of the entire community comes out as more prominent in Kendua than in Durgapur.

In Durgapur, reliance is more on the elected representatives than general community members, while it is a bit reversed in Kendua.

We believe, at this point, this difference in Durgapur and Kendua is due to people’s previous experiences with similar activities. Meaning, over time people have figured out that it is more efficient to rely on leaders than to rely on groups in general. This also can be a difference that is rooted in cultural difference of the people being discussed. However, further probing is required in order to say something conclusive.
· Sources of conflicts

As is obvious, Political party affiliation played the pivotal role in Durgapur where conflicts originated, closely followed by disputes over landholdings, material possessions, social status, and education. On the other hand, people were categorical in terms of their denial about ethnic background, religious beliefs, length of stay, age, and gender differences playing any role at all in giving rise to any conflict/s.

Data suggests that the areas of conflicts in Kendua is almost identical to that of Durgapur, however in Kendua the most troublesome areas seemed to be material possession, landholdings, and only then came political differences.

· Areas of conflicts and problems

It seemed from the responses of the informants that differences led to troubles only in Durgapur, and that was largely not the case in Kendua. And, even if the differences led to troubles in Kendua, involved people were able to resolve the issue themselves, unlike people in Durgapur where community leaders, neighbors, and judicial leaders had to step in.

· Access to services

In both Durgapur and Kendua, justice and health services were mentioned as places where people faced issues related to accessibility. In addition, agricultural extension was also mentioned in Durgapur. These are important areas where having problems related to access can and will result into disasters for the people, especially the poor and the marginalized.

The issue relating to the “other” is an interesting one: why do people in Durgapur believe other households have similar issues, while people in Kendua do not? We are not certain as to what explains this difference, or what the reason or the set of reasons there might be that will explain it. Further analysis is required to answer this question. One obvious response could be the fact that not too many people in Kendua thought that they have accessibility problems in absolute terms and the proportion being reported could very well be misleading.

· Collective action

Once again, we are not certain at this point as to why there is such a marked difference in terms of collective action in between the two sub-districts. It could be due to deeply entrenched values and cultural practices where people are well set in their ways in Durgapur with regard to how they would address a certain issue. It could be a reflection of those values and practices, i.e. they are may be more dependent on leaders than getting together to stand up for something. We will come back to this point as we talk about cognitive social capital later in the discussion.

Political processes were highlighted (i.e. voting in elections, taking part in campaigns, keeping contact with elected representatives) in terms of individual involvement having collective impacts.

We have already seen this trend develop with regard to the attitude of people in Durgapur, that they are more dependent on leaders deciding for them rather than them deciding on their own.

· Representation of the marginalized population

As we saw in the findings, a number of PIs and their PGs have relaxed the inclusion criteria of being a member. Relaxing the criteria has made representation of the poorest doubtful, since it is observed that not always it is the poorest of the poor those who are being included. We are not certain as to why this has been the case, but we suppose that it serves practical purposes on the ground (i.e. not finding enough people to form a group), but we would nevertheless raise a flag of caution in this regard. We believe it can have a wide ranging implication if not checked and addressed early on.

We also observed that the objectives of forming a group is not always clear to the members. Consequently, the members are not certain as to who should be in the group who shouldn’t be. If they knew about the objectives and had a clear idea of the inclusion criteria, then they would be able to guide the process in their own ways.

As an example of the effect that we fear might be the case in the future if the inclusion criteria is not addressed at this time is the fact that we observed many leaders of the PGs and UCs are often the leaders in their own communities. The question arises if these leaders can represent the marginalized of the communities.

It should also be noted that often the members are elected and in that election more influential individuals get the priority. This defeats the very basis of the program. In terms of UC or CCC, it was observed that though women are participating, their participation is stressed since they do not have supportive households who would let them go out on meetings for extended periods. This can and should be addressed creatively, possibly involving their family members.

More guidance from the NGO staff is required also. They are the ones who know about the organizational practices and should help the members understand and anticipate certain problems before hand before it actually happens. Problems like not being able to form sub-committees should be addressed.

It is needless to say that formation of PIs is challenging, but it should be noted that not always the required number of people show up. Moreover, there are debates over “election” and “selection” of the representatives at the PI level and this should be addressed as soon as possible.

At this point we would like to mention that most of our visits focused on the formation of PGs and not the UCs and PIs yet. We will be making further visits into the field in the coming months and then will be better suited to comment on the PIs in a more detailed fashion.
1.23 Cognitive social capital

· Solidarity

Though we have seen that people in Durgapur would rather rely on leaders to decide on important issues including their developmental projects, interestingly here we see that the same people would rather rely on their neighbors over their family members in times of crisis for monetary or any other kind of support. This is not necessarily contradictory, though somewhat unexpected.
· Trust and cooperation

While trusting each other didn’t seem to be an issue in either one of the sub-districts, people in Kendua seemed to have to more confidence in them. They believed that they are closer to each other than most other communities around.

The trust and confidence aspect of people became apparent when they asked if they prioritized their community over their families or not. In response, Kendua inhabitants seemed unequivocal in declaring their allegiance toward the community. This was conspicuously absent among the people in Durgapur. Again, this might have to do with heavy NGO presence in Durgapur historically than in Kendua that contributed to this mistrust.

Kendua inhabitants confidently declared that they expect people at large will contribute in developmental goals even if it didn’t directly contribute toward their individual goals and inspiration. This was not the case with the people in Durgapur. This, we believe, points toward the people of Durgapur being more realistic.

· Conflict resolution

Most people believe that their communities are generally are peaceful. However, when it came to actual disputes, though in most cases there will be neighbors intervening, for some of the cases in Durgapur it was suggested that it would be the person in conflict themselves resolving the disputes. This, we believe, is an indication of somewhat “individualistic” stance of the people in Durgapur.

· Measure of social capital

According to our analysis, the computed cronbach’s alpha came out to be .791 when computed against 18 variables. After that, one further variable was dropped and an additive social capital scale was created. After this, we looked at the association between social capital scale and residence of the informants. This yielded a difference of means not statistically significant (means Durgapur 6.6063 and Kendua 6.5345, significance: p value .861).

When we looked at the association between social capital scale and membership status of the informants (i.e. if they were members or not of PARI or SATHI), it yielded a difference of means that came out to be statistically significant (means Member 8.2216 and Non-member 4.9162; significance: p value .000).

This is a preliminary set of analysis of social capital – and several other analyses are possible. Given the descriptive statistics, it does seem like there should have been a significant difference between the social capital means in two different sub-districts. We need to look at the data more closely in order to answer as to why it is that we do not see a significant difference there.
1.24 Contextual factors

As mentioned above, there are observable differences in between the sites (i.e. Kendua and Durgapur). The context of the two places is different in terms of population (e.g. “Guchcho gram” – composed of migratory people in Kendua, while in Durgapur the population is more stable). People in Durgapur feel a kind of ownership with regard to the place, while it is not as promounced in Kendua. However, this did not seem to have translate into social cohesion, trust amongst the members of PGs, etc. as one would expect. Experience of people in the community with previous NGO activities might have a lot to do with apparently contradictory findings on this very aspect in the community.

PG formation also took much longer in Kendua than in Durgapur, hence observable differences are more visible in Durgapur. However, we have visited Kendua several times and we believe positive changes are taking place there, especially with regard to people’s knowledge on Maternal and Neonatal healthcare, i.e. danger signs and referral.

We believe, soon the interventions in both the sites will be more stable and it will be more instructive to note the differences in the “take-up” of the communities and relate that to the existing contextual differences.

Annex 8: SUSOMA Sustainability Assessment Results and Dashboard
[image: image26.emf]Component 1: Health Outcomes

LIST INDICATORS

Measured value Score

 1. Percentage of Delivery conducted  by TTBAs 0

2. Percentage of Deliveries conducted  by Skilled personnel 142

3. Pregnant mothers are immunized with TT 108

4. Pregnant mothers are known at least Two danger signs of pregnancy. 116

5. Percentage of pregnant mothers who received 4 times ANC visit during pregnancy 156

6. Percentage of newborn who feed colostrums within 1 hour. 111

7. Mothers known at least 2 complications after delivery.             97

8. Mothers have known at least 2 danger signs of neonatal.            110

9. Percentage of mothers/neonates who received visits within 42 days after delivery.      58

10. Percentage of neonatal who weighted birth weight. 50

Component 1 

Index

95


[image: image27.emf]Component 2: Health Services

LIST INDICATORS

Measured value Score

1. PI created health fund for addressing maternal and newborn illness 77

2. One CHV visit 100 household per month 35

3. One CHV visit  neonatal mothers at least 2 times per month 87

4. One CHT visit 15 CHVs monthly 100

5. One CHT visit 15 TTBAs monthly 100

6. Pregnant mothers visited by TTBAs per month in last 6 months. 100

7. One  meeting with H/C in last 6 month 47

8. Percentage of mothers refers to H/C in last 6 month. 30

Component 2 

Index

72


[image: image28.emf]Component 3: Organizational Capacity

LIST INDICATORS

Measured value Score

1. PI has policies which are followed regularly and reviewed as necessary

54

2. PI has registration

36

3. They hold meeting regularly(monthly)

76

4. There are equal opportunities for members of training and planning 20

5. There is an agreement to work in participatory with other like minded 

organization

51

6. PI has visionary and every PI has 5 good leaders 68

7. PI has fund raising plan as well as capacity 54

8. PI has transparency accounting system 70

9. PI representatives visit to union committee and primary groups in quarterly 57

Component 3 

Index

54


[image: image29.emf]Component 4: Organization Viability

LIST INDICATORS

Measured value Score

1. PI executive committee is well aware of the policies and they practice that. 57

2. PI implement community based health program 77

3. PI has training program for group members on health 50

4. PI is well known about GO/NGO health services 79

5. There is clear accountability and regular monitoring system 58

Component 4 

Index

64


[image: image30.emf]Component 5: Community Capacity

LIST INDICATORS

Measured value Score

1. All members of the groups are doing savings and managed by themselves 66

2. Group is well respected and accepted in the society 63

3. All groups have their own bye-lows which they follow 52

4. They have skilled leaders and changes leadership body in each year through 

participatory process.

41

5. Groups members can properly write the passbooks and understand about the 

record keeping 

43

Component 5 

Index

53


[image: image31.emf]Component 6: Environment

LIST INDICATORS

Measured value Score

1. Community people advocate for safe motherhood 65

2. Community people involved in the running of community clinics 72

3. Clinics staffed and have supplies and medicines 65

4. Community people aware of civil rights and they are enjoying 60

5. PI leaders attend meeting with local elite persons in last 6 month. 80

Component 6 

Index

69
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Annex 9: Action Plan Based on the Midterm Recommendations (Accomplished at the PIT (Project Implementation Team) meeting
	MTE Recommendation
	How will be it done
	Proposed Date/Time frame for Implementation
	Progress updates
	Next course of action

	1. District health authorities in collaboration with SUSOMA and other partners should sponsor a “Helping Health Workers Thrive” campaign


	Strong communication with District Health authority to improve Family Welfare Clinic (FWC)/Community Clinic  (CC) accommodation system by the involvement of PI.
	Monthly
	1. Meeting with DDFP, CS and District Coordination Meeting.

2. District Technical Advisory Committee (DTAC) meeting 3 meetings held with some specific recommendations.  Union Technical Advisory Committee (UTAC) meeting at Durgapur 7 and Kendua- 5 meeting.  

3. Health related NGO’s coordination meeting- 3 meetings.

4.Monthly health authority meeting at sub-districts
5. Monthly Family Planning meeting represented by SUSOMA and PI bodies.

- Pregnant mother identification through matching meeting properly.

-  Antenatal (ANC) and Postnatal (PNC) service rate increased.

- Institutional delivery increased. 

- Working relation strengthened with PI body and health facilities.

- Supplies support by PI.
	1. Continuation of the periodic meeting

2. Capable People’s Institution (PI) to do network with health facilities.

3. Strengthen support system by PI bodies for the facilities.

4. More involvement of PI bodies at sub-district and district level, link them

 

	
	Communication with national level health authorities.
	Monthly
	1. Monthly meeting with White Ribbon Alliance (WRA)
2. Meeting with national health authority about MNCH

3. Meeting ICDDR’B

Meeting with MCHIP
	1. Take part the monthly meeting with WRA.

2. Meeting with national health authority on MNCH

3. Meeting with ICDDR’B

4. Meeting and linkage with MCHIP 

	
	Call a meeting with key players  to brainstorm about campaign
	December 2012
	1.District Advisory Committee meeting for helping health workers thrive

2. Meeting with health and family officials at Durgapur

- Referral system improved/recognized by the health facilities.

3. Meeting with Union Family Planning Officer and Family Planning Inspector.

- Cooperation/ strengthened to enlist pregnant mothers. 

- Process monitoring improved by health authority. 


	1. Kendua- Meeting with health and family planning officials. 

2. Meeting with key players at district and sub-district level.



	
	Check budget for infrastructure changes and make proposal for this.
	December 2012
	-Budget checked but no scope of work yet created. 
	Scope of work  could be explored by the next fiscal year (FY)

	
	Street drama (Theater for Development –TfD) show on “Helping Health Workers Thrive”
	December 2012
	Durgapur Theater to have  40 shows for 20,000 women, men and students 
-PI based (TfD) Theater Team strengthened

-Sustainable ways of Theater shows by PI self-managed performance 

Kendua to have 43 shows for 25,000 population participation planned.
	1 Refreshers course

2 PI based drama show

3 Supplies and

equipment support for PI based theater shows

4 Maintenance plan by PI bodies of to use materials

5 Sustainable plan of action for theater shows as Behavior Change Communication

	
	Posters on role of health workers
	January 2013
	Discussions and decisions made
	· Develop poster on role of health workers

· Meeting  regarding issue on August 18, 2013

	
	Effective District Technical Advisory Committee  (DTAC) meeting
	November 2012, May 2013, November, 2013, May 2014 
	Three District Technical Committees (DTAC) meeting organized and meaningful guidelines set to maximize the results of SUSOMA, coordination and collaborative ideas are implementing to enroll/register pregnant mothers through combined  approach

-Specific recommendation and actions followed. 

- Identify success case story from the communities 

- working relationships strengthened

- service quality improved
 
	1. District Technical Advisory Committee (DTAC) meeting could be mostly be by district level officials to make the discussions effective. 

2. Next District Technical Advisory Committee meeting (DTAC) due. 

	
	Effective Union Technical Advisory Committee (UTAC) meeting
	To continue from October, 2012 
	UTAC meetings have been organized effectively, with  coordination and collaboration are coming out in the implementation process.

-Working relationships strengthened
-Antenatal/Postnatal service  increased

-Institutional delivery increased
-Collaborative working style improved
	· Proper preparation for the meetings
· Notice/invitations should be on time.  

	
	Special meeting with Govt. Staff, PI, Union Committee Member etc.
	December 2012
	Special meeting with health officials, PI body, at Durgapur- one (1) meeting.

2.Orientation for PI body on health services by the health facilities  staffs in Durgapur 
	1. Orientation sessions on MNCH by the health officials for the PI bodies. 

	2. Explore options to have People’s Institutions manage Community Clinics  (CC) and/or Family Welfare Clinics(FWC)
	Review Workshop on PI capacity and sustainability
	March 2013
	PI sustainability and capacity building workshops have been organized. 

· Sustainable health indicators are incorporated with Peoples Institution Capacity Indicators (PICI)
· PI Learning Circle meeting 
	1 PI learning circle (LC) meeting- Community Clinic (CC) management

2 PI workshop on  CC management

	
	Communicates with government health authorities at District and sub-district levels.
	Monthly
	Communications with district and sub-district level is continuing. [Some Community Clinic  (CC) management by PI are in the process]
	1. 13 Community Clinic managed by PI body at  Kendua

2. Community Health Center (CHC) Training on Antenatal and postnatal care.

	
	Leadership development training for Peoples Institution (PI) health subcommittee.
	March, 2013
	Leadership and Management training has been organizing among PI sub-committee members.
	1. Training on Community Clinic(CC) management for health sub-committee members

2. PI bodies representation to CC management ensured.

3. Networking meeting with CC management and PI bodies.

	
	SUSOMA team communicates with PLAN- Bangladesh. Regarding effective community clinics and their experiences.
	November 2012
	SUSOMA Team visited PLAN-Bangladesh-LAMB Community Clinic management project visited and learning issues shared.
	1. PI- based Community Clinic (CC) management action plan to be developed by the PIs.
2. Learning issues shared on CC management project of LAMB.

	
	List down the health indicators for PIs and review
	November 2 012
	Health Indicators are integrated with PI capacity indicators (PICI) in the capacity building process.
	1. Follow –up reviews of indicators at the PI meetings.

	2. Explore options to have People’s Institutions manage Community Clinics and/or FWCs.
	Enhance PI Capacity to manage Community Clinics (CC) & Family Welfare centers (FWC).
	March 2013
	PI capacity building to enhance CC and FWC management has been strengthening through linking/networking, orientation and mentoring.

· PI representation in CC management

· Orientation regarding health facilities
	1. Involve PI leader in Community Health Center training on ANC/PNC

2. Ensure participation in CC and FWC/local health authority meeting.

	
	Involvement of PI in CC management committee
	To continue from October 2012 
	25 PI- based community leaders of Durgapur Upazilla (sub-district) in 20 Community Clinics (CC’s) and 81 community leaders of Kendua in CC’s are involved with CC management bodies (as members).

PI leaders representation in CC Management

-Durgapur- 
-Kendua-23
	· “Voice raised” by PI leaders in CC management meeting. 

· Continue community mobilization  

	
	Building network with PI health subcommittee and local level govt.
	Monthly
	-PI leaders taking part in local health facilities and local government
	PI bodies especially health sub-teams do networking with local health authorities regularly. 

	
	Share and disseminate best practices
	Monthly from October 2012 
	Best practices have been shared in different community events i.e. influential group meeting, primary group meetings etc. 
	Best practices and success stories of pregnant mothers with newborn child are shared in different community events.

	3. Strengthen CHV and TTBA performance by creating expanded and sustainable “Learning Circles”.
	Share case studies   in monthly gathering.
	Monthly from October 2012 
	Success case stories are sharing in different community meeting and campaigns. 
	Arrange on a regular basis sharing of  case stories on ANC and PNC care

	
	Exchange Visit of Super CHV  ( Kendua and Durgapur) 
	February 2013
	Super CHV’s exposure visits have been accomplished in both areas. 

· Learning  on strengthening of  roles and responsibilities of CHVs
· Super CHVs are encouraged to do their best in carrying out these roles.
	-Ensure effective learning and sharing in different events

	
	Effective monthly meeting with union level Govt. health Staff, CHV /TTBA and PI representative 
	Monthly from October 2012 
	PI bodies attending the meeting in the Upazilla (sub-district) and union level at community clinics and Union Parishad level: as well trying to do the activation of Union Health Standing Committees.

a. Pregnant mother list (registry) matching meeting
b. Health authority meeting

c. Union meeting s
d. Dissemination meeting

e. CHV/TTBA meeting by PI leaders

f.National Immunization Day (NID) meeting by PI
	1. Ensure local health authorities periodic meeting happens
2. Ensure community clinic meetings takes place
3. See that pregnant that mother list matching (registry) meeting s are ongoing.


	
	Attend  yearly IMCI review meeting  and New IMCI national plan  participation
	November, 2012
	New project manager (PM) has been planning to participate IMCI meeting at national level.
	

	
	Participation on national health strategy development 
	September – December 2012
	World Renew team in Dhaka has been approached by the government to take part the national health strategy development.
	

	5. Explore options for creating mixed-gender People’s Institutions.
	1. Do workshop with PI to discuss gender balancing (mixed male & female PI) and develop strategies to do this. 

2. Hire staff  for vacant position by December 2012
	December 2012
	The project developed a workshop attended by PI members to discuss gender mixing of PIs.  Twenty (20) primary groups (PG) for men have been formed.

Staffs hired for vacant positions.
	 Discuss representation from primary groups of men at the annual general meeting (AGM) to create mixed –gender membership of PIs.

	6. Continue to increase the capacity of local NGO for implementing People’s Institutions.
	Team expect Directors/ World Renew consultant  participation in the monthly Project Implementation Team (PIT) meeting as possible and also field visit for NGO capacity development as possible.
	Monthly from October 2012 
	Consultations from the directors/World Renew consultants are coming out during the implementation process by giving ideas for improvement.

· PARI Director took part the PIT meeting

· PARI and SATHI Directors doing field visit and feedback
	-Request Directors to take part more in SUSOMA activities/events 

  

	
	Visit to MAMONI project  at Hobigonj district
	January, 2013
	The visit was accomplished and ideas are valued in the project management.

-Coordination with CHV and health authority strengthened 

-Referral system enhanced  
	Proper application of  the recommendations during visit.

	
	Refresher training on sustainability
	January, 2013
	Refreshers training on PI capacity and sustainability organized at Durgapur and Planning event at Kendua.
	Continue enhancing PI capacity building

	7. Pursue advocacy of MNCH at all levels, including the Netrokona District level.


	Attend monthly district level DDFP (District Director of Family Planning), Civil Surgeon & DC meeting for pursue advocacy of MNCH.


	Monthly starting from October 2012 
	SUSOMA project manager has been participating in district level DDFP, CS and DC Coordination meeting by sharing progress issues.
	Continue the same advocacy

	
	Attend monthly Upazila level health meeting for purse advocacy of MNCH
	Monthly starting October 2012 
	Health Coordinators have been attending the different Upazilla (sub-district) level meeting as advocacy mode on MNCH.
	Continue the same meeting attendance

	
	Reactivate all union & community level health facility meeting for effective advocacy of MNCH
	Monthly starting October 2012 
	Union level health standing committee and health facilities activation initiatives are striving in all unions.
	  Community consultation to activate Union Health Standing and Community Clinic (CC) Management bodies.

	8. Focus project monitoring on a subset of indicators.
	Prepare a subset of indicators for field data collection quarterly.  Share with all – PMT, etc. for finalization
	Prepare and disseminate on October 2012 and feedback share at next PMT
	Sub-set indicators based monitoring visits have been striving in the field and results are shared in the monthly meeting, action steps are taking to maximize the results. 

-Result Based Management indicators outlined.
-Progress trend is measurable as per MTE survey.   
	  Ensure indicator tracking/monitoring.


	9. Use an “expanded” and “adapted” version of the [Community] C-IMCI framework to promote greater understanding and integration of SUSOMA’s goal and objectives.
	Prepare Bengali  version  of the Community-IMCI cycle and laminate
	October 2012
	Bengali version C-IMCI cycle frame work developed and laminated to promote greater understanding and integration of SUSOMA goal and objectives. 

· Understanding strengthened 
	Ensure effective use of Behavior Change                 (Information, Education and Communication IEC) materials

	
	Distribute to staff, Government, CHVs, TTBAs, etc.
	October 2012
	Bengali version C-IMCI copies have been distributed to all level.

· Distributed and people are using  materials
	Ensure effectiveness of C-IMCI framework in understanding SUSOMA project.


	
	Give short explanation at regular CHV/TTBA and staff meeting


	October 2012
	Regular orientation on the subject matter has been accomplished. 
	On-going


Annex10: SUSOMA Health Management Information System (HMIS) Report for Year 4
	No data entry required. All cells are automated
	FY - 2012 & 2013
	 
	 
	Grand
Totals

	#
	INDICATOR
	Oct-Dec, 12
	Jan-Mar, 13
	Apri-June, 13
	July-Sep, 13
	Year 4 Totals
	

	
	
	# Y
	#
	# Y
	#
	# Y
	#
	# Y
	#
	# Y
	#
	# Y
	#

	1.1
	# Primary Groups formed in the CHV's area
	 
	0
	 
	0
	 
	20
	 
	2
	 
	22
	 
	516

	1.2
	# Primary Groups that have bank a/c
	 
	11
	 
	13
	 
	9
	 
	9
	 
	42
	 
	251

	1.3
	# Primary Groups that collect emergency funds
	 
	3
	 
	7
	 
	14
	 
	3
	 
	27
	 
	406

	1.4
	Is the CHV's village/community poor?
	0
	 
	0
	 
	0
	 
	0
	 
	0
	 
	537
	 

	1.5
	Is this poor community represented in the PI?
	0
	 
	0
	 
	0
	 
	0
	 
	0
	 
	537
	 

	1.6
	Capacity indicators developed for the PI
	0
	 
	0
	 
	0
	 
	0
	 
	0
	 
	4
	 

	1.7
	Health sub team of the PI formed
	0
	 
	0
	 
	0
	 
	0
	 
	0
	 
	4
	 

	1.8
	TOR developed for the health sub team
	0
	 
	0
	 
	0
	 
	0
	 
	0
	 
	4
	 

	1.9
	At least two MNCH interventions included in TOR
	0
	 
	0
	 
	0
	 
	0
	 
	0
	 
	4
	 

	1.10
	Emergency health fund constituted
	0
	 
	0
	 
	0
	 
	0
	 
	0
	 
	4
	 

	1.11
	Obstetric/newborn emergencies included in use of emergency health fund
	0
	 
	39
	 
	48
	 
	54
	 
	141
	 
	154
	 

	2.1
	How many Pregnant women indentified by TTBA in the village.
	 
	1675
	 
	2091
	 
	2267
	 
	2314
	 
	8347
	 
	23649

	2.2
	How many Newborn Mother identified by TTBA in the village.
	 
	1769
	 
	1972
	 
	1601
	 
	1801
	 
	7143
	 
	16267

	2.3
	How many pregnant women did the CHV visit in the home?
	 
	5479
	 
	5460
	 
	6380
	 
	7189
	 
	24508
	 
	48891

	2.4
	How many Newborns/mothers did the CHV visit in the home?
	 
	1785
	 
	1709
	 
	1503
	 
	1577
	 
	6574
	 
	15270

	2.5
	How many pregnant women did the TTBA visit in the home?
	 
	5682
	 
	6021
	 
	6991
	 
	7669
	 
	26363
	 
	53644

	2.6
	How many Newborns/mothers did the TTBA visit in the home?
	 
	1843
	 
	1826
	 
	1379
	 
	1822
	 
	6870
	 
	15222

	2.7
	# community group meetings on MNCH the CHV organized
	 
	1109
	 
	939
	 
	749
	 
	1080
	 
	3877
	 
	8820

	2.8
	# primary group meetings on MNCH the CHV organized
	 
	4276
	 
	5016
	 
	5151
	 
	5115
	 
	19558
	 
	40618

	2.9
	# supervisory visits the CHV received from project staff
	 
	3498
	 
	3892
	 
	3974
	 
	4073
	 
	15437
	 
	32983

	2.10
	# supervisory visits the CHV received from MOHFW staff
	 
	315
	 
	537
	 
	557
	 
	822
	 
	2231
	 
	3922

	2.11
	The CHV participated in the health center meeting
	118
	 
	169
	 
	156
	 
	208
	 
	651
	 
	1013
	 

	2.12
	The TTBA participated in the health center meeting
	100
	 
	152
	 
	139
	 
	141
	 
	532
	 
	855
	 

	2.13
	The informal provider participated in the health center meeting
	3
	 
	24
	 
	34
	 
	36
	 
	97
	 
	149
	 

	2.14
	This super CHVs called meetings of CHVs and TTBAs
	88
	 
	111
	 
	106
	 
	137
	 
	442
	 
	586
	 

	2.15
	This super CHVs met with the government officials
	35
	 
	72
	 
	72
	 
	73
	 
	252
	 
	277
	 

	2.16
	# meetings of pregnant women organized by the PI
	 
	0
	 
	4
	 
	198
	 
	195
	 
	397
	 
	397

	2.17
	# BCC events organized by the PI (drama, health fair, talk show)
	 
	1
	 
	10
	 
	13
	 
	9
	 
	33
	 
	93

	3.1
	# referrals the CHV made
	 
	161
	 
	205
	 
	164
	 
	185
	 
	715
	 
	1601

	3.2
	# referrals the TBA made
	 
	233
	 
	204
	 
	152
	 
	217
	 
	806
	 
	1883

	3.3
	# referrals the informal provider made
	 
	16
	 
	41
	 
	27
	 
	42
	 
	126
	 
	385

	3.4
	# pregnant women/mothers/newborns who used emergency transport
	 
	135
	 
	245
	 
	246
	 
	287
	 
	913
	 
	1452

	4.1
	The health sub team of the PI met
	9
	 
	10
	 
	12
	 
	12
	 
	43
	 
	85
	 

	4.2
	PI members participated in a health event (health days etc.)
	0
	 
	8
	 
	7
	 
	112
	 
	127
	 
	148
	 

	5.1
	PI leaders met with health officials
	0
	 
	11
	 
	16
	 
	124
	 
	151
	 
	170
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Key Findings:


1. Use of multiple channel increase chance exposure of various groups other than priority groups -(mothers) - examples are mothers in law, husbands and other community leaders – to the health messages.


2. Improvement of knowledge of danger signs and institutional delivery in 4th year from baseline results:


Knowledge of danger signs during pregnancy improved (75%)


Knowledge of danger signs during delivery increase (15.7%) 


Knowledge of danger signs for postpartum care up (22%)


Knowledge of newborn danger signs (27.6%)


Institutional delivery increased (8.5%)


4+ ANC visits (15.7%)





PROGRAM LEARNING BRIEF





�





PRO    PROGRAM LEARNING BRIEF





�





Peoples Institution  in Netrokona 








KEY FINDINGS: Social Capital (Baseline)


- Most people belong to at least one group organization (65.4%) with active leadership role (66.7%)





-decision mostly by group but still the leadership is deemed effective.


-Most likely sources of conflicts are differences in wealth, political affiliation education and landholding.





-Trust is equivocal with 71% saying that the people are basically honest while 43% would be alert for others taking advantage of them.
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SUSOMA Results Framework





GOAL: To reduce mortality and improve health status among the most marginalized mothers and newborns in two sub-districts of Netrokona: Kendua and Durgapur 





Strategic objective: Improved household and community behaviors and increased utilization of MNH services through private/public collaboration between People’s Institutions (community-based organizations) and the public health system. 





IR1 Strengthened private (civil  society)/public partnerships in support of MNCH 





IR2: Improved knowledge and practices of mothers and families regarding MNCH 





IR3: Increased quality of MNCH services 





IR4: Increased capacity of local NGOs for implementing People’s Institutions 





IR5: Enhanced enabling environment 





CHT’s orientation on PG formation





CHT’s several meeting with community people to motivate them for several months





Learn from other PGs and contact the CHT





Election by the participants to get leaders





Installation of PG in presence of the NGO staff, CHT, and participants





Creating plan for future activities with supervision from NGO staffs








� SUSOMA is the named CRWRC adopted for their program on maternal, newborn, and child health that incorporates the PI model.
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Health outcomes

		Component 1: Health Outcomes

		LIST INDICATORS		Measured value		Score

		 1. Percentage of Delivery conducted  by TTBAs				0

		2. Percentage of Deliveries conducted  by Skilled personnel				142

		3. Pregnant mothers are immunized with TT				108

		4. Pregnant mothers are known at least Two danger signs of pregnancy.				116

		5. Percentage of pregnant mothers who received 4 times ANC visit during pregnancy				156

		6. Percentage of newborn who feed colostrums within 1 hour.				111

		7. Mothers known at least 2 complications after delivery.				97

		8. Mothers have known at least 2 danger signs of neonatal.				110

		9. Percentage of mothers/neonates who received visits within 42 days after delivery.				58

		10. Percentage of neonatal who weighted birth weight.				50

				Component 1 Index		95





Health Services - 2

		Component 2: Health Services

		LIST INDICATORS		Measured value		Score

		1. PI created health fund for addressing maternal and newborn illness				77

		2. One CHV visit 100 household per month				35

		3. One CHV visit  neonatal mothers at least 2 times per month				87

		4. One CHT visit 15 CHVs monthly				100

		5. One CHT visit 15 TTBAs monthly				100

		6. Pregnant mothers visited by TTBAs per month in last 6 months.				100

		7. One  meeting with H/C in last 6 month				47

		8. Percentage of mothers refers to H/C in last 6 month.				30

				Component 2 Index		72





Org-Capacity3

		Component 3: Organizational Capacity

		LIST INDICATORS		Measured value		Score

		1. PI has policies which are followed regularly and reviewed as necessary				54

		2. PI has registration				36

		3. They hold meeting regularly(monthly)				76

		4. There are equal opportunities for members of training and planning				20

		5. There is an agreement to work in participatory with other like minded organization				51

		6. PI has visionary and every PI has 5 good leaders				68

		7. PI has fund raising plan as well as capacity				54

		8. PI has transparency accounting system				70

		9. PI representatives visit to union committee and primary groups in quarterly				57

				Component 3 Index		54





Or-Viability4

		Component 4: Organization Viability

		LIST INDICATORS		Measured value		Score

		1. PI executive committee is well aware of the policies and they practice that.				57

		2. PI implement community based health program				77

		3. PI has training program for group members on health				50

		4. PI is well known about GO/NGO health services				79

		5. There is clear accountability and regular monitoring system				58

				Component 4 Index		64





Community Capacity - 5

		Component 5: Community Capacity

		LIST INDICATORS		Measured value		Score

		1. All members of the groups are doing savings and managed by themselves				66

		2. Group is well respected and accepted in the society				63

		3. All groups have their own bye-lows which they follow				52

		4. They have skilled leaders and changes leadership body in each year through participatory process.				41

		5. Groups members can properly write the passbooks and understand about the record keeping				43

				Component 5 Index		53





Echological - 6

		Component 6: Environment

		LIST INDICATORS		Measured value		Score

		1. Community people advocate for safe motherhood				65

		2. Community people involved in the running of community clinics				72

		3. Clinics staffed and have supplies and medicines				65

		4. Community people aware of civil rights and they are enjoying				60

		5. PI leaders attend meeting with local elite persons in last 6 month.				80

				Component 6 Index		69





Map

		

		Sl no		Component		CSSA October,13		CSSA April,13		CSSA October,12		CSSA April,12		CSSA October,11		BaselineIndices

		1		Health Outcome		95		95		60		60		50		50

		2		Health Services		72		69		64		61		38		33

		5		Community Capacity		53		46		40		37		16		13

		6		Ecological, human, economic,political and policy environment		69		59		55		49		21		2

		3		Organizational Capacity		54		50		48		42		17		15

		4		Organizational Viability		64		60		58		52		33		8

		Dimension								Indices (average)

		1		Health & Health Services						62

		2		Local Organization						53

		3		Community & Environment						48
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